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Agenda

Ne | Item Time Encl. | Purpose Presenter
1. Chair and quorum 1.00pm Verbal | Information P White
2. Apologies for absence 1.01pm Verbal | Information P White
3. Declaration of interests 1.02pm Verbal | Information P White
4 g/ggites of the previous meeting held on 6 June 1.03pm v Decision P White
5. Matters arising and action log update 1.04pm 4 Decision P White

. . 1.05pm . .
6. Chair’s opening remarks and report (5mins: Pres) 4 Information P White
. - 1.10pm v . .
7. Chief Executive’s report (10mins: Q&A) Information S Nicholls
1.20pm
8. Patient Story (10mins: Pres) Pres Assurance S Cullen
(5mins: Q&A)
9. Board Assurance Framework (10;}?]559330) v Decision S Regan
10. CONSISTENTLY DELIVER EXCELLENT CARE (SAFETY AND QUALITY)
10.1 | Safety and Quality Committee Chair’s Report 1.45pm v Information K Smyth
' (10mins: Q&A)
. . 1.55pm
10.2 | Maternity and Neonatal Services Report (5mins: Q&A) v Assurance J Lambert
11. GREAT PLACE TO WORK (WORKFORCE, EDUCATION AND RESEARCH)
. o 2.00pm v .

11.1 | Workforce Committee Chair’'s Report (10mins: Q&A) Information V Crorken

Education, Training and Research Committee 2.10pm v : N
11.2 Chair's Report (10mins: Q&A) Information P O’Neill
12. DELIVER VALUE FOR MONEY (FINANCE AND PERFORMANCE)

. . . 2.20pm v .

12.1 | Charitable Funds Committee Chair's Report (10mins: Q&A) Information K Smyth

Finance and Performance Committee Chair’s 2.30pm v : .
12.2 Report (10mins: Q&A) Information T Whiteside

Integrated Performance Report as at 30 June 2.40pm S Cullen/
12.3 | 2024 including Finance update (10mins: Pres) v Assurance N Pease/

(considered by appropriate Committees of the Board) (10mins Q&A) J Wood
13. FIT FOR THE FUTURE (STRATEGY AND PLANNING)
13.1 | Single Improvement Plan (10r?1.i?12921res) v Assurance S Nicholls
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Ne | Item Time Encl. | Purpose Presenter
13.2 | New Hospitals Programme 3_.1me 4 Information S Nicholls
(5mins: Pres)
14. GOVERNANCE AND COMPLIANCE
. . - 3.15pm . .
14.1 | Audit Committee Chair's Report o v Information T Watkinson
(10mins: Pres)
. 3.25pm .
14.2 | NHSE Enforcement Undertakings S v Information S Regan
(10mins: Pres)
14.3 Delegated Authority — EPRR Core Standards 3'.35.pm v Decision I Foote
Annual Return (5mins: Pres)
15. ITEMS FOR INFORMATION
(a) Annual Report and Accounts 2023-24
(b) Quality Account 2023-24
(c) Safeguarding Annual Report
(d) Mortality Annual Report
(e) Appraisal, Revalidation and Medical
15.1 Governance Annual Report v
(f) Freedom to Speak Up and Raising
Concerns at Work (including
Whistleblowing) Annual Report
(g) Fitand Proper Person Annual Review:
Confirmation of Completion
Date, time and venue of next meeting:
15.2 | 3 October 2024, 1.00pm, Lecture Room 1, 3.40pm Verbal | Information P White

Education Centre 1, Royal Preston Hospital
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Board of Directors -

6 June 2024 | 1.00pm
Lecture Room 1, Education Centre 1, Royal Preston Hospital

Part |

Present:

Mr P White Chair

Dr T Ballard Non-Executive Director
Ms V Crorken Non-Executive Director
Mr | Deviji Chief Operating Officer
Professor S Nicholls Chief Executive

Dr G Skailes Chief Medical Officer
Ms K Smyth Non-Executive Director (virtually)
Mr T Watkinson Non-Executive Director
Mr J Whitaker Non-Executive Director
Mrs T Whiteside Non-Executive Director
Mr J Wood Chief Finance Officer

In attendance:

Mrs K Brewin Associate Company Secretary (minutes)

Mr G Doherty Director of Strategy and Planning

Mrs N Duggan Director of Communications and Engagement

Mrs J Foote Company Secretary

Mrs L Graham Deputy Director of Workforce and Organisational Development
Ms C Gregory Deputy Director of Nursing, Midwifery and AHPs

Ms J Lambert Interim Divisional Nursing and Midwifery Director (for item 96/24)
Mr U Patel Associate Non-Executive Director

Mr S Regan Associate Director of Risk and Assurance (for item 94/24)
Governors observing: S Heywood, L Purcell, T Ramsay

Observers: K Foster-Greenwood

86/24 Chair and quorum

Having noted that due notice of the meeting had been given to each member and that a
quorum was present the meeting was declared duly convened and constituted.

87/24 Apologies for absence

Apologies for absence were received from Mrs A Brotherton, Ms S Cullen, Professor P
O’Neill, and Mr N Pease.

88/24 Declaration of interests

There were no conflicts of interest declared by the Board in respect of the business to
be transacted during the meeting.

Excellent care with compassion
|
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The Chair made a general declaration in respect of his role as Chair of the North West
Ambulance Service.

Minutes of the previous meeting

The minutes of the meeting held on 4 April 2024 were approved as a true and accurate
record.

Matters arising and action log
There were no matters arising and the updated action log was received.
Chair’s opening remarks and report

The report provided a summary of work and activities undertaken during April and May
2024 by the Trust Chair including a resume of the items discussed in the part Il Board
meeting on 4 April.

The Board was advised that urgent and emergency care was under significant pressure
with levels of demand comparable to volumes seen during the winter and patients
presenting at the hospital with increasingly complex conditions. This was a feature
across the sector and discussions were ongoing to identify what was needed to address
the issues along with internal planning to improve flow and reduce long waits and length
of stay. The Board’s gratitude was extended to Executive Directors recognising the
significant challenges being faced at such an early point in the year and appreciation
would be cascaded to staff across the organisation.

Chief Executive’s report

The report provided an overview on matters of interest since the previous meeting and
the following highlights were provided.

Reference was made to the excellent progress on elective recovery meaning that NHS
England (NHSE) had agreed that the Trust would step down from the most intense level
of scrutiny in terms of progress on performance (tier 1). Tribute was paid to the
operational teams under the leadership of the Interim Chief Operating Officer in
delivering such a positive result. However, the Trust was not complacent and remained
in tier 1 for cancer although good progress was being made.

Improvement work was continuing to reduce pressures at the front door including
elimination of patients being boarded to improve the experience for patients and staff.
Recognising the increase in demand at the front door, the Trust would be launching an
accelerated discharge initiative which would help with early preparations for winter.

The report contained a range of achievements and recognition for staff at a national,
regional, and local level, and the Board recognised the positive work of colleagues
across the organisation.

The Integrated Performance Report (agenda item 12.4) outlined the challenges with
C.difficile infection. To assist with supporting improvements in infection levels, a
campaign had been launched at the start of May, ‘Bin the Wipes’, which aimed to raise
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awareness about the effect that wipes and other sanitary items had on the drains and
sewer systems in the hospitals.

The Board noted that during previous periods of significant pressure contingency plans
had been introduced and tested at system level and queried whether there was an
intention to re-test those contingency plans on a similar basis. It was confirmed that
some testing had been undertaken locally. Urgent and emergency care was the key
concern for the system and the Integrated Care Board (ICB) was leading a piece of work
to look at challenges within the system. It was emphasised that the current pressures
were exceptional so early in the year and work was ongoing to alleviate the pressures
before winter.

Patient Story

The Board was joined by three representatives from the Division of Diagnostics and
Clinical Support who attended to present the patient story. Unfortunately, due to
personal reasons, the patient had been unable to attend although was content for the
team to share his story.

The patient was an elective admission and was an inpatient at the Trust for 14 days. He
normally mobilised with elbow crutches, was admitted to the Critical Care Unit and then
Ward 11. During his admission he was very confused and disorientated within the
pathway and deconditioned from his baseline function. He was subsequently referred to
therapy although due to his ongoing confusion, therapy was difficult to facilitate. His
recollection of his period in hospital was hazy due to his confusion and he talked of
feeling rushed out, not communicated with and like he was being bundled off to ‘an old
people’s home’ when the Community Healthcare Hub (Finney House) was suggested.
An overview was provided of the journey the patient would have had if the Community
Healthcare Hub had not been available and the potential wait for rehabilitation or
decision to admit pathway and provision. Following rehabilitation, the patient described
the fantastic care received during his stay in the Community Healthcare Hub and how he
felt safe in a clean and tidy environment. He also positively recognised the
multidisciplinary approach to his mobility and the individualised care that he received.

The team provided an overview of the shared learning that had been taken by the
therapy team around the patient’'s feelings including revisiting the patient leaflet
available for the Community Healthcare Hub. The team explained that patients admitted
to hospital could rapidly decondition which was why it was imperative to prevent
admissions for long-term outcomes.

Reference was made to the confusion experienced by the patient and his inability to
understand what was being communicated and it was suggested that family members
could be able to assist with the messages being delivered. It was explained that
managing patient expectations was crucial and at the earliest opportunity it was
reinforced that their stay could be up to 28 days. Staff actively tried to involve families
and next of kin as soon as possible to inform about discharge decisions and the team
had consciously worked on improvements in that area. There was also a need to be
clearer regarding the Finney House model to ensure patients did not have the
impression it was a care home and consideration would be needed on the branding.

The Chair thanked the team for attending to deliver the story and asked that their thanks
be passed to the patient for allowing their story to be heard.
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Board Assurance Framework

The report provided details of risks that might compromise the achievement of the
Trust’s high level strategic objectives. It was noted that the risks were scrutinised by
relevant Committees of the Board. The strategic risks detailed in appendix 2 were those
that had been presented to Committees or had been reviewed in preparation for the next
Committee meeting at the time the Board report was produced. It was confirmed that
there had been no changes to the six strategic risk scores since the April Board meeting
and three operational risks remained escalated to the Board relating to exit block (risk 1D
25); elective restoration (risk ID 1125); and C.difficile infection (risk ID 1157). The Board
was asked to note that discussions were ongoing by the Safety and Quality Committee
regarding the risk around the interventional radiology service.

On 14 May 2024 the Board discussed and reviewed the risk appetite statement and risk
tolerance for all strategic risks. Potential changes to the risk appetite and tolerances
were explored in detail, however, the Board recommended that the current risk appetite
statement and risk tolerances remained appropriate for 2024-25. In addition, two
recommendations had been placed before the Board relating to oversight of the
strategic risks relating to specialised services and moving the risk to ‘controlled’ status.

Reference was made to the recommendation for the Board to approve defining the
specialist services risk as ‘controlled’ as it had been static at a risk score of 8 for some
time (in line with the Trust’s risk tolerance level). It was proposed that a discussion
needed to be held first by the Finance and Performance Committee regarding de-
escalating the risk. It was understood the ICB Clinical Strategy would be available
around September therefore it was agreed that the specialist services risk would be
redefined as 'controlled’ with the expectation that the risk status would be reviewed
when commissioning intentions were clarified later in the year.

Discussion was also held regarding the work being undertaken on the format and
structure of the report.

The Board RESOLVED that the updates to the Board Assurance Framework be

approved, specifically:

1. the risk appetite statement and risk tolerances for 2024-25.

2. re-alignment of the strategic risks for specialised services and Fit for the
Future to the Finance and Performance Committee for oversight from June
2024.

3. the strategic risk for specialised services be moved to ‘controlled’ status with
the expectation that this would be reviewed when the ICB commissioning
intentions were understood later in the year.

Safety and Quality Committee Chair’s report

The Chair’s report from the Safety and Quality Committee provided an overview of items
discussed at the meetings on 22 March and 26 April 2024 based on the 3As
methodology (Alert, Advise, Assure) including, where appropriate, items recommended
for approval by the Board. Key highlights included:



- Focus on boarded patients at both meetings and understanding how that practice
was eradicated including nursing care provided in corridors due to capacity and
demand pressures.

- The cancer care risk had increased from 6 to 16 and the Committee drilled down on
the actions being taken to ensure appropriate mitigation was in place.

- Martha’s Rule was explored and discussed at both meetings. It was noted the Trust
had previously introduced its own local arrangements (Call 4 Concern) and that
process had been finessed in line with the new legislation.

- The Committee recognised the positive impact of the Community Healthcare Hub
which dovetailed with the patient story at the start of today’s Board meeting
reinforcing the improvements in patient care and treatment through rehabilitation.

- A presentation received in May from the Director of Infection Prevention and Control
and discussion regarding where Trust resources should be prioritised. The
Committee recognised there were some significant problems with the Trust’s estate
and focus on hygiene and national cleaning standards would be important.

- The thrombectomy service had reverted to 5 rather than 7-day cover due to the
difficulties recruiting suitably trained Radiographers, the scale and challenge of
which was recognised by the Committee. It was noted that thrombectomy required
highly specialist treatment and the staffing issues were not unique to the Trust with
challenges being felt on a national scale. The Trust had recruited a further
Radiologist and progress was being made towards delivering a fully staffed 24/7
service once required staffing levels had been achieved. The Trust continued to
work with Specialist Commissioning colleagues to explore any further actions that
could be taken to accelerate service provision.

Discussion was held regarding the significant challenges with the Trust's estate and
focus that was required on cleaning standards to ensure compliance and control of
infection levels. It was noted the Trust was compliant with clinical cleaning standards
and improvements were required in general cleaning standards which would need to be
delivered within current resources. In terms of the estate it was clear that significant
investment was required which would need to be balanced with the intention for a new
hospital build therefore broader conversations and thinking would be required on the
medium-term estate strategy.

In response to a question regarding whether an infection prevention and control risk
assessment had been undertaken relating to boarded patients, it was confirmed that
incidents were being monitored, and mitigations were in place in relation to patients
identified for boarding. The practice of boarding patients was also included on the risk
register.

Reference was made to the assurance provided in the report regarding overall staffing
fill rates which in some areas was over 100% and clarification was requested on the
trajectory for safe staffing levels along with the rationale for exceeding those levels,
bearing in mind the Trust’s financial position. It was explained that the aim was to
achieve 95% fill rate although that did not take account of movement of staff covering
additional areas that had been opened to meet capacity and demand. In response to a
question regarding the 109% fill rate at Chorley, the Board was advised that in terms of
safety the fill rate was positive due in part to the support being provided to international
nurse recruits. It was also noted that the current fill rates had allowed for a significant
decrease in agency expenditure.
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Maternity and Neonatal Services Report

The report provided an update in relation to safe staffing and the safety and quality
programmes of work including the Clinical Negligence for Trust (CNST) Maternity
Incentive Scheme (MIS) within the maternity and neonatal services up to April 2024. In
addition, obstetric medical and neonatal updates had been included in the report for
cross triangulation and information, where appropriate. An overview of the contents was
provided and it was noted that whilst the service was under pressure overall it was in a
stable position.

In relation to CNST, where Trusts were not compliant with a funded establishment
based on Birth Rate Plus or equivalent calculations, the Board and relevant Committees
of the Board must be aware of the agreed plan, including timescale for achieving the
appropriate uplift in funded establishment. The plan must also include mitigation to
cover any shortfalls. The report outlined those requirements and the Board noted there
was a detailed workforce plan in place and that funding solutions were being
considered.

In relation to the high still birth rate, the Safety and Quality Committee Chair confirmed
there was assurance that those instances were due to highly unusual circumstances
outwith the Trust’s control. Further work was being undertaken regarding neonatal
deaths and learning was being taken. In relation to the five cot closures during the
reporting period, the Committee explored the situation and was assured that the cot
closures had been appropriately mitigated. The Committee recognised the challenges
that remained around staffing levels and the work that would be required as a Trust on
the risk.

Reference was made to the Early Pregnancy Loss Bereavement Specialist Nurse which
had been funded by the Charitable Funds Committee and Board requested an update
on how that role was functioning. It was confirmed that the post had enabled the service
to be compliant with many of the standards and was having a positive impact for
women, families, and the national agenda around early pregnancy loss.

The Board RESOLVED that it was assured in respect of the safe staffing position
within maternity and neonatal services and progress with the recommendations in
the CNST MIS through the associated action plans, recognising the ongoing
workforce requirements across the perinatal continuum.

Fuller Review: Phase 1 Recommendations

The report considered the recommendations from the Independent Inquiry into the
issues raised by the David Fuller case to provide assurance to the Board that the
operating procedures of the mortuary and body stores at both Chorley and Preston
hospital sites complied with the Human Tissue Authority’s (HTA) standards and
guidance.

It was noted the Fuller Inquiry involved two phases. The first examined what happened
at Maidstone and Tunbridge Wells NHS Trust with the report published on 28 November
2023 containing 17 recommendations specifically directed to that Trust. The second
phase of the inquiry was underway to consider the broader national picture to
understand procedures and practices in place across the country to protect the
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deceased person: the Trust would respond to any requests to support phase two as
required.

The Board was informed that the Trust had reflected on the 17 recommendations in the
interest of learning and improvement. It was noted the Trust was inspected by the HTA
in March 2023 and the findings identified during the inspection had been closed by the
HTA, with a detailed report scrutinised by the Safety and Quality Committee on 31 May
2024. Members of the Executive Management team also visited the mortuaries on both
hospital sites and were satisfied with the procedures and practices in place.

The Board welcomed the self-assessment of the Trust mortuaries against the 17
recommendations and asked whether the Trust would consider commissioning external
assurance if it was not included in the second phase of the inquiry. It was reiterated that
the Trust was inspected by the HTA with the last inspection in March 2023, therefore an
external view and assurance had been obtained.

The Board RESOLVED that it was assured of the processes in place within the
Trust to protect the safety and dignity of the deceased person following a review
of the 17 recommendations identified in the phase one report of the Fuller Inquiry.

Workforce Race Equality Standard (WRES) and Workforce Disability Equality
Standard (WDES) Reports 2024

The reports provided data which would form the submissions and subsequent
publication of the 2024 WRES and WDES standards for the Trust, setting out priority
areas for action based on analysis of the results which included workforce data and
findings from the latest staff survey.

In respect of WRES, the priority areas for action were those which indicated ethnic
minority colleagues were being adversely impacted or disadvantaged against specific
indicators. The priority areas for action were identified as appointment from shortlisting
across all posts; discrimination experienced at work from a manager or colleagues; and
increased representation of ethnic minority colleagues in senior, very senior manager, or
voting Board member roles.

In respect of WDES, the priority areas for action were those which indicated disabled
colleagues were being adversely impacted or disadvantaged against specific metrics.
The priority areas for action were identified as likelihood of colleagues with a disability
entering the formal capability process; harassment, bullying or abuse from patients,
service users, the public, managers, or colleagues; feeling pressure from their manager
to come to work despite feeling unwell; and the extent to which colleagues felt the
organisation valued their work.

Discussion was held regarding the timescales identified for delivering the actions as
some actions requiring urgent delivery had been provided with a 12-month lead in time.
It was explained that cultural awareness training was underway to support delivery of
the actions and time would be required to embed changed practices as current norms
were being challenged. The Trust operated a zero tolerance policy which was being
reinforced and from June 2024 training would include topics such as how to be an
effective bystander, reinforcing expectations, and how to call out areas of poor practice.
Work was also ongoing with some teams where discrimination was not an issue and
data would be triangulated for areas where good practice was seen. In response to a
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question regarding how the Trust ensured colleagues were confident and assured they
had been listened to, it was explained that processes were being strengthened by line
managers at local level to ensure feedback was provided.

The Board RESOLVED that the priority areas for action and the external
publication of the results of the 2024 WDES and WRES submissions be approved.

Finance and Performance Committee Chair’s report

The Chair’s report from the Finance and Performance Committee provided an overview
of items discussed at the meetings on 26 March and 23 April 2024 based on the 3As
methodology (Alert, Advise, Assure) including, where appropriate, items recommended
for approval by the Board. Key highlights included

- Clinical divisions attended the March meeting to deliver their operational plans and
robust discussion was held to provide assurance to the Committee.

- Planning arrangements and funding options to be considered in relation to staff
wellbeing and comfort.

- The Committee sought additional assurances across some underperforming areas
including patients who did not attend, diagnostics and outpatients, along with revised
recovery trajectories for the emergency department.

- A significant shift in-year on the waiting lists and staff were commended for their
hard work to move the Trust to a more stable position.

- The Committee endorsed the 2024-25 Annual Plan recognising the high-risk nature
of the plan.

Corporate Objectives 2024-25

The report presented the 2024-25 corporate objectives identifying the key areas for
action during the year, including the measures of success, lead Director, and alignment
to Committees of the Board to receive assurance on delivery. The intention was to
provide guidance for colleagues across the organisation in setting their departmental
and individual objectives and the corporate objectives were part of the new system of
strategy and planning alongside the Single Improvement Plan and the developing Trust
Strategy. As the new system was developed the planning timetable would be brought
forward such that the draft corporate objectives would be presented in December for
finalisation by March for the coming financial year.

The Board welcomed the document and supported the timescale for the annual
corporate objectives in the future. The Board also recognised the document was high
level and did not include specific metrics although it was understood those measures
would be developed as divisions and departments agreed the deliverables.

Discussion was held regarding the scope of the objectives, how success would be
measured and whether the ambition articulated needed to be strengthened. It was
explained that there was clarity around the corporate objectives for the first year and the
relatively narrow focus was intentional due to the amount of work that would be required,
rather than extend the focus more broadly during the first year of delivery. There was
also more detailed information in the background on success measures as part of the
SIP and Financial Recovery Plan. Issues such as reducing sickness absence to the
national average would realise approximately £2m savings and was the overarching
target rather than listing specifics as stand-alone objectives. As mentioned, discussions
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would start around late September or early October on the objectives for 2025-26.
Some Board members felt that it would be helpful to see the corporate objectives tied
into the SIP with more specificity in terms of the measures rather than words such as
‘improve’ which had an element of interpretation.

In response to a question regarding the intentions around the Trust Strategy and what
would happen with the current strategy (Our Big Plan), it was explained that the three-
year and longer-term 10-year plan were being developed which would replace the
current strategy and the challenge would be gathering together all elements to ensure
links and alignment to all the plans being developed was clear. A schedule of
engagement sessions had been drawn up for internal and external stakeholders,
including governors, to ensure broad coverage to capture views and feedback.

Clarification was requested regarding whether the objectives had been articulated and
road tested with staff. It was explained that it would have been preferable to engage
with staff although there was an element of pressure to develop and present the
objectives to the Board as part of the in-year planning cycle. The information would be
cascaded using established methods and processes and feedback would be obtained
during the engagement sessions which would be helpful when developing the 2025-26
corporate objectives later in the year.

The Board RESOLVED that the corporate objectives for 2024-25 be approved.
Single Improvement Plan Targets and Measures

The report provided an update on the implementation of the Single Improvement Plan
(SIP). Following discussion at the Board Workshop on 14 May, the SIP had been
refined to avoid duplication or overlap and now covered five domains (Well Led; Safety,
Quality and Clinical Effectiveness; People and Culture; Operational Performance; and
Financial Sustainability). The plan also had a significant focus on strategy and planning.

An overview was provided on the new way of working being adopted to increase pace of
delivery of the SIP and the benefits identified for each domain. Work was being
undertaken to refine the key metrics for each domain and final amendments would be
made in light of further feedback received, with the intention to report through relevant
Committees of the Board from June 2024. A Place-based section of the SIP was being
produced to ensure collaborative working with partners on key shared
priorities. Reference was made to the work that would be required on the 10-year plan
which would replace the Trust's current strategy (Our Big Plan) and cover broader
aspects linked to the SIP including the three-year clinical plan. An external discussion
would be needed with colleagues at NHSE as the plan required sign off by the Regional
team, the ICB and the Trust. The Board was asked to approve the metrics presented in
appendix 1 recognising that as the document was refined some minor changes to the
measures would be required.

Discussion was held regarding the process for working with partners in terms of clear
measures of success. It was explained that there was reference to that approach within
the report and work was ongoing. The Trust would be clear in terms of external support
required, both operationally and clinically, and the interventions required from various
partners such as the ICB, community and social care. Clarity around commissioning
intentions would also be required along with ensuring the Trust was involved in
discussions around the ICB planning intentions.
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Discussion was also held regarding co-dependencies between the different strands of
the SIP and governance arrangements. The Board was advised that from an
operational delivery perspective, the Executive Management team met twice per week
and a regular session was included on the cycle for the Financial Recovery Plan. In
addition, there was an overarching Recovery Board with a direct report to the Trust's
Chief Executive. The Executive Directors would be held accountable for delivery and
the Executive Directors would hold to account divisional leads with cascade through the
line management structure.

In response to a question regarding when the final version of the SIP containing locked
down metrics and targets would be available, it was confirmed that the final plan would
be available at the end of June.

The Board RESOLVED that:

1. It was assured on the progress made on development of the Single
Improvement Plan.

2. The key metrics and targets as presented in appendix 1 be approved
recognising that some refinement of the measures was required and that work
would be completed by the end of June 2024.

3. Monitoring of key metrics through relevant Committees of the Board from
June 2024 be supported.

Integrated Performance Report as of 30 April 2024

The integrated performance report as of 30 April 2024 provided an overview of key
performance indicators aligned to Our Big Plan. Detailed scrutiny of the metrics aligned
to the four ambitions was undertaken by respective Committees of the Board. Key
messages were highlighted from each of the key ambitions in addition to those already
reported by respective Committee Chairs.

Consistently Deliver Excellent Care — starting next week there would be a six-week
period focusing on supporting, embedding, and sustaining performance in urgent and
emergency care. In respect of elective care, for the first time the Trust was reporting
zero on the 65-week waiting list target. Orthodontics and dental services were areas
requiring additional scrutiny to ensure compliance with targets and the surgical division
was monitoring performance. An overview was provided of the cancer backlog position.

In response to a question regarding meeting performance on cancer pathways, it was
explained that the service investigated all patients to determine whether the patient had
cancer. Where it was obvious that patients were presenting with cancer then they would
immediately be placed on treatment. At present, 75% of patients were informed of their
diagnosis within 28 days which allowed the service to focus on those patients with a
confirmed cancer diagnosis.

In respect of safety and quality reference was made to C.difficile and it was noted the
Trust had not yet received the trajectory for 2024-25. Monitoring of compliance
continued based on the agreed plan for 2023-24.

Clarification was requested on whether the pressures in the emergency department

were fully understood as whilst boarding patients and the Community Healthcare Hub
had helped with admission avoidance, the difference in improvement of the 4-hour wait

10
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in the emergency department was minimal (1.4%). Some Board members suggested
that the improvement actions that had been introduced should be reviewed to ensure
they were delivering the expectation.

It was explained that significant effort was being put into reducing the 4-hour wait
position although it was acknowledged that focus may not have been directed to what
would have had the biggest impact. The plan was to go back to basics to clearly identify
what would be influenced internally and where the Trust needed assistance, including
identifying and addressing any unintended consequences of the current approach.
Should it be identified that there remained fundamental capacity issues then the Trust
would need to go through the formal business case process rather than carry on with the
actions being delivered at present. It was further noted that the data was now showing
that type 3 performance (urgent care centre) had started to reduce while type 1 activity
(emergency department) was increasing. The ICB had commissioned an external
company to look at all urgent and emergency care across the system therefore further
work would need to be undertaken around Place and System and individual plans would
need to be brought together. It was recognised that ultimately the solution would be
around partnership working to ensure patients were managed in the way that they would
expect. During discussion it was recognised that the Board would also need to look at
ambulance handover times as there were pressures in the system relating to Royal
Preston Hospital.

Great Place to Work — a sustained downward trajectory had been seen in relation to
agency usage and spend which was reporting below the NHSE target. The sickness
absence rate had also reduced during month one in line with seasonal trends.

Deliver Value for Money — the Trust was waiting for final approval of the financial plans
and had delivered against the plan for month one with a deficit of £3.7m. The Trust
continued to have considerable underlying financial pressures to manage with a
financial gap of £58m which required mitigation. An overview was provided on the
capital and cash position, cost improvement programme, and use of resources.

The Board CONFIRMED it was assured in respect of the actions being taken to
improve performance.

Audit Committee Chair’s report

The Chair’s report from the Audit Committee provided an overview of items discussed at
the meeting on 3 May 2024 based on the 3As methodology (Alert, Advise, Assure)
including, where appropriate, items recommended for approval by the Board. Key
highlights included

- Positive assurance received regarding delivery of the internal audit plan for 2023-24
and a positive overall conclusion was expected.

- The programme of work to support production and finalisation of the 2023-24 Annual
Report and Accounts was on track.

- Good progress had been made on resolving some of the recommendations included
in previous audit reports.

- A number of audit reports had been finalised since the Committee meeting in
January. The audit on duty of candour was referenced with some recommendations
regarding not following procedures in a timely manner, along with some issues
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identified in the audit report relating to key financial controls where processes and
policies had not always been adhered to. These would be explored further at future
meetings.

- The external auditors had identified significant risk around the Trust's financial
sustainability and they were working with the Trust in respect of how it moved to a
financially sustainable position over a period of time.

It was noted that operational compliance with policy and control processes had also
been picked up by the Finance and Performance Committee and was an area of
increased scrutiny for Non-Executive Directors within Committees.

Board Appointments

The report provided an update on the end of terms of office of Jim Whitaker, Michael
Wearden and Peter Wilson, together with the subsequent appointments of Uzair Patel to
the position of Non-Executive Director for a term of office of three years from 2 July
2024 (Minute 189/23 refers), including a proposal for the appointment of Victoria
Crorken as Chair of the Board of Lancashire Hospital Services (LHS) Limited.

The Board formally recorded its thanks to those stepping down for their commitment and
service to the Trust during their relevant tenure.

The Board RESOLVED that the appointment of Victoria Crorken to Chair of the
LHS Board be approved.

Items for information

The following reports were received and noted for information:

(a) New Hospital Assurance Committee Chair's Report

(b) Infection Prevention and Control Annual Report 2023-24 and Action Plan 2024-25
(c) Bi-annual Midwifery Staffing Report

(d) Patient Experience Annual Report 2023-24

The Board referred to the significant reduction in the number of complaints received
(30%) and queried whether the reason for the decrease was clearly understood. It
was explained that focus had been directed to early resolution at local level which
was now the mechanism to resolve concerns or issues in real time rather than see
them escalating as a formal complaint. In response to a question regarding whether
a record was kept of concerns or issues resolved as part of that early resolution
process, it was confirmed that records were kept of all complaints, concerns or
issues raised. In addition, all areas of the Trust were encouraged to log
compliments to provide balance. There was nothing being seen where complaints
were received using other access routes such as digital inboxes or social media,
which supported the position and the data provided by the Patient Experience and
PALS team. The Non-Executive Director Lead for Raising Concerns added that the
data on complaints was also scrutinised and linked with Freedom to Speak Up
activity.

12
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Signed:

Date:

(e) PSIRF and Annual Report of Incidents Reported to StEIS

Reference was made to the previous reporting on the Strategic Executive
Information System (StEIS) where serious untoward incidents were registered and it
was noted that the number of incidents had reduced when looking at the data within
the PSIRF report. Clarification was requested on whether the reduction in numbers
related to how the Trust was now reporting those incidents. It was explained that the
Trust was in a transition period in terms of reporting serious untoward incidents and
there was a need to capture the learning from the action review. StEIS reporting
was different and that information would start to be embedded into future reports.

(f) New Hospitals Programme Q4 Report

At this point the Chair, on behalf of the Board, closed the meeting by paying tribute to
Jim Whitaker, Michael Wearden and Peter Wilson for the work they had undertaken
during their terms of office. Similarly, the Chief Executive paid tribute to Imran Devji who
had stood in as interim Chief Operating Officer since 1 October 2023 and would be
moving across to take up a role with the Lancashire and South Cumbria ICB.

Date, time and venue of next meeting

The next meeting of the Board of Directors will be held on Thursday, 1 August 2024 at
1.00pm in the Lecture Hall, Education Centre 3, Chorley and South Ribble Hospital.

Chair
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There were no outstanding actions from previous Board meetings and no actions identified during the meeting on 6 June 2024.
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Executive Summary:

The purpose of this report is to provide a summary of work and activities undertaken during June and
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Chair’s Report
1. Introduction

The purpose of this report is to provide an overview of the work and activities undertaken during
June and July.

The Immersive Suite

| visited the Immersive Suite on the 13™ June with Governor colleagues. During the visit we also
met with the Blended Learning Team, a multidisciplinary group that creates engaging, effective,
and innovative learning experiences. They work closely with colleagues across the Trust and the
ICB to develop tailored learning solutions that meet their specific needs and objectives. By
leveraging cutting-edge technologies and industry best practices, they create interactive and
immersive content that enhances knowledge retention and learner engagement.

Governors

Following the Governor Elections in March this year | have now had the opportunity to meet with
our new governors as part of their induction to the Trust. Our Governor Body represent their local
communities and work together to advise and influence how we develop and deliver services. |
look forward to working with them as we support the organisation to improve quality of care for
our patients.

Part Il Board of Directors’ meetings — June and July 2024

The items discussed at the 6 June part || Board meeting are outlined below along with a brief
resume of the discussions. The Board held two Special part || meetings on 25 June and 5 July
and the items discussed have also been summarised below.

6 June 2024:

1. Trust’s Financial Plan — the Board approved the 2024-25 financial plan for submission to
NHS England on 10 June 2024.

2. Mutually Agreed Resignation Scheme (MARS) — the Board approved the proposal to
introduce a time-limited MARS which would support the Trust’s financial recovery plan
through providing greater flexibility in creating efficiencies, redesigning services and
achieving cost reduction.

3. Governance Review Task and Finish Group — the Board received a brief update on
progress with the work of the Task and Finish Group.

4. Staff Suspension Report — the Board received the up-to-date position regarding staff
suspensions.

5. Minutes of meetings — the Board received copies of relevant approved minutes from
meetings of Committees of the Board.
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25 June 2024:

1. Annual Report and Accounts 2023-24 — the Board received and approved the report
following scrutiny and recommendation by the Audit Committee.
2. Contract renewal — the Board approved a request for contract renewal costs.

5 July 2024:

1. One LSC Strategic Collaboration Agreement (SCA) — the Board had a detailed
discussion on the draft SCA for One LSC and agreed the matters that still needed to be
addressed prior to final approval.

2. New Hospitals Programme Land Acquisition — the Board received an update on the
status of arrangements for acquisition of land for the new hospital build.

2. Chair’s attendance at meetings

Details below are the meetings attended and activities undertaken during April and May 2024.

Date Activity

June 2024

3" June Lord Victor Adebowale, Chair — NHS Confederation
4™ June Chief Executive, LTHTR

6" June Board of Directors

11" June Governor Working Group

11" June Appointments, Remuneration and Terms of Employment (ARTE)
11" June Chief Executive, LTHTR

11" June Provider Chairs

11" June Non-Executive

121 June NHS Confed Session

13" June Governor Visit to the Immersive Suite

13" June Sarah James, ICB (title)

13" June Provider Chairs

13" June Provider Collaboration Board

18" June Turnaround Director, LTHTR

18" June System Leaders Oversight Group

21% June Chairs, Deputy Chairs and Lead Governor
251 June Chair, ICB

25" June Chief Executive, LTHTR

25 June Non-Executive Directors
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25" June Committee Structures

27" June NHP Partnership Forum

27" June One LSC SCA Board Engagement Session
July 2024

51 July Special P2 Board

16" July Chief Executive, ICB

16™ July Introduction meeting — New Governor

16™ July System Leaders Group

18" July Turnaround Director, LTHTR

18" July NHS Providers Governor and Non-Executive Director Workshop
18" July Chief Executive, LTHTR

18" July Company Secretary, LTHTR

22" July Executive Director — Continuous Improvement
23 July Chair, ICB

23 July Introduction Meetings — New Governors

23 July Chief Executive, LTHTR

24™ July Council of Governors Public Meeting

250 July Board Training Day




3. Financial implications

a) There are no financial implications associated with the recommendations in this report.

4. Legal implications

a) There are no legal implications associated with the recommendations in this report.
5. Risks

b) There are no risks associated with the recommendations in this report.

6. Impact on stakeholders

c) There is no impact on stakeholders associated with the recommendations in this report.

~

Recommendations

It is recommended that the Board received the report and notes the contents for information.
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Executive Summary:

The purpose of this report is to update the Trust Board on matters of interest since the previous meeting.

The Board is requested to receive the report and note its contents for information.
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CHIEF EXECUTIVE’S REPORT

General Election

The July 4 General Election resulted in a new Labour Government with significant change to our local MPs, with
Sir Keir Starmer’s party winning all bar three of the 17 seats across our patch. Royal Preston Hospital now falls
in the constituency of Ribble Valley following the 2023 Periodic Review of Westminster constituencies, and
Labour’s Maya Ellis was elected, taking the seat from Nigel Evans. Sir Mark Hendrick retained his seat in
Preston, while Speaker Sir Lindsay Hoyle won the election in the constituency of Chorley.

| have invited all our new MPs into the Trust to gain a better understanding of the work we do, and to gain their
support on important topics such as the New Hospitals Programme.

While there has been a change of Government, and Prime Minister, there is a new Secretary of State for Health
and Social Care, in Wes Streeting, who had been shadow secretary, with two new Ministers being appointed —
Stephen Kinnock and Karin Smyth.

Global IT outage affects Trust systems

On 24 July, Lancashire Teaching Hospitals, along with partners across the wider Lancashire and South Cumbria
healthcare system, were affected by the world wide mass IT outage. This saw significant disruption to a number
of systems - most notably HealthRoster and Harris Flex.

Business Continuity Plans were put into place a cross a number of areas whilst a collective effort was made to
restore systems and minimise the disruption caused to patients.

Important public messaging was shared across our local communities encouraging patients to attend their
appointment as planned, unless they had heard otherwise. Due to safety considerations, a number of elective
procedures were cancelled at Royal Preston Hospital, and these will be rescheduled as soon as possible. As
you would expect there was extensive press interest in the impact of the outage and the case of a patient whose
procedure was cancelled at RPH was widely covered by the national and international media — this has been
rearranged and the delay has not affected the outcome for that patient.

Our staff, particularly the digital and EPPR and divisional teams did a fantastic job in re-establishing systems
and keeping as many services up and running as possible and | would like to offer my thanks to all those involved.

Improving our financial position — progress report

Throughout June and July, the Trust has been working hard to identify and sign off the full value of the £58m
savings plan identified for 2024/25. Whilst not managing to progress 100% of the plan through the necessary
gateway process by NHS England’s 30" June 2024 deadline, a real focus has been made towards getting all
Project Initiation Documents (PIDS) and Equality Impact Assessments (EQIAs) completed for each of our
savings schemes to be able to have full assurance of delivery.

To support our financial recovery, we also introduced our Mutually Agreed Resignation Scheme (MARS). This is
a time limited scheme under which a colleague may choose to leave their employment in return for a payment.
It is not a redundancy or voluntary redundancy scheme - MARS has been developed with the aim of increasing
workforce flexibility.

We also highlighted that we would be putting in place additional controls around growing our headcount and
expenditure in the short term. Our Executive Team took the decision to both strengthen our vacancy control
panel (VCP) processes and freeze or defer recruitment to at least 31 July 2024. We will review the position and
decide on if we continue the freeze based on the progress that is being made on living within our overall budget
and delivery of our savings plan.
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Thank you to all colleagues who has been involved in working on the six-week discharge accelerator scheme.
The scheme was focused on getting patients into the right setting of care, first time and reducing discharge
delays to help get patients home sooner. The recent focus has been on unlocking our escalation processes to
help the Trust work as one to reduce discharge delays and providing a real focus on our assessment unit
inclusion, exclusion and referral criteria for the Surgical Assessment Unit, Acute Assessment Unit, Acute Frailty
Assessment Unit and Same Day Emergency Care. Getting people home, or to a more appropriate place of care,
is one of the best things can do for patients in terms of their recovery, but it also makes financial sense for us
too.

The launch of that campaign also tied in nicely with the launch of Pride and Joy at Chorley which is a digital
system that enables us to quantify the delays to patient experience. Teams have embraced the system and are
using it well, so | would like to say thank you to those who have helped adopt this at real pace. Our Continuous
Improvement (Cl) team are now focussing on reengagement of the system at Royal Preston Hospital (RPH),
to ensure all colleagues understand how to use it, and how we can capture data in the best way.

| understand that Ailsa Brotherton, our Director of Improvement, Research and Innovation, recently visited the
medical wards in Chorley to thank staff for the great work they are leading and to hear first-hand how the
teams are finding the system and to learn about any challenges and barriers our colleagues are experiencing.
The team are in the process of writing up the learning from the and this will be shared via our usual Trust
communications and engagement mechanisms.

Trust Strateqy

As the Trust builds on our existing strategies to develop a new Trust Strategy for 2024-2030, we are using this
great opportunity to consider what really matters over the coming years and where we as a Trust want to get to,
working with our partner organisations across Lancashire and South Cumbria. We are engaging with Trust
Governors and our system partners to discuss the Strategy from their perspective, and it was essential that we
heard from staff across the Trust via our colleague Strategy Engagement Events, which | had the pleasure of
opening in the Education Centre at Chorley Hospital on 20 June. It was good to engage with colleagues to hear
about how our Trust should be developing to meet the challenges and opportunities of the future and this
feedback will inform this important piece of work.

Provider Collaborative appoint new Managing Director

| am delighted to confirm that following a competitive process our Chief Finance Officer and Deputy Chief
Executive Jonathan Wood, has been offered and has accepted the new role of Managing Director of the
Lancashire and South Cumbria Provider Collaborative.

Our Provider Collaborative has been in place for a number of years now and we have recently undertaken a
system wider engagement exercise with members of all LS&C Trust Boards and the wider Integrated Care
system to establish how our work can be reframed to ensure we focus on transforming both our clinical and
corporate services at pace.

The Managing Director role has been created by reusing existing budgets to give us the capacity we need to
drive this work forward. Jonathan will be instrumental in developing and implementing the collaborative’s
shared objectives and will be providing strategic leadership to drive a wide range of collaborative programmes
of work on behalf of the Chief Executives of the five Acute and Mental Health Provider organisations across
L&SC. This will include supporting and delivering large-scale transformation initiatives for the benefit of our
patients, staff and wider communities and ensuring effective partnership working across the Integrated Care
System.

Jonathan will now lead the L&SC PC to deliver on its vision and successfully implement the next stage of our
development. He will be a member of the Provider Collaboration Board, System Recovery and Transformation
Group and aligned committees and will be working closely with colleagues throughout our health and care
system.
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Details such as a start date and the arrangements for Jonathan’s replacement at LTH are still being finalised
and will be communicated in due course, but | know Board will join me in congratulating Jonathan on his new
role.

Interim Chief Operating Officer Imran Devji moves on to new ICB role

At our last board meeting, we were able to pass on our thanks to Imran Deviji, our Interim Chief Operating Officer,
who left the Trust at the beginning of June to start a new role within the Integrated Care Board (ICB), where he
will be on secondment as Interim Director for System Acute Clinical Service Recovery.

I'd like to thank Emma Ince, our Deputy Chief Operating Officer, who has stepped up into the role of Interim
COO until our new substantive Chief Operating Officer, Katie Foster-Greenwood, joins us in mid-August. Katie
has been joining us for key meetings and has been getting to know colleagues around the Trust so is up to
speed on key issues and will be able to hit the ground running.

One LSC — Estates and Facilities

Lancashire Teaching Hospitals is working closely with other Trusts across the local Healthcare system to bring
together a number of larger, co-ordinated shared central services under the title One Lancashire and South
Cumbria (ONE LSC). This is in line with the national direction of travel for shared services.

Our Trust Board has been fully engaged in developing the leadership, governance, and delivery arrangements
for One LSC and are working closely with One LSC’s Managing Director, Sharon Robson and Programme
Director, Margie Burdis, to conclude the final arrangements for the work that needs to happen ahead of a planned
October 2024 transfer.

However, following a risk assessed approach, our Trust Board have agreed that our Estates and Facilities
service will not be part of the initial transfer to One LSC. This decision will allow us time to conclude our ongoing
internal turnaround activity to the satisfaction of the regulator given our particularly ageing and inefficient estate.
The team here will continue to work closely with James Maguire, One LSC Chief Officer for Estates and
Facilities, to ensure that our Trust contributes to and benefits from the emerging One LSC operating model and
our Estates and Facilities colleagues feel included as partners working with One LSC colleagues ahead of a
new transfer date at the end of the first year.

It is intended that the rest of our in-scope services will transfer at the planned October transfer date and
the One LSC leadership team will be arranging a series of workshops to enable staff to go along, meet the team
and ask questions. We will also continue to provide regular updates via our own internal communications and
engagement mechanisms.

New Hospitals Programme

Over the last period the New Hospital Programme has focused on progressing the proposed site for a new Royal
Preston Hospital. Advisors have completed the due diligence for this phase to demonstrate the viability of the
proposed site. This has included further technical surveys, valuations and legals. The required business cases
are progressing through the required local and national governance, checks and approvals and it is hoped an
update can be provided over the coming months. Whilst a proposed site has been identified, this is subject to a
public consultation and the Trust and ICB remain open to alternative sites coming forward. These will be
considered and assessed against the existing criteria.

This is a significant and exciting milestone for the NHP and we look forward to announcing the proposed site
and embarking on a series of pre-consultation activities where we can hear the views of our patients, population
and workforce. The timeline of which will ultimately be determined by the critical dependencies, namely securing
the land.

|
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The Programme has also continued engagement with the national NHP team with regard to Hospital 2.0 — an
integrated approach to provide optimised, standardised and repeatable solutions for hospital design,
construction and operation. Arange of documentation has been received for all schemes to review and comment.
Whilst a new Royal Preston Hospital is some years away and Hospital 2.0 will continue to evolve, this is a real
tangible step and starts to bring the design and workings of future hospitals to life. The Programme looks forward
to continuing this valued and collaborative approach with the national NHP team.

National, Regional and Local Recognition

While it is important to highlight our key challenges, we must not lose sight of the incredible work and
achievements of our colleagues which are being recognised on both a local and national level.

o Celebrating our Internationally Educated Colleagues

It was a pleasure to be asked to attend a special celebration event for our Internationally Educated Colleagues,
along with Deputy Chief Nurse, Catherine Gregory, and Chief Strategy and Planning Officer, Gary Doherty, in
Education Centre 1, to thank them for the contributions and sacrifices they have made working for the Trust.

Colleagues - all recruited from outside of Great Britain - received awards to recognise their hard work and
commitment to the Trust, while there were presentations speaking about personal experiences, and a
marketplace for community events and support.

Following a successful inaugural celebration last year, the event was opened by International Pastoral Support
Officer, Lauryn Guest, while we heard a presentation on Allied Health Professional International Recruitment
Insight, as Michael Flome, Akinkunmi Omotoso and Aruna Midiyanselage, from Core Therapies, spoke of their
experiences of joining the Trust from Ghana, Nigeria and Sri Lanka respectively, before myself, Catherine and
Gary, presented all winners with a certificate. It is great to see the impression they and the many other
Internationally Educated Colleagues have made at the Trust.

o Gregg’s perfect preparation for Paris Paralympics

In their final race before the Paralympics in Paris at the end of August/beginning of September, World and two-
time European champions Gregg Stevenson and Lauren Rowles maintained their unbeaten run in the PR2
mixed double sculls in Poznan, Poland on the last day of racing at World Rowing Cup lI.

Gregg - former Lead Physical Training Instructor and Mental Health Practitioner at the Trust's Specialist
Rehabilitation Centre (SMRC) - and Lauren, crossed the finish line over six seconds ahead of Germany, and go
into the greatest show on Earth as favourites for the gold medal.

The former Royal Engineer, from Foulridge, remains unbeaten in what is only his second year in the boat. His
journey began in 2009 when he was referred to the SMRC, after losing both his legs to an IED blast while on
patrol in Helmand Province.

He went on to work at the centre, and still makes regular trips to from East Lancashire for support with his
prosthetics — indeed, he was back at the centre two days after winning in Poland for repairs!

e LEAPS award for two of our teams

It was great to hear that our Cardio-Respiratory and Respiratory and Sleep Services teams have been
recognised for their work by the NHSE/ICB Health Care Science in Lancashire and South Cumbria Network.

They have been awarded with a Learning, Excellence and Achievement for Physiological Science (LEAPS)

Award, and Trust Chief Medical Officer, Dr Gerry Skailes, was on hand to present them with their certificates,
having both developed and implemented services to provide better care for patients.

I E———————————————————————————————————————————
5
I ———————————————————————————————



The Cardio-Respiratory team were recognised for their work over the last six years, having developed and
extended services to benefit patients such as physiologist-led valve clinics, a two-week rule rapid access chest
pain clinic, and open access echocardiography for patients with heart failure.

The Respiratory and Sleep Services team, meanwhile, provides high-quality diagnostics and manages referrals
from multiple services within the Trust and have introduced a Home Monitoring module in Sleep Service to
reduce consultant follow-ups, increasing new appointments and reducing patient waiting times, as well as
developing a demand and capacity model with the Trust Business Intelligence Team and NHSE to ensure smart
cross-checking and timely diagnostics.

e Jane is a Team Player!

Congratulations to Jane Parkinson, who won the Team Player Award at the Lancashire and South Cumbria NHS
Health and Social Care Apprenticeship Awards. Jane, Apprenticeship Programmes Trainer at the Trust, was
recognised for her hard work and dedication to deliver successful apprenticeships for young talent in the
community, and received her award from host and TV presenter, Owain Wyn Evans at Blackpool's Winter
Gardens, Blackpool.

The Trust had 20 employees, including Jane, shortlisted across nine categories for the annual event, with
Stephanie Higham (Equality and Diversity), Alexandra Rose Redfern (Rising Star T Level), Emily Greenall
(Perseverance) and Anu John (Above and Beyond) Highly Commended runners-up in their categories.

Jane, who dedicated her award to her Health Academy colleagues, has been with the Trust 22 years, spending
17 years in Accident and Emergency, now the Emergency Department, as an assistant practitioner, before
moving into education.

¢ Trust shortlisted for 2024 HSJ Patient Safety Awards

The HSJ Patient Safety Awards programme is a high profile and hugely respected platform showcasing the work
and achievements of the many healthcare professionals who enter, so it was fantastic news to see the Trust’s
Chorley Children and Young People Surgical Hub Project shortlisted for the Improving Care for Children and
Young People Initiative of the Year.

The project established a paediatric elective surgical hub at Chorley and South Ribble Hospital for the first time,
moving some of our multispecialty paediatric surgical day case lists from an acute site at Royal Preston Hospital
to our existing elective hub, allowing us to treat more children in the same number of theatre sessions, with the
added benefit of improved patient, carer and staff experience.

Winners will be announced during the awards ceremony at Manchester Central, on September 16, 2024.
e Celebrating surgical innovation

Our colleagues work so hard to deliver outstanding care for our patients, and it was remarkable to read about
the story of maxillofacial cancer patient John Farnworth, who has been given a second chance at life after the
Trust successfully performed Lancashire and South Cumbria’s first-ever ZIP flap procedure. The 81-year-old
from Chorley underwent the 12-hour surgery after being diagnosed with cancer involving a large part of his upper
jaw, which would have spread and was life-threatening.

The surgery, which was led by Pavan Padaki, Consultant Maxillofacial/Head and Neck Surgeon, accompanied
by Consultant Maxillofacial/Head and Neck Surgeon Shakeel Akhtar, involved taking away 80% of the patient’s
upper jaw and then reconstructing it with a Zygomatic Implant Perforated Flap.

Zygomatic implants - long metal implants — were placed into the cheekbones on both sides, following the

resection of the upper jaw. Tissue was then taken from the forearm, along with the artery and vein, and then the
skin was sutured to close the whole maxillary defect, with the zygomatic implant perforating this flap of tissue
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and protruding into the mouth. The artery and vein supplying the flap of tissue was then sutured to the artery
and vein in the neck under the microscope.

The Restorative team, led by Consultant Restorative Dentist, Dr Jenna Trainor, then fixed dentures into the
implants, which will greatly improve John’s quality of life.

It was described on social media as “‘The NHS and Lancashire Teaching Hospitals at their best’, and the same
could be applied to the Trust's Neurosurgery department, who successfully performed its first complex spinal
surgery utilising intraoperative 3D CT and navigation technology.

This state-of-the-art technique involves the use of Stryker’'s AIRO TruCT - an intraoperative 3D CT scanner —
which allows surgeons to obtain high-resolution, real-time images of the spine during surgery, enhancing the
ability to place spinal implants with remarkable precision. This reduces the likelihood of errors, minimises tissue
damage, and shortens recovery times for patients. Moreover, this technology can significantly decrease the need
for follow-up surgeries, ultimately reducing healthcare costs and improving patient satisfaction.

Patient Jason Westcott was the first to undergo this new complex procedure, having been diagnosed with L3/4
spinal stenosis - a narrowing of the spinal canal, compressing the nerves traveling through the lower back into
the legs — for which he was required to have L3/4 decompression surgery to treat the compressed nerves,
pedicle screw fixation and interbody fusion.

Congratulations to neurosurgeon Syed Hashmi, Implementation Lead for the AIRO CT and Navigation System,
and his team.

e High praise from NHSE for Trust’s EPRR facilities

Along with Director of Resilience for NHS England, Stephen Groves, and North West Regional Director of EPRR,
Phil Storr, | was recently invited to officially open our recently-refurbished decontamination unit at Royal Preston
Hospital by Emergency Preparedness Resilience & Response (EPRR) Manager, Sam Hughes. Both Stephen,
Phil and | were impressed with what we saw. As part of the NHS EPRR Core Standards, the Trust must plan for
and be prepared to respond to all emergencies, and as part of this have facilities to be able to manage people
who may have been exposed to chemicals because of an accident or deliberate release.

On top of that, Stephen and Phil had a visit to the Tactical Incident Coordination Centre (TICC), and the Security
Control Room, and Stephen said: “I've been extremely impressed with the way in which Emergency
Preparedness is organised in the organisation. The new decontamination facility is excellent and would support
good patient care for anybody who is contaminated. The safeguarding elements of the security facility are second
to none - | don’t think I've seen a system as comprehensive as that, it's superb.”

Well done to Sam and all involved.
o Neurosurgery registrars involved in NIHR scheme

The Trust have three neurosurgery registrars formally involved in the NIHR Associate Principal Investigator
scheme, which enables bright and enthusiastic clinicians to gain experience of having overall responsibility for
the running of a clinical research study at their hospital.

Daniel Lewis has just completed his six-month APl scheme with consultant neurosurgeon Andrew Alalade for
the SC IL-1Ra study; John Usuah has just completed his six-month APl scheme with consultant neurosurgeon
Kaushik Ghosh for the DENS study; and Frazer O’Brien is currently undertaking the scheme with consultant
neurosurgeon Nick Park for the Stop-D study.

All of these studies have run well at LTHTR as a collaboration between the neurosurgery and research and

innovation departments, and this speaks very highly towards engagement of neurosurgical trainees with
research.
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1. RECOMMENDATIONS

i. Itis recommended that the Board receive the report and note its contents for information.
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Executive Summary:

The Well Led Framework by NHS Improvement and the Care Quality Commission (CQC) require Boards of all
provider organisations to ensure there is an effective and comprehensive process in place to identify, understand,
monitor and address current and future risks. This includes a Board Assurance Framework (BAF) which provides
a structure and process to enable organisations to identify those strategic and operational risks that may
compromise the achievement of its high level strategic objectives.

The purpose of this paper is to provide the Board of Directors with details of the risks that may compromise the
achievement of the Trust’s high level strategic objectives.

Strategic Risks

A copy of the Trust’'s BAF can be found in Appendix 1, whilst Appendix 2 provides the Strategic Risks with full
details of the controls, assurances, any gaps and actions that are being undertaken to mitigate the strategic risks.
Due to scheduling of committees, the strategic risks that are detailed in Appendix 2 are those that have been
presented to Committees of the Board or reviewed in preparation for the next Committee at the time of writing
this paper.

The BAF in Appendix 1 identifies the strategic risks that may threaten the delivery of the strategic aims and
ambitions of the Trust.

There has been no change in score for:
¢ Risk to delivery of the Trust’s Strategic Ambition of Delivering Value for Money — remains 20.
¢ Risk to delivery of the Trust's Strategic Ambition to Consistently Deliver Excellent Care — remains 20.
¢ Risk to delivery of the Trust’s Strategic Aim to be a Great Place to Work — remains 16.
e Risk to delivery of the Trust’s Strategic Aim to Drive Health Innovation through World Class Education,
Training and Research — remains 16.
¢ Risk to delivery of the Trust's Strategic Ambition of Fit for the Future — remains 15.

The risk to the delivery of the Trust’s Strategic Aim of Providing a Range of the Highest Standard of Specialised
Service is now controlled following agreement at Board in June 2024. However, this will be revisited as
commissioning intentions develop.

Operational High Risks for Escalation/De-escalation
There are three operational high risks that continue to be escalated to the Board within the BAF this month.
These are:




e Risk ID 25 (scoring 20), Impact of exit block on patient safety, which has been escalated to Board since
December 2020 due to the occupancy levels within the Emergency Department at Royal Preston
Hospital.

¢ Risk ID 1125 (scoring 20), Elective Restoration following Covid-19 Pandemic, which has been escalated
to Board since June 2021 and relates to the recovery of cancer, and non-cancer backlogs.

e Risk ID 1157 (scoring 20), Increased cases of clostridioides difficile (C.difficile) Infection, which has been
escalated to Board since April 2024.

e At the Safety and Quality Committee meeting in May 2024, it was agreed to escalate Risk ID 584 - Risk
of patient harm due to limited provision of the Neurointervention service including thrombectomy, to the
Board of Directors as an operational high risk of concern. Due to the timing of the Committee, it was not
possible to include this in the paper for June’s Board, however, it was verbally reported to indicate that
formal escalation will take place in August 2024. This escalation is in recognition of the increased risk of
harm to patients whilst the 7 day Neurointervention services are not in place and sustained.

It is recommended that Board of Directors:
i.  Note and approve the updates to the BAF.

i. Review and consider accepting the recommendation for operational risk ID 584 (Risk of patient harm due
to limited provision of the Neurointervention Service including thrombectomy) to be escalated to the Board
of Directors.

Appendix 1 — Board Assurance Framework
Appendix 2 — Strategic Risks

Trust Strategic Aims and Ambitions supported by this Paper:

Aims Ambitions

To provide outstanding and sustainable healthcare to
our local communities

X

Consistently Deliver Excellent Care

To offer a range of high quality specialised services to

patients in Lancashire and South Cumbria Great Place To Work

X

To drive health innovation through world class Deliver Value for Money

education, teaching and research Fit For The Future

X

Previous consideration

Committees of the Board in line with cycles of business




1. Background

1.1 The Well Led Framework by NHS Improvement and the Care Quality Commission (CQC) require Boards of
all provider organisations to ensure there is an effective and comprehensive process in place to identify,
understand, monitor and address current and future risks. It extends to include a Board Assurance
Framework (BAF) which provides a structure and process to enable organisations to identify those strategic
and operational risks that may compromise the achievement of the Trust’s high level strategic objectives.

1.2 This paper provides the Board of Directors with details of those risks that may compromise the achievement
of the Trust’s high level strategic objectives.

2. Discussion
2.1 Board Assurance Framework (BAF)

2.1.1 The BAF in Appendix 1 identifies the strategic risks that threaten the delivery of the strategic aims and
ambitions of the Trust.

2.2 Strategic Risk Register

2.2.1 There has been no change in score for:

e Risk to delivery of the Trust’s Strategic Ambition of Delivering Value for Money — remains 20.

e Risk to delivery of the Trust’s Strategic Ambition to Consistently Deliver Excellent Care — remains
20.

e Risk to delivery of the Trust’s Strategic Aim to be a Great Place to Work — remains 16.

e Risk to delivery of the Trust's Strategic Aim to Drive Health Innovation through World Class
Education, Training and Research — remains 16.

e Risk to delivery of the Trust's Strategic Ambition of Fit for the Future — remains 15.

2.2.2 The risk to the delivery of the Trust's Strategic Aim of Providing a Range of the Highest Standard of
Specialised Service is now controlled following agreement at Board in June 2024. However, this will be
revisited as commissioning intentions develop.

2.2.3 Any changes to the content of the Strategic Risks since the previous update to Board are highlighted in
yellow within the strategic risk template in Appendix 2.

2.2.4 It should be noted due to scheduling of committees, the strategic risks detailed in Appendix 2 are those
that have been presented to Committees of the Board or reviewed in preparation for the next Committee
at the time of writing this paper.

2.3 Operational Risk Register

2.3.1 There are three operational high risks that continue to be escalated to the Board within the BAF this
month. These are:
e Risk ID 25 (scoring 20), Impact on exit block on patient safety, which has been escalated to Board
since December 2020 due to the change in occupancy levels within the Emergency Department at
Royal Preston Hospital.
e Risk ID 1125 (scoring 20), Elective Restoration following Covid-19 Pandemic, which has been
escalated to Board since June 2021 and relates to recovery of cancer, and non-cancer backlogs.
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o Risk ID 1157 (scoring 20), Increased cases of clostridioides difficile (C.difficile) Infection, which has
been escalated to Board since April 2024.

2.3.2 Risk ID 499 (Failure to effectively manage staff absence and achieve trust and national target rate) — had
been reference in June 2024’s Board paper as a risk which may be escalated to Board from Workforce
Committee, due to score increase from 16 to 20 and due to the potential for loss of activity and income
and the amount of secondary pressure created. At Workforce Committee in June 2024, it was decided
that this risk would not be escalated to Board for oversight at this time, as there have been improvements
in the absence position and there is a clear plan in place to support the Trust’s financial recovery plan
(FRP) which can be overseen by Workforce Committee.

2.3.3 Atthe Safety and Quality Committee meeting in May 2024, it was agreed to escalate Risk ID 584 - Risk
of patient harm due to limited provision of the Neurointervention service including thrombectomy, to the
Board of Directors as an operational high risk of concern for oversight. Due to the timing of the
Committee, it was not possible to include this in the paper for June’s Board, however, it was verbally
reported to indicate that formal escalation will take place in August 2024. This escalation is in recognition
of the increased risk of harm to patients whilst the 7 day Neurointervention services are not in place and
sustained and following recent outcome from Coroner’s inquest requiring action. There has been an
agreement that the service can move to 7 day working for commissioned hours of 8am — 6pm on 5 out
of 6 weekends. However, the service will not be 24/7 and one weekend in 6 will not be covered in
commissioned hours.

2.3.4 Further details on the operational high risks escalated to Board can be found in the BAF in Appendix 1.
3. Financial implications

3.1 Any financial implications are captured within the Risk Register records and managed accordingly.

4 Legal implications

4.1 Any legal implications are captured within the Risk Register records and managed accordingly.

5. Risks

5.1 The paper identifies Strategic and Operational Risks that may compromise the achievement of the Trust’s
high level strategic objectives and therefore, the entirety of the paper is risk focused.

6. Impact on stakeholders

6.1 A robust and well managed BAF reduces the negative impact on patients and staff and the reputation of the
organisation and its purpose is to mitigate and reduce, as far as is reasonably practical, the level of risk to
that identified in the trust risk appetite statement.

6.2 All risks can impact upon patient experience, staff experience, Integrated Care System and cross divisional
work. This is captured within individual risk register entries on Datix.
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7. Recommendations
7.1 It is recommended that Board of Directors:

i.  Note and approve the updates to the BAF.
ii. Review and consider accepting the recommendation for operational risk ID 584 (Risk of patient harm

due to limited provision of the Neurointervention Service including thrombectomy) to be escalated to
the Board of Directors.
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Current principal risks on the Strateqgic Risk Register — August 2024

Following a review of the Board Assurance Framework, the following Strategic Risks were identified in June 2020. These are detailed below:

. ors . . June Aug Oct Dec Feb Apr June Aug
Strategic Risks N Risk Risk 2023 2023 2023 2023 2024 2024 2024 2024  Change
») Score Appetite Tolerance
Score Score Score Score Score Score Score Score
Risk to delivery of Strategic Aim to offer a range
of high quality specialist services to patients in 859 8 Open 6-9 8 8 8 8 8 8 8 CONTROLLED
Lancashire and South Cumbria
Risk to delivery of Strategic Aim to drive health
innovation through world class Education, 860 6 Seek 9-12 20 20 20 16 16 16 16 16 ->
Training & Research
Risk to delivery of Strategic
Ambition: .
Risks to Consistently Deliver Excellant 855 20 Cautious 1-6 20 20 20 20 20 20 20 20 ->
delivery of Care
Strategic Aim
of prc?viding Risk to delivery of Strategic
: Ambition: 856 20 Open 4-8 16 16 16 16 16 16 16 16 >
outstanding
o A Great Place to Work
sustainable Risk to delivery of Strategic
healthcare to | aAmpition: 857 | 20 Open 8-12 20 20 20 20 20 20 20 20 >
X Ioc.a.l Deliver Value for Money
communities
&... Risk to delivery of Strategic
Ambition: 858 20 Seek 8-12 15 15 15 15 15 15 15 15 >
Fit for the Future
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Board Assurance Framework 2024/2025 — Risks to achievement of Trust Aims & Ambitions

Strateqic Risk Summary

Risk RiskID Risk Summary
Risk to delivery of Strategic Aim to _There is a .risk t_hat we are unable tp deliver world class education, training.and rgsgarch due to challenges inlelffectively
drive health innovation through world 860 |mplement|pg high quality, approprlately_ fundeq a.nd well-marketed _gducatlon, training and re§earch oppor.tunltles dug to
class Education, Training & Research a range of internal and external constraints. This impacts on our ability to develop our reputation as a provider of choice
’ ’ sustaining our position in the market, supporting business growth and retaining our status as a teaching hospital.
Risk to delivery of the Trust’s Strategic Th_ere is a.risk to the Tru§t’s apility to con_tin.ue deliyering its strategic aim qf provi(_iing high quality spec?alist services_dl_Je
Aim of Providing a Range of the to mFegratlon gnd reconflguratllonl of .speC|aI|fstl services across the ICS. This may impact on our reputation asa specialist
Highest Standard of Specialised 859 services provider and commissioning deC|S|on_s leading to a loss of services from the Trust portfolio and further
Services unintended consequences affecting staff and patients.
Risk Controlled in June 2024.
There is a risk that we are unable to deliver the Trust’s strategic aim of offering excellent health care and treatment to
our local communities, as well as the strategic objective of consistently delivering excellent care in inpatient, outpatient
Risk to delivery of and community services due to:
Strategic Ambitions.. a) Availability of staff
Consistently 855 b) High Occupancy levels
Delivering Excellent c) Fluctuating ability to consistently meet the constitutional and specialty standards
Care d) Constrained financial resources impacting on the wider system, the deficit position facing the Trust and the significant
costs of operating the current configuration of services.
Risks to e) Health inequalities across the system.
delivery of
Strategic Aim There is a risk to the delivery of the Trust’s Strategic ambition to be a great place to work due to the inability to offer a
of providing Risk to delivery of good working environment; inability to treat staff fairly and equitably; poor leadership; inability to support staff
outstanding Strategic Ambitions.. 856 development. This could lead to staff losing confidence in the Trust as an employer and result in poor staff satisfaction
and Great Place to Work levels, impacting on the organisations reputation and culture subsequently affecting the ability to attract and retain staff,
sustainable causing key workforce shortages, increasing the use of temporary staffing and poor patient care.
healthcare to . . . , . L , . .
i [EEa Risk to delivery of There is a risk that we are. unable to deliver th_e Trust’s strategic objective dgllver valug for money’ due to the inability of
N TtTee Strategic Ambitions the Trust to transform given the range of internal and external constraints (relating to complex models of care,
. 857 workforce transformation, planning processes, capital resources and dealing with high levels of backlog maintenance)
which could result in a failure to move toward segment 2 of SOF and less than a ‘good’ rating from the use of resources
of inspection.
Risk to delivery of There is a.risk to the delivgry of the Trust’s Strategic Objective to be fit for the future dug to the challques of effectiv_ely
Strategic Ambitions.. 858 |mplementlng anc_l developing Place and System (i.e. Iqtegrated Care .System an_d Prowde_r Collabqratlve) level work!ng
Fit For the Future we fail to deliver integrated, pathways and services which may result in Lancashire Teaching Hospitals no longer being
fit for purpose and our healthcare system becoming unsustainable.

See next slides for key operational risks that are escalated, or for de-escalation to/from Board.
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Key Operational Risk Summary for Escalation to the Board

Lancashire Teaching

Hospitals
This details those operational risks that pose a significant threat to achieving organisational objectives NHS Foundati!?n Trust

Escalated Risks

+ Impact of Emergency Department (ED) Exit Block on Patient Safety (Risk ID 25 — Initial Score 20, Current Score 20) — The data measured through the Emergency Department
(ED) Dashboard continues to demonstrate a department under significant pressure with sustained attendances and high numbers of patients waiting over 12 hours to be admitted to a
ward or mental health facility. Whilst a number of actions have been taken to increase the capacity in response to increasing demand. It is acknowledged at this time that there is a
requirement to refresh the approach to UEC plan. The bed reduction programme has been paused due to continued Urgent and Emergency Care pressures leading to boarding and
the risk to safety. The Chief Operating Officer has led an assessment of demand and capacity that has identified a 123 bed gap. To resolve this, a number of approaches are
progressing and some are in the planning phase, these include internal flow grip and control, virtual capacity, speciality pathway length of stay, community transformation and social
care focus on pathway 1,2 and 3 patients. These are captured within the single improvement plan and being overseen through the system UEC board that will now be chaired by
LTHTR and Place leader Louise Taylor moving forward in recognition of the addition focus required in this area.

» Elective restoration (Risk ID 1125 - Initial Score 20, Current Score 20) - Patients continue to wait for a significant amount of time to receive non-urgent surgery. The plan to
eliminate 78 week waits by March 2023 was not achieved due to the displacement of activity during industrial action, however the Trust met its extended target of treating all 78 week
waits by the end of March 2024 (with the exception of 11 orthodontics patients who were all provided with a date for treatment between March and April but not yet all treated, which
was part of the forecast position). New plans have now been set and include:

» Elimination of 65 week waits by September 2024.

» DMO1 at 95% of patient waiting at under 6 weeks for routine diagnostics by March 2025
» Cancer 28 day faster diagnostic standard at 66% by March 2025

» Cancer 62 day treatment at 70% by March 2025

» Elective activity at 107%

All specialties have target plans to work to and are being supported through divisional meetings and the wider Performance Recovery Group. In addition to this there is an Elective

Care Transformation Board established with Executive level leadership which is focusing on delivering:
» Repatriation of services
» Diagnostic efficiency
» Sustainable workforce models
» Theatre productivity
» Streamlining elective pathways

* Increased cases of clostridioides difficile (C.difficile) Infection (Risk ID 1157 — Initial score 16, Current score 20) - The Trust continues to see higher than planned rates of
C.difficile infection and whilst a number of actions have been taken and remain ongoing, this risk was recommended at Executive Management Team (in the absence of Senior
Leadership Team meeting) and Safety & Quality Committee in February 2024 to be escalated to the Board of Directors for the consideration to be included within the Board
Assurance Framework as an escalated risk for oversight. At Board in April 2024, the escalation of this risk was accepted, and the risk is now included within the Board Assurance
Framework reports presented at Board. Further material actions taking place including exploring the requirement to fully implement the national cleaning standards at a cost of £1.2m
and a structural review of sewage systems within the organisation that may lead to the requirement in the region of £10m to prevent the current leaks associated with a single stack
system. NHS England Infection Prevention and Control team are also raising the estate affecting the ability to control infection as a significant concern at this time.

New Escalation

* Risk of patient harm due to limited provision of the Neurointervention service including thrombectomy (Risk ID 894 - Initial score 8, Current score 20) - Following increase
of the risk score from 15 to 20 and discussion at Safety & Quality Committee in May 2024, it was agreed that the risk would be formally escalated to the Board of Directors as a risk of
concern. This escalation is in recognition of the increased risk of harm to patients whilst the 7 day Neurointervention services are not in place. There has been an agreement that the
service can move to 7 day working for commissioned hours of 8am — 6pm on 5 out of 6 weekends. However, the service will not be 24/7 and one weekend in 6 will not be covered in
commissioned hours.
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and Risk Tolerance alignment with Strategic Risks s roOSPitals

* Risk Appetite: is the decision about the level of risk that the Trust is prepared to accept, after balancing the potential
opportunities and threats a situation presents. It represents a balance between the potential benefits of innovation and
the threats that change inevitably brings.

* Risk Tolerance: is the boundaries within which the Board is willing to allow the true day-to-day risk profile of the Trust
to fluctuate while executing strateqgic objectives in accordance with the Trust’s Strategy and Risk Appetite.

Trust aim: To provide outstanding and sustainable healthcare to our local communities

'Y Improve
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L} Positive | BRE
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Trust aim: To offer a range of high quality specialist services to patients in
Lancashire and South Cumbria

Risk Appetite: Open Risk Tolerance Score 6-9

Trust aim: To drive health innovation through world class education, training and research

Risk Appetite: Seek Risk Tolerance Score 9-12

~
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Appendix 1 - Board Assurance Framework 2024/2025 — Risk Appetite Statement
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Trust Risk Appetite Statement

Providing safe and effective care for patients is paramount and so we have a low tolerance of risks which would adversely
affect the quality and safety of clinical care. However, to Consistently Provide Excellent Care, we recognise that, in
pursuit of this overriding objective, we may need to take other types of risk which impact on different organisational aims.
Overall, our risk appetite in relation to consistently providing excellent care is cautious — we prefer safe delivery options
with a low degree of residual risk, and we work to requlatory standards.

We have an open appetite for those risks which we need to take in pursuit of our commitment to create a Great Place
to Work. By being open to risk, we mean that we are willing to consider all potential delivery options which provide an
acceptable level of reward to our organisation, its staff and those who it serves. We tolerate some risk in relation to this
aim when making changes intended to benefit patients and services. However, in recognising the need for a strong and
committed workforce this tolerance does not extend to risks which compromise the safety of staff members or undermine
our trust values.

We also have an open appetite for risk in relation to our strategic ambition to Deliver Value for Money and our strategic
aim to offer a range of high-quality specialist services to patients in Lancashire and South Cumbria, maintaining
and strengthening our position as the leading tertiary care provider in the local systermn, where we can demanstrate quality
improvements and economic benefits. However, we will not compromise patient safety whilst innovating in service delivery.
We are also committed to work within our statutory financial duties, requlatory undertakings, and our own financial
procedures which exist to ensure probity and economy in the trust’s use of public funds.

We seek to be Fit for the Future through our commitrment to working with partner organisations in the local health and
social care systern to make current services sustainable and develop new ones. We also seek to lead in driving health
innovation through world class Education, Training & Research by employing innovative approaches in the way we
provide services. In pursuit of these aims, we will, where necessary, seek risk - meaning that we are eager to be innovative
and will seek options offering higher rewards and benefits, recognising the inherent business risks.




Risk Title: Risk to delivery of the Trust’s Strategic Objective to Consistently Deliver Excellent Care

Risk ID: 855

Risk owner: Chief Nursing Officer
Date last reviewed: 19" July 2024

Risk

There is a risk that we are
unable to deliver the Trust’s
strategic aim of offering
excellent health care and
treatment to our local
communities, as well as the
strategic objective of
consistently delivering excellent
care in inpatient, outpatient and
community services due to:

a) Availability of staff

b) High Occupancy levels

¢) Fluctuating ability to
consistently meet the
constitutional and specialty
standards

d) Constrained financial
resources impacting on the
wider system, the deficit
position facing the Trust and the
significant costs of operating the
current configuration of
services.

e) Health inequalities across the
system

This may, result in adverse
patient outcomes and
experiences.

Risk Appetite:

Cautious to Risk — Willing to accept some low risk, whilst maintaining an overall preference of safe delivery options.

Risk Tolerance
1-6

Rationale for Current Score

e There is currently a reliance on temporary workforce due to sickness levels
in excess of 4% and greater than 5% vacancy levels resulting in variation in
care delivery.

e The requirement to deliver a Cost Improvement Programme of 7% of
addressable spend and overall Financial Recovery Plan in excess of 8.5%.

e Continued deterioration in the backlog maintenance position and the impact
on both buildings and equipment.

o Estate does not meet HTN standards, limiting consistent adherence to safety
and aesthetic estate standards.

e Occupancy levels are in excess of 95% leading to extended length of stay in
the ED and additional patients boarding on inpatient wards.

e Patients are routinely waiting longer than some national standards for
treatments and in the Emergency Department.

e Adult inpatient experience feedback is identifying room for improvement.

e The ability to live within the resources available is dependent upon scalable
system wide transformation. The foundations for this work remain formative.

o C.Dffficile rates exceed expected rates and allocated trajectory (managed
through Risk ID 1157 — Increased risk score now at 20 associated with C.
difficile Infection)

e Recognised health inequalities in the communities we serve.

e The CQC rating for the organisation has remained at ‘Requires Improvement’.

e There are some specialty services that are considered fragile and this
presents a risk to consistent delivery.

Risk Rating Tracker * (Likelihood x Consequence)
Initial: 4x5 =20  Current: 4x5 = 20 Target: 1-6
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*Initial score also 20 throughout but covered by current score line on above graph

Future Risks

e Risk of New Hospital Programme not progressing.

e Risk that the backlog maintenance of the estate may reach a point where
closures of departments is required due to unsatisfactory estate conditions.

e Failure to improve existing operational flow arrangements.

e Failure to address system health inequalities.

e Failure to progress with transformation at scale to live within resources
available to us.

e Risk of further financial constraints presenting increased risk to delivery of
safe and effective care.

Future Opportunities

¢ ICS networks and collaboration leading to reconfiguration of fragile

services.
e New Hospital Programme delivery.

e Reduction in agency use, vacancy and sickness levels will present an
increase likelihood of improved outcomes and experiences for patients and

staff.

o Closer working relationship across the health and care system in
partnership with public health presents opportunities to level up access to

services and design out system inequalities.
® Mobilisation of transformation at scale across the system.




Controls
e Workstream related strategies and plans in place
o Always Safety First
o Clinical Strategy
o STAR Quality Assurance Framework
o Patient Experience and Involvement Strategy
o Risk Management Policy
o Our Big Plan
o Continuous Improvement Strategy
o Equality, Diversity and Inclusion Strategy
o Workforce and OD Strategy
o Education, Training and Research Strategy
o Financial Strategy
o Health and Wellbeing Strategy
o Communication Strategy
oTargeted recruitment & plans and temporary staffing
arrangements (inc international and healthcare support
workers)
o Safety and Quality Policies and Procedures
o Workforce Policies and Procedures
oHealth & Safety Plan
o Operational Plan
o Restoration and Recovery Plan
o Safe staffing reviews
o Safeguarding Board
e Accountability Framework
e Freedom to Speak Up, Guardian of Safe Working and Person
in Position of Trust (PIPOT) arrangements
e Safety Forums
o GIRFT programme of work.
e Capital planning process
e EQIA policy and procedures
e Transformation programme
e Integration of services and pathways and effective system-
based working
e Confirmation received of progression to the next stage of the
NHP in May 2023
e Capital investment case created expand the MAU and SAU.
e Health Inequalities delivery plan - Core20PLUSS5 adults and
children.
e Medical device and replacement programme and process in
place with increased oversight through Finance &
Performance Committee

Gaps in Control

e Equitable access to health and care is
disproportionately more challenging for
citizens with protected characteristics and
those in the CORE20PLUS5 groups (Ref CDEC
020).

e The age and condition of the estate places
additional risk associated with the design
of clinical services and the control of
infection (Ref CDEC 019).

e The current environment within the ED
requires upgrading to reduce the risk of

environmental decontamination. (Ref CDEC
019)

e The current environment within medical
and surgical assessment units does not
meet demand. (CDEC 014)

e The implementation of the national
cleaning standards is not yet complete.
(cDEC 018) (02/24 - 25% compliant for
domestic standards, 100% compliant for
nursing standards.)

e The capital required to address backlog
maintenance is not sufficient. (cpec 019)

e The environment and facilities within the

children’s ward require improvement. (cpec
021)

e The current UEC plan does not address the
demand and capacity deficit leading to long
waits within the Emergency department
and extended length of stay as an
inpatient. (CDEC 024)

e There is currently a lack of timely discharge
options for patients who are no longer
meeting the criteria to reside in hospital
leading to extended lengths of stay once
medically optimised. (CDEC 025)

Assurances

Internal

oSTAR Assurance Framework

e Always Safety First Learning and
Improvement Group

o PSIRF Oversight group

eDivisional Governance Structures and
arrangements

eDivisional Improvement Forums

eSafety and Quality Committee

e Workforce Committee

eFinance and Performance Committee

eEducation, Training and Research Committee

e Audit Committee assurance processes to test
effectiveness of safety and quality
infrastructure and internal control system

o CNST internal assurance reporting

eNurse, Midwifery and AHP safe staffing
review annual review and recommendations

e Medical Staffing Review Plan in place to
strengthen assurance of testing safe medical
staffing

e Equality Quality Impact Assessment (EQIA)
procedure and reporting in place.

eTransformation programme Board

eStrengthened IPC BAF

eDirector of Strategy and Planning reports
updates on clinical reconfiguration
programmes to Finance and Performance
Committee.

eBi annual safe nurse staffing assessment
completed with inclusion of covering safe
staffing recommendations for 2023 Birthrate
plus assessment.

External

eNational Surveys

e Clinical Negligence Schemes for Trust

eValidation of year 5 CNST 10 maternity
safety actions

eExternal regulators and benchmarking

e Medical Examiner’s Office, Perinatal
Mortality Tool

eInternal Audit

Gaps in Assurances

e The approach to quality
assurance within inpatient
areas and specific focus on
fundamentals requires
strengthening. (cpec 022)




¢ Planned programme of work commenced focused on fragile

services across the ICS.

eExternal system assurances, PLACE based
arrangements, ICB and PCB
oNHS England performance monitoring

Action Plan
Action Action details Action Due Date Done RAG Link to Gap
Number Owner Date Gap In
CDEC Completion of planned expansion of MAU | Chief Nursing | 30 November Ongoing | Control e The current environment within medical and surgical
014 and SAU Officer 2024 assessment units does not meet demand.
CDEC Determine mechanism to fund safe Chief Financial | 30 April 2024 | 6 April Assurance | e Inability to progress Chief Nursing Officer safe staffing
016 staffing recommendations for 2023 Officer 2024 recommendations due to financial constraints.
Birthrate plus assessment.
CDEC Bi annual safe nurse staffing assessment Chief Nursing | 30 April 2024 | 6 April Assurance | elnability to progress Chief Nursing Officer safe staffing
017 to be undertaken given the time elapsed Officer 2024 recommendations due to financial constraints.
since previous assessment and changes in
operating environment.
CDEC The national cleaning standards Chief Financial | 33-August Ongoing | Control eThe implementation of the national cleaning standards
018 implementation requires delivery — Officer 2024 is not yet complete.
Priority 1. Unable to 25% compliant for domestic standards, 100% compliant
determine for nursing standards.
delivery date
CDEC The capital planning group will continue to | Chief Financial | ongoing Ongoing | Control e The capital required to address backlog maintenance
019 assess the risks relating to backlog Officer is not sufficient.
maintenance and determine the priorities e The current environment within the ED requires
from within the capital funding envelope upgrading to reduce the risk of environmental
provided. decontamination.

e The age and condition of the estate places additional
risk associated with the design of clinical services and
the control of infection.

CDEC To develop a plan in conjunction with the Chief Nursing | 38Junre2024 Ongoing | Control e Equitable access to health and care is
020 Director of Public Health, that aligns with Officer 31 August disproportionately more challenging for citizens with
the Health and Wellbeing Board’s Health 2024 protected characteristics and those in the
Inequalities Plan. CORE20PLUSS groups.
CDEC To develop a plan to improve environment | Chief Nursing | 31 August Ongoing | Control e The environment and facilities within the children’s
021 within the children’s ward. Officer 2024 ward require improvement.
CDEC To review STAR and mandated Chief Nursing | 31 August Ongoing | Assurances | e The approach to quality assurance within inpatient
022 fundamental standard delivery to achieve | Officer 2024 areas and specific focus on fundamentals requires
green and disaggregate inpatient strengthening.
outcomes from outpatients to strengthen
assurance.




Action Action details Action Due Date Done RAG Link to Gap
Number Owner Date Gap In
CDEC Further review of the Equality Quality Chief Nursing | 30 June 2024 30 June Completedl| Assurances | e The increasing finance and operational pressures
023 Impact Assessment process. Officer 2024 present potential risks to patient and staff safety and
experience.
CDEC Undertake analysis of demand and Chief 30 November Control e The current UEC plan does not address the demand
024 capacity across the UEC pathway to Operating 2024 and capacity deficit leading to long waits within the
determine capacity required. Officer Emergency department and extended length of stay as
an inpatient.
CDEC Agree in partnership with LSCFT the Chief Nursing | 30 September Control e The current UEC plan does not address the demand
025 approach to transforming physical health Officer 2024 and capacity deficit leading to long waits within the
community services to improve length of Emergency department and extended length of stay as
stay in ED and as inpatients. an inpatient.
CDEC Develop a central Lancashire PLACE Chief 31 July 2024 12 July Control e The current UEC plan does not address the demand
026 Urgent and Emergency care plan. Operating 2024 and capacity deficit leading to long waits within the
Officer Emergency department and extended length of stay as
an inpatient.
CDEC Revisit the LTHTR Urgent and Emergency Chief 31 July 2024 19 July Control e The current UEC plan does not address the demand
027 Care plan to reflect system and Operating 2024 and capacity deficit leading to long waits within the
organisational priorities. Officer Emergency department and extended length of stay as
an inpatient.
CDEC Agree funding approach to Finney House Chief Nursing | 30 September Control e The current UEC plan does not address the demand
028 intermediate care service to secure Officer 2024 and capacity deficit leading to long waits within the
immediate to medium term plan. Emergency department and extended length of stay as
an inpatient.

Summary of review — June and July 2024

The rationale section has been updated to reflect the revised CIP figure changing from 5.5% to 7% of addressable spend and overall Financial Recovery Plan in excess of 8.5%. Also, the delay in safe staffing

implementation has been removed from the rationale section, following completion.

Naming conventions of internal meetings detailed in Assurances changed to reflect introduction of PSIRF Oversight Group and the Always Safety First Learning and Improvement Group
Additional external assurance documented regarding Validation of year 5 CNST 10 maternity safety actions.

Action CDEC 018 — delivery date removed as no clear plan to deliver this at this time due to financial constraints. Further actions include; the assurance reporting for compliance against the standards will allow visibility

of compliance against the 2007 and 2021 standards. The team are preparing a next phase approach to prioritise high risk areas.

Action CDEC 020 due date extended — the health inequalities plan has been drafted based on multiple sources of feedback, and system and place priorities - this is currently being circulated for comments. The Marmot

team attended the health inequalities meeting in June 2024 to ensure the findings from the Lancashire review are included. The Director of Public Health is joining in July to ensure the appropriate links are in place.

Delivery date extended to ensure full partner involvement.

Following review of children’s ward facilities, a new gap in control has been identified with an accompanying new action for the Chief Nursing Officer to develop an estate improvement plan for children’s ward (CDEC

021).

Following a review of the STAR audit outcomes, a strengthened approach to gaining assurance on fundamentals is required, therefore a review of the approach to this has commenced (CDEC 022).

Action CDEC 023 - EQIA process and documentation refresh is now complete. New policy and process has commenced. Quarterly reports will be received by Safety and Quality Committee. Monthly oversight of

completion of schemes delivered, included in financial reporting arrangements.

Action CDEC 024—added as part of the refreshed approach to UEC. The analysis will support the future clinical and workforce models required to respond to service needs.
Action CDEC 025 — added to reflect the community transformation work underway to create a model of working together to improve the experience of staff and patients accessing physical health community services.

Action CDEC 028 — reflects the requirement to secure immediate to medium term funding arrangements for Finney House to secure its position.




Risk ID: 857

Risk Title: Risk to delivery of the Trust’s Strategic Objective of Delivering Value for Money

Risk owner: Chief Finance Officer
Date last reviewed: 1° July 2024

Risk

There is a risk that we are
unable to deliver the
Trust’s strategic objective
‘deliver value for money’
due to the inability of the
Trust to transform given
the range of internal and
external constraints
(relating to complex
models of care, workforce

transformation, planning
processes, capital
resources and dealing with
high levels of backlog

maintenance) which could
result in a failure to move
toward segment 2 of SOF
and less than a ‘good’
rating from the use of
resources of inspection

Risk Appetite:

Open to Risk — willing to consider all potential delivery options and choose while also providing an acceptable level of reward.

Risk Tolerance
8-12

Rationale for Current Score

Undertakings The Trust is in segment three for the NHS Oversight Framework (NOF).
Undertakings applied by NHSE to the Trust include the need for the Trust to agree its financial
plans with the Integrated Care Board, a requirement to deliver that plan and a supporting
need to deliver the associated cost improvement plan. The Trust must close a gap of £58m in
2024-25. The Trust has enforcement undertakings relating to its financial position. This may
result in a move to ‘NOF’ four.

Excess urgent care demand — Excess flow related demand on the non-elective pathways
continues to place pressure on the UEC pathway. Despite additional capacity, the Trust’s
performance standards are not being met.

Industrial relations — Continuing industrial tension is giving rise to additional financial and
performance pressures which will further hamper the delivery of VFM. The Trust’s ability to
mitigate the impact of these tensions is limited, without some further consequence.
Financial recovery (Trust) — The Trust is unable to deliver a balanced plan for 2024-25 and
will aim to rebalance its finances over a three-year period. The Trust has set a challenging
financial improvement target for future years, and it needs to ensure that the associated
change is managed through an effective equality and quality impact assessment process.
Financial Recovery (system) — In outlining their financial plans all NHS organisations in
Lancashire and South Cumbria will be challenged to deliver their financial trajectories. To do
so will likely lead to changes in the commissioning and provision of services. Some of these
changes will inevitably impact on arrangements with partners which may impact further on
delivering value for money.

Productivity — Despite significant transformation programmes, Trust productivity when
compared to 2019-20 has decreased. Input costs have essentially risen faster than the
measured outputs. This has directly impacted upon value for money.

Dependencies — Whilst there are many improvements to be driven internally, to further
improve value for money there are many dependencies on partners, e.g. to develop a clear
out of hospital strategy, to help tackle not-meeting criteria to reside, to support the
reorganisation of services or to fund the alternatives to hospitalised care.

Risk Rating Tracker (Likelihood x Consequence)
Initial: 4x5 =20 Current: 4x5=20 Target: 8-12
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The score of 20 reflects the underlying financial position of the Trust.




Future and Escalating Risks

e Investment — The Trust in the meantime has an underlying overspend which
will need to be addressed. The failure to improve financial performance is
likely to impact on future major investment decisions facing the Trust, along
with potential future risk of failing to deliver the Trust’s challenging FRP.
Placed based leadership — The place-based roles are continuing to form and
are considered to be pivotal in the optimisation of the health and care ‘eco-
system’. There is a risk that the evolution of these arrangements do not
sufficiently impact on the optimisation processes and that leadership
arrangements between sub place, place and system are confusing with
unclear accountability.

Rising demand — Failure to develop a credible and meaningful urgent and
emergency care strategy at system and place to respond to a growing
population with increased complexity/comorbidity will result in residents
accessing inappropriate services which could impact detrimentally on value
for money for public services as a whole.

Planned care - The failure to reorganise planned care across the system will
result in waste and unwarranted variation, resulting in impact on overall
value for money.

Cost control — There is a risk that input costs rise faster than activity output
further eroding VFM.

e Commissioning decisions — In light of the wider system financial challenges
it is likely that the ICB will need to disinvest in services which are likely to
exacerbate the financial and operational challenges if unmitigated.

National financial framework — The national framework has now been
issued this clarifies that overspending systems will have capital allocations
curtailed and will result in top sliced allocations in future periods.

Future Opportunities
e Benchmarking indicates opportunities remain to reduce waste and the underlying

overspend.

There is an opportunity to reduce financial risk through reorganisation, adoption of
technologies, automation and the removal of unnecessary duplication and waste.
There is opportunity to participate in the national support offer for NHS IMPACT,
which will focus on increasing productivity in priority areas

There remains an opportunity to increase margins through non-NHS activities.
There remains opportunity through the ICS and the place-based arrangements to
reduce the unnecessary duplication of NHS services.

There is an opportunity to work with the Provider Collaboration Board to identify
and pursue collaboration opportunities at scale.

There remains an opportunity to commission more effective services to mitigate
hospital attendances.

There remains a partnership opportunity at system and place to better manage
patient pathways and reduce inappropriate demand and unnecessary cost
escalation.

There remains an opportunity for partners to support more timely discharge from
hospital, reducing the overall cost to the taxpayer and improve outcomes.

To meet increasing demand and complexity the ICB will need to determine what
commissioned services will be afforded for its population and whether some
services will need wider reconfiguration to support sustainability.

Better understand why relative productivity has decreased and seek to mitigate
where possible.

There is opportunity to commission end to end pathways to maximise out of
hospital care, closer to home.

Gaps in Assurance

Controls Gaps in Control Assurances
e Workstream related strategies in Internal
place Inability to fully develop and manage | ® Specialty Performance meetings

o Workforce and OD Strategy,

o Continuous Improvement
Strategy

o Clinical Strategy

o Financial Strategy

o IM&T Strategy,

o Estates Strategy,

o Annual Business Plan Planning
framework established to track
delivery of schemes.

o Always safety first

o Urgent and Emergency Care
Board

o ICS Transforming Community
Services Programme

services within commissioned resources
and in line with commissioning processes
due to increasing demand and evolving
complexity of patient needs.

Service disruption due to ongoing
industrial tensions (Managed through
operational risk ID 1182 (probability of
strike action))

Inability to sufficiently influence
externally impacting directly on services
provided by LTH (e.g., partner
organisation strategies and decision
taking, financial rules for NHS services,
NHS wide workforce development and
investment and some processes and

Divisional Improvement Forums
Performance Review Group
Outpatient Improvement Group

Integrated Performance reporting at Finance and

Performance Committee and Board

Audit Committee assurance processes to test effectiveness
of financial infrastructure and internal control system
Temporary monitoring of undertakings internally (The Trust
has been placed in segment three for the NHS Oversight

Framework (NOF)).

Use of Resources assessments now reported through

Finance & Performance Committee.

Regular embedded cycle of sharing information relating to

the wider programme of change in place

e |nability to demonstrate delivery of key
financial and operational metrics (bvFm
033)

e The Urgent and Emergency Delivery Boards
are being reset. The ICB is leading a
programme of change which should result in
better value for money. The benefits require
reporting as part of the financial Recovery
Plan. (DVFM 038)




e Scheme of delegation/Standing
Financial Instruction

e Accountability Framework

e Long term case for change the New
Hospitals Programme

e Contract management and activity
under regular monitoring

National Planning Framework and
Capital now given to ICS areas.

A system wide vacancy and control
panel introduced providing
additional oversight of the roles
that are being recruited to across
the system, particularly but not
exclusively in non-clinical areas,
consultancy, leases and contracts.
A system wide non pay control
group has been established with
the aim of prohibiting discretionary
spend and improving value for
money.

decision making at system and PLACE
such as priority setting in development
and deployment of system and PLACE
Urgent and Emergency Care Strategy)
The financial run rate may improve at a
slower rate than that which is required.
Recovery plans need to ensure that there
is sufficient pace or alternative
mitigation to drive change quickly and
de-risk the financial position
appropriately, whilst maintaining a focus
on safety.

Delays in planning cycle (pvFmo3s)
Embody changes such as EVO into the
improvement work to better capture
benefits (bvFm 037)

Report on elective productivity and plans for improvement
completed to better understand the impact on elective
productivity together with movements in the underlying
drivers together with plans for improvement.

e A monthly update is provided to the Finance and
Performance Committee on the Financial Recovery
Programme

e Temporary Workforce Controls have been reviewed by
internal audit and gained substantial assurance.

o A Single Improvement Board has been established, chaired
by the CEO which will report into Finance and Performance
Committee

e Workforce and Digital transformation programmes now
designed, and the board has been established, to oversee
the implementation. This work will transition as the new
single improvement plan is established

e Updates on the drivers of financial and operational
performance shared with Finance & Performance
Committee

External

Head of Internal Audit Opinion/Going concern review
Benchmarking model hospital/GIRFT

External Auditor review

External system assurances, PLACE, ICB and PCB including a
new system improvement board, chaired by the NHS
England regional team.

The contract monitoring report is shared with FPC to provide
stronger assurances on the underlying trading position and
associated activity now reintroduced.




Action Plan

038 Programme through the Single Improvement Plan
and the Financial Recovery Plan.

Officer

Action Action details Action Owner Due Done RAG Link to Gap In Gap
Number Date Date
DVFM Develop-a-medivm-termplan-with-a-supporting Chief Financial 04-6424 | 30.06.24 | Complete | Assurance Agreed organisational plan to ensure
010 financialmodelto-outline-theroute-to-recovery Officer and 30.06.24 Control improvements in finance & operational
Fo-be-signed-off by-the Board-of Directors—This Director of Strategy performance.
plan-willbe-akey-compenentoftheSingle and Planning
ImprovementPlan{see-below):
Develop Financial Sustainability Plan as part of
the single improvement plan. The Trust’s
Turnaround Director is focussing on maturing the
recovery plan for 2024-25. This should be
completed by the end of June.
DVFM Review performance and accountability Director of 30.06:24 Ongoing | Assurance Inability to demonstrate delivery of key financial
033 framework Improvement, 30.09.24 and operational metrics
Note: NHS England have updated their oversight Research and
framework. This will delay the delivery of the Innovation
revised PAF.
DVFM Develop the People and Culture Plan as part of Chief People Officer | 30.06.24 | 06.06.24 | Complete | Control Agreed organisational plan to ensure
034 the Single Improvement Plan and the associated improvements in finance & operational
Financial Recovery Plan. performance
DVFM Develop an Operational Performance plan as part | Chief Operating 30.06.24 | 06.06.24 | Complete/ | Control Agreed organisational plan to ensure
035 of the Single Improvement Plan and the Officer improvements in finance & operational
associated Financial Recovery Plan. performance
DVFM To review planning cycle ahead of 2025/2026. Director of Strategy | 30.09.24 Ongoing | Control Delays in planning cycle
036 and Planning
DVFM Review approach to benefits realisation for Director of 30.08.24 Ongoing | Control Embody changes such as EVO into the improvement
037 programme management and continuous Improvement, work to better capture benefits
improvement Research and
Innovation
DVFM Report of the UEC Delivery Board improvement Chief Operating 31.07.24 New Assurance Provide assurance on externalities and impact on

internal programme.

Summary of updates to risk — June and July 2024

e DVFM 010 has now been complete as at the end of June. The Trust needs now to mobilise the delivery of that plan.
e DVFMO034 and 035 now complete with agreement of SIP at the Board of Directors meeting on 06.06.24.

e Performance accountability framework action changed from Deputy CEO to Director of Improvement, Research and Innovation. This action has been extended to 30.09.24 due to the

publication of the national update to the oversight framework.
e Gap in assurance relating to the UEC programme to be closed through the governance processes highlighted above.




Risk Title: Risk to delivery of the Trust’s Strategic Objective to be a Great Place to Work

Risk ID: 856
Risk owner: Chief People Officer
Date last reviewed: 27" June 2024

Risk Risk Appetite:
There is a risk to the

Open to Risk — willing to consider all potential delivery options and choose while also providing an acceptable level of reward.

Risk Tolerance
4-8

delivery of the Trust’s
Strategic ambition to be a
great place to work due to
the inability to offer a

good working
environment; inability to
treat staff fairly and
equitably; poor
leadership; inability to
support staff

development.

This could lead to staff
losing confidence in the
Trust as an employer and

result in poor staff
satisfaction levels,
impacting on the

organisations reputation
and culture subsequently
affecting the ability to
attract and retain staff,
causing key workforce
shortages, increasing the
use of temporary staffing
and poor patient care.

Rationale for Current Score

Workforce shortages and some ‘hard-to-recruit-to’ posts in some specialities and
high sickness levels in some key professional groups, creates pressure on existing
staff and increases the need for temporary staffing spend.

Physical environment and colleague facilities (catering) cited as a concern by
departments and teams for having an impact on feeling valued, wellbeing and ability
to work effectively.

Leadership ability and capacity impacting on levels of staff satisfaction, cultural
transformation and workforce metrics in a number of areas.

High levels of sickness absence related to mental health issues and musculoskeletal
injuries presenting cost and capacity issues.

Gap between the desired and the current culture indicates improvements are
needed.

The impact of uncertainty and clear direction from One LSC plans is leading to higher
levels of turnover, inability to recruit to vacancies, reduced engagement and morale
levels in teams potentially affected by the changes, making it difficult to deliver on
strategic plans described in Our People Plan.

Insufficient resource within the Workforce and OD team to deliver change
programmes at pace and respond to changing directions from the One LSC
programme and ICS -led plans.

Local onboarding processes within some teams/departments do not consistently
provide new recruits with a positive employment experience.

National unrest regarding cost of living and national pay deals leading to strike action
taking place in most professional groups.

National pay and agenda for change pay scales not offering reward for colleagues
with additional experience leading to staff feeling the only option is to negotiate
locally.

We are seeing an increased appetite for the establishment of an engagement with
Limited Liability Partnership (LLPs) by some Consultant groups, this takes sensitive
navigation and also a requirement that adequate governance is in place to ensure
adequate controls and regulation.

Risk Rating Tracker (Likelihood x Consequence)
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Future Risks

Ageing workforce profile in some services, leading to significant gaps post
retirements.
Development of new roles may be hindered by inability to fund training posts and
service posts simultaneously.
Impact of delivery of financial turnaround on staff morale
The lengthy leading time for delivering the New Hospital Programme impacting on
ability to utilise available workforce effectively.
Efficiencies anticipated through One LSC are not currently evidence based and pose
a risk to the ongoing delivery of corporate services.
One LSC collaboration may de-stabilise some of the Trust’s current and existing
processes
Continued deterioration of the working environment and hygiene factors impacting

Future Opportunities

e Optimising the ability to develop contract flexibility and reciprocal help across
Lancashire & South Cumbria footprint.

e Changes to models of care present opportunities to remodel workforce.

e Continued opportunity to use the multi professional skills of our workforce in
different ways to help tackle specific workforce shortages.

e Create a first-class working environment as part of the New Hospitals
Programme

e Redesign and implementation of more effective and consistent off boarding
processes in order to retain a positive perception of leavers with regards to
their employment experience.

e Central services collaboration may provide efficiencies and resilience to some
services once in place and embedded.

on staff satisfaction

o Fragility of some services within Workforce and OD identifying potential single
points of failure should staff leave.

e Optimisation of “Anchor Institution” status.

Controls Gaps in Control Assurances
e Our People Plan - Workforce and OD strategy e Limited funding to address all hygiene Internal
related strategies and plans in place factors and workforce demand in

o Single Improvement Plan excess of supply resulting in * Divisional  Governance  Structure  and

o Trust Values unsustainable clinical service Arrangements

o Workforce Plan models/opportunity to improve e Divisional Improvement Forums (including Part Il

o Attendance Management Reduction Plan productivity through benchmarking and process to address cultural concerns)

o Targeted recruitment & plans action plans to reduce unwanted e Single Improvement Plan impact measures
(international and healthcare support variation in existing strategies. e Raising Concerns Group
workers) (GPTW001/DVFM002) e  Workforce Committee

o Workforce policies with EIA embedded ¢ Identification and Development of e  Education Training and Research Committee

o Health and Wellbeing strategy transformation schemes to support e Safety and Quality Committee

o Just culture long term sustainability and workforce e Audit Committee assurance processes.

o Regular temperature checks in place for re-modelling linked to service re- e Regular schedule of reporting arrangements for
staff satisfaction, culture, with action plans design. (GPTW002) cultural risks at Committees of the Board and
e.g., Staff Survey, NQPS, HWB, TED, e Ability to influence the direction of the Board now in place and covered within the Risk
Cultural survey Provider Collaborative Board with Management Policy

o Leadership and Management Programmes regards to programmes of work,

o Appraisal and mentoring process desired impact measures and methods | gxternal

o Workforce business partner model and for achieving aims. e National Surveys and benchmarking including
advice line in place *  Sufficient staffing within Workforce and staff satisfaction survey, workforce Race Equality

o Staff representatives in place, including OD to support work required to deliver Standards (WRES) and Workforce Disability
union representatives, staff governors transformation and deliver of the Equality Standards (WDES)

o Vacancy control panel in place and Trust’s People Plan e Internal audit and external reviews.
meeting weekly e External regulatory oversight e.g., Re-

o Strike Action Emergency Planning Group accreditation of Workplace wellbeing charter (5
weekly meeting out of 8 domains sitting as excellent)

Gaps in Assurances

[None identified]




Equality, Diversity, and Inclusion strategy
Freedom to Speak Up and Guardian of Safe working
arrangements

Education & Training strategy

Risk Management Strategy

Health and Safety Plan

Always Safety Strategy

Safe staffing reviews

Our Big Plan

Communications strategy

Accountability Framework

Safety Forums

New Hospitals Programme

Chief People Officer and Deputy/Associate
Directors are present at all People and
Transformation Meetings at the Provider
Collaborative Board

e Rostering review by NHSI indicating excellence in

rostering practice

Action Plan
Action Action details Action Due Date Done RAG Link to Gap
Number Owner Date Gap In
GPTWO002 Identify, develop and deliver Directorof 31% May-2024 Ongoing | Control e |dentification and Development of transformation schemes to
transformational schemes that support Strategyand | Identify & support long term sustainability and workforce re-modelling
long term sustainability and workforce re- | Planning develop: 31st linked to service re-design.
modelling as part of annual planning cycle | Chief December
Operating 2024
Officer Deliver: TBC as
schemes
developed
GPTWO003 Strengthen the planning Director of 30t September NEW Control e |dentification and Development of transformation schemes to
guidance/requirements in relation to Strategy and 2024 support long term sustainability and workforce re-modelling
transformational workforce schemes and | Planning linked to service re-design.
incorporate the identified schemes within
the planning cycle/submissions




Risk updates —June and July 2024

e Addition of “Single Improvement Plan and impact measures” and “Attendance Management Reduction plan” to controls.

e Removal of control measure of “Resourcing plan for Workforce and OD staffing to support the delivery of Workforce and OD strategy and meet demands on current service provision
included within the revised People Plan launched in April 2023”

e Updated action GPTWO0O02 - As part of the financial recovery programme and associated strategic action plans there is a programme of work which is designed to right size the organisation,
review management layers and spans. With the future development of the Trust Strategy, further workforce implications will need to be considered to support the delivery of the strategic
aims from a workforce and organisational development perspective once this has been drafted.

e New action GPTWO0O03 identified in relation to strengthening the planning guidance/ requirements in relation to transformational workforce schemes.

e Action DVFMO031 relating to strategic decisioning criteria has been stepped down following discussion with the new Chief Executive. The Board of Directors’ approach to utilisation of risk
appetite and tolerance will form part of the planned review and refresh of the Board Assurance Framework (BAF). In the meantime, risks continue to be scored in line with the Risk
Management Policy and any risk-based decisions will continue to be made in conjunction with the Risk Appetite statement and tolerances set by the Board of Directors.




Risk ID: 858

Risk Title: Risk to delivery of the Trust’s Strategic Objective of Fit for the Future

Risk owner: Director of Strategy and Planning/Chief Medical Officer
Date last reviewed: 15 July 2024

Risk

There is a risk to the
delivery of the Trust’s
Strategic Objective to be fit
for the future due to the
challenges of effectively
implementing and
developing  Place and
System (i.e. Integrated Care
System and Provider
Collaborative) level working
we fail to deliver
integrated, pathways and
services which may result in
Lancashire Teaching
Hospitals no longer being fit
for purpose and our
healthcare system
becoming unsustainable.

Risk Appetite: Seek — Eager to be innovative and to choose options offering higher rewards, despite inherent business risk.

Risk Tolerance
8-12

Rationale for Current Score

System working continues to develop but further progress is needed at pace in
relation to both the governance of decision making and the clarity and confidence in
expected benefit delivery. In order for LTH and the wider system to be fit for the future
major transformational change is needed. A number of programmes (e.g. Fragile
Services, Central Services) are moving forward but challenges and complexity remain
in terms of governance, expected benefit plans and programme delivery. The
development of a clear system clinical strategy, a clear set of system commissioning
intentions and a robust set of LSC transformational programmes are critical to the
mitigation of our fit for the future risk.

Place based working continues to develop, with discussions underway regarding
potential budget devolution for 2024/25 and a number of governance
pillars/programmes now established such as the Central Lancashire Executive
Oversight Group and the Central Locality Community Services Transformation
Programme Board. However, there is still significant work to do for LTH and our
partners to fully establish transformational Place based governance and work
programmes

Digital transformation will be a major enabler for partnership working,
pathway/service integration and ensuring we are fit for future. We have an ambitious
Digital Northern Star strategy but delivering this will be a major challenge and for a
number of reasons our transformational programmes in this are not progressing at
the rate we had planned.

Even when a greater level of maturity is reached the delivery of more effective,
integrated pathways and services is a major challenge and will require both LTH and
its partners to work differently and to successfully balance organisational interests
alongside Place/System interests and commitments. In addition to ways of
working/partnership culture capacity/time is a major challenge in relation to
Place/System working.

Within Central Lancashire there are a relatively high number of service providers and
LTH is the Tertiary Centre for L&SC — as such we have a particular opportunity but also
a particular challenge in relation to partnership working.

LTH has a particular challenge and a particular opportunity in relation to our service
configuration and estate — unless we are able to address these, we will be unable to
meet delivery of the services our partners rightly expect and our staff will be focused
on immediate operational challenges rather than service and pathway integration.
The New Hospitals Programme is a once in a lifetime opportunity to work as a system
level to access the funding needed to create a high quality, sustainable estate/service
configuration.

Risk Rating Tracker (Likelihood x Consequence)
Initial: 4x5 = 20 Current: 3x5 =15 Target: 8-12
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Future Risks

e Demographic pressures

e Population health and Health inequalities challenges
e Estates challenges/backlog maintenance

e Workforce gaps/challenges

Future Opportunities

e System and Place working

e Service transformation/integration
e Digital

e New Hospitals Programme




our ambitions

e Delivering the above will be a major challenge which will require the highest levels of
staff engagement and communication, areas where the Trust scores relatively well
compared to our peers but we will need significant improvement in future to deliver

e Delivering the above will require the Trust to develop its capacity, capability and
governance to robustly deliver major change programmes

Controls

LTH establishing a Single Improvement Plan approach, taking
best practice from other Trusts/systems drive transformation at
pace
Workstream related strategies in place

o Clinical Strategy

o Digital Strategy,

o Estates Strategy, including New Hospital Programme

o Comms and engagement
New Hospitals Programme operational groups established and
named executive lead.
Place and system delivery boards established, where LTHTR
continue to link own strategies with Place and System plans. A
Central Lancashire Executive Oversight Group has been set up
and discussions are underway regarding the options for the
Lancashire Place Partnership. The ICB have established a new
Recovery Board, with a focus on system wide recovery and
transformation
LTHTR executive leads with Place/ICS responsibilities.
Director of Communications & Engagement and Head of
Communications in roles of SRO and Chairs of professional
networks and providing significant contribution to the Provider
Collaborative
Clinical Programme Board (CPB) in place meeting monthly
overseeing the PCB clinical transformation programme
ICB has published 5 Year Joint Forward Plan
Transformation Programmes developed and being led by
Executive Team
Digital Northern Star working groups in place to deliver the
Digital Northern Star programme
Organisations within Digital Northern Star are sharing
information regarding infrastructure digital contracts for a
collaborative approach to networking and data centres.
Improved communications Trustwide and External — HealTH
matters, In Case You Missed It and Exec Q&A session all put in
place to enhance staff engagement and External newsletter
reinstated for key stakeholders across our communities.

Gaps in Control

Integration of services and
pathways. (FFTF 001, FFTF 003, FFTF
004, FFTF 005, FFTF 006, FFTF 008)
Effective Place and system based
working. Work is underway within
LTH to review our links
into/governance in relation to
system working both at the level of
individual programmes and at a
macro level. (FFTF 001, FFTF 005,
FFTF 007, FFTF 008)

Single Improvement Plan approach
still under development. (FFTF 008)

Fragile Services programme
currently still focussed on a “deficit
model” and needs to rapidly

develop a robust expected benefits
plan (FFTF 001)

Assurances
Internal

Executive Transformation Group

Planning Framework updates to Finance and
Performance Committee.

New Hospitals Programme assurance to
Board

Audit Committee assurance processes to test
effectiveness of infrastructure and internal
control system.

Strategic element of Board discussions has
been strengthened with dedicated sessions
to focus on specific strategies

Northern Star Programme shared
approaches developed leading to £1M in
cash realising or cost avoidance savings
Online presence seen to increase over the
period March 2023 — May 2023 with 23,000
new users to the Trust website in that period
demonstrating continuing upward trend of
engagement with the local population.
Increase in Twitter and Facebook interaction
and internal intranet interaction also.

External

New Hospitals Programme Oversight Group
ICS Digital Board

Clinical Programme Board

Central Services Board

Gaps in Assurances

e Benefit realisation plans
need to be more robust
and to explicitly deliver
against the quadruple aim
(FFTF 001, FFTF 003, FFTF
004, FFTF 008)




Action Plan

Action Action details Action Owner Due Date Done RAG Link to Gap | Gap
Number Date In
FFTF 001 Link LTHTR strategies with Place, Provider Executive Leads 30t September Ongoing Control e Integration of services and pathways
Collaborative and ICS Strategies 2024 o Effective Place and system based working.
o Fragile Services programme currently still focussed on a
“deficit model” and needs to rapidly develop a robust
expected benefits plan
FFTF 002 Strengthen Board discussions on key strategic Director of Strategy and 315t March 2024 28t Assurance e The Board requires dedicated time to fully discuss the
issues including relevant ICS/PCB/Place matters Planning February wide range of system issues/changes that will be a key
2024 element in our being Fit for the Future
FFTF 003 Ensure maximum LTH influence on/contribution | Executive Leads 30t September Ongoing Control e Integration of services and pathways
to Place and System working 2024 o Effective Place and system based working.
FFTF 004 Develop and deliver Digital Northern Star Chief Information Officer | 30t September Ongoing Control e Integration of services and pathways
strategy 2024
FFTF 005 Deliver staff engagement/comms strategy Director of 30t September Ongoing Control e Integration of services and pathways
(including reputation monitoring/management) Communication & 2024 o Effective Place and system based working.
Engagement and Chief
People Officer
FFTF 006 Establish new governance arrangements to Executive Leads 30t September Ongoing Control e Integration of services and pathways
support the development of the PCBC in 2024
conjunction with the programme office and the
ICB
FFTF 007 Deliver our Social Value Strategy Chief People Officer 30t September Ongoing Control o Effective Place and system based working.
2024
FFTF 008 Strengthen the Trusts capability and capacity for | Director of Strategy & 30%June 2024 Ongoing Control e Integration of services and pathways
strategy formulation, planning & execution and Planning, Director of 1t August 2024 o Effective Place and system based working.

transformational change

Continuous Improvement
& Transformation

o Single Improvement Plan approach still under
development




Updates — June and July 2024

Risk content reviewed and no change to content required at the current time. Action Plan updates:

> FFTF 001 - link LTHTR strategies with Place, Provider Collaborative and ICS Strategies and FFTF 003 - Ensure maximum LTH influence on/contribution to Place and System working —
Significant work is underway to establish an agreed set of benefits for the system clinical reconfiguration work (and all system programmes). Additional staffing resource is now available
at the ICB to drive this forward. The LTH CEO is now chairing the Place Urgent Care Board. Strasys have attended the LTH Exec meeting to discuss the Clinical Blueprint work they are
leading. The next system clinical strategy workshop will take place on the 22nd of July. Work is progressing well to develop our Long Term Strategy, including staff engagement events
and engagement with key stakeholders. This will be reported to the Board on the 25% July. The PCB have requested a ONE Team approach be implemented to drive system working — see
the Planning Control paper for more details.

> FFTF 004 Develop and deliver Digital Northern Star strategy — the LTH CIO has been appointed as the Digital Lead for OnelLSC and is developing the processes/governance for OneDigital.
Options for external support are under consideration with the ICB. Discussions are continuing with the national Digital team regarding the position around current funding (known as
“Frontline Digital” funding) and the proposed funding announced in the Spring Budget but this may be affected by the election.

> FFTF 005 - Deliver staff engagement/comms strategy (including reputation monitoring/management) — As part of the strategy for the 2024/25 financial year, the new communications
approach continues as a rolling programme of activity, increasing engagement opportunities with colleagues. NHP communications and engagement will increase over the summer
particularly post-election, with key messages around the clinical model being shared within the organisation and engagement being organised and delivered by the triumvirate.
Stakeholders continue to be informed of key successes and challenges in a number of ways — extensive proactive media activity; briefings on specific issues; Trust Matters Magazine;
updates at Board; management of reactive media enquiries; VIP visits. Engagement with stakeholders sits in a number of places and strategies within the Trust particularly the Trust
CEO and Chair; Executive team and Board members; the Patient Involvement and Engagement team; the Patient Experience and PALS team and Governors.

> FFTF 008 - strengthen the Trusts capability and capacity for strategy formulation, planning & execution and transformational change — The process to develop our long term, strategy
has commenced and is progressing well. The Trust PMO is now established and discussions are underway to develop proposals to agree the appropriate recurring resources and
reporting arrangements. The Single Improvement Plan will go to the August Board meeting for final sign off.




Risk Title: Risk to delivery of the Trust’s Strategic Aim to Drive Health Innovation through World Class Education, Training and Research

Risk ID: 860

Risk owner: Chief People Officer (with input from Deputy Director of Education and Deputy Director of Research & Innovation)
Date last reviewed: 30" May 2024

Risk

There is a risk that we are
unable to deliver world
class education, training
and research due to
challenges in effectively
implementing high quality,
appropriately funded and
well-marketed education,
training and research
opportunities due to a
range of internal and
external constraints. This
impacts on our ability to
develop our reputation as
a provider of choice
sustaining our position in
the market, supporting
business  growth and
retaining our status as a
teaching hospital.

Risk Appetite:

Seek — Eager to be innovative and to choose options offering higher rewards despite inherent business risks.

Risk Tolerance
9-12

Rationale for Current Score

e Continuing inability to meet Trust mandatory training targets across all disciplines, which has resulted
in continued breaches of CQC regulations.

o A number of areas of Postgraduate Medical Education are being monitored within the NHSE Intensive
Support Framework.

e Audit requirements for management of educational income limit flexibility to deliver educational
activity which is based on academic years or to support innovative developments funded through
income generation.

o Inability to invest educational income in capital development programmes to expand our education
infrastructure.

e Ongoing capacity challenges to support education and R&I activity.

e Workforce shortages impacting on capacity and educational quality.

e Evidence of health and wellbeing concerns in student and learner community.

e Ongoing challenges to achieve optimum faculty for specialist teaching requirements.

e Impact of economic climate/loss of work due to diagnostic/aseptic backlogs and difficulties regarding
access to diagnostics across the board to support R&I, notably on commercial research income.

o Not meeting compliance in all training subjects and medical device competencies.

o NIHR guidance changes re commercial work and R&I running at reducing loss, year on year, is assisted
by the O’Shaughnessy Report (2023) encourages more active prioritisation of commercial work which
will assist ongoing mitigation. This will assist reductio of system blockages running too many studies
post-pandemic.

e There are opportunities to lead on education, innovation and research programmes in NHP and ICB
programmes of work.

e |nability to influence essential release of staff for education activity due to service pressures

e Service pressures impacting availability of staff to be released from clinical environments to attend
essential and mandatory education and training.

Risk Rating Tracker (Likelihood x Consequence)
Initial: 2x3=6  Current: 4x4 = 16 Target: 9-12
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Future Risks Future Opportunities
e  NHSE Long Term Workforce Plan will impact education and training | e
pathways for new and emerging roles.
e  Potential impact of OnelLSC on Education and Training provision at | e
LTH. .

research activities.

Continued participation and development of funded, commercial and UKCRF Network sourced related

Expansion of undergraduate programmes.
Increase in the use of advanced digital/Al solutions to provide education and research programmes.

e  Capacity for effective marketing and communications.

e  Potential impact of the New Hospitals Programme on Education and
Research estate.

e Impact of the increased allowance for simulated placements for
nursing students delivered by HEIs — this could result in a reduction
in NMET tariff income.

e Impact of place-based placement allocation systems (currently
emerging) — this could result in a reduction in NMET tariff income.

e UK becoming less competitive/losing commercial research trials

Launch of Trust innovation hub and external funding opportunity.

Development of hi-tech education programmes including robotics and simulation learning.
Development of joint appointments with HEls.

Re-focus of research activity on key national clinical priorities.

Opportunity to bid for capital to update Health Academies to provide hi tech simulation and education.
Opportunity for LTH to become apprentice provider for ICS.

Opportunity to manage income generation via Edovation.

Potential to expand student placement offer to HEIs within and outside region.

° Provision of a range of educational services to primary care




e Impact of UGME capacity scoping exercise being undertaken by HEE | e

e  Potential income deficit position for education as a result of tariff | e
changes and audit requirements for income deferral

e Innovation opportunities may be stifled due to reluctance to accept
in-year funding developments where income cannot be flexibly
utilised across multiple financial years

e  Potential impact of shared service development across ICS

e  Potential reduction in CPD/Workforce Development funding and/or
potential bid income.

commercial and financial growth

Potential to lead a range of education activity as part of ICS shared service development.
Potential to become Centre of Excellence for Technology Enhanced Learning in partnership with NHSE.
e  (O’Shaughnessy Report (2023) encourages more active prioritisation of commercial work which will assist

Controls
e Workstream related strategies in place:
o Education & Training Strategy
o Research Strategy
o Our Big Plan, Annual Business Plan Planning
framework
o Workforce & OD Strategy

e Ring-fencing of education and research funding.

o Divisional education contracts.

e NHS Education Contract.

e Policies in place with review cycle.

e Business continuity plans in place.

e Head of R&l now part of New Hospitals Programme
and ICB programme working parties.

e Enhanced plans identified within Research &
Innovation Strategy to leverage more opportunity
to increase funding and assist recovery processes

e Full review of deferred income has been conducted
by finance evidencing and ensuring drawdown of
income from deferred position/reserves is matched
in line with expenditure and the Education Contract
on an ongoing basis

e Categorised investment requirements  for
education infrastructure now in place, which is
being worked through with Capital Investment
Team

e International education programmes to be
incorporated into 2024-27 strategy.

Gaps in Control

e Lack of research leads embedded
in divisions (ETR 007)

Assurances

Internal

o Sub-committees for education, training and research incorporating
risk reviews.

e Quality assurance and performance management of education
activity.

e Strategy progress for Research and Education reviewed each year at
ETR Committee.

e Learner improvement forum.

o Monthly training compliance reports.

e Divisional performance reviews

e Paper to include R&I involvement at DIFs and Divisional Boards has
been drafted for approval by the CMO

o Monthly finance reviews with corporate finance team and quarterly
with R&I budget holders

e Education, Training & Research Committee

e Audit Committee assurance processes to test effectiveness of safety
and quality infrastructure and internal control system.

e Board.

External

o NHSE Monitoring the Learning Environment review meetings.

o Full OFSTED inspection completed August 2022 with ‘Good’ rating
achieved.

® ESFA audits

o HEE self-assessment return.

® Matrix accreditation.

e Annual and interim performance reviews with Manchester Medical
School

o National Student Surveys.

o National Education Trainee Surveys.

o STAR accreditation for Clinical Research Facility.

e Engagement in range of external forums and committees.

e Quarterly strategy meetings with local HEIs

e Trust Involvement/leadership in ICS discussions re education and R&l

Gaps in Assurances

e Inability to meet Trust Mandatory
Training targets across all disciplines
across all divisions (ETR 008)




Action Plan

disciplines to meet the Trust mandatory
training target and ensure reporting
provides the necessary assurances, to
support regulatory compliance

Education

Action Action details Action Owner Due Date | Done Date RAG Link to Gap
Number Gap In
ETR 007 Have Research roles in place within 2 Head of Research & 31.03.25 Ongoing Control e Lack of research leads embedded in
Divisions — Suggested Medicine and Innovation divisions.
Women’s and Children’s Divisions
ETR 008 Review and consider options to support all | Deputy Director of 31.08.24 NEW Assurance | e Inability to meet Trust Mandatory Training targets

across all disciplines across all divisions

Summary of Updates — May and June 2024

of Directors

support meeting this and ensuring the Trust’s reporting provides the necessary assurances.

e Review of the risk carried out by Deputy Director of Education and Deputy Director of Research & Innovation.

e Added a gap in assurance around the continued inability to meet Trust Mandatory Training targets across all disciplines across all divisions, which has caused regulatory breaches
with the Care Quality Commission in previous inspections on an ongoing basis and presents a risk of further regulatory breaches. There is an action to consider all options to

e Action DVFMO031 relating to strategic decisioning criteria has been stepped down following discussion with the new Chief Executive. The Board of Directors’ approach to
utilisation of risk appetite and tolerance will form part of the planned review and refresh of the Board Assurance Framework (BAF). In the meantime, risks continue to be scored
in line with the Risk Management Policy and any risk-based decisions will continue to be made in conjunction with the Risk Appetite statement and tolerances set by the Board




Chair’s Report to Board
Chair: Non-Executive Directors Safety and Quality

Prof Paul O’Neill - (May) Committee
Lancashire Teaching Hospitals NHS

Date: 31 May 2024 & 28 June 2024 Agenda attached v it
for information

Strategic Risks | Trend Items Recommended for approval

e Maternity and Neonatal Services Report
e Fuller Review Phase 1 Recommendations

Consistently Deliver Excellent Care

The continued variation in ability to deliver a 7 day thrombectomy service. Regional and national meetings were being
held to address the issues and identify a solution.

There had been two never events in the ophthalmology department that are being investigated as part of the PSIRF
process. Early learning has been identified and acted upon.

The Committee discussed the factors not yet addressed potentially impacting the ability to reduce C.difficile infection
rates and noted a number of actions that require resolution including the functionality of the single stack waste
system and the inability to expand beyond 15 areas for full roll out of the 2021 domestic cleaning standards.

ADVISE The Committee identified continued higher than expected rate of sickness within paediatrics and neonatal and
Areas requiring on- | referred this to the Workforce Committee for consideration. Assurance was provided that work was ongoing to ensure
going monitoring; the sickness absence was managed in line with the policy.

I;e":;::: de?ssurance The Committee discussed the number of patients boarded (outside of a designated bed space) due to an inability to
match demand with capacity. The UEC plan continues to be developed to address this. The numbers in June had
decreased and this was noted as positive, albeit there was a need to sustain the reduction and then eliminate
boarding practice in ED and on the wards.

ASSURE The committee received assurance reports relating to

- Management of serious cases and PSIRF update

Assurance received; - Infection prevention and control

Mattters of positive - Clinical audit

note.

- Patient Experience and Involvement

- The Quality account

- Management of mortality reviews and mortality rates
- Responseto Lucy Letby

- Safeguarding practices and outcomes

- Medicines governance




- CQC progress with must and should do actions
The reports provided an overview of areas of strength and areas that required continued focus.




Lancashire Teaching Hospitals m

MNHS Fousnidamionr Trust

Safety and Quality Committee -

31 May 2024 | 12.30pm | Microsoft Teams

Agenda

Ne ltem Time Encl. Purpose Presenter
1. Eﬁg ?:;i;gra?yq;%rgtﬂg recording 12.30pm Verbal | Information P O’Neill
2. Apologies for absence 12.31pm Verbal | \nformation P O'Neill
3. Declaration of interests 12.32pm Verbal | \nformation P O'Neill

Minutes of the previous meeting held

4. on 26 April 2024 12.33pm v Decision P O'Neill

5. Matters arising and action log 12.35pm v Decision P O'Neill

6. Strategic Risk Register 12.50pm v Assurance S Regan

7. QUALITY AND PERFORMANCE

7.1 Safety and Quality Dashboard 12.55pm v Assurance C Gregory
7.2 Maternity and Neonatal Report 1.05pm v Assurance J Lambert

a) Children and Young People

7.3 staffing report 1.15pm v Assurance LC V\C/;”rkelﬂ(;%
b) Paediatric Medical staffing report

74 Annual Serious Case Report inc. 1.20pm , Assurance H Ugradar
PSIRF

7.5 Clinical Audit Report 1.30pm v Assurance S Regan
Infection Prevention and Control

7.6 Annual Plan Report 1.40pm v Assurance D Orr

77 Annual Patient Experience and 1.50pm v Assurance C Gregory
Involvement Report

7.8 Thrombectomy Update 2.00pm v Assurance C Granato

8. GOVERNANCE AND COMPLIANCE

8.1 Fuller Phase 1 Recommendations 2.10pm v Assurance G Skailes

8.2 Annual Quality Account 2.20pm v Decision C Gregory

8.3 Strategic risk register review 2.35pm Verbal Decision P O'Neill

Items for referral to the Board or

8.4 to/from other Committees

2.40pm Verbal | Information P O'Neill

Excellent care with compassion
]



Item

Time

Encl.

Purpose

Presenter

Reflections on the meeting and
adherence to the Board Compact

2.45pm

Assurance

P O’Neill

ITEMS FOR INFORMATION

9.1

CQUIN Update

9.2

Exception report from Divisional
Improvement Forums

9.3

Chairs’ reports from feeder

groups:

a) Infection, Prevention and Control
Committee

b) Safeguarding Board

c) PSIRF Oversight Group

d) Always Safety First Learning and
Improvement Group

e) Medicines Governance
Committee

f) Patient Experience and
Involvement

g) Health Inequalities Group

10.0

Date, time and venue of next
meeting:

28 June 2024, 12.30pm, Microsoft
Teams

2.50pm

Verbal

Information

P O’Neill




Safety and Quality Committee

Lancashire Teaching Hospitals m

28 June 2024 | 12.30pm | Microsoft Teams

Agenda

NHS Fousidaticm Trust

Ne ltem Time Encl. Purpose Presenter
1. () Chair and quorum , 12.30pm Verbal | Information K Smyth
(b) Temporary meeting recording
2. Apologies for absence 12.31pm Verbal | \nformation K Smyth
3. Declaration of interests 12.32pm Verbal | \nformation K Smyth
4 Minutes of the previous meeting held 12.330m v Decision K Smvth
' on 31 May 2024 o3P y
Matters arising and action log K Smvth
5. a) Workforce Referral 12.35pm v Decision y
C Gregory
Response
6. Strategic Risk Register 12.40pm v Assurance S Regan
7. QUALITY AND PERFORMANCE
7.1 Safety and Quality Dashboard 12.50pm v Assurance C Gregory
70 Children and Young People staffing 1.00pm v Assurance C Gregory
report
73 Annual Mortality, PMRT and LEDER 1.10pm v Assurance A Gale
report
7.4 Annual Safeguarding Report 1.20pm v Assurance C Gregory
75 énnual Medicines Governance 1.30pm v Assurance G Price
eport
76 Sub-contract Monitoring Assurance 1.40pm v Assurance A Gammell
Report
7.7 NHSE - Letby Response 1.50pm v Assurance C Gregory
7.8 CQC Action Plan Update 2.00pm v Assurance S Regan
8. GOVERNANCE AND COMPLIANCE
8.1 Strategic risk register review 2.10pm Verbal Decision K Smyth
Items for referral to the Board or .
8.2 toffrom other Committees 2.15pm Verbal | Information K Smyth
Reflections on the meeting and
v
83 adherence to the Board Compact 2.20pm Assurance K Smyth
9. ITEMS FOR INFORMATION

Excellent care with compassion
|




Item

Time

Encl.

Purpose

Presenter

9.1

EQIA Report

9.2

Exception report from Divisional
Improvement Forums

9.3

Chairs’ reports from feeder
groups:

a)
b)
c)
d)
e)

f)

9)
h)

)

Infection, Prevention and Control
Committee

Safeguarding Board

PSIRF Oversight Group

Always Safety First Learning and
Improvement Group

Medicines Governance
Committee

Patient Experience and
Involvement

Health Inequalities Group

Health and Safety Governance
Mortality and End of Life Care
Committee

10.0

Date, time and venue of next
meeting:

26 July 2024, 12.30pm, Microsoft
Teams

2.25pm

Verbal

Information

K Smyth




Excellent NHS

care with | Trust Headquarters Lancashire Teaching
Compassion Hospitals
NHS Foundation Trust

Board of Directors

Maternity and Neonatal Services Safety Report

Report to: | Boad of Directors Date: 18t August 2024

Report of: | Chief Nursing Officer Prepared by: | Jo Lambert

Purpose of Report

For assurance For decision (| For information O

Executive Summary:

The purpose of this report is to provide the Board of Directors with an update in relation to safe staffing and the
safety and quality and assurance and oversight programmes of work including the Clinical Negligence for Trust
(CNST) Maternity Incentive Scheme (MIS) within the maternity and neonatal services up until June 2024. In
addition, where appropriate obstetric medical and neonatal updates are included in the report for cross
triangulation and information.

To support this paper, more detailed information is provided in the perinatal quality surveillance outcomes
(PQSO) supplementary information pack (Appendix 1). The new PQSO slide sets provide specified minimum
data requirements as defined by NHS England and additional local level indicators to support the safety and
quality committee and the Board of Directors to understand safety intelligence associated with safe staffing,
clinical indicators, perinatal quality experience, regulation, and clinical escalation. This ensures that appropriate
support and check and challenge is applied. Appendix 2 provides the data pack for the 10 MIS standards.

The perinatal quality surveillance data indicates some areas of pressure. Red flags associated with delay in
review in maternity triage reflect the gaps within the obstetric trainee and midwifery workforce. Higher than
expected sickness absence in the middle grade rota, and a single tier rota system continue to impact on cover
and has resulted in additional locum covers being deployed to support gaps within the obstetric workforce.

Clinical indicators which require ongoing monitoring are 3 and 4" degree tears. In May 2024 there was one
reportable maternal death reported to MBRRACE and the Maternity and Neonatal Safety Investigation Branch
(MNSI) and has been accepted for investigation.

The fill rates for Registered Midwives (RM) (86% day and 89% night) and Maternity Support Workers (MSW)
(80% day and 98% night) in June 2024 demonstrates a sustained, lower than planned fill rate, which is reflected
in the year-to-date projection and is synonymous with the established vacancies. All shifts are sent to bank and
the service continue to be supported to improve fill rates with agency shifts. As part of responding to the staffing
establishment within the unit, the service continues to utilise divert arrangements when appropriate and whilst
this mitigates the risk to women, when it occurs, it adversely affects the experience of women who live locally
and have chosen to give birth in Lancashire and south Cumbria.




The service continues to note the phased approach to Birth Rate Plus (BR+) requirements and workforce
establishment deficits continue to present a risk to the service, these will be considered in line with the plan
agreed. The second bi-annual safe staffing review is planned for October 2024.

Close monitoring of the workforce metrics for newly qualified midwife new appointments for October 2024 is
ongoing. The vacancy is currently 13.80 WTE which will reduce to 1.16 WTE in October 2024 when the new
appointments start in post. (The over offer position is now 0 with 5.2 WTE dropping off as anticipated from the
work profiling).

RECOMMENDATIONS

The Board of Directors are asked to:

Approve the Maternity and Neonatal Service Update including safe staffing position.
Note the CNST update report and recommendations.

Confirm it is satisfied a comprehensive level of check and challenge has been applied by the Board level
safety champions to understand the performance and pressures affecting the maternity and neonatal
service and reflect this in the committee minutes.

IV.  Receive the associated action plans for information oversight and assurance.
Appendices
1. Perinatal Quality Surveillance Supplementary Pack
2. CNST MIS Information Pack standards 1-10
3. Red Flags
4. Workforce Plan completed.

Trust Strategic Aims and Ambitions supported by this Paper:

Aims Ambitions

To provide outstanding and sustainable healthcare to
our local communities

Consistently Deliver Excellent Care

To offer a range of high-quality specialised services to
patients in Lancashire and South Cumbria

X

Great Place to Work

To drive health innovation through world class Deliver Value for Money
education, teaching and research

X

O

X

Fit For the Future

Previous consideration

None




1. INTRODUCTION

The purpose of this report is to provide an overview of the safety and quality programmes of work and present
the monthly staffing position within the maternity and neonatal services. The report triangulates workforce
information with safety, patient experience and clinical effectiveness indicators for Board assurance and
oversight. The committee is familiar with the requirements for it to receive regular updates relating to maternity
and neonatal services. The report therefore includes any immediate priorities or exceptions.

2. MATERNITY INCENTIVE SCHEME (MIS)

The ten safety actions continue to drive standards for safer maternity and neonatal care under the remit of the
national maternity ambition to reduce the number of stillbirths, neonatal and maternal deaths, and brain injuries
by 50% before the end of 2025.

A summary of the position and progress for CNST MIS year 6 is detailed below. (Table 1). The service remains
on track with 8/10 standards, with standard 4 and 5 declared as at risk due to the financial requirements
associated with Birth Rate Plus (BR+), Obstetric medical and British Association of Perinatal Medicine (BAPM)
recommendations. The remaining 8 standards are on track; however, achievement of all standards is reliant on
continued reporting, ongoing check and challenge and Board oversight throughout the reporting period. (See
Appendix 2 CNST MIS Information Pack)

Table 1 Details the status of all 10 safety actions and includes supporting information to maintain or achieve the
standard.

Description Progress Evidence | Status
Safety
Action 1 ARE YOU USING THE Since 8t December 2023, there were 10 cases reported, 9 Appendix
PMRT NATIONAL PERINATAL | of which are eligible for PMRT review. All cases were 2. Table
MORTALITY REVIEW notified to MBRRACE-UK within seven working days and 1&2
TOOL (PMRT) TO surveillance completed within one calendar month of the

death. The service is on track to meet the defined thresholds
for multi-disciplinary reviews using the PMRT, where 95%

REVIEW PERINATAL
DEATHS FROM 8

DECEMBER 2023 TO 30 | are started within two months of the death, and a minimum
NOVEMBER 2024 TO of 60% of multi-disciplinary reviews are completed and
THE REQUIRED published within six months. As action plans are collated
STANDARD? these will be added to future iterations for oversight.

A weekly failsafe report is generated to confirm that all standards are met. This is supported by a weekly failsafe meeting
overseen by the matron for safety and quality.

Safety Description Progress Evidence | Status
Action 2
MSDS ARE YOU SUBMITTING | The service has consistently achieved 11 out of 11 CQIMs | Appendix
DATA TO THE since 2022 and data integration continues to be undertaken 2
MATERNITY SERVICES | and monitored monthly. This includes valid ethnic category | Table 3
DATA SET (MSDS) TO (Mother) for at least 90% of women booked in the month. The
THE REQUIRED validated position for May 2024 is detailed CNST MIS
STANDARD? Information Pack standards.

A data report is generated and checked prior to submission of the MSDS data, and this is confirmed at a monthly data
meeting by work stream leads.
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Safety
Action 3
Transitional
Care

Description Progress Evidence | Status
CAN YOU Pathways of care into transitional care and Avoiding Term | Appendix
DEMONSTRATE THAT admissions to the neonatal unit (ATAIN) continue to be 2

YOU HAVE prioritised, jointly agreed, and monitored by the maternity and | Table 4
TRANSITIONAL CARE neonatal teams and guidance is in place which supports a

SERVICES IN PLACE
AND UNDERTAKE A

QUALITY

IMPROVEMENT TO
MINIMISE SEPARATION
OF PARENTS AND
THEIR BABIES?

care pathway from 34+0 in alignment with the BAPM
Transitional Care (TC) Framework for Practice. The division
continues to track performance and monitor outcomes for
babies requiring neonatal admission or transitional care a
Quality Improvement (Ql) initiative to reduce separation
related to thermoregulation had been agreed as defined by
MIS year 6.

The Working better together joint multiprofessional group undertakes review of all term admissions (ATAIN) to the neonatal
unit and monitors transitional care (TC) activity. TC and ATAIN dashboards are generated, and a quarterly report is
submitted to speciality maternity and neonatal safety and quality committee for oversight. This is shared with the LMNS and
ICB on a cycle of business.

Safety
Action 4
Workforce

Description Progress Evidence | Status
CAN YOU Obstetric Workforce. There has been an investment in the | Appendix
DEMONSTRATE AN obstetric consultant roles and leadership. By August 2024, it 2
EFFECTIVE SYSTEM OF | is anticipated that the obstetric cover will have increased Table 6
CLINICAL WORKFORCE | from 76.5 hours to approximately 88 hours overall. Work is
PLANNING TO THE ongoing to review the trainee requirements and to explore
REQUIRED STANDARD? | moving from a 1 tier to 2 tier rota separating obstetrics and
gynaecology to ensure both specialities have strengthened
cover.
Neonatal Medical There continues to be a requirement for Appendix
2 further consultants to meet BAPM compliance and it is 2
anticipated that effective utilisation of the ORDER Table 7

programme and the ANNP roles will result in full
establishment of the tier 1and 2 rota from September 2024.

Neonatal Nursing: The Northwest Neonatal Network
monitor staffing levels against BAPM standards using the
Clinical Reference Group neonatal nurse calculator.
Compliance with the standard was last presented within the
Activity Capacity Demand (ACD) report in the 2022/23. The
draft report for 2024/25 has been received, this will be
shared in due course. This report confirms that the current
establishment meets the requirement for BAPM nurse
staffing. However, the report is also expected to indicate that
intensive care activity is below expected target because of
intra-uterine transfer declines by maternity and neonatal
over different periods in the 2023/2024.This will continue to
be closely monitored and is expected to improve in line with
midwifery staffing vacancies reducing.

Anaesthetic To comply with the anaesthetic medical
workforce requirements associated with CNST year 6, a copy
of the anaesthetic rota for all months during the reporting
period is held as evidence for monitoring purposes by the
service, confirming that a duty anaesthetist is immediately
available for the obstetric unit 24 hours a day. To date the
service is 100% compliant with this standard.

The Board of Directors are accountable for ensuring the fundamental quality standards are delivered, including having the
appropriate workforce to deliver safe care. To meet the standard requirements for the obstetric medical workforce, regular
audits and reviews are undertaken to provide assurance. The continued commitment to funding phase 2 of Birthrate plus as
part of the next staffing review will underpin the delivery of this standard and will reduce the frequency of intrauterine transfers
and delays in induction.

I ——————
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Safety
Action 5
Midwifery
Staffing

Description Progress Evidence | Status
Source

CAN YOU In line with the Ockenden report and the three-year delivery | Appendix

DEMONSTRATE AN plan for maternity and neonatal services (March 2023) trust 2

EFFECTIVE SYSTEM OF | boards must provide evidence (documented in board

MIDWIFERY minutes) of funded establishment being compliant with

WORKFORCE outcomes of birthrate plus (BR+). As detailed in previous safe

PLANNING TO THE
REQUIRED STANDARD?

staffing reports there is requirement to invest in the registered
midwifery workforce. This will be considered as part of the
scheduled safe staffing review in October 2024.

Several actions have been taken to explore innovate ways to support ongoing recruitment. This has included workforce
profiling and over offering during key times in the academic calculator This has provided a viable solution to fill vacancies and
reduce the ongoing agency and bank overspend. The Registered Midwife Degree Apprenticeship (RMDA)has been approved
in July 2024 to support a pilot scheme for 2 maternity support workers to enrol as student midwives. This is a significant long
term recruitment strategy which supports the “growing your own workforce”.

Safety
Action 6.
Saving
Babies
Lives V3
(SBLV3)

Description Progress Evidence | Status
CAN YOU The service continues to make progress against the 5 Appendix
DEMONSTRATE THAT elements of the SBLV3 care bundle and is 90% compliant 2

YOU ARE ON TRACK TO | with the 70 cumulative actions and this was externally Table 8
ACHIEVE COMPLIANCE | verified by the LMNS/ Integrated Care Board in July 2024. &9

WITH ALL ELEMENTS
OF THE SAVING
BABIES’ LIVES CARE
BUNDLE VERSION
THREE (SBLV3)?

At the end of the reporting period there is an expectation
that the LMNS/ICB will confirm the position or actions
required to achieve 100%. In addition, Trusts must 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.

There is a programme of improvement work focused on SBLV3, each of the 6 elements has a named obstetric or medical
lead. Areas of focus and actions are detailed in appendix 2.

Safety
Action 7

Description Progress Evidence | Status
Source

LISTEN TO WOMEN, The Maternity and Neonatal Voices Partnership (MNVP) and NA

PARENTS AND the maternity and neonatal services continue to work on the

FAMILIES USING
MATERNITY AND
NEONATAL SERVICES
AND COPRODUCE
SERVICES WITH
USERS.

priorities defined within the joint work plan into 2024. An
updated work plan will be shared in October 2024 once
approved by the MNVP group and LMNS executive group in
July 2024. 15 steps walk round has been undertaken in April
2024 and the draft report received for factual accuracy. The
outcome will be shared in due course. Quarterly MNVP
meetings continue held between service users and
providers to collect safety intelligence and feedback in line
with MIS year 6.

The MNVP lead and Deputy Divisional Midwifery and Nurse Director meet monthly to review priorities and action feedback.
The MNVP lead attends maternity and neonatal safety champions and safety and quality committee as key membership. (As
defined in MID year 5 and 6.

Safety
Action 8

Description Progress Evidence | Status
Source

CAN YOU EVIDENCE The service confirms that the full Training Needs Analysis | Appendix

THE FOLLOWING 3 (TNA) standards continue to be fully aligned with version 2 of | 2 Table

ELEMENTS OF LOCAL the Core Competency Framework (CCF) and the programme 10

TRAINING PLANS AND
‘IN-HOUSE’, ONE DAY
MULTI PROFESSIONAL
TRAINING?

of training has been shared with the Divisional Safety
Champions and MNVP lead.

PROMPT Compliance with PROMPT and pool evacuation is
not yet at the required standard for the Obstetric trainee
group. Current compliance is 88% and equates to 3 doctors.
Although all staff were booked on training, recent industrial
action affected attendance at training. All colleagues have
been re-booked.

BASIC NEONATAL LIFE SUPPORT Compliance of the
neonatal and medical newborn life support is tracked in line
with MIS year 6. An action plan to ensure all staff groups are

L./}
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90% is ongoing. Challenges with recording compliance via
training and analytics has been escalated to the executive
safety champions. Data can be found in appendix 2. Areas of
focus are neonatal nurses and Specialist Trainees level 5
and above. Dates are booked in July 24.

Training requirements are tracked via maternity safety and quality monthly, and actions taken to ensure all staff groups have

achieved 90% by the end of the reporting period. All staff groups defined in the CCF V2 are 90% for fetal monitoring,

PROMPT, and basic neonatal life support with the exception of except for 3 trainees for PROMPT).

Safety
Action 9

Description Progress Evidence | Status
CAN YOU The expectation of the Trust Board is that discussions | Appendix
DEMONSTRATE THAT regarding safety intelligence are continuing to take place | 2 Table

THERE IS CLEAR monthly. 11

OVERSIGHT IN PLACE
TO PROVIDE
ASSURANCE TO THE
BOARD ON MATERNITY
AND NEONATAL,
SAFETY AND QUALITY
ISSUES?

Analysis of the Perinatal Quality Surveillance (PQSO)
continues monthly and is detailed in appendix 1. The Board
scrutinises this alongside insights from the board-level
perinatal safety champions. The safety champions bi-monthly
meetings and monthly safety walk rounds provide additional
valuable, first-hand source of safety intelligence that is used
to consider when actions or response is required. The Board
Safety Champions are also supporting the perinatal
leadership team to better understand and local cultures,
including identifying. and escalating safety and quality
concerns and offering relevant support where required

The Safety Champions meeting is chaired by the Chief Nurse and attended by the Board Non-Executive Director (NED). This

meeting has a formal agenda and terms of reference and review of thematic learning informed by PSIRF, themes and

progress with plans following cultural surveys and listening events, training compliance, minimum staffing in maternity and
neonatal units, and service user voice feedback are standing agenda items. The service also confirms that Board Safety
Champion(s) meet with the Perinatal leadership team at a minimum of bi-monthly. and that any support required of the Trust
Board has been identified and is being implemented.

Safety
Action 10

Description Progress Evidence | Status
HAVE YOU REPORTED The service confirms that it has reported all qualifying cases | Appendix

100% OF QUALIFYING to MNSI reporting 100% compliance to the standard. It also 2

CASES TO MATERNITY | confirms that it complies with Regulation 20 of the Health and | Table 12

AND NEWBORN
SAFETY
INVESTIGATIONS
(MNSI) PROGRAMME
AND TO NHS
RESOLUTION'S EARLY
NOTIFICATION (EN)
SCHEME FROM 8
DECEMBER 2023 TO 30
NOVEMBER 20247

Social Care Act 2008 in relation to appropriate and timely
Duty of Candour (DOC).

New MNSI referrals
3 referrals

Timeframe
Quarter four 2023- 2024
Quarter one 2024 - 2025.

No referrals

A quarterly report is collated on AMAT to confirm that all qualifying cases have been report in line with MIS year 6.




THE PERINATAL QUALITY SURVIELLENCE DASHBOARD- PART 2

Maternity staffing metrics are displayed on the perinatal quality surveillance table (PQST) each month as part of
the safety reporting which is submitted to the Safety and Quality Committee for oversight which is also presented
to the Board of Directors. The new format using statistical process control (SPC) provided in the Board
supplementary information pack, provides an improved platform for interpreting the statistical significance of
data points each month. It also includes regional or national comparator data where this is available. This has
replaced the Red, Amber, Green (RAG) tables previously used.

CLINICAL SAFETY INDICATORS

STILLBIRTH

The stillbirth rate continues to be monitored monthly by maternity Safety and Quality Committee. In May and
June 2024 there were no stillbirths. This is the second consecutive month where the service has not reported
any stillbirths.

There was one case reported to MBRRACE UK which was a late pregnancy loss diagnosed at 23+5 weeks
gestation. The mother had been transferred to the Trust for regional neurology and maternal medicine centre
care. There was a history of early onset fetal growth restriction and suspected fetal anomaly. The PMRT review
of the case is currently ongoing and is shared with the referring Trust.

NEONATAL HYPOXIC-ISCHEMIC ENCEPHALOPATHY (HIE)
Moderate Neonatal Hypoxic-ischemic encephalopathy diagnosed on Magnetic resonance imaging (MRI) will be
included on the PQS dashboard going forward to illustrate the impact of antenatal or intrapartum hypoxia on
perinatal outcomes. This will be included from September 2024.

BOOKING BY 9+6 and 12+6

Booking compliance is on an upward trajectory and since February 24 compliance has been above the target of
50% and 90%. This positive position is due to the early bird pilot and improved administration processes. It is
anticipated however that there will be a potential decline in performance in July 24 due to administration
workforce gaps affecting timely booking. It is expected that this will resolve as all administration posts have now
been filled.

3RD AND 4TH DEGREE TEAR

The incidence of 3™ and 4™ degree tears is above the target range and several actions are ongoing to improve
outcomes. The service has identified a lead obstetrician from June 2024 and midwife for pelvic health who are
working with the team to raise awareness and deliver training. Table 2 details the current training compliance
and the Local Maternity and Neonatal System (LMNS) have mandated that all staff have training on reducing
obstetric anal sphincter injury (OASI). The service is also working towards the stretch target recognising the
improvements needed.

Table 2 OASI compliance by staff group.

Form of Training for Consultants Midwives Trainee’s ST/FY
OASI

Presentation 13/15 87% 180/185 95% 20/20 100%
(mandated)

L./}
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Simulation 8/15 53% 109/180 61% 12/20 63%

target)

(Stretch

PERINATAL QUALITY GOVERNANC AND REGULATION
MATERNAL DEATH

In May 2024 there was one reportable maternal death associated with early pregnancy and ruptured ectopic
pregnancy. Sadly, the woman presented into the Emergency Department in cardiac arrest. A coronal PM has
been undertaken and findings suggest a cause of ectopic pregnancy. The women had not yet self-referred for
care to either the early pregnancy unit or maternity. It is not yet known if the pregnancy was confirmed. The case
has been referred to MNSI and MBRRACE and consent to investigation agreed by the family.

PERINATAL QUALITY GOVERNANCE EXPERIENCE AND REGULATION
CARE QUALITY COMMISION (CQC)
Since the CQC report in 2023 there are several longer-term should do actions that remain overdue related to

induction of labour and maternity triage. The updated position is included in the table 3 below.

Table 3 CQC ongoing actions

Action

Update

Must/Should Do
The service should
ensure  they  monitor

delays in the induction of
labour process and all
reasons for the delays are
documented.

Recommended uplift in staffing in line with
BirthRate Plus presented to Trust Board and
ICB for approval of maternity staffing uplift

Phase 1 of BR+ approved Awaiting
phase 2 uplift. Induction of labour SOP
being updated to reflect pathway for
delay in induction.

Update the induction of labour guideline to
detail monitoring processes

The Induction of labour guideline is being
updated and is awaiting publication.

The service should
improve the culture where
staff feel listened to.

RCOG Each Baby Counts escalation toolkit
Improvement Project to be implemented across
service

Each Baby Counts project ongoing
behaviour workshops and Leadership
days ongoing.

Listening events for all
arranged facilitated by
development team.

speciality groups
the organisational

Listening events Completed and

leadership days ongoing

The service  should
ensure the maternity
assessment service has
the right number of
qualified staff and the
triage telephone line is
answered and monitored
by a trained midwife.

Implement new telecommunications software to
support management of calls coming through
triage and the ability to monitor dropped calls

Costing received for telecoms call waiting
system. Meeting arranged to confirm
next steps with operational teams. Local
interim solution and call tracking
continues. Current system in place to
alert a missed call and initiate a call back.

Recommended uplift in triage staffing as
assessed by BirthRate Plus presented to Trust
Board and ICB for approval of maternity staffing
uplift. This will enable telephone triage to be
separated from clinical area as recommended
by BSOTS. Area for relocation has already
been identified.

Phase 1 of BR+ approved and maternity
Support workers deployed to Triage.
Awaiting phase 2 uplift

Business case being compiled to uplift obstetric
staffing so that appropriate obstetric review can
be achieved in the correct timeframes.

2 tier obstetric rota required. Rota cover
for 9-5 in place

NHS RESOULTION EARLY NOTIFCATION REVIEW

On the 13 December 2023, NHS Resolution wrote to the Trust to advise that a thematic review of the cases
reported by the Trust to the Early Notification (EN) scheme between 1st April 2017 and 29" February 2024, would
be undertaken. The Trust were advised that the thematic review was being undertaken in response to two
factors which are detailed below.

L./}
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¢ the number of incidents reported to the EN scheme from the Trust had increased significantly and by
birth rate for 2022/23, was 0.19%, greater than twice the national rate of 0.06% and the regional rate of
0.07%.

o the Care Quality Commission (CQC) downgraded the ‘overall’ and ‘safe’ rating for maternity at Royal
Preston Hospital from “good”, to “requires improvement” in November 2023. The ‘safe’ domain for
maternity was also downgraded to “requires improvement” at Chorley and South Ribble Hospital.

The thematic review included the time from the on 13 December 2023 and ended on 29 February 2024 with the
feedback, outcome and recommendations presented to the organisation on 18 June 2024. NHS Resolution
identified thirty-seven incidents which had been reported to the Early Notification scheme between 1st April 2017
and 29th February 2024, of these incidents twenty-three were considered for inclusion within the thematic
analysis, fifteen cases were excluded. The findings of the thematic analysis focused on 11 area’s and identified
both good practice and areas for learning. A paper has been collated detailing the actions already taken and the
assurance measures that remain in place and this will be presented to the Safety and Quality Committee in July
2024.

SAFE STAFFING

The fill rates for Registered Midwives (RM) (86% day, 89% night) and Maternity Support Workers (MSW) (80%
day and 98% night) in June 2024 demonstrates a sustained, lower than planned fill rate, which is reflected in the
year-to-date projection and is synonymous with the established vacancies. This is synonymous with the
established vacancies. The establishment tracker continues to monitor current midwifery staffing levels and the
overall projected position. This includes monitoring drop off rates for the newly qualified midwife new
appointments for October 2024. The vacancy is currently 13.80 WTE which will reduce to 0.96 WTE in October
2024 when the new appointments start in post. (The over offer position is now 0 with 5.2 WTE withdrawing from
offer) and the service will continue to re-offer to all posts with an aim of reducing towards a vacancy trajectory
of zero. It is anticipated the over offer approach will enable the service to have no vacancies.

The monthly midwife to birth ratio is currently calculated using the number of Whole Time Equivalent (WTE)
midwives employed and the total number of births in month. This is the contracted Midwife to birth ratio. The
reporting of the contracted ratio is a useful measure to assess the recruitment and retention of midwives to the
service although will show small fluctuations due to this as well as changes in birth numbers each month. This
has been recalculated in month to reflect the staff in post and is included in the PQS (appendix 1) for oversight.

RED FLAGS

The incidence of maternity red flags continues to be monitored by the maternity service. In addition, the red flags
are added to the associated risks on the register for additional oversight by the Division. The service reported
145 maternity red flag Datix incidents in the month of May 2024 and 195 in the month of June 2024. The
breakdown by category is provided in appendix. The highest number of red flags for both May and June 2024
were reported in the category of delays in review in the maternity assessment suite (MAS). In May 2024 there
were 38 red flag incidents reporting a wait of more than fifteen minutes for review by a midwife following
presentation to MAS and 20 reported in June 2024. In addition, in May 2024, 31 incidents to report a wait time
of more than thirty minutes for review by an obstetrician following presentation to MAS were submitted and 43
incidents were reported in this category in June 2024. All incidents have been linked to the active risk on the
risk register and there is an ongoing service development action plan pertaining to MAS, none of the incidents
were known to be associated with patient harm.

WORKFORCE
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The service continues to seek responsive solutions to recruitment of midwives. Table 4 details those undertaken
and ones which are ongoing. The 2023/24 workforce action plan is now completed and ongoing actions
associated with BR+ will be moved to the new people culture and workforce plan. (Appendix 4)

Table 4 Responsive recruitment and retention initiatives

Workforce recruitment and retention | Narrative
initiatives
International Recruitment 8 international colleagues in post.

Apprentice Midwives Degree Programme | Paper approved by executives following funding agreement
(RMDA) (local midwife grow your own | by the ICB to backfill 2 RMDA for 3 years.

workforce)
Over offer profiling and 30-hour contracts The service was given executive approval to over offer to
RM posts during key times in the academic calendar. All
newly qualified midwives offered 30 hours contract to
increase head count and reduce requirement to go back out
to advert by increasing hours to full time if vacancy is
evident

Recruitment Advert Filming for the maternity and neonatal recruitment video
being undertaken 1.08.2024.

OBSTETRIC WORKFORCE

There has been ongoing investment in the obstetric workforce since 2022 pertaining to the consultant and
leadership roles in obstetrics and the current position is that by August 2024 the number of hours of acute cover
will increase from 76.5 hours to 88 hours. This investment has also enabled several specialist roles to be
employed for maternal and fetal medicine as well as leadership and clinical director PA’s. It is recognised
however that to provide wide oversight and obstetric medical rota cover that the service is exploring how the
rotas are organised with the aim of converting to a two-tier model. This would aim to reduce delays in the review
of both obstetrics and gynaecology particularly out of hours and increased oversight of both the early pregnancy
service and maternity triage. A review of the middle grade requirements is ongoing by the Clinical Director, and
this will inform future requirements.

CLINICAL ESCALATION

DELAYS IN INDUCTION OF LABOUR

To demonstrate the ongoing impact of established vacancies, the uptake of mutual aid during the induction of
labour process is included in the Perinatal Quality Surveillance slide set. During times of high acuity, women
who require induction or who are being induced but are delayed, are offered transfer to alternative providers for
augmentation of labour. Whilst mutual aid is part of the Northwest clinical escalation policy and is usually
facilitated within the Lancashire and South Cumbria region, the impact of transfer should not be underestimated.
In May 2024 two women transferred care at the start of the induction process because of high activity and
reduced midwifery staffing. There was 0 in June 2024.

INTRAUTERINE TRANSFER (IUT) NEONATAL AND MATERNITY

The service continues to collect data related to inability to accept intrauterine transfers (IUT). To provide wider
triangulation of the operational pressures on the maternity and neonatal service, the maternity specific safety
and quality matrix includes a separate breakdown of all IUTs declined by maternity and those declined by the
neonatal unit.

L./}
10
L]}



In total the number of IUTs declined by the maternity and neonatal service in May 2024 was 5 and none were
reported for June 2024. In May two requests were declined by NICU due to neonatal service capacity or staffing.
Three IUT requests were declined by the maternity service due to capacity or staffing.

In addition, during May 2024 there were two in utero transfers of antenatal mothers from the Trust to other
organisations for level three neonatal intensive care cots due to neonatal service capacity issues, none were
reported for June 2024.

CLOSURES OR DIVERTS

In the months of May and June 2024 there were no maternity diverts however, there was one instance of
neonatal unit closure in both May and June 2024.

WELL-LED
PERINATAL CULTURE

The service awaits the findings of the SCORE survey and leadership coaching sessions are ongoing to prepare
to socialise and consider the results across the teams. A Local action plan had also been created as part of the
divisional people plan to explore relationships and improve safety culture and the progress of these actions are
being monitored by the Executive safety Champions Listening events undertaken earlier in the year highlighted
the need for improved communication, escalation and team working across teams and in response the service
has designed bespoke leaders’ sessions for band 6-8 midwives and consultants. The Clinical escalation Royal
College of Obstetrics work is also progressing well with the content evaluated positively. The committee will
receive an updated of the SCORE findings and associated actions in due course.

MILESTONE ACTIONS

The NHS Race Observatory national Continuous improvement project continues, and the team were asked to
present findings to date to an NHS webinar. Language profiling to translate the early bird public health sessions
into most spoken versions is ongoing with Romanian, Urdu, Arabic and Polish being the top 4.

The service has also been selected to work cross provider with Manchester Foundation Trusts and AQUA. The
project is focused on an evidence base around the choice and personalisation strategy, aligned to the Three-
Year Delivery Plan for Maternity and Neonatal services.

A charity bid was recently submitted to NHS Charities Together - Innovation Fund and the service is pleased to
confirm that it has been shortlisted to compete in the final round of the process. Lancashire Teaching Hospitals
is down to the last 6 from 69 applications.

Several international visits have been hosted by the maternity service over the last 6 months. As a Beacon
centre with 4 places of birth, Lancashire Teaching hospitals, many requests for engagement and advice are
received. Midwives from Hong Kong, Sweden and New Zealand visited the maternity service to gain insights
into maternity services. The feedback from the visiting delegates was over whelming positive.

3. CONCLUSION

This report provides an update in relation to the safety and quality programmes of work within the maternity and
neonatal services. The report confirms the position against the workstreams set out by the CNST NHS
Resolution for year 6 and confirms that although the service remains on track that performance and reporting
must be sustained throughout the reporting period to declare 100% compliance overall.

The perinatal quality surveillance dashboard and the red flag reporting indicates pressure points related to
staffing levels across maternity and obstetrics. Specifically, the induction of labour pathway, postnatal care and
timely review in triage and this must be acknowledged.
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A plan to present the outstanding BR + safe staffing requirements as part of the October 2024 biannual staffing
review is in place and a further 10.14 WTE midwives is required.

4. RECOMMENDATIONS

The Board of Directors are asked to:

. Approve the Maternity and Neonatal Service Update including safe staffing position.

Il. Note the CNST update report and recommendations.

M. Confirm it is satisfied a comprehensive level of check and challenge has been applied by the Board
level safety champions to understand the performance and pressures affecting the maternity and

neonatal service and reflect this in the committee minutes.

V. Receive the associated action plans for information oversight and assurance.

=
N



Perinatal Quality Surveillance Dashboard
Information Pack Appendix 1
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Clinical Safety Indicators
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Maternal Death In May 2024 there was one case of maternal death associated with early pregnancy and ruptured ectopic pregnancy. Sadly the woman was brought into the
Emergency Department in cardiac arrest. A corgnal P has been undertaken and findings suggest a cause of ectopic pregnancy, She had nat self referred for cang in garly pregnancy
unit or materndty. It i not know yet whether she had confirmed a pregnancy. The case has been referred to MNS and MBRAACE and consent to investigation agreed by the famiby,
Compliments Recording and reporting complments has been included in the dashboard for the first tirme to provide a breadth of patient safety inteligence.
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Safe staffing indicators
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Obstetric Medical Staffing
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Consultant hawrs in the obstetric unit. The serdce continuees 1o neest in conzultant funding and by September 2024 it 12 expected that e
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Clinical Escalation
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In- tere Transfers (IUT) Stathing lewels continue to impact on the ability to accept intrautering transters across both maternity and neonatal services, This requires close engaing monitaring
and MDT decision making when a transfer may not be accepted due 1o acuity and or staffing.

MICU Closure There has been an increase in closures associated with Intensive care cot capacity since February 24 linked to higher sickness absence, This appears to have setthed In bay but
will continue to be monitored by the neonatal keads,
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Appendix 2 CNST MIS Year 6 Information Pack Table

Safety Action 1 PMRT MIS 1 Tracker CNST Year 6
Table 1

Table 1; Perinatal Mortality Tool progress iracker

REGQUIRED STANDARD (Standard A) Compllance score

Modity all deaths: All eligitle perinatal deaths should be notiied 10 | Motification | 1010

MBRRACE-UK wilhin seven working days Survelllance | B9

Seek parents’ views of care: For al keas! B5% of all the: daaths of
babies n your Trust eligible for PYMRT review, Trusts should ensure
parents ane given the opporlunity o provide feedback, share thelr
perspectives of care and raise any questions and comments theymay | On Track | /%
have from 8 December 2023 onwards.

REQUIRED STANDARD (Standard C) *

Review the death and complete the review: For deaths of bables Commenced wihin 2
whio were bom and died In your Trust multlgsciplinary reviews mionihs.
using the PRMRT should be carmied oul from & December 20.23; 85% am
of reviews should be startad within fwio months of the daath, and a 0N track
minimum of 80% of multlgdisciplinany reviews should be completad Completad within &
and pubished within six months, Fracaig:

On track,

REQUIRED STANDARD (Standard O) *

Report to the Trust Executive: Quarterly reports should be
submitied to the Trust Executive Board on an on-going basis for all April 2024

deaths from 8 Decembes 2033,
July 2024

“Exciuslons: If ihe surveiliance form needs i the assigned bo another Trust for additonal slormalion, iben thal
daath will be exclided rom the standard wabkdahon of tha reguiement o complede the sursaillance data wihin
Qe mani of The death. Trusls, should however, endeavour 1o compdabs the surveillance a5 S000 as possible 50
thal 8 PMRT niniw, inclhuding the surveilancoe mioimalion can bé ared
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Safety Action 1 PMRT MIS 1 Tracker CNST Year6

Table 2
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Safety Action 2 MISDS Data Status Report
Table 3

MIS Year 6 - Safety Action 2
Apri 2004 Compliance
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Safety Action 3 ATAIN Dashboard October 2021-May 2024
Table 4

ATTAIN DASHBOARD: OCTOBER 1021 - MAY 2024
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Safety Action 3 Transitional Care Dashboard Jan 2020-May 2024
Table 5

TRANSTIONAL CARE DASHBOMRD: lan 2020 - Mar 2024
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Safety Action 4 Obstetric Medical Requirements

Table 6

NHS Trusts/organisations should ensure that the following criteria are met for employing short-term (2 | On Track Checked on employment by CD. 6 monthly Audit. Held on

weeks or less) locum doctors in Obstetrics and Gynaecology on tier 2 or 3 (middle grade) rotas: a. MS Team Channel

currently work in their unit on the tier 2 or 3 rota.

b. have worked in their unit within the last 5 years on the tier 2 or 3 (middle grade) rota as a postgraduate | On Track Checked on employment by CD. 6 monthly Audit. Held on

doctor in training and remain in the training programme with satisfactory Annual Review of Competency MS Team Channel

Progressions (ARCP)

c. hold a certificate of eligibility (CEL) to undertake short-term locums. On Track Checked on employment by CD. 6 monthly Audit. Held on
MS Team Channel

Trusts/organisations should implement the RCOG guidance on engagement of long-term locums and | On Track Maternity and Neonatal Board Report

provide assurance that they have evidence of compliance to the Trust Board, Trust Board level safety Safety Champions

champions and LMNS meetings.

Trusts/organisations should be working towards implementation of the RCOG guidance on | On Track 6 monthly local AMAT audit

compensatory rest where consultants and senior Speciality, Associate Specialist 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.

Trusts/organisations should monitor their compliance of consultant attendance for the clinical situations
listed in the RCOG workforce document: ‘Roles and responsibilities of the consultant providing acute
care in obstetrics and gynaecology’ into their service roles-responsibilities-consultant-report.pdf 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 nonattendance

Monitored via PQST and audited locally monthly




Safety Action 4 Neonatal Medical Workforce Requirements to meet

transition to 1/8

BAPM standards Table 7

i e May 2024 | BAPM requirement 1/8 rota | Workforce Compliance

Staffing (Based on a requirement  to

1/7 rota) meet BAPM 1/8

| Consultant n=9 9/9 1/8 rota 2  consultants- | Business  case
required required.

 Tier 2 n=7 4.6/7 1/8 rota From Sept 24 | ORDER
transition to 1/8. | Programme 2
Will be compliant | WTE ANNP’s 8a-

8b.
 Tier 1 n=7 717 1/8 rota From Sept 24 |ANNPand FY2. |
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Safety Action 6 Saving Babies Lives Progress
Table 8

Element 1

Element 2 |Fetal growth restriction
Element 3 |Reduced fietal movements
Element & Fetal monitoring in labour
Element 5 Preterm birth

Element &

|an Elements

Partially
implemented

Fully

| !:mhmtntt.‘d

Fully
irnplemented
Partially
imiplemented
Partiahhy
mplemented
Partially
implemiented

Pair Laaallty

mmplemented

Y
implemented
Fully
implemented
Fully

implemented

Partially
imigele ment e
P tially
impEEmened
Partially
implemented
Praitsally

e mented

N




Safety Action 6 Saving Babies Lives Progress

Table 9

Summary of the Actions outstanding to meet minimum targets May 2024

Element

Standard

Progress

Element 1

Smoking statue recorded at booking and 36 weeks at each antenatal
appointment

Upward improvement trajectory noted minimum target 80% 37% in August 23
now 52%. In house senice only just fully established. Awaiting national
change to Badger Net to solve reporting issue.

Referral to tobacco senice

Referral rates improved since in house senice implemented in January 2024 .
(from 36% to 71%)

Percentage of smokers who set quit date and remain a non-smoker at 36
weeks

Actions ongoing with health coaches to embed and document change in
process (New MIS year 6)

Element 4

Improve fresh eyes compliance

System level standard to be set with 4 providers to agree on minimum audit
standards. LTHTR set higher than others in the LMNS. Current compliance
50% needs to ne at 80% to declare compliance. Test of change ongoing .

Element 5

Standardised documentation regarding preterm birth counselling.

Improvement expected with the introduction of neonatal BadgerNet as
compliance is taken from NICU system not maternity. Work ongoing to
ensure standards are documented and can be retrieved from Badger Net.

Element 6

Training for medical and nurse leads in diabetes

2 consultants and one diabetes nurse to undertake training and standard will
be achieved .
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Safety Action 8 Training Compliance
Table 10
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Safety Action 9 Safety Champion Action Log Table 11

28/06/2024 — Safety Champion walkaround action log Tim Ballard, NED, visited Delivery Suite and Neonatal Unit
Date Decision/action agreed Forum [Action Owner Actions [RAG
28/06/2024  [Installation of scavenger units in progress on Delivery Suite to Safety Champions  [Interim Deputy Divisional 03.07.2024 NODs not required within the Delivery Suite workplace
improve ventilation whilst Entonox in use. Should staff be fitted \Walkaround Nursing and Midwifery Director [as annual schedule of exposure testing in place. This provides
with Nitrous Oxide Detectors (NOD) for monitoring purposes? assurance that workplace exposure limits are not exceeded to
safeguard staff and maintain compliance. Action closed
28/06/2024 [Timely access to theatre space in the event of an emergency Safety Champions  [Clinical Business Manager 03.07.2024 Awaiting completion of Theatre 4. Theatre availability
\Walkaround land capacity on risk register and monitored via S&Q.
28/06/2024  |Auto recording of CTG'’s in BadgerNet stops for 10 minutes every [Safety Champions  [Digital Midwife 03.07.2024 E -mail to HR to detail action and request resolution
night at midnight, requiring staff to make manual records in that  |Walkaround
time frame
28/06/2024  |Community use of iPads unreliable requiring staff to make Safety Champions  [Digital Midwife/Midwifery led 03.07.2024 E -mail to HR & LT to review and understand issue.
manual records \Walkaround Services Matron
28/06/2024  |Current rotation pattern of midwives discussed and some feeling [Safety Champions [Preceptorship Lead 03/07/2024 E -mail to SD & LT to review current staffing model and
of lack of feeling part of a team as regularly working in different \Walkaround Midwife/Midwifery Led rotation in -line with staff feedback. Several listening events have
areas. Services Matron also been held on a regular basis and pathway changes made to
support flexible working in response to feedback
28/06/2024  |Accuracy of training compliance figures for APLS and BLS within  [Safety Champions  [Chief Nursing Officer 03/07/2024 CNO update - Paper submitted to Education
neonatal unit team \Walkaround ICommittee with plan to address. To be monitored through
leducation, training and workforce committee
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Safety Action 10 MNSI Cases Table 12

MI number

Case Summary

Early Notification
applicable

Early notification
completed

Status of HSIB
investigation

36750

The mother attended the matemity assessment suite with reduced fetal
movements and irregular uterine activity. Fetal heart rate monitoring was
commenced which was assessed to be abnormal and a decision was made for
category one caesarean section. The baby was born in poor condition,
resuscitated and transferred to NICU. Therapeutic cooling treatment was initiated
for 72 hours, the post cooling MRI showed moderate HIE.

Investigation ongoing.

Final HSIB report

| sentto legal team.
Investigation ongoing.

Duty of
Candour

36837

The mother attended the matemity assessment suite with reduced fetal
movements for 24 hours and irregular uterine activity. Fetal heart rate monitoring
was commenced which was assessed to be abnormal and the mother was
transferred to the delivery suite for intrapartum care. Following transfer to delivery
suite the CTG deteriorated, and a decision was made for caesarean section. The
baby was born in poor condition, resuscitated and transferred to NICU.
Therapeutic cooling treatment was initiated however, a decision was made to
reorientate the baby’s care to palliative and a compassionate extubation was
performed . The baby died shortly after.

Investigation ongoing.

Investigation ongoing.

36948

The mother attended the with reduced fetal movements and irregular uterine
activity, the mother was due for induction of labour that day. An abnormal fetal
heart rate pattern was detected on admission and the mother was transferred
urgently for a category one caesarean section. The baby was born in poor
condition, resuscitated and transferred to NICU. Therapeutic cooling treatment
was initiated but after 24 hours a decision was made to compassionately
reorientate care to palliative_and the baby died shortly after.

Investigation ongoing.

Investigation ongoing.
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APPENDIX 3 RED FLAGS

. . Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar April May Jun
Bt A e gt 23 23 23 23 23 23 23 24 24 24 24 24 24
Delay in time critical activity 17 50 43 34 38 23 10 28 51 38 16 24 36
Missed or delayed care> 60 mins in washing or suturing 1 2 0 0 0 0 1 1 0 1 0 2 1
Failure for women to receive the medication required. 0 0 0 0 0 1 0 0 0 0 0 0 3
>30-minute wait for pain relief. 0 3 2 3 0 1 0 1 1 0 0 4 3
Lack of full examination when woman presents in labour. 0 0 1 1 1 1 0 1 0 1 0 0 2
>2-hour delay in induction? 4 30 10 16 10 7 0 23 9 18 9 16 20
Delay in recognition of and action of abnormal signs. 0 0 2 0 0 4 0 1 0 1 0 2 0
Inability to provide one to one care in labour? 0 7 0 1 0 0 0 0 0 0 0 & 4
>30-minute delay for assessment by a midwife when presenting in
labour. Replaced by BSOTS
>15 minute delay following presentation for BSOTS midwife
assessment. (New parameter August 2023) 5 Z i 1 i iz e e = e A
>30-minute wait for obstetric triage. 15 29 29 25 11 10 5 9 15 12 30 31 43
Was there a delay in transfer of a BSOTS red case from MAS?
(New parameter Oct 22) v L v v v L v . L v v L z
Was there a delay in transfer (over 4 hours) to delivery suite once
a decision has been made for transfer for induction or 3 24 5 15 8 19 0 23 18 12 5 0 30
augmentation? (New parameter Oct 22)
Was there a delay in transfer once labour was established? (New
parameter Oct 22) L 9 L L L L Y 2 L 2 Y © ©
Was there a delay in transfer to delivery suite within 30 minutes
where the MEWS was 6 or more or scoring a 3 on a single 0 0 1 0 0 1 0 0 0 0 0 1 2
parameter? (New parameter Oct 22)
Was there a delay of more than 30 minutes to initiate the sepsis
care bundle? (New parameter Oct 22) v v L v v L v v v v v v v
- - >
Has there been a deferred date of planned induction of labour? 0 7 1 3 1 1 0 0 1 1 0 1 1
(New parameter Oct 22)
i ?
Has there been any cancelled or delayed community work? (New 177 31 4 85 14 5 0 28 38 28 95 12 13
parameter Oct 22)
Did redeployment of staff to other services/ sites/ wards occur?
(New Parameter December 2023) v Le E 2 E v iz
Total numbers of red flags 218 187 105 205 103 90 17 156 170 146 207 145 195




APPENDIX 4 WORKFORCE ACTION PLAN COMPLETED

Ref Standard Key Actions Lead Officer Deadline Progress Update Current Status

for action

Please provide supporting evidence nn ‘n

(Document or hyperlink)

Review temporary Introduce Thursday 11am weekly Matrons -05- 24.04.2023 To commence week beginning 15.05. 2023.First meeting
staffing solutions. operational planning meeting 01.06.2023 planned.
between the ward managers and o ) . .
matrons. Sickness absence should 01.08.2023 03.0?.2023 First meeting held. Template to be revised and the regular
. . meetings to be set up.
also be discussed during the 1.42.2023
meetings. 26 0'4 2024 18.09.2023 Action ongoing.
o 13.11.2023 Action continues to be explored and monthly finance and
workforce meetings continue.
20.04.2024 Operational matrons meeting set up to oversee workforce
planning. Matron of the day introduced to manage day to day issues.
Action closed.
Develop a midwifery staffing team’s Matron for complex 01.05.2023 24.04.2023 JG to provide MR with a list of people to be added to the
channel. midwifery care team’s channel.
15.05.23 List collated and teams’ channel open.
18.09.2023 Action completed.
Develop a weekly staffing meeting Matron for complex 01.05.2023 24.04.2023 Draft template to be updated by MR.
template to record meetings and midwifery care 070723 03.07.2023 Template trialled and to be revised
actions. e ‘N0 : ) ’
01.08.2023 18.09.2023 Action ongoing.
s 13.11.2023 Action stood down as no longer applicable.
1.12.2023
Consideration of an on-call system Matrons 30-06-2023 24.04.2023 Offer on-call shifts as a volunteer temporary arrangement to
for the unit. 01.09.2023 staff. Draft an expression of interest for staff.
Considered and excluded
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Ref Standard

Key Actions

Consult summer leavers to
understand if they will consider
deferring end date.

Lead Officer

Matron for midwifery led
services

Deadline
for action

30.06.2023

Current Status

C

Progress Update

Please provide supporting evidence
(Document or hyperlink)

24.04.2023 Staff have been consulted and majority are going to new
positions. Action closed.

Request 10WTE agency midwives Chief Nursing Officer 06.07.23 03.07.23 - Request made through temporary staffing and agency

block booking for 6-month period. recruitment for block booking ongoing based on unfilled shifts through top
October 2023.
18.09.2023 Options reviewed and agency booked when possible. Agency
fill rates included in the perinatal Surveillance table. Action Closed

Explore use of registered Nurses Chief Nursing Officer 31.07.23 03.07.23 -Request made of critical care team for nursing staff to support

from critical care within maternity when appropriate and in line with “Safe practice principles for adult

services. nurses working as part of multidisciplinary teams (MDT) in Maternity
Services” published by NHS England on 25" May 2023. Options for other
nurse roles within maternity services to be explored. 18/09/2023
continuous review of alternative bookings via nursing and critical care.
Action closed

Publicise bank shifts within and Recruitment team 06.07.23 03.07.23 -Request made of recruitment. 18/09/2023 Action completed

external to the unit

Additional shifts created for band 2 Deputy Midwifery and ongoing 03.07.23 - In place.

and 3 shifts to provide support on Nursing Director 18/09/2023 Action completed

reduced fill rate shifts.

Bank midwifery advert agreed with Chief Nursing Officer ongoing 3.07.2023 Advert for bank midwives published.

Chief Nursing Officer

2 Utilisation next 3 Review Newly Qualified Midwife Team leaders 30.04.2023 24.04.2023 Shifts have potentially been identified in ANC — assessment
months (NQM) preceptorship clinical rotation 31.05.2023 to be completed to identify prioritisation of the clinical areas to receive the

plan to identify any possible o additional staffing.

rci.tlgtlodns m:!'ct‘hcomd t.’e better 15.05.2023 Scoping of hours undertaken. Unable to progress at this time

utilised within the service. as movement of NQM from ANC will potentially impact on essential
planned work re-organisation. Action closed.

Review of the birth centre staffing Matron for midwifery led | 30.06.2023 24.04.2023 review is ongoing. Potential for the third person to be a

models because of the current birth
rates within midwifery led services.

services

“floating midwife”.

15.05.2023- Matron for MLS reviewed percentage of births in co-located
birth centre. Plan to reduce staffing to 2 per shift from 3 per shift from the
10" °f June 2023. Action closed.
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Ref Standard

Key Actions

Identify and consider potential
withdrawal of non-essential services.

Lead Officer

Divisional midwifery and
nursing director.

Deadline
for action

30.05.2023

Current Status

C

Progress Update

Please provide supporting evidence
(Document or hyperlink)
24.04.2023 identify the non-essential services.

15.05.2023 Unable to identify any non-essential services at present.
Non-viable option. Action closed.

Identify areas of the service that Public Health Midwife 30.06.2023 15.05.2023 To explore vaccination services. Potential for a nurse to
could be distributed to other staff 31.07.23 administer vaccines. Public health midwife liaising with LMNS to consider
groups. T wider system options.
1.11.2023 18/09/2023 Action ongoing.
13.11.2023 Options continue to be reviewed by LMNS. No further options
at present stood down
Telephone consultation/ virtual Matron for midwifery led | 30.05.2023 24.04.2023 Scoped whether there is appetite for a leaver to stay
services for differed visits. services and complete hybrid virtual working. Non-viable option. Action closed.
Determine which specialist midwives | Senior management 30-04-2023 24.04.2023 Specialist midwives identified: screening midwives, midwifery
can be utilised to work clinical shifts team practice educator, preceptorship and retention lead, public health midwife,
. L 30.05.2023 ! ) . . S
during anticipated summer infant feeding and potentially service development midwife.
pressures. 15.05.2023 8 specialists will contribute 1 day a week to ANC, Maternity A,
B and DS from the 10.06.2023 Action Closed.
Consult specialist midwives Matrons 30.05.2023 24.04.2023 to be discussed at the band 7 meeting 25.04.2023.
r?ggrdllng ﬂ;.e prgferrazb(Ije pattern of 15.05.2023 Matrons have emailed individuals affected and arranged a
clinical working (i.e.) 2 days per meeting regarding booking into vacant shifts. Action closed
week or one block week.
All managers to have time to lead Matrons 30.05.2023 24.04.2023 to be discussed at the band 7 meeting.
re?pc':edt t‘é days per week during 15.05.2023. All managers and team leaders to increase clinical shifts
anticipated summer pressures. from 1 day per week to 2 days per week from 10.06.2023.
Consult team leaders and ward Matrons 30.06.2023 15.05.2023 Matrons have emailed individuals affected and arranged a
managers regarding the preferrable meeting regarding booking into vacant shifts. Action closed
pattern of clinical working.
Consider rationalisation of meeting Deputy DMND 30-06-2023 15.05.2023 Review speciality meetings to consider rationalisation and
schedule. 01.08.2023 defined attendance over months of June, July, August and September 23.
4422023 18/09/2023 Action ongoing.13.11.2023 Action deadline extended to
5/01/2024 reflect ongoing action. 19.12.2023 Rationalisation exercise undertaken,

and action completed.
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Ref

Standard

Birth rate plus data
utilisation

Key Actions

Review the latest birth rate plus data
and complete a paper for board.

Lead Officer

Divisional midwifery and
nursing director

Deadline
for action

30.05.2023

Current Status

C

Progress Update

Please provide supporting evidence
(Document or hyperlink)

24.04.2023 Paper to be shared with chief nurse and then presented to
board for review.

15.05.2023 Paper to be presented as part of bi-annual staffing review in
May 2023

26.05.23 Biannual staffing report presented to S&Q. Action closed

ensure that templates reflect the
establishment for each area.

Trust Board to share findings of BR+ | Chief Nursing Officer 4.42.2023 18.09.2023 Br+ Paper approved for sharing and consideration with the
assessment with ICB 1.02.2024 ICB and LMNS. 13.11.2023 Action ongoing deadline extended.
34.3.2024 19/12{023 Awaiting outcome from ICB discussion action ongoing.
Deadline date added.
31.3.2025 ;
20.04.2024 Phase 1 of BR+ approved by Board and transacted into the
budget for recruitment. Phase 2 to be proposed as part of the second bi-
annual report. Action date extended to reflect ongoing work. Progress
against action to be monitored via the Maternity and Neonatal Board
report. Action closed
PWR data review to be undertaken Divisional midwifery and | 1.11.2023 25.08.2023 PWR Data review meeting arranged, and discrepancies noted
to ensure accurate midwifery staffing | nursing director with national data published. Escalated to national team via Regional
establishment reported to NHSE. Associate lead Midwife. Awaiting update.
13.11.2023 Action Completed
Complete the training for the ward Matron for complex 30.06.2023 24.04.2023 date agreed for training with the external providers. Staff to
acuity tool. midwifery care 31.11.23 attend currently being agreed.
15.05.2023 Ward managers assigned to attend, and additional staff
released if possible. Session will be recorded for use later.
App not working at this time action paused
Launch the acuity tool across the Matron for complex 30.06.2023 24.04.2023 to be launched in June 2023 following completion of training.
ward areas. midwifery care 31.11.2023 Action paused as above.
4 Roster management Meet with the health roster term to Matron for complex 30.06.2023 24.04.2023 MR has met with health roster team. Health roster team to
specify supernumerary tiles which midwifery care review request and feedback.
\r';'t"enOt be included in the unfilied 15.05.2023 Email request for speciality meeting.
30.06.2023 Supernumerary tiles now in place. Action closed
Matron review of roster templates to | Matrons 01.07.2023 15.05.23 Meeting to be arranged with e-roster team to confirm templates

reflect staffing requirements. Awaiting update that all areas reviewed.
Action completed.
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Ref Standard

Key Actions

Meet with team leaders/ ward
managers regarding summer annual
leave planning. Reiteration that
maximum allowance is 17%.

Lead Officer

Matron for complex
midwifery care

Deadline
for action

30.04.2023

Current Status

C

Progress Update

Please provide supporting evidence
(Document or hyperlink)

24.04.2023 MR has pulled the roster reports and confirmed that the
annual leave is booked and does not exceed the maximum requirement.
Action closed

Creating a new cost centre for Finance BP 340723 15.05.2023 Finance BP to create new cost centre. Update awaited.
preceptees or team midwives 1.12.2023 18/09/2023 Action ongoing.
13.11.2023 Cost Centre created. Action completed

Unused roster hours to be reviewed Matrons 30.04.2023 24.04.2023 Healthroster to be reviewed as part of monthly sign off with
by the matrons at sign off. each area to utilise un-filled shifts. Action closed
Maternity ward B roster to be Matron for complex 30.05.2023 24.04.2023 MR to discuss with HA.
r?v;?wed 1;(.” balance. d Rewe(\j/v Mi\tN midwifery care 15.05.2023 Staffing gaps have been reviewed to reflect the service
statfing ratios across day and nignt. requirement. Action closed
Consider options for assessing and Matrons 30.05.2023 15.05.2023 Matrons to meet to review establishments and confirm plan
balancing staff numbers across for distribution of staff across the areas with highest establishment gaps.
whole service and develop plan for CThic i . .
June-October 2023. 03.07.23 — This is now done on a weekly basis. Action closed

5 Recruitment Continuation of the preceptorship Divisional midwifery and | 30.05.2023 24.04.2023 awaiting confirmation from finance. JG has completed the
lead midwife post for further 11 nursing director workforce form for the extension. Action closed
months.
Recruit up to 16 international Preceptorship and 30-07-2023 24.04.2023 — 3 currently in post, 2 coming to the testing centre in May
recruits. retention leader midwife 31.12.2023 2023. Awaiting further information.

Recruitment ongoing.
15.05.2023 Deadline date extended to reflect ongoing recruitment plan.
01.07.23 — 4 RM in post. Action ongoing.

18.09.2023 Local recruitment for international recruitment in house
commenced.

13.11.2023 Paper collated to consider continued funding for international
recruitment.

20.04.2024 International recruitment closed, and no further funding
allocated in 2024. Alternative options for apprenticeship scheme being
considered. Action closed
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Ref Standard Key Actions Lead Officer Deadline Progress Update Current Status

for action

Please provide supporting evidence nmn

(Document or hyperlink)

Undertake a workforce profile of Divisional Midwifery and | 30.06.2024 20.04.2024 NEW Position paper to be collated with finance and HR to
maternity leave, sickness and Nursing Director scope workforce profile and request over offering to improve conversion
conversion rate from interview to rates.

recruitment to consider over offering

09.06.24 Over offer paper collated and presented to executive board.
Over offer of 5 WTE agreed. Action Closed

Vacancy and maternity leave tracker | Matrons 30-05-2023 24.04.2023 — two external recruits successfully made week commencing
to be overseen workforce 17.04.2023.

. 30.06.23
committee.

15.05.2023 Deadline date extended to reflect ongoing and continuous
monitoring of vacancies.

30.06.2023 Item to be added to workforce committee in July 2023.
Workforce action tracker in place. Action closed.

Recruitment to delivery suite core Matron for complex 30.05.2023 24.04.2023 - shortlisting has been completed awaiting date for interview.
team. midwifery care 15.05.2023 Core team recruited. Action closed

Recruitment to the birth centre core Matron for midwifery led | 30.05.2023 24.04.2023 - successfully completed

team. services.

Recruitment to the Mat A/B ward Matron for midwifery led | 31.08.23 01.07.23 - Advert out currently. Action closed

core team. services.

Recruitment to the caesarean Matron for complex 30.05.2023 24.04.2023 — advert for the team has been completed and approved by
section team as core (1.6 WTE). midwifery care 30.06.2023 EA. Advert to go to vacancy control this week.

15.05.2023 Shortlisting outcome awaited. Deadline extended.

01.7.23 — recruited to successfully.

Band 5 advertisement to be Matron for midwifery led 30:04-2023 24.04.2023 — advert has been approved by EA and RC. Currently with
released. services 30.06.2023 vacancy control anticipated release 28.04.2023.

01.09.2023 15.05.2023 Shortlisting in progress. Deadline extended.

01.07.23 — continuous adverts out. Action closed
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Ref Standard

Key Actions

Recruitment open day for band 5
midwives.

Lead Officer

Matrons

Deadline
for action

30-05-2023

Current Status

C

Progress Update

Please provide supporting evidence
(Document or hyperlink)

24.04.2023 - to be organised once the vacancy is released.

31072023 15.05.2023 Consider whether open day or engagement of new starters
1.12.2023 required.
01.07.23 — ongoing next recruitment event to be confirmed.18.09.2023
events ongoing.
Consider recruitment to the band 4 Divisional midwifery and 30-05-2023 24.04.2023 — awaiting outcome of funding.
pracyce development.post once the nursing director 04.09.2023 15.05.2023 Update awaited.
funding becomes available. 112 2023
T 01.07.23 — paper to LMNS submitted and awaiting final approval to
20.05.2024 recruit. 18.09.2023 funding awaited Awaiting outcome of funding overall.
13.11.2023 Notification of funding confirmed by LMNS awaited.
20.04.2024 MSW for practice development in post.
Paper to be presented to Executive Divisional midwifery and 31.07.2024 09.07.24 Paper being presented at executives meeting to approve the
Board to support the apprenticeship nursing director RMDA pilot. Approved. Action closed
(RMDA) pilot scheme.
Band 3 allocation to be reviewed Divisional midwifery and 30-05-2023 24.04.2023 — needs finance review. Long term funding of the roles needs
across the service. nursing director 01.09.2023 to be reviewed.
4422023 01.07.23 — Birth rate plus report taken to Board May 2023. 18.9.2023
Additional band 3 recruitment undertaken for MAS. Funded 4.6 WTE
31.1.20234 Action closed
Increase consultant obstetricians by Divisional Director and 01012024 03.07.23 Demand and capacity assessment has taken place and
3 WTE to support demand and Deputy Medical Director 30.06.2024 business case has been created to discuss with finance. Business case
capacity and increase in complexity will support 98 hours obstetric cover, antenatal clinics, caesarean section
list, induction of labour and maternity triage. 18.9.2023 action
ongoing.13.11.2023 Paper taken to F&P to seek funding.
20.04.24 Funding and recruitment ongoing. 1 consultant out to advert and
1 further is required to achieve 96 hours. Action ongoing and deadline
date extended.
09.06.2024 Action monitored via operational team action stood down. 1
WTE vacancy only. 88 hour cover of the obstetric roster achieved.
6 Retention Line manager to have conversations All Managers 1.11.2023 30.06.2023 Flexible working conversations to be included in appraisals

Flexible working

with all staff about flexible working
opportunities. Flexible Working
Toolkit available

and as part of team meetings. Action completed
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Standard

Retention Seeking
Feedback

Key Actions

To seek feedback from staff via TED
surveys, listening events, team

Lead Officer

All Managers

Deadline
for action

34-09-2023

Current Status

C

Progress Update

Please provide supporting evidence
(Document or hyperlink)

30.06.2023 All areas to undertake a TED survey and develop local ways
to seek feedback from teams. 18.09.2023 Awaiting confirmation that all

meetings 31.01.2023 areas have signed up to TED. 13.11.2023 Part of the W&C people plan
deadline extended.
20.04.2024 Score Survey ongoing to seek feedback across the maternity
and neonatal continuum.
20.04.2024 Midwifery and trainee listening events undertaken and joint
presentation and action plan ongoing in line with the people plan. Action
closed.
Retention Retain, Utilise resources from Review and Preceptorship and 31.03.2023 30.06.2023 Monthly thank you awards nominated by the band 5 team for
Reward and Recognise | Celebrate Success tools to help retention Lead Midwife a team member who offering supportive mentorship and professional
— Staff Satisfaction enhance feeling valued and support.
recognised.
Utilise resources from Review and Preceptorship and 31.10.2023 17.04.2023 Shining Star award. A monthly award for outstanding
Celebrate Success tools to help retention Lead Midwife kindness and team work continues
enhance feeling valued and
recognised.
Engage in Microsystems Coaching Divisional midwifery and 31.10.2023 17.04.2023 Divisional Engagement with flow and micro coaching
Programme via Cl team. nursing director programmes. 18.9.2023 Staff identified to complete flow coaching. Action
ongoing. 13.11.2023 Leaders identified to attend coaching programme.
Action Closed
Opportunities for development and Divisional midwifery and 31.10.2023 30.03.2023 CPD requests submitted. HDU courses, NIPE, PMA, Fetal
career progression available via nursing director monitoring speciality training, maternal medicine. ANNB ARC. Action
CPD funding work streams complete
Retention Engagement | Alternate month mobile coffee catch Leadership Team 31.03.2024 30.06.2023 Mobile coffee catch up sessions ongoing.

up with leadership team visiting
clinical areas scheduled for 12
months.
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Ref Standard Key Actions Lead Officer Deadline Progress Update Current Status

for action

Please provide supporting evidence nmn

(Document or hyperlink)

Retention of Students Link with the LMNS 2-day course to Divisional midwifery and 30.06.2023 24.04.2023 — awaiting further information.
be facilitated by university to link nursing director 01.01.2024 15.05.2023 Action ongoing

with colleges for perspective oS e ’
midwives. 30.06.2024 18.09.2023 Actions continue. 13.11.2023 Meeting arranged with LMNS
workforce committee and UCLAN 16.11.2023.

20.04.2024 Schedule of student’s sessions being developed with
education team. Action ongoing.

20.04.2024 NEW Student profiling with Cumbria and Edge Hill
universities to offer 3 year students who live in PR postcode elective
placements at LTHTR.

Explore continuation of funding for Divisional midwifery and 30.05.2023 24.04.2023 — awaiting further information to meet.
midwifery clinical placement nursing director 15.05.2023 Meeting arranged for 19.05.23 to discuss PEF funding.

facilitator.
03.07.23 — Meeting held and funding continued for PEF with other
funding streams being explored therefore action closed

1 Retention Health and Maternity conference to be Matron for midwifery led 30.06.2023 24.04.2023 — progressing well. Agenda in development.
wellbeing orgaqlsed for 15/06/2923 for current care 15.05.2023 Planning on track

midwives and maternity support
workers. 15.06.2023 — Maternity conference delivered as planned

Establish and agree the PMA offer. Divisional midwifery and 30-05-2023 24.04.2023 — date to meet with PMA’s to be arranged.
nursing director 04.09.2023 15.05.2023- Meeting with DMND to be confirmed.

36 g0|622g02234 01.07.23 — Trust structure agreed for PNA/PMAs. 5 PMA trained. Staffing
e limiting activity. To remain on workplan and meeting to be arranged with
PMAs to agree development of this service.

1.09.2023 Additional £11,00 funding agreed via a bid for backfill for
establishing PMA’s 13.11.2023 Action ongoing.

19/12/2023. 2 further places with funding confirmed. Total PMA’s — 13.
Deadline extended.

20.04.2024 Re- launch planning meeting arranged for 22.04.2024.
meeting to be arrange with the regional midwife to support planning.
|
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Ref Standard

Key Actions

Lead Officer

Deadline
for action

Current Status

C

Progress Update

Please provide supporting evidence
(Document or hyperlink)

Action extended. Action moved to the maternity and neonatal culture
plan.

International day of the midwife —
cups and biscuits for the clinical
areas/ teams.

Introduce de-brief tool to support hot
de-briefing.

Deputy divisional

nursing and midwifery

director.

S&Q matron

30.05.2023

24.04.2023 — Cup designs have been developed and order placed.

15.05.2023 Mugs and biscuits distributed to all areas. Celebrated IDM
2023. Action closed

24.04.2023 — EH to explore hot debrief tool and feedback at the next
meeting.

quality metrics through the maternity
safety dashboard to safety and
Quality group in division and Board.

nursing director

4.42.2023 15.05.2023- Options for debrief ongoing. Deadline extended.18.09.2023
31.3.2023 13.11.2023 Action ongoing.
19/12/2023 Hot and cold debrief training and core offer discussed and
escalated at LMNS serious incident panel for wider collaboration and
discussion of training for midwifery staff. March on stress via NWAS also
to be considered. Action extended.
20.04.2024 TRIM training funded for trauma informed support and plans
to train 25 PMA teams ongoing. Date extended.
OD department to develop division OD leads 04:09-2023 03.07.23 — Meeting held with OD lead for division and area action plans
wide action plan with ideas for action 1.12.2023 to be developed. 18.09.2023 Draft action plan in place and awaiting
which are specific to each area confirmation. Action ongoing13.11.2023 Divisional People Plan
developed. Action closed.
12 Correlation between Monitor safety data daily, including Divisional midwifery and | Ongoing Systems in place. Daily monitoring
staffing and safety red flags, BR plus acuity, coordinator | nursing director
intelligence feedback at safety huddles, PALS,
service user feedback, governance
systems.
Monthly oversight of safety and Divisional midwifery and | Ongoing Systems in place
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Ref Standard Key Actions

Well Led Trust development programme

based on ward manager and matron

Lead Officer

Chief Nursing Officer

Deadline

for action

Current Status

C

Progress Update

Please provide supporting evidence
(Document or hyperlink)

Chief Nurse leading.18.09.2023 awaiting update of plan.13.11.2023
Action ongoing. 19/12/2023 work ongoing to consider actions required.

handbook to develop leadership Date extended.
capability and capacity. 30.0.6 2024 20.04.2024 in house leadership day being planned with OD. Draft content
o developed. Action extended.
09.06.24 Local leadership days developed and planned. Action closed.
To undertake a training needs OD and Divisional Board | 4442023 30.06.2023 Scoping work to understanding of level of capability and
analysis of the leaders and to commit & enable 314:142.2023 confidence in department. What development support is needed, how
managers within the Division, attendance 31.3.2024 expectations are communicated and reinforced to improve management
understanding who has completed 30.09.2024 effectiveness across the Division. 18.09.23 Action ongoing.
which development programme, o : . T
where additional tailored support can 13.11.2023 Actions ongoing with divisional people plan. Date extended.
be provided and who may need 20.04.2024 Wide corporate band 7 leadership programme being
performance management developed. Action extended.
intervention. 09.06.24 Action moved to align with the Divisional People plan.
To set up a Band 7 Action Learning OD and Divisional Board | 34402023 30.06.2023 Action Learning groups to be set up from October 2023 after
set where leaders come together to commit & enable 34.03-2024 new recruits in post. 18.09.2023 Action ongoing.
monthly to have the headspace, attendance 30.06.2024 13.11.2023 Deadline extended.
facilitated support, consultancy
support to identify how to make 19/12/2023 As part of the RGOG escalation project culture workshops to
improvements in team engagement commence in 2024 to include Band 7 coordinators. Action ongoing.
and staff satisfaction, enabling them 20.04.2024 in house leadership day being planned with OD. Draft content
to develop actions plans which developed. Action extended.
improve colleague experience ) o . .
09.07.2024 Leadership days and clinical escalation workshops now in
progress for band 6 core, 7,8 and consultants. Action closed.
Based on the findings of the training | OD and Divisional Board | 36-09-2023 30.06.2023 Agree bespoke series of meetings following review of
needs analysis consider the delivery | to commit & enable 34.03.2024 leadership TNA and from listening to feedback from the team. 18.09.2023
of a series of bespoke leadership attendance s Action ongoing.
‘away days. 30.06.2024

13.11.2023 Deadline extended.

20.04.2024 in house leadership day being planned with OD. Draft content
developed. Action extended.

09.07.2024 Leadership days now in progress for band 6 core, 7,8 and
consultants. Action closed.
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Ref Standard Key Actions Lead Officer Deadline Progress Update Current Status

for action

Please provide supporting evidence nmn

(Document or hyperlink)

To improve the quality of appraisal OD and Divisional Board | 31.03.2024 30.06.2023 Improved appraisal quality audit rating.
conversations/paperwork, objective to commit & enable
and development planning in attendance
appraisal. This will be achieved by
all appraisers attending the
Appraisal Masterclass.

. Increased use of 360 feedback in appraisal.

e Increased number of appraisals with objectives and personal
development plan completed.

e Increased scores benchmarked against the 2022 National Staff
Survey for questions relating to having a quality appraisal.

18.09.2023 Action ongoing.
13.11.2023 People Plan developed by OD. Therefore, action closed.

Increased capacity within senior Chief Nursing Officer 340423 03.07.23 — All posts recruited.
midwifery team through creation of: 01.09.23

- Deputy Divisional
midwifery and Nursing
Director

- Creation of Safety and
Quality matrons

- Creation of the Specialist
Midwife for maternal
medicine

- Creation of the Planned
work, capacity, and flow
co-ordinator

- Enhanced antenatal and
newborn screening
leadership capacity
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Chair’s Report to Board
Workforce Committee
ANHS

Date(s): Agenda attached for v Lancashire Teaching Hospita
(R ILETRITGRYLTELCIIEY  information NS Foundation Tr
Victoria Crorken

(1)

Strategic Risks trend Items Recommended for approval
Corporate level staff survey action plan

Include current score — in trend column show an arrow going ‘ Medical appraisal report

up / down or static.

The Guardian of Safe Working annual report raised continued concerns about senior cover at Chorley,
although a focused action plan was in place.

ADVISE

The annual employee services report confirmed that the Trust payroll and employee services function
Areas requiring on- remained in scope for TUPE transfer into One LSC in October 2024. There was still debate around how the
going monitoring; One LSC pay model would be delivered and whether this would be run internally using the existing LTH client
Limited assurance payroll model or through ELFS hosted service. It was agreed that a watching brief was required on the
received. situation but there was a One LSC Board workshop planned for 3 July, and this could be taken forward then

as part of those wider discussions.

The annual workforce advice update report advised of the increased number of complex cases and the
demands on the Workforce Advice Team.

The medical appraisal report showed a lack of quality assurance within the appraisal process this year due
to workload, but an action plan was in place for this to be restored.



ASSURE

Assurance
received;

Matters of positive
note.

The workforce and organisational development integrated performance report review provided assurance that
agency usage continued to reduce.

The job planning report for medical and dental for 23/24 provided assurance that by 1 April 2025 the Trust
would be in a strong position with a target to get most plans signed off by the first quarter.

The annual health and well-being strategy report evidenced the successful re-accreditation of the Workplace
Wellbeing Charter mark, with a rating of ‘excellence’ in five out of eight standards.
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Workforce Committee

13 June 2024 | 9.00am | Microsoft Teams

Agenda

Ne | ltem Time Encl. Purpose Presenter

1. a) Chair and quorum . 9.00am Verbal Information J Whitaker
b) Temporary recording of meeting

2. Apologies for absence 9.01lam Verbal Information J Whitaker

3. Declaration of interests 9.02am Verbal Information J Whitaker
Minutes of the previous meeting held v - .

4. on 18 March 2024 9.03am Decision J Whitaker
Matters arising and action log

5. e SQC referral 9.05am v Assurance J Whitaker

e FPC referral

6. Strategic risk register review 9.15am Verbal Assurance J Whitaker

7. PERFORMANCE
Workforce and organisational

7.1 development integrated performance 9.20am v Assurance K Downey
report review

8. STRATEGY DELIVERY

8.1 Annual workforce plan sign-off 9.30am Verbal Assurance N Pease

8.2 Job planning 9.45am v Assurance A Gale

9. TO DELIVER A RESPONSIVE, FUTURE FOCUSSED AND ENABLING SERVICE

9.1 Annual employee services report 9.55am v Assurance K Downey

10. TO BE WELL LED

10.1 | Annual appraisal update 10.10am 4 Assurance L Graham

11. TO CREATE A POSITIVE ORGANISATIONAL CULTURE

11.1 | Annual Freedom to Speak Up Report 10.20am v Assurance L Graham

12. TO ENGAGE, RETAIN, REWARD AND RECOGNISE

12.1 | Staff survey report and action plan 10.30am v Assurance L Graham

Excellent care with compassion
|




Ne | Item Time Encl. Purpose Presenter
13. GOVERNANCE AND COMPLIANCE
13.1 | Strategic risk report 10.40am v Decision S Regan
13.2 | Reflections on the meeting and 10.50am v Information J Whitaker
adherence to the Board construct
13.3 !tems for escalation to the. Board or 10.55am | Verbal Information J Whitaker
items to/from other committees
14. ITEMS FOR INFORMATION
14.1 | Exception report from the DIFs v Information
Feeder group Chair’s reports: :
14.2 . v Information
a) Temporary Staffing Group ormatio
Date, time, and venue of next meeting:
14.3 | 9 July 2024 1.00pm via Microsoft 11.00am | Verbal Information J Whitaker

Teams




Lancashire Tea-:hing. Hﬂapitgls NHS

LI 41

Workforce Committee

9 July 2024 | 1.00pm | Microsoft Teams

Agenda

Ne | ltem Time Encl. Purpose Presenter

1. a) Chair and quorum . 1.00pm Verbal Information V Crorken
b) Temporary recording of meeting

2. Apologies for absence 1.01pm Verbal Information V Crorken

3. Declaration of interests 1.02pm Verbal Information V Crorken
Minutes of the previous meeting held v -

4, on 13 June 2024 1.03pm Decision V Crorken

5. Matters arising and action log 1.05pm v Assurance V Crorken

6. Strategic risk register review 1.10pm Verbal Assurance V Crorken

7. PERFORMANCE
Workforce and organisational

7.1 development integrated performance 1.15pm v Assurance K Downey
report review

8. TO DELIVER A RESPONSIVE, FUTURE FOCUSSED AND ENABLING SERVICE

8.1 Annual workforce advice update report 1.25pm v Assurance R O’Brien

9. TO BE INCLUSIVE AND SUPPORTIVE

9.1 Annual health and well-being strategy 1.35pm v Assurance R O’Brien
report

10. TO BE WELL LED

10.1 | Medical appraisal report 1.45pm v Assurance A Gale

11. TO CREATE A POSITIVE ORGANISATIONAL CULTURE

11.1 | Just Culture strategic aim update report | 1.55pm v Assurance L Graham

12. GOVERNANCE AND COMPLIANCE

12.1 | Committee effectiveness review 2.05pm v Decision J Foote

12.2 | Guardian of Safe Working annual report | 2.15pm v Assurance D Kendall

Excellent care with compassion
|




Ne | Item Time Encl. Purpose Presenter
12.3 | Strategic risk report 2.30pm v Decision S Regan
12.4 | Reflections on the meeting and .

v
adherence to the Board construct 2.40pm Information V Crorken
12.5 !tems for escalation to the. Board or 2.45pm Verbal Information V Crorken
items to/from other committees
13. ITEMS FOR INFORMATION
13.1 | Exception report from the DIFs v Information
Feeder group Chair’s reports: .
13.2 a) Temporary Staffing Group No report | Information
Date, time, and venue of next meeting:
13.3 | 10 September 2024 1.00pm via 2.50pm Verbal Information V Crorken

Microsoft Teams




Chair’s Report to Board

O ETA G RN B2 TN Education  Training and Research ) m
O’Neill Committee Lancashire Teaching Hospitals
MHS F Fticn Tr

Date(s): 11 June 2024 Agenda attached for v Mird it
information

Strategic Risks trend Items Recommended for approval
None.

Include current score — in trend column show an arrow going ‘

up / down or static

. o

16

ADVISE
The Committee noted concerns regarding the safe operation of the Paediatric department in terms of
Ar?as requ.irin.g on- compliance with Advanced Paediatric Life Support (APLS) training. A cross committee referral was made to
going monitoring; Safety and Quality Committee regarding possible mitigations and actions to provide assurance.
Limited assurance
received. . . Sl
The Committee noted the low scores related to bullying and undermining in the recent NETS survey and a
cross committee referral was made to Workforce Committee.
ASSURE
The annual income and expenditure accounts (education and training) was presented, which provided greater
Assurance assurance around finance.
received;
r:tt;ers of positive The committee effectiveness review was undertaken, and it was agreed that the Committee had discharged

its duties effectively during the last year.






Lancashire Tea-:hmg Hﬂapntals NHS

Education, Training and Research NG

Committee
11 June 2024 | 11.30am | Microsoft Teams

Agenda

Ne | Item Time Encl. Purpose Presenter
1. () Chair and quorum . 11.30am | Verbal Information P O’Neill
(b) Temporary meeting recording
2. Apologies for absence 11.31am | Verbal Information P O’Neill
3. Declaration of interests 11.32am | Verbal Information P O’Neill
Minutes of the previous meeting held v L Nai
4. on 13 February 2024 11.33am Decision P O’Neill
5. Matters arising and action log 11.35am v Decision P O’Neill
6 Strategic risk register review 11.40am | Verbal Assurance P O’Neill
7. PERFORMANCE
7.1 Core skills training report 11.45am v Assurance L O’Brien
7.2 Quality surveillance report 12.00pm v Assurance L O’Brien
7.3 Clinical supervision annual report 12.10pm v Decision S Cullen
8. GOVERNANCE AND COMPLIANCE
8.1 Committee effectiveness review 12.25pm v Decision J Foote
8.2 Annual income and expendlf[u_re 12.35pm v Decision R Patel
accounts (education and training)
8.3 Strqteglc risk report including cycle of 12.45pm v Decision S Regan
usiness
8.4 Items for referral to _the board or items 12.50pm | Verbal Information P O’Neill
to/from other committees
Reflections on the meeting and Ny
v
8.5 adherence to the Board Construct 12.55pm Assurance P O'Neill
9. STRATEGY AND PLANNING
9.1 Research annual showcase 1.00pm v Information P Brown
10. ITEMS FOR INFORMATION

Excellent care with compassion
|



Item

Time

Encl.

Purpose

Presenter

10.1

Review of research sub-committee
effectiveness including terms of
reference.

Information

P Brown

10.2

Feeder groups Chair’s reports
negative/positive escalations:
a) Apprenticeships Strategy &
Assurance Committee
b) Training Compliance and
Assurance Sub-committee
¢) Education Quality &
Performance Sub-Committee
d) Research and Innovation Sub-
Committee

Information

L O'Brien/ P
Brown

10.3

Date, time, and venue of next meeting:

13 August 2024, 1pm via MS Teams

1.30pm

Verbal

Information

P O’Neill




Chair’s Report to Board
Chair: K Smyth Committee: Charitable Funds Committee Lancashire Teaching Hospitals m
Date(s): 18 June 2024 Agenda attached for information v MHS Foundation Trust

Strategic Risks Trend Items Recommended for approval
N/A - CFC is not an assurance committee

None

ADVISE

o After in-depth consideration, a decision was made not to support the video telemetry funding request due to
Areas requiring on- the current funding envelope. The decision was not a definitive ethical rejection and it was noted that there

going monitoring; may be an opportunity to reapply in the future.
Limited assurance y Pp y pply

received.

ASSURE

Assurance
received;

Matters of positive
note.

¢ Thorough and positive discussion on the investment strategy including significant scrutiny of the methodology
including risk, tolerance and future progression.



Lancashire Teaching Hospitals m

MHS Fousdatiom Tru

Charitable Funds Committee

18 June 2024 | 1.00pm | Microsoft Teams

Agenda

Ne | ltem Time Encl. Purpose Presenter
1. Chairman and quorum 1.00pm Verbal Information K Smyth
2. Apologies for absence 1.01pm Verbal Information K Smyth
3. Declaration of interests 1.02pm Verbal Information K Smyth

Minutes of the previous meetings held v o
4| on 19 March 2024 1.03pm Decision K Smyth
5. Matters arising and action log 1.04pm v Decision K Smyth
6. STRATEGY AND PLANNING
6.1 Hospitals’ Charity update including Baby 1.05pm v Decision D Hill
Beat
6.2 | Rosemere Charity update 1.15pm v Decision D Hill
Investment strategy and investment review
6.3 | including ESG annual performance report. 1.25pm 4 Assurance B Patel
(invite Brewin Dolphin)
7. FINANCE AND PERFORMANCE
71 Flnange update including review of 1.35pm v Assurance B Patel
spending plan and balances
7.2 | Video Telemetry funding Decision 1.45pm v Decision D Hill
8. GOVERNANCE AND COMPLIANCE
8.1 Items for refgrral to the Board or from/to 1.55pm Verbal Information K Smyth
other committees
Reflections on the meeting and .
v
8.2 adherence to the Board Compact 2.00pm Information K Smyth
9. ITEMS FOR INFORMATION
Rosemere Management Committee
9.1 o v
Chair’s report
Date, time and venue of next meeting:
17" September 2024, 1.00pm, MS 2.05pm Verbal Information K Smyth
Teams

Excellent care with compassion




Chair’s Report to Board

Chair: T Whiteside Committee: Finance and Performance Lancashire Teaching Hospitals m
Date(s): 28 May 2024 Agenda attached for information v WHS Foundation Trust

Strategic Risks
Deliver Value for Money — 20

ADVISE

Areas requiring on-
going monitoring;
Limited assurance
received.

Trend Items Recommended for approval

Although the M1 financial target was achieved, the CIP target was missed. The Committee acknowledged that
work had been mobilised as part of the Single Improvement Plan (Financial Recovery Plan) to adjust to a more
realistic phasing of CIP benefits.

Resetting the VFM risk — although the risk articulation at level 20 remained an appropriate reflection of the
current situation for VFM, there remains further work to reflect the impacts from the Single Improvement plan in
driving control improvements and determining any additional mitigation actions.

Work to review BAF risks of Specialist Services and Fit for the Future, following the recent Board delegation to
FPC, needs to be progressed.

The difficult operating environment prevails impacting on Trust performance and creating continued financial
pressures, including those of cash drawings. This remains an area of close scrutiny as the Single Improvement
Plan is locked down and its measures of success are defined.

The Committee emphasised the importance of evidencing the affordability of all decision making across the Trust
and maintaining focus on addressing root cause factors impacting Services’ breakeven position. Recognising the
need to avoid additional unaffordable financial commitments as a solution to any given problem that would add
further financial pressures, whilst also protecting against the risk of unintended consequences Work was reported
as in-progress to strengthen the internal controls as part of the Finance Recovery Plan, which covers the Planning
Framework (PMO) and its suite of change control improvements.

Specific discussions were held on Outpatients’ follow-up and DNAs, which remain an area of continued focus and
further assurances are being sought on Stroke pathways adjusting their income controls.



ASSURE

o The Committee noted positively the current position with respect to theatre productivity, whilst recognising the
et .need to be more cIinica.II.y innovative and ambitious across specialties and learning from others to drive further
Matters of positive improvement opportunities.

note. e A System Improvement Board had been established which would entail working with system partners in a
different way. This is being supported by both the ICB and NHS England and provides a clear line of escalation
to garner support the Trust may need to overcome difficulties as they arise.

Assurance



Chair’s Report to Board
Chair: T Whiteside Committee: Finance and Performance Lancashire Teaching Hospitals m
Date(s): 25 June 2024 Agenda attached for information v MHS Foundation Trust

Strategic Risks
Deliver Value for Money — 20

ADVISE

Areas requiring on-
going monitoring;
Limited assurance
received.

ASSURE

Assurance
received;

Trend Items Recommended for approval

Single Improvement Plan - as plans continue to evolve, seeking assurance on the 3-year journey prior to
Board update in August to assure full interlock with the forward delivery outlook, addressing performance
improvements sought and balancing the impact on staff, patients and partners.

Financial Risk — as the Single Improvement Plan (SIP) is finalised and the draft undertakings are clarified,
further consideration of the VFM risk mitigations will be required to give adequate assurance that collectively
the actions will bring the Trust back into appetite and protect against anticipated headwinds.

Risk of unintended consequences — continued scrutiny applied on the adequacy of the control environment
(policy and processes), with focus on EQIA and Project Management Office during a period of intense change
and operational pressure.

Governance Arrangements — need to remain vigilant around the continued evolution of governance
arrangements, to ensure sustained scrutiny upon delivery which the Trust is dependant, whilst balancing the
allocation of resources supporting those programmes of work.

Boarding — focused discussion on the planned reduction of boarded patients, acknowledging progress to
return to a commissioned bed base over the summer, whilst recognising the need to reinvigorate efforts
coming into winter to reduce risk of reoccurrence.

Performance Accountability Framework — work has commenced on PAF development.

Finney House - Strategic and financial work ongoing around the future position of Finney House in providing
intermediate (step up & down) and residential care for the local community.

Operational Pressures — recognising the challenging operating environment and continued pressures,
assured that significant work was being conducted to address all the current performance shortfalls in pulling
together a complex suite of key programmes within the SIP and working closely with commissioners and
system partners.

Financial Recovery Plan - significant work undertaken in drawing together a comprehensive plan with support



Matters of positive
note.

from the Turnaround Director, while recognising the substantial risk currently carried in the plan and the
mitigation actions outlined.

Annual Information Governance Submission & Annual Review — assured of the adequacy of the Trust
control environment to protect patient and colleague data.

Data Quality Report - The Committee was partially assured; specific points of clarity were sought on data

coding related to income recovery, as well as the need to have the risk appropriately reflected in the Board
Assurance Framework (BAF).



Finance and Performance

Committee
28 May 2024 | 09.00 am | Microsoft Teams

Agenda

Lancashire Teaching Hospitals m

MHS Fouwrdation Trust

Ne | ltem Time Encl. Purpose Presenter
1. Chair and quorum 09.00am Verbal Information | T Whiteside
2 Apologies for absence 09.01am Verbal Information | T Whiteside
3 Declaration of interests 09.02am Verbal Information | T Whiteside
4. | Minutes of the previous meeting 09.03am v Decision T Whiteside

held on 23 April 2024
5. Matters arising and action log 09.05am v Decision T Whiteside
6 Strategic Risk Review 09.10am v Assurance ‘IJQWOOd/S

egan

7.  FINANCIAL PERFORMANCE
7.1 | M1 Finance Report 09.25am v Assurance C McGourty
7.2 | Grip and Control Assessment 09.40am v Assurance C McGourty
8. OPERATIONAL PERFORMANCE
8.1 Performance Assurance Progress

: Report 09.50am v Assurance | Deviji
8.2 Theatre Productivity Update

' 10.05am v Assurance | | Deviji
8.3 Diagnostic Performance

: 10.15am v Assurance | Deviji
8.4 Outpatients Update to include DNA

' 10.25am v Assurance G Skailes
9. STRATEGY AND PLANNING
9.1 | Financial Recovery Plan Update 10.35am 4 Assurance | J Wood
9.2 | Single Improvement Plan 10.50am v Information | A Brotherton

Excellent care with compassion




25 June 2024 09.00am — 12.00pm
Microsoft Teams

9.3 | Planning Framework Update 11.05am v Assurance G Doherty
9.4 | Strategy Formulation 11.20am 4 Assurance | G Doherty
9.5 | Stroke Post-Business Case Review | 11.30am v Assurance G Doherty
9.6 | Cl Update & EVO presentation 11.40am 4 Information K Bramfitt
10. GOVERNANCE AND COMPLIANCE
10.1 | !tems for escalation to the Board or | 14 50am | Verbal Information | T Whiteside
items to/from other Committees
10.2 | Reflections on the meeting & 11.55am 4 Information | T Whiteside
adherence to the Board Compact
11. ITEMS FOR INFORMATION
11.1 | Action plans from Divisional v
Improvement Forums
11.2 | Community Healthcare Hub Report v
11.3 | Contract Performance v
Chairs’ reports:
(a) ICS, ICP, PCB System update L,
(b) Capital Planning Forum — not
submitted. v
1.4 (c) SIRO/AIO Working Group B
(d) CSESC Update v
v
(e) ELFs Management Notes
11.5 | Deficit Protocol Controls Overview v
Date, time and venue of next
11.6 meeting: 12.00pm Verbal Information | T Whiteside

Excellent care with compassion




Finance and Performance

Committee
25 June 2024 | 09.00 am | Microsoft Teams

Agenda

Lancashire Teaching

Hospitals m

LM abIon T

Item

Time

Encl.

Purpose

Presenter

Chair and quorum

09.00am

Verbal

Information

T Whiteside

Apologies for absence

09.01am

Verbal

Information

T Whiteside

Declaration of interests

09.02am

Verbal

Information

T Whiteside

Minutes of the previous meeting
held on 28 May 2024

09.03am

Decision

T Whiteside

Matters arising and action log:

a) Supplier on-time payments (esp. smaller
orgs)

b) Cross -Committee Referral:
From FPC to WFC - negative escalation from
\Women & Children’s DIF: a) OD training
needed analysis to inform development plan.
b)Sickness review could be better Trust
wide.

It was advised that a paper had gone to the
Education Training and Research Committee
about changes to resuscitation training and
the matter had been resolved. There had
already been a ‘deep dive’ in Women’s &
Children’s as there was an inordinate
amount of sickness but there had been a

trajectory of improvement.

09.05am

Decision

T Whiteside

STRATEGY AND PLANNING

71

Planning Framework Update

9.10am

Assurance

G Doherty

7.2

Single Improvement Plan

9.25am

Information

A Brotherton

7.3

Financial Recovery Plan

9.40am

Assurance

J Roberts

7.4

Planning Framework Review

10.10am

Assurance

G Doherty

7.5

Financial plan update

10.25am

Information

J Wood

Excellent care with compassion




Performance and Accountability A Brothert
7.6 10.35am 4 Information rotherton
Framework
COMFORT BREAK
8. FINANCIAL PERFORMANCE
8.1 | M2 Finance Report 10.50am v Assurance C McGourty
9. OPERATIONAL PERFORMANCE
91 Performance Assurance Progress
: Report 11.05am v Assurance E Ince
992 Community Healthcare Hub - review
) financial aspects of the Community
Healthcare Hub report and the long term 11.20am v Assurance S Cullen
strategy for Finney House
10. GOVERNANCE AND COMPLIANCE
10.1 | Annual Information Governance 11.30am v Decision S Dobson
Submission and Annual Review
10.2 | Data Quality Assurance Report 11.40am v Assurance S Dobson
Items for escalation to the Board or | 11 50am Verbal Information | T Whiteside
10.3 | items to/from other Committees
10.4 | Reflections on the meeting & 11.55am v Information | T Whiteside
adherence to the Board Compact
11. ITEMS FOR INFORMATION
11.1 | Action plans from Divisional v
Improvement Forums
11.2 | Contract Performance v
Chairs’ reports: v
(a) ICS, ICP, PCB System update
v
(b) Capital Planning Forum
11.3 v
(c) IG & Records Committee
v
(d) CSESC Update
11.4 | Deficit Protocol Controls Overview v
11.5 | Cyber Security Update v
11.6 | Strategic Risk Review v
Date, time and venue of next
meeting: . o
11.7 23 July 2024 09.00am — 12.00pm 12.00pm Verbal Information | T Whiteside
Microsoft Teams

Excellent care with compassion




Excellent NHS

care with Lancashire Teaching
COMpassIon Hospitals
NH5 Foundation Trust

Board of Directors Report

Integrated Performance Report

Report to: Board of Directors Date: 1st August 2024
Report of: Executive Team Prepared by: Executive Directors
Part | v Part Il
Purpose of Report
For assurance For decision g For information d

Executive Summary:

The purpose of this report is to provide the Board with an update on the Trust’'s performance as at the end of
June 2024, unless otherwise stated.

* The report reflects the 2024/25 Big Plan measures agreed by each sub-committee.

Consistently Deliver Excellent Care

Performance commentary

Access Standards - Emergency Care Performance:

e 4 Hour ED performance is showing an improved position, with June 24 at 71.0%, compared to May
24 at 68.1%. The Trust is below the national average position of 74.6%.

¢ A monthly improvement trajectory in relation to the 4-hour standard has been agreed for 2024/25,
with an expected improvement to 78% during March 2025. The trajectory is based on delivery of an
improvement plan relating to: time to 1st treatment; timely review of diagnostics; investigations; and
improved access to assessment areas. A key delivery dependency of the trajectory is a reduction of
patients not meeting the criteria to reside (NMCTR) to 5% (42 patients) against the against the actual
10.2% (88 patients). The Trust continues to experience pressure from an urgent and emergency care
pathway perspective, which is understandably impacting on performance. Key issues include:

o Lack of assessment space due to escalation within the emergency department including
corridor care.

o Exit block due to lack of G&A beds including 88 patients on average (10.2% against the
national target of <5%) not meeting the criteria to reside in an acute Trust but unable to leave
hospital with the right support.

4 Hour Trajectory: 2024/25

Apr-24  May-24 Jun-24 Jul-24  Aug-24 Sep-24 Oct-24 Nov-24 Dec-24 Jan-25 Feb-25 Mar-25
Trajectory - 4 Hour Performance 68.7% 70.4% 71.2% 72.0% 73.3% 74.6% 76.2% 76.7% 76.5% 76.6% 77.4% 78.0%
Actual - 4 Hour Performance 68.7% 68.1% 71.0%




%

Improve A&E waitingtimes, compared to 2023/24, with a
minimum of 78% of patients seen within4 hours in March

2025

| o

—r

:
[

e Performance relating to the number of patients waiting over 12 hours (admitted and non-admitted) in
ED reduced by a further 2% in June to 7.5% from 9.5% in May 2024.

e In June, 330 patients waited between 30-60 minutes to be handed over from NWAS to the Trust, a
decrease of 141 from last month. 55 patients waited over 60 minutes to be handed over from NWAS
to the Trust in June 24, a significant improvement from 299 in May. Ambulance handover delays remain
a high priority and a local improvement collaborative is in place.

e The occupancy metric has been updated to reflect the new requirement to reduce adult general and
acute (G&A) bed occupancy to 92% or below, with Trust occupancy for June of 93%, a decrease
compared to last month’s position of 95%. This is consistent with an improvement in flow pressures.

e On average 17 patients were boarded each day across both sites during June with 520 associated
bed days. This is a significant reduction compared to the May position of 31 patients. These are
predominantly medical patients requiring admission to an acute medical ward. The Urgent and
Emergency Care Improvement Plan has identified the reduction in boarding as the first priority
aligned to the delivery of improvement.

e The number of patients in our hospitals that do not meet the nationally defined clinical criteria to
reside for inpatient care in acute hospitals (NMCTR) has decreased from last month’s position of
11.1% to 10.2% in June 24. There has been good utilisation of available capacity in the Home First
service, and changes to the commissioning model for the Community Healthcare Hub (CHH) at
Finney House.

Unfunded capacity and operational changes — Bed Capacity:

There have been a no new changes to processes and services, previous changes have been maintained including
Finney House, Virtual Ward, reprofiling of space in the Emergency Department to create an Acute Assessment
Unit and an update to the organisational response to demand related escalation. This has enabled the following
changes to be put in place:

L __________________________________________________________________________________________________________________________________________|]
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Ward/Area Impact Delivery Date Status
Closure of Avondale Reduction of 28 G&A beds Mar-23 | Completed
Completed - require
Closure of Cath Lab & RAU Reduction of 14 G&A beds May-23 | COO/CMO approval to open
Closure of acute ward Reduction of 17 G&A beds Jul-23 | Completed
Establishment of Acute
Assessment Unit Reduced ED footprint, reducing long waits in ED Apr-23 | Completed
No overnight escalation into Reduced need for additional staffing, protects SDEC
Same Day Emergency Care function May-23 | Completed
No ED escalation into CT wait Reduced need for additional staffing, protects CT
area in hours function Jun-23 | Completed
Emergency pathway
pressures have delayed
delivery — realigned against
UEC improvement plan for
Closure of additional acute ward | Reduction of 11 G&A beds Oct- 24 | 24/25
Reduced cubicle space in ED, improved Qutcome of capital bid
Co-location of Mental Health environment for patients awaiting MH awaited — joint LSCFT/LTH
Urgent Access Centre (MHUAC) | assessment/treatment Oct-24 | proposal being developed
Right-sizing MAU and SAU to improve UEC Capital bid successful —
MAU/SAU Development pathways and increase direct access 2024/25 | delivery underway

The Trust continues to work with health and social care organisations across the Central Lancashire system to
support improvement.

Following a data driven diagnostic commissioned by the ICB and undertaken by (PSC), the system Urgent and
Emergency Care Delivery Board submitted a plan, with quantified deliverables and expected financial impact for
24/25 on 28™" June that addresses the opportunities identified for Central Lancashire within the diagnostic.

Aligned to system plans, the Trust has its own internal programme of improvement being delivered through the
Single Improvement Plan. The urgent and emergency care programme within the operational performance
portfolio of the single improvement plan spans three areas: inflow; flow and community collaborative. An
accelerator programme is being delivered over 6 weeks and started on 10" June with additional resources aligned
to support faster delivery. The ICB has committed resource to support the delivery of the plan with the Director of
System Coordination and Flow aligned to the Trust for two days a week.

There is a new risk regarding the planned GP collective action, the impact of this on the Trust is currently being
assessed with ongoing monitoring of Advice and Guidance activity, referral volumes and presentations to ED and
UTC.

Access Standards - Elective restoration
65 and 78 Week Access Standards

Maintaining 78 week clearance and clearing 65-week waits is a priority for the divisional teams with performance
under daily review.

The Trust achieved 0 over 78 weeks at the end of June 24 and has shown a continued reduction in over 65 week
waiters with the aim of eliminating 65 week waiters by the end of September 2024. However pressures are currently
being experienced in Orthodontics, Special Care Dentistry, Colorectal Surgery and Ocular Plastics. There is a
process in place to ensure daily assurance of progress with >65 week waits prioritising and ensuring the sustained
elimination of >78 week waits.

L __________________________________________________________________________________________________________________________________________|]
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e The end of June over 78 week position was 0. This continued delivery represents a significant milestone for
the Trust, having reduced the number from a high in July 23 of 138. Focus is now on maintaining the
maximum wait at under 78 weeks and reducing the 65 week cohort to the end September 2024. Additional
focus on identifying next steps for all patients is in place with risks addressed through Divisional PTL
meetings and the Performance Recovery Group.

e There is a system level piece of work underway to support the position with Orthodontics and East
Lancashire Hospitals Trust have offered mutual aid to system partners to support long waits across
Lancashire and South Cumbiria.

e A co-ordinated approach is being taken with HMP to support bookings for prisoners awaiting treatment. All
prisoner potential 78 week waiters at year end were all treated in April with O risks identified in the June
cohort. This is an area requiring further work to address health inequalities within this cohort of patients.
The Trust has actively sought NHSE support and a joint plan is in place to improve access.

e The 65-week snapshot position at the end of June is 338, split 150 Admit and 188 non admit. This is a
slight increase of 21 compared to the May position of 317. The current position represents a significant
achievement considering the 65 week cohort starting point in 2023 was over 29,000 patients.

There are a number of risks to delivery of the required reduction in the number of patients waiting in excess of 65
weeks, these include:

Further industrial action during 2024/25 impacting on activity

Workforce - sickness and vacancies

Anaesthetist capacity

Urgent care pressures — NMC2R (approximately 10% of G&A bed base) and poor internal patient flow
Number of complex cases and particular pressures in Orthodontics and with accommodating prisoners.

Access Standards — Diagnostic Waits

e Diagnostics performance beyond 6 weeks was 50.7% in June, an increase of 3.6% waiting over 6 weeks
compared to the May position of 47.1%. The increase has predominantly been in Echocardiography and
scope procedures (see surveillance impact below). Urgent and cancer patients are prioritised and seen
within 2 weeks. The highest contributors of the backlog at modality level for the DM01 position are
NOUS, endoscopy and echocardiography. In order to support NOUS capacity in the short term,
outsourcing arrangements are in place. A business case for capacity to clear the backlog is being
progressed, together with longer term plans as part of the single improvement plan, to ensure capacity
meets demand at modality level going forwards.

¢ Endoscopy remains pressured with a further delay to increased service capacity relating to the modular.

e The Trust has been placed on Tier 1 for diagnostics and has developed an improvement trajectory to
deliver the national objective of 95% of DMO01 patients waiting under 6 weeks by end March 2025. The
trajectory is predicated on the agreement to deliver through additional capacity and productivity
improvements.

2024/25 DM01 Compliance Trajectory:

Apr-24  May-24 Jun-24 Jul-24 Aug-24 Sep-24 Oct-24 Nov-24 Dec-24 Jan-25 Feb-25 Mar-25
Under 6 Week DM01 Trajectory 51.2% 52.1% 51.0% 49.9% 50.8% 54.6% 59.1% 64.2% 70.4% 77.8% 87.0% 95.0%
Under 6 Week DM01 Performance 46.9% 52.9% 49.3%

I ——————
4
|




Increase the percentage of patients that receive a
diagnostic test within six weeks in line with the March 2025
ambition of 95%

¢ Diagnostic Surveillance Patients

o Surveillance diagnostics are tests that are planned for a specific date or need to be repeated at a
specific frequency. Patients listed in this way should be booked in for an appointment at the clinically
appropriate time and should not have to wait a further period after this time has elapsed. As per
national guidance surveillance tests were excluded from the DMO01 waiting list position. All Trusts
were asked to complete an assessment of the number of surveillance (planned) patients that are
currently waiting in excess of 6 weeks past their expected admission date and add these pateints to
the PTL at the end of Q1 and Q2.

o Relevant patients have now been moved to the active DMO01 waiting list and have been reflected in
the month end June 2024 position, leading to a slight deterioration of 1-2% in the compliance
percentage for June 2024. The Endoscopy Polyp task and finish group is working alongside this to
identify patients on the surveillance pathway with the highest clinical risk so their procedure can be
expedited.

o The Trust has established an internal working group to develop the operational processes supporting

the movement of patients onto the active waiting list with changes to be reflected into the Trusts
Patient Access Policy.

Access Standards 2024/25 - Cancer Recovery:

In 2024/25 the Trust will be monitored against 2 key cancer standards:

e 62 Day Treatment % Standard
e 28 Day Faster Diagnosis Standard
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62 Treatment Compliance

The Trust has set a performance trajectory to achieve 70% compliance by end December 2024. Performance in
June 2024 was 63.5%, above the monthly trajectory.

Apr-24  May-24 Jun-24 Jul-24  Aug-24 Sep-24 Oct-24 Nov-24 Dec-24 Jan-25 Feb-25 Mar-25
62 Day Trajectory 50.0% 55.0% 58.0% 60.0% 62.0% 64.0% 66.0% 68.0% 70.0% 70.0% 70.0% 70.0%
62 Day Compliance 56.2% 59.1% 63.5%

Cancer - 62 Day Treatment Compliance

Cancer tumour site plans form part of the cancer workstream within the Single Improvement Plan reporting into the
Operational Performance portfolio.
Whilst Cancer performance is improving there are a small number of tumour groups with the greatest collective
contribution to current performance challenges, an update on progress is detailed below. All tumour sites have
improvement plans to achieve performance targets, this years plans required investment and the teams have
achieved £1.5M additional funding to support the plans via bids to Cancer Alliance and National Cancer Team.
e Colorectal
The Colorectal pathway has been redesigned. The front end of the pathway is performing well with a
Rapid Diagnostic Clinical triage occurring for each patient by day 6 of the referral being received. The
improvement in Colorectal has been the biggest contributor in positive movement against the FDS
standards, however, whilst there has been positive movement against the FDS standard, colorectal are
below trajectory of 77%, and are currently at 44.5% compliance for June. The speciality has produced
an action plan to improve 62 day compliance and FDS standard. There are a residual number of 62
day patients that are currently being resolved. When the remaining 62 day clearance is completed,
ongoing, sustained 62 day compliance with trajectory is expected and to be achieved by March 2025.

e Urology
The Urology pathway has been redesigned, by training ACPs to undertake the front end of the
pathway. This has improved the front end of the pathway however Urology is below FDS trajectory of
77% achieving 43.2% in June. A deep dive report into Urology was provided to Tier 1, which
highlighted the factors in not meeting compliance is mainly due to reporting time of biopsy. To support
additional capacity a successful bid was made to the National Cancer team which has provided £200k
funding to support further outsourced activity. Additionally, a gap analysis is being undertaken in
histopathology, specifically relating to prostate biopsies, commissioned by the cancer alliance.
Following results of this, any actions arising will be fed into the urology action plan.
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¢ Skin

The skin pathway is undergoing redesign to reduce reliance on additional capacity and reduce the
number of appointments required for each patient. Performance against FDS and 2 week waits is
good, with the tumour site on target to continue achieving FDS. Whilst performance metrics are good,
the redesign meeting held in March was focussed on improving patient experience. The skin pathway
have implemented a twice weekly PTL meeting which is patient focussed and action driven. Since
implementation the number of patients waiting above 62 days has reduced. The Cancer Alliance have
invested in an eDerma model and are rolling out centralised virtual triage, this is not expected to
adversely impact internal Skin pathway plans.

28 Day Faster Diagnosis Standard

Performance compared to the Cancer FDS trajectory to March 2025 is shown below. The 2024/25 Operational
Plan sets out the targets for the coming year with a focus on 28 day faster diagnosis compliance and improvement
to 77%. Tumour specific trajectories and action plans have been developed to support delivery. Performance to
the end June was 76.6% compared to the expected performance of 77%, there is continued validation of the
position until deadline for submission for June on 1t August 2024.

The trajectory has been reprofiled to a flat 77% as this is achievable now and there is an ambition to sustain
performance at this level, supporting the removal of the Trust from Tier 1 for Cancer.

Apr-24  May-24  Jun-24 Jul-24 Aug-24 Sep-24 Oct-24 Nov-24 Dec-24 Jan-25 Feb-25 Mar-25
28 Day FDS Trajectory 77.0% 77.0% 77.0% 77.0% 77.0% 77.0% 77.0% 77.0% 77.0% 77.0% 77.0% 77.0%
28 Day FDS Compliance 73.4% 76.1% 76.6%

Improve performance againstthe 28 day Faster Diagnosis
Standard to 77% by March 2025 towards the B0%

ambition by March 2U26.

W

Theatre Efficiency Programme

A Theatre Efficiency Programme reports progress through the Elective Care Improvement Group under the
operational performance portfolio within the single improvement plan.
= The current capped theatre utilisation rates are shown below indicating an improving and consistent
capped performance at CDH until Dec 23, but has shown recovery in April 2024. Performance on the
RPH site further deteriorated in March. Further consistency checks is in progress against the Model
Hospital data which places the Trust in the top quartile. Paediatric Surgery has successfully moved to
CDH and the national team has commended this achievement.
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Outpatient transformation

The Outpatient Improvement Programme is led by the Chief Medical Officer and is a key part of the productivity
workstream within the Financial Recovery Plan. The plan is focussed on reducing follow ups, reforming triage
before appointment bookings and digital opportunities.

Next Steps

Continued deliver of the Single Improvement Plan for UEC, elective care, diagnostics, and cancer.

Continued focus on achievement of performance expectations in relation to cancer, long waiting patients and
diagnostics as detailed in this report.

Review and reflection of changes to the governance arrangements supporting delivery of the single improvement
plan and the resources to support delivery.

Financial implications

Noted in the narrative if relevant and included in the update provided in the contract and finance reports.
Legal implications

None to note.

Risks

There are a number of risks to delivery of the required reduction in the number of patients waiting in excess of
65 weeks, these include:

Further industrial action

Workforce - sickness and vacancies

Anaesthetist capacity

Urgent care pressures — COVID, Flu, NMC2R and poor patient flow
Number of complex cases and capacity pressures at specialty level

Impact on stakeholders

The Trust continues to work with health and social care organisations across the Central Lancashire system to
support improvement to services and pathways that will have a positive impact on performance.

Recommendations
It is recommended that:
I.  The committee note the contents of the report and the action being taken to improve performance.
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Safety and Quality

Pressure Ulcers

The pressure ulcer data demonstrated a positive shift in April 2023 with 7 data points below the mean, this continues
to be maintained with a most recent positive special cause variation data point. The introduction of Purpose T in
February 2024 has been an opportunity to refresh the improvement plan using evidence based national guidance
to inform risk assessment, management, training, patient and carer involvement in safety and prevention of pressure
ulcers. The improvement work continues in this area with additional leadership through the deputy Chief Nurse. The
mandated risk assessment standards have now been built into STAR.

Falls

The falls data demonstrated a positive shift in April 2023 with 7 data points below the mean, this has been
maintained. The improvement plan for falls continues and is monitored through the divisional always safety first
groups. The improved staffing fill rates have continued with adult and children services.

HSMR
Mortality metrics remain stable and within expected parameters.

STAR

STAR Quality assurance accreditation Gold awards have been held in June and July. Teams that celebrated as
achieving Gold standards included
SECU

Dermatology CDH

Dialysis Unit CDH

Birth Centre CDH

Core Therapies

OMFS

Neurosurgery High Care Unit
Fracture Clinic RPH
Maternity A

Ward 24

Bleasdale

Ward 4

Oral Max Fax RPH

The Big plan for STAR standard is being consistently achieved for departments achieving silver and above.

The safety and quality committee monitors the monthly assurance audits that underpin the overall accreditation
programme.

As a result of analysis of progress, a decision mas been made to mandate the achievement of some fundamentals
standards, this approach has now gone live with the aim of driving improvements within the high risk ward areas. It
is expected this will adversely affect the positive outcomes in some areas initially with the aim of leading to an
improved position.

Clostridium difficile

The detailed work associated with strengthening the multifactorial approach to reducing C.difficile continues. In 6 of
the last 7 months the position has demonstrated lower or within expected variation. Whilst this still continues to
exceed the set trajectory, there is an indication that some improvement may be becoming evident. The gap in
cleaning standards continues to present the most significant risk relating to this, given this position, an explicit
section on this area is outlined below. In addition to this, a drain survey has now been undertaken and presented to
the ICB and NHS England, indicating the significant deterioration of the drains that are undoubtedly contributing to
the position. To mitigate this a ’bin the wipes’ campaign has demonstrated > 30% reduction in blockages and the
purchase of 3 UV light machines will now mean that areas that cannot be fogged due to the construct of the
environment or patient occupancy levels can be treated with UV light which offers a comparable effect on removing
spores from the estate environment. To gain additional assurance NHS England IPC lead and the IPC medical
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director will visit the trust in July to check and challenge the actions in place, review the IPC Board Assurance
Framework and provide feedback.

Registered Nurse and Midwifery Fill Rates

The RN fill rates continue to reflect positive staffing levels at >95% overall, there continues to be fluctuations day to
day. Staffing is closely monitored on a three times daily basis with mechanisms to escalate and request support
when required. The Safety and Quality committee continue to review the detail of this on a monthly basis.

Care Quality Commission

In total, the Trust has 54 recommendations in the form of Must Do’s* or Should Do’s** (18 Must Do’s and 36 Should
Do’s). Some recommendations are duplicated across the different core services and upon streamlining, there are
44 recommendations in total (13 Must Do’s and 31 Should Do’s).

The Quality Improvement Plan is the response to these must and should dos and forms part of the single
improvement. Progress in relation to the progression of CQC must and should dos is now being reported through
the Single Improvement Plan Board chaired by the Chief Executive.

Of the 75 actions identified within the action plan, 52 actions have been assessed as green (i.e. delivered) and 21

actions have been assessed as amber (i.e. on track for delivery) demonstrating a significant amount of progress to
date. Two actions have been stood down as no longer applicable.

A Great Place to Work

A key organisational priority in 2024/25 is to reduce sickness absence levels to alleviate staffing pressures, and the
associated costs of temporary cover. Although we saw reductions in sickness absence during M01 and M02, in line
with seasonal trends, the absence rate increased again in M03. A weekly task and finish group has been
established to drive our absence reduction plan and monitor progress; and this will report through the Financial
Recovery Programme governance structure. A MIAA audit around absence management is also in progress. Our
annual health and wellbeing survey is currently live and the feedback we receive will help us to better understand
the factors affecting workforce wellbeing and the needs for support.

Our agency costs for the Trust remain under 3.2% of the overall pay bill. We are continuing with ICS rate card
reduction plans for nursing and are not seeing any significant risk in relation to fill. There continues to be no off-
framework agency usage and no non-clinical agency usage within the organisation, with a complete freeze placed
on non-clinical agency requests.

As part of the Trust’s Financial Recovery Plan, a revised vacancy factor savings target has been implemented for
FY2425 of £12m. Divisions are identifying posts that can be held and we have introduced new vacancy control
criteria. We have an executive-led exceptions process for critical patient-safety posts. EQIAs are required for all
posts under consideration so that risks are fully considered. Additional ICB-level vacancy controls also remain in
place for some posts. As a result of these controls, we have seen an increase in the vacancy rate over recent
months.

=




Delivering Value for Money

Income and Expenditure

The Trust has submitted the final plan in line with the NHSE control total and has delivered a favourable position
against a plan of £15.5m for month 3, a deficit of £15.3m. The Trust continues to have considerable underlying
financial pressures to manage and a financial recovery plan target of £58m to deliver.

Capital Position
Capital expenditure in the year to date at £16.7m is £3.0m less than plan.

The delegated capital limit for the system has been reduced by £10m as a consequence of the system revenue
plans being in deficit. The Trust has reduced the capital plan by £3.2m to contribute to the system reduction of
£10m. This reduction is being worked through the Capital Planning Forum, however it should be noted that this
£3.2m reduction requires the Trust to defer expenditure on backlog maintenance and equipment replacement, and
as a consequence this increases the risks to operational areas.

Cash Position

The Trust has not required cash support in the year to date and does not forecast a requirement in Q1. Forecasts
suggest that cash support from DHSC will be required in Q2 of 2024/25 and an approval to access such support
has been received from the Board of Directors. Submissions to NHSE/DHSC were submitted in line with their Q2
cash deadlines.

Financial Recovery Plan Target

'The Trust's objective to reach financial balance on a recurrent basis by the end of the three-year period (2026-27)
will require delivery of an ambitious and very challenging financial recovery plan. In 2024-25 a gap of £568m will need
to be mitigated. Of this £8.3m will be closed through income/productivity contribution, £8.3m through system
optimisation/risk and a balance of £41.4m (5%) will be delivered through core cost improvement.

In month 3 the Trust has delivered £4.3m year to date, which is above plan of £3.3m however 57% of this was non-
recurrent. Annually £9.5m; (£6.9m recurrently) has been delivered towards the £58m target which is 16%.

Use of Resources
The Trust is in Segment 3.

Segment 3 is where there are significant support needs against one or more of the six national oversight themes
and in actual or suspected breach of the licence.

Segment 3 means the Trust will receive mandated support that is led and co-ordinated by NHS England regional
teams with input from the national intensive support team where requested.

The Agency spend in month 3 was £2.6m, 2.6% of pay expenditure. This compares favourably to the agency cap
of 3.2% of pay expenditure which has reduced from the cap of 3.7% in 2023/24.
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Fit for the Future

These qualitative indicators will be reported separately to board within the normal cycle of board business.

It is recommended that:

I. The Board note the contents of the report and the action being taken to improve performance.

Aims

Ambitions

To offer excellent health care and treatment to our
local communities

Consistently Deliver Excellent Care

X

To provide a range of the highest standard of
specialised services to patients in Lancashire and
South Cumbria

Great Place To Work

X

To drive innovation through world-class education,
teaching, and research

O

Deliver Value for Money

X

Fit For The Future

X

Previous consideration

Finance and Performance Committee, Workforce Committee, Safety and Quality Committee
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Responsibility

In order to ensure that the we are continually monitoring delivering against our Big Plan, the metrics within the Integrated performance report for the Board of Directors are
aligned to the Big Plan 2021/24 outcomes and provide details of performance against the agreed KPIs. Each of the ambitions upon which our Big Plan is founded is aligned to a
board sub committee which will undertake more detailed scrutiny of progress in achieving the identified outcome, understand risk and seek assurance against delivery.

Chief Executive




Together

PE;;gn To achieve a rating of good with one outstanding service Progress towards CQC rating of good is ongoing
cQC M| T-D-S | TB-SQ | ALL €
MSUb. Percentage of Must and Should do's completed - - - - 65.0% -
etric
Ke Reduce the number of people developing pressure ulcers by e,
Y ]10% - per 1000 bed days No (:2F) @ > 1.68 2.96 3.01
Metric | Rate per 1000 beddays) A
Pressure Ulcers P y
Bi Reduce the number of device related pressure ulcers by 10% - per
Plagn 1000 bed days No @ > 0.21 0.81 0.75
(Rate per 1000 beddays)
Fﬁlagn Maintain compliance with the 10 safety actions for maternity services No - - - 100.0% 80.0% June 2024
Maternity safety _
Fﬁlagn Deliver year 1 of the national maternity & neonatal improvement plan| 1 | T-D-S | TB-SQ | SC Delivery Plan in place
Children and Young Big Develop 10 safety actions for children and young people and 10 safety actions created for children and Young people,
People safety Plan achieve compliance reported through the Divisional Improvement Forum
_ Big Develop a plan to respond to CORE20 PLUS 5 — Adults and Deliverv Plan in place
Contribute to PLACE Plan  |maternity. Deliver year 1 actions Y P
Adult and Children
CORE20
PLUS 5 strategy Big Develop a plan to respond to CORE20 PLUS 5 — CYP. Deliver year Deliverv Plan in place
Plan 1 actions v P
Segment Two — Get it right first time _
. Key Continue to achieve a mortality HSMR figure of <100
Mortality Metric |(Hospital Standardised Mortality Ratio (56 Basket — Adult) MIT-D-S|SQ[GS No Lower Than Expected 63.5
Key Metric|Achieve the Emergency Department within 4 hours target M|T-D|FPC|FB No @ 71% 71.0% 68.7%
. . . ags . e
Key Metric Reduction in patients waiting +12 hours in Emergency M| T-D | FPC | FB No (~ 7 @ 8% 7 5% 10.7%
Department Uy
- - - - = - ",_'—H.-&
Key Metric Re.ductlon in ambulance turnaround times - seen within 15 M| T-D | FPC | FB NG (~ 7 |[:} 45.0% 37.3% 34.5%
minutes o/
Key Metric rRr’:rcIj:tc;;on in ambulance turnaround times - seen within 30 M| T-D | FPC | FB No @ 81% 8329 73.9%
Key Metric|Reduction in ambulance turnaround times - 60 minutes M|T-D|FPC|FB No @ 87.0% 86.5% 96.0%
P o
Key Metric|Achieve agreed trajectory for reducing 52 week waiters M| T-D-S| FPC | FB No L ) 2004 2493 3019
Pz
P o
Key Metric|Eliminate waits over 65 weeks for elective care by March 2024 M| T-D-S | FPC | FB No L ) 226 338 1016
Access Standards ::_
Key Metric|Eliminate waits over 78 week waiters M | T-D-S | FPC | FB No ( ,:' P> 0 0 48
Pz
Key Metric|Achieve Cancer - 28 day FDS M| T-D-S | FPC | FB @ > 77% 76.5% 72.9%
Key Metric xt:;?;? Cancer treatments started within 2 months of urgent M| T-D-S | FPC | FB No @ 58% 63.5% 56.0%
- - - o -
Key Moving or discharging 5% of outpatient attendances to a PIFU M| T-D-S | FPC | FB NG @ 59, 2 249, 2 20%
Metric |pathway
Key Reduce outpatient follow ups by a minimum of 25% against ™~ (7 B oEo i o 4 2o
Metric [2019/20 activity levels - @ March 2024 M|T-D-S|FPC|FB No G/ | 25% 13.67% 1.36%
(V)
Key Reduce adult general and acute (G&A) bed occupancy to 92% M | T-D-S | FPC | FB No @ 95% 93% 94%
Metric |or below
. o . - .
Key Metric A(fhle_ve 5% of patients in hospital who no longer meet the M | T-D-S | FPC | FB-SC No @ 10.0% 10.2% 8.7%
criteria to reside
Divert 10 ambulances a day from ED (to SDEC or the appropriate
Bi service; SAU, MAU AAU, 2hr UEC response) o
SDEC Plagn M | T-D-S | FPC | FB No &L, @ |[i} 1924 2442 2417
(Target of 1924 ambulance arrivals per month based on a reduction of 10
amulance arrivals per day on 2022/23 actuals)
Pre-procedure elective Big Plan To reduce the number of days patients spend in hospital prior to M| T-D-S | FPC | FB No @ 0.15 0.22 0.33
bed days planned surgery
Pre-procedure non- Big Plan To reduce the number of days patients spend in hospital prior to M| T-D-S | FPC | FB No 050 0.26 0.66
elective bed days unplanned surgery
Elective Inpatient To reduce the average length of stay for patients undergoin
Average length of stay | Big Plan ge 'eng ytorp g9oing M| T-D-S | FPC | FB No @ 3.3 2.83 3.1
planned surgery
(Spell)
Big Plan Elajllrllcvn:;ementatlon of Teledermatology in the suspected skin cancer M| T-D-S | FPC | FB No @ 80% 70.99% 82 45%
Cancer
Big Plan E:: ;renrplementatlon of the Best Practice Timed Pathway for prostate M| T-D-S | FPC | FB No No Patients Currently on this Pathway
Reporting Requirements Key Assurance
lcon
Frequency Level Sub-Committee Responsible Executive variation:
|= “ - W corrsistently foll target witfim Cowld both pass or foil torget within MG consistently pass toarget weithin
A= Annual T=Trust TB =Trust Board All = All Exec Team G5 = Gerry Skailes o ' Crpected variatien Srpectedvanmtion Srpectedvanitian
¥ it : Clase o Target and Gerting
B = Bi-annual D =Division W =Workforce Committee JW = Jonathan Wood GD =Gary Doherty T Toe et Hire Che T Worse. SR T e DO B
: Worse o WO SE
Q=Quarterly  S=Specialty ETR =Education, Training & Research Committee  FB=Faith Button 5D =Stephen Dobson . y e Se s bl n
: = : Exception Report Mesded E Lo Sil::;a:::;ﬂh!:l O Exception report necded
M=Monthly ~ C=CostCentre FPC = Finance & Performance Committea SC=SaranCullen  pB=AilsaBrotherton | Wecent concerning partern in the data Excepition Hapor Nesded
Sazsafew&uua"w Cﬂmmmee Rt R e e Close to Target and no change.
happening. Chechk a::l:tit_'r-i:l r:.ail_ performamcs i S Tt e e =
@ Process review neseded. May flas o 5::;;-:1::::9:':0“ er T = m':?tl;mleniﬁﬂ nene
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Continuously deliver excellent care

Together

Reporting Frequency | Exception
Metric Description Level | Sub-Committee | Report to Sub
Responsible Executive = Committee

SPC SPC Target Trust Reporting
Assurance Variation Concern Target Month Value

Segment Three — Ensure a safe, caring environment

Falls FI’?I’;gn Reduce the number of falls by a further 5% - per 1000 bed days M|T-D-S|SQ|SC 1 “ @ |[3’ 3.72 4.46 4.57
Mtzc Achieve less than the annual tolerance for C.difficile M| T-D-S | SQ | SC-GS Yes ( “ - 10 11 16
Infection
i . : Last ted
Big | Achieve zero MRSA bacteraemia M| T-D-S | SQ | SC-GS No . : : 0 0 ast reporte
Plan case Sept 2023
FI’?I’;gn Maintain 90% staff trained in level 1 safety training M| T-D-S|ETR | NL No - 90% 98.8% 98.1%
Safety :
FI>3I;gn Achieve 90% executive and senior leaders safety training M| T-D-S|ETR | NL No - 90% 95.4% 94.5%
Segment Four — Work in partnership to deliver a positive patient experience _
Complaints FFl’;gn Reduce the number of complaints relating to communication. M|T-D-S|SQ|SC No @ - 22 17 13
Patient Ke Achieve a minimum of 90% of patients reporting their
. y experience of good or very good (including neither B|T-D-S|SQ|SC No @ @ - 90% 91.2% 89.5%
involvement Metric
good/bad)
. - . > 0 . . rd.“--";.
Candour Big  [Maintain >90% compliance with duty of candour for all moderate M | T-D-S | SQ | SC-GS No ) ) 90% 86.0% 96.0%
Plan |and above harm incidents. S
Safe Staffing IE;;gn Maintain Registered Nurse and Midwife fill rates of > 90% M| T-D-S | SQ | SC-GS No @ - 95% 100.8% 98.5%
Reporting Requirements Key e S o~
. r o I - x jm——r
Freguency Level Sub-Committee Responsible Executive _ cen ﬂj&%“‘ - ,Fw d
=ANnUa = Tus = [rustooar = Xec leam =herry skalles Icorn 7 ks e —
B =Bi-annual D= Division W=Workforce Committee JW =Jonathan Wood GD = Gary Doherty —— I R DR e
Q=Quarterly ~ $=Specialty ETR = Education, Training & Research Committee  FB =Faith Button 5D =Stephen Dobson ﬁ ~" . OB FAN R HI CEC ; :'”“'""E' Y iner b s uak GuL N
M =Monthly C =Cost Centre FRC =Finance & Performance Committee SC =Sarah Cullen AB = Ailsa Brotherton _ ‘K\;ﬂf~ 4 “ - o e T D et ﬁ?:na:ﬁima{gﬁg:;?::ﬁe .
50 =Safety & Quality Committes NL = Nicki Latham TRRCIEE EARATR RN AR RO Y S ot Exception Report Needed
Chose to Target and no change.
Failing target and no changs
happening. Chl:oa::titiia;a;i.::her:o:;:: r:;:re e - g ek ek ord tae e
FProcess rewview pee::lsu:l- hay St h:lnfw mr:et.b happsning
e rn s, : - e sscspmon renont P oy meed exception report
Close o Target and getting better
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A GREAT PLACE TO WORK

Reviewed monthly / quarterly Together

Reporting Frequency |
Metric Description Level | Sub-Committee |
Responsible Executive

Exception SPC SPC Target Trust Reporting
Report Assurance | Variation Concern Target Month Value

Promote Health and Wellbeing

1 0,
Reduce overall 5|Fkness absence to 5.00% FTE M | T-DS-C | W | KS ) @ ) <5% 593% 6.47 %
(annual assessment; in-month reported)
Sickness . i 9
Reduce short term sickness absence to 1.75% FTE M | T-D-SC | W | KS ) ) <1.75% 217 % 256 %
Absence (annual assessment; in-month reported)
- i 0,
Reduce long term sickness absence to 3.25% FTE M | T-D-SC | W | KS ) @ ) <3.25% 3.76 % 3.919%
(annual assessment; in-month reported)
Reduce average duration of psychological health related absences p
by a further 10% M | T-D-S-C | W | KS - - Pending 1.77 % 1.50 %
(annual assessment; in-month reported) '
Health & Reduce average duration of MSK-related absences by a further p
9 M | T-D-S-C | W | KS - - P i .98 9 829
Wellbeing 10% ‘ | | | ending 0.98 % 0.82 %
(annual assessment; in-month reported)
Drive forward zero tolerance of violence and aggression toward
staff by reducing the number of incidents by a further 10% (annual | M | T-D-S-C [ W | KS - @ - <73 95 80.42

assessment; in-month reported)

Develop People

L o o
Turnover Maintain annual staff turnover between 8% and 11% FTE M | T-D-SC | W | KS ) @ i <0.83% 0.72 % 0.70 %
(annual assessment; ESR in-month reported)
1 0,
Vacancies Reduce the numI?er of vacancies by a further 5% M | T-D-SC | W | KS ) i <6% 6.56 % 9.13 9%
(annual assessment; in-month reported)
Time to Hire Time to Hire (Adyert Closed --> Start Date) AfC M | T-DS-C | W | KS . ) <71 53 70.34
(annual assessment; in-month reported)
Appraisals Maintain 90% HC compliance rate for appraisals M | T-D-S-C | W | KS - > 90% 86.85 %
M Maintai % H li i Il kill ini
a.néatory aln.taln 90% HC compliance against all core skills training M | TDSC | ETR | KS ) > 90% 94.40 %
Training requirements (module compliance reported)
Medical Devices | Achieve 90% HC compliance with medical device training M | T-D-S-C | ETR | KS - >90% 88.05 %
Inform, Listen and Involve
0,
Increase the number of teams that have undertaken TED by 15% M| TD| W | KS ) i >17 7 14.42
Staff (annual assessment; in-month reported)
Engagement
& TED
Ensure 60% of our staff would recommend us as a place to work Q| TD]| W] KS - @ e - > 60% 55.39% 61.79 %

2 Assurance
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Reporting Requirements Key

Sub-Committee Responsible Executive

A = Annual T = Trust W = Workforce Committee KS = Karen Swindley
B = Bi-annual D = Division ETR = Education, Training & Research Committee JW = Jonathan Wood
M = Monthly S = Specialty All = All Exec Team

Q = Quarterly C = Cost Centre



A GREAT PLACE TO WORK

Reviewed via committee cycles of business

Metric Description

Promote Health and Wellbeing

Enivronment

Upgrade a further five local staff rest areas

Reporting Frequency |

Level | Sub-Committee |

Responsible Executive

BIT| W]/ Iw

Exception
Report

SPC
Assurance

SPC
Variation

Target
Concern

Trust
Target

Together

Reporting
Month Value

Create five agile activity based workspaces

B T| W] Iw

Create outdoor recreational space on both the Chorley and
Preston sites

BIT| W] IwW

Health &
Wellbeing

Develop People

Appraisals

Just Culture

Increase staff perception that the organisation takes positive
action on health and wellbeing to 40%

A | T-D-SC | W | KS

Support staff to stay well by ensuring adequate rest and
recuperation in line with working time regulations

Improve staff perception of the quality of appraisals by 5%

Inform, Listen and Involve

Reduce further the number of grievances that are managed
through formal processes to monitor the move to a just culture

B | T-D-S-C| W | KS

A|TD]|W]KS

BT | W] AI

Reduce the gap between the scores achieved in the annual
culture survey between staff perception of the current and
desired culture

A | T-DS | W | Al

Value Each Othe

Ensure 50% of our staff complete the annual staff survey

r

Reduce the number of staff from BAME backgrounds that have
personally experienced discrimination at work to be in line with

Freedom to Ensure all staff accessing the Freedom to Speak Up team are ALTIW]KS
Speak Up satisfied with how their concerns were managed
Increase the staff engagement score, as measured by the annual
A|TD|W]|KS
Staff staff survey, to 7 out of 10
Engagement
& TED

A|TD]|W]KS

AT W] AI

the experience of non-disabled colleagues

Race that of their white colleagues

Equality
Increase the number of colleagues from a BAME background in ALTIW]AI
senior roles (AfC Band 8a and above)

Disabilit Reduce the number of disabled staff that experience

EquaIityy harassment, bullying and abuse from managers to be in line with Al T]|wW]Al

Corporate Social
Responsibility

Engage with our local communities through a range of workforce
and education programmes

A|T|W]|KS




A GREAT PLACE TO WORK

National Metrics

Together
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Deliver Value for Money

Together

Reporting Frequency | Exception
Metric Description Level | Sub-Committee | Report to Sub
Responsible Executive = Committee

SPC SPC Target Trust Reporting
Assurance Variation Concern Target Month Value

Segment One - Spend Less (Economy)

Agree revenue
) : o . :
. anq el . KeY I.Dellve.r (% /o .Of R e A|T]|TB-FPC | JW This indicator is reported separately agreed at Trust level at budget setting
financial plan with | Metric financial deficit
ICB

Deliver agreed Ke
cost improvement Met%c To deliver 100% of agreed cost improvement target M | T-D-S | FPC | JW No - - - 3313 4295 -

delivery target

. , 32 June
Procurement - - Number of single tender waivers
(cumul 58)

Segment Two - Spend Well (Efficiency) -

Bed Occupancy
Rate (Including |Big Plan Reduce adult general and acute (G&A) bed occupancy rate M | T-D-S | FPC | FB No @ 95% 92.6% 93.6%
Escalations)
Big Plan RPH - Theatre capped utilisation rates are no lower than 80% M | T-D-S | FPC | FB No - - - 80% 80.0% -
Theatre Efficiency
Big Plan CDH - Theatre capped utilisation rates are no lower than 85% M | T-D-S | FPC | FB No - - 85% 74.9% -
Gliz:;i':g(l))del Big Plan Achieve 85% day of surgery using BADs Procedures - GIRFT M | T-D-S | FPC | FB No @ - 85% 87.2% 85.5%
. . . 0 . o - "
OP Follow Ups | Big Plan Reduce outpatient follow ups by a minimum of 25% against 2019/20 M | TDS | FPG | FB No @ > 959, 13.67% 136%
activity levels - March 2024 .
Supplz;rpiag;nents Big Plan To ensure all suppliers are paid in line with national guidance M| T]| FPC | JW No @ - 95% 91.0% -

Segment Three - Spend wisely (Effectiveness)

Agency costs |Big Plan Reduce agency costs to 3.7% of the total pay bill M| T-D-S | W | SC-GS No - - - 3.7% 2.54% -

Delivery of Activity| Key

o , , . ) ) _ ) ) }
and Revenue Plan| Metric To ensure 100% delivery of the Trust's activity and revenue programme M| T]| FPC | JW No 15482 15297
Capital Mft?;c To ensure 100% delivery of the Trust's Capital programme M| T]| FPC | JW No - - - 19671 16694 -

S T LTI coorrsistemn tlfy Ffoil forget weielfrior Cowuld botf poss or foil torget itk i LA coonsistentl poss forg et weiciale
a ey et worrdoatlorr o T~ e

Frequency Level Sub-Committee Responsible Executive T il

A=Annual T=Trust TB =Trust Board All = All Exec Team G5 = Gerry Skailes :;:m‘"ff::: ﬁ;f':;:;';%;;ﬁ“bg‘:;‘;‘? '::::“iﬂf:'ﬁ::

B =Bi-annual D =Division W =Workforce Committee KS =Karen Swindley GD = Gary Doherty e e i‘?&%ﬁiﬁfa

Q=Quarterly ~ $=Specialty ETR =Education, Training & Research Committee  JW =Jonathan Wood 5D =Stephen Dobson mﬁ.,jd;;egd:dn s ey e Sl
M =Monthly C=Cost Centre FPC =Finance & Performance Committee FB =Faith Button AB = Ailsa Brotherton — = e e e e

Failing the targer but gettimg
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balow target. B Lecs
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Deliver Value for Money - Charts

i Together
To ensure all suppliers are paid in line with national
guidance - Trust %
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Fit For The Future @

Metric Description

Segment One — Strategy and Transformation

Clinical Services
Strategy

Big
Plan

FFTF-1

To deliver the 24/25 actions in the LTH clinical services strategy, including addressing the
challenges and opportunities of multi-site working:

To provide outstanding, sustainable healthcare to our local communities and in our tertiary
services

To drive health innovation through world class education, teaching and research

System working in a new NHS landscape

Reporting

Frequency | Level |
Sub-Committee |

Responsible
Executive

B|T-D|TB|GS

Current
Rating

Position

@ Q1

Position

Together

Position

@ Q3

Position

Comment

Outpatients
Transformation

Key
Metric

FFTF-2

Deliver the 24/25 actions and outcomes from the agreed Transformation Plan
including:

Deliver Personalised Outpatient Care (Patient Initiated Follow up & Patient
Stratified Follow Up)

Referral optimisation and demand management

Deliver our follow up reduction target to drive the outpatient element of our
Financial Improvement Plan

M| T|FPC |GS

Elective Care
Transformation

Key
Metric

FFTF-3

Deliver the 24/25 actions and outcomes from the agreed Transformation Plan

Deliver agreed national waiting list improvement targets and productivity
benchmarks

Develop our elective strategy to include repatriation of activity from the
independent sector and other regions, and the maximisation of our surgical hub
capacity

Deliver our planned care financial targets in support of the Financial Improvement
Plan

M | T | FPC |ID

I —
= =
— —
I —
— —
I —
I —
= =
Tt_n_s is undgr review and to be aligned with the Trust
= clinical services strategy.
Good progress made as part of Tier 1 exit plan.This also
aligns with the internal transition from stabilising services to
— — 9 J

perform and then further transformation through the Single
Improvement Plan.

This will be incorporated into the service triangulation
programme at specialty level to inform capacity for
repatriation as we stabilise, perform and transform,

Urgent and
Emergency Care
Transformation

Key
Metric

FFTF-4

Deliver the 24/25 actions and outcomes from the agreed Transformation Plan
including:

Focus on pre hospital pathway/front door to include integrated mental/physical
health services and a 40% reduction in ambulance conveyances

Reduce Lengths of stay by 10% reduction in LoS on 10 pilot wards and reduce Not
Meeting Criteria to Reside reduced to 5% (system aim)

Deliver agreed financial benefits to support Financial Improvement Plan

M | T | FPC |AB

This is incorporated within the Single Improvement Plan

== = ensuring robust governance through streamlining
improvement plans.
— — In progress and aligned to the Single Improvement Plan

Continued work programme and review of Same Day
Emergency Care demand and capacity to improve
ambulance flows outside of ED.

System leadership group relaunched on the 1st March and
work programme for place being developed with
immediate, medium and long term plans.

This is being integrated within the Trust's Single
Improvement Plan. Focus on quarter 4 maintained to
manage the year end position.




Metric Description

Reporting
Frequency | Level |
Sub-Committee |
Responsible
Executive

Target

Current
Rating

Position

@ Q1

Position

Position Position

@ Q3 @ Q4 Comment

Deliver the 24/25 actions and outcomes from the agreed Improvement Plan: == — Governance reset
_ _ _ Fully embed FIP governance & reporting A . Governance reset
Financial Big
FFTF-6 M| T]| FPC | JW
Improvement Plan Plan
Fully embed FIP delivery framework £ s Governance reset
Develop and agree 3 year FIP — == There remain gaps in the bottom up delivery plans
Segment Two — Place Based Partnership
Fully establish the required governance structure and processes for Place based Governance has been established but is currently under
working, agree and deliver the 24/25 agreed Place strategies, actions and — — review y
outcomes
Collaboration K Agree a comprehensive set of priorities & programmes r A
. ey
andaltri;t;alg;aetlon Metric FFTF-7 QT|TB|GD Clinical and operational leads idneitfied for each of the
Deliver the Core20PLUS5 action plan and outcomes — == . Chm(.:?l areas of COREZORLQS_S, the broader health_
inequalities plan to support this is in draft and under review
at this time.
Deliver the Frailty improvement action Plan & Outcomes — ==
Building on our Social Value Framework, work with partners to develop a Social Value
Strategy driving a place based focus on equality, wider determinants of health, poverty and s s
social capital:
Bi Review and refresh Green Plan and deliver agreed actions/metrics I — Update report on April Board meeting
Social Value 9 FFTF-8 B|T|TB|GD
Plan
Prepare for Level 2 Social Value Quality Mark accreditation application in 2024/25 — —
Deliver the Core20PLUSS5 action plan and outcomes — — The social value contribution towards CORE20PLUSS

continues to progress in line with the plan.




Reporting

Frequency | Level | Current Position  Position  Position  Position

Metric Description Sub-Committee | Target Comment

Responsible Rating @ Q1 @ Q2 @ Q3 @ Q4

Executive

Segment Three — System Working

Deliver the 24/25 actions and outcomes from the agreed JFP.
Work with ICB to: N/A N/A

ICB Joint Key Finalise the JFP

JFP signed off by the ICB Board
Forward Plan Metric FFTF-9 Q|T|TB|GD

24
24

Align strategies and plans with the JFP priorities

Develop detailed delivery plans — —
Deliver the 24/25 actions and outcomes from the agreed Clinical Collaboration work plan - -
including:
Develop & deliver |mplem§ntat|on plans for new models of care in Vascular, Head & Neck, — — Variation between programmes
Urology, Stroke and Elective Hubs
Clinical Big
Collaboration Plan FFETF-10 MITIFPC]GS
Agree next set of specialties for the implementation of new models of care and develop
implementation plans
Undertake challenged services review of fragile and financially challenged services, and - o
deliver agreed action plans
Deliver the 24/25 actions and outcomes from the agreed Central Services Collaboration
work plan including:
Central Ser\_/lces Big FETE-11 Target Operating model agreed and mobilised M| T | FPC |JW == —
Collaboration Plan
Phase 1 transactional services (Payroll and General Ledger provision) underway A .
Bank and Agency Collaborative proposal sign off/implementation £ A
Deliver the 24/25 actions and outcomes from the agreed Digital/EPR work plan — — Pre-market engagement underway.
o EPR tenders evaluated, and preferred supplier awarded Procurement to be restarted
Digital Northern Bi
Star/ EPR Plagn FFTF-12 M|T| FPC | SD-GD
Convergence i
9 Digital Convergence programme governance reviewed and revised s A Systems map completed. Programme plan in
development.
UHMB and LTH connected to L&SC data lake. LTH data
Implement Secure data Environment — — flowing. Information governance process for remaing trusts
to be finalised.
Deliver the 24/25 actions and outcomes from the agreed ECRG work plan — maximise N / A N / A Actions delivered but due to industrial action targets will
system working to deliver: not be met
y National waiting times targets — — ﬁgzlggsr:eetllvered but due to industrial action targets will
Elective Recovery PI;gn FFTF-13 M| T]|FPC| GD
National productivity targets — —
Surgical Hub Strategy s s On track to be deleivered/agreed
MOl Big FFTF-14 |Milestones and metrics to be finalised following further discussions with national teams M| T]|FPC | JW
Programme Plan
Reporting Requirements Key
Frequency Level Sub-Committee Responsible Executive Green DEIIVe rlng aCtlonS and OUtCOmes
A =Annual T =Trust TB =Trust Board All =All Exec Team GS =Gerry Skailes .
B = Bi-annual D = Division W = Workforce Committee K JW = Jonathan Wood GD = Gary Doherty On track to recover actions & outcomes
0 = Quarterly 5 =Specialty ETR = Education, Training & Research Commitiee I\ FB = Faith Button SD =Stephen Dobson . .. . .
M = Monthly C = Cost Centre FPC =Finance & Performance Committee FI SC =Sarah Cullen AB = Ailsa Brotherton Red Slgnlflca ntly Off traCk Wlth actlons & Outcomes

50 = Safety & Quality Committee
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SIP PROGRAMME STRUCTURE

Safety, Quality and Operational

People & Culture Financial Sustainability

effectiveness Performance

Attract, Recruit and
Resource

Deliver Annual Safe Staffing 3 Year FRP — Identify and

Clear Vision and Strategy Tt

UEC In Flow

Develop

Engage, Retain, Reward &
Recognise

Patient Experience &

Information Improvement
Involvement

Budget Planning UEC Flow

Create a Positive
Organisational Culture

Learning, Continuous UEC Duiflow/Community

Budget Holder Allocation .
Collaborative

Safeguarding

Improvement & Innovation

C Difficile Improvement

Corporate Communications
Approach

Procurement (LPC) &
Contracts Hub

Strengthening Weekend

Be Well Led Discharge

Programme

Supporting the Health &
Wellbeing of Colleagues

Deliver Always Safety First
Strategy

CQC Quality Improvement Strengthen UEC Workforce

Governance and Risk

. Elective: General
Maturity

Being Consciously Inclusive Maternity & Neonatal
Community Services Place

{incl. Primary Care}

Education, Training &
Research

Childrens Improvement Elective: Cancer

Digital Junior Doctors Health Inequalities Outpatient Transformation

Critical Care and Enhanced

Maedical Staffing
Improvement

Major Trauma

Care Areas

Strategy & Planning — Trust

Planning Process Medication Safety




Single Improvement Plan - Board - OPERATIONAL KPlI's

Year End

Programme Monthly Indicators Target Nov-24 Dec-24 Jan-25 Feb-25
Target 87.00% 90.00% 94.00% 97.00% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00%
Compliance with 60 minute ambulance turnaround time target 100%
Actual 86.53% 87.39% 97.60%
o . . Target 68.73% 70.36% 71.23% 71.98% 73.29% 74.60% 76.19% 76.65% 76.50% 76.65% 77.38% 78.03%
Improve A&E waiting times, compared to 2023/24, with a minimum 78.00%
of 78% of patients seen within 4 hours in March 2025 e
POP Actual 68.7% 68.1% 71.0%
Target 10.00% 9.20% 8.40% 7.60% 6.80% 6.00% 5.20% 4.40% 4.00% 4.00% 3.00% 2.00%
UEC In Flow Maximum wait of 12 hours as Total Time in Department 2.00%
Actual 10.3% 9.5% 7.5%
Target 96.74% 95.70% 95.00% 95.00% 94.60% 94.00% 93.50% 93.00% 93.50% 93.50% 92.80% 92.00%
Bed occupancy to 92% 92.00%
Actual 95.47% 95.38% 92.58%
Target 38 19 10 0 0 0 0 0 0 0 0 0
Number of boarded patients 0
Actual 38 31 17
UEC Target 12% 11% 10% 9% 8% 7% 5% 5% 5% 5% 5% 5%
Outflow/Community  [Reduce not meeting criteria to reside to 5% 5.00%
Collaborative Actual 11.00% 11.11% 10.20%
. . . , Target 51.18% 52.05% 51.00% 49.93% 50.82% 54.59% 59.13% 64.23% 70.39% 77.85% 87.04% 95.03%
. . . Increase the percentage of patients that receive a diagnostic test o
Elective (diagnostics) | inin six weeks in line with the March 2025 ambition of 95% 77.85%
(o]
Actual 46.90% 52.94% 49.32%
Target 2434 2214 2004 1763 1543 1303 1062 824 656 468 243 0
52 week waits 0
Actual 2823 2561 2493
Eliminate waits of over 65 weeks for elective care as soon as Target 368 295 226 146 73 0 0 0 0 0 0 0
Elective (long waits) |possible and by September 2024 at the latest (except where 0
patients choose to wait longer or in specific specialties) Actual 328 317 338
Target 5 0 0 0 0 0 0 0 0 0 0 0
Eliminate >78 week waits 0
Actual 5 0 0
Elective (theat Target 76.55% 77.28% 78.01% 78.74% 79.47% 80.20% 80.93% 81.66% 82.39% 83.12% 83.85% 84.58%
utﬁi(;;\’:i?)rg) eatre 85% theatre utilisation - aggregate - Capped 85.00%
Actual 80.28% 79.80% 77.34%
) , Target 50.00% 55.00% 58.00% 60.00% 62.00% 64.00% 66.00% 68.00% 70.00% 70.00% 70.00% 70.00%
Improve performance against the headline 62-day standard to 70% 70.00%
by March 2025. YR
y Actual 56.23% 59.11% 63.46%
Elective (Cancer)
|mprove performance against the 28 day Faster Diagnosis Target 77.00% 77.00% 77.00% 77.00% 77.00% 77.00% 77.00% 77.00% 77.00% 77.00% 77.00% 77.00%
Standard to 77% by March 2025 towards the 80% ambition by 77.00%
March 2026. Actual 73.32% 76.09% 76.47%




Single Improvement Plan Board - OPERATIONAL CHARTS
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Programme

Single Improvement Plan - Board - SAFETY, QUALITY & EFFECTIVENESS KPI's

Monthly Indicators

Year End Target

i i Target 94.00% 94.00% 94.00% 96.00% 96.00% 96.00% 96.00% 96.00% 96.00% 96.00% 96.00% 96.00%
Overall Fill rate Registered Nurse (RN) and Health Care .
g Fill rate >95% RN and HCA
Assistant (HCA)
. Actual 102.09% 102.63% 101.16%
Deliver Annual Safe
Staffing Requirements
o Il Fill Rate Redi Midwife (RM M v S Target 85.00% 85.00% 85.00% 85.00% 85.00% 88.00% 88.00% 88.00% 90.00% 90.00% 90.00% 90.00%
verall Fill Rate Registered Midwife (RM) and Maternity Support Fill rate >90% RM and MSW
Worker (MSW)
Actual 94.04% 94.79% 95.27%
Complaints per 1000 bed days is current position (May-24
_ _ Actual used) Actual 1.14 1.29 1.08
Patient Experience
and Involvement
116 8 amb Target 75% 75% 75% 75% 75% 75% 75% 75% 75% 75% 75% 75%
e green, 8 amber
STAR Accreditation all trust (Currently 75% in S&Q)
Actual 92.00% 92.00% 93.00%
& Difficil Perf st national traject than 122 Target 11 11 10 10 10 10 10 10 10 10 10 10
ifficile erformance against national trajectory - no more than 122 - Final target 24/25
Improvement Hospital Acquired cases (2009)
Actual 23 14 11
Target lower than expected or as | Target
Hospital Standardised Mortality Ratio (56 Basket — Adult) expected
Actual 66.3 81.6 63.5
Always Safety First 597 Teduction
Last years OT - 5% profile to |Target 1.68 1.68 1.68 1.68 1.68 1.68 1.68 1.68 1.68 1.68 1.68 1.68
Pressure Ulcers per 1000 beds days (Stage 2 and above) reflect less in summer more in
winter. Actual 1.96 1.74 2.96
o ] ) o ) Maintain compliance with the |Target 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00%
Maintain compliance with 10 Clinical Negligence Scheme for Trusts . .
: 10 safety actions for maternity
Safety actions o
services: Actual 80% 80% 80%
Maternity
Target 0 0 0 0 0 0 0 0 0 0 0 0
Perinatal - Number of Stillbirths Full definition to be confirmed
Actual 3 0 0
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Hospital Standardised Mortality Ratio (56 Basket — Adult)

Performance against national trajectory - no more than 122
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Perinatal - Number of Stillbirths

Maintain compliance with 10 CNST Safety Actions

Pressure Ulcers per 1000 beds days (Stage 2 and above)
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Single Improvement Plan - Board - PEOPLE & CULTURE KPI's

Programme Monthly Indicators Year End Target May-24 Jun-24 Jul-24 Aug-24 Sep-24 Oct-24 Dec-24
People & Culture i Target 6.00% 6.00% 6.00% 6.00% 6.00% 6.00% 6.00% 6.00% 6.00% 6.00% 6.00% 6.00%
\Y % FTE
acancies % <6% FTE
(source : general ledger)
People & Culture Actual 5.87% 6.30% 6.56%
People & Culture - % ETE 8-11% FTE Target 0.81% 0.68% 0.62% 0.84% 0.99% 0.81% 0.67% 0.61% 0.67% 0.72% 0.55% 0.89%
urnover % -11%
(annual assessment; ESR in-month reported) (annualised)
People & Culture Actual 0.61% 0.57% 0.80%
People & Culture Sick . % ETE < 5.94% FTE Target 5.96% 5.71% 5.57% 5.59% 5.18% 5.05% 5.28% 5.28% 5.33% 5.12% 4.57% 4.27%
ickness Absence % <5.24%
(annual assessment; in-month reported) (annualised)
People & Culture Actual 5.94% 5.74% 5.93%
People & Culture ) o Target
Number of violence and agression incidents toward staff TBC
(annual assessment; in-month reported) (10% reduction)
People & Culture Actual 81 91 95
People & Culture . . . Target 90.00% 90.00% 90.00% 90.00% 90.00% 90.00% 90.00% 90.00% 90.00% 90.00% 90.00% 90.00%
Core Skills Mandatory Training compliance >90%
(module compliance reported)
People & Culture Actual 93.30% 93.35% 94.15%
People & Culture A isal et d sal ity audit it Target 90.00% 90.00% 90.00% 90.00% 90.00% 90.00% 90.00% 90.00% 90.00% 90.00% 90.00% 90.00%
ppraisal completion and appraisal quality audit results. Above 90%
(monthly and annual measures)
People & Culture Actual 89.36% 88.51% 86.85%

Programme

People & Culture

People & Culture

Quarterly Indicators

Staff Survey: Recommend Trust as place to work
(quarterly metric)

Year End Target

2> 60%

Target

60.00%

60.00%

60.00%

60.00%

60.00%

60.00%

60.00%

60.00%

60.00%

60.00%

60.00%

60.00%

Actual

TBC




G¢-lel G¢-lenW

Gz-0ed Gz-0ed
geg-uer gcg-uer
¥Z-29Q n Z-39d

=
¥¢-NON S ¥¢-NON
(72]
¥2-190 o ¥2-190
- = -da
pz-dag .w ¢-dss
vz-3ny o vz-8ny
" Al = Al
™ yg-unf < ve-un(
XX 3 o fe
S ve-feW = - ve-Ae
lob) < ©
O ve-1dy w ve-1dy
S © e
p - -
b vg-1eIW a veIEW
= rzed 5 & vZ-g94
3 pz-uer b oM ve-uer
- t
- . o £2-28Q
< £z-28Q =
.nm €£C-NON m €¢-\ON
£2-190 E £2-190
(@) :
gg-dag O eg-des
X © gz-8ny
£z-3ny 3

n ez © genm

T o .

R cz-unp Annv ge-unf
£2-Aen gz-Aen

A -1d

T £z-1dy gcicy

2T 2 2 ¥ ¥ & ¥

C T 2222 oz S & & © & & o

o o o o o o o o o o o o o o o o
e Qe Qe e e 9 9 9 9 = o o2} o} N © [T}

E [o0] ~ [(o} To] < ™ N — o o)) (o)} [e0] [o0] [o0] 0] [o0]

Sclen Gg-lew

| Gz-0°4 Gz-0ed

U Gg-uer Gz-uef

C ¥z-98@ ¥Z-98d
7C-\ON YZ-NON

nQ ¥2-190 ® ¥2-190

LL e
ve-das c ye-dag

©
L -8n = -8n
P ve-8ny = ve-8ny
vz e ven
o
O L ye-unr o _ (&) yg-ung
LLl H g QD
- ve-few g c ve-Ren
o S i E
— ve-1dy = pz-1dy
1 () —
> yZ-1e - vZ-1elW
(@] - >
© c vz-ged o) -4
r -0 © +
a — yg-uer = © yg-uer
= o)

(@) © £2-98Q * S £2-08Q

—

B e €C-\ON = £Z-NON
(75]

] €2-190 = £2-190
7

cC gz-deg wn gg-dag
(6]

(4] £z-8ny = £z-8ny

| o

nu cenr O ez-nf

-un ge-unf

- gz-uny

cC cz-fep ez-Ren

Q gz-1dy gg-1dy

m L L £ £ £ £ £ = SXIIIEEEERERRRER

) S 5388838 ¢¢gs §5585585585%

V W <€ <€ o o o o o B8RRI IS

|

m GZ-1en

— Gz-0ed GZ-1el

Q Gz-uef Gz-0ed

I

o)) ¥z-99d Gz-uer

cC ¥Z-NON = ¥¢-99Q

[T ] ..nm

S ¥2-190 17 ¥Z-NON
ye-dag °

m ¥2-190
- : |
vz-8ny 3 pg-dog
4
ve-ing n g-3ny
1=
peunr— o Al
L o
— ve-kew T pz-unf
L q < c
l\_ - —
° ve-1dy * = vg-Rew
(72] _
2 vz-1eW b .m vz-dy
(&) - 5} 17,)
c ve@ed - w ) vZ-IeW
© veuer fp T
& * © vz-go4
-09
> £¢-28Q .m yz-uer
|>o a
€C-NON 5 £7-050
£2-190 Q
m €C-NON
cg-da —
s =] €2-190
£z-3ny >
5 ¢g-deg
eznf o
FeD) €z-8ny
ge-uny o
[ ezAn(
cz-Rep S
= gg-unf
€z-1dy
cz-Re
5 2 5 2 & 5 & 8 ez-1dy
o o o o o o o o
N © o < o o <+ o
o

180
160
140
120
100
80
60
40
20

=@=—Target e==@==Actual

—@-—Target ==@==Actual

—=@-—Target ==@==Actual



Single Improvement Plan - Board - FINANCE KPlI's

Programme Monthly Indicators Year End Target Month Apr-24 May-24 Jun-24 Jul-24 Aug-24 Sep-24 Oct-24 Nov-24 Dec-24 Jan-25 Feb-25 Mar-25
Target -3675 -5326 -6482
I&E Normalised run rate
Actual -3675 -5236 -6297
Financial Sustainability
Target 155 286 2872
FRP schemes delivery
Actual 1663 1025 1607

Single Improvement Plan - Board - FINANCE CHARTS

I&E Normalised run rate FRP schemesdelivery
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Board of Directors Report

Single Improvement Plan Update

Report to: | Board of Directors Date: 1 August 2024
Report of: | Chief Executive Prepared by: | A Brotherton
Part | 4 Part I

Purpose of Report

For assurance For decision | For information O

Executive Summary:

The purpose of this report is to inform and update the board on the implementation of the Single Improvement
Plan.

There has been significant progress since the last Board meeting with 100% of the financial recovery
programme now having been identified with £58.2m of savings going through the sign off gateways. 39% of the
programme is now risk rated as a low risk or in delivery (fully signed off), 45% of the programme is rated as
medium risk (awaiting EQIA sign off) and 16% of the programme remains high risk or currently sits in the Trust
idea hopper. The team has modelled three potential FRP scenarios. The best case scenario will see the Trust
delivering its full plan and there is no gap to mitigate, but risk adjusted modelling of scenarios (based on the
FRP gateways) highlights the Trust’s most likely scenario is to have a gap of £15.8m (27%) which will still need
to be mitigated. This means that the Trust needs to remain focused on the identification of additional schemes
as much as delivering the established programme to mitigate slippage in delivery.

Significant work has been undertaken in each domain of the Single Improvement Plan and the project ratings
for progress are presented in Appendix 1. Weekly Executive led huddles continue to support teams to deliver
the priority programmes of work and the progress reported to the Single Improvement Plan portfolio board,
chaired by the Chief Executive. A new Single Improvement Plan performance report has been developed
(Appendix 2).

A Business case has been developed for the creation of a Programme Management Office to ensure sufficient
capacity and capability to design and deliver the programmes and monitor progress.

The Board is asked to:

I.  Review and discuss the progress made on the Single Improvement Plan.
II.  Note the progress made on setting key metrics for monitoring at board level.




Trust Strategic Aims and Ambitions supported by this Paper:

Aims Ambitions
To provide outsta.n.dlng and sustainable healthcare to Consistently Deliver Excellent Care
our local communities
To .offer ? range of hlgh quality spemahsgd services to O | Great Place To Work
patients in Lancashire and South Cumbria
To drive health innovation through world class | Deliver Value for Money
education, teaching and research Fit For The Future

Previous consideration

Not applicable

1. Context

The Trust has committed to the delivery of a three year Single Improvement Plan, which incorporates the
financial recovery plan. The plan has five domains; Well-led, Safety, Quality and Effectiveness, Operational
Performance, People and Culture and Financial Sustainability. Detailed plans have been developed and
Executive leads are now leading weekly huddles to ensure the programmes are on track and to provide
support to the teams to overcome any barriers.

Within the financial recovery programme, which is the current priority for delivery, there are five priority
programmes and the divisional delivery (Figure 1). Whilst these programmes have been selected for the first
phase of work because of the significant financial benefit, they also reflect our priorities from a safety and
quality perspective and include improving Urgent and Emergency Care flow and demand, elective and
diagnostics and key safety and quality improvements including improving Clostridium Difficile rates.

High impact workstreams | Establishing high impact, executive led workstreams will
help to drive pace in the programme
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The Single Improvement Plan has been shared with the System Improvement Board and our exit criteria from
the system improvement board will be discussed and are expected to be approved at the July System
Improvement Board on 30" July 2024. This involves developing and finalising an agreed suite of metrics that
will be reported to and monitored by the System Improvement Board. Although work has been completed to
design the measures for the Single Improvement Plan (see Single Improvement Plan performance report),
these will be updated as required to reflect all the measures that will be monitored by the System Improvement
Board to ensure Board oversight of these metrics. Feedback was provided in the Finance and Performance
committee held on 23 July 2024 regarding development of measures that relate to strategic priorities and
further work is now planned to update our integrated performance report, with input from the NHS England
‘Making Data Count’ lead. The proposal will be developed and discussed with Board.

2. Discussion

This paper outlines the progress made in two distinct phases; (i) the Financial Recovery Programme as our
first wave of SIP delivery programmes and (ii) progress with the design and oversight of the three year Single
Improvement Plan.

Review of Financial Governance and Development of the Financial Recovery plan
The following work has been undertaken since the last Board meeting:

e The deadline set for full sign-off of the FRP programme by NHS England was 30th June
2024. Although the Trust have unfortunately missed this deadline; there is clear evidence of schemes
being progressed through the FRP sign-off gateways with the aim of full sign off by the end of July
2024.

e There has been significant progress since the last Board with 100% of the programme now having
been identified with £58.2m of savings going through the sign off gateways.

e 39% of the programme is now risk rated as a low risk or in delivery (fully signed off), 45% of the
programme is rated as medium risk (awaiting EQIA sign off) and 16% of the programme remains high
risk or currently sits in the Trust idea hopper.

e The team has modelled three potential FRP scenarios. The best case scenario will see the Trust
delivering its full plan and there is no gap to mitigate, but risk adjusted modelling of scenarios (based
on the FRP gateways) highlights the Trust’s most likely scenario is to have a gap of £15.8m (27%)
which will still need to be mitigated. This means that the Trust needs to remain focused on the
identification of additional schemes as much as delivering the established programme to mitigate
slippage in delivery.

e The FRP phasing shows that 46% of all savings are to be delivered in Q4 24/25. This represents a
significant risk to this year’s programme as well risk to 25/26 planning process.

e The current value of the FRP schemes remains broadly the same but through the validation of the
programme we have removed over £15m of double counts, identified schemes which will not deliver or
where the start dates or phasing have been overestimated. The validation process will continue until
all PIDs are signed off and all Trust-wide high impact schemes are allocated to the divisions.

e Month 3 FRP position suggests that YTD, the Trust has overdelivered on its FRP by £0.98m; however,
almost half of the savings are non-recurrent which reflects the fact that the programme was in
development.

I EE——————————————————————————————————————————
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e Overall, less than 10% of the 24/25 FRP programme is classed as non-recurrent, which is unusually
low and means that savings will continue to deliver in future years. The FYE of the savings identified is
over £70m which reflects the Trust not having a plan in place at the start of 2024/25. This should have
a positive impact on the mid-term financial plan for the Trust.

e The analysis of the source of the FRP efficiencies shows that 53% (£30.8m) of the schemes relate to
pay, 25% (£14.7m) to non-pay and 22% (£12.7m) is generated through additional income. It is broadly
expected that the income source would be slightly lower and the pay element slightly higher to provide
more sustainable foundation for future years.

e The Trust cannot deliver this plan on its own and will need system support. There are £5.0m of system
efficiencies planned from the Recovery and Transformation workstream (specific details not due until
end of July 2024) and a further £5.0m of system procurement savings through LPC.

Delivery of the Trust’s 3 year Single Improvement Plan.
The following work has been undertaken since the last Board meeting:

e Updated the detailed plans on a page — further work has been undertaken to finalise the detailed
plans on a page, especially in the well-led section for the enabling workstreams; digital, Business
Intelligence, Continuous Improvement, Estates and Communications.

e Development of the SIP Performance report — Executive leads have undertaken further work to
finalise the measures and trajectories that will be reported to Board and the Bl team have developed
the SIP measures report which will enable the Board to track progress (See attached). Feedback is
sought from the Board members regarding suggestions for improvement before the final version is
shared which incorporates the SIB Exit measures (see below).

e SIB Exit Criteria — a meeting has been held with the regional NHS England team and the ICB to
finalise the metrics for the System Improvement Board exit criteria. Final comments have been sought
on the amended metrics by NHS England colleagues and the final metrics should be signed off at the
SIB Board meeting on 30" July 2024. Work will then be completed to review the exit criteria and add in
any key metrics to the SIP report (where metrics are not reported elsewhere).

e Weekly huddles — have continued to be held though some have had to be stepped down due to
competing priorities, especially in relation to prioritising the FRP as the first priority SIP programmes to
be delivered.

o Leadership forums and team briefings — progress in key areas of the SIP, including Urgent and
Emergency care, have been shared with the leadership team and in July’s team brief and a SIP
Communication plan has been developed.

Development of a Programme Management Office

A Business Case has been developed by the Turnaround Director which is now progressing through the
approval’s process. The establishment of a PMO will also require approval from the ICB as it is anticipated this
will require external recruitment given the skills and expertise needed to establish and run an effective PMO
function with the required capacity and capability in programme and project management given the scale and
pace of the programmes that need to be delivered.

Collaborative working with System Partners

Work has continued to progress with system partners to deliver the priorities in the Singel Improvement Plan.

|
4
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A detailed UEC Place delivery plan has now been developed by partners within Central Lancashire and
reported to the UEC delivery Board. This will be shared with Board when finalised; the team are currently
incorporating the feedback from the UEC Delivery Board.

The work to transform the approach to physical health services also continues to develop in line with the
clinical strategy. The Clinical Strategy approved by Board in March 2022 and the refreshed Clinical Strategy
presented to Board in December 2023 both included the community services ambition, with our strategic
priority being to address longstanding UEC risks and deliver sustainable high quality services. In 2023 the ICB
identified the highest performing parts of the LSC footprint have an integrated community and acute trust offer.
The team is working with partners to develop a joint way of ‘integrated’ working with a view to developing a
joint plan going forward to explore integration. The proposal for 2024/25 is to create an alliance model, shared
approach to leadership and risk to develop our services ‘as if integrated. A Community delivery plan and
measurement strategy is currently in development with future work being focused on seeking support of ICB
and NHS England regional colleagues for the proposed direction of travel.

3. Financial implications

Financial sustainability is a key element of the plan. Some programmes may require additional investment
to realise the full benefit, this detail will be developed as the work progresses as required.

4. Legal implications
None
5. Risks

Risks derived from individual projects and plans are being detailed and risk registers developed in line
with our risk management policy.

6. Impact on stakeholders

The Executive team is working in partnership with stakeholders to ensure whole system working to deliver
these priorities. This has included an Executive-to-Executive team meeting with colleagues from
Lancashire and South Cumbria Foundation Trust to agree shared priorities.

Recommendations

The Board is asked to:

i) Review and discuss the progress made on the development and delivery of the Single
Improvement Plan
i) Note the progress made on setting key metrics for monitoring at board level



Appendices

Appendix 1: SIP Heatmap: RAYG rating of the projects
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Appendix 2: SIP Performance Report
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SIP PROGRAMME STRUCTURE

Safety, Quality and
effectiveness

Attract, Recruit and
Resource

Engage, Retain, Reward &
Recognise

Operational

Financial Sustainability Performance

Deliver Annual Safe Staffing 3 Year FRP - Identify and

. UEC In Flow
Requirements

Clear Vision and Strategy

Develop

Information Improvement Patient Experience & Budget Planning UEC Flow
Involvement

UEC Outflow/Community
Collaborative

Leaming, Continuous Create a Positive

. . Budget Holder Allocation
Improvement & Innovation Organisational Culture

Safeguarding

Strengthening Weekend
Discharge

Procurement (LPC) &
Contracts Hub

Corporate Communications
Approach

C Difficile Improvement
Programme

Be Well Led

Supporting the Health &
Wellbeing of Colleagues

Deliver Always Safety First
Strategy

COC Quality Improvement Strengthen UEC Workforce

Governance and Risk
Maturity

Being Consciously Inclusive Elective: General

Maternity & Neonatal

Community Services Place
{incl. Primary Care}

Education, Training &
Research

Elective: Cancer

Childrens Improvement

Outpatient Transformation

Junior Doctors Health Inequalities

Medical Staffing
Improvement

Critical Care and Enhanced
Care Areas

Major Trauma

Strategy & Planning — Trust
Planning Process

Medication Safety




Programme

Single Improvement Plan - Board - OPERATIONAL KPI's

Monthly Indicators

Year End
Target

Month

Apr-24

May-24

Jun-24

Jul-24

Aug-24

Nov-24

Jan-25

Feb-25

Mar-25

Target 87.00% 90.00% 94.00% 97.00% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00%
Compliance with 60 minute ambulance turnaround time target 100%
Actual 86.53% 87.39% 97.60%
5 - Target 68.73% 70.36% 71.23% 71.98% 73.29% 74.60% 76.19% 76.65% 76.50% 76.65% 77.38% 78.03%
Improve AE waiting times, compared to 2023/24, with a minimum of | o 000
78% of patients seen within 4 hours in March 2025 B
Actual 68.7% 68.1% 71.0%
Target 10.00% 9.20% 8.40% 7.60% 6.80% 6.00% 5.20% 4.40% 4.00% 4.00% 3.00% 2.00%
UEC In Flow Maximum wait of 12 hours as Total Time in Department 2.00%
Actual 10.3% 9.5% 7.5%
Target 96.74% 95.70% 95.00% 95.00% 94.60% 94.00% 93.50% 93.00% 93.50% 93.50% 92.80% 92.00%
Bed occupancy to 92% 92.00%
Actual 95.47% 95.38% 92.58%
Target 38 19 10 0 0 0 0 0 0 0 0 0
Number of boarded patients 0
Actual 38 31 17
UEC Target 12% 11% 10% 9% 8% 7% 5% 5% 5% 5% 5% 5%
Outflow/Community Reduce not meeting criteria to reside to 5% 5.00%
Collaborative Actual 11.00% 11.11% 10.20%
y ) ) ) Target 51.18% 52.05% 51.00% 49.93% 50.82% 54.59% 59.13% 64.23% 70.39% 77.85% 87.04% 95.03%
Elective (diagnostics) | "Ce35€ the percentage of patients that receive a diagnostic test 77.85%
%9 within six weeks in line with the March 2025 ambition of 95% el
Actual 46.90% 52.94% 49.32%
Target 2434 2214 2004 1763 1543 1303 1062 824 656 468 243 0
52 week waits 0
Actual 2823 2561
Eliminate waits of over 65 weeks for elective care as soon as possible Target 368 295 226 146 73 0 0 0 0 0 0 0
Elective (long waits) and by September 2024 at the latest (except where patients choose to 0
wait longer or in specific specialties) Actual 208 217
Target 5 0 0 0 0 0 0 0 0 0 0 0
Eliminate >78 week waits 0
Actual 5 0 0
Elective (theat Target 76.55% 77.28% 78.01% 78.74% 79.47% 80.20% 80.93% 81.66% 82.39% 83.12% 83.85% 84.58%
lective (theatre S - ~ a "
utiisation) 85% theatre utilisation - aggregate - Capped 85.00%
Actual 80.28% 79.80% 77.34%
Target 50.00% 55.00% 58.00% 60.00% 62.00% 64.00% 66.00% 68.00% 70.00% 70.00% 70.00% 70.00%
Improve performance against the headiine 62-day standard to 70% by | 70 0.
.00%
March 2025.
Actual 56.23% 59.11% 63.46%
Elective (Cancer)
Target 77.00% 77.00% 77.00% 77.00% 77.00% 77.00% 77.00% 77.00% 77.00% 77.00% 77.00% 77.00%
Improve performance against the 28 day Faster Diagnosis Standard to| 72 0
77% by March 2025 towards the 80% ambition by March 2026. :
Actual 73.38% 76.12% 76.63%




ment Plan Board - OPERATIONAL CHART

Improve A&E waiting times, compared to 2023/24, with a
minimum of 78% of patients seen within 4 hours in March 2025
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Programme

Single Improvement Plan - Board - SAFETY, QUALITY & EFFECTIVENESS KPI's

Monthly Indicators

Year End Target

Month

Jun-24

Jan-25

Feb-25

} . Target 94.00% 94.00% 94.00% 96.00% 96.00% 96.00% 96.00% 96.00% 96.00% 96.00% 96.00% 96.00%
Ove_rall Fill rate Registered Nurse (RN) and Health Care Fill rate 95% RN and HCA
Assistant (HCA)
Actual 94.04% 94.79%
Deliver Annual Safe
Staffing Requirements
} . o . Target 85.00% 85.00% 85.00% 85.00% 85.00% 88.00% 88.00% 88.00% 90.00% 90.00% 90.00% 90.00%
Overall Fill Rate Registered Midwife (RM) and Maternity Support Fill rate 90% RM and MSW
Worker (MSW)
Actual 102.09% 102.63%
set same per 1000 bed rate as |Target 1.29 1.29 1.29 1.29 1.29 1.29 1.29 1.29 1.29 1.29 1.29 1.29
Complaints per 1000 bed days is current position (May-24
) Actual used) Actual 1.14 1.29
Patient Experience
and Involvement
116 8 amb Target 75% 75% 75% 75% 75% 75% 75% 75% 75% 75% 75% 75%
- green, 8 amber
STAR Accreditation all trust (Currently 75% in S&Q)
Actual 92.00% 92.00%
o . . . . Target 11 11 10 10 10 10 10 10 10 10 10 10
C Difficile Perfo_rmance against national trajectory - no more than 122 Hospital 122 - Final target 24/25 TBC
Improvement Acquired cases (2009)
Actual 23 14 11
Target
Hospital Standardised Mortality Ratio (56 Basket — Adult) within expected range
Actual 48.5 64.4
Al Safety First
ways Safety AIrs 5% reduction
Last years OT - 5% profile to_|Target 1.68 1.68 1.68 1.68 1.68 1.68 1.68 1.68 1.68 1.68 1.68 1.68
Pressure Ulcers per 1000 beds days (Stage 2 and above) reflect less in summer more in
winter. Actual 1.96 1.81
o ) ) - ) Maintain compliance with the 10| Target 100.00% | 100.00% | 100.00% | 100.00% | 100.00% | 100.00% | 100.00% | 100.00% | 100.00% | 100.00% | 100.00% | 100.00%
Maintain compliance with 10 Clinical Negligence Scheme for Trusts . .
" safety actions for maternity
Safety actions N
services? Actual 80% 80%
Maternity
Target 0 0 0 0 0 0 0 0 0 0 0 0
Perinatal - Number of Stillbirths Full definition to be confirmed
Actual 3 0
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Overall Fill Rate Registered Midwife (RM) and Maternity Complaints per 1000 bed days

Overall Fill rate Registered Nurse (RN) and Health Care
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Perinatal - Number of Stillbirths

Maintain compliance with 10 CNST Safety Actions

Pressure Ulcers per 1000 beds days (Stage 2 and above)
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Single Improvement Plan - Board - PEOPLE & CULTURE KPI's

Programme Monthly Indicators Year End Target Apr-24 May-24 Jun-24 Aug-24 Sep-24 Dec-24 Jan-25 Feb-25
People & Culture . Target 6.00% 6.00% 6.00% 6.00% 6.00% 6.00% 6.00% 6.00% 6.00% 6.00% 6.00% 6.00%
Vacancies % FTE o,
<6% FTE
(source : general ledger)
People & Culture Actual 5.87% 6.30%
People & Culture Target 0.81% 0.68% 0.62% 0.84% 0.99% 0.81% 0.67% 0.61% 0.67% 0.72% 0.55% 0.89%
Turnover % FTE 8-11% FTE
(annual assessment; ESR in-month reported) (annualised)
People & Culture Actual 0.61% 0.57%
People & Culture X Target 5.96% 5.71% 5.57% 5.59% 5.18% 5.05% 5.28% 5.28% 5.33% 5.12% 4.57% 4.27%
Sickness Absence % FTE <5.24% FTE
(annual assessment; in-month reported) (annualised)
People & Culture Actual 5.93% 5.71%
People & Culture X o Target
Number of violence and agression incidents toward staff TBC
(annual assessment; in-month reported) (10% reduction)
People & Culture Actual 81 91
People & Culture ) - X Target 90.00% 90.00% 90.00% 90.00% 90.00% 90.00% 90.00% 90.00% 90.00% 90.00% 90.00% 90.00%
Core Skills Mandatory Training compliance o
B 290%
(module compliance reported)
People & Culture Actual 93.30% 93.35%
People & Culture . . . X X Target 90.00% 90.00% 90.00% 90.00% 90.00% 90.00% 90.00% 90.00% 90.00% 90.00% 90.00% 90.00%
Appraisal completion and appraisal quality audit results.
Above 90%
(monthly and annual measures)
People & Culture Actual 89.36% 88.51%
Programme Quarterly Indicators Year End Target Jun-24
People & Culture Target 60.00% 60.00% 60.00% 60.00% 60.00% 60.00% 60.00% 60.00% 60.00% 60.00% 60.00% 60.00%
Staff Survey: Recommend Trust as place to work > 60%
(quarterly metric) =R
People & Culture Actual
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Appraisal Completion & appraisal quality audit results
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Board of Directors Report

New Hospitals Programme

Report to: | Board of Directors Date: 15t August 2024
Report of: | Chief Executive Prepared by: R Malin
Part | v Part Il

Purpose of Report

For assurance O For decision O For information

Executive Summary:

Over the last period the New Hospital Programme (NHP) has focused on progressing the proposed site for a
new Royal Preston Hospital. Advisors have completed the due diligence for this phase to demonstrate the
viability of the proposed site. This has included further technical surveys, valuations and legals. The required
business cases are progressing through the required local and national governance, checks and approvals and
it is hoped an update can be provided over the coming months. Whilst a proposed site has been identified, this
is subject to a public consultation and the Trust and Integrated Care Board remain open to alternative sites
coming forward. These will be considered and assessed against the existing criteria.

This is a significant and exciting milestone for the Programme and we look forward to announcing the proposed
site and embarking on a series of pre-consultation activities where we can hear the views of our patients,
population, and workforce. The timeline of which will ultimately be determined by the critical dependencies,
namely securing the land.

The Programme has also continued engagement with the national NHP team with regard to Hospital 2.0 — an
integrated approach to provide optimised, standardised and repeatable solutions for hospital design, construction
and operation. A range of documentation has been received for all schemes to review and comment. Whilst a
new Royal Preston Hospital is some years away and Hospital 2.0 will continue to evolve, this is a real tangible
step and starts to bring the design and workings of future hospitals to life. The Programme looks forward to
continuing this valued and collaborative approach with the national NHP team.




The Board is requested to receive the report and note its contents for information.

Trust Strategic Aims and Ambitions supported by this Paper:

Aims

Ambitions

To offer excellent health care and treatment to our
local communities

Consistently Deliver Excellent Care

To provide a range of the highest standard of
specialised services to patients in Lancashire and
South Cumbria

Great Place To Work

To drive innovation through world-class education,
teaching and research

Deliver Value for Money

Fit For The Future

Previous consideration

Not applicable




Chair’s Report to Board

Chair: T Watkinson

Committee: Audit Lancashire Teaching Hospitals NHS

Date(s): 215t June 2024 W-CL:NE] attached for v MHS Foundation Trust
information

Strategic Risks trend Items Recommended for approval

N/A

ALERT

Areas of concern;
Matters requiring

urgent attention;
Insufficient
assurance
received.

ADVISE

Areas requiring on-
going monitoring;
Limited assurance
received.

ASSURE

Assurance
received;

Matters of positive
note.

2023-24 Annual Report and Accounts without issue

The Committee have asked the Finance and Performance Committee to oversee the issues relating to the Data Quality
PIFU report.

Consideration was given to some unadjusted audit errors and assurance was received that these were not material,
therefore the Committee was confident to recommend the accounts for approval. The Committee recognised the Trust
needed to consider the transactions leading to the unadjusted audit errors was based on the advice and requirements
from NHSE and the wider system. A similar situation had occurred in previous years and the matter would again be
raised with the appropriate bodies.

o The Committee expressed confidence in its own effectiveness, concluding that the committee's review
processes are robust and that it is successfully fulfilling its duties.
Substantial assurance from MIAA in their Head of Audit Opinion.

e Unqualified opinion provided by KPMG on the Trust’s financial statements with no significant weaknesses in
value for money arrangements.

o Recommendation to the Board of the 2023-24 Annual Report and Accounts without issue.



Audit Committee
21 June 2024 | 10.00am-12.30pm | Microsoft Teams

Agenda

Lancashire Teaching Hospitals m

MHS Foundatian Tiu

Ne | Item Time Encl. Purpose Presenter
1. Chair and quorum 10.00am | Verbal | Information | T Watkinson
2. Apologies for absence 10.01am | Verbal | Information | T Watkinson
3. Declaration of interests 10.02am | Verbal | Information | T Watkinson
4. Minutes of the previous meeting held on 3 10.03am v Decision T Watkinson
May 2024

5. Matters arising and action log 10.05am v Decision T Watkinson

6. Internal audit progress report 10.10am v Assurance MIAA

7. ANNUAL REPORT AND ACCOUNTS 2023-24

71 Head of Internal Audit Opinion 2023-24 10.20am v Assurance MIAA
(a) Draft ISA 260

7.2 (b) External audit annual report 2023-24 10.30am v Assurance KPMG
(c) External Audit Opinion
(a) Draft financial accounts 2023-24

7.3 (b) List of movements from circulated 10.45am v Assurance B Patel

accounts

74 Management representation letter: financial 11.00am v Decision KPMG
accounts 2023-24

7.5 Draft Annual Report 11.10am v Assurance J Foote
Review of draft Annual Governance

7.6 Statement (see pages 78 to 96) 11.20am - Assurance J Foote
Approval of Audit Committee annual report L .

7.7 2023-24 (see pages 104 to 107) 11.30am Assurance | T Watkinson

7.8 Recommendation of 2023'2.4 Annual Report 11.40am | Verbal | Decision T Watkinson
and Accounts to Board of Directors

8. Governance and Assurance

8.1 Supplier Payments Process — Internal 11.50am v Assurance B Patel
Controls

8.2 Committee Effectiveness Review 12.00pm v Information | T Watkinson

Excellent care with compassion




Ne | Item Time Encl. Purpose Presenter
8.3 ltems to alert, assure and advise to Board or 12.10pm | Verbal | Information | T Watkinson
refer to other committees
8.4 Reflections on the meeting and adherence to 12.15pm v Information | T Watkinson
the Board Compact
8.5 LSC Audit Chairs’ Briefing 12.20pm | Verbal | Information | T Watkinson
9. ITEMS FOR INFORMATION
9.1 Strategic Risk Report v
9.2 NHS FT Code of Governance compliance v
9.3 Final Internal Audit Plan 24/25 v
MIAA final audit reports:
a) Risk Management d
b) Data Quality Review - PIFU v
9.4 c) Mental Capacity Assessments & Rapid v
Tranquilisation Review
v
d) BC & DR arrangements
95 | Overseas Visitor Write Offs v
Date, time and venue of next meeting:
9.5 19 September 2024, 10.30am, Microsoft 12.30pm | Verbal | Information | T Watkinson

Teams
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Board of Directors Report

NHS England Enforcement Undertakings

Report to: Board of Directors Date: 18t August 2024
Report of: Chief Nursing Officer Prepared by: | S Regan
Part | v Part i
Purpose of Report
For assurance (| For decision (| For information

Executive Summary:

The purpose of this paper is to provide the Board of Directors with details of the Replacement Enforcement
Undertakings issued to the Trust by NHS England, and the Trust’s response.

The Trust was considered to be in breach of its Provider Licence previously in 2015, 2018 and most recently in
December 2021, which have remained in place.

Revised enforcement undertakings were accepted in December 2021 following annual deficits of £50.4m in 2018/19
and £58.4m in 2019/20 (excluding funding from the Provider Sustainability Fund). The financial position in 2020/21
and 2021/22 was distorted due to financial support provided by the government during the COVID-19 pandemic.
However, the Trust was still considered to have a significant underlying deficit during these years that would require
addressing once the system returned to normal funding arrangements.

Since this point, the Trust has reported an annual deficit of £35.6m for 2023/24 and there is a further deficit planned
for 2024/25. Additionally, NHS England have identified quality, performance and patient safety intelligence that
suggest fundamental and significant issues relating to governance and leadership.

The Care Quality Commission carried out an unannounced inspection May 2023 to July 2023 of urgent and
emergency care at Royal Preston Hospital and Chorley and South Ribble Hospital, and medicine and surgery at
Royal Preston Hospital. A focussed inspection of maternity services was also undertaken as part of the CQC
national maternity inspection programme which looked at the safe and well led questions. CQC also inspected the
well led key question for the Trust overall, with the inspection report published on 24 November 2023.

The Licensee was rated as follows:

Overall trust quality rating: Requires Improvement

' Are services safe? .E&qulrﬁs. Impm:w;amen!
Are services effective? H&qui}as Imiprovement

Are services caring? [ Good =
Are services responsive? Requires Improvement

' Are services wel-led? Requires Improvement

The Trusts overall well led rating was downgraded from good to requires improvement at this inspection and was
found to have breached a number of the relevant regulations and the report sets out the action the Trust must take
to ensure compliance with the relevant legal requirements. The Trust has remained in Requires Improvement since
2014.




NHS England formally notified the Trust that it has reasonable grounds to suspect that it is in breach of the conditions
of its provider licence, and draft Replacement Enforcement Undertakings were issued to the Trust on 15t July 2024.

The Trust notified NHS England that it accepted the Replacement Enforcement Undertakings on 4th July 2024 and
the final Enforcement Undertakings were issued to the Trust on 9th July 2024. A copy of the undertakings can be
found at Appendix 1 and these supersede the undertakings agreed in December 2021.

NHS England is therefore now accepting revised financial undertakings and new quality undertakings to reflect the
current position. The financial undertakings in this document replace the previous undertakings, some of which are
no longer appropriate due to the passage of time and changes in the Licensee’s circumstances. The Trust has
prepared a response to the undertakings, which are to be presented to the System Improvement Board (SIB) for
approval on 30" July 2024. A copy is attached at Appendix 2.

The Single Improvement Plan (SIP) is the overarching improvement plan for LTH and contains, within each of the
programmes of work, improvement plans focused on the priorities of the organisation. This includes the financial
recovery plan, the CQC Quality Improvement plan and the Undertakings action plan.

There are a number of documents that require agreement with NHS England in line with the undertakings, these
will be presented to the System Improvement Board. These include the:

- Enforcement Undertakings Delivery plan

- LTH financial recovery plan

- Single Improvement plan

- Quality Improvement plan (Response to CQC must and should do’s)

The undertakings action plan will be monitored and reported to Board through the Single Improvement Plan and
provides a direct response to the specific NHS England undertakings.

It is recommended that Board of Directors:

i.  Note the Enforcement Undertakings.
ii.  Note the improvement plan submitted to the System Improvement Board (SIB) for approval.

Appendix 1 — Lancashire Teaching Hospitals NHS Foundation Trust: Final Replacement Enforcement Undertakings
Appendix 2 — Trust’s response to the Enforcement Undertakings

Trust Strategic Aims and Ambitions supported by this Paper:

Aims Ambitions

To provide outstanding and sustainable healthcare to our
local communities

X

Consistently Deliver Excellent Care

To offer a range of high quality specialised services to
patients in Lancashire and South Cumbria

X

Great Place To Work

X

To drive health innovation through world class education, Deliver Value for Money

:
teaching and research Fit For The Euture

X

Previous consideration

None




1. Background

1.1 The purpose of this paper is to provide the Board of Directors with details of the Replacement Enforcement
Undertakings issued to the Trust by NHS England, and the Trust’s response.

1.2 In June 2015, Monitor imposed additional licence conditions on the Trust following concerns over leadership
and governance evidenced, inter alia, by a forecast deficit of £46.8m for 2015/16.

1.3 In May 2018, NHS Improvement (acting as Monitor) accepted enforcement undertakings from the Trust
under section 106 of the Act following reported annual deficits of £25m in 2016/17 and £37.6m in 2017/18,
with a forecast deficit of £46.4m for 2018/19.

1.4 Revised enforcement undertakings were accepted in December 2021 following annual deficits of £50.4m in
2018/19 and £58.4m in 2019/20 (excluding funding from the Provider Sustainability Fund). The financial
position in 2020/21 and 2021/22 was distorted due to financial support provided by the government during
the COVID-19 pandemic. However, the Trust was still considered to have a significant underlying deficit
during these years that would require addressing once the system returned to normal funding arrangements.

1.5 Since this point, the Trust has reported an annual deficit of £35.6m for 2023/24 and there is a further deficit
planned for 2024/25. Additionally, NHS England have identified quality, performance and patient safety
intelligence that suggest fundamental and significant issues relating to governance and leadership.

1.6 The Care Quality Commission carried out an unannounced inspection May 2023 to July 2023 of urgent and
emergency care at Royal Preston Hospital and Chorley and South Ribble Hospital, and medicine and surgery
at Royal Preston Hospital. A focussed inspection of maternity services was also undertaken as part of the
CQC national maternity inspection programme which looked at the safe and well led questions. CQC also
inspected the well led key question for the Trust overall, with the inspection report published on 24 November
2023.

1.7 The Licensee was rated as follows:

Orverall trust quality rating: . Requires Improvameni
I Are services safe? : Requires Improvement [
. Mé.SérviEEEIEﬁEIﬁI'I.;‘E? " HE.qm.rQIE lhprﬁﬁﬁrﬁﬁﬂl =
Are services caring? Er,'ru-d -
' Are services responsie’? 1 Requires Improvement
' Are services well-led? Requires Improvament [E=]

2 The Trusts overall well led rating was downgraded from good to requires improvement at this inspection and
was found to have breached a number of the relevant regulations and the report sets out the action the Trust
must take to ensure compliance with the relevant legal requirements. The Trust has remained in Requires
Improvement since 2014.

L./}
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2. Discussion
2.1 Breach of Licence

2.1.1 NHS England formally notified the Trust on 1%t July 2024 that it has reasonable grounds to suspect that it is
in breach of the following conditions of its provider licence:

2023 Licence Summary of condition
NHS2(5)(a) to (d) | The Licensee shall establish and effectively implement systems and/or processes:
and (f) (a) to ensure compliance with the Licensee’s duty to operate efficiently,

economically and effectively;

(b) for timely and effective scrutiny and oversight by the Board of the Licensee’s
operations;

(c) to ensure compliance with health care standards binding on the Licensee
including but not restricted to standards specified by the Secretary of State, the
Care Quality Commission, NHS England and statutory regulators of health care
professions;

(d) for effective financial decision-making, management and control (including but
not restricted to appropriate systems and/or processes to ensure the Licensee’s
ability to continue as a going concern);

(f) to identify and manage (including but not restricted to manage through forward
plans) material risks to compliance with the Conditions of its Licence.
NHS2(6)(a) to (d) | The systems and/or processes referred to in paragraph 5 should include but not
and (f) be restricted to systems and/or processes to ensure:

(a) that there is sufficient capability at Board level to provide effective
organisational leadership on the quality of care provided;

(b) that the Board’s planning and decision-making processes take timely and
appropriate account of quality of care considerations;

(c) the collection of accurate, comprehensive, timely and up to date information
on quality of care;

(d) that the Board receives and takes into account accurate, comprehensive,
timely and up to date information on quality of care;

(f) that there is clear accountability for quality of care throughout the Licensee’s
organisation including but not restricted to systems and/or processes for
escalating and resolving quality issues including escalating them to the Board
where appropriate.

NHS2(7) Appropriate Board members and staff to ensure compliance with the licence
conditions.
CoS3 Standards of corporate governance and financial management.

2.2 Undertakings
2.2.1 Draft enforcement undertakings were received by the Trust on 15t July 2024. The Trust agreed to accept
the undertakings on 4™ July 2024, and the final enforcement undertakings were issued to the Trust on

9" July 2024.

2.2.2 A copy of the undertakings can be found at Appendix 1. These undertakings supersede any of the
undertakings agreed in December 2021 that remain in place.

2.2.3 The Trust has prepared a response to the undertakings, which are to be presented to the System
Improvement Board (SIB) for approval on 30" July 2024. A copy is attached at Appendix 2.

I ——————
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2.2.4 The undertakings action plan will be monitored and reported to Board through the Single Improvement
Plan and provides a direct response to the specific NHS England undertakings.

3. Financial implications
3.1 The trusts financial position has contributed to the requirement for enforcement action.
4 Legal implications

4.1 The Trust is in breach of its provider licence. Any further breaches or failure to respond to the enforcement
undertakings could result in further enforcement action.

5. Risks

5.1 The Trust is in breach of its provider licence, which presents a risk of further enforcement action.
6. Impact on stakeholders

6.1 The actions necessary to comply with the enforcement undertakings may impact stakeholders positively
should the areas for improvement be rectified.

6.2 The potential negative impact of any financial decisions is reviewed as part of the Trust’s EQuality Impact
Assessment (EQIA) process. All final decisions are taken by the Executive Team with oversight through
Safety and Quality Committee, a Committee of the Board.

7. Recommendations
7.1 It is recommended that Board of Directors:

I.  Note the Enforcement Undertakings.
II.  Note the improvement plan submitted to the System Improvement Board (SIB) for approval.
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Ref MG HH 2024-07-09
Silas Nicholls Dr Michael Gregory
Chief Executive Officer North West Region
Lancashire Teaching Hospitals - 4th Floor
NHS Foundation Trust (“the Licensee") 3 Piccadilly Place
Royal Preston Hospital ~ Manchester
Sharoe Green Lane _ M1 3BN
Fuiwood
Preston : gngland businessoffice-nwiinhs. nat
PR2 9HT

09 July 2024
By email
Dear Silas

Lancashire Teaching Hospitals NHS Foundation Trust: Final Replacement
Enforcement Undertakings .

Thank you for your letter of 4 July 2024 confirming acceptance of the amended Draft
Replacement Enforcement Undertakings.

| am pleased to enclose the final version of the Replacement Enforcement Undertakings
{Appendix A) for signing by the Trust within the next seven days.

We look forward to continue working with the Trust in its commitment te improve services
and cutcomes for patients in respect of quality and finance and will monitor improvements
made via the System Improvement Board.

Please do not hesitate to contact me or a member of my team, shouid you wish to discuss
the content of this letter or any related issues in more detail,

Yours sincerely

—

Q-._._A.,.__l

Dr Michael Gregory
Interim Regional Director {North West)
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Appendix A

REPLACEMENT ENFORCEMENT UNDERTAKINGS

LICENSEE:

Lancashire Teaching Hospitals NHS Foundation Trust {"the Licensee”)
Royal Preston Hospital

Sharoe Green Lane

Fulwood

Preston

PR2 9HT

DECISION

NHS England, on the basis of the grounds set cut below, and having regard to its Enforcement
Guidance, has decided to accept from the Licensee the enforcement undertakings specified
below pursuant to its powers under section 106 of the Health and Social Care Act 2012 {"the
Act™).

BACKGROUND

In June 2015, Monitor imposed additional licence conditions on the Licensee following
concerns over leadership and governance evidenced, inter alia, by a forecast deficit of £46.8m
for 2016/16.

In May 2018, NHS Improvement (acting as Monitor) accepted enforcement undertakings from
the Licensee under section 108 of the Act following reported annual deficits of £25m in
2016/17 and £37.6m in 2017/18, with a forecast deficit of £46.4m for 2018/19.

Revised enforcement undertakings were accepted in December 2021 following annual deficits
of £50.4m in 2018/19 and £58.4m in 2019/20 (excluding funding from the Provider
Sustainability Fund). The financial position in 2020/21 and 2021/22 was distorted due to
financial support provided by the government during the COVID-18 pandemic. However, the
Licensee was still considered to have a significant underlying deficit during these years that
would require addressing once the system returned to normal funding arrangements.

Since this point, the Licensee has reported an annual deficit of £35.6m for 2023/24 and has a
planned deficit of £21.9m for 2024/25, which excludes the non-recurrent allocations.
Additionally, there is evidence through triangulation by NHSE of quality, performance and
patient safety intelligence that suggest fundamental and significant issues relating to
governance and leadership.

The Care Quality Commission carried sut an unannounced inspection May 2023 to July 2023
of urgent and emergency care at Royal Preston Hospital and Chorley and South Ribble
Hospital, and medicine and surgery at Royal Preston Hospital. A focussed inspection of
maternity services was also undertaken as part of the CQC national maternity inspection
programme which locked at the safe and well led questions. CQC also inspected the well led
key question for the Trust overall, with the inspection report published on 24 November 2023,
The Licensee was rated as follows:
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| Overall trust quality rating: Re_c_qgt_resi‘lpfovement | !
[_Are services safe? Requires Improvement L
i Are services effective? | Requires Improvement ,
|r Are services caring? Good
! Are services responsive? . Eequires Improvement
I Are services well-led? Requires Improvement

The Licensee was found to have breached a number of the relevant regulations and the report
sets out the action the Licensee must take to ensure compliance with the relevant legal
requirements. The Licensee has remained in Requires Improvement since 2014.

NHS England is therefore now accepting revised financial undertakings and new quality
undertakings to reflect the curmrent position. The financial undertakings in this document
replace the previous undertakings, some of which are no lenger appropriate due to the
passage of time and changes in the Licensee’s circumstances,

GROUNDS

1. Licence

1.1 The.Licensee is the holder of a licence granted under section 87 of the Act.

2. Breaches

2.1 NHS England has reasonable grounds to suspect that the Licensee has provided and is
providing health care services for the purposes of the NHS in breach of the following conditions

of its licence:

| 2023 Licence
NHS82(5){a) to
{d) and {f}

‘Summary of condition

The Licensee shall establish and effectively implement systems and/for
processes:

(a) to ensure compliance with the Licensee's duty to operate efficiently,
economically and effectively;

{b) for timely and effective scrutiny and oversight by the Board of the
Licensee’s operations;

{c) to ensure compliance with health care standards binding on the
Licensee including but not restricted to standards specified by the
Secretary of State, the Care Quality Commission, NHS England and
statutory regulators of heaith care professions;

(d) for effective financial decision-making, management and control
{including but not restricted to appropriate systems and/or processes to
ensure the Licensee’s ability to continue as a going concern);

{{f} to identify and manage (including but not restricted to manage
through forward plans) material risks to compliance with the Conditions of |
its Licence.

"NHS2(6)(a) to
(d) and (f)

The systems and/or processes referred to in paragraph 5 should include
but not be restricted to systermns and/or processes fo ensure:

(a) that there is sufficient capability at Board level to provide effective
organisational leadership on the quality of care provided,

(b} that the Board’s planning and decision-making processes take timely
and appropriate account of quality of care considerations;
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(c) the collection of accurate, comprehensive, timely and up to date
information on quality of care;

{d) that the Beard receives and {akes into account accurate,
comprehensive, timely and up to date information on quality of care; |
({f) that there is clear accountability for quality of care throughout the I
Licansee's organisalion including but nol restricled to systems andfor
processes for escalaling and resolving quality issues including escalating |
them to the Board where appropriate.

I

NHS2(7) Appropriate Board members and staff to ensure compliance with the '

licence conditions. |

[ CoS3 | Standards of corporate governance and financial management, ]
3. Finance

3.1 In particular, the Licensee:
3.1.1 has reported an annual deficit of £ (35.6) m for 2023/24.
3.1.2 set a deficit plan for 2024/25 of £ (22) m,
3.1.3 has a significant underlying deficit of concern.

3.2 The matters set out above demonstrate a failure of financial governance arrangements
and financial management by the Licensee, including, in particular:

3.2.1 a failure by the Licensee to adopt and apply systems and standards of
corporate governance and of financial management which reasonably would be
regarded as:

(a) suitable for a provider of the Commissioner Requested Services provided
by the Licensee, and

(b} providing reasonable safeguards against the risk of the Licensee being
unable to carry on as a going concern.

3.2.2 afailure to establish and effectively implement systems and/or processes:

(a) to ensure compliance with the Licensee’s duly to operate efficiently,
economically, and effectively; and

{b} for effective financial decision-making, management, and contre! (including
but not restricted to appropriate systems and/or processes {o ensure the
Licensee’s ability to continue as a going concern)

4, Quality
4.1 The Licensee:

4.1.1 Has been subject to a series of quality concemns relating to patient safety, the
environment, medical staffing levels and competency of staff as reflected at the CQC
Inspection .
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4.1.2 Was inspected by CQC bstween May to July 2023. The inspection included
urgent and emergency care at Royal Preston Hospital and Chorley and South Ribble
Hospital, and medicine and surgery at Royal Preston Hospital. A focussed inspection
of maternity services was also undertaken as part of the CQC national maternity
inspection programme which [ooked at the safe and well led questions. The Licensee
was inspected overall in relation to the well led question. The Licensee was rated
overall as Requires Improvement, with Safe, Effective, Responsive and Well led as
Requires Improvement and Caring as Good. The findings from this inspection
demonstrated a significant number of breaches of the relevant regulations.

4.2 The matters above and those specifically set out below, arising from the CQC inspection,
demonstrate a failure to establish and implement effectiveé governance arrangements
including, in particular, a failure to establish and effectively implement systems and/or
processes {o: .

(a} ensure compliance with the Licensee’s duty to operate efficiently, economically
and effectively; :

(b} ensure compliance with health care standards binding on the Licensee
including but not restricted to standards specified by the Care Quality
Commission;

{c) ensure that there is sufficient capability at Board level to provide effective
organisational leadership on the quality of care provided;

{d) ensure that the Board’s planning and decision-making processes take limely
and appropriate account of quality of care considerations;

{e} ensure that the Board receives and takes intc account accurate,
comprehensive, timely and up to date informaticn on quality of care.

4.3 The specific matters referred {o above are:

(a) a failure by the Licensee to ensure that patient identifiable information is not
visible to visitors to the Urgent and Emergency Care Unit.

(b} a failure by the Licensee to ensure that risk assessments are fully completed
for patients attending the Urgent and Emergency Care Unit with mental health
needs and mitigating actions to limit identified risks are implemented.

(¢} a failure by the Licensee to ensure patients receive antimicrobials in line with
the national guidelines.

{d) a failure by the Licensee to improve compliance for resuscitation training for
medical and nursing staff and compliance for sepsis training for medical staff.

(e} a failure by the Licensee to continue to take actions to improve referral to
treatment waiting time performance in line with national standards.

(f) a failure by the Licensee to take actions to improve the number of patients
receiving clinical assessment and daily review by a senior decision maker
within target timescalss,

{g) a failure by the Licensee to ensure that checks of consumables are completed
including integrity of packaging and within expiry dates.
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(b} a failure by the Licensee to ensure patients with a rental health concern are
cared for in a room that is free from objects that could be used to self - harm.,

() a failure by the Licensee to ensure equipment is secure, suitable for the
purpose for which it is being used and properly maintained. This includes but
is not limited to emergency equiprment and firefighting equipment.

() a failure by the Licensee to ensure that staff complete patient records
accurately and in a timely manner,

(k) a failure by the Licensee to ensure that patient records are kept secure.

{1} a failure by the Licensee to ensure they have enough medical staff to keep
patients safe.

{m)a failure by the Licensee to ensure staff receive appropriate training as is
necessary to enable them to carry out the duties they are employed to perform.
This includes but is not limited to life support and peool evacuation training,
resuscitation and sepsis {raining.

(n} a failure by the Licensee to ensure staff complete mandatory training in
accordance with the relevant schedule and receive sufficient training,
supervision and appraisal to perform their duties competently.

5. General
5.1 In addition, the matters cutlined above demonstrate:

5.1.1 a failure to ensure the existence and effective operation of systems to ensure
that the Licensee has in place personnel on the Board, reporting to the Board and
within the rest of the Licensee’s organisation who are sufficient in number and
appropriately qualified to ensure compliance with the licence conditions.

5.1.2 a failure to establish and effectively implement systems and/or processes for timely
and effective scrutiny and oversight by the Board of the Licensee’s operations.

5.1.3 a failure to establish and effectively implement systems and/or processes o identify
and manage (including but not restricted to manage through forward plans) material
risks to compliance with the conditions of its Licence, including but not limited to
systems and/or processes for escalating and resolving quality issues.

6. Need for Action
6.1 NHS England believes that the action, which the Licensee has undertaker to take pursuant
to these undertakings, is action to secure that the breaches in question do not continue or

recur.

7. Appropriateness of Undedakings

7.1 In considering the appropriateness of accepting in this case the undertakings set out
below, NHS England has taken into account the matters set out in its Enforcement Guidance.
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UNDERTAKINGS

NHS England has agreed to accept, and the Licensee has agreed to give the following
undertakings, pursuant to section 106 of the Act. These undertakings supersede any of the
undertakings agreed in December 2021 that remain in place.

1. Financial Planning

1.1 The Licensee wiil deliver the Licensee's 2024/25 Financial Plan unless otherwise
agreed.

1.2 The Plan should be consistent with the medium-term system plan currently in
production, which sets out a trajectory for the Integrated Care System to achleve
underlying financial balance by 2026/27.

1.3 The Licensee will keep the Financial Plans and their delivery under review. Where
matters are identified which materially affect the Licensee's ability tc meet the
requirements of paragraph (1.1), whether identified by the Licensee or ancther party,
the Licensee will notify NHS England as soon as practicable and update and resubmit
the Financial Plan within a timeframe to be agreed with NHS England.

2. Distressed Funding

2.1  Where interim support financing or planned term support financing is provided by the
Secretary of State for Health and Social Care to the Licensee pursuant to section 40 of
the NHS Act 2006, the Licensee Wi[l comply with any terms and conditions which attach
{o {he financing.

2.2 The Licensee will comply with any reporting requests made by NHS England in relation
to any financing provided or to be provided to the Licensee by the Secretary of State for
Health and Social Care pursuant to section 40 of the NHS Act 2006.

3. Quality of Care

3.1 The Licensee will take all reasonable steps to address and rectify the breaches identified
in the CQC report dated 24 November 2023 within such timescales to be agreed with
NHS England. The Licensee will agree any amendments to the Quality [mprovement
Plan with NHS England and the ICB.

3.2 The Licensee will develop and submit to Lancashire and South Cumbria ICB and NHS
England, a Quality Improvement Plan detailing actions which it will take to ensure
compliance with paragraph 3.1 above, including key milestones and timelines, for
approval by NHS England and the 1CB.

3.3 Specifically, and in line with the actions set out as required in the CQC report, the
Licensee will ensure the Quality Improvement Plan includes actions that will ensure
robust governance processes in relation to timely identification and management of risk
including processes for shared learning.

3.4 The Licensee will, as part of the Quality Improvement Plan, set out a workforce strategy
to ensure sufficient numbers of suitably qualified, competent and experienced staff are
available to enable them 1o meet all regulatery requirements.
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3.5 The Licensee will ensure. that its oversight and assurance processes in relation to the
delivery of the actions in the Quality Improvement Plan are robust. The Licensee will
demcnstrate progress against the Plan in line with the agreed timelines through the
Licensee's internal governance arrangements and enabling external oversight by the
ICB and NHS England. Progress against the Quality Improvement Plan will be
presented monthly to the System Improvement Board (S1B} until otherwise agreed with
NHS England and the 1CB. )

3.6 The Licensee will keep the Quality Improvement Plan and its delivery under review.
Where matters are identified which materially affect the Licensee's ability to meet the
requirements of paragraph 3.1, whether identified by the Licensee or another party, the
Licensee will notify the ICB and NHS England as soon as practicable and update and
resubmit the amended Quality Improvement Plan for NHS England and ICB approval
within the timeframe agreed with NHS England and the [CB.

3.7 The Licensee will ensure that the Plan is updated as necessary, with the agreement of
NHS England and the ICB, to include any quality related recommendations from external
independent investigations.

3.8 The Licensee will take all reasonable steps to deliver the Quality Improvement Plan, in
accordance with the timeframes set out in the Plan, unless otherwise agreed with NHS
England.

The Licensee will work in partnership with the Provider Collaborative and ]CB to support the
timely delivery of the System Clinical Strategy.

4. Reporting

4.1 The Licensee will provide regular reporis to NHS England on its progress in  meeting
the undertakings set out above.

4.2 The Licensee will attend SIB meetings, or, if NHS England stipulates, conference calls,
at such times, and with such attendees, as may be required by NHS England, to discuss
its progress in meeting the undertakings. The SIB meetings will take place once a month
unless NHS England otherwise stipulates, at a time and place to be specified by NHS
England and with attendees specified by NHS England.

4.3 Upon request, the Licensee will provide NHS England with the evidence, reports or other
information relied on by its Board in relation to assessing its progress in delivering these
undertakings.

4.4 The Licensee will comply with any additional reporting or information requests made by
NHS England.

The undertakings set cut above are without prejudice to the requirement on the Licensee to
ensure that it is compliant with all the conditions of its licence, including any additional licence
condition imposed under the Act and those conditions relating to:

« compliance with the health care standards binding on the Licensee; and
« compliance with all requirements concerning quality of care.
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Any failure to comply with the above undertakings will render the Licensee liable to further
formal action by NHS England. This could inciude the imposition of discretionary requirements
under section 105 of the Act in respect of the breach in respect of which the undertakings were
given and/or revocation of the licence pursuant to section 89 of the Act.

Where NHS England is satisfied that the Licensee has given inaccurate, misleading or
incomplete information in relation to the undertakings: (i) NHS England may treat the Licensee
as having failed to comply with the undertakings; and (i) if NHS England decides so to treat
the Licensee, NHS England must by notice revoke any compliance certificate given to the
Licensee in respect of compliance with the relevani undartakings.

LICENSEE

Signed (Chair or Chief Executive of Licensee)}
Dated:
NHS ENGLAND

Signed (North West Regional Director)
Dated:



NHS England Enforcement Undertakings
Ref Workstream

1 Financial Planning

Assigned to

Status

Evidence

Narrative Update

Milestone target
end date

Q1 24/25
May

Jun Jul

Q2 24/25
Aug

Sep

Q3 24/25

Nov

Jan

Q4 24/25
Feb

Mar

i M N Appoint a Turnaround Director. Silas Nicholls Complete JRin post. 31.5.24
Develop a financial recovery plan (FRP) for 2024/25 that is approved by ICB/NHS England System Jitka Roberts In Progress/ On track Financial recovery Plan 30.06.24
Improvement Board.

i) Achieve approval of FRP through ICB/NHS England Jitka Roberts In Progress/ On track 31.07.24

(WY Deliver the Financial Recovery Plan Jitka Roberts In Progress/ On track 31.03.25

{1 Monitor delivery of FRP, utilising the performance and accountability framework.
1.1.6 Deliver the Trust Financial Plan
i W4 Deliver Month 3 2024/25 plan

Jonathan Wood

Jonathan Wood

In Progress/ On track

Complete

Financial Plan Month 3

31.03.25

30.06.24

1
1
1
1
1
1
1
1
1
1

211

3.1.8

(] Deliver Month 4 2024/25 plan Jonathan Wood In Progress/ On track _ [Financial Plan Month 4 31.07.24
il Deliver Month 5 2024/25 plan Jonathan Wood Not Started Financial Plan Month 5 31.08.24
%M [0) Deliver Month 6 2024/25 plan Jonathan Wood Not Started Financial Plan Month 6 30.09.24
MKl Deliver Month 7 2024/25 plan Jonathan Wood Not Started Financial Plan Month 7 31.10.24 1
M Deliver Month 8 2024/25 plan Jonathan Wood Not Started Financial Plan Month 8 30.11.24 i
B K] Deliver Month 9 2024/25 plan Jonathan Wood Not Started Financial Plan Month 9 31.12.24 !
BN EY Deliver Month 10 2024/25 plan Jonathan Wood Not Started Financial Plan Month 10 31.01.25 !
MW 5] Deliver Month 11 2024/25 plan Jonathan Wood Not Started Financial Plan Month 11 28.02.25 1
B[ Deliver Month 12 2024/25 plan Jonathan Wood Not Started Financial Plan Month 12 31.03.25 i
.1.17 Deliver Financial Recovery Plan :
M) Deliver Month 3 2024/25 Financial Recovery Plan Jitka Roberts Complete Financial recovery Plan 30.06.24 !
M) Deliver Month 4 2024/25 FRP plan Jitka Roberts In Progress/ On track 31.07.24
i WA] Deliver Month 5 2024/25 FRP plan Jitka Roberts Not Started 31.08.24 1
WAl Deliver Month 6 2024/25 FRP plan Jitka Roberts Not Started 30.09.24 :
{7 Deliver Month 7 2024/25 FRP plan Jitka Roberts Not Started 31.10.24 !
i Wx] Deliver Month 8 2024/25 FRP plan Jitka Roberts Not Started 30.11.24 !
(24 Deliver Month 9 2024/25 FRP plan Jitka Roberts Not Started 31.12.24 1
W45 Deliver Month 10 2024/25 FRP plan Jitka Roberts Not Started 31.01.25 i
U WL5) Deliver Month 11 2024/25 FRP plan Jitka Roberts Not Started 28.02.25 !
(W Wrd Deliver Month 12 2024/25 FRP plan Jitka Roberts Not Started 31.03.25 !
The Plan should be consistent with the medium term system plan currently in production, which !
iVl sets out a trajectory for the Intergrated Care System to achive underlying financial balance by Jonathan Wood In Progress/ On track 31.3.26 1
2026/27. .
The Licensee will keep the financial plans and their delivery dates under review. Where matters are \
idenitfied which materially affect the licensees ability to meet the requirements of paragraph (1.1), '
i) whether idenitfied by the licencee or another party, the Licensee will notify NHS England as soon as| Jonathan Wood In Progress/ On track 31.3.25 1
practicable and update and resubmit the Financial Plan within a timeframe to be agreed with NHS |
England. !
2 Distressed Funding
Where interim support financing or planned term support financing is provided by the Secretary of i
v || State for Health and Social Care to the Licensee pursuant to section 40 of the NHS Act 2006, the :
Licensee will comply with any terms and conditions which attach to the financing. .
Prepare a f:ash flow statement linked to 24/25 Plan showing the need for financial support on month by Jonathan Wood In Progress/ On track 31.03.25 !
month basis |
The Licensee will comply with any reporting requests made by NHS England in relation to any '
4] financing provided or to be provided to the Licensee by the Secretary of State for Health and Social .
Care pursuant to section 40 of the NHS Act 2006. !
v Reports provided as requested. Jonathan Wood In Progress/ On track 31.03.25 1
3 Quality of Care
The Licensee will take all reasonable steps to address and rectify the breaches identified in the CQC :
report dated 24 November 2023 within such timescales to be agreed with NHS England. The .
B Licensee will agree any amendments to the Quality Improvement Plan with NHS England and the :
ICB. i
n T
KRNI Create a Quality Improvement Plan in response to the CQC must and should do’s. Sarah Cullen Complete Quality Improvement Plan Completed and approved Board. D:;;E\?:(;d X
1
W W)l Provide Q1 progress update on delivery of Must and should do’s. Sarah Cullen Complete 30.06.24 - !
KR I&) Provide Q2 progress update on delivery of Must and should do’s. Sarah Cullen Not Started 30.09.24 I -
MW Provide Q3 progress update on delivery of Must and should do’s. Sarah Cullen Not Started 31.12.24 :
KR W) Provide Q4 progress update on delivery of Must and should do’s. Sarah Cullen Not Started 31.03.25 \ -
WG| Agree timescales for delivery of Single Improvement Plan with NHS England. Silas Nicholls Complete Presented to SIB June 2024 30.06.24 !
EMWA Agree timescales for delivery of Quality Improvement Plan with NHS England. Silas Nicholls In Progress/ On track To be presented at SIB — July 2024. 31.07.24
Demonstrate ward to board quality assurance mechanisms are in place to monitor ongoing must and STAR quality Assurance .
QB houlds (where applicable) ;nd m);intan quality standards. P going Sarah Cullen In Progress/ On track annual report. Item for future deep dive. 31.07.24
KRNl Demonstrate robust Equality Quality Impact Assesment processes and policy are in place. Sarah Cullen Complete Eg:ﬁ ggg(r:t);rly report 30.6.24
The Licensee will develop and submit to Lancashire and South Cumbria ICB and NHS England, a :
k¥J Quality Improvement Plan detailing actions which it will take to ensure compliance with paragraph .
3.1 above, including key milestones and timelines, for approval by NHS England and the ICB. :
£ Submit CQC Quality Improvement Plan to NHS England and the ICB for approval. Silas Nicholls In Progress/ On track To be presented at SIB — July 2024. 31.07.24 -

Specifically, and in line with the actions set out as required in the CQC report, the Licensee will
ensure the Quality Improvement Plan includes actions that will ensure robust governance
processes in relation to timely identification and management of risk including processes for
shared learning.




Evidence

Milestone target

34.4

3.5.1

3.5.7

Ref Workstream Assigned to Status Narrative Update end date Apr May Jun Jul Aug Sep Oct Nov Dec NED] Feb Mar
Risk Management Complete. Risk Management :
EXNN Develop new risk management strategy. Sarah Cullen Complete Strategy Strategy approved at the Board of 01.02.24 !
Directors meeting 01.02.24. |
LR Implement new Risk Management Group to be chaired by the Chief Executive. Sarah Cullen Complete TOR Risk Management Complete. Risk Management Group 31.03.24 '
group started March 2024. |
PSIRF implementation !
. . . plan Complete. PSIRF fully implemented !
EREA Implement PSIRF including revised governance structures. Sarah Cullen Complete PSIRF governance MarcE 2024 Y imp 31.03.24 !
structure '
The Licensee will, as part of the Quality Improvement Plan, set out a workforce strategy to ensure .
<X sufficient numbers of suitably qualified, competent and experienced staff are available to enable :
them to meet all regulatory requirements. 1
1. To attract, recruit and H
resource. X
2. To engage retain, !
reward and recognise. |
3. To create apositive X
organisational culture. !
LR 0 Provide progress reports against the 6 strategic priorities within the People Plan. Neil Pease In Progress/ On track  [4. To be well led. 31.3.25 '
5. To support the Health '
and well being of !
colleagues. ]
6. To be consciously |
inclusive in what we do. !
LAl Submission of the 2024/25 workforce plan. Neil Pease Complete 31.4.24 1
Annual Adult safe Staffing i
report. Bi- annual safe staffing processes in !
Annual Maternity Safe place with annual safe staffing report |
Staffing report. approved Board in April 2024. .
AHP Safe staffing report. |Birthrate plus phase 1 staffing !
EX:%) Demonstrate compliance with Nurse, Midwifery and AHP Workforce safeguards. Sarah Cullen Complete investment approved by Board April 30.04.24 |
2024. !
AHP workforce strategy in place and i
biannual review presented to Board 1
in February 2024. H
1
ngonstrate compliance with Nurse, Mid.wif(.ery and AHP Workforce safeguards through submission of Sarah Cullen Complete NHS England Nursing and Midwifery 31.07.24
evidence to NHS England nursing and midwifery review. .
workforce review undertaken 5.7.24.
The Licensee will ensure that its oversight and assurance processes in relation to the delivery of
the actions in the Quality Improvement Plan are robust. The Licensee will demonstrate progress
against the Plan in line with the agreed timelines through the Licensee’s internal governance
arrangements and enabling external oversight by the ICB and NHS England. Progress against the
Quality Improvement Plan will be presented monthly to the System Improvement Board (SIB) until
otherwise agreed with NHS England and the ICB.
IPR An update on progress is included
High level monthly update on progress against the CQC QIP to be included in the Safety & Qualit the Safety & Quality Dashboard on a
" De?shboard, preseynted at Safety agnd Qua?lity Committee. Y Y Sarah Cullen EeTEEE monthly gasis at Se)llfety and Quality 310325
Committee
Quality Improvement Plan |Quarterly update paper to Safety and
KXWA Detailed quarterly CQC QIP update to Safety and Quality Committee. Q1 Sarah Cullen Complete update report 28.6.24 Quality Committee added to the 30.06.24
cycle of business.
Quarterly update paper to Safety and
KRR Detailed quarterly CQC QIP update to Safety and Quality Committee. Q2 Sarah Cullen In Progress/ On track Quality Committee added to the 30.09.24
cycle of business.
Quarterly update paper to Safety and
KRR Detailed quarterly CQC QIP update to Safety and Quality Committee. Q3 Sarah Cullen In Progress/ On track Quality Committee added to the 31.12.24
cycle of business.
Quarterly update paper to Safety and
KEESN Detailed quarterly CQC QIP update to Safety and Quality Committee. Q4 Sarah Cullen In Progress/ On track Quality Committee added to the 31.03.25
cycle of business.
SIP report Board June Program and board arrangements in
2024 place.
EXHGN Single Improvement Plan governance arrangements to be finalised. Silas Nicholls Complete Efn{)ifric;%rammes each have 30.06.24
Executive leadership in place.
SIP Board chaired by CEO. !
1
LR Single Improvement Plan update provided to System Improvement Board Month 2 Ailsa Brotherton Complete SIP presented Month 2. 31.05.24 _ '
N . 1
£XRell Single Improvement Plan update provided to System Improvement Board Month 3 Ailsa Brotherton Complete \I:/z::fzigemeetmg on finance and 30.06.24 .
LRl Single Improvement Plan update provided to System Improvement Board Month 4 Ailsa Brotherton In Progress/ On track SIP presented Month 4 31.07.24
EENNN Single Improvement Plan update provided to System Improvement Board Month 5 Ailsa Brotherton Not Started SIP presented Month 5 31.08.24 1
LXMWVl Single Improvement Plan update provided to System Improvement Board Month 6 Ailsa Brotherton Not Started SIP presented Month 6 30.09.24 !
LN ) Single Improvement Plan update provided to System Improvement Board Month 7 Ailsa Brotherton Not Started SIP presented Month 7 31.10.24 !
LN E Single Improvement Plan update provided to System Improvement Board Month 8 Ailsa Brotherton Not Started SIP presented Month 8 30.11.24 !
LR ) Single Improvement Plan update provided to System Improvement Board Month 9 Ailsa Brotherton Not Started SIP presented Month 9 31.12.24 1
EXN G Single Improvement Plan update provided to System Improvement Board Month 10 Ailsa Brotherton Not Started SIP presented Month 10 31.01.25 :




Evidence

Milestone target

3.6.1

3.8

3.9.1

3.9.11

Ref Workstream Assigned to Status Narrative Update end date Apr May Dec
KXW Single Improvement Plan update provided to System Improvement Board Month 11 Ailsa Brotherton Not Started SIP presented Month 11 28.02.25 :
XN Single Improvement Plan update provided to System Improvement Board Month 12 Ailsa Brotherton Not Started SIP presented Month 12 31.03.25 !
The Licensee will keep the Quality Improvement Plan and its delivery under review. Where matters i
are identified which materially affect the Licensee’s ability to meet the requirements of paragraph 1
£X:13.1, whether identified by the Licensee or another party, the Licensee will notify the ICB and NHS |
England as soon as practicable and update and resubmit the amended Quality Improvement Plan .
for NHS England and ICB approval within the timeframe agreed with NHS England and the ICB. :
6. Notify NHS England and the ICB of any matt_ers which may materially affect the Trust's ability to deliver the Silas Nicholls In Progress/ On track I((‘,:YBPf;%ubnadct:'ble review ELC;?:]ZS;:(;I &Zngl\tzﬁg::gﬁ?::ds 31.03.25 E
CQC Quality Improvement Plan and/or the Single Improvement Plan. as required. '
The Licensee will ensure that the Plan is updated as necessary, with the agreement of NHS England |
¥4 and the ICB, to include any quality related recommendations from external independent 1
investigations. \
a) Regulation 28 action a) Regulation 28 response '
plan progressing in line with plan. 1
b) CYP Roundtable b) CYP roundtable event held on \
) ) ) Feedback 3.7.24. Awaiting formal feedback '
The Trust \{VI|| update the CQC Quality Improvement F’Ian and/or the Slngle !mprovement Plan as Silas Nicholls In Progress/ On track |¢) NHS Resolution from ICB. 31.03.25 I
necessary in response to recommendations/external independent investigations. Maternity response. ¢) NHS Resolution feedback session .
held, summary received, response to :
this in preperation. :
i
The Licensee will take all reasonable steps to deliver the Quality Improvement Plan, in accordance :
with the timeframes set out in the Plan, unless otherwise agreed with NHS England. :
QIP Report 28.6.24. Progress will be monitored and NHS :
Delivery of the CQC Quality Improvement Plan will be led by the Chief Nursing Officer in conjunction with England and the ICB will be notified ,
XN lead Executive Directors for each area. The Quality Improvement Plan has Executive Leads in for each Sarah Cullen Complete of any potential deviations / 30.06.24 '
must and should do. alterations to the plan, as required 1
each quarter. .
Progress will be monitored and NHS |
Delivery of the CQC Quality Improvement Plan will be led by the Chief Nursing Officer in conjunction with England and the ICB will be notified ,
KRl lead Executive Directors for each area. The Quality Improvement Plan has Executive Leads in for each Sarah Cullen In Progress/ On track of any potential deviations / 30.09.24 !
must and should do. alterations to the plan, as required 1
each quarter. '
Progress will be monitored and NHS ,
Delivery of the CQC Quality Improvement Plan will be led by the Chief Nursing Officer in conjunction with England and the ICB will be notified !
£ lead Executive Directors for each area. The Quality Improvement Plan has Executive Leads in for each Sarah Cullen In Progress/ On track of any potential deviations / 31.12.24 1
must and should do. alterations to the plan, as required :
each quarter. .
Progress will be monitored and NHS '
Delivery of the CQC Quality Improvement Plan will be led by the Chief Nursing Officer in conjunction with England and the ICB will be notified !
KR lead Executive Directors for each area. The Quality Improvement Plan has Executive Leads in for each Sarah Cullen In Progress/ On track of any potential deviations / 31.03.25 1
must and should do. alterations to the plan, as required '
each quarter. !
The Licensee will work in partnership with the Provider Collaborative and ICB to support the timely .
3 delivery of the System Clinical Strategy. :
9 Continue to wgr!( in collaboration with the Provider Collaborative and Integrated Care Board (ICB) to deliver Gerry Skailes Complete 30.04.24 :
the System Clinical Strategy. .
ERWAl Participate in the Strasys planning event, contributing towards the development of a blueprint for the future. Gerry Skailes Complete 30.06.24 i
R I) Collaborate on the fragile services workstream leading to progress. Update Q1 Gerry Skailes In Progress/ On track 30.06.24 i
R Collaborate on the fragile services workstream leading to progress. Update Q2 Gerry Skailes Not Started 30.09.24 !
RN Collaborate on the fragile services workstream leading to progress. Update Q3 Gerry Skailes Not Started 31.12.24 ! -
ERN4)l Collaborate on the fragile services workstream leading to progress. Update Q4 Gerry Skailes Not Started 31.03.25 !
X W4 Develop Lancashire place UEC plan Emma Ince Complete UEC Place plan 31.07.24
<R°R) Deliver Urgent and Emergency Care plan, evidenced through Single Improvement Plan updates. Emma Ince In Progress/ On track Reporting to UECDB 31.07.24
<R°K)l Deliver Urgent and Emergency Care plan, evidenced through Single Improvement Plan updates. Emma Ince In Progress/ On track Reporting to UECDB 31.10.24
RN Deliver Urgent and Emergency Care plan, evidenced through Single Improvement Plan updates. Emma Ince In Progress/ On track Reporting to UECDB 31.01.25 —_
Community Services . .
update presentation. July Executlve_to_Executlvg held 24.6.24
Develo'p aplan to' progress intergration of physical health community services with Lancashire and South Sarah Cullen In Progress/ On track 2024 gg?:grﬁ;?ﬂ::i;:nn?olgtriré;rfst:d 30.06.24
Cumbria Foundation Trust. X . .
physical health community services
transformation.
KRNV Develop detailed community physical health services plan . Sarah Cullen In Progress/ On track 31.05.24
KRN ) Provide quarterly updates on progress of the community physical health plan. Q2 Sarah Cullen Not Started 30.09.24
LR Provide quarterly updates on progress of the community physical health plan. Q3 Sarah Cullen Not Started 31.12.24
KRN )| Provide quarterly updates on progress of the community physical health plan. Q4 Sarah Cullen Not Started 31.03.25
RG]l Partcipate in the commissioned PSC system analysis Emma Ince Complete 30.06.24

4 Reporting
The Licensee will provide regular reports to NHS England on its progress in meeting the
undertakings set out above.

411 Trust to provide reports / updates on progress against this plan to NHS England through the System
I Improvement Board.

Silas Nicholls

In Progress/ On track

Enforcement Undertakings
delivery plan

31.05.24

UMY Provide update on progress against the Trusts response to the undertakings. Month 4

Sarah Cullen

In Progress/ On track

Enforcement undertakings
action plan

31.07.24




Workstream

MWl Provide update on progress against the Trusts response to the undertakings. Month 5

Assigned to
Sarah Cullen

Status
Not Started

Evidence

Narrative Update

Milestone target

end date
31.08.24

Apr

1
M) Provide update on progress against the Trusts response to the undertakings. Month 6 Sarah Cullen Not Started 30.09.24 !
MM Provide update on progress against the Trusts response to the undertakings. Month 7 Sarah Cullen Not Started 31.10.24 !
WA Provide update on progress against the Trusts response to the undertakings. Month 8 Sarah Cullen Not Started 30.11.24
W) Provide update on progress against the Trusts response to the undertakings. Month 9 Sarah Cullen Not Started 31.12.24
MMl Provide update on progress against the Trusts response to the undertakings. Month 10 Sarah Cullen Not Started 31.01.25
W0 Provide update on progress against the Trusts response to the undertakings. Month 11 Sarah Cullen Not Started 28.02.25
CMMNN Provide update on progress against the Trusts response to the undertakings. Month 12 Sarah Cullen Not Started 31.03.25
The Licensee will attend SIB meetings, or, if NHS England stipulates, conference calls, at such
times, and with such attendees, as may be required by NHS England, to discuss its progress in
C¥)meeting the undertakings. The SIB meetings will take place once a month unless NHS England
otherwise stipulates, at a time and place to be specified by NHS England and with attendees
specified by NHS England.
CWNN Trust to attend System Improvement Board (SIB) Month 1 Silas Nicholls Complete 30.04.24
WA Trust to attend System Improvement Board (SIB) Month 2 Silas Nicholls Complete 31.05.24
CWAC) Trust to attend System Improvement Board (SIB) Month 3 Silas Nicholls Complete 30.06.24
W Trust to attend System Improvement Board (SIB) Month 4 Silas Nicholls In Progress/ On track 31.07.24
ZWH) Trust to attend System Improvement Board (SIB) Month 5 Silas Nicholls Not Started 31.08.24
WA Trust to attend System Improvement Board (SIB) Month 6 Silas Nicholls Not Started 30.09.24
CWNA Trust to attend System Improvement Board (SIB) Month 7 Silas Nicholls Not Started 31.10.24
ZWR:) Trust to attend System Improvement Board (SIB) Month 8 Silas Nicholls Not Started 30.11.24
CWARC) Trust to attend System Improvement Board (SIB) Month 9 Silas Nicholls Not Started 31.12.24
W0 Trust to attend System Improvement Board (SIB) Month 10 Silas Nicholls Not Started 31.01.25
CWRNN Trust to attend System Improvement Board (SIB) Month 11 Silas Nicholls Not Started 28.02.25
W VA Trust to attend System Improvement Board (SIB) Month 12 Silas Nicholls Not Started 31.03.25
Upon request, the Licensee will provide NHS England with the evidence, reports or other
LX)l information relied on by its Board in relation to assessing its progress in delivering these
undertakings.
RSN Trust to provide reports / updates on progress against this plan to NHS England. Silas Nicholls In Progress/ On track 31.03.25
The Licensee will comply with any additional reporting or information requests made by NHS
England.
LN Trust to provide reports / respond to information requests made by NHS England. Silas Nicholls In Progress/ On track 31.03.25




Key

Not Started
In Progress/ On tra( All actions on track
Complete Delivered with evidence in place.

Off Track/ Recover: Actions off track, plan to deliver within revised timescale
Off Track/ At Risk  Not complete/late to deliver with no recovery plan in place
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Request for Delegated Authority to Submit Emergency Preparedness,
Resilience & Response Core Standards Annual Assurance Returns

Report to: | Board of Directors Date: 1 August 2024

Interim Chief Operating Officer

Report of: (Accountable Emergency Officer) Prepared by: | S Hughes
Part1 |+ Part Il
Purpose of Report
For assurance (] For decision For information O

Executive Summary:

The purpose of this report is to request the board of directors to delegate authority to the Finance and
Performance Committee to submit the Emergency Preparedness Resilience and Response (EPRR) annual
core standards assurance return prior to formal board approval.

Granting delegated authority to the Finance and Performance Committee to submit the EPRR annual core
standards assurance return will:

e Ensure timely submission and alignment with NHSE's check and challenge process, preventing any
retrospective changes that may cause embarrassment.

e Allow a smoother and more efficient submission process, mitigating the risk of delays.

e Align our practices with those of other trusts that have already adopted this approach, demonstrating
that it is a beneficial and accepted practice within the sector.

It is recommended that the board delegates authority to the Finance and Performance Committee to submit
this year’s and future years' EPRR annual core standards assurance returns prior to formal board approval.

Trust Strategic Aims and Ambitions supported by this Paper:

Aims Ambitions

To provide outsta_n_dlng and sustainable healthcare to Consistently Deliver Excellent Care
our local communities
To offer a ran f high lit iali rvi t

0 ofier a range ot high quaily specia sgd SEVICeS 101 O | Great Place To Work U
patients in Lancashire and South Cumbria
To drive health innovation through world class | Deliver Value for Money =
education, teaching and research Eit For The Future

Previous consideration

Not applicable




1. Background

Following last year's EPRR core standards annual assurance return and subsequent NHSE check and
challenge process, it was recommended to amend our compliance rating, leading to a retrospective change
that caused some embarrassment.

2. Discussion
To prevent this from recurring, the following actions are proposed:

1. ICB Site Visit:

o The ICB will conduct a two-day site visit in September to meet with the EPRR Manager, discuss the
Trust’'s proposed EPRR core standards self-assessment, and review and audit the supporting
evidence.

o This visit will provide an opportunity for discussions between the EPRR Manager and the ICB Head of
EPRR to confirm the acceptance of the narrative and supporting evidence or allow for further evidence
submission as needed, ensuring the proposed core standards compliance levels are fully supported
before the Trust’s formal submission to the ICB and onward to NHSE.

2. Amended Sign-off Process:

o After discussions with Alison Whitehead, Head of EPRR for the ICB, it has been confirmed that our
annual compliance rating can be submitted before board approval if delegated authority has been
approved by the board.

To enable this, the future process would be as follows:

1. LTHTr Core Standards self-assessment and compliance rating approved by the EPRR Committee
members (August/September).

2. LTHTr Core Standards self-assessment and compliance rating signed off by the AEO prior to
submission to F&P (September).

3. LTHTr Core Standards self-assessment and compliance rating presented to F&P for approval to submit
to the ICB (September).

4. LTHTr Core Standards self-assessment and compliance rating submitted to the ICB for approval (End
of September).

5. L&SC Core Standards self-assessment and compliance rating submitted by the ICB to NHSE for
approval (December).

6. LTHTr Core Standards self-assessment and compliance rating and EPRR Annual Report presented to
F&P for approval to progress to the board (December).

7. LTHTr Core Standards self-assessment and compliance rating and EPRR Annual Report presented to
the board for retrospective approval (January).

Granting delegated authority to the Finance and Performance Committee to submit the annual core standards
assurance return will:

e Ensure timely submission and alignment with NHSE's check and challenge process, preventing any
retrospective changes that may cause embarrassment.

o Allow a smoother and more efficient submission process, mitigating the risk of delays.

e Align our practices with those of other trusts that have already adopted the delegated authority
approach, demonstrating that it is a beneficial and accepted practice within the sector.

I EE——————————————————————————————————————————
2
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Moving forward it is recommended that the board delegates authority to the Finance and Performance
Committee to submit this year’s and future years' EPRR annual core standards assurance returns prior to
formal board approval, as outlined above. This change will improve the efficiency and reliability of our
submission process and enhance our compliance with NHSE requirements.

Financial implications
‘None’

Legal implications
‘None’

Risks
‘None’

Impact on stakeholders
Not applicable

Recommendations
It is recommended that the board delegates authority to the Finance and Performance Committee to

submit this year’s and future years' EPRR annual core standards assurance returns prior to formal board
approval.
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Part | v Part Il

Purpose of Report

For assurance O For decision O For information

Executive Summary:

The Annual Report and Financial Accounts for 2023-24, including the Annual Governance Statement, were laid
before Parliament on 25 July 2024, in accordance with the statutory deadline and following the process for e-
laying this year outlined by the Department of Health and Social Care.

The report is attached and can also be viewed on the Trust’s website using the following link:

https://www.lancsteachinghospitals.nhs.uk/annual-reports

The Board is asked to receive the report for information.

Trust Strategic Aims and Ambitions supported by this Paper:

Aims Ambitions
To provide outstap@mg and sustainable healthcare to Consistently Deliver Excellent Care
our local communities
To pﬁer f':\ range of hlgh quality spemahsgd services to Great Place To Work
patients in Lancashire and South Cumbria
To drive health innovation through world class Deliver Value for Money
education, teaching and research Eit For The Euture

Previous consideration

Audit Committee (21 June 2024)
Board of Directors (25 June 2024)
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CHAIR'S AND CHIEF EXECUTIVE'S WELCOME

Dear Stakeholder,

Having joined the Trust in August 2023 and January 2024 as Chair and Chief Executive respectively, we are proud
of the services that Lancashire Teaching Hospitals delivers for the people of Lancashire and South Cumbria and are
pleased to share our Annual Report and Accounts 2023/24 which showcases many positive aspects of our work
whilst highlighting the areas we need to improve upon to provide the excellent care we aspire to.

We must begin with a sincere ‘thank you’ to everyone who has contributed to the achievements, targets and
developments highlighted in this report. This includes the work of former Chief Executive, Kevin McGee, who
retired from the Trust in August 2023 after 38 years in the NHS and Faith Button for her spell as Interim Chief
Executive before taking up a new role outside our local healthcare system. We must also thank Non-Executive
Director Paul O’'Neill who stood in as acting Chair between November 2022 — August 2023.

Year-on-year, our colleagues work tremendously hard against a backdrop of increasing service demand and a
challenging elective restoration programme following the pandemic. They continue to go the extra mile for each
other, and our patients, and for that we are truly grateful. We would also like to acknowledge the work of our
volunteers and council of governors who devote many hours of their own time without expecting any reward or
recognition and our Trust is far stronger as a result of their contribution.

Finally, a heartfelt thank you must go out to our local communities who have once again displayed extraordinary
support towards our hospitals and our charities. Listening to patients, families and carers when things do not go
well as well as when they do helps us shape our services of the future and we are grateful to all those who have
taken the time to give us their feedback.
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It has been a tough year. High demand for Urgent and Emergency Care services has been a trend throughout
2023/24 across our providers in Lancashire and South Cumbria as well as the wider healthcare system nationally.
Patients experiencing long waits, receiving care in our corridors, boarding on wards and the continuous strain on
our workforce is not sustainable, nor the care or experience that our communities and colleagues deserve. This
remains a top priority going into 2024/25 alongside continuing the work to reduce our elective waits and cancer
restoration.

In November 2023, the Care Quality Commission (CQC) announced the results of inspections carried out at both
Royal Preston and Chorley and South Ribble Hospitals. These included unannounced inspections of urgent and
emergency services at both our hospital sites; and of medical care and surgery at Royal Preston as part of the
CQC’s continual cycle of checks. There was a focused inspection of maternity services at both hospitals as part of
the CQC national maternity inspection programme. In addition, inspectors also undertook a well-led inspection of
the Trust.

Overall, the Trust remained rated as requires improvement — the same rating as we received after the 2019 pre
pandemic inspection. Whilst this is not where we all want to be, we believe that this is a fair reflection of our
position and the challenges facing us, some of which are described above. In Lancashire and South Cumbria, the
collective health system has an ambition for all Providers to be rated as good overall by the CQC and we remain
committed to achieving this within our Trust. Although there is still more work to do, we are confident that we
have strong plans in place and the right teams to deliver them.

One of the most significant dilemmas across the wider NHS and social care system is the continued increase

in demand on patient services at a time when there are many competing demands on the public purse. At
Lancashire Teaching Hospitals, the cost of delivering our services and delivering patient care has been greater than
the income received for a number of years now, resulting in a significant gap in our finances. There has been a
huge effort from all of our clinical and corporate divisions to improve this situation and at the end of the financial
year 2023/24 we reported a financial improvement of £36.9m through our cost improvement plans (CIP) — the
highest value in the Trust’s history.

However, even with this level of improvement, we still have a significant financial gap, and it is our responsibility
to reduce this at pace. We are therefore implementing a comprehensive Financial Recovery Programme aimed
at continuing to deliver high quality services to patients whilst resetting the approach we have to managing our
finances leading to a stabilised position over the next three years.

In addition to our financial plans, we are also developing a 3-year Single Improvement Plan which will help us
target our efforts into the kind of larger transformation plans that will help us shape services round the future
needs of our populations and help us to truly embrace the exciting opportunities available to us as part of the New
Hospitals Programme. We are also working closely with our wider system on the transformation of both clinical
and central service across the Lancashire and South Cumbria Integrated Care System with the aim of driving up
quality by sharing skills and best practice, pooling our resources and standardising the way we work to reduce
variation and duplication. We want to ensure patients have equal access to the same high-quality care wherever
they live. We also want our colleagues to have the same high-quality experience wherever they work. More

than the sum of our parts, by working together all of the trusts benefit and will achieve more for our patients,
communities and colleagues than if we worked separately.

There has of course been much to be proud of both nationally and locally. On 5 July 2023, we were delighted

to join our partners nationally to celebrate 75 years of the National Health Service. Treating over a million people

a day in England, the NHS touches all of our lives. When it was founded in 1948, the NHS was the first universal
health system to be available to all, free at the point of delivery. Today, nine in 10 people agree that healthcare
should be free of charge, more than four in five agree that care should be available to everyone, and that the NHS
makes them most proud to be British. As part of the day’s celebration, we were delighted to welcome ITV to Royal
Preston Hospital to showcase the Trust on a national level.

Celebrating successes is important to us and throughout the year we have been pleased to acknowledge the
numerous achievements of our colleagues and departments. This includes becoming the first Trust in the UK to
implement the latest navigation bronchoscopy technology to locate and diagnose challenging peripheral lung
tumours to introducing a new low complexity day surgery service for children based at Chorley and South Ribble
Hospital. You can read about more major service developments on page 42.
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Alongside these developments, the Trust is also working towards delivering it's net zero NHS target in line with

its Green Plan launched in the previous year. As a leading local employer and anchor institution in Lancashire and
South Cumbria, Lancashire Teaching Hospitals has a significant social, economic and environmental impact on the
local community during its day-to-day activities. The Trust is committed to ensuring that it makes a positive impact,
or at least reduces any negative impact that it has on the local community. This is one of the reasons why the Trust
has made several pledges to ensure that it delivers on its commitments by gaining the Social Value Quality Mark
Level 1 accreditation. As part of the accreditation, the Trust has made several pledges to promote employment,
training and work experience opportunities with local people, procure goods and services from local suppliers,
reduce its environmental impact, and work with local partners to improve inclusion, health and wellbeing and
representation from local people in the work of the Trust. You can find out more about this work on page 21.

The NHS in Lancashire and South Cumbria welcomed the Government’s May 2023 announcement of two new
hospitals to replace Royal Preston Hospital and Royal Lancaster Infirmary as part of a rolling programme of national
investment in capital infrastructure beyond 2030. In addition, Furness General Hospital in Barrow will benefit from
investment in improvements. The existing Preston and Lancaster sites will remain in place and deliver services to
our population until new hospital facilities are opened. The local NHS will continue to keep communities involved
and provide further updates as more information becomes available. Further detailed work is underway to assess
the viability of potential locations for new hospital builds and more information is available on page 94.

Thank you once again to our communities, partners and key stakeholders for your ongoing support of your
local NHS.

A

Peter White Professor Silas Nicholls
Chair Chief Executive
25 June 2024 25 June 2024
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Lancashire Teaching Hospitals NHS Foundation Trust

PERFORMANCE REPORT
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OVERVIEW OF PERFORMANCE

The purpose of this report is to inform the users of the Trust of its performance and to help them
assess how the Directors have performed in promoting the success of the Trust.

This report is prepared in accordance with sections 414A, 414C and 414D of the Companies Act 2006 (as
inserted/amended by the Companies Act 2006 except for sections 414A(5) and (6) and 414D(2) which are not
relevant. For the purposes of this report, we have treated ourselves as a quoted company. Additional information
on our forward plans is available in our operational plan on our website. Information on any mandatory
disclosures included within this report is provided on pages 72 to 75.

The accounts contained within this report have been prepared under a direction issued by NHS England (NHSE)
under the National Health Service (NHS) Act 2006.

Who we are

Lancashire Teaching Hospitals NHS Foundation Trust was established on 1 April 2005 as a public benefit
corporation authorised under the Health and Social Care (Community Health and Standards) Act 2003. We
are registered with the Care Quality Commission (CQC) without conditions to provide the following regulated
activities:

e diagnostic and screening services

e maternity and midwifery services

e surgical procedures

e termination of pregnancies

e treatment of disease, disorder or injury

e management of supply of blood and blood-derived products

e assessment or medical treatment for persons detained under the Mental Health Act 1983

e vaccination hub satellite service

e accommodation for persons who require nursing or personal care

We are a large acute Trust providing district general hospital services to over 395,000 people in Chorley, Preston
and South Ribble and specialist care to 1.8m people across Lancashire and South Cumbria.

Our mission is to always provide excellent care with compassion which we do from four facilities:

e Chorley and South Ribble Hospital

* Royal Preston Hospital

e Specialist Mobility and Rehabilitation Centre (based at Preston Business Centre)

® Finney House Community Healthcare Hub

We are a values-driven organisation. Our values were designed by our staff and patients and are embedded in the
way we work on a day-to-day basis:

e Caring and compassionate: \We treat everyone with dignity and respect, doing everything we can
to show we care.

* Recognising individuality: We respect, value, and respond to every person’s individual needs.

e Seeking to involve: We will always involve you in making decisions about your care and treatment and are
always open and honest.

e Team working: We work together as one team, and involve patients, families, and other services, to provide
the best care possible.

e Taking personal responsibility: \We each take personal responsibility to give the highest standards of care
and deliver a service we can always be proud of.
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We believe that to provide the best care, we need continually to improve the way in which we provide services. If
we are to be the best, we need continually to seek improvement and embrace change, empowering our teams to
develop ideas and drive them forward. We have adopted a Continuous Improvement approach and developed a
strategy to support this.

Our strategic objectives are:
e To provide outstanding and sustainable healthcare to our local communities

* To offer a range of high-quality specialised services to patients in Lancashire and South Cumbria

e To drive health innovation through world class education, training, and research

The delivery of excellent services to our local patients through the provision of district general hospital services is
at the core of what we do. To achieve this, we need to ensure we focus on meeting key quality and performance
indicators so our patients can be assured of safe and responsive services.

As well as providing healthcare for our local patients, we are proud to be the regional centre for a
range of specialist services. These services include:

e Adult Allergy and Clinical Immunology

e Cancer (including radiotherapy, drug therapies and cancer surgery)

e Disablement services such as artificial limbs and wheelchairs

e Major Trauma

* Neurosciences including neurosurgery and neurology (brain surgery and nervous system diseases)
¢ Renal (kidney diseases)

e Specialist vascular surgery

Our portfolio of services will continue to develop as the strategy for the provision of services across our region
is developed, but the delivery of specialist services will remain at the heart of our purpose and the decisions we
take in our day-to-day activities will be taken in the context of ensuring we remain as the Lancashire and South
Cumbria Integrated Care System (ICS) specialist hospital.

When we were established in 2005, we were the first Trust in the county to be awarded ‘teaching hospitals’
status. We believe that developing the workforce of the future is central to delivering high quality healthcare
into the future. We are a local leader in respect of our education, training, and research and as the only National
Institute for Health and Care Research (NIHR) Clinical Research Facility in Lancashire and South Cumbria, and a
leading provider of undergraduate education, we will continue to drive forward the ambitions described in our
education and research strategies.

Our business model

The governance structure of a Foundation Trust is prescribed through legislation and is reflected within our
Constitution. All Foundation Trusts are required to have a Board of Directors and a Council of Governors as

well as a membership scheme, which is open to members of the public and staff who work at the Foundation
Trust. Members vote to elect governors and can also stand for election themselves. The Council of Governors is
responsible for representing the interests of the general public and staff in the governance of the Trust. It remains
the responsibility of the Board to design and then implement agreed priorities, objectives, and the overall strategy
of the organisation. Governors have an important role in making the Trust publicly accountable for the services it
provides. They bring valuable perspectives and hold Non-Executive Directors to account for the performance of
the Board.
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Our strategic framework

To provide
excellent care
with compassion

Aims
e offer & rangs of

Integrated Care System in Lancashire and South Cumbria

The Trust is part of the Lancashire and South Cumbria Integrated Care System (ICS). The role of the ICS is to join
up health and care services, improve people’s health and wellbeing, and to make sure everyone has the same
access to services and gets the same outcomes from treatment. The ICS also has the duty to monitor and manage
how money is spent and make sure health services work well and are of high quality.

Lancashire and South Cumbria ICS has a clear vision outlining a strong community focus working in harmony
with a high performing hospital system. To achieve this the Lancashire and South Cumbria ICS supports multi-
professional teams across health and social care working within agreed protocols and pathways and within
aligned financial incentives to deliver clear and mutually agreed goals and targets for the benefit of local
communities.

The work of the ICS is directed by the Integrated Care Board (ICB). Since July 2022 NHS Lancashire and South
Cumbria Integrated Care Board (ICB) has held responsibility for planning NHS services, including primary care,
community pharmacy and those previously planned by Clinical Commissioning Groups (CCGs).
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Lancashire Place

Lancashire Place has a large population spread across a large geographical footprint. Due to its size it is divided
into three sub-localities: North, Central and East Lancashire. The area of Central and West Lancashire covers the
main district general hospital services delivered by Lancashire Teaching Hospitals covering the areas of Chorley,
Preston, and South Ribble (as well as West Lancashire).

The vision of Lancashire Place is ‘Living Better Lives in Lancashire’, with the ambition to help the citizens of
Lancashire to live longer, healthier, and happier lives. This will be achieved in partnership with the Lancashire and
South Cumbria ICB and the five provider trusts by improving health and care services through integration and
addressing health and wellbeing inequality across the Lancashire Place.

During 2023-24 an effective Lancashire Place Partnership (Board) has been established. The Partnership has
approved the Lancashire Place Plan for 2024-25 developed with significant collaboration from the ten Health and
Wellbeing Partnerships and guided by the three Integrated Place Leads and three Clinical and Care Professional
Leads. A data-led approach has been used to select key priorities, including targets that the Board will use to
measure performance.

Priorities for 2024-25 are linked to the wider Transforming Care in the Community Programme and the ICB
agreed transformation programmes of Creating Health Communities, Integrated Neighbourhood Working and
Enhanced Care at Home. Locality based plans are also being developed for each of the three priorities to reflect
local need in response to this work.

Our principal issues and risks

The Trust continues to identify potential risks to achieving its strategic aims and ambitions as part of established
organisational governance processes. The Board Assurance Framework (BAF) is used to identify the strategic
risks to the Trust alongside actions being taken to mitigate them. This enables the Board of Directors to evaluate
whether there are the appropriate controls in place to operate in a manner that is effective in driving the delivery
of the Trust's strategic objectives.

The Annual Governance Statement, contained on pages 78 to 96, further outlines the Trust's approach to risk
management. The Trust continues to support risk mitigation strategies to deal with the recovery and restoration
of services and the evolving external environment, and will continue to engage and strengthen relationships
with patients, staff, public and strategic partners to ensure long-term sustainability in the delivery of its strategic
objectives.

The organisational culture is built on trust, openness, transparency and empowerment with clear lines of
accountability and responsibility, underpinned by continuous learning and improvement.

The Annual Governance Statement also includes the Trust’s system of internal control which is designed to
manage risk within the organisation. The Trust continues to perform well against a number of standards and
metrics. However, it is acknowledged that there has been under performance in some key metrics including, but
not limited to Clostridium difficile, 12-hour Emergency Department metrics and access targets, which were in part
impacted by industrial action. The Trust remains focused on embedding a continuous improvement approach
within the organisation and continues to work closely with system partners where support is required externally.
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Our performance

Lancashire Teaching Hospitals NHS Foundation Trust performance is measured against a range of patient safety,
access and experience indicators identified in the NHS compliance framework and the acute services contract.

The NHS continued to face significant challenges in 2023-24. Performance, both emergency and elective has
been impacted with operational pressures, including the impact from periods of industrial action and infection
prevention and control measures experienced through the year resulting in non-compliance to a number of key
national standards.

Whole health economy system pressures in response to increased demand resulted in high bed occupancy
throughout the year with the need to focus both on non-elective activity and elective recovery as mandated
nationally. The number of patients not meeting the criteria to reside remained high throughout the year, though
a positive impact was seen from the introduction of the Community Healthcare Hub at Finney House providing
additional out of hospital bed capacity. This, together with increased demand resulted in significant capacity
pressures. Workforce capacity to undertake elective activity has been significantly impacted by industrial action
throughout the year.

A health economy system wide action plan, and local Trust action plans are in place to address the urgent care
system pressures; with identified primary, community and social care initiatives/schemes delivering a level of
sustainability across the health economy. In 2023-24 the Trust took a lead role in bringing together operational
delivery of key transformational work streams identified and prioritised by all system partners: a Community
Healthcare Hub at Finney House, providing health led community bed capacity; the introduction of Virtual Wards;
and a single point of access bringing together 2-hour Crisis Response, Virtual Ward, Same Day Emergency Care
and Ambulance services to support people to stay safe at home.

During 2023-24 the Trust has:

e Continued to refine and improve the offer from the Community Healthcare Hub at Finney House, providing 64
health led time-limited community beds, reducing medicine bed capacity in hospital as a result.

e Established an Acute Assessment Unit to reduce time spent in the Emergency Department ahead of the
delivery of increased Medical Assessment Unit capacity.

e Increased the Virtual Ward bed base for Frailty, Respiratory and Acute Medicine.

e Enhanced internal escalation measures, including Full Capacity Protocol, surge and boarding to support
ambulance handovers and capacity in the Emergency Department

e Continued clearance of the >65-week backlog and elimination of >78-week waits for elective care.

e Compliance against the cancer >62-day backlog at 150 patients, exceeding the trajectory of 180 and below
the fair shares of 151.

e Tumour site pathway improvements particularly in colorectal services.

The Trust has failed to achieve its objectives in relation to a range of measures within the risk assessment
framework including: the 4-hour standard for Accident and Emergency; and the overall 18-week incomplete
access target. The significant growth in the number of long waiters in both Referral to Treatment and cancer
pathways was directly impacted by the COVID-19 pandemic and the reduction in elective activity during periods of
industrial action with the prioritisation of urgent elective activity as part of the elective restoration plan. The Trust
has focused on 2023-24 for recovery and stabilisation to support performance improvement from Q2 2025-26.
Significant progress has been made with both cancer 62-day performance, performance against the 28-day

faster diagnosis standard and reductions in our longest waits to no more than 78 weeks for elective care, with an
elimination of waits over 104 weeks unless patients are choosing to wait longer for treatment.
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Performance Analysis

The summary position detailing performance in 2023-24 is shown in the table below:

ANNUAL REPORT 2023-24
KPI'S 2023-24 COMPARED TO 2022-23

Indicator 2022-23 2023-24 Current Period Comparison

A&E - 4 hour standard 75.3 704 % - Cumulative to end Mar 2024 Deteriorated

EZC\/Cfr:e_tﬁgzljeek ilts (Al Fsitsie) - 58.6 83.5 % - Cumulative to end Mar 2024 Improved

g?er;(;frs;/rig\gemksme - RSl i 82.2 91.0 % - Cumulative to end Mar 2024 Improved

Cancer - 31 day target 83.3 84.4 % - Cumulative to end Mar 2024 Improved

,[Cr:gfrire;}fi ?jryg'le'}ar}r/get =Sl 59.3 58.2 % - Cumulative to end Mar 2024 Deteriorated

Eggf;rehfl B?a/gTarget ~ SulsseEEn 96.8 98.4 % - Cumulative to end Mar 2024 Improved

cancer- 31 E:égi;%f;;“bseque”t 823 87.1 % - Cumulative to end Mar 2024 | Improved

Cancer - 62 day Target 43.2 56.0 % - Cumulative to end Mar 2024 Improved

fcrg’;filrs';s(zsuﬁ{ngar;?et - fteiterells 29.2 29.9 % - Cumulative to end Mar 2024 | Improved

igrgSI}ilafr?ier AIEgess SEEkIE = 57.5 71.5 % - Cumulative to end Mar 2024 Improved

MRSA 0 0 % - Cumulative to end Mar 2024 Maintained

C.difficile Infections 196 203 % - Cumulative to end Mar 2024 Deteriorated
= -0

:JfI\rlm\ijeoerﬁ)Iel’?:flsz;’ial\/s;)yzriaﬁrgf/r\]lzekf 50.5 55.0 % - Cumulative to end Mar 2024 Improved

18 weeks - Referral to Treatment

-Number of Incomplete Pathways > 5 0.0 End March 2024 census position Improved

104 Weeks

18 weeks - Referral to Treatment

-Number of Incomplete Pathways > 130 11.0 End March 2024 census position Improved

78 Weeks

o . "

fﬁr(;ftgjizgigiii\év‘?elgpg BB HES 50.44 45.6 % - Cumulative to end Mar 2024 Improved
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Our finances
Income Generation

During 2023-24 the Trust generated income from patient care, including through a block contract of £731m
(2022-23: £689m), an increase of 6% from 2022-23.

A further £79m (2022-23: £79m) was generated from other income sources which includes training levies,
research funding, car parking, catering and retail outlets and from providing services to other organisations.

fncome Analysis
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Expenditure

Operating expenditure (excluding impairments) for the year was £868m (2022-23: £779m), the graph below
shows the main categories of expenditure at the Trust. The main reason for the rise in costs can be attributed to
the asset impairments, pay awards, inflationary cost increases, and restoration of elective and outpatient activity.
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Capital Investment

In 2023-24 £57m excluding leases (2022-23: £50m) was invested in the Trust’s capital programme to maintain
and improve the asset base of the Trust as illustrated in the chart below. Major projects completed in year
included the new facilities to increase elective capacity such as additional theatres, additional Endoscopy capacity,
an additional thrombectomy biplanar, and a remodelling of the Medical and Surgical Assessment Units. £21m
was spent on new and replacement medical equipment.
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Forward Look

The operational and financial planning process for 2024-25 has been developed in line with the expectations set
out in the national planning guidance. The key focus of the guidance is to:

1. Recover core services and productivity
2. Make progress in delivering the key ambitions in the Long-Term Plan

3. Continue transforming the NHS for the future

The key requirements of the national guidance include the following::

* Improve A&E waiting times to >77% of patients seen within 4 hours by March 2025

e Maintain the peak increase in capacity agreed through operating plans in 2023-24

e Eliminate waits of over 65 weeks for elective care by September 2024

e Eliminate waits of over 52 weeks for elective care by March 2025

e Improve cancer performance against the 62-day standard to 70% by March 2025

e Improve cancer performance against the 28-day Faster Diagnosis Standard to 77% by March 2025

* Increase the percentage of patients that receive a diagnostic test within six weeks to 95% by March 2025

e Deliver a balanced net system financial position for 2024-25

The Trust’s financial plans for 2024-25 have been based on the 2024-25 national planning guidance. As part of
the Lancashire and South Cumbria ICS our focus is driving towards financial sustainability over a three-year period.

For 2024-25 the Trust's financial plan has been agreed as part of the wider Lancashire and South Cumbria ICS
system plan.

To build a financially sustainable Trust for the future, there will be a focus on cost improvement, productivity,

and service transformation through system collaboration. A financial recovery plan target of 7% for 2024-25
has been agreed with the ICB and the Trust has identified and allocated risk rated targets to divisions and
activities. To support delivery of an ambitious financial recovery programme the Trust has dedicated programme
management support and a Programme Management Office. Schemes are monitored and reported on a weekly
and monthly basis through the Trust's governance process. The Trust continues to work in partnership within the
ICS and Central Lancashire Integrated Care Partnership and is part of the new hospital programme looking at site
development in future years.
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Better Payment Practice Code

We aim to treat all suppliers ethically and to comply with the BPPC target, which states that we should aim to pay
all valid invoices by the due date or within 30 days of receipt of a valid invoice, whichever is later. For 2023-24 we
paid 74% of invoices to this timescale.

TOTAL
Value £000 . Value £000 \[o} Value £000

Invoices paid
within 30 1,489 119,397 54,970 343,036 56,459 462,433
days
Invoices not
paid within
that 30 day 624 6,477 18,983 46,071 19,607 52,548
period
Total Invoices 2,113 125,874 73,953 389,107 76,066 514,981
BPPC (%) 71 95 74 88 74 920
Total amount
of any liability

4
to pay
interest

Reconciliation of underlying trading position for year ending 31 March 2024

The Trust delivered an accounting deficit for the year of £67.9m (2022-23: £19.0m). After adjustment for
accounting movements relating to impairment charges and income and expenditure for donated assets, the Trust

delivered a revised trading deficit of £35.6m (2022-23: £20.8m).

2023-24 2022-23
£000 £000

Deficit for the year (67,924) (19,003)
Add back income and expenditure impairments 31,889 (1,426)
Add back losses on transfers by absorption 0 0
Remove net donated income 374 (763)
Remove DHSC centrally procured inventories (donated) 94 408
Revised trading surplus/(deficit) (35,567) (20,784)

18 Annual Report 2023-24




Going concern

These accounts have been prepared on a going concern basis which the directors believe to be appropriate for the
following reasons.

The financial reporting framework applicable to NHS bodies, derived from the HM Treasury Financial Reporting
Manual, defines that the anticipated continued provision of the entity’s services in the public sector is normally
sufficient evidence of going concern. The directors have a reasonable expectation that this will continue to

be the case.

Guidance from the Department of Health and Social Care indicates that all NHS bodies will be considered to be
going concerns unless there are ongoing discussions at department level regarding the winding up of the activity
of the organisation. The Trust has not been informed by NHS England that there is any prospect of its dissolution
within the next twelve months and it anticipates the continuation of the provision of services in the foreseeable
future as evidenced by the inclusion of financial provision for those services in published documents and contracts
for services with commissioners.

Based on these indications the directors believe that it remains appropriate to prepare the accounts on a going
concern basis.

The Trust remains in a deficit position and will need to work with its partners across the local healthcare system,
Provider Collaborative Board (PCB) and the ICB to achieve efficiencies and maximise the use of its assets to achieve
a sustainable financial balance.

Task force on climate-related financial disclosures (TFCD)
In 2022, the Trust Board approved a three-year Green Plan in support of the NHS Strategy on ‘Delivering a net zero
National Health Service’. The plan focuses on drivers of change and sources of carbon emissions across the Trust.

Our Green Plan was developed utilising the ‘Sustainable Development Assessment Tool’ (SDAT) to assess

our baseline position and to drive action plans for improvement. However, in July 2022 the SDAT was
decommissioned and subsequently replaced by the ‘Green Plan Support Tool’ (GPST). The self-assessment
support tool enables benchmarking against the national average in ten key areas. The most recent self-
assessment shows the Trust benchmarks above the national average in nine out of ten areas with only one area
below the national average.

The latest data published on the GPST for our Trust’s contribution to the NHS Carbon Footprint (tCO2e) is
illustrated below, with the most significant area being attributed to Building energy, business and travel, and
Anaesthetic gases:

o | f ._.. I-
' hale ] @ 1 - NHS Carbon footprint
1 - Water

NHS Carbon Footprint categories

tC02e
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Our carbon dioxide emissions are measured in three distinct areas as outlined below:
e Scope 1: Direct emissions sources resulting from owned machinery, facilities and vehicles.
e Scope 2: Indirect emissions sources associated with the generation of electricity, heat, steam and/or cooling.

e Scope 3: Indirect emissions across all 15 categories including business travel, commuting, waste, and third-
party deliveries.

The table below shows our total carbon dioxide emissions from the baseline period to latest published 2022 data.

Baseline (2010) Latest (2022)
Scope 1 emissions 15,814 15,731 -0.5%
Scope 2 emissions 7,032 123 -98.3%
Scope 3 emissions 116,658 106,159 -9.0%
Total 139,504 122,013 -12.5%

Anaesthetic and medical gases are responsible for around 2% of all NHS emissions and 5% of emissions from

acute care, according to the ‘Delivering a net zero National Health Service’ (July 2022 report). Desflurane has a
global warming potential 2,500 times greater than carbon dioxide. In January 2023 it was announced that by
early 2024 Desflurane will no longer be used by the NHS in England. The figure below shows our reduction in
Desflurane.

Desflurane as a percentage (%) of all volatile anaesthetic gases
Litres of desflurane divided by the litres of all volatile anaesthetic gases issued by trust pharmacy system (Note: this includes waste and returns). A downward trend shows a lower usage of
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Some of the key headlines regarding our Green Plan achievements include:
e Reduction of paper generation by over 2m sheets per year as a result of digital programmes.

e Significant increase in cloud computing footprint removing 80% of onsite servers by the end of Q1 (20224-25)
reducing our overall CO2 emissions.

e Increased utilisation of virtual appointments from around 48k in 2019-20 to 134k in 2023-24 (+180%)
meaning less patients travelling to hospital.

e Significant improvements in waste sent to landfill with:
0 615 tonnes of waste recycled (includes estimated confidential waste paper recycling)
¢ 5 tonnes of waste decomposted

¢ 1,036 tonnes of waste recovered (includes estimated food waste disposed of by anaerobic digestion and
other domestic wastes by energy from waste)

¢ 2.5 tonnes of waste re-use (furniture and equipment through the Trust’s reuse portal Warp-it).

e The Trust has been successful in securing a £650,000 grant for energy-efficient LED lighting with plans for
installation at both hospital sites.

e A £16m bid has been made via the Public Sector Decarbonisation Scheme to Salix Finance for heat
decarbonisation, which is primarily targeted at the Trust’s gas consumption and Solar Photovoltaic generation.
If successful, the Trust share of the funding will be £2m.
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e Training has been delivered ‘For a Greener NHS — Delivering Net Zero at LTHTR'. Going forward we will
consider how to further increase awareness throughout the Trust by either making the eOlearning package part
of mandatory training or incorporating it into induction.

The Trust's Green Plan is monitored on a regular basis through the governance arrangements for our Social Value
Framework under the ‘Planet’ theme as illustrated below.

Social Value Framework
=

Diversity & [ Emissiens | [ : 1 [ >
Inclusion } ‘ Reduction | Digital J | Ecanomic |
i Y P .‘ P . P
Education & Skills Environment Capital Investment Infrastructure
b J " J . J L.
Employment & [ 1 \
| Volunteering ‘ Transport , Faster Payments | | Leadership
Health < | | == = Social &
|
Wellbeing L Waste Reduction | | Local Supply Chain J e

We also report nationally on a quarterly basis via the Greener NHS Data Collection and Greener NHS Fleet Data
Collection submissions. The Board received yearly updates on progress against our agreed Green Plan and
received an update on 4 April 2024. The Board would consider all relevant plans/performance in the context of
our agreed Green Plan. The Trust management team is responsible for delivering our agreed Trust plans including
our agreed Green Plan.

21 Annual Report 2023-24




Social, community and human rights

The Apprenticeships and Widening Participation team is dedicated to fostering careers and generating
employment opportunities within the local community. They collaborate with a range of organisations, including
the ICB, local colleges, Department of Work and Pensions, Princes Trust, Lancashire County Council, children in
care, charities, and business networking groups.

The table below provides a brief overview of the range of programmes we provide and the outcomes

for 2023-24:
Programme Description Outcomes 2023-24
Pre-Employment Programme 8-week programme to support long-term unemployed 19 participants
people within our community back into employment. 13 completed
11 employed with the Trust
Reboot Targeted at ‘job ready’ candidates providing a 4-week 24 participants
programme to equip participants with knowledge, skills 19 completed
and enhanced understanding combined with direct 7 employed within the Trust
observation in the workplace setting for their preferred role
or career.
Ready, Steady, Apply A three-day classroom-based programme to support 46 participants
candidates who struggle with the application process. 35 completed
The programme offers guidance and interview tips, 18 employed within the Trust
guaranteeing candidates an interview upon successful
completion.
Preston Widening Access Disadvantaged students who aspire for a career in 15 participants
Programme Medicine are provided with support to help them gain 14 guaranteed interviews
knowledge and experience to assist with their application Outcomes to be confirmed in
for a place to study at Manchester University. This 2024
programme is in its tenth year.
Work Familiarisation A six-week programme for students with learning 15 participants
Programme difficulties and disabilities to gain an insight into the world 15 completions
of work. Following completion, participants can opt to
take part in more formal work experience opportunities. To
date, approximately 1000 learners have completed it.
Work Experience Placements Offers placement opportunities to individuals of all ages Approximately 100 participants
from across the region to gain first-hand insight into
clinical (learners aged 16 and over) and non-clinical roles
(learners aged 14-15) across the Trust.
Inspiring Careers Virtual clinics helping school and college students to gain 3 events held over several days
interview skills, application form writing skills and advice
on career pathways, and attendance at a range of careers
events at local high schools and colleges.
Careers Events These events are held at various colleges, high schools and 349 learners attended.
within our very own LIFE centre to promote healthcare The team visited 44 sites across
professions. the region

Counter fraud

We have a policy in respect of countering fraud and corruption which includes contact details of the national
helpline and a local independent counter fraud officer. The Trust has an accredited anti-fraud specialist provided
by Mersey Internal Audit Agency (MIAA) and they deliver the service in line with NHS Counter Fraud Authority’s
standards.
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Health and safety performance

The Trust's policy is to safeguard the health and safety of all its employees, patients, visitors, and anyone who may
be affected by Trust activities by ensuring the Trust is compliant with the Health and Safety at Work Act (1974).
This is the primary legislation covering occupational health and safety in the United Kingdom (UK) and defines the
fundamental structure and authority for the regulation and enforcement of workplace health, safety, and welfare
in the UK.

The overall responsibility for leading and implementing health and safety arrangements rests with the Chief
Executive and the Board of Directors. The Board fulfils its obligations through the designated Director responsible
for health and safety, the Chief Nursing Officer. The Director of Estates and Facilities has management
responsibility for physical health and safety and the Associate Director of Safety and Learning for delivering health
and safety governance.

The Trust has an appointed Health and Safety Manager who is the designated Trust competent person with

the necessary qualifications as defined in the requirements of the Management of Health and Safety at Work
Regulations. They have the significant remit to review and manage health and safety governance operationally
across the hospital sites. The Health and Safety Manager is supported by subject matter experts within the Trust
and through responsible officers whose role it is to co-ordinate and lead health and safety within their own area
or service. These roles are supported with a programme of training to further upskill the Trust in health and safety
management.

Prohibition or enforcement notices

The Trust has not received any prohibition or enforcement notices during the year.

Overseas operations

The Trust does not have any subsidiaries overseas.

This Performance Report is signed on behalf of the Board of Directors by:

——
x!--r‘ —y
£

F -

Professor Silas Nicholls
Chief Executive
25 June 2024
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DIRECTORS" REPORT

The Directors present their annual report on the activities of Lancashire Teaching Hospitals NHS
Foundation Trust.

This Directors’ report is prepared in accordance with:

e sections 415, 416 and 418 of the Companies Act 2006 (section 415(4) and (5) and sections 418(5) and (6) do
not apply to NHS Foundation Trusts) as inserted by SI 2013 (1970)

e Regulation 10 and Schedule 7 to the Large and Medium-sized Companies and Groups (Accounts and Reports)
Regulations 2008. All the requirements of schedule 7 applicable to the Trust are disclosed within the report

e additional disclosures required by the Treasury’s Financial Reporting Manual

e additional disclosures required by NHSE in its Annual Reporting Manual

Our Board of Directors

Our Board of Directors is a unitary Board and has a wide range of skills with a number of Directors having a
medical, nursing or other health professional background. The Non-Executive Directors have wide-ranging
expertise and experience, with backgrounds in finance, audit, IT, estates, commerce, quality and service
improvement, health and social care, risk, governance and regulation, and education. The Board is balanced and
complete in its composition, and appropriate to the requirements of the organisation. The respective roles and
responsibilities of Board and Council, the types of decisions made and matters reserved or delegated are set out in
the constitution and standing orders of the Board.

Please note that (I) indicates that the Non-Executive Director is considered independent.

Non-Executive Directors
Peter White, Chair

Appointment: 1 August 2023 to 31 July 2026

Peter joined the Trust in August 2023 and is also Chair of North West Ambulance Service (NWAS) NHS Trust, the
largest combined urgent and emergency care service in the UK. Peter has been a non-executive in a national
housing association and chaired their neighbourhood services committee, where he was responsible for gaining
assurance relating to safety and performance. Peter was instrumental in developing the organisation’s approach
to risk management and performance monitoring.

Originally from Leyland and now a resident of the Ribble Valley in Lancashire, Peter enjoyed a varied career
policing all areas of Lancashire from 1983 until his retirement in 2013, most of his operational policing career
centred around Preston, South Ribble, Chorley and West Lancashire before being promoted to senior positions
including Head of Uniform Specialist Operations, Commander of Preston division, head of the force’s corporate
change programme and finally Assistant Chief Constable responsible for the People portfolio. In these senior roles
Peter led the delivery of multi-agency approaches to gun and gang crime, transformation of services in response
to budget cuts and latterly the development and implementation of wellbeing and diversity strategies that
subsequently supported the development of strategies at a national police level.

Professor Paul O’Neill, Non-Executive Director (I)

Appointment: 4 March 2019 to 3 March 2025

Paul is Professor Emeritus at the Manchester University and formerly a Consultant Physician at Manchester
Foundation Trust with special interests in elderly care and stroke medicine. He has been the Head of School and
Deputy Dean for the Faculty of Medical and Human Sciences. He received a National Teaching Fellowship and has
published extensively in medical education and clinical research, as well as co-authoring six books. Internationally,
Paul was a member of Faculty for the Harvard-Macy medical educators programme and acts as an education
consultant internationally. On behalf of the Medical Schools Council, he led the work on devising a new selection
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system for the Foundation Programme implemented in 2012. He has an interest in patient and public involvement
in medical education and established the Doubleday Centre for Patient Experience at Manchester. In 2013, he
was awarded the President’s Medal of the Academy of Medical Educators for his achievements. Paul continues

to work extensively for the General Medical Council in quality assuring undergraduate and postgraduate medical
education. Paul is the Chair of the Trust’s Education, Training and Research Committee. His appointment fulfils
the Trust’s establishment order requirement for a university representative.

Paul was appointed Interim Chair on 1 September 2022 until 31 July 2023.

Tim Watkinson, Non-Executive Director ()

Appointment: 1 April 2016 to 31 March 2025

Tim is a qualified accountant with over 25 years' experience in senior audit positions in the public sector. He was
previously the Group Chief Internal Auditor for the Ministry of Justice and prior to that was a District Auditor with
the Audit Commission, including terms of office in Lancashire County Council, Preston City Council and Chorley
Borough Council. Tim has led national teams and taken a lead role for the Audit Commission in the development
of methodology for improving the performance of local authorities. Tim has experience of working in major
accountancy firms providing audit and consultancy services to the public sector including the NHS. He has also
been employed as an accountant and a Chief Internal Auditor within the NHS.

Tim was appointed as the Senior Independent Director (SID) on 20 September 2022. He continues as the Chair
of the Trust’s Audit Committee. He is also the Non-Executive Board lead for Freedom to Speak Up and a member
of the Rosemere Management Committee. Outside the Trust, Tim is an independent member of the UK Statistics
Authority’s Audit and Risk Assurance Committee.

Dr Tim Ballard, Non-Executive Director (l)

Appointment: 1 October 2023 to 30 September 2026

Tim was born and brought up in Lancashire and after qualifying in medicine he went into general practice in
1988. He was a GP trainer for about 25 years and was an Examiner for 21 years for the membership examination
of the Royal College of GPs (RCGP) and for a period led the Simulated Surgery module assessing the consultation
skills of doctors. Tim was a nationally elected member of Council at the RCGP for 12 years and served as Vice
Chair at the RCGP from 2013 to 2016.

Since 2016 Tim has been a National Clinical Advisor at the Care Quality Commission (CQC) giving clinical advice to
the commission around the areas of general practice, independent primary care, online and digital health, as well
as supporting CQC inspections. Tim is a keen advocate for environmental sustainability especially as it relates to
healthcare.

Tim is the Board-level Ockenden Maternity Safety Champion.

Victoria Crorken, Non-Executive Director (l)

Appointment: 24 January 2022 to 23 January 2025

Victoria is an experienced senior leader within public sector and commercial environments. With 26 years’
operational policing experience in Lancashire Constabulary, she has a deep understanding of the complex
socio-economic and health challenges within local communities and has developed collaborative cross-sector
partnerships to tackle inequality. Currently the Senior Security, Compliance and Risk Manager for the Co-op
Group Ltd, Victoria led the transformational change of the Crime, Security, Regulatory Compliance and Business
Resilience strategy and her particular areas of expertise are stakeholder partnership collaborations, governance,
risk management and regulatory oversight. Victoria has an MBA from the University of Central Lancashire
Business School.
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Kate Smyth, Non-Executive Director (l)

Appointment: 4 February 2019 to 3 February 2025

Kate is a chartered town planner and worked in planning and economic development for many years in local
authorities across the North West. She then ran her own consultancy business for 25 years specialising in
economic development and disability and has extensive experience working in the public and community and
voluntary sectors. From 2012 to 2019, she was the Lay Member (Patient and Public Involvement) at Calderdale
Clinical Commissioning Group. Kate was also the equality lead and the lead for deprivation, poverty and
housing. From 2010 to 2019, she was an independent Board member (latterly, the Deputy Chair) at Kirklees
Neighbourhood Housing and the Equality Champion. She is currently a Lay Leader at Yorkshire and Humber
Patient Safety Research Collaboration researching safe care in the home. In 2019 was appointed to the North
West Regional Stakeholder Network, established by the Cabinet Office Disability Unit. In the autumn of 2020
Kate co-founded the Disabled NHS Directors Network and she has been a co-Chair since March 2021. Kate is the
Chair of the Trust’s Charitable Funds Committee and Safety and Quality Committee. In 2023 Kate was appointed
to serve on the ICB People Committee.

Jim Whitaker, Non-Executive Director (l)

Appointment: 3 July 2017 to 1 July 2024

Jim is an experienced Executive currently working at BT Enterprise, where he is Director of Project Management.
During his career, Jim has led many large-scale IT transformation programmes for customers in the UK and abroad;
these have typically been high complexity and operationally critical in nature. He has worked with customers in
many sectors including Government, Defence, Investment Banking and Retail. Jim is a Chartered IT Professional
with the British Computer Society and holds project management qualifications, which include APM RPP, MSP and
Prince 2. His areas of expertise are strategic planning, managing change, governance, and risk management. Jim
is the Chair of the Trust’s Workforce Committee.

Tricia Whiteside, Non-Executive Director (l)

Appointment: 9 September 2019 to 8 September 2025

Tricia is a transformational leader with a wealth of financial services experience having held senior leadership roles
within large Fortune 500 and FTSE100 organisations. Her experience gathered over 25 years includes owning
aspects of global control frameworks and assuring compliance to the expected standards of control, establishing
Strategic Change Portfolios, operational delivery of integration programmes following organisational mergers/
acquisitions and led upon significant business transformation. Over the last 11 years she successfully established
her consultancy business which provided interim management support, with focus on setting up new operational
functions and building sustainable internal capabilities, creating portfolios of strategic change to improve
operational performance and financial stability, strengthening governance and control regimes, consulting on risk
management strategies, and positively responding to increased regulatory scrutiny. Tricia is the Chair of the Trust’s
Finance and Performance Committee.

Tricia was appointed Acting Vice Chair from 1 September 2022 until 31 July 2023.

Associate Non-Executive Directors (non-voting)

Uzair Patel, Associate Non-Executive Director (l)

Appointment: 1 October 2023

Uzair is a Chartered Accountant and senior finance professional with deep and wide-ranging experience across
global banking in a range of technical and commercially focused roles. He is a board member of Torus Foundation
supporting communities in Liverpool and the surrounding areas. He was previously a board member at the
national domestic-violence and abuse charity, Safe Lives, as well as Chair of Audit and Risk at King's College
London Students’ Union. He was co-creator of the award-winning #ThislsMe mental-health campaign at Barclays
and across the City of London in partnership with the Lord Mayor of London. He read Biomedical Sciences at
King's College London with a focus on neuroscience and pharmacology.
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Michael Wearden, Associate Non-Executive Director ()

Appointment: 10 June 2022 to 9 June 2024 (two-year fixed term)

Michael is a values-driven leader with significant strategic experience of working within the Third Sector, driving
business transformation and managing diverse teams in the delivery of health-related programmes across

the North West. He is currently Managing Director of Lancashire charity Red Rose Recovery, the largest Lived
Experience Recovery Organisation in the country and has over 15 years’ experience in developing and managing
innovative programmes that support people of all ages, backgrounds and complex needs from across the UK to
flourish and create a positive impact on individual wellbeing and life changes.

Michael is also Non-Executive Director for Lancashire-based CIC U-Develop and Founder and Director of MWD
Consultants which supports various Health and Wellbeing voluntary, community, faith and social enterprise
(VCFSE) sector organisations from across the North of England to grow and thrive.

Peter Wilson, Associate Non-Executive Director (l)

Appointment: 16 June 2022 to 15 June 2024 (two-year fixed term)

Executive Directors

Professor Silas Nicholls, Chief Executive

Permanent post — appointment from 8 January 2024

Silas is an experienced Chief Executive and NHS leader who began his NHS career as a graduate management
trainee. He has since held a wide range of general management posts, including commissioning roles in health
authorities, management of community services and extensive hospital management experience.

Silas has held a number of Chief Executive posts since 2016 and joined Lancashire Teaching Hospitals in
January 2024.

In addition to his Chief Executive role, Silas is the Chair of the North West Leadership Academy.

In January 2024 he was awarded the title of Professor of Leadership and Healthcare Management — Institute of
Medicine, University of Bolton.

Sarah Cullen, Chief Nursing Officer

Permanent post — appointment from 1 August 2019

Sarah is a Registered Nurse with experience in a variety of nursing and operational roles in a broad range of
specialties. Sarah spent 18 years of her career at University Hospitals of Morecambe Bay and joined Lancashire
Teaching Hospitals in 2017 as the Deputy Nursing, Midwifery and AHP Director becoming the Executive Nursing,
Midwifery and AHP Director in 2019. Sarah is the Executive lead with responsibility for the hospital charity, clinical
governance, maternity, children and safeguarding. She is also a trustee of the post graduate education charity.

Imran Deviji, Interim Chief Operating Officer

Interim post — appointment from 1 October 2023 (one year fixed-term)

A local resident in Lancashire, Imran is our Interim Chief Operating Officer with 31 years' experience in the NHS
initially as a critical care nurse progressing on to commissioning, service improvement, community service director,
acute divisional director, and Deputy Chief Operating Officer roles across integrated care organisations mainly

in London and the South. Imran is passionate about leadership in health care championing patient safety and
colleague wellbeing to deliver quality care.
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Gerry Skailes, Chief Medical Officer

Permanent post — appointment from 1 March 2018

Gerry graduated from Guys Hospital in London and spent the early years of her medical training in London and
the South Coast before moving to the Christie Hospital to undertake specialist training in Clinical Oncology.

She was appointed as a Consultant at Royal Preston Hospital in 1997 with an interest in treating lung and
gynecological cancers. She has held a number of leadership roles within the Trust and North West region
including Clinical Lead for the Lancashire and South Cumbria Cancer Alliance and Deputy Medical Director of the
Trust. Gerry continues to work as a Consultant in Oncology undertaking a weekly acute oncology ward round
and is actively involved in a number of the ICP and ICS Committees. Gerry was appointed as the Trust’s full-time
Medical Director from March 2018 and is also our Caldicott Guardian.

Jonathan Wood, Chief Finance Officer/Deputy Chief Executive

Permanent post — appointment from 1 August 2019

After graduating, Jonathan joined the North Western financial management training scheme in 1992 where he
worked with a number of Health Authorities within Greater Manchester. Since qualifying he has worked for a
number of NHS organisations, including Salford Royal, the North West Strategic Health Authority, East Lancashire
Hospitals NHS Trust and Leeds Teaching Hospitals NHS Foundation Trust. He has supported a number of hospital
developments over the years and enjoys working with teams in resolving complex problems.

Executive Directors (non-voting)

Ailsa Brotherton, Director of Continuous Improvement and Transformation

Permanent post — appointment from 1 December 2017

Aiilsa joined the Trust in 2017 from Manchester Foundation Trust where she was the Director of Transformation for
the Single Hospital Programme. Prior to this Ailsa was the Clinical Quality Director for the North of England with
the Trust Development Authority/NHS Improvement. She has also held a post-doctoral senior research fellow post,
has a Masters in Leadership (Quality Improvement) from Ashridge Business School, and is a Health Foundation
Generation Q Fellow. Ailsa has extensive experience of designing and delivering quality improvement and large-
scale change programmes. Last year, Ailsa was awarded an honorary professorship in the School of Health and
Wellbeing at the University of Central Lancashire and is working with our academic partners to ensure all our
improvement programmes are evidence based and evaluated. Ailsa is a member of the national Improvement
Directors’ network, as well as a registered dietitian.

Stephen Dobson, Chief Information Officer

Permanent post — appointment from 1 April 2020

Stephen joined the Trust in April 2020 from Greater Manchester’s Health and Care Partnership where he was the
Chief Digital Officer. Prior to this Stephen spent eight years as Chief Information Officer for Wrightington, Wigan
and Leigh NHS Foundation Trust. He has also spent over 10 years working for Pfizer Pharmaceuticals within the
USA and UK within a variety of roles including Pharmacogenomics, Clinical Trials, Informatics and Knowledge
Management. Stephen has a PhD in Molecular Genetics and extensive experience leading digital programmes.

Gary Doherty, Chief Strategy and Planning Officer

Permanent post — appointment from 30 January 2022

Gary joined the Trust in February 2020 and is an experienced NHS leader having worked in operational and
planning roles at a range of levels including Chief Executive. He has over 25 years NHS experience and has
worked in both the English and Welsh NHS, mainly in hospital provision but also at a regional level for the
Department of Health.
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Naomi Duggan, Director of Communications and Engagement

Permanent post — appointment from 1 April 2020

Naomi joined the Trust in April 2020 having previously undertaken a similar role at University Hospitals of North
Midlands from October 2015 where she was a member of the Board and Executive team. Prior to this, Naomi
has held senior communications and engagement roles at Tameside and Glossop Primary Care Trust, Oldham
Metropolitan Borough Council and within private sector retail.

Naomi has run her own consultancy business and after her first degree she started her career as a Management
trainee on the Blue Chip British Coal Corporation graduate scheme. Naomi has worked on a number of
transformational projects for the NHS including Better Care Together in Morecambe Bay and Healthier Together
in Greater Manchester, as well as controversial retail schemes which needed positive engagement to win

the hearts and minds of a range of key stakeholders in order to secure planning permission and political and
community support.

A graduate of Leeds University, Naomi has an MBA from Leeds University Business School, a Postgraduate
certificate in Marketing from Sheffield Business School and the Chartered Institute of Marketing Diploma. She is
also a member of the Chartered Institute of Public Relations.

Jennifer Foote MBE, Company Secretary

Permanent post — appointment from 1 July 2022

Jennifer joined the Trust in July 2022 and has extensive experience of corporate governance across the public
sector, including working as part of the Further Education Commissioner’s Team in the Department of Education
as a National Leader of Governance.

Jennifer was awarded the MBE in 2017 for services to governance.

Neil Pease, Chief People Officer

Permanent post — appointment from 1 December 2023

Neil brings over 25 years of NHS experience, transitioning to Lancashire Teaching Hospitals after serving nearly four
years at Nottingham University Hospitals NHS Trust as Executive People Director and Chief People Officer. Before
that, he held executive roles at University Hospitals of Derby and Burton NHS Foundation Trust and Northern
Lincolnshire and Goole Hospitals NHS Foundation Trust.

With a degree in Sports Medicine from Glasgow University, Neil shifted his focus to education and organisational
development, pioneering clinical simulation in palliative care education. His journey includes roles at NHS Hull and
a stint as Director of Strategic Development at Hull Kingston Rovers Rugby League Club. He holds a Professional
Doctorate from Sheffield Hallam University in organisational development and anthropology.

Board members whose term of office ended during 2023-24
The following Board members stepped down during 2023-24:

Faith Button, Chief Operating Officer** 1 May 2019 to 16 February 2024

Nikki Latham, Interim Chief People Officer 1 June to 30 November 2023

Kevin McGee, Chief Executive 1 September 2021 to 30 September 2023
Ann Pennell, Non-Executive Director 7 January 2019 to 31 May 2023

Karen Swindley, Chief People Officer 1 November 2011 to 31 May 2023

** Interim Chief Executive from 1 October 2023 to 7 January 2024.
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Appointment and removal of Non-Executive Directors

Appointment and, if appropriate, removal of Non-Executive Directors is the responsibility of the Council of
Governors. When appointments are required to be made, usually for a three-year term, the Trust Nominations
Committee oversees the process and makes recommendations to the Council as to appointments. The procedure
for removal of the Chair and other Non-Executive Directors is laid out in our Constitution which is available on our
website or on request from the Company Secretary.

Division of responsibilities

There is a clear division of responsibilities between the Chair and the Chief Executive. The Chair ensures the Board
has a strategy which delivers a service that meets the expectations of the communities we serve, and that the
organisation has an Executive team with the ability to deliver the strategy. The Chair facilitates the contribution of
the Non-Executive Directors and their constructive relationships with the Executive Directors. The Chief Executive
is responsible for leadership of the Executive team, for implementing our strategy and delivering our overall
objectives, and for ensuring that we have appropriate risk management systems in place.

Review of Effectiveness

All Non-Executive Directors completed satisfactory individual appraisals of their performance for 2023-24 in
March and April 2024. This was reported through to Council in April 2024. Executive Directors undertook parallel
reviews, reported through to the Appointments, Remuneration and Terms of Employment (ARTE) Committee.

A Committee effectiveness review is undertaken annually in order for the Board to receive assurance that all
Committees have discharged their collective responsibilities.

Declaration of interests

All Directors have a responsibility to declare relevant interests, as defined within our Constitution. These
declarations are made to the Company Secretary, reported formally to the Board, and entered into a register
which is available to the public. The register is also published on our website and a copy is available on request
from the Company Secretary.
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Independence of Directors

The role of Non-Executive Directors is to bring strong, independent oversight to the Board and all Non-Executive
Directors are currently considered to be independent. The Board is made up of a majority of independent Non-
Executive Directors who have the skills to challenge management objectively. There is also a strong belief in the
importance of ensuring continuity of corporate knowledge, whilst developing and supporting new skills and
experience brought to the Board by new Non-Executive Directors.

Decisions on reappointments of Non-Executive Directors are made by the Council of Governors. A reappointment
of a Non-Executive Director beyond six years is based on careful consideration of the continued independence

of the individual Director and recognising the need to introduce new skills to the Board. Non-Executive Directors
who are appointed beyond six years are always subject to annual reappointment, and the maximum term of office
is nine years in aggregate, in line with the Trust’s Constitution.

Board meeting attendance summary 2023-24

PRESENT 06/04/ 01/06/ 03/08/ 05/10/ 07/12/ 01/02/ Percentage of
2023 2023 2023 2023 2023 2024 meetings
attended
VOTING NON-EXECUTIVE DIRECTORS
Peter White P P P P 4 4 100%
Tim Ballard P P P 3 3 100%
Victoria Crorken P P P Ab P Ab 6 4 67%
Paul O'Neill P P P P P P 6 6 100%
Ann Pennell P 1 1 100%
Kate Smyth P P P P P P 6 6 100%
Tim Watkinson P P P P P P 6 6 100%
Jim Whitaker P P Ab P Ab P 6 4 67%
Tricia Whiteside P P P Ab P P 6 5 83%
VOTING EXECUTIVE DIRECTORS
Faith Button P P P P P Ab 6 5 83%
Sarah Cullen P P P P P P 6 6 100%
Nikki Latham P P Ab 3 2 67%
Kevin McGee P P P 3 3 100%
Silas Nicholls P 1 1 100%
Gerry Skailes P P P P P Ab 6 5 83%
Karen Swindley P 1 1 100%
Jonathan Wood P P P P P P 6 6 100%
NON-VOTING ASSOCIATE NON-EXECUTIVE DIRECTORS
Uzair Patel P P Ab 3 2 67%
Michael Wearden Ab Ab P P P Ab 6 3 50%
Peter Wilson Ab P Ab Ab Ab Ab 6 1 17%
NON-VOTING EXECUTIVE DIRECTORS
Ailsa Brotherton P P P P Ab P 6 5 83%
Imran Deviji P P P 3 3 100%
Stephen Dobson Ab Ab Ab P P Ab 6 2 33%
Gary Doherty P P Ab P P P 6 5 83%
Naomi Duggan P P P P P P 6 6 100%
Neil Pease P P 2 2 100%

P = Present | Ab = Absent | A = Maximum number of meetings the Director could have attended | B = Meetings attended
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Evaluating performance and effectiveness

The CQC last undertook a Well Led inspection at the Trust in 2023 and rated the Trust as ‘Requires Improvement’
for Well Led.

Further information on performance and effectiveness can be found in the Annual Governance Statement, at
pages 78 to 96.

The Modern Slavery Act 2015

The Trust has zero tolerance to slavery and human trafficking and is committed to ensuring that there is no
modern slavery or human trafficking in our supply chains or in any part of our service. The Trust is fully aware of
the responsibilities it bears towards patients, employees and the local community and, as such, we have a strict
set of ethical values that we use as guidance with regard to our commercial activities. We therefore expect that all
suppliers to the Trust adhere to the same ethical principles. The summary below sets out the steps the Trust takes
to ensure that slavery and human trafficking is not taking place in our supply chains or in any part of our service:

e Assessing risk related to human trafficking and forced labour associated with our supply base: we
do this by supply chain mapping and developing risk ratings on labour practices of our suppliers to understand
which markets are most vulnerable to slavery risk.

e Developing a Supplier Code of Conduct: we will issue our Supplier Code of Conduct to our existing key
suppliers as well as those that are in a market perceived to be of a higher risk (for example, catering, cleaning,
clothing and construction). The Supplier Code of Conduct will also be included within our tendering process.
We will request confirmation from all our existing and new suppliers that they are compliant with our Supplier
Code of Conduct.

e Monitoring supplier compliance with the Act: we will request confirmation from our key suppliers that
they are compliant with the Act.

e Training and provision of advice and support for our staff: we are further developing our advice and
training about slavery and human trafficking for Trust staff through our Safeguarding Team to increase
awareness of the issues and how staff should tackle them.

e Monitoring contracts: we continually review the employment or human rights contract clauses in
supplier contracts.

» Addressing non-compliance: we will assess any instances of non-compliance with the Act on a case-by-case
basis and will then tailor remedial action appropriately.

Political donations
The Trust has neither made nor received any political donations during 2023-24.

Directors’ declaration

All directors have confirmed that, so far as they are aware, there is no relevant audit information of which the
auditor is not aware and that they have taken all steps that they ought to have taken as a director in order to
make themselves aware of any relevant audit information and to establish that the NHS Foundation Trust’s auditor
is aware of that information. All directors understand that it is their responsibility to prepare the annual report
and accounts, and that they consider the annual report and accounts, taken as a whole, to be fair, balanced

and understandable, and to provide the information necessary for patients, regulators and other stakeholders

to assess the performance of Lancashire Teaching Hospitals NHS Foundation Trust, including our business model
and strategy.

If you would like to make contact with a director, please contact the Company Secretary by email:
company.secretary@Ithtr.nhs.uk or telephone 01772 522647.

Also available on our website:

Register of directors’ interests
Director biographies
Statement on the division of responsibilities between Chairman and Chief Executive
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QUALITY IMPROVEMENT

Below highlights some of the key developments made by the Trust to improve service quality and an overview of
the Trust's arrangements in place to govern service quality. Additional information on quality is available in our
2023-24 Quality Account which will be available on the Trust website at the end of June 2024 and within our
Annual Governance Statement (pages 78 to 96).

Continuous Improvement

The Trust’s Continuous Improvement (Cl) Strategy has been delivered throughout the year and has supported a
number of key programmes as outlined below. A new Cl strategy will be developed and launched through 2024.

The Lancashire and South Cumbria Flow Coaching Academy is now well established, delivering three cohorts and
a fourth is currently in progress. 77 Flow Coaches have been trained and have applied the methodology in the
following Big Rooms: Brain Tumour, Breast Reconstruction, Cauda Equina Syndrome, Chemotherapy, Colorectal,
Deconditioning, Deteriorating Patients, Do No Attempt Cardiopulmonary Resuscitation, Eating Disorders,
Emergency Mental Health, Enhanced Care, End of Life, Endoscopy, Ears Nose and Throat, Entry to Emergency and
Urgent Care Frailty, Falls Prevention, Gynaecology, Inflammatory Bowel Disease, Inpatient Avoidance, Inpatient
Pre-operative Pain Management, Lung Cancer, Kidney Care, Major Trauma, Neurology (Headache), Neonatal,
Nutrition, Pain Management (Spine), Pneumonia, Pre-operative and Prehabilitation, Radiotherapy, Respiratory,
Sepsis, Stroke and Vascular Surgery.

A fourth cohort is due to complete the programme in June 2024, adding a further 12 Flow Coaches and a further
six Big Rooms will be established. These Big Rooms are: Alcohol and Tobacco, Central Venous Access, Day of
Surgery Admission, Paediatric Epilepsy, Soft Tissue Knee Injury and Surgical Admissions Unit.

The Lancashire Microsystem Coaching Academy programme has now delivered six cohorts and a seventh cohort
is currently in training. With 65 areas trained in the Microsystem Coaching Academy methodology and 121
Coaches, the addition of the seventh cohort will see a further 19 areas and 19 Coaches skilled up and working on
local level improvements.

Over the last 12 months we have worked collaboratively with our ICS and health care partners to test a new
approach to deliver system-level improvement across our Lancashire and South Cumbria footprint. Working

in partnership with the Emergency Engineering Design Centre at Cambridge University we have delivered a
programme as an ICS system with a focus on Frailty. We used the Engineering Better Care model to develop
and test new ways to deliver healthcare for this population group. More locally across central Lancashire the
team participating in the programme have focused their efforts on reducing conveyance from care homes to the
Emergency Department by working with place and system partners to develop more joined-up support services
and pathways to mitigate the need for Emergency Department attendance and support patients to live well and
age well. The learning and outputs from this programme have been developed and integrated into the 2024
GP Quality Contract, supporting standardised identification, assessment, and care planning for our over 65
population living with Frailty.

There has been a continued focus throughout the year on building Cl capability across the organisation through
the delivery of the Cl Building Capability Strategy in line with the NHSE report and dosing formula for provider
organisations for year on of the strategy.

Cl support has been provided to several of the divisions and corporate teams with the design, testing and
implementation of improvement priorities in response to specific requests (outside the formal improvement
programmes), often in response to organisational pressure. In year, this has included:

e HandsFirst Two (National Quality Improvement Collaborative with the Royal College of Surgeons)

e The Lancashire and South Cumbria Neck of Femurs (#NOF) Quality Improvement Collaborative

e The Hospital Handover Collaborative (regional collaborative with North West Ambulance Service and the
Advancing Quality Alliance)
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e Core20Plus5 Reducing Health Inequalities (national collaborative with NHS and the Institute for Health
Care Improvement)

® The Race and Health Observatory and IHI Learning Action Network (national collaborative with NHS and the
Institute for Health Care Improvement)

e Supporting the Patient Experience team to drive improvements in patient experience, including participating in
the Imperial College and Health Foundation Scale, Spread and Embed Research Project.

e Supporting the Trust's Always Safety First Strategy delivery and improvement programmes aimed at reducing
avoidance harm through the development of highly reliable systems and processes.

e Supporting pharmacy to use a Cl methodology to improve compliance to prescribing oxygen and development
of a prioritisation process.

e Supporting the development of a waste programme within a number of divisions
e Supporting organisational flow through the following initiatives utilising the Theory of Constraints:

¢ Co-ordinating the Lancashire and South Cumbria Together Improvement Weeks in response to
operational pressures

¢ Improvement project in maternity triage assessment unit: a patient flow improvement programme

Always Safety First

The Always Safety First Strategy is the Trust’s response to the National Patient Safety Strategy, facilitating
improvement in safety metrics across the organisation. We are in year three of the strategy this year. The Board
continues to recognise the benefits of embedding a culture of continuous improvement across our organisation,
supporting staff to design, test, embed and sustain changes that benefit patients and the local population. This is
reliant on building capacity and capability lead improvement.

Always Safety First is based on proactive regular review of our safety metrics and safety intelligence to inform
our priorities, improvement co-designed with our staff and patients, shared governance, collaborative working
across divisions and clinical specialties, and learning to improve. Our work is underpinned by a real-time safety
surveillance system making our data visible from Ward and the Emergency Department to Board.

Research participation in clinical research

2023-24 has been a record year for the number of patients recruited during that period to participate in research,
approved by a Research Ethics Committee, completed at Lancashire Teaching Hospitals. The team in the Centre
for Health Research and Innovation recruited 3,421 patients to National Institute for Health Research (NIHR)
portfolio adopted studies in this period. The Trust recruited a further 483 participants to non-portfolio studies.

In total, there are currently 190 open research studies recruiting patients at the Trust. The return to a more
balanced, pre-pandemic style portfolio has steadily seen commercial trials at 13% of the mix from 9% at the end
of the pandemic.
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PATIENT EXPERIENCE

The Trust’s current Patient Experience and Involvement Strategy runs from 2022 to 2025. The strategy was
developed and co-produced with patients, families, carers, governors, and staff who also contributed to setting
the improvement actions. The strategy sets the tone to listen more and act on patient experiences, listening

to patients and families when things do not go well and when they do go well. The views of patient groups
who represent those with protected characteristics have actively been sought recognising the importance of
intersectionality when considering the feedback.

The Patient Experience and Involvement Strategy has strong links with a range of Trust strategies including the
Equality Diversity and Inclusion Strategy, the new Single Improvement Plan, and the Mental Health, Learning,
Disability, Dementia and the Autism Strategies.

The Patient Experience and Involvement Strategy is divided into three sections:

1. Insight — improving our understanding of patient experience and involvement by listening and drawing
insights from multiple sources of information.

2. Involvement — equip patients, colleagues, and partners with the skills and opportunities to improve patient
experience throughout the whole system.

3. Improvement - design and support improvement programmes that deliver effective and sustainable change.
The ambition of the strategy is to involve our patients and communities to co-produce and deliver services that

have been formed collaboratively as equal partners. Year two of the strategy has continued to build on the firm
foundations introduced in year one and raised the profile of the patient voice further.

Complaints and Concerns

Comparator data for Complaints 2021-2024

Year Complaints received Increase/reduction
2021-22 580 +219
2022-23 487 -93
2023-24 355 -132

Source: LTHTR Datix

During 2023-24 the Trust received 355 formal complaints, a decrease of 132 from 2022-23. In year the backlog
of complaints from the COVID-19 pandemic was addressed and all were closed. The complaint performance has
been monitored throughout the year and patients receiving a response within 35 or 60 days increased from 50%
in April through to 79% in March with an average for the year of 75% compliance. It is the intention of the team
to return to and maintain the Trust target of 90% in 2024-25.

Of the 355 complaints received between April 2023 to March 2024, 285 (80%) related to care or services
provided at the Royal Preston Hospital, 65 (18%) to care or services provided at Chorley and South Ribble Hospital,
1 (0.2%) to care or services provided by Preston Business Centre, and 4 (1.8%) to care and services provided at
Finney House Community Healthcare Hub. There were no cases which were outside of the 12 months’ timescale
set out under the NHS Complaints Procedure.

36 Annual Report 2023-24



Number of complaints by division 2023-24:

Division Number (%) Division Number (%)
Medicine 150 (42 %) Women and Children’s Services 43 (12%)
Surgery 129 (36%) Diagnostics and Clinical 27 (8%)
Support
Estates and Facilities 1(0.5%) Corporate Services 5(1.5%)

Source: LTHTR Datix

Trend of ratio of complaints per patient contact 2021-24:

No of complaints Total episodes Ratio of complaints to
patient contacts
(inpatient/outpatient) Ratio of complaints to 717,213 1:1,987
patient contacts
2021-22 580 821,526 1:1,416
2022-23 487 849,328 1:1,744
2023-24 355 871,231 1:2,454

Source: LTHTR Datix

During this financial year there were 334 cases due to be closed. The outcome of these can be broken down into
the following outcomes 17 (5.9%) of the complaints had been upheld. 180 (53.89%) were partly upheld and
127 (38.02%) were not upheld. 10 cases remain open at the end of the year.

Top 3 themes from complaints by division:

Diagnostic and Clinical Support 1. Confidentiality or communication
2. Treatment/procedure
3. Nursing care

Women and Children 1. Confidentiality or communication
2. Treatment/procedure
3. Staff behaviour or attitude

Medicine 1. Confidentiality or communication
2. Treatment/procedure
3. Nursing care

Surgery 1.  Treatment/procedure
2. Confidentiality or communication
3. Nursing care

The Parliamentary Health Service Ombudsman

Complainants have the right to request that the Parliamentary and Health Services Ombudsman (PHSO)
undertakes an independent review into their complaint in instances where local resolution has not been achieved.

Between the period April 2023 to March 2024 there were 10 cases referred to the PHSO; three were partly upheld
and seven are ongoing. During this period, the PHSO sent final reports for three cases which were opened prior
to April 2023 and the outcome of these were that two were not upheld and one was partly upheld. There was
one further case referred to the PHSO prior to April 2022, which is still under investigation by the PHSO, and a
final decision is yet to be reached.
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Compliments

The Trust receives formal and informal compliments from patients and their families in relation to their experience
of care. During 2023-24 a total of 3,871 compliments and thank you cards were received by wards, departments,
and through the Chief Executive’s Office. There has been a 45% increase in the number of compliments received
during the year and departments are being encouraged to actively log compliments on the Datix system. This
provides teams with the opportunity to celebrate success locally and as part of their wider teams and divisions.

Patient Experience Feedback

Friends and Family Test

The Friends and Family Test (FFT) is used as a national measure to identify whether patients would or would not
recommend the services of our hospitals to their friends and family. The national requirement is to report on the
following areas:

e Maternity

¢ Day Case

e Qutpatients

e |npatients

e Emergency Department

A target of 90% is set for patients who would recommend services to friends and family in four of the areas,
with a target of 85% in the Emergency Department. Maternity has achieved this in Q1 and Q4, Day case

and outpatients have consistently achieved more than 90% in all four quarters, inpatients and the Emergency
Department are under the target percentage in all four quarters.

Although not a national requirement, the Trust undertakes surveys in CYP Services to ensure an equitable
approach to measurement of experience. Children and young people using the urgent and emergency pathways
are reporting less favourable experiences. The day case and outpatient departments are demonstrating positive
performance. The neonatal service has maintained a sustained performance of 100%.

Friends and Family response rate

Expanding the methods used to collect feedback is important if we are to understand what matters to patients.
The response rate is an area we set out to improve and the data below demonstrates this has been achieved with
a total of 11,359 more valuable pieces of feedback than what was collected in 2022-23.

It is not yet possible to view this feedback through the lens of protected characteristics and deprivation however,
work is underway to capture this.

QR codes/ Paper Telephone SMS

online surveys  surveys surveys text surveys
2021-2022 1,468 2,829 3,684 36,128 44,109
2022-2023 2,905 6,788 4,421 37,070 51,184
2023-2024 3,016 10,944 2,112 46,471 62,543

In the year 2023-24 there has been a positive increase in the response rates overall of 22.19% on the previous
year. Increases have been realised with QR codes/online surveys, paper surveys and SMS test surveys. There
has been a reduction in the telephone surveys which in part may be due to an increase in online and mobile
preferences for service users.
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National Patient Survey Results
Maternity Survey

The Maternity survey is based on a sample of maternity service users who had a live birth between 1 and 31
March 2023. In the 2023 survey the Trust was ranked 18 out of the 61 participating Trusts. Compared to
the 2022 survey results, the Trust ranked 19 out of 65 Trusts. The response rate for the 2023 survey was 39%
compared to the 2022 survey response rate of 44%.

National Inpatient Survey

Compared to the national inpatient survey in 2021, the Trust remains in the same position, with no areas
identified as significantly better or significantly worse in 2022 (the most recent available data). The Trust is now
ranked 50 out of the 70 Trusts. This compared to the 2021 survey where the Trust was ranked 55 out of 73
Trusts surveyed.

Emergency and Urgent Care Survey

The Urgent and Emergency Care Survey is carried out every 2 years. The previous survey was undertaken in 2020.
The purpose of the survey is to understand what patients think of the care they have received within a Type 1
Emergency Department.

The results demonstrated an improved position for the Emergency Department compared to the last National
survey in 2022.

Cancer Survey

The survey results were published July 2023. The overall score for care at our Trust was 9 out of 10, which is
higher than previous years.

Common themes that require improvement across the range of cancer services include:

* Hospital care confidence in staff particularly within Head and Neck, Gynaecology and Upper Gastrointestinal
e Discussions with patients about research

e Information regarding immunotherapy

Areas where LTH has scored positively are:

e All teams scored highly for privacy when receiving results.

e All teams scored highly regarding support from main contact.
e All teams scored highly for review of care plans with patients.

e All teams scored highly in the Treatment section.
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Patient Experience and Involvement

In the last 12 months the patient experience and involvement group has continued to develop and grow. The

aim of the group is to have full representation from people that have protected characteristics. The group is

well represented by all divisions, patients, third sector partners, charities, and advocacy groups, and focuses on
patients, families and carers feedback. Stories are presented and heard from each division and data and metrics
are shared to ensure learning. Quarterly reports are presented by each division giving an oversight of all aspects of
patient experience across the hospitals.

The organisation remains committed to involving and engaging with our local partners and communities and this
is a key thread within our strategy. Patient groups and forums include:

Patient Experience and Involvement Group Maternity Voices Partnership

Patient Information Group Preston Dystonia/Migraine Group

Cancer Patient Information Group Critical Care Former Patients and Relatives Support Group
Carers Forum Renal Strategy Group

Cancer Patient and Carers Forum Tracheostomy Patient Forum

Specialist Mobility Rehabilitation Centre Mobility Matters Lancashire Learning Disability and Autism Partnership
Specialist Mobility Rehabilitation Centre Patient Research Group

Complex Regional Pain Syndrome

Youth Forum Saheliyaan Asian Ladies Forum

Visually Impaired Forum

Patient forums help us to learn and engage with our service users. They give us the opportunity to understand the
experiences felt by our patients and families and work together to ensure the pathways and services are designed
to meet expectations.

Carers

Our Carers forum was established in early 2021 and is an example of how partnership working with patients
and carers can improve and develop our services. The forum developed in collaboration with Lancashire Carers
Service, with attendance and input from external partners.

Hospital Guides

The volunteer role is an important part of our network, enabling us to gather real time feedback from our service
users. Following feedback this year we saw the recruitment of volunteer Hospital Guides to help our patients and
visitors navigate our sites.

Patient Experience Champions

In 2023 Patient Experience Champions were introduced into all clinical departments across the organisation with
over 170 staff trained to provide support to colleagues in relation to patient experience.

Patient Safety Partners (PSP) and Maternity and Neonatal Voices Partnership Chair

Patient Safety Partners (PSPs) are a new and evolving role developed by NHS England to help improve patient
safety across the NHS. In November 2023 we welcomed three PSPs to the organisation. The PSPs join the
established role of the MNVP Chair and provide a clear patient voice, advocating for patients and working
with services alongside our staff, patients, families, governors and carers to influence and improve safety and
experience across our range of services.
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Equality, Diversity and Inclusion

The Equiality, Diversity and Inclusion Strategy is the golden thread that runs through the Patient Experience and
Involvement Strategy. It is vitally important that as part of this strategy we are consciously inclusive in everything
we do. As part of being wholly inclusive and diverse we need to ensure we gather as much information from the
patient voices of those who are seldom heard, so a real focus on those with protected characteristics whilst using
friends and family feedback, Datix and PSIRF as well as working alongside our health inequalities agenda. This will
enable us to really understand the true diverse voices of the patients.
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MAJOR SERVICE DEVELOPMENTS

Despite significant challenges across the Lancashire and South Cumbria healthcare system due to winter pressures,
sustained demand for our services and the effects of industrial action, we continued to implement a number of
major service developments during 2023-24. The developments have benefited both patients and colleagues,
helping to alleviate pressure on our emergency care pathways, reduce elective waits and improve flow across

our sites.

These developments are testament to the resilience of our hard-working and dedicated colleagues and key
partners who have remained committed to improving our services for the communities we serve. The major
developments during the past year are outlined below:

Sir Lindsay Hoyle officially launches expansion of Clinical Health Psychology Services

— ﬂ The expansion of the Clinical Health Psychology Service was launched in May

B 2023 with a ribbon-cutting event by Sir Lindsay Hoyle, Member of Parliament
for Chorley and Speaker of the House of Commons. The aim of the service is to
offer help and support to adult patients with psychological distress that they may
experience as a result of chronic and life-changing physical health conditions or
injuries, such as cancer or severe spinal injury.

Future plans for the service are to continue to improve access to mental health
support for long-term conditions and use it as a role-model service for other
Trusts, demonstrating the benefits of co-located services and integrated care
in the NHS.

In June 2023, the Lancashire Teaching Hospitals became the first Trust in
the UK to implement Lung Vision — the latest navigation bronchoscopy
technology to locate and diagnose challenging peripheral lung tumours
in a minimally invasive, safe fashion through an advanced tracking and
navigation system.

Lung Vision enables doctors using a bronchoscope to examine inside a
patient’s lungs in real time, penetrating deeper and reaching areas they
were previously unable to reach to take biopsy samples.

The Trust engaged widely with partners, colleagues and the Rosemere Cancer Foundation Charity, who funded
the equipment, to manage the process of bringing the system to the UK.

New Regional Hyper-Acute Stroke Unit (HASU) is ‘big step forward’

A new Regional Hyper-Acute Stroke Unit (HASU) was opened in June 2023,
bringing experts and equipment under one roof to help reduce death rates in
stroke patients.

The unit, based at Royal Preston Hospital, is led by stroke specialist consultants,
supported by a multidisciplinary team including specialist nurses, occupational
therapists, physiotherapists and speech and language therapists, who are able to
closely monitor and stabilise patients newly diagnosed with a stroke with world-
class treatment for the first 72-hours following their diagnosis.
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Waiting lists for children on the decrease thanks to new surgery offer

July 2023 saw the opening of a new low complexity day surgery service for
children based at Chorley and South Ribble Hospital. The pop-up service, which
operates once every two weeks from Rawcliffe Ward, was created to improve
efficiency, experience and the number of children waiting for elective treatment.

The service brings together paediatric, anaesthetic and surgical teams to perform
a range of procedures including dental, maxillofacial, ophthalmology, plastic
surgery and ear, nose and throat.

Finney House celebrates its first anniversary

Finney House celebrated its first birthday in November 2023, marking one year
& since the Trust took over the facility to run a Community Healthcare Hub designed
to accommodate patients who no longer need specialist hospital care.

In its first year the Community Healthcare Hub saw over 1,500 admissions and
. helped 70% of patients return home with support — in turn helping the local
healthcare system to support discharge, patient flow and ease pressure on
ambulance crews.

New breast pain clinic launches in Central Lancashire

The NHS in Lancashire and South Cumbria launched a new breast pain clinic to support people in Central
Lancashire in November 2023. The clinic provides examinations and advice to patients suffering from breast pain
in Preston, Chorley and other parts of Central Lancashire and aims to reduce anxiety and worry for many patients
who might otherwise have been unnecessarily referred for hospital tests on a cancer pathway.

Trust upgrade robotic system to speed up prescription processing

A replacement robotic system has been installed in the Trust Pharmacy departments,
to help both Royal Preston and Chorley and South Ribble Hospitals speed up
prescription processing to get medication to patients faster. The update to the Royal
Preston Hospital’s Pharmacy department comes on the back of upgrading the system
at Chorley and South Ribble Hospital and now complete, it will save valuable time for
the Pharmacy team and bring greater efficiency to pharmacy processes.

Trust unveils newly refurbished Gynaecology and Early Pregnancy Assessment Unit

In January 2024, the Trust opened its newly refurbished Gynaecology and
Early Pregnancy Assessment Unit at Royal Preston Hospital, helping to enhance
and improve care for women and families experiencing early pregnancy or
complications.

The £90,000 scheme to redesign the Gynaecology Assessment Unit, received
significant support from Baby Beat — part of Lancashire Teaching Hospitals
Charity — who contributed £30,000.

This initiative is part of the broader women’s health improvement programme to enhance the care for women and
families experiencing early pregnancy or acute gynaecological complications including miscarriage and baby loss.
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STAKEHOLDER RELATIONS

Lancashire Teaching Hospitals is part of the Lancashire and South Cumbria ICS, a partnership of organisations that
come together to plan and deliver joined up health and care services to improve the lives of people who live and
work in the area.

Each ICS includes an ICB and an Integrated Care Partnership (ICP). The Lancashire and South Cumbria ICB is

a statutory NHS organisation which is responsible for developing a plan for meeting the health needs of the
population, managing the NHS budget and arranging for the provision of health services in our geographical area.
The ICP is a statutory committee jointly formed between the ICB and all upper-tier local authorities that fall within
the ICS area. The ICP brings together a broad alliance of partners concerned with improving the care, health, and
wellbeing of the population, with membership determined locally.

In 2023-24, there have been many examples of collaborative work across the local health and care system against
key priorities including, but not exclusive to, urgent and emergency care, discharge and elective care recovery and
delivering a challenging budget, amongst others.

Examples of key stakeholder relations is set out below:

Lancashire and South Cumbria Provider Collaborative

The five NHS Trusts in Lancashire and South Cumbria formed a Provider Collaborative in 2021 with the aim of
better supporting patient care, creating a great place to work and reducing duplication to ensure the very best
value for taxpayers’ money.

This is more important than ever given the widening health inequalities within our communities; rising demand for
services, pressure on quality of care and patient safety; significant financial debt; and the health and wellbeing of
our colleagues.

A number of LTH executive colleagues are Senior Responsible Officers for various projects within the Collaborative.

A key part of our collaboration is the creation of ‘One LSC’ (One Lancashire and South Cumbria), whereby the five
Trusts in Lancashire and South Cumbria will run central services together under a collaborative partnership. This

is in line with a national direction of travel, however Lancashire and South Cumbria is ahead of many systems in
terms of the maturity of its proposals.

In addition, significant collaboration is underway to transform clinical services and improve outcomes, safety, and
efficiency across the healthcare system. The plan contains three key elements to drive forward transforming care
in hospitals:

(a) rolling programme to address fragile services;
(b)rolling programme of service reconfigurations; and
(c) production of Clinical Configuration Blueprint and delivery roadmap.

This reconfiguration aims to make best use of some of our specialist staff working as part of clinical networks to
provide consistent and high-quality care for the communities we serve.

Lancashire and South Cumbria Pathology Service

Currently there are pathology services at each of the acute hospital laboratory locations within the Lancashire and
South Cumbria ICS with a duplication of some pathology services across the area. In addition to the duplication
of testing, activity (tests) data for the four trusts shows variances in delivery of pathology services in terms of estate
utilisation, cost, and workforce between these providers.

Throughout 2023-24 work has been progressing on a business case to support the Pathology Service to
establish a clinical model and delivery framework that will support working as one service. It describes network
priorities that will deliver transformation and ensure that by 2025 the service is operating as a NHSE defined
mature network.
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In April 2023, the four acute Trusts in Lancashire and South Cumbria agreed to delegate certain strategic matters
in relation to Pathology Services to the Provider Collaborative Board Joint Committee. Equally, in September 2023,
Professor Anthony Rowbottom was appointed to the substantive Managing Director position for the Pathology
Service after almost a year of leading the network on an interim basis.

Local Networks

The Trust continues to support equality, diversity, and inclusion across its workforce with established Inclusion
Ambassador Forums, including Living with Disabilities Forum, LGBTQ+ Forum, and Ethnicity Forum. The Forums
help provide a voice, give support, are a place for colleagues to raise issues, review policies and procedures,
provide ideas and educate colleagues to truly embrace and celebrate difference. The Forums have Board-level
sponsors and help promote Lancashire Teaching Hospitals as an inclusive employer. These are complimented
with wellbeing-specific forums such as the Menopause Champions, Carers’ Forum, and a recently established
Endometriosis Awareness group.

We understand that it is important that our patients, their loved ones, and the local population are involved in
decision-making about the care and services that we provide. The Patient Experience and Involvement Group
provides a platform for staff to engage and consult with patients and the public to identify their needs. A number
of local community groups are welcomed to the group including Deafway, n-Compass, Alzheimers Organisation,
HealthWatch, AccessAble and others. The Trust has several service-user groups and forums covering all different
aspects of patient care an example of which is our Cancer Patient and Carers forum.

National Networks

Executive team members have maintained their memberships in professional networks throughout the year to
ensure partnership working at a national level. This has enabled shared learning nationally to implement best
practice for our local population and included shared learning with the wider networks from innovation and best
practice adopted within our Trust.

The Director of Continuous Improvement and Transformation, Ailsa Brotherton, has joined NHS England’s National
Improvement Board which brings together executives, directors, clinical leadership, and expert improvement
science input to create the context in which continuous improvement is systematically used throughout the NHS
to deliver better patient and staff outcomes. The Board will agree a small number of shared national priorities
which, NHS England working collaboratively with providers and systems, will focus our improvement led delivery
work with national coordination and regional leadership.

Kate Smyth has continued in the position of co-Chair of the Disabled NHS Directors’ Network which represents
NHS leaders with disabilities. Formed in autumn 2020, it is open to all disabled Board or equivalent members
(non-executive or executive) of NHS organisations and other providers on NHS services (including Community
Interest Companies). In September 2023, NHSE published the Workforce Disability Equality Standard statistics for
2022 which included a case study of the Trust’s Living with Disability Ambassador Forum, which was co-written by
Kate who is a great champion and advocate for disabled rights.

Many colleagues also hold professorships with academic institutions including the Chief Executive, Silas Nicholls,
who in January 2024 was awarded the title of Professor of Leadership and Healthcare Management — Institute of
Medicine, University of Bolton.
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REMUNERATION REPORT

The NHS Foundation Trust annual reporting manual requires NHS Foundation Trusts to prepare a remuneration
report in their annual report and accounts. The reporting manual and NHSI requires that this remuneration report
complies with:

e Sections 420 to 422 of the Companies Act 2006 (section 420(2) and (3), section 421(3) and (4) and section
422 (2) and (3) do not apply to NHS Foundation Trusts

e Regulation 11 and Parts 3 and 5 of Schedule 8 of the Large and Medium-sized Companies and Groups
(Accounts and Reports) Regulations 2008 (SI 2008/410) (“the Regulations”)

e Parts 2 and 4 of Schedule 8 of the Regulations as adopted by NHSI in the reporting manual

¢ Elements of the NHS Foundation Trust Code of Governance.

REMUNERATION COMMITTEES

There are two Committees which deal with the appointment, remuneration and other terms of employment of
our directors. The Nominations Committee, a Committee of the Trust, is concerned with the Chair and other
Non-Executive Directors. The ARTE Committee, as a Committee of the Board, deals with the pay and conditions
of senior Executives.

Nominations Committee

The Committee comprises the Chair (except where there is a conflict of interest in relation to the Chair’s role,
when the Vice Chair or Senior Independent Director will attend), two public governors, one staff governor, and
one appointed governor. The members have a nominated deputy who attends in their place if they are unable
to attend. The Company Secretary advises the Committee as appropriate, and the Chief Executive is invited to
attend all meetings. The Terms of Reference of the Committee are publicly available on application.

The Council of Governors appoint the members of the Nominations Committee for a two-year period and
elections are held to replace any Committee member who ceases to be a governor following the annual governor
elections or retirement of a governor in-year.

The composition of the Committee during 2023-24 is detailed in the attendance summary below.

Nominations Committee attendance summary

Percentage
Name of Committee member of meetings

attended (%)
Peter White, Chair 2 2 100%
Professor Paul O’'Neill, Interim Chair 1 1 100%
Tim Watkinson, Senior Independent Director 1 1 100%
Alistair Bradley, Appointed Governor 4 3 75%
Steven Doran, Staff Governor 4 2 50%
Steve Heywood, Public Governor 4 4 100%
Janet Miller, Public Governor 4 4 100%
Substitutes: not required

A = Maximum number of meetings the member could have attended | B = Meetings attended
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Work of the Committee

During 2023-24, the Committee met on four occasions which enabled it to:

e Receive feedback on the outcome of the Chair’s appraisal for 2022-23.

e Receive feedback on the outcome of the Non-Executive Directors’ appraisals for 2022-23.
e Consider and recommend to the Council of Governors the appointment of the Chair.

* Receive, consider, and recommend to the Council of Governors re-appointment of two Non-Executive Directors
whose terms of office were due to come to an end during 2023-24.

e Support the shortlisting and interview process for the Non-Executive Director appointments.

e Consideration and recommendation to the Council of Governors the Non-Executive Director appointments.

The search for the Non-Executive and Associate Non-Executive Director appointments during the year (which was
an open advertisement process) was supported internally at no extra cost.

The Committee was committed to ensuring that vacancies during the year reached the widest possible audience,
and that the selection process reflected the high standards of the Trust’s approach to equality, diversity and
inclusion. The Committee utilised the ability to appoint to a non-voting Associate Non-Executive position as a pro-
active succession planning mechanism for the position of Audit Chair and to address further the diversity balance
against all protected characteristics on the composition of the Board.

Appointments, Remuneration and Terms of Employment (ARTE) Committee

All Non-Executive Directors are members of the Committee. The Chief Executive and Chief People Officer are
normally in attendance at meetings of the Committee, except when their positions are being discussed. The
Company Secretary also attends meetings as appropriate to provide advice and expertise and the Committee has
the option to seek further professional advice as required.

During 2023-24 the Committee was supported by Gatenby Sanderson in the recruitment search for the Chief
Executive Officer at a total cost of £25,060.

ARTE Committee attendance summary

Name of Committee member A B Percentage of meetings attended (%)
Peter White 5 4 80%
Tim Ballard 2 1 50%
Victoria Crorken 7 6 86%
Paul O'Neill 7 6 86%
Kate Smyth 7 7 100%
Tim Watkinson 7 5 71%
Jim Whitaker 7 2 29%
Tricia Whiteside 7 6 86%

A = Maximum number of meetings the member could have attended | B = Meetings attended
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Work of the Committee

During 2023-24, the Committee met on seven occasions. The Committee meetings involved a range of business
in line with its terms of reference which enabled it to::

e Consider and approve the plan for recruitment of the substantive Chief People Officer.
e Receive feedback on the outcome of the Executive Directors’ appraisals for 2022-23.
e Undertake the annual Committee effectiveness review.

e Consider and approve the interim arrangements for the Chief Executive and agree the plan to recruit to the
substantive post.

e Approval of the arrangements for the Interim Chief Executive post including interim backfill arrangements for
the Chief Operating Officer.

e Receive and approve the recommendation to appoint the substantive Chief People Officer.
e Receive and approve the recommendation to appoint the substantive Chief Executive.

e Consider and approve the plan for recruitment of the substantive Chief Operating Officer, including extension
of the interim arrangements during the period of recruitment.

ANNUAL STATEMENT ON REMUNERATION

At Lancashire Teaching Hospitals, we understand that our Executive remuneration policy is key to attracting and
retaining talented individuals to deliver our business plan, whilst at the same time recognising the constraints that
public sector austerity measures bring.

In line with the Trust's agreed policy, the pay award for VSM posts was made in line with the recommendation of
the Senior Salary Review Board in its annual report on Senior Salaries 2023.

Peter White
Chair of the Appointments, Remuneration and Terms of Employment Committee
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SENIOR MANAGERS" REMUNERATION POLICY

As detailed in the Chair's statement above, the remuneration policy is designed to attract and retain talented
individuals to deliver the Trust's objectives at the most senior level, with a recognition that the policy has to take
account of the pressures on public sector finances.

This report outlines the approach adopted by the ARTE Committee when setting the remuneration of the
Executive Directors and the other Executives who have authority or responsibility for directing or controlling the
major activities of the organisation. The following posts have been designated as fitting this criterion by the ARTE
Committee and are collectively referred to as the senior Executives within this report:

Executive Directors
¢ Chief Executive

e Chief Finance Officer/Deputy Chief Executive
e Chief Nursing Officer

e Chief Medical Officer

e Chief Operating Officer

Other Executives
e Chief People Officer

e Director of Communications and Engagement
e Director of Continuous Improvement

e Director of Strategy and Planning

e Chief Information Officer

e Company Secretary

Details on membership of the ARTE Committee and individual attendance can be found on page 47 of this report.

Our policy on Executive pay

Our policy on the remuneration of senior Executives is set out in a policy document approved by the ARTE
Committee. When setting levels of remuneration, the Committee considers the remuneration policies and
practices applicable to our other employees, along with any guidance received from the sector regulator and the
Department of Health and Social Care. In addition, the Committee considers the need to ensure good use of
public funds and delivering value for money. The maximum of any component of senior managers’ remuneration
is determined by the ARTE Committee.

Each year, the Chief Executive undertakes appraisals for each of the senior Executives, and the Chair undertakes
the Chief Executive’s appraisal. The results of these appraisals are presented to the ARTE Committee, and they
are used to inform the Committee’s discussions. The Committee considers matters holistically when considering
Executive remuneration, such as the individual Executive’s performance, the collective performance of the
Executive Team and the performance of the organisation as a whole.

The remuneration package for senior Executives comprises:

Salary: As determined by the ARTE Committee and reviewed annually

Senior Executives do not receive any additional benefits that are not provided to staff as part of the standard
Agenda for Change contract arrangements. No senior Executives have tailored arrangements outside of those
described above.
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The remuneration package for Non-Executive Directors comprises:

Salary: As determined by the Council of Governors and reviewed in line with the national guidance on
remuneration of Non-Executive Directors. Current rates are:

e £13,000 p.a. for Non-Executive Directors
e £6,500 p.a. for Associate Non-Executive Directors

e £2,000 p.a. as additional responsibility payment payable to the Vice Chair, Senior Independent Director and
Ockenden Champion

e £55,000 p.a. for the Chair

Additional benefits:

* Gym membership discounts with NHS identification
e Access to NHS staff benefits offered by retailers

* Onsite therapies at discounted rates

e Salary sacrifice schemes
There is no provision for bonuses to be paid to any senior manager within the Trust.

All senior Executives are employed on contracts with a six-month notice period. In the event that the contract

is terminated without the Executive receiving full notice, compensation is limited to the payment of salary

for the contractual notice period. No additional provision is made within the contracts for compensation for

early termination and there is no provision for any additional benefit, over and above standard NHS pension
arrangements, in the event of early retirement. In line with all other employees, senior Executives may have access
to mutually agreed resignation schemes (MARS) where these have been authorised.

Our Non-Executive Directors are requested to provide three months’ notice in the event that they wish to resign
before their term of office comes to an end. They are not entitled to any compensation for early termination.

During the year no Executive Director, Non-Executive Director or Very Senior Manager received a payment for loss
of office.

ANNUAL REPORT ON REMUNERATION

Business expenses

As with all staff, we reimburse the business expenses of Non-Executive Directors and senior Executives that are
necessarily incurred during the course of their employment, including sundry expenses such as car parking and
transport costs such as rail fares.

The expenses paid to Directors (both Executive and Non-Executive) during the year were:

2022-23 2023-24

Total number of Directors in office as at 31 March: 22 23
Number of Directors receiving expenses: 8 5
Aggregate sum of expenses paid to Directors (£00s): £2,190 £1,837
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Salary and pension contributions of all Directors and senior Executives

Information on the salary and pension contributions of all Directors and senior Executives is provided in the tables
on the following pages. The information in these tables, and in the remainder of this remuneration report, has
been subject to audit by KPMG LLP. Additional information is available in the notes to the accounts.

Each of the Chief Executive’s, the Chief Finance Officer’s and the Chief Medical Officer’s salary is above £150,000
per annum but within or below the national average, when benchmarking against other Trusts. In order to ensure
the level of remuneration paid by the Trust is reasonable, on an annual basis we carry out a rigorous process of
benchmarking against all other Trusts (including Trusts with comparable income, with comparable headcount,

by Trust type and by region). We also take into account the individual Executive’s performance, the collective
performance of the Executive Team and the performance of the organisation as a whole. Furthermore, we
consider the remuneration policies and practices applicable to our other employees, along with any guidance
received from the sector regulator and the Department of Health and Social Care. Taking such factors into
account, the ARTE Committee considers the remuneration for the Chief Executive, the Chief Finance Officer and
the Chief Medical Officer to be reasonable.

Remuneration Report 2023-24

2022-23 2023-24

Name Title Salary | Taxable All TOTAL | Salary | Taxable | All pension | TOTAL
and Fee |Benefits| pension of all |and Fees | Benefits related of all
(bands of (to the related items (bands of (to the benefits items
£5,000) nearest | benefits | (bands of £5,000) nearest | (bands of £2,500) |  (bands of
£100) (bands of £5,000) £100) £5,000)
£2,500)
£'000 £ £'000 £'000 £'000 £ £'000 £000
S Chief Executive Officer
Silas Nichols (from 8 January 2024) 0 0 0 0 55-60 300 0 55-60
Interim Chief Executive
Faith Button Offcer from 1 October | - 0 0 0 65-70 0 35.0-375 | 105-110
2023 to 7 January
2024)
Chief Executive Officer
Kevin McGee (left 30 September 270-275 5,800 0 275-280 | 150-155 0 0 150-155
2023)
Chief Operating Officer
Faith Button (Interim CEO as above, | 150-156 1 75.0-77.6 | 225-231 | 105-110 0 80.0-82.5 185-190
left 16 February 2024)
Interim Chief Operating
Imran Deviji Officer (from 1 October 0 0 0 0 70-75 0 77.5-80.0 150-155
2023)
Chief Finance Officer /
Jonathan Wood Deputy Chief Executive | 175-180 0 50.0-52.5 | 230-235 | 185-190 1,200 0 185-190
Officer
Geraldine Skailes | Chief Medical Officer 205-210 0 115525'50_ 360-365 | 215-220 1,200 0 220-225
Sarah Cullen Chief Nursing Officer 145-150 4,800 50.0-52.5 | 200-205 | 150-155 4,800 2.5-5.0 160-165
Chief People Officer
Neil Pease (from 1 December 0 0 0 0 45-50 0 0 45-50
2023)
Interim Chief People
Nicki Latham Officer (from 1 June to 0 0 0 0 70-75 0 0 70-75
30 November 2023)
. Chief People Officer
Karen Swindley (left 31 May 2023) 140-145 0 5.0-7.5 145-150 20-25 0 0 20-25
Stephen Dobson g?f'ii‘;'r”forma“o” 115-120 0 | 27.5-30.0 | 145150 | 120-125 0 10.0-125 | 130-135
Gary Doherty DIESHEISIERE) | g ons 0 0 140-145 | 145-150 | 0 0 145-150
and Planning
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Director of

Naomi Duggan Communications and 115-120 0 35.0-37.5 | 155-160 | 120-125 0 0 120-125
Engagement

Ailsa Brotherton | Director of Contiuous |y 451 0 | 300-325 | 145-150 | 120-125 0 0 120-125
Improvement

Operational Director
of Finance (from 17 55-60 0 15.0-17.5 | 70-75 125-130 0 30.0-32.5 160-165
October 2022)

Company Secretary
(from 1 July 2022)

Chair (from 1 August
2023)

Interim Chair

(from 1 September
2022 to 31 July 2023) /
Non-Executive Director

Chair (left 31 August
2022)

Acting Vice Chair (from
. . 6 October 2022 to 31
Tricia Whiteside July 2023)/ Non- 10-15 0 0 10-15 10-15 0 0 10-15

Executive Director

Angela Mulholland-
Wells

Jennifer Foote 80-85 0 12.5-15.0 | 95-100 | 115-120 0 27.5-30.0 140-145

Peter White 0 0 0 0 35-40 0 0 35-40

Paul O'Neill 35-40 0 0 35-40 25-30 0 0 25-30

Ebrahim Adia 20-25 0 0 20-25 0 0 0 0

Senior Independent
Director (from 20
September 2022) /
Non-Executive Director

Tim Watkinson 15-20 0 0 15-20 15-20 0 0 15-20

Non-Executive Director
Ann Pennell (ft 31 May 2023) 10-15 0 0 10-15 0-5 0 0 0-5

James Whitaker Non-Executive Director 10-15 0 0 10-15 10-15 0 0 10-15
Kate Smyth Non-Executive Director 10-15 0 0 10-15 10-15 0 0 10-15

o Non-Executive Director
Victoria Crorken (from 24 January 2022) 10-15 0 0 10-15 10-15 0 0 10-15

. Non-Executive Director
Tim Ballard (from 1 October 2023) 0 0 0 0 5-10 0 0 5-10

Associate Non-
Peter Wilson (1) Executive Director 5-10 0 0 5-10 5-10 0 0 5-10
(from 16 June 2022)

Associate Non-
Michael Wearden | Executive Director 5-10 0 0 5-10 5-10 0 0 5-10
(from 10 June 2022)

Associate Non-
Uzair Patel Executive Director 0 0 0 0 0-5 0 0 0-5
(from 1 October 2023)

Notes:

(1) Peter Wilson has chosen not to accept remuneration for his role. The amount disclosed is the amount that would have been
received.

All members have been in post for the whole year unless otherwise stated

Non-Executive Directors do not receive any pensionable remuneration
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Pension benefit:

Real Real Total Lumpsum | Cash Real Cash Employer’s
increase increase accrued atpension | Equivalent | increase Equivalent | contribution
in pension | in pension agerelated | Transfer in Cash Transfer to
at pension | pension at pension | to accrued Value at Equivalent | Value at stakeholder
age (bandsof | lump age at 31 pensionat | 1 April Transfer 31March | pension
£2,500) sum at March 31 March 2023 Value (CETV) | 2024
pension 2024 (bandsof | 2024 (bands of
age (bands £5,000) £5,000)
of £2,500)
£000 £000 £000 £000 £000 £000 £000 £000
Silas Nicholls
Chief Executive Officer (1) 0 0 0 0 0 0 0 0
Faith Button
Chief Operating Officer / 2.5-5.0 50.0-52.5 55-60 150-155 806 333 1,244 0
Interim Chief Executive (5)
Kevin McGee
Chief Executive Officer (2) 0 0 0 0 0 0 0 0
Jonathan Wood
Chief Finance Officer / 0 25.0-27.5 70-75 195-200 1,465 91 1,728 0
Deputy Chief Executive
Geraldine Skailes
Chief Medical Officer 0 30.0-32.5 105-110 290-295 2,226 197 2,684 0
Sarah Cullen
Chief Nursing Officer 0 35.0-37.5 40-45 105-110 527 194 794 0
Imran Deviji
Interim Chief Operating 5.0-7.5 0 50-55 60-65 868 0 928 0
Officer
Neil Pease
Chief People Officer (3) v L v L L v L v
Nicki Latham
Interim Chief People 0 0 25-30 0 668 0 438 0
Officer (6)
Stephen Dobson
Chief Information Officer 00-25 0 30-35 0 375 88 >17 0
Alilsa Brotherton
Director of Continuous 0.0-2.5 0 70-75 0 954 121 1,188 0
Improvement
Naomi Duggan
Director of 0 0 25-30 0 359 54 466 0
Communications and
Engagement
Gary Doherty
Director of Strategy and 0 0 0 0 0 0 0 0
Planning (4)
Jennifer Foote 0.0-25 0 05 0 2 22 62 0
Company Secretary
Angela Mulholland-Wells
Operational Director of 0.0-2.5 0 5-10 0 35 22 78 0
Finance
Notes:

(1) Silas Nicholls has chosen not to be covered by the NHS pension arrangements during the reporting year having opted out of
the scheme in September 2020.

(2) Kevin McGee has chosen not to be covered by the NHS pension arrangements during the reporting year having opted out
of the scheme in April 2021.

(3) Neil Pease chose not to be covered by the NHS pension arrangements during the reporting year, having opted out of the
scheme in November 2018.

(4) Gary Doherty chose not to be covered by the NHS pension arrangements during the reporting year, having opted out of the
scheme in October 2017.

(5) Faith Button left employment with the Trust in February 2024 and her pension entitlement has only been provided up to 29
February 2024.

(6) Nicki Latham left employment with the Trust in November 2023 and her pension entitlement has only been provided up to
30 November 2023.
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Fair pay disclosure

NHS Foundation Trusts are required to disclose the relationship between the remuneration of the highest-paid
director in our organisation against the 25th percentile, median and 75th percentile of total remuneration of our
organisation’s workforce.

The banded remuneration of the highest-paid director in Lancashire Teaching Hospitals NHS Foundation Trust
in the financial year 2023-24 was £250,000 — £255,000 (2022-23, £270,000 — £275,000). This is a change
between years of -7.3% (2022-23, 3.8%) following the appointment of a new Chief Executive Officer in January
2024. The relationship to the remuneration of the organisation’s workforce is disclosed in the below table.

Set out below, the total remuneration of the employee at the 25th percentile, median and 75th percentile,

is further broken down to disclose the salary component. The pay ratio shows the relationship between the
remuneration of the highest paid director in Lancashire Teaching Hospitals NHS Foundation Trust against each
percentile of the remuneration of the organisation’s workforce.

Pay ratio information table

2023-2024 2022-23

25th Median 75th 25th Median 75th
percentile percentile percentile percentile
Total remuneration (£f) 24,745 32,865 45,496 23,830 31,380 44,029
Salary component of 24,745 32,865 45,496 23,830 31,380 44,029
total remuneration (£)
Pay ratio information 10.2 77 55 114 8.7 6.2

In 2023-24, 12 (2022-23, 2) employees received remuneration in excess of the highest-paid director in 2023-24.
Remuneration ranged from £25 to £316,652 (2022-23, £20 to £303,297).

Total remuneration includes salary and non-consolidated performance-related pay but not severance payments
or benefits in kind. It does not include employer pension contributions and the cash equivalent transfer value
of pensions. The benefit in kind pay information was not available during the preparation of the annual report
disclosures but is considered to be negligible to the total remuneration cost.

The average percentage change from the previous financial year for salaries and allowances (based on total for
all employees on an annualised basis, divided by full time equivalent number of employees; (both excluding the
highest paid director) for employees of the Trust as a whole is 5.4% (2022-23, 7.4%). On the same basis, the
average percentage change from the previous financial year for performance pay and bonuses payable is up
44.0% (2022-23 down 18.4%) due to clinical excellence award payments.

The Group Accounting Manual requires temporary agency staff to be included within the above median pay
disclosures. Temporary agency staff costs equated to £20.6m in the year (2022-23, £22.2m). We have included
information from our main agency staffing provider that amounts to £18.6m to calculate a meaningful annualised
cost per temporary staff member for 2023-24 but some of this information was not available for the prior year.

This Remuneration Report is signed on behalf of the Board of Directors by:

[,

- "‘\-\.!_ﬂ.' -._."_ d
o -

Professor Silas Nicholls
Chief Executive
25 June 2024
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STAFF REPORT

Our people

As at 31 March 2024, we employed 10,323 substantive members of staff. This number is broken down as shown
in the below table; note that some staff hold roles that fall under different staff groups, thus the figures in the
below table do not sum to the stated distinct headcount.

Staff Group Headcount

Additional Clinical Services 2,156
Additional Professional, Scientific and Technical 218
Administrative and Clerical (including NEDs) 2,173
Allied Health Professionals 703
Estates and Ancillary 906
Healthcare Scientists 276
Medical and Dental (excluding Lead Employer Doctors) 857
Nursing and Midwifery Registered 3,042

A comparison of our workforce over the past three financial years is provided in the table below, and our staff
turnover can be accessed via the information published by NHS Digital at the following link:
NHS workforce statistics - NHS Digital

2023-24 % of 2022-23 % of 2021-22 % of
HC Total HC HC Total HC HC Total HC
Age (years)
Under 20 63 0.6 % 74 0.7 % 57 0.6 %
20-29 1,849 17.9 % 1,853 18.6 % 1,778 19.0 %
30-39 2,800 271 % 2,713 272 % 2,359 252 %
40 - 49 2,332 226 % 2,176 21.8% 2,091 223 %
50 - 59 2,143 20.8 % 2,140 215% 2,157 23.0%
60 - 69 1,071 10.4 % 961 9.6 % 890 9.5 %
70 and over 65 0.6 % 57 0.6 % 47 0.5 %
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https://digital.nhs.uk/data-and-information/publications/statistical/nhs-workforce-statistics

Ethnicity
BAME: Asian 2,167 21.0 % 1,964 19.7 % 1,637 17.5 %
BAME: Black 361 35% 334 33% 196 2.1%
BAME: Mixed 158 1.5 % 157 1.6 % 141 1.5 %
BAME: Other 152 1.5 % 156 1.6 % 144 1.5 %
White: Other 313 3.0% 294 2.9% 267 2.8%
White: UK & RO 7,043 68.2 % 6,935 69.5 % 6,897 735 %
Not Stated 129 12 % 134 13 % 97 1.0 %
2023-24 % of 2022-23 % of 2021-22 % of
HC Total HC HC Total HC HC Total HC
Gender
Male 2,473 24.0 % 2,309 232 % 2,200 23.5%
Female 7,850 76.0 % 7,665 76.8 % 7,179 76.5 %
BEls 567 5.5 % 477 4.8 % 39 42 %
Disability

As at 31 March 2024, the gender split of our Board of Directors (including voting Non-Executive Directors)
was eight male and five female. The gender split of our senior executives, as defined by the Appointments,
Remuneration and Terms of Employment Committee, was six male and five female, with an average age

of 54 years.

As an organisation we are required to publish our Gender Pay Gap report annually. The report can be accessed on
our website.

The Trust is required to publish the ethnic diversity of its Board and senior managers in its annual Workforce Race
Equality Standard (WRES) report, in which indicator nine assesses how far the Board reflects the ethnic diversity of
the Trust's workforce. The data held by the Trust as submitted in the WRES report is set out below:
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Attendance management

Sickness absence data is reported on a calendar year basis (January to December 2023)::

Figures Converted by Department of Health to Best Estimates of Required Data Items:

Average FTE 2023 8,939
Adjusted FTE days lost (to Cabinet Office definitions) 125,782
Average sick days per FTE 14.1

Statistics published by NHS Digital from ESR Data Warehouse:

FTE days available 3,291,354

FTE days recorded sickness absence 206,110

Source: NHS Digital - Sickness Absence and Publication - based on data from the ESR Data Warehouse
Period covered: 1 January 2023 to 31 December 2023

The 12-month average sickness absence rate for the period 1 January to 31 December 2022 was 6.30%; a
marginal improvement compared to 6.46% in the previous year. The split of this between short-term sickness
(less than 28 days) and long-term sickness (28 days or more) was broadly consistent with the previous year. The
annualised short-term absence rate was 2.30% compared to 2.47% in 2022 and the long-term absence rate was
4.00% compared to 3.98% in 2022.

We continue to observe several colleagues experiencing complex or serious health conditions and this makes it
challenging to support some individuals back to work. Our psychological wellbeing service for colleagues has
focused on increasing accessibility, with self-booking options introduced and outreach calls made to individuals
off sick due to mental ill-health. An equality impact assessment has also been undertaken to help us better
understand barriers to access. The closure of the Lancashire and South Cumbria Resilience Hub has impacted
on waiting times for our internal service and we are working with colleagues from the Provider Collaborative to
develop the service specification for future mental health pathways.

Flu and COVID-19 vaccination uptake was disappointing in our 2023-24 campaign, with our lowest flu
vaccination uptake for several years and reflects a downward national trend amongst frontline healthcare workers.
We noted a particularly high peak of short-term absence due to seasonal viruses in the last three months of

2023; educational strategies around the importance of vaccination are being reviewed ahead of the 2024-25
vaccination programme.

Developing a wellbeing culture is the overall aim of our health and wellbeing strategy, which requires a holistic
approach. Over the last year, we have supported leaders to make wellbeing pledges, trained managers in holding
wellbeing conversations, increased the diversity of our Health and Wellbeing Champion cohort, embedded
Schwartz Rounds, refurbished more break areas with the support of charitable funding, and commenced a
continuous improvement programme around preventing and reducing violence and aggression. In 2023, we were
also re-accredited with the Workplace Wellbeing Charter. This external benchmark of our health and wellbeing
offer and approach will help to inform our priorities for the next 12 months. In particular, we will be expanding
our support offer for colleagues around alcohol and substance misuse, developing rehabilitation pathways for
colleagues returning from long-term sickness, and identifying options further to embed physical activity at work.
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Occupational Health

As in previous years, in 2023-24 there were three services making up our Occupational Health offer for our
workforce:

1. The service related to pre-employment screening, management referrals, immunisations, health
surveillance and support for needle-stick injuries was provided by Wellbeing Partners (our joint venture with
Wrightington, Wigan and Leigh NHS Foundation Trust).

2. The Occupational Health Physiotherapy Service is delivered in-house with professional leadership from our
Core Therapies Team. The service exists to provide rapid access assessment and treatment for colleagues
suffering from musculoskeletal injuries or conditions.

3. Psychological Wellbeing Services are also provided in-house by our team of Clinical Psychologists, Cognitive
Behavioural Therapists, Counsellors, and Psychological Wellbeing Practitioners. The service has been
the subject of national case studies of best practice, and we continue to see positive outcome data with
colleagues experiencing reductions in measures of anxiety, depression, and burnout post-therapy.

Equality Diversity and Inclusion

To support our vision of providing Excellent Care with Compassion, we have an Equality, Diversity and Inclusion
(EDI) Strategy 2021-26. The aspiration behind the strategy is to “be consciously inclusive in everything we do for
our colleagues and communities”. Through this we commit to treating everyone we meet; patients, their families,
carers, colleagues, temporary workers, volunteers, and colleagues from other organisations with dignity, respect,
kindness and understanding.

The strategy outlines a set of five principles which aim to provide a framework of ideas and options to create
systematic changes, these are:

1. Demonstrating collective commitment to equality, diversity and inclusion
2. Being evidence-led and transparent

3. Recognising the importance of lived experiences

4. Being representative of our community

5. Bringing about change through education and development

We have undertaken a review of our workforce profile by ethnic group and pay band so we can understand
where minority ethnic colleagues may be experiencing barriers to career progression. The greatest representation
of minority ethnic colleagues in non-clinical roles are in band 2 and below (below band 1 tend to be apprentices)
and in band 8¢ (16.7% of band 8c colleagues are from an ethnic minority background). With the exception

of colleagues in band 2 or below, ethnic minority colleagues are underrepresented across all other bands when
compared against the overall non-clinical ethnic minority workforce (17.8%).

From a clinical workforce perspective, the highest percentage of minority ethnic colleagues can be found in band
5 roles (44.6%) which could, in part, be due to extensive international recruitment in the last couple of years.
With the exception of apprentices and band 5 clinical roles, minority ethnic colleagues are underrepresented in all
other bands when compared against the overall clinical minority ethnic workforce (29.5%).

From a medical and dental workforce perspective, the highest percentage of minority ethnic colleagues can be
found in trainee roles (71.4%). Minority ethnic colleagues are underrepresented at Consultant level and above,
when compared against the overall medical and dental minority ethnic workforce.

Over the last 12 months, we have included a requirement for interviews for roles banded 8a and above to
demonstrate the legacy of past EDI work they have undertaken. Over the next quarter we will focus on reviewing
our recruitment, selection and induction processes from end to end, with the aim of identifying processes which
could be open to bias and define actions required to eliminate bias and encourage diversity throughout each stage
of the process.
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We will also schedule and deliver Cultural Awareness sessions and EDI Masterclasses to equip leaders and
managers with the skills, competence and confidence to have conversations with colleagues about ethnicity,
religion, disability, sexuality or generational differences aligned to their experience of work. As well as enabling
them to understand what additional needs colleagues may have and how they may be able to support them to
fulfil their potential.

Staff engagement and consultation

Staff engagement

Staff engagement is at the heart of what creates and supports a positive organisational culture. Our aim is to
create a positive experience of work for all our colleagues, where they feel engaged with their role, their team,
and our vision as a Trust.

Organisations that have higher levels of staff engagement deliver better patient care. Staff engagement remains a
priority for us as a Trust to enable us to deliver high quality services, achieve our financial plans and support future
organisation change and transformation programmes.

As part of our People Plan Strategy, we are working to find new ways to help our people feel they are valued, that
they belong and that they are able to make a difference. This helps to support high performance, so staff go the
extra mile for our patients and services and helps us to retain our talent, with individuals wanting to stay working
for us and build their future with us.

As part of our strategic aim to be a great place to work, our annual programme of work includes measuring,
understanding and taking action to deliver improvements in staff engagements, satisfaction and overall
experience of work.

This is delivered through the following methods:

Annual National Staff Survey

This takes place between October to November each year with all colleagues invited to participate including
temporary bank colleagues. Once embargo is lifted, results are cascaded across the organisation for action to be
taken at every level.

As a Trust we develop a corporate level action plan to address key themes which support organisational-wide
changes along with progressing the existing People Plan strategic actions. This year, we have also used the results
to identify teams from each division to offer enhanced support as part of a more proactive approach to raise levels
of staff engagement and satisfaction.

National Quarterly Pulse Survey

This shorter survey is undertaken electronically (in quarters one, two and four) with all colleagues invited to
participate. It provides an opportunity for colleagues to share their feedback at more regular times throughout the
year as opposed to one off survey.

The response rate for this engagement method is typically lower than the annual staff survey and whilst this is not
unigue to our Trust (nationally Trusts achieve a response rate around 10%) we can see we are performing better,
achieving between 15-19% across the quarters.

A priority to us in 2024-25 will be to consider how we can utilise this survey further to enable us to align this with
our People Plan strategic aim of ‘Creating a Positive Organisational Culture’.

We have begun to consider the development of a culture dashboard which would add value and complement
the Staff Survey by providing more granular and real-time insights into cultural metrics, enabling targeted
interventions and continuous improvement efforts.

This could enable us to continue our focus on applying a more proactive approach so we are able to align our
resources, skills, and priorities with the parts of the organisation most in need of cultural support.
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Team Engagement and Development Tool

The internal TED tool has been used across the organisation for the last eight years and is designed to be used by
team leaders to enable them to have a conversation about their teams’ level of effectiveness and engagement.

It supports team and individual engagement by providing staff with the opportunity to share their feedback and
collectively identify solutions as part of the team development action plan.

As part of our work with NHSE to enable the TED tool to be used with other Trusts we are also able to complete
additional data analysis to examine the relationship between the use of the TED tool and the process and delivery
of improved organisational performance in satisfaction and engagement as measured by the NHS Staff Survey.

The analysis has found that where we have increased TED completion, we typically have higher levels of staff
satisfaction across the People Promise elements and are more likely to be at or above the national average. We
can also see that higher levels of TED completion are found to have a positive impact on team working questions
and line manager effectiveness as measured in the national Staff Survey.

NHS Staff Survey

The NHS staff survey is conducted annually. From 2018 onwards, the results from questions are grouped to
give scores in nine indicators. The indicator scores are based on a score out of 10 for certain questions with the
indicator score being the average of those.

The Trust's response rate to the 2023 survey was 45%. This is a 2% increase from the 2022 survey (47 %) and
meets the national average (45%) in our benchmarking group (Acute and Acute and Community Trusts).

Scores for each indicator together with that of the survey benchmarking group are presented below.
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As indicated in the summary above, our position (navy blue bar) shows that we are above the national average for
all elements except one (Staff Engagement measure) for which we have met the national average. (Note: 2023
results for ‘We are safe and healthy’ have not been reported due to an issue with the data. Please see
https://www.nhsstaffsurveys.com for more details.)

Within the context of pressures facing the organisation, teams and managers, these results are very positive. We
have been able to sustain our levels of engagement whilst demonstrating improvements across the majority of the
People Promise measures.
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It is pleasing to see that some of the corporate level actions taken following last year’s results appear to be
demonstrating impact in this year’s results. Examples include an increased focus on recognition, further work to
embed our flexible working policy and toolkit, the new focus on zero tolerance training and toolkit and increase
promotion of our learning and development offer across the Trust and Divisional Workforce Committees.

Looking at the data over the last three years (since the People Promise was launched) the graph below
demonstrates that we are showing a positive trend across all the People Promise measures, staff engagement
and morale.

Staff Survey — People Promise Measure Results (2021-23)
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In summary, out of the 97 comparable questions, 83 have shown improvements, 2 remained the same and 12
declined. The pie charts below show how our 2023 question scores have compared against previous years.
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2023 Staff engagement scores

The scores below detail the overall staff engagement score for 2023 and the breakdown of sub-scores which
measure the three facets of engagement (motivation, involvement, and advocacy). The table shows a comparison

of our scores against our previous years and the national average for this year.

The table below shows that for staff engagement we have seen improvements in all except two questions which
have deteriorated in comparison linked to motivation and involvement, but advocacy shows declining scores for
two out of the three questions.

Description

Organisation

2020

Organisation

2021

Organisation

2022

Organisation

2023

National
Average

Motivation

7.2

7.0

71

724

7.0

I look forward to
going to work.

56.8%

51.6%

55.2%

57.0%

55.0%%

| am enthusiastic
about my job.

74.2%

68.7%

70.2%

71.3% 4

69.4% 4

Time passes quickly
when | am working.

77.3%

75.6%

74.5%

75.6% 4

72.3% 4

Involvement

6.8

6.9

7.0

7.0 4

6.9

There are frequent
opportunities for me
to show initiative

in my role.

73.8%

74.9%

75.7%

76.5% 4

73.7%4

| am able to make
suggestions to
improve the work
of my team /
department.

76.7%

73.8%

74.7%

75.0% 4

71.4% 4

| am able to make
improvements happen
in my area of work.

55.7%

53.9%

56.5%

57.2% A

56.4% A

Advocacy

7.0

6.6

6.6

6.6

6.7

Care of patients/
service users is
my organisation’s
top priority.

78.9%

72.6%

72.8%

72.5% V¥

74.8% V¥

| would recommend
my organisation as a
place to work.

63.6%

56.2%

57.2%

59.4% V¥

60.5% V¥

If a friend or relative
needed treatment

I would be happy
with the standard of
care provided by this
organisation.

69.1%

61.8%

59.9%

58.3% ¥

63.3% ¥

Overall Staff
Engagement Score

7.0

6.8

6.9

6.9

6.9
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To summarise the staff engagement findings:

e In the many areas, our results show that we are continuing to make improvements and we are above the
national average benchmarking data. Whilst our overall staff engagement score has been sustained, we
remain on the national benchmark.

® The engagement questions relating to ‘motivation’ show some encouraging increases which are above national
average and are an area of strength in our results. Alongside this, the ‘we are recognised and rewarded’ and
‘morale’ scores have been identified as significantly higher in the significance testing section of our 2023 Staff
Survey Benchmark Report.

e The engagement questions relating to ‘involvement’ show improvements in all three questions in comparison
to our 2022 results and in comparison to the national average.

e The engagement questions relating to ‘advocacy’ remains an area of focus for us. Whilst overall the score has
remained static in this sub theme, there is work to be done to improve how colleagues feel regarding whether
they would recommend the organisation as a place of work and if a friend or relative needed treatment they
would be happy with the standard of care. Both these questions are below the national average for our
benchmarking group.

e Looking at sub-questions lined to advocacy, we can see increases when asked if staff would recommend our
Trust as a place to work and year-on-year improvements, however when asked if staff are happy with the
standard of care provided by this organisation the results are showing a downward trend.

e The Staff Survey free text comments also show us that we need to support colleagues to feel more recognised
and valued for their contribution at the Trust and support team members to feel more involved in changes and
team decision-making.

Future priorities and targets

Whilst the overall 2023 results are positive, showing us where we are continuing to make progress, they also help
us to understand our priorities and key areas we need to pay attention to over the next 12 months.

Many actions will continue to be delivered by the Workforce and Organisational Development team as outlined
in Our People Plan which identifies our key strategic aims and deliverables. Alongside these our priority
areas include:

1. Address experiences of personal safety, i.e. discrimination, bullying, harassment, aggression by further
embedding our zero tolerance approach and implement the NHS Sexual Safety Charter to support colleagues
to feel safe at work.

2. Explore and scope options there may be to improve key hygiene factors such as access to kitchen, break
areas, car parking solutions, catering, dilapidated estate, etc.

3. Continue to embed our new recognition offers at a corporate level and increase local level recognition
to support all colleagues to feel rewarded, recognised, and valued despite internal resourcing/financial
challenges.

4. Support key manager practices such as one-to-one’s, appraisals and involving teams in decision-making and
continue to invest in leadership and management development.

vt

Work to address the different perceptions of the quality of care and find ways to increase feelings of
advocacy across teams for provision of high-quality care.
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Volunteers

Our volunteers provide a huge service to the Trust, giving up their time to provide support to our patients, families,
visitors and staff. Many of our volunteers support us because of a personal connection to our hospitals or
because they want to give something back. For others, it is an opportunity to develop new skills, knowledge, and
experience to support their employability prospects.

Volunteer roles and activities undertaken during 2023-24

e \Ward volunteering — involving befriending patients on the ward and supporting staff with tasks such as making
and distributing hot drinks to patients and ensuring shelves are stocked.

e Information desk — situated at our main entrances, they assist patients and visitors who need directions to find
where they need to be.

* Hospital guides — taking patients and visitors to the wards or departments they need and sitting with them to
keep them company while they wait.

e Gardening — a few wards are lucky enough to have access to a garden area, so we have volunteers who come
in and make a real difference by maintaining them.

e Chaplaincy — these volunteers work with the Chaplaincy staff and regularly visit wards. They seek to create a
calm and comforting environment in which individual needs can be recognised, valued and safeguarded. The
Chaplaincy team can help nurture wellbeing, foster hope and support people through the transitions which
accompany a period of ill health.

e Baby Beat — volunteers staff the shop based on the maternity wards to raise funds selling lots of different items
from beautifully knitted clothing to snacks and drinks.

® Rosemere — these volunteers run the café based in the Rosemere Cancer Centre at Royal Preston Hospital.

e Hospital Radio — we have radio stations that cover both Preston and Chorley and broadcast 24 hours a day
either live or pre-recorded shows.

e \/olunteer dogs — we now have three specially trained dogs and their volunteer handlers have been visiting
wards and departments and are so very appreciated by our patients and staff.

Bentley Iska Casper

We have Iska and Casper who are patient therapy dogs (PAT dogs) and they visit patients and staff on request
weekly. We also have Bentley, who is a health and wellbeing dog and supports staff weekly. The feedback on
all our dogs is so positive with staff commenting on the uplift in morale and wellbeing feeling. They are booked
through our volunteer office.

Colleagues and networks

To stay in touch with colleagues across networks, we continue to attend regular virtual meetings with the National
Association of Voluntary Service Managers as well as accessing all the resources available on the NHSE Futures
Platform. This has enabled us to discuss and share ideas, best practice and the hear what others up and down the
country are doing which helps us evolve each other’s services.

There are monthly volunteer questions and answers forums supported by NHSE with Trusts across the country
attending which we attend and contribute to.

Our new Volunteers Manager is also creating networks more locally with Trusts in our area to share ideas and best
practice, as well as other local external voluntary organisations.
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Learning and Development

During 2023-24, the Education Directorate made significant strides, contributing substantially to enhancing skills
and acquiring knowledge across various domains. This report encapsulates key achievements, initiatives, and
areas for further consideration.

Professional Education Development

The Professional Education Development team exhibited remarkable growth and impact during the year. Key
accomplishments included:

e Sustained delivery of the Registered Nurse Degree Apprenticeship, resulting in 83 successful
learner graduations.

e Acknowledgement of the Registered Nurse Degree Apprenticeship with a nomination for the Student Nursing
Times Award, underscoring the unwavering commitment to excellence.

e Successful inauguration of the Practice Based Pathway in partnership with the University of Central Lancashire,
facilitating enrolment of 60 learners.

e Delivery of 54 clinical skills sessions for University of Bolton nursing students.
e Supporting the development of 32 Trainee Nurse Associates who are due to qualify in 2024-25.

e Delivery of training support for 69 internationally recruited nurses.

Clinical Skills Education team

The Clinical Skills Education team continues to play a pivotal role in ensuring the Trust meets its legal obligations
by equipping staff and students with the necessary expertise for safe, effective and compassionate patient care.
Highlights from the year 2023-24 include:

e Delivering over 2,272 training sessions with 24,311 learner interactions, encompassing critical areas such as
Resuscitation, Simulation, and Healthcare Assistant induction.

e Introduction of innovative programmes such as the Advanced Skills programme for Enhanced Care areas and
Motivational Interviewing courses.

e Successful completion of the resuscitation defibrillator replacement programme and seamless implementation
of the MyKit check scheme, augmenting efficiency and safety protocols.

e In addition to regular courses like Resuscitation and Mask Fit Testing, the team also delivered specialised
courses such as Simulation, Surgical Simulation, and Return to Training programmes.

Student Training and Placement Support

The Student, Trainee and Placement Support (STPAS) team is responsible for providing comprehensive support and
pastoral care to learners within the Trust.

Undergraduate and postgraduate support

e Successfully placed 1,462 students that included student nurses, undergraduate medical students, trainee
nursing associates, Allied Health Professionals, Midwives and many others.

e Expanded placement provision by recruiting 13 GP surgeries.

e Development of personalised support sessions and targeted interventions for learners, coupled with proactive
promotion of the services at Continuous Professional Development sessions and inductions.

e Development of enhanced induction sessions for locally employed and international doctors, and
medical students.

e Introduction of an annual awards ceremony for the undergraduate medical education teams.

e Delivery of 16 Skills in Practice courses to support International Medical Graduates settle into their first training
posts in the UK.

e Delivery of 308 inductions for new doctors.
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e Review of 218 portfolios as part of the Annual Review of Competency.
e Hosted the Specialised Foundation Programme Showcase for specialised trainees, foundation leads and
educators from across the Northwest.

Projects delivered

The STAPS team understands that the creation of a comprehensive learning experience requires development of a
conducive learning environment. In this endeavour, they delivered or developed the following:

® Bespoke Educator Training for Registered Nurses, Midwives, Nursing Associates and Operating
Department Practitioners.

e Practice Assessor Training for 263 established staff members.

¢ A Reducing Pre-registration Attrition and Improving Retention project, which included provision of 12 learning
sessions (including Simulation) to a total of 267 learners. This was well received and presented at a regional
NHSE conference.

e Learner Portfolio to support both learners and educators in practice on how to access resources and evidence
learning for assessment.

e Developed a robust reporting system for Doctors in Training compliance, resulting in being placed at number
one in the Northwest for Core Skills Training compliance rates.

e Secured NHSE funding to support the development of Speciality and Specialist grade doctors.

Apprenticeships

During 2023-24, the team offered a range of apprenticeships targeted towards workforce supply and skills gaps,
and the outcomes include:

e Graduation of 42 Level 3 Senior Healthcare Support Worker (SHSW) apprentices.

e Graduation of 47 Level 3 Learning Mentor (LM) apprentices.

e Introduction of a Level 4 Learning and Skills Mentor apprenticeship.

e Recruitment of 51 new apprentice colleagues.

e Funded for 67 apprenticeships across clinical and non-clinical pathways from the levy.

e Recruitment of 19 T-Level students from Runshaw college and 4 from Preston college.

National recognition

Our Apprenticeship team has been recognised as delivering an outstanding education service. Notable
achievements include:

e Highest performing NHS apprenticeship training provider in the Northwest.
e Ranked fourth nationally against other NHS providers, with the ambition to rise further.

e Our learner Qualification Achievement Rate (QAR) has consistently scored above the national average; 81.3%
versus 54.6% (national average).

e SHSW QAR of 89.4% versus 50.2% (national average)
e Learning and Skills Mentor QAR of 87% versus 49.7 % (national average)

e Our colleagues have been involved in apprenticeship trailblazer groups, advising on the development of
new programmes.

* The team has been asked to present at the Association of Employment and Learning Providers National
Apprenticeship Conference in response to the high QAR.
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Awards

The Trust received appreciation at various prestigious awards ceremonies:
e Finalist at the Red Rose Awards 2023 in the Commitment to Skills category.

e Finalist at the Be Inspired Business Awards (BIBA) 2023 in the Educational Establishment of the Year and
Apprenticeship Team of the Year categories.

e Highly Commended at the NHS Lancashire and South Cumbria Apprenticeship Awards
e Six apprentices were finalists at the NHS Lancashire and South Cumbria Awards:

e The Apprenticeship Team colleagues received 14 nominations at the Health Academy Awards in June 2023.

Training and compliance

The Training and Compliance team is committed to providing the highest quality of care to patients and a safe and
effective work environment for our colleagues through the provision of mandatory training, which is based on the
national Core Skills Training Framework and other national legislation.

The Trust has made significant strides in achieving mandatory training compliance. The number of subjects
meeting target compliance of 90% completion has improved from the baseline of 9 out of 26 (2020-21) to 21
out of 33 subjects (February 2024). This includes achieving 95% compliance in Information Governance and 90%
compliance across other nationally mandated subjects. While this is a positive trend, the Trust is actively working
to improve compliance in the remaining 12 subjects. In addition, the Trust introduced two new training topics

for all staff in May 2023. Learning Disability, Autism and Neurodiversity, and Speak Up for all staff, achieving the
target of 90% for both topics within 5 months.

Innovation

The Training and Compliance team continuously strive for improvement and enhancement in the way training is
delivered and recorded, notably achievements include:

e Transferring paper-based Medical Device compliance recording to an e-learning platform that enables
individualised tracking of compliance and automates reminders to colleagues upon expiration. This system led
to a 2.5% improvement in the figures. This system is being expanded to include all clinical competencies.

e Centralisation of training data from the divisions, which has improved requirement visibility and enabled
targeting of areas that require greater focus.

e The team is piloting a novel blended learning approach for preceptorship training, designed to facilitate the
smooth integration of new staff into their roles. This method will provide educators and managers with
enhanced insights into trainee progress, leading to improved training effectiveness.

e The Skills Passport Programme is an initiative the team is leading on behalf of the Lancashire and South
Cumbria ICS with the aim of developing an ICS-level common mandatory training framework, to support an
ICS-level agreement on required training and associated training levels for practitioners, developing a model
that supports skills and training transferability across the ICS, enhances staff mobility and offers the potential to
deliver cost efficiencies through an integrated service delivery model.

Leadership and collaboration

The team has garnered recognition as a leader in e-learning delivery and compliance, both locally and nationally.
They share training resources with healthcare providers across the UK and have been acknowledged by NHSE for
excellence in immersive technology. The Trust remains at the forefront of technological innovation, exploring the
potential integration of Al-powered marking for e-learning workbooks.

Actionable insights and collaboration

Action planning has been a key focus over the past year. Processes have been reviewed and updated and in
collaboration with clinical divisions improved tracking and management of action plans. This joint effort ensures
that improvement activities are completed, and external quality standards are met.
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Learner feedback and engagement

Introduction of combined continuous professional development and learner feedback sessions has been well
received by our nursing learners. This innovative approach resulted in a significant increase in feedback compared
to the previous year. This approach will be implemented in other areas during the next year.

Commitment to quality education is reflected in the Trust’s strong performance on national surveys. In 2023-24,
learner participation rates exceeded regional averages for both the General Medical Council survey (84%, 3.34%
above regional average) and the National Education and Training survey (437 completions, a 14.32% increase
from the previous year).

Supporting operational excellence

Recognising the importance of strong governance for department effectiveness, the Education Governance
team has completed several operational reviews during 2023-24 and supported delivery of some key initiatives,
including:

e Review of external education contracts and service level agreements.
e Review of education policies to ensure currency and relevance.

e Full refresh of consolidated education income and expenditure profile.
e Introduction of Education Matters newsletter.

e Operational support of the regional Targeted Placement Expansion Programme.

Staff Costs

2023-24  2022-23

Permanent Total Total
£0 £0 £0 £000

Salaries and wages 387,942 36,181 424,123 398,945
Social security costs 42,322 3,948 46,270 42,277
Apprenticeship levy 1,957 183 2,140 1,989
Employer's contributions to NHS pensions 61,232 5,712 66,944 59,653
Pension cost — other 141 13 154 233
Other post-employment benefits - - - -
Other employment benefits - - - -
Termination benefits - - - -
Temporary staff - 20,642 20,642 22,210
NHS charitable funds staff - - - -
Total gross staff costs 493,594 66,679 560,273 525,307
Recoveries in respect of seconded staff - -
Total staff costs 493,594 66,679 560,273 525,307
Of which
Costs capitalised as part of assets 2,548 346 2,894 3,661

68 Annual Report 2023-24




Consultancy costs

2023-24 2022-23
£0 £0
0 5,000

Average number of employees (WTE basis)

2023-24 2022-23

Permanent Other Total Total
Number Number Number Number

Medical and dental 1,023 103 1,126 1,101
Ambulance staff 0 0 0 3
Administration and estates 1,582 64 1,646 1,437
Healthcare assistants and other support staff 2,860 395 3,255 3,270
Nursing, midwifery and health visiting staff 2,709 233 2,942 2,749
Nursing, midwifery and health visiting learners 0 -
Scientific, therapeutic and technical staff 791 15 806 771
Healthcare science staff 247 11 258 252
Social care staff 0 0 0 -
Other 32 0 32 34
Total average numbers 9,244 821 10,065 9,616
Of which:
Number of employees (WTE) engaged on capital projects 47 4 51 59

Pensions/retirement benefits and senior employees’ remuneration

Accounting policies for pensions and other retirement policies and details of senior employees’ remuneration are
set out in the notes to the accounts and on pages 50 to 54 of this report.

Off-payroll arrangements

Table 1:
Highly paid off-payroll worker engagements as at 31 March 2024 earning at least £245 per day or greater:

Number of existing engagements as of 31 March 2024 p)

Of which:

Number that have existed for less than one year at time of reporting 2
Number that have existed for between one and two years at time of reporting 0
Number that have existed for between two and three years at time of reporting 0
Number that have existed for between three and four years at time of reporting 0
Number that have existed for four or more years at time of reporting 0
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Table 2: All highly paid off-payroll workers engaged at any point during the year ending 31 March 2024
earning £245 per day or greater:

Number of off-payroll workers engaged during the year ended 31 March 2024

Of which:

Not subject to off-payroll legislation * 2
Subject to off-payroll legislation and determined as in-scope of IR35 * 0
Subject to off-payroll legislation and determined as out-of-scope of IR35 * 0
Number of engagements reassessed for compliance or assurance purposes during the year 0
Of which:

Number of engagements that saw a change to IR35 status following review 0

* A worker that provides their services through their own limited company or another type of intermediary to the client will be
subject to off-payroll legislation and the Trust must undertake an assessment to determine whether that worker is in-scope of
Intermediaries legislation (IR35) or out-of-scope for tax purposes.

Table 3: For any off-payroll engagements of Board members and/or senior officials with significant
financial responsibility, between 1 April 2023 and 31 March 2024:

Number of off-payroll engagements of Board members and/or senior officials with significant 0
financial responsibility, during the financial year

Number of individuals that have been deemed Board members and/or senior officials with 0
significant financial responsibility during the financial year. This figure must include both
off-payroll and on-payroll engagements

Staff exit packages

2023-24 2022-23

Exit packages cost Number of Number Total Number of Number Total
band including compulsory  of other number compulsory of other  number
any special redundancies departures of exit redundancies departures of exit
payment element agreed packages agreed  packages

by cost by cost

band band

<£10,000 3 1 4 5 - 5
£10,000 - £25,000 1 - 1 2 1 3
£25,001 - £50,000 - - 0 1 - 1

£50,001 - £100,000 = - - = o -

£100,001 - £150,000 - - = - - -

£150,001 - £200,000 - - - = o -

>£200,000 - - - - - -
Total number of exit 4 1 5 8 1 9
packages by type

Total resource cost £29,000 £8,000 £37,000 £84,000 £16,000 £100,000
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Exit packages: non-compulsory departure payments

2023-24 2022-23

Payments Total Value of Payments Total Value of

Agreements Agreements Agreements Agreements
Number Number
£000 £000

Voluntary redundancies including early
retirement contractual costs

Mutually agreed resignations contractual
costs

Early retirements in the efficiency of the
service contractual costs

Contractual payments in lieu of notice 1 8 1 16

Exit payments following Employment
Tribunals or court orders

Non-contractual payments requiring HMT
approval

Total 1 8 1 16

Of which:

Non-contractual payments requiring HMT
approval made to individuals where the
payment value was more than 12 months
of their annual salary

Value of special severance payments approved by NHS Improvement

No special severance payments were submitted to NHSI for approval in 2023-24.

Facilities and Time Off for Union Representatives

The 2023-24 collation and reporting of facilities and time off for union representatives falls outside of the
timing of this report. Based on 2022-23 however the organisation had a headcount of 56 local trade union
representatives, equating to 50.84 whole-time equivalents. Two of these were seconded into our Partnership
team for 100% of working hours. Of the remaining representatives:

e There were no representatives who had between 51% and 99% of their working hours as facilities time
e 27 representatives had between 1% and 50% of their working hours as facilities time

e 27 representatives had 0% of their working time as facilities time

The hours spent totalled 3,300.9 and of these 633.5 hours (19.19%) were for paid trade union duties. The total
cost of facility time was £81,109.05, representing 0.02% of the pay bill.
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DISCLOSURES SET OUT IN THE NHS FOUNDATION TRUST
CODE OF GOVERNANCE

The purpose of the code of governance is to assist NHS Foundation Trust Boards in improving their
governance practices by bringing together the best practice of public and private sector corporate
governance. The code is issued as best practice advice but requires a number of disclosures to be made
within the annual report.

The code of governance for NHS provider trusts contains guidance on good corporate governance. NHSE, as the
healthcare sector regulator, is keen to ensure that NHS Foundation Trusts have the autonomy and flexibility to
ensure their structures and processes work well for their individual organisations, whilst making sure they meet
overall requirements. For this reason, the code is designed around a ‘comply or explain” approach.

The new code has been in place since 1 April 2023 and sets out a common overarching framework for the
corporate governance of NHS providers (being NHS trusts and NHS foundation trusts), reflecting developments
in UK corporate governance and the development of integrated care systems. The Trust is committed to the
principles of the Code, which is supported by its robust internal governance arrangements, meets the statutory
disclosure requirements in this annual report and also adheres to all other ‘comply or explain’ requirements.

Comply or explain

NHSE recognises that departure from the specific provisions of the code may be justified in particular
circumstances, and reasons for non-compliance with the code should be explained. This ‘comply or explain’
approach has been in successful operation for many years in the private sector and within the NHS Foundation
Trust sector. In providing an explanation for non-compliance, NHS Foundation Trusts are encouraged to
demonstrate how its actual practices are consistent with the principle to which the particular provision relates.

Whilst the majority of disclosures are made on a ‘comply or explain’ basis, there are other disclosures and
statements (which we have termed ‘'mandatory disclosures’ in this report) that we are required to make, even
where we are fully compliant with the provision.

Mandatory disclosures

Code ref. Summary of requirement See page(s):

The board of directors should assess the basis on which the trust ensures its effectiveness, efficiency
and economy, as well as the quality of its healthcare delivery over the long term, and contribution

to the objectives of the ICP and ICB, and place-based partnerships. The board of directors should
ensure the trust actively addresses opportunities to work with other providers to tackle shared
challenges through entering into partnership arrangements such as provider collaboratives. The trust
should describe in its annual report how opportunities and risks to future sustainability have been
considered and addressed, and how its governance is contributing to the delivery of its strategy.

A2.1

12,
40-42, 78-96

The board of directors should assess and monitor culture. Where it is not satisfied that policy,
practices or behaviour throughout the business are aligned with the trust’s vision, values and
strategy, it should seek assurance that management has taken corrective action. The annual report 13, 57-61
should explain the board’s activities and any action taken, and the trust’s approach to investing in,
rewarding and promoting the wellbeing of its workforce

A23

The board of directors should describe in the annual report how the interests of stakeholders,
including system and place-based partners, have been considered in their discussions and decision-
making, and set out the key partnerships for collaboration with other providers into which the trust 13,

has entered. The board of directors should keep engagement mechanisms under review so that they | 44-45, 78-96
remain effective. The board should set out how the organisation’s governance processes oversee its
collaboration with other organisations and any associated risk management arrangements

A28

The annual report should include a statement about the number of meetings of the council of

FT ARM
governors and individual attendance by governors and directors.

99-100
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Code ref. Summary of requirement See page(s):

The board of directors should identify in the annual report each non-executive director it considers
B.2.6 . . . . S L

to be independent. Circumstances which are likely to impair, or could appear to impair, a non-
executive director’s independence include, but are not limited to, whether a director: e has been
an employee of the trust within the last two years e has, or has had within the last two years, a
material business relationship with the trust either directly or as a partner, shareholder, director or
senior employee of a body that has such a relationship with the trust e has received or receives
remuneration from the trust apart from a director’s fee, participates in the trust’s performance-
related pay scheme or is a member of the trust’s pension scheme e has close family ties with any
of the trust’s advisers, directors or senior employees e holds cross-directorships or has significant
links with other directors through involvement with other companies or bodies  has served on
the trust board for more than six years from the date of their first appointment e is an appointed
representative of the trust’s university medical or dental school. Where any of these or other relevant
circumstances apply, and the board of directors nonetheless considers that the non-executive
director is independent, it needs to be clearly explained why.

25-32,46-54

B.2.13 The annual report should give the number of times the board and its committees met, and

individual director attendance for board and mandatory committees. 32,46-47,107

For foundation trusts, this schedule should include a clear statement detailing the roles and
B.2.17 LA . . .
responsibilities of the council of governors. This statement should also describe how any
disagreements between the council of governors and the board of directors will be resolved. The
annual report should include this schedule of matters or a summary statement of how the board of 31, 97-101
directors and the council of governors operate, including a summary of the types of decisions to be
taken by the board, the council of governors, board committees and the types of decisions which
are delegated to the executive management of the board of directors.

If an external consultancy is engaged, it should be identified in the annual report alongside a

C.25 o . g . 47
statement about any other connection it has with the trust or individual directors.
The annual report should describe the process followed by the council of governors to appoint the

C.28 . . . e e )
chair and non-executive directors. The main role and responsibilities of the nominations committee 31-32
should be set out in publicly available written terms of reference.

CA42 The board of directors should include in the annual report a description of each director’s skills, 2530

expertise and experience

Ca7 All trusts are strongly encouraged to carry out externally facilitated developmental reviews of their

o leadership and governance using the Well-led framework every three to five years, according to
their circumstances. The external reviewer should be identified in the annual report and a statement
made about any connection it has with the trust or individual directors.

Not applicable

The annual report should describe the work of the nominations committee(s), including: e the
C.4.13 . . . . . .

process used in relation to appointments, its approach to succession planning and how both
support the development of a diverse pipeline ® how the board has been evaluated, the nature
and extent of an external evaluator’s contact with the board of directors and individual directors,
the outcomes and actions taken, and how these have or will influence board composition ® the
policy on diversity and inclusion including in relation to disability, its objectives and linkage to trust
vision, how it has been implemented and progress on achieving the objectives ® the ethnic diversity
of the board and senior managers, with reference to indicator nine of the NHS Workforce Race
Equality Standard and how far the board reflects the ethnic diversity of the trust's workforce and
communities served e the gender balance of senior management and their direct reports

46-48, 55-56

C515 Foundation trust governors should canvass the opinion of the trust's members and the public, and

T for appointed governors the body they represent, on the NHS foundation trust’s forward plan,
including its objectives, priorities and strategy, and their views should be communicated to the 102-103
board of directors. The annual report should contain a statement as to how this requirement has
been undertaken and satisfied.

D24 The annual report should include:

o e the significant issues relating to the financial statements that the audit committee considered, and
how these issues were addressed

e an explanation of how the audit committee (and/or auditor panel for an NHS trust) has assessed
the independence and effectiveness of the external audit process and its approach to the
appointment or reappointment of the external auditor; length of tenure of the current audit firm,
when a tender was last conducted and advance notice of any retendering plans

e where there is no internal audit function, an explanation for the absence, how internal assurance
is achieved and how this affects the external audit

* an explanation of how auditor independence and objectivity are safeguarded if the external
auditor provides non-audit services.

104-107
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Code ref.

D.2.6

Summary of requirement

The directors should explain in the annual report their responsibility for preparing the annual report
and accounts, and state that they consider the annual report and accounts, taken as a whole, is fair,
balanced and understandable, and provides the information necessary for stakeholders to assess the
trust’s performance, business model and strategy

See page(s):

33

D.2.7

The board of directors should carry out a robust assessment of the trust's emerging and principal
risks. The relevant reporting manuals will prescribe associated disclosure requirements for the annual
report

88-89

D.2.8

The board of directors should monitor the trust’s risk management and internal control systems
and, at least annually, review their effectiveness and report on that review in the annual report.
The monitoring and review should cover all material controls, including financial, operational and
compliance controls. The board should report on internal control through the annual governance
statement in the annual report

78-96

D.29

The annual accounts, the board of directors should state whether it considered it appropriate

to adopt the going concern basis of accounting when preparing them and identify any material
uncertainties regarding going concern. Trusts should refer to the DHSC group accounting manual
and NHS foundation trust annual reporting manual which explain that this assessment should be
based on whether a trust anticipates it will continue to provide its services in the public sector. As a
result, material uncertainties over going concern are expected to be rare.

19,77,94, 105

E23

Where a trust releases an executive director, eg to serve as a non-executive director elsewhere, the
remuneration disclosures in the annual report should include a statement as to whether or not the
director will retain such earnings.

Not applicable

Appendix B,

The annual report should identify the members of the council of governors, including a description
of the constituency or organisation that they represent, whether they were elected or appointed,

held by directors or governors which may conflict with their management responsibilities.

para 2.3 (not and the duration of their appointments. The annual report should also identify the nominated lead 98-99
in Schedule A) | governor.
Appendix B The board of directors should ensure that the NHS foundation trust provides effective mechanisms
" | for communication between governors and members from its constituencies. Contact procedures 98-
para .14 (not for members who wish to communicate with governors and/or directors should be clear and made 100, 102-103
in Schedule A) | available to members on the NHS foundation trust's website and in the annual report
A - The board of directors should state in the annual report the steps it has taken to ensure that the
ppendix B, , . S .
members of the board, and in particular the non-executive directors, develop an understanding of
para 2.15 (not the views of governors and members about the NHS foundation trust, eg through attendance at 97-98
in Schedule A) meetings of the council of governors, direct face-to-face contact, surveys of members’ opinions and
consultations
FT ARM The Task force on climate-related financial disclosures (TFCD) NHS England’s NHS foundation trust
annual reporting manual has adopted a phased approach to incorporating the TCFD recommended
disclosures as part of sustainability annual reporting requirements for NHS bodies, stemming
from HM Treasury's TCFD aligned disclosure guidance for public sector annual reports. TCFD 1921
recommended disclosures as interpreted and adapted for the public sector by the HM Treasury
TCFD aligned disclosure application guidance, will be implemented in sustainability reporting
requirements on a phased basis up to the 2025/26 financial year. The phased approach incorporates
the disclosure requirements of the governance pillar for 2023/24.
FT ARM The Directors’ report should include details of company directorships and other significant interests 25-31.92, 98

‘FT ARM’ indicates that the disclosure is required by the NHS Foundation Trust Annual Reporting Manual rather than the code

of governance.
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Other disclosures in the public interest

NHS Foundation Trusts are public benefit corporations and it is considered to be best practice for the annual report
to include “public interest disclosures’ on the Foundation Trust’s activities and policies in the areas set out below.

Summary of disclosure See page(s):

performance achieved and any interest paid under the Late Payment of Commercial Debts (Interest) Act 1998.

Actions taken to maintain or develop the provision of information to, and consultation with, employees. 59-61
The foundation trust’s policies in relation to disabled employees and equal opportunities. 58-59
Information on health and safety performance and occupational health. 23,58
Information on policies and procedures with respect to countering fraud and corruption. 106
Statement describing the better payment practice code, or any other policy adopted on payment of suppliers, 18

Details of any consultations completed in the previous year, consultations in progress at the date of the report, or
consultations planned for the coming year.

Not applicable

Consultation with local groups and organisations, including the overview and scrutiny committees of local
authorities covering the membership areas.

Not applicable

Any other public and patient involvement activities. 36-41

The number of and average additional pension liabilities for, individuals who retired early on ill-health grounds Note 5.2 to the
during the year. accounts
Detailed disclosures in relation to “other income” where “other income” in the notes to the accounts is Note 2.5 to the
significant. accounts

A statement that the NHS Foundation Trust has complied with the cost allocation and charging guidance issued by

HM Treasury. 19
Sickness absence data. 57
Details of serious incidents involving data loss or confidentiality breach. 94-95

Voluntary disclosures

We have also included a number of ‘voluntary disclosures’ (as defined by the Foundation Trust annual reporting

manual) in this report. These can be found as follows:

Summary of disclosure See page(s):

Sustainability / environmental reporting 19-21, 92
Equality reporting 55-56, 92
Slavery and human trafficking statement (Modern Slavery Act 2015) 33

75 Annual Report 2023-24




NHS OVERSIGHT FRAMEWORK

NHS England’s NHS Oversight Framework provides the framework for overseeing systems including providers and
identifying potential support needs. NHS organisations are allocated to one of four ‘segments’.

A segmentation decision indicates the scale and general nature of support needs, from no specific support needs
(segment 1) to a requirement for mandated intensive support (segment 4). A segment does not determine
specific support requirements. By default, all NHS organisations are allocated to segment 2 unless the criteria for
moving into another segment are met. These criteria have two components:

(a) objective and measurable eligibility criteria based on performance against the six oversight themes using
the relevant oversight metrics (the themes are: quality of care; access and outcomes; people; preventing
ill-health and reducing inequalities; leadership and capability; finance and use of resources; local strategic
priorities)

(b) additional considerations focused on the assessment of system leadership and behaviours, and
improvement capability and capacity.

An NHS Foundation Trust will be in segment 3 or 4 only where it has been found to be in breach or suspected
breach of its licence conditions.

Segmentation

NHSE placed the Trust in segment 3. This segmentation information is the Trust’s position as at November 2021.
Current segmentation information for NHS Trusts and Foundation Trusts is published on the NHSE website.

On 12 November 2021 enforcement undertakings were revised and these were formally accepted by the Trust
on 2 December 2021. For details of the enforcement undertakings and the Trust’s progress made against them,
please see the Annual Governance Statement.
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STATEMENT OF ACCOUNTING OFFICER’S
RESPONSIBILITIES

Statement of the Chief Executive’s responsibilities as the accounting officer of Lancashire Teaching
Hospitals NHS Foundation Trust

The NHS Act 2006 states that the Chief Executive is the accounting officer of the NHS Foundation Trust. The
relevant responsibilities of the accounting officer, including their responsibility for the propriety and regularity of
public finances for which they are answerable, and for the keeping of proper accounts, are set out in the NHS
Foundation Trust Accounting Officer Memorandum issued by NHSE.

NHSE in exercise of the powers conferred on Monitor by the NHS Act 2006, has given Accounts Directions

which require Lancashire Teaching Hospitals NHS Foundation Trust to prepare for each financial year a statement
of accounts in the form and on the basis required by those Directions. The accounts are prepared on an

accruals basis and must give a true and fair view of the state of affairs of Lancashire Teaching Hospitals NHS
Foundation Trust and of its income and expenditure, other items of comprehensive income and cash flows for the
financial year.

In preparing the accounts and overseeing the use of public funds, the Accounting Officer is required to
comply with the requirements of the Department of Health and Social Care Group Accounting Manual and in
particular to:

e observe the Accounts Direction issued by NHSE including the relevant accounting and disclosure requirements,
and apply suitable accounting policies on a consistent basis;

e make judgements and estimates on a reasonable basis;

e state whether applicable accounting standards as set out in the NHS Foundation Trust Annual Reporting
Manual (and the Department of Health and Social Care Group Accounting Manual) have been followed, and
disclose and explain any material departures in the financial statements;

e ensure that the use of public funds complies with the relevant legislation, delegated authorities and guidance;

e confirm that the annual report and accounts, taken as a whole, is fair, balanced and understandable and
provides the information necessary for patients, regulators and stakeholders to assess the NHS Foundation
Trust's performance, business model and strategy; and

e prepare the financial statements on a going concern basis and disclose any material uncertainties
over going concern.

The accounting officer is responsible for keeping proper accounting records which disclose with reasonable
accuracy at any time the financial position of the NHS Foundation Trust and to enable them to ensure that

the accounts comply with requirements outlined in the above-mentioned Act. The Accounting Officer is also
responsible for safeguarding the assets of the NHS Foundation Trust and hence for taking reasonable steps for the
prevention and detection of fraud and other irregularities.

As far as | am aware, there is no relevant audit information of which the Foundation Trust’s auditors are unaware,
and | have taken all the steps that | ought to have taken to make myself aware of any relevant audit information
and to establish that the entity’s auditors are aware of that information.

To the best of my knowledge and belief, | have properly discharged the responsibilities set out in the NHS
Foundation Trust Accounting Officer Memorandum.

Professor Silas Nicholls
Chief Executive
25 June 2024
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ANNUAL GOVERNANCE STATEMENT 2023-24

Scope of responsibility

As Accounting Officer, | have responsibility for maintaining a sound system of internal control that supports the
achievement of the NHS Foundation Trust’s policies, aims and objectives, whilst safeguarding the public funds and
departmental assets for which | am personally responsible in accordance with the responsibilities assigned to me.

| am also responsible for ensuring that the NHS Foundation Trust is administered prudently and economically and
that resources are applied efficiently and effectively. | also acknowledge my responsibility as set out in the NHS
Foundation Trust Accounting Officer Memorandum.

The purpose of the system of internal control

The system of internal control is designed to manage risk to a reasonable level rather than to eliminate all risk

of failure to achieve policies, aims and objectives; it can therefore only provide reasonable and not absolute
assurance of effectiveness. The system of internal control is based on an ongoing process designed to identify and
prioritise the risks to the achievement of the policies, aims and objectives of Lancashire Teaching Hospitals NHS
Foundation Trust, to evaluate the likelihood of those risks being realised and the impact should they be realised,
and to manage them efficiently, effectively and economically. The system of internal control has been in place

in Lancashire Teaching Hospitals NHS Foundation Trust for the year ended 31 March 2024 and up to the date of
approval of the annual report and accounts.

Capacity to handle risk

Leadership and accountability

The Chief Executive has overall responsibility for ensuring that effective risk management systems are in place
within the Trust, for meeting all statutory requirements, and for adhering to guidance issued by NHSI and other
regulatory bodies in respect of risk and governance. The Chief Executive ensures the work of the Committees of
the Board, including sub-groups, is reviewed by the Board of Directors.

The Trust has the capacity to handle risk through delegated responsibilities in place as defined in the Scheme

of Reservation and Delegation of Powers, and the Risk Management Policy, both of which are approved by the
Board of Directors. The Policy outlines the Trust's approach to risk, accountability arrangements and the risk
management process including identification, analysis, evaluation and approval of the risk appetite and tolerance.

Accountability arrangements for risk management in 2023-24:

(@) The Board of directors has overall responsibility for ensuring robust systems of internal control, encouraging a
culture of risk management, routinely considering risks and defining its appetite for risk.

(b) Committees of the Board scrutinise those risks that fall within their terms of reference on behalf of the Board
of Directors, recommending new or revised risks to the Board as appropriate.

(c) The Audit Committee on behalf of the Board of Directors ensures that the Trust’s risk management systems
and processes are robust.

(d) For the majority of 2023-24, the Senior Leadership Team meeting was responsible for reviewing risks relevant
to its remit and advising all Committees of the Board on potential/existing strategically significant risks, as
well as liaising with the Divisional Boards and Groups to ensure the consistency of risk reporting and also
overseeing the Trust’s Risk Register.

(e) In February 2024, the Board of Directors approved a new Risk Management Strategy 2024-27 and as outlined
in the Strategy, a new Risk Management Group started in March 2024, chaired by the Chief Executive, and
this meeting is now responsible for risk management arrangements across the Trust.

(f) The Chief Executive, as the Trust's Accountable Officer, has overall responsibility for the risk management
processes, the Risk Management Strategy 202427, and Risk Management Policy.

(g9) The Chief Nursing Officer, Chief Medical Officer, and Company Secretary, supported by the Associate Director
of Risk and Assurance, Associate Director of Safety and Learning, and Deputy Chief Nursing Officer, advises
the Trust Board on all matters relating to governance, risk and quality.
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(h) Each member of the Executive Team has responsibility for the identification and management of risks within
their executive portfolios.

(i) The Chief Finance Officer/Deputy Chief Executive has responsibility for ensuring that the Trust has sound
financial arrangements that are controlled and monitored through financial regulations and policies.

(). The Chief Information Officer is responsible for ensuring that there are mechanisms in place for assuring the
quality and accuracy of the performance data which informs reporting.

(k) The Nominated Individual with the CQC is the Chief Nursing Officer.

The BAF and Risk Register have been regularly scrutinised and reviewed through the Trust’s governance structure
and have been subject to internal and external reviews. The Trust’s strategic intentions, policies, procedures and
supporting documentation are openly accessible via the intranet for all staff to reference.

The existing organisational management structure and Risk Management Policy illustrates the Trust’s commitment
to effective governance and quality governance, including risk management processes.

There is a central risk management team and a centralised health and safety team, supported by divisional
governance and risk teams, led by a Lead Clinical Governance and Risk Manager in each division.

As Accounting Officer, the Chief Executive has overall accountability for risk management within the Trust,
however the Risk Management Policy describes the responsibility of every member of staff to recognise, respond
to, report, record and reduce risks while they are undertaking work for the Trust.

Training and learning

Trust policies are available on the Trust’s intranet and staff are encouraged to participate in the consultation of new
and updated policies.

Risk management training is provided through the Datix training programme, available to all staff. Training for
individual roles continues to be identified by managers and agreed with staff through personal development
plans. Divisional governance teams also deliver localised risk management training for their services and for those
who have requested additional support.

Incident reporting training is provided, and additional risk management training is delivered to staff who
manage risks. There is additional risk management and incident management training available for staff on a
monthly basis.

Mandatory training for all staff reflects essential training needs and includes risk management processes such as
health and safety, fire safety, infection prevention and control, safeguarding children and vulnerable adults, patient
safety for all staff, information governance, moving and handling, conflict resolution, fraud and bribery in the
NHS, and equality, diversity and human rights.

Monitoring of training compliance and escalation arrangements are in place via the Education, Training

and Research Committee, and the Divisional Improvement Forums to ensure that the Trust maintains good
performance and can ensure targeted action in respect of areas or staff groups where performance is not at the
required level. Where performance is below expected levels, the Trust Executive team oversees tailored support for
the divisions and corporate teams in line with the Accountability Framework to underpin sustainable improvement
and delivery of plans, objectives and required outcomes.

During 2023-24, a risk maturity workshop took place with Executive and Non-Executive Directors and
subsequently the Board reviewed and approved the continued use of the risk appetite statement and tolerances
that were developed during 2022-23.

As part of the newly approved Risk Management Strategy 2024-27, the training needs analysis for risk
management is being refreshed and it is intended this will be implemented and monitored in the new financial
year, upon approval.

As a learning organisation, the Trust takes an Always Safety First approach and has a strategy which seeks to
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ensure good practice is identified and shared via corporate and divisional governance arrangements using multiple
mediums, learning from mortality reviews, complaints, incidents and claims to reduce the risk of repeated issues.
The Board of Directors receives assurances from the Safety and Quality Committee relating to the management of
all serious untoward incidents, including Never Events.

The risk and control framework

Risk management is a fundamental part of operational working and service delivery. As set out in the Risk
Management Policy, it is the responsibility of all employees and requires commitment and collaboration of both
clinical and non-clinical staff.

The development of effective risk management across the organisation is underpinned by clear processes and
procedures which include:

(@) anew Risk Management Strategy 2024-27;

(b) the Trust’s Risk Management Policy;

(c) the organisational process for risk identification and analysis;

(d) a definition of significant risk and acceptable risk within the organisation;

(e) organisational risk management structures;

(f)  the development and application of risk registers within the organisation;

(9) incident reporting;

(h) the accountability and responsibility arrangements for risk management; and
() the Board Assurance Framework.

Throughout the reporting period the Safety and Quality Committee, Finance and Performance Committee,
Workforce Committee and Education, Training and Research Committee were the Committees of the Board
charged with scrutinising the arrangements in place for specific areas of risk. They are supported by a number of
sub-groups, including, but not limited to:

e Senior Leadership Team meeting

e Risk Management Group (introduced in March 2024)
e Divisional Management Groups

e Health and Safety Governance Group

e Infection Prevention and Control Committee

e Medicines Governance Group

e Patient Experience and Involvement Group

e Safeguarding Board

e Mortality and End of Life Group

e Safety and Learning Group (replaced by the Patient Safety Incident Response Framework [PSIRF] Oversight
Panel in 2024 in line with the Trust's implementation of PSIRF)

e Capital Planning Forum
e Information Governance Forum
® Emergency Preparedness, Resilience and Response Group

e Always Safety First Group (replaced by the Always Safety First Learning and Improvement Group in 2024 in line
with the Trust's implementation of PSIRF)

e Raising Concerns Group
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These arrangements are supported by the work of the Audit Committee which receives assurances on the
effectiveness of the risk management framework annually through the Head of Internal Audit Opinion. This is
based on an internal audit programme which tests key aspects of the Trust’s governance arrangements through a
series of risk-based reviews undertaken throughout the year, which are also reported to the Audit Committee.

The Risk Management Policy

The policy defines risk in the context of clinical, health and safety, organisational, business, information, financial
or environmental risk and also provides a definition of risk management. It details the Trust’s approach to:

e the provision of high-quality services to the public in ways aimed at securing the best outcome for all involved.
To this end, the Trust ensures that appropriate measures are in place to reduce or minimise risks to everyone for
whom we have a responsibility;

e the implementation of policies and training to ensure that all appropriate staff are competent to identify risks,
are aware of the steps needed to address them, and have authority to act;

® management action to assess all identified risks and the steps needed to minimise them. This comprises
continuous evaluation, monitoring and reassessment of these risks and the resultant actions required;

e the designation of Executive leads with responsibility for implementation of the policy and the execution of risk
management through operational and monitoring committees;

e action plans to maintain compliance with regulatory standards, which contribute to the delivery of the risk
control framework; and

e the process by which risks are evaluated and controlled throughout the organisation. In support of the Risk
Management Policy, a range of supplementary policies exist that provide clear guidance for staff on how to
deal with concerns, complaints, claims, accidents and incidents on behalf of patients, visitors or themselves.

To ensure consistency, risks are systematically identified using a standardised approach. The potential
consequence and likelihood of the risk occurring are scored and the sum of these scores determines the level in
the organisation at which the risk is reported and monitored to ensure effective mitigation. Risk control measures
are identified and implemented to reduce the potential for harm. A target risk score is created and monitored
through the risk management process. In recognition that a risk may not be eliminated, this score must be set at
the lowest tolerable level.

Each division has governance arrangements in place including a systematic process for assessing and identifying
risk in line with the policy. Risk assessments are undertaken and this information is utilised to populate the
relevant divisional risk register via our online system. Risks are continually reassessed and upon implementation
of mitigating actions, where it is considered that the mitigation provides a tolerable level of risk in line with the
Trust's risk appetite, the risk can be considered controlled. The responsibility for the management and control of a
particular risk rests with the division concerned.

Risks were escalated to the Senior Leadership Team meeting when an action to control a particular risk fell outside
the control or responsibility of that division, or where local control measures were considered to be potentially
inadequate, require significant financial investment or the risk was rated as high. The Senior Leadership Team
was able to escalate a particular risk to the appropriate Committee of the Board for further consideration when
required and the Committee could in turn choose to escalate an operational risk to the Board of Directors for
oversight. In March 2024, the Risk Management Group was initiated and assumed the responsibility for risk
management arrangements, taking this over from the Senior Leadership Team meeting.

The Trust has in place a BAF which is designed to provide a structure and process to enable the Trust to identify
those strategic and operational risks that may compromise the achievement of the Trust’s high level strategic
objectives and is made up of two parts: the Strategic Risk Register those risks that threaten the delivery of

the strategic objectives and are not likely to change over time; and the Operational Risk Register, those risks
that site on the divisional and corporate risk registers and may affect and relate to the day-to-day running of the
organisation. They mainly affect internal functioning and delivery and are managed at the appropriate level within
the organisation.
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Responsibility for reviewing and updating the strategic risk and providing assurance to the Board on the controls
and mitigations in place is retained by the relevant Executive Director. The BAF is also presented in full to the Audit
Committee at each meeting once approved by the Board.

All operational risks are categorised in line with the Trust aims or ambitions that they predominantly impact upon.
Any higher scoring operational 15+ risks are also presented to Committees of the Board to which the strategic
aims or ambitions are aligned.

At the end of 2023-24, the risk profile of the Trust remains similar to that at the end of March 2023 with 489
overall risks in March 2024 compared to 488 in March 2023 and 85 high risks in March 2024 compared to 92 in
March 2023. High risk themes continue to be reflective of the following:

e Financial challenges

e Increased demand

e Use of escalation areas

e Suboptimal capacity to meet targets/manage backlog following COVID-19

e Staffing challenges

e Physical environment/estate being suboptimal

e Mental health care provision

There is a continued focus on risk maturity and this is being achieved through the continued embedding of risk
management within the Trust by various means, including:

¢ The development of a new Risk Management Strategy 2024-27.

* The Risk Management Policy, which is available to all staff through the Trust’s intranet.

e Effective use of the strategic and operational risk registers at both divisional and corporate levels, and the BAF.

e Compliance with the mechanisms for the reporting of all accidents and incidents using an online incident
reporting system.

e Ensuring that there is a robust process in place to escalate all risks, including divisional risks, with a rating of
15+ to Committees of the Board and the Board, if required.

® Embedding the use of dashboard, including themes, risk appetite, heat-maps, trajectory of risk and qualitative
narrative on actions and mitigations.

e Automated governance dashboards for each division, providing easy access and removing the need for
manual creation of dashboards. These are monitored as part of the Accountability Framework in Divisional
Improvement Forums, with a specific risk section.

e Strengthening of divisional accountability processes through Divisional Improvement Forums and the
Accountability Framework through Divisional Boards challenging performance of risk at Clinical Business Unit
and Specialty Business Unit level.

e Continued training at all levels of the organisation in line with the National Patient Safety Strategy.

e The identification of local priorities as part of the Trust’s transition from the Serious Incident Framework 2015
to the PSIRF in October 2023.

e The Trust has fully implemented PSIRF in 2023-24, having taken a phased approach to ensure capacity and
capability to manage this change, which was supported by the ICB.

e Actively monitoring all serious incidents at the Safety and Quality Committee on a quarterly basis, and the
Board annually.

e For the majority of 2023-24, the Senior Leadership Team meeting was used as a forum to discuss risk and
share learning from the management of risks cross divisionally with the Executive team. This was achieved
through presentation of a high risks report which contained key performance indicators each month alongside
divisional and corporate risk registers on a cyclical basis.

* A new Risk Management Group started in March 2024, chaired by the Chief Executive, and this meeting is
now responsible for the risk management arrangements across the Trust.
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e Engaging with the Board of Directors using risk information to drive the Board workshop programme.

e Using outcomes from complaints, incidents, claims, Safety Triangulation Accreditation Review (STAR) visits and
internal and external reviews, to mitigate future risks and aggregating these to identify Trust-wide risks.

e Connecting performance across the Trust at Board, Committee, Divisional and Specialty level using
integrated performance reports which provides Ward to Board reporting that includes a range of metrics
encompassing each of the elements of Our Big Plan by strategic ambition and includes quality, operation,
finance, and workforce.

e Creating an open and accountable reporting culture whereby staff are encouraged to identify and
report risk issues.

e Report cover sheets are linked to the Trust strategic aims and ambitions.

e Information within specific reports are categorised by and presented by strategic ambitions, for example, the
Chief Executive’s report and integrated performance report.

e Risks within Committee papers are connected to strategic risks within the BAF.

e Freedom to Speak Up Guardian and champions in place for staff to raise concerns. The team is promoted
within the Trust and any concerns are triangulated with other processes for management, improvement, and
shared learning.

 Use of an equality quality impact assessment policy which links to the planning framework and outlines
the requirements of divisional management and Board members in assessing and monitoring the impact of
service changes.

Risk Appetite

The Trust's Risk Appetite Statement was reviewed and discussed at a workshop with the Board of Directors in May
2023, and approved at the Board of Directors meeting in June 2023, with no changes from the previous year. The
Risk Appetite Statement outlines the level of risk what the Trust is prepared to accept, after balancing the potential
opportunities and threats a situation presents. In addition, the Trust’s risk tolerance levels were also updated to
outline the boundaries within which the Board is willing to allow the true day-to-day risk profile of the Trust to
fluctuate while executing strategic objectives.

The Risk Appetite Statement set by the Board is as follows:

Providing safe and effective care for patients is paramount and so we have a low tolerance of risks which would
adversely affect the quality and safety of clinical care. However, to Consistently Provide Excellent Care, we
recognise that, in pursuit of this overriding objective, we may need to take other types of risk which impact

on different organisational aims. Overall, our risk appetite in relation to consistently providing excellent care is
cautious — we prefer safe delivery options with a low degree of residual risk, and we work to regulatory standards.

We have an open appetite for those risks which we need to take in pursuit of our commitment to create a Great
Place to Work. By being open to risk, we mean that we are willing to consider all potential delivery options which
provide an acceptable level of reward to our organisation, its staff and those who it serves. We tolerate some risk
in relation to this aim when making changes intended to benefit patients and services. However, in recognising
the need for a strong and committed workforce this tolerance does not extend to risks which compromise the
safety of staff members or undermine our trust values.

We also have an open appetite for risk in relation to our strategic ambition to Deliver Value for Money and
our strategic aim to offer a range of high-quality specialist services to patients in Lancashire and South
Cumbria, maintaining and strengthening our position as the leading tertiary care provider in the local system,
where we can demonstrate quality improvements and economic benefits. However, we will not compromise
patient safety whilst innovating in service delivery. We are also committed to work within our statutory financial
duties, regulatory undertakings, and our own financial procedures which exist to ensure probity and economy in
the trust’s use of public funds.
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We seek to be Fit for the Future through our commitment to working with partner organisations in the local
health and social care system to make current services sustainable and develop new ones. We also seek to lead

in driving health innovation through world class Education, Training & Research by employing innovative
approaches in the way we provide services. In pursuit of these aims, we will, where necessary, seek risk - meaning
that we are eager to be innovative and will seek options offering higher rewards and benefits, recognising the
inherent business risks.

Quality Governance

The Trust has strong quality governance arrangements in place, which are overseen by the Safety and Quality
Committee. There is a thorough cycle of business in place to ensure assurance is received about safety, patient
experience and effectiveness.

A suite of quality metrics aligned to the Trust's strategic objective to Consistently Deliver Excellent Care are
provided in Our Big Plan on a monthly basis to track performance which support the Committee in understanding
areas to focus attention. This is replicated in other Committees of the Board where versions of Our Big Plan
metrics are aligned to the relevant strategic objective overseen by the Committee. The Board of Directors also
receive an overview of Our Big Plan metrics related to all strategic objectives.

This approach is replicated at divisional level with a detailed set of key performance indicators aligned to Our Big
Plan, split by strategic objective, produced for divisions. These are considered as part of Divisional Improvement
Forums which are chaired by a member of the Executive team as part of the Accountability Framework.

Safety, Quality and Patient Experience

The Trust has in place a range of mechanisms for managing and monitoring risks in respect of safety
and quality including

e An Always Safety First Strategy 2021-24, which outlines the Trust’s response and approach to implementing
the National Patient Safety Strategy published in 2019 and updated in 2021.

e A Patient Experience and Involvement Strategy 2022-25, which sets out the approach to involving patients,
service users and their carers.

¢ A Risk Management Strategy 2024-27, which sets out the approach to improving risk maturity in
the organisation.

* New processes and meeting structures following the transition to the PSIRF.

e The introduction of three Patient Safety Partners for the first time in the organisation who sit alongside
the Maternity Neonatal Voices Partnership chair to provide the voice of the patient during meetings and
activities of the Trust.

e A Safety and Quality Committee which meets monthly and is chaired by a Non-Executive Director.
* Publication of an Annual Quality Account (Report) as a separate document to the Annual Report.

e Arrangements and monitoring processes to ensure ongoing compliance with National Institute for Health and
Care Excellence (NICE) guidance and service accreditation standards.

e The Chief Medical Officer has an identified Deputy Chief Medical Officer who is the Trust lead for mortality and
reports regularly to the Safety and Quality Committee in respect of mortality.

e Safety Triangulation Accreditation Review (STAR) Quality Assurance Framework is operated in all
clinical departments.

e A Board Safety and Experience Programme is in place to maintain Board visibility and contact with staff
delivering services.
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e A safe staffing dashboard is in place to monitor nurse and midwifery staffing levels across all wards and
departments and a monthly staffing report is presented to the Safety and Quality Committee through the
mandated safe staffing report. This is triangulated with measures of harm (for example hospital acquired
infections) and patient experience (friends and family test) for maternity services, children and neonatal services
and adult inpatients, including the Emergency Department.

e The Trust routinely considers and acts upon the recommendations of national quality benchmarking exercises,
such as national patient surveys and other national publications, for example reports from the Health Services
Safety Investigations Body (HSSIB).

e The Trust acts upon patient feedback from complaints and concerns and from feedback from patient and
public involvement representatives such as Healthwatch and Trust governors.

e Patient and staff stories are presented to the Board of Directors and actions and lessons learned
are widely shared.

e There is a process for the management of all patient safety and medical device alerts, prescribing and drug
alerts, field safety notices, estates and facilities alerts, service disruption alerts and all alerts that arise as a result
of actions identified by NHSI, or other national bodies are acted upon.

e \Where appropriate, risk alerts are made to partner organisations in line with statutory responsibilities, such as
for safeguarding purposes.

e Operational and quality breaches are discussed at the relevant operational and governance forums and ICB
meetings with remedial action plans enacted.

Patient Safety Incident Response Framework (PSIRF)
In line with the requirements of the National Patient Safety Strategy, the Trust commenced the transition from the
Serious Incident Framework to the PSIRF on 6 November 2023.

In advance of the transition to PSIRF, the Trust sought to identify local priorities as part of the development of a
Patient Safety Incident Response Plan (PSIRP). The Trust reviewed a range of information held within the
organisation including:
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The Trust also engaged with a range of stakeholders including staff, governors, patient representatives
and the ICB.
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As a result of the analysis and engagement undertaken, the Trust identified and agreed five local priorities:

1. Delayed recognition of a deteriorating patient due to gaps in monitoring (including all pregnant women)
2. Delayed, missed or incorrect cancer diagnosis

3. Prescribing or administration error or near miss of anticoagulation medication

4. Adverse discharge due to gaps in communication or misinformation

5. Delay in responding to a critical pathology finding

A PSIRF policy and the Trust’s PSIRP was developed and approved at the Board of Directors meeting in October
2023. The Trust plans and policies were also endorsed by the ICB Quality Committee on 18 October 2023.

Implementation of PSIRF was undertaken in two phases:

- Phase 1 was implemented on 6 November 2023 and included implementation of patient safety incident
investigations for any patient safety events that met national and local priorities.

- Phase 2 was implemented on 25 March 2024 which included implementation of all learning responses.

Revised governance processes were developed, including the implementation of a new meeting structure in early
2024. Progress with implementation of PSIRF continues as our revised governance approach matures and this is
monitored by the Safety and Quality Committee.

Clinical Effectiveness

With respect to clinical audit, the Trust has an annual clinical audit and effectiveness plan that is developed

and agreed for the forthcoming year, which incorporates national mandatory audits, corporate audits, audits
associated with Trust-wide priorities including those linked to the national and locally agreed PSIRF priorities,
audits of national policies and guidelines, as well as other audits commissioned specifically in response to areas of
identified risk and concern. The Chief Medical Officer has an identified Deputy Chief Medical Officer who is the
Trust lead for Clinical Audit and Effectiveness.

The Audit Committee and the Safety and Quality Committee both receive clinical audit and effectiveness reports
to provide assurance that the Trust has effective controls in place and is responsive to areas of concern, which
may have been highlighted through the audit process, as well as audit outcomes which demonstrates best
practice against defined standards. The clinical audit and effectiveness reports also provide evidence that health
professionals are providing care that is both evidence-based and up-to-date.

Capacity and Flow Waiting

The NHS continued to be faced with significant pressures in 2023-24 and like all other NHS Trusts across the
country Lancashire Teaching Hospitals remained challenged by non-elective demand for services, and periods
of industrial action. As a result, performance across the board, both emergency and elective continued to be
impacted with operational pressures experienced through the year resulting in non-compliance in relation to a
number of key standards.

Whole health economy system pressure in response to increased demand resulted in high bed occupancy
throughout the year, together with the requirement to recover and restore services. A system-wide action plan
remains in place to address the urgent care capacity and demand pressures; with identified primary, community
and social care initiatives/schemes delivering a level of sustainability.

During 2023-24 the Trust put in place a range of measures:

e Continued to refine and improve the offer from the Community Healthcare Hub at Finney House, providing 64
health led time-limited community beds, reducing medicine bed capacity in hospital as a result.

e Established an Acute Assessment Unit to reduce time spent in the Emergency Department ahead of the
delivery of increased Medical Assessment Unit capacity.
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e Increased the Virtual Ward bed base for Frailty, Respiratory and Acute Medicine.

e Enhanced internal escalation measures, including Full Capacity Protocol, surge and boarding to support
ambulance handovers and capacity in the Emergency Department.

Alongside internal work, the Trust continued to undertake collaborative work with other partners in the local
health economy through:

e A health economy-wide action plan to address the urgent care system and pressures; with identified primary
and social care initiatives/schemes expected to deliver a level of sustainability.

e A range of continuous improvement and transformational work streams that include patient onflow, and flow.

e The Flow Coaching Academy, applying team coaching skills and improvement science at care pathway level to
improve patient flow and experience through the healthcare system.

e \We recognise that the longevity of system resilience is dependent on all stakeholders across our local health
economy and we anticipate that there will be continued operational and subsequent compliance issues
against key access targets during 2024-25 with the development and delivery of the Trust’s new Single
Improvement Plan.

STAR Quality Assurance Framework

The Trust ensures assurance of delivery of CQC standards and recommendations through the Trust's STAR Quality
Assurance Framework which provides evidence of the standard of care delivery, including what works well and
where further improvements are required through:

e STAR monthly reviews — 17 audit questions are undertaken by the Matron or professional leads; peer
reviewed for each area.

¢ STAR accreditation visits — an in-depth, unannounced CQC-style audit is undertaken by the Quality Assurance
team with support from staff, governors, and volunteers from across the Trust. Follow-up to the visits is risk
stratified depending on the outcome of the previous review.

e \Ward/clinical department to Board reporting arrangements on STAR outcomes.

Data Quality and Security

The Trust has a clear focus on data quality. Performance information is triangulated with other known information
to identify any areas of weakness and where data requires further exploration, specific reviews are undertaken.
The Trust is regularly audited on data quality and in the last few years has been audited by MIAA on referral to
treatment waiting lists and its data quality framework and has been audited by Grant Thornton on its clinical
coding quality. The Trust is also audited each year for its data security and prevention tool kit submissions which
includes both security and data quality components.

The Trust is also monitored monthly through the national data quality maturity index which looks at the quality of
both the commissioning data sets and Waiting List National Minimum Dataset submissions.

The Trust has a risk, scoring 15, related to the potential for a cyber-attack. The risk is reviewed and updated
monthly as controls are continuously improved. All eligible Windows servers and workstations have been
onboarded to enhanced national threat detection and monitoring systems. Cyber recovery solutions have been
procured to protect critical server backups and over 11,000 staff members have been onboarded to multi-factor
authentication, thus protecting Trust email and applications. The Trust continues to meet NHSE alerts and received
substantial assurance for its most recent Data Security and Prevention Tool Kit assessment.
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Principal Risks

The most significant risks that threaten the achievement of the Trust’s aims and ambitions are identified within the
BAF, alongside controls and assurances which describe how the Trust manages and mitigates these risks.

The BAF is the mechanism by which the Trust evaluates the risks that could impact on the achievement of the
Trust's strategic objectives.

During 2023-24, there were six principal risks:
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All risks that make up the BAF are subject to review by the respective lead Executive Director and are aligned to
Our Big Plan and the underpinning enabling strategies to ensure correlation between the risks and strategic aims
and ambitions. These are robustly monitored by the Board and Committees of the Board to ensure that the Board
is informed about the principal risks faced by the Trust.

Operational High Risks escalated to Board:

During 2023-24, there have been three operational high risks escalated to the Board within the BAF. These are:

* Impact of exit block on patient safety which has been escalated to the Board via the Safety and Quality
Committee since December 2020 but remains a risk with long lengths of stay in the Emergency Department
and high ambulance handover times. To mitigate this risk, Standard Operating Procedures are in place
which describe the processes for patient reviews, reporting of patient harm incidents and associated clinical
governance arrangements. These procedures have been supplemented with a series of actions, including
virtual wards, frailty, therapy pathway improvements and the continued use of Finney House Community
Healthcare Hub, which was acquired in 2022. Monthly safety forums are also in place to identify further
opportunities to improve flow and reduce long waits in the Emergency Department.

e Elective restoration following the COVID-19 pandemic which has been escalated to the Board via the
Safety and Quality Committee since June 2021. Whilst patients have continued to wait for a significant
among of time to receive non-urgent surgery, progress was made in this financial year. 104+ week waits have
been eliminated for patients except for those patients that were unavailable for treatment and chose to wait
longer. The Trust also sought to eliminate 78-week waits in this financial year and although this was delayed
by industrial action, it was achieved by the end of March 2024, except for a small number of patients in the
orthodontic specialty who have received a data for treatment in April 2024.
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e Impact of strikes on patient safety following announcement of the national pay award and the
probability of ongoing strikes which has been escalated to Board via the Safety and Quality Committee
since October 2022. Over the last 12 months, strikes have taken place for junior doctors and consultants. The
risks associated with ongoing strikes have been effectively managed in partnership with staff side, workforce,
and clinical leaders with evidence of significant planning undertaken and learning implemented from previous
strikes. As a result, it was recommended that this risk was de-escalated from the Board of Directors on 1 April
2024, and this was accepted.

During the year, the Internal Audit opinion on the Trust’s BAF supporting process noted:
e The BAF is structured to meet NHS requirements.

e Governance, reporting, and scrutiny arrangements surrounding the BAF were clearly defined. Arrangements
were subject to review and approval by the Board.

e Processes in place to update the BAF were robust. The Board and Audit Committee were
engaged with the BAF.

e The organisation considers risk appetite regularly and the risk appetite is used to inform the
management of the BAF.

e The BAF is visibly used by the organisation.
e The BAF clearly reflects the risks discussed by the Board.

Well Led

The Trust, as a whole, reviews its own leadership and governance arrangements periodically, in line with the
requirements of NHSI that providers carry out developmental reviews.

Following the CQC Well Led inspection in 2019, the Trust developed a Well Led and Governance Maturity Plan

to drive improvement in the Well Led domain of the organisation and this incorporated recommendations from a
review undertaken of the divisional governance arrangements by the Quality Governance lead from the Nursing
Directorate at NHSE/I which identified the Trust as an exemplar organisation in October 2020, a Risk Maturity
Self-Assessment tool supported by Mersey Internal Audit Agency (MIAA), and a MIAA developmental Well Led
review in February 2021. In addition, two external consultants were engaged from July 2021 to November 2022.
Firstly, an external leadership consultant undertook a series of development sessions with the Board. Secondly, the
Trust commissioned a Risk and Assurance review by an external provider from February to November 2022 and an
action plan was developed in response to the findings.

The Trust chose not to commission any further external reviews in terms of leadership, governance, or risk
management in 2023-24 as a result of the unannounced inspection by CQC between May and July 2023, which
incorporated a Well Led inspection, and the subsequent publication of the report in November 2023.

Although all core services across the Royal Preston and Chorley hospital sites were rated as good for Well Led, the
overall Well Led rating for the Trust declined from good to requires improvement. The inspection and outcome is
covered in more detail under the Care Quality Commission section of the Annual Governance Statement.
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Effectiveness of Governance and Risk Maturity

The effectiveness of the Trust's governance structures continued to be internally tested during 2023-24 via the
process of internal and external audit, inspections, national audits, and national staff surveys.

The Trust chose not to commission any external reviews in terms of governance or risk management in 2023-24
following the unannounced inspection by the CQC between May and July 2023, which incorporated a Well Led
inspection, and the subsequent publication of the report in November 2023.

In 2022-23, an external provider undertook a Risk and Assurance review commissioned by the Board of Directors
from February to November 2022. The review was positive about the risk and governance arrangements at

the Trust and did not identify any legislative or regulatory requirements that were not being met. One of the
recommendations included introducing a new Risk Management Strategy across the Trust.

A new Risk Management Strategy 2024-27 was discussed and approved at the Board of Directors meeting in
February 2024. The strategy sets out the approach to further enhancing risk management at the Trust over the
next three years.

MIAA undertook a review of the risk management at the Trust in this financial year as part of the internal audit
plan and this received High Assurance.

Head of Internal Audit Opinion 2023-24

The overall opinion for the period 1 April 2023 to 31 March 2024 provides Substantial Assurance that there is a
good system of internal control designed to meet the organisation’s objectives, and that controls are generally
being applied consistently.

Compliance with the NHS foundation trust licence condition 4 (FT governance)

The Board undertakes a review of its effectiveness annually. It has not identified any principal risks to compliance
with provider licence condition FT4. This condition covers the effectiveness of governance structures, the
responsibilities of Directors and Committees, the reporting lines and accountabilities between the Board, its
Committees and the Executive team. The structures and reporting frameworks in place have allowed it to
discharge its responsibilities throughout the year during a period of change in the positions of both Chair and
Chief Executive Officer.

The Board is satisfied with the timeliness and accuracy of information to assess risks to compliance with the
Foundation Trust’s licence and the degree of rigour of oversight it has over performance.

Workforce

To ensure that short, medium, and long-term workforce strategies and staffing systems are in place, the Trust has
an annual workforce plan in place aligned to the operational planning cycle with a focus on resourcing strategies
to fill long-term or hard to fill workforce gaps.

This is reviewed and approved by the Finance and Performance Committee, Workforce Committee, signed off by
the Executive team and commended to the Board. The workforce plan takes into account changes to services,
investment and cost improvement plans, recruitment issues, turnover, and predictive workforce supply. It also
considers external factors that may influence services, including commissioning strategies, service transformations,
nursing acuity reviews and local workforce challenges such as gaps in establishment, retention issues, roles which
are difficult to fill, new roles, training opportunities and apprenticeships. Workforce growth is included in plan
where this has been fully financially approved. However, ultimately the workforce plan must produce a deliverable
plan within the approved financial envelope.

To balance workforce supply and demand, workforce plans and regular skills gap analysis have taken place to
inform localised or profession-specific recruitment and retention plans. These plans detail the programme of
activity to reduce gaps through proactive campaigns around hard to fill posts.
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Actions have also been identified to look at opportunities to work across the ICS to support workforce supply.

Recruitment trajectories are monitored and reviewed by the Workforce Committee for key staff groups such as
nurses and healthcare support workers. There continues to be a focus on reducing premium spend, filling hard to
fill medical posts and health care support worker recruitment.

Public stakeholders

We recognise that risk management is a two-way process between healthcare providers across the health
economy. Issues raised through our internal risk management processes that impact on partner organisations are
discussed in the appropriate forum so that the required action can be agreed.

We have also introduced three Patient Safety Partners to the organisation for the first time in 2023-24, as
advocated in the NHS Patient Safety Strategy. The Patient Safety Partners regularly attend meetings of the Trust
to provide the voice of the patient, including at the PSIRF Oversight Panel, and at the Always Safety First Learning
and Improvement Group where issues of patient and organisational risk are discussed. We have an active Patient
Experience and Involvement Strategy and understand the importance of listening to those with lived experience
when considering changes to the services we deliver.

Care Quality Commission

The CQC carried out an unannounced inspection of Lancashire Teaching Hospitals NHS Foundation Trust between
31 May and 4 July 2023.

As part of their inspection CQC carried out:

- Unannounced inspections of Urgent and Emergency Care on both hospital sites, Medical Care at Royal
Preston Hospital and Surgery at Royal Preston Hospital. This was part of CQC’s continual checks.

- Focused inspection of Maternity on both hospital sites. This was part of CQC's national maternity services
inspection programme.

- Aninspection of how Well Led the Trust is overall.
The overall rating for the Trust was again rated requires improvement. Safe, effective and responsive were
also again rated requires improvement. Caring remained good, and Well Led declined from good to requires

improvement.

From a site ratings perspective, Chorley and South Ribble Hospital saw a decline in safe from good to requires
improvement and a decline in its overall site rating from good to requires improvement. The site ratings for Royal
Preston Hospital remained unchanged at requires improvement.

In the core service inspections there was:

- Adecline in the Safe domain across three core services (Maternity at both hospital sites and Urgent and
Emergency Care at Chorley and South Ribble Hospital) from good to requires improvement.

- A decline in Effective in one core service (Urgent and Emergency Services at Royal Preston Hospital) from
good to requires improvement and an improvement in one core service (Surgery at Royal Preston Hospital)
from requires improvement to good.

- No changes in the Caring domain.

- A decline in the Responsive domain in one core service (Surgery at Royal Preston Hospital) from good to
requires improvement.

- Animprovement in Well Led in one core service (Medical care at Royal Preston Hospital) from requires
improvement to good.
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Although all core services across the Royal Preston and Chorley and South Ribble hospital sites were rated as
good for Well Led, the overall Well Led rating for the Trust declined from good to requires improvement and CQC
confirmed this was due to the findings in Maternity and Urgent and Emergency Care, elective recovery, financial
challenges, and stability of the Board following retirement of the Chief Executive and challenges in recruiting to

a substantive Chair. Since the inspection a number of key Board appointments have been made including a new
Chief Executive, Chair, and Chief People Officer.

In total, the Trust received 54 recommendations in the form of Must Do’s and Should Do’s (18 Must Do’s and 36
Should Do’s). Some recommendations were duplicated across the different core services.

A number of examples of outstanding and good practice were noted within the report, including in relation to
governance where it was noted that leaders operated effective governance processes, throughout the service and
with partner organisations.

On 7 December 2023 the Trust submitted an action plan to CQC in response to the inspection findings (i.e. Must
Do’s and Should Do’s, and any associated actions). Progress against the action plan is monitored by the Safety and
Quality Committee.

The Foundation Trust is fully compliant with the registration requirements of the CQC.

Declarations of Interest

The Foundation Trust has published on its website an up-to-date register of interests, including gifts and
hospitality, for decision-making staff, as defined by the Trust’s Policy TP-200 Code of Conduct, within the past
twelve months and as required by the Managing Conflicts of Interest in the NHS guidance.

NHS Pension Scheme

As an employer with staff entitled to membership of the NHS Pension Scheme, control measures are in place

to ensure all employer obligations contained within the Scheme regulations are complied with. This includes
ensuring that deductions from salary, employer’s contributions and payments into the Scheme are in accordance
with the Scheme rules, and that member Pension Scheme records are accurately updated in accordance with the
timescales detailed in the Regulations.

NHS Pension Scheme

As an employer with staff entitled to membership of the NHS Pension Scheme, control measures are in place

to ensure all employer obligations contained within the Scheme regulations are complied with. This includes
ensuring that deductions from salary, employer’s contributions and payments into the Scheme are in accordance
with the Scheme rules, and that member Pension Scheme records are accurately updated in accordance with the
timescales detailed in the Regulations.

Equality and Diversity Legislation

Control measures are in place to ensure that all the organisation’s obligations under equality and diversity
legislation are complied with.

As required through the NHS Standard Contract the Trust completes and publishes compliance against the
Workforce Race Equality Standard and the Workforce Disability Equality Standard.

Greener NHS Programme

The Foundation Trust has undertaken risk assessments on the effects of climate change and severe weather and
has developed a Green Plan following the guidance of the Greener NHS programme. The Trust ensures that its
obligations under the Climate Change Act and the Adaptation Reporting requirements are complied with.

Review of Economy, Efficiency and Effectiveness of the Use of Resources

We have continued to develop our systems and processes to help us deliver an improvement in the financial
performance, including:
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e Trust-wide commitment to the adoption of a Continuous Improvement approach, which has involved
undertaking extensive staff engagement to identify priorities for improvement and is informing the
development of a system-wide Continuous Improvement Strategy for the whole health economy;

e approval of the annual budget by the Board;

e monthly Finance and Performance Committee meetings to ensure Directors meet their respective financial
targets reporting to the Board;

e monthly Divisional Improvement Forums attended by members of the Executive team to ensure that Divisions
meet the required level of performance for key areas including financial targets;

e enhanced grip and control activities for both requisitions and filling of vacancies by the Vacancy Control Panel,
by ensuring established vacancy prior to recruitment and review of budgets before approval to recruit;

e improvements have been made to the business planning processes with a clearer separation of business
cases with a return on investment and net funding which might be required for a development or safety
and quality issue;

e we have further strengthened setting our financial recovery plan targets at specialty level with the use of our
patient level costing information;

e monthly reporting to the Board of Directors on key performance indicators covering finance and activity;
quality and safety; and workforce targets through the Integrated Performance Report; and

e the Trust continues to have in place a ‘Quality Impact Assessment’ and robust governance systems that require
clinical approval of all cost improvement programme schemes that have a clinical impact.

Financial Sustainability

During the 2023-24 financial year the Trust delivered a deficit (adjusted financial performance) of £35.6m.
Ongoing changes to the financial regime for Trusts with the shift away from activity based payment to block
income contracts have helped give greater certainty over income levels. However existing expenditure trends
continue in that usage of ag