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Excellent care with compassion 

 

Board of Directors 
4 February 2021 | 1.30pm | Microsoft Teams 
 

Agenda 
 
№ Item Time Encl. Purpose Presenter 

1. Chair and quorum 1.30pm Verbal Noting E Adia 

2. Apologies for absence 1.31pm Verbal Noting E Adia 

3. Declaration of interests 1.32pm Verbal Noting E Adia 

4. Minutes of the previous meeting held 
on 3 December 2020 1.33pm  Noting E Adia 

5. Matters arising and action log update 1.35pm  Noting E Adia 

6. Chairman’s opening remarks and 
report 1.40pm  Information E Adia 

7. Chief Executive’s report  1.45pm  Information K Partington 

8.       SAFETY AND QUALITY 

8.1 Young person’s patient story 1.55pm Verbal Noting J Connolly  

8.2 Covid Update 2.15pm   Noting 
S Cullen/ 
F Button/  
G Skailes  

8.3  

Maternity and Neonatal Services: 
(a) Ockenden response report * 
(b) CNST report 
(c) Neonatal annual staffing report * 
(* considered at Safety and Quality Committee) 

2.25pm   Approval J Cotton/ 
J Connolly 

9.       PERFORMANCE 

9.1 Integrated performance report as at 31 
December 2020 2.40pm  Discussion F Button 

10.     STRATEGY AND PLANNING 

10.1 New Hospitals Programme (formerly 
HIP2) update 3.00pm  Noting R Malin 

10.2 Continuous Improvement update: 
Building CI capability programme 3.10pm  Noting A Brotherton 
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№ Item Time Encl. Purpose Presenter 

11.     GOVERNANCE AND COMPLIANCE 

11.1 Freedom to Speak Up update 3.20pm   Noting K Swindley 

11.2 Guardian of Safe Working report 3.25pm   Noting   K Swindley 

11.3 
Strategic risk register 
(considered by Committees of the Board in 
December 2020 and January 2021) 

3.30pm   Discussion D Pilsbury 

12.     COMMITTTE CHAIRS REPORTS  

12.1 

Committee Chairs’ reports: 
(a) Audit Committee – 28 January 2021 
(b) Charitable Funds Committee – 15 

December 2020 
(c) Education, Training and Research 

Committee – 8 December 2020 
(d) Finance and Performance 

Committee – 22 December 2020 
and 26 January 2021 

(e) Safety and Quality Committee –29 
January 2021 

(f) Workforce Committee – 12 January 
2021 

3.40pm  Noting  

(a) T Watkinson 
(b) G Rossington 
(c) P O’Neill 
(d) T Whiteside 
(e) A Pennell 
(f) J Whitaker 

13.     ITEMS FOR INFORMATION 

13.1 Nosocomial spread in hip fracture 
patients   Information  

13.2 Gender Pay Gap annual report 
(considered at Workforce Committee)    Information  

13.3 Governor activity report    Information  

13.4 Register of interests   Information  

13.5 Date, time and venue of next meeting: 
1 April 2021, 1.30pm, Microsoft Teams  

3.45pm Verbal Noting E Adia 

 
 



 

    1 Excellent care with compassion 

 

Board of Directors 
3 December 2020 | 2.00pm | Microsoft Teams 
 
Part I 
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 P P P P P 

Mrs A Pennell P P P P P P 

Professor P O’Neill P P P P P P 

Mr G Rossington P P P A P A 

Ms K Smyth P P P P P P 

Mr T Watkinson P P P A P P 

Mr J Whitaker P P P P P P 

Mrs T Whiteside P P P P P P 

EXECUTIVE DIRECTORS 

Ms F Button 
Chief Operating Officer 
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P P P P P 

Ms S Cullen 
Nursing, Midwifery and AHP Director 

P P P P P P 

Mrs K Partington 
Chief Executive  

P P P P P P 

Dr G Skailes 
Medical Director  

P P P P P P 

Mrs K Swindley 
Strategy, Education and Workforce Director  

P P P P P P 

Mr J Wood 
Finance Director/Deputy Chief Executive  

P P P P P P 

IN ATTENDANCE 

Mrs T Berry 
Head of Corporate Affairs 
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    A 

Mrs K Brewin (minutes) 
Committee Secretary  

P P P P P P 

Mrs A Brotherton 
Director of Continuous Improvement 

P P P P P P 

Mr S Dobson 
Chief Information Officer 

 P P A P P 

Mr G Doherty 
Director of Service Development 

     P 

Mrs N Duggan 
Director of Communications and Engagement 

 P P P P P 

Mr D Pilsbury 
Director of Governance 

A P P P A P 

Mrs D Scambler 
Deputy Company Secretary 

P A P A P P 

 

P – present  |  A – apologies  |  D – deputy 
Quorum:  4 Directors and must have at least 2 Executive Directors (one to be the Chief Executive or nominee) and 2 Non-Executive 
Directors (one to be Chair or Vice-Chair) 
2 April 2020: Public meeting stood down due to the impact of Covid-19.  Agenda and papers for the meeting posted on the website. 
5 May 2020:  Public and part II meetings scheduled using Microsoft Teams. 
21 May 2020:  Part II meeting converted to Audit Committee to approve the 2019/20 annual report and financial accounts. 
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IN ATTENDANCE TO PRESENT THE PATIENT STORY (Minute ref 226/20) 
Khalid Ibrahim Chaplaincy Iman 
Naeem Toorawa Chaplaincy Iman 
Alison Cookson Patient Experience and Involvement Lead 
Jean Harris Head of Pastoral Care Services 
 
IN ATTENDANCE TO PRESENT PATIENT SAFETY SPECIALIST REPORT (Minute ref 227/20) 
Christine Morris Associate Director of Governance 
 
IN ATTENDANCE TO CO-PRESENT ON COVID AND THE CONTROL OF INFECTION (Minute ref 229/20) 
Dr David Orr Director of Infection Prevention and Control/Consultant Microbiologist 
 
IN ATTENDANCE TO PRESENT ON LAMP TECHNOLOGY (Minute ref 231/20) 
Dr Amanda Thornton LAMP Project Director, Healthier Lancashire and South Cumbria 
 
Governors in attendance: Dr K Ackers, Mr P Askew, Mr P Brooks, Mrs A Carlisle, Mr D Cook,  
  Dr M France, Mrs H Hammond, Mr S Heywood, Mr J Iqbal, Mrs T Kay, 

Mrs J Miller, Mr F Robinson, Dr H Twamley and Mr D Watson 
 
Observers:  Paul Brown, Head of Research and Innovation 
  Michael Brown, Divisional Director of Medicine 
  Paul Faulkner, Local Democracy Reporter, Lancashire Post 
  Christine Morris, Associate Director of Governance 
  Sonia Raj, Research Nurse (Neurosciences/Stroke) 
  Hajara Ugradar, Assurance and Regulations Manager  
 
219/20 Chair and quorum 
 

Professor E Adia took the Chair and noted that due notice of the meeting had been 
given to each member and that a quorum was present.  Accordingly the Chair declared 
the meeting duly convened and constituted and welcomed Governors and observers in 
attendance. 
 

220/20 Apologies for absence 
 

Apologies for absence were received and recorded in the attendance matrix at the front 
of the minutes. 

 
221/20 Declaration of interests 
 

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

 
222/20 Minutes of the previous meeting 
 

The minutes of the meeting held on 1 October 2020 were approved as a true and 
accurate record.  
 

223/20 Matters arising and action log  
 

A copy of the action log had been circulated with the agenda and it was noted that the 
majority of actions had been delivered and completed to time.  In respect of action 
186/20 relating to STAR methodology and alignment to non-clinical areas, the Board 
noted the action had been paused until the second wave of the pandemic had passed.  
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224/20 Chairman’s opening remarks 

 
The Chairman’s report had been circulated with the agenda and an overview of key 
items was provided for information. 
 
As per updates at previous Board meetings there was a need to continue to work 
remotely in line with national guidance.  In addition to internal Trust meetings, the 
Chairman had joined several helpful regional briefings covering a wide range of issues, 
such as the ongoing response to the Covid-19 pandemic and pressures on the NHS due 
to the second wave; how winter was developing in terms of demand on NHS services; 
and information on preparations to deliver the Covid-19 vaccine.  In relation to the final 
point, a significant amount of work was being undertaken in preparation for delivering 
the vaccine and definitive information on roll-out of the vaccination programme was 
expected to be available next week.  In terms of winter planning arrangements and 
support to manage the second wave of Covid-19, the Chairman referred to the 
considerable pressures and challenges for staff during the year and, on behalf of the 
Board, placed on record thanks to all staff for their resilience, efforts and commitment. 
 
The Chairman and Chief Executive had met with Mr David Flory (new Chair of the 
Integrated Care System) and Dr Amanda Doyle (Integrated Care System Lead) and 
were looking forward to close working relationships as the Integrated Care System (ICS) 
moved towards statutory body status, which would involve collaborative working 
between Provider Trusts and key partners such as local authorities.  Reference was 
made to a recent publication from NHS England and NHS Improvement (NHSE/I) 
entitled ‘Integrating Care: Next steps to building strong and effective Integrated Care 
Systems across England’ which contained additional information regarding the 
anticipated policy changes over the next 10 years. 
 
Meetings were continuing with local Members of Parliament (Sir Lindsay Hoyle; Nigel 
Evans; and Katherine Fletcher) to keep them updated regarding the Chorley Emergency 
Department and Health Improvement Programme Wave 2 (HIP2) and, like the Trust, 
they were excited about the prospect of a new hospital build. 
 
Despite the ongoing pandemic, the Trust held its Annual Members’ Meeting on 
Wednesday, 18 November 2020.  The meeting was held using a virtual platform for the 
first time and there had been good attendance from staff, Trust members and the 
general public with some excellent questions being posed by the audience.  As part of 
the meeting, there were two fantastic presentations delivered by Consultants Dr 
Mohammed Munavvar and Dr Aashish Vyas, covering ‘Clinical Management and Covid-
19 research trials’ and ‘Treatment of respiratory failure in the High Care Unit’ which were 
both inspiring and thought provoking. 
 
In addition to the part II Board meeting on 1 October 2020, two further extraordinary part 
II Board meetings had been convened on 6 October and 3 November 2020 and a brief 
overview of the discussions was included within the Chairman’s report. 

 
Attention was drawn to the Shadow Board Programme which was ongoing with a 
number of senior clinical and professional managers and Mr T Watkinson (Vice Chair) 
had chaired the second meeting yesterday where some of the reports on today’s 
agenda had been discussed.  Mr T Watkinson agreed to provide feedback and insight 
from the Shadow Board meeting as the Board worked through the agenda today. 
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It was noted that today was ‘International Day of Persons with Disabilities’ which aimed 
to raise awareness of the discrimination, marginalisation, exclusion and inaccessibility 
that many people living with disabilities faced on a daily basis.  The theme this year 
related to acknowledging that not all disabilities were visible and focus was on hidden 
disabilities.  The International Day was important and symbolised the actions that people 
should take every day in order to create diverse and accepting communities and places 
of work.  The Chairman noted that as a Trust there was absolute commitment to 
equality, diversity and inclusion for all and actions had been taken to support the 
philosophy, including the establishment of a supporting disability in the workplace forum 
and introducing the Sunflower pin badge. The Chairman was delighted to report that Ms 
K Smyth (Non-Executive Director) was jointly leading a piece of work on behalf of 
NHSE/I to increase Non-Executive Director representation on Boards and invited Ms K 
Smyth to describe her role on the national team. 
 
Ms K Smyth opened by explaining around a fifth of all working-age people had a 
disability and looking at the composition of NHS Boards, which should reflect the 
community served, it would be expected that around 400 people with a disability would 
be operating at Non-Executive Director level, however NHSE/I figures showed there 
were currently 17 people.  Working alongside with Mr Tom Heyhoe, Chairman of West 
London NHS Trust, a letter had been circulated to every Trust Chairman in the country 
to ask whether they had a disability and would like to join a mutual support network 
working in partnership to develop initiatives encouraging disabled people to apply for 
and obtain leadership positions in the NHS.  To date 23 responses had been received 
and the inaugural meeting was scheduled to be held next Wednesday.  This was a 
diverse group from across the country with the North featured very strongly and 
discussions at the meeting would include mentoring and coaching; how a talent pool 
could be developed to attract people; and raise awareness about the skills and talents 
that people with disabilities could bring to Non-Executive Director roles.  The Chairman 
thanked Ms K Smyth for the update and offered his congratulations on securing such a 
prominent role.  It was confirmed that the Board would receive updates on the 
programme as and when appropriate and the Board looked forward to seeing the 
benefits achieved from this important work. 

 
225/20 Chief Executive’s report 
 

A copy of the Chief Executive’s report had been circulated with the agenda providing an 
update on key national, regional and local developments with a view to setting the 
context for the strategic and operational priorities for the Trust.  Firstly, Mrs K Partington 
acknowledged how privileged the Board was to have the insights of Ms K Smyth which 
helped with understanding the issues facing people with a disability. 
 
Mrs K Partington highlighted a number of key points from the report with specific 
reference to the following articles: 

 
 Second wave of Covid – pressures were increasing although it was noted that work 

had been undertaken some time ago in preparation for the challenges.  Staff had not 
yet had time to recuperate from wave one of the pandemic and, echoing the 
Chairman’s gratitude, Mrs K Partington also recognised how difficult it was for staff 
who were showing signs of fatigue.  The Trust was ensuring staff took down-time 
and annual leave entitlement which was particularly important at this time.  An 
overview of the support available for staff health and wellbeing was provided and it 
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was noted that additional staff had been recruited to the psychology service and staff 
were being signposted and encouraged to take up the support available.  Mrs K 
Partington also took the opportunity to express the Board’s gratitude for the support 
provided by the local community. 

 Social Distancing and Personal Protective Equipment (PPE) – the majority of visitors 
who attended the Trust’s hospitals complied with the requirements for social 
distancing and wearing masks for which the Trust was hugely grateful.  Tribute was 
paid to Governors and volunteers who continued to signpost visitors to the need for 
compliance with PPE standards which would help to avoid infection within the 
hospitals. 

 House of Commons Select Committee – the Trust’s Discharge Lounge Sister, Bernie 
Miller, recently gave evidence to a House of Commons Select Committee describing 
the excellent support staff had received from the Trust.  Whilst this was a great 
tribute, Mrs K Partington recognised that the Board could not thank staff enough for 
the work they had and continued to undertake during this unprecedented time. 

 Covid-19 vaccinations – as mentioned earlier, further information was expected soon 
regarding roll-out of the Covid-19 vaccination programme and there was optimism 
that the vaccine would play an important part in managing the virus. 

 Chorley Emergency Department – following the temporary closure to assist with 
managing the Covid-19 pandemic, Mrs K Partington was delighted to announce re-
opening of the Chorley Emergency Department on 2 November 2020.  Work had 
been undertaken to change the environment to ensure clear demarcation for Covid 
and non-Covid patients and the service being operated was described.  Significant 
messaging had been undertaken through a range of channels to ensure members of 
the public were clear on the service that had been reintroduced, with clarity that 
children and young people would be taken to Royal Preston Hospital as well as 
pregnant mothers needing emergency or specialist intervention and the service at 
Chorley was operating on an ‘Adults Only’ basis.  It was noted that once assurance 
had been provided that sufficient senior clinical decision makers (both Consultants 
and Middle Grade Doctors) had been recruited then the Trust would be looking to 
return to the Chorley Emergency Department 12-hour service.  Tribute was paid to 
the Emergency Department team for their support in re-opening the Chorley service 
and the significant work that had been undertaken whilst continuing to manage all 
the additional pressures being faced by the Trust. 

 NHS 111 First – the service was introduced from 24 November 2020 and it was 
noted the local Clinical Commissioning Groups (CCGs) had worked closely with 
partner organisations and provided superb project management around this 
initiative.  The region had chosen to focus on chest pains in the first instance and the 
NHS 111 First service would launch nationally later in the month.  It was emphasised 
that patients with life-threatening illness must dial 999 as the NHS 111 First service 
provided more tailored advice for people about urgent but not life-threatening 
emergencies. 

 Our Health Our Care (OHOC) – focussed work had taken place to develop an 
effective consultation plan to allow the reach of the consultation to be maximised 
during the Covid-19 pandemic, pending a successful outcome to the Stage 2 
process.  There were a variety of innovative ways to engage staff, patients, 
members of the public and others across the health care system to ensure they were 
up-to-date with progress being made.  It was noted the resources required to deliver 
the consultation would be met by the local Clinical Commissioning Groups.  The 
timing for the consultation would be contingent on consideration and approval of the 
plans by NHSE/I and the OHOC Joint Committee; this was expected to occur in the 
next few weeks. 
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 Cancer and End of Life Education Hub – a two-year project aimed at providing extra 
training for health care professionals who support cancer patients across Lancashire 
and South Cumbria was to be made permanent thanks to funding from our Trust.  
Based at Royal Preston Hospital, which is the Cancer Centre for the region, the 
Cancer and End of Life Education Hub, first funded by the Rosemere Cancer 
Foundation, delivered free education and training on the prevention of cancer, early 
detection, treatment and more.  The training was available to the entire cancer 
workforce in the region, from doctors and nurses in hospitals and general practice to 
allied health professionals. 

 New Therapy-led Unit at Avondale – opening on 14 December 2020 providing 
capacity (28 beds) for a range of specialties to refer into, the service offered 
significant improvements to available local rehabilitation provision and enhanced 
outcomes for patients in Lancashire and South Cumbria.  The new facility was 
designed to support intermediate care capacity for rehabilitation and enhance the 
current offer in existing community units.  Patients would be referred from all 
inpatient areas of the Chorley and Preston hospitals and it was expected a wide 
range of specialties would benefit from the facility.  The new unit was designed to 
enable staff to support and assess patients as they return home and would help free 
up some hospital bed capacity.  Staff from various specialties would support the 
service, including nursing, therapy staff and those providing support roles. 

 New Rainbow Clinic – set up with the aim of providing antenatal care to pregnant 
women who had suffered loss in a previous pregnancy through miscarriage, stillbirth 
or neonatal death, the clinic opens every Friday morning and was a safe space for 
women to meet others who have had similar experiences.  The clinic had been 
introduced in other maternity units and had shown that women who experienced loss 
benefited when receiving specialist care from a dedicated team.  The care provided 
improved the personalisation and continuity of care and optimised the experience of 
women who have experienced loss. 

 World Prematurity Day – the Neonatal Intensive Care Unit took part in a number of 
interviews to help with wider understanding of the incredible care they provide to 
premature babies and their families.  Speaking to Consultants, Physiotherapists and 
a mum and dad, it was clear how much dedication and passion goes into the unit 
and how lucky the Trust was to have such a committed workforce.  The Baby Beat 
Autumn Raffle was held on World Prematurity Day which was undertaken by Linda 
Burrows, one of the unit’s long-standing Sisters, who had now retired from the Trust 
after many years of hard work. 

 Sleep pods for staff – suggested through a staff survey and championed by 
Governor Anneen Carlisle, the sleep pods would provide frontline clinical staff with a 
peaceful and relaxing space to catch up on sleep before either returning to work or 
driving home safely.  The sleep pods were part of wider rest and recuperation 
improvements  within the Trust aimed at supporting staff wellbeing and had been 
made possible thanks to the generous donation earlier in the year from Lancashire-
based family business James Hall and Company Limited, for which the Board were 
extremely grateful. 

 Integrated governance processes – the Trust received outstanding feedback from 
the NHS Improvement Quality Governance Lead regarding our integrated 
governance processes.  The feedback confirmed that the quality of the discussions 
held regarding good governance and risk management was exemplary, the level of 
challenge was appropriate and the Trust has a culture of learning and being eager to 
listen.  NHS Improvement had asked that we now work with them as an exemplar 
organisation to create some national guidance. 

 



7 

Mrs A Pennell commended the report and the fantastic information contained covering a 
wide range of topics.  Discussions had been held in the past regarding winter and 
boosting staff morale and Mrs A Pennell asked if there was anything the Non-Executive 
Directors could do to help promote visibility and show staff how they were valued.  Mrs K 
Partington noted that pre-Covid the Board members had been visible through initiatives 
such as Board to Ward visits and Fab Feedback Friday sessions although during the 
pandemic it was important that such personal visits were stood down to meet distancing 
requirements and lead by example in keeping patients and staff safe.  Following 
discussions regarding what could be introduced during the current climate, 
arrangements were being made to set up on-line sessions, similar to the structure of the 
recent Annual Members’ Meeting, to speak to large groups of staff, receive questions 
and provide feedback.  It was hoped that such sessions would be held regularly 
between Board members and senior divisional leaders on the virtual platform to ensure 
the Board was connected to the organisation.  Ms S Cullen confirmed that the 
programme was being developed with the intention of commencing the virtual visits in 
January 2021. 
 
Referring to the re-opening of the Chorley Emergency Department, Mr J Whitaker 
commended the terrific achievement under very challenging circumstances and asked 
whether any negative issues had been identified following the re-opening.  From a 
clinical perspective, Dr G Skailes advised that the Chorley Emergency Department had 
not experienced any difficulties with the re-opening and a relatively small number of 
patients (circa 30 per day) were presenting at the department.  In terms of performance 
metrics, the service had performed well achieving mid-90% compliance with the 4-hour 
emergency care standard.  Early in the re-opening there had been a couple of occasions 
when the department had late closures although in the last three weeks the department 
had managed to close on time.  One patient had needed to be transferred outside the 
organisation for critical care support.  In terms of managing throughput of patients safely 
it was noted that this had operated well to date.  Staffing levels had been good although 
there had been a couple of occasions where agency staff had not been able to work 
their shift and the team had managed the position through flexing staff across the 
Emergency Departments service. 

 
Mrs K Partington left the meeting at this point to attend an urgent regional meeting. 
 
226/20 Patient Story: Chaplaincy Imans 
 

The Chair extended a warm welcome to Chaplaincy Imams, Khalid Ibrahim and Naeem 
Toorawa, who were accompanied by the Head of Pastoral Care Services and Patient 
Experience and Involvement Lead to present the patient story. 
 
Alison Cookson opened by describing the work introduced to support patients, families 
and the people served by the Hospital Chaplaincy.   From the onset of the Covid-19 
pandemic it was not possible to have friends and family visiting inpatients due to 
national guidance on distancing requirements.  It was recognised there was a wide 
range of Christian clergy although multi-faith clergy were not included in the Chaplaincy 
service.  Discussions were held with local Faith Leaders and the Chaplaincy Imams had 
attended to present the story of how the multi-faith clerical service had been established.  
Jean Harris noted how the Multi-Faith Leaders were an integral part of the Chaplaincy 
team providing round-the-clock support to assist and provide spiritual support to patients 
and relatives. 
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Khalid and Naeem described their experience during the time they had been providing 
spiritual support to patient and relatives and thanked the Board for the opportunity to 
present at today’s meeting.  They had started working as Chaplaincy Imams at the start 
of the first lockdown and the experience was described as being wonderful and 
overwhelming.  There had been challenges to overcome from the outset and thanks 
were extended for the help afforded by everyone to overcome the barriers.  Specifically, 
reference was made to the significant gratitude for allowing spiritual support to be 
provided by the Chaplaincy Imams and how much it meant to the Muslim community.   
The service now in place had become a talking point in many Muslim communities 
throughout the country and the Imams had been asked how the service was introduced 
with the intention of other Multi-Faith Leaders across the country replicating the service. 
 
Khalid explained that the Trust had contacted him at the first phase of the pandemic and 
no one really knew how lives would be changed.  However, due to the contact made by 
the Trust, hundreds and thousands of lives had changed positively because of the 
spiritual support now being provided.  The Imams described the importance of the 
patient’s spiritual experience for the Muslim community particularly at the end of life 
which was a crucial time especially when patients and relatives could not be with their 
loved ones.  Muslim Scholars were available to help prepare and carrying out rites and 
rituals at the end of life.  The Imams looked after thousands of youngsters and families 
although confirmed, hand on heart that the Chaplaincy role undertaken at both Preston 
and Chorley had been so rewarding through seeing the positive impact on patients and 
family members by updating them and confirming their loved one was well.  The Imams 
had supported other patients from other denominations, for example Hindus, helping to 
communicate with the nurses, and this had been such a rewarding role.  The world had 
been talking about nurses being heroes and seeing how the nurses welcomed the 
Imams as Spiritual Leaders and being able to help communicate with patients had also 
helped the staff.  Emotionally, it had been a rollercoaster although also a labour of love 
knowing they were having a positive impact on people.  The Imams extended thanks to 
everyone involved for embracing them as part of the team noting the massive positive 
impact on the patient and the Muslim community. 
 
Professor P O’Neill thanked the Imams for a heartening story noting that whilst the 
pandemic would pass the spiritual service being provided to patients was so important.  
Professor P O’Neill asked whether there was anything the Board could do to make the 
service more sustainable for the Chaplaincy Imams, their colleagues and other Faith 
Leaders.  In addition, the Chaplaincy Imams had touched on the importance of helping 
people at a time when someone was dying and for some religious groups there were 
key things that should happen after death and asked if there had been challenges with 
those rites and rituals due to the pandemic.  In response to the question regarding 
sustainability of the Chaplaincy Imam service post-pandemic, Alison confirmed that the 
value of the service was recognised for Muslims and other faiths.  Three meetings of 
multi-faith and spiritual faith leaders had been held to share good ideas on extending the 
Chaplaincy Service and retain the good work that had been introduced since the onset 
of the pandemic.  Jean added that Khalid and Naeem were very valued members of the 
Chaplaincy team and during the last few months they have responded to day and night-
time calls for patients at end of life and to comfort relatives. 
 
Khalid advised that Ms S Cullen had seen that the Chaplaincy Imam should be a more 
full time role.  Faith Leaders had been brought together and three meetings had been 
held which provided the opportunity to raise awareness with staff members.  Last night 
at 12midnight a staff member prompted the Chaplaincy Imam to undertake a ritual as 
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she had observed such practices in the past which showed staff had a good 
understanding through access to Faith Leaders and the rituals required following death.  
Khalid noted that he was an Imam in the heart of Deepdale which contained a significant 
number of Muslims with circa 700 members of the Mosque who all wanted to extend 
their personal thanks to the Board due to recognising the positive impact the service had 
and the Chaplaincy Imams were hoping to work further with the Trust.  Reference was 
made to the original scrubs that had been provided when the Imams first started with the 
Trust which initially caused confusion and the Imams had arranged for their own white 
coloured garments which made them distinctive within the hospitals.  Reference was 
also made to media bulletins about ethnic minorities and BAME people at risk and 
families were worried about this although significant comfort was now being provided 
through the Chaplaincy Imams visiting their loved ones and reporting back to relatives. 
 
Mrs A Pennell endorsed the comments made by Professor P O’Neill regarding 
sustaining the service post-pandemic and asked whether the service was supporting 
staff as well as patients, although recognised this may be something to be introduced at 
a later date.  Mrs A Pennell noted at a previous Trust the Chaplaincy Team was used as 
part of being a listening ear, similar to the Freedom to Speak Up Champions, and asked 
if the service would be extended to include that.  Alison advised that a pastoral support 
service had been introduced which had seen staff, patients and visitors utilising the 
service.  The service had been introduced during certain hours on certain days although 
staff tended to want to access the service throughout the day.  A helpline had been 
introduced along with an email account which the Pastoral Care team respond to so 
momentum was building on the pastoral support available to staff.  Jean referred to the 
Freedom to Speak Up initiative noting that staff did not always want the discussion as a 
formal record and they were comfortable that they could discuss anything in a safe 
space without a formal record being taken.  This part of the service had been in place for 
the last 18 months and there had been a positive response since the service had been 
operating. 
 
Mrs A Brotherton suggested today’s inspirational story should be shared with the ICS 
and asked whether a case study could be produced to share nationally with NHSE/I.  
The Chair felt this would be a great way to disseminate good practice noting that he was 
aware colleagues in Bolton would be keen to understand how the Trust had introduced 
the service which may inspire other organisations to introduce something similar for the 
communities they serve.  Mr J Whitaker commented that he would welcome further 
understanding on different faiths to provide insight into the people and population served 
by the Trust and this could be undertaken at a future Board Development session. 
 
The Chair commended the presentation as a wonderful way to start the public Board 
meeting.  The Chair also thanked Khalid and Naeem for their hard work which was 
making such a difference to multi-faith patients and their families during such a difficult 
time. 

 
 Actions: 
 

• Mrs A Brotherton to liaise with the Chaplaincy Team to provide a case 
study on the introduction of the Chaplaincy Imams service. 

• Mrs T Berry to consider including a session on multi-faith to provide insight 
into the people and population served by the Trust and schedule at a future 
Board Development session. 
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227/20 NHS Patient Safety Strategy: Patient Safety Specialist  

 
A report had been circulated with the agenda to inform the Board on the NHSE/I Patient 
Safety Specialist role and Mrs C Morris presented the contents for information. 
 
It was noted there was a requirement for NHS organisations in England to identify one 
or more persons as their designated Patient Safety Specialist which was a key part of 
the NHS Patient Safety Strategy.  The Trust was in the first wave of organisations 
across the North West to register details of the Patient Safety Specialists with NHS 
England.  In addition, the Trust was one of the first organisations to identify three Patient 
Safety Specialists as the Trust recognised the need to ensure the right skills and 
experience to take on the role and deliver the NHS Patient Safety Strategy.  Details of 
the role and nominations were included at section 2 of the report.  Further updates on 
the development and work of the Patient Safety Specialists would be included in the 
Always Safety First programme update reports presented to the Safety and Quality 
Committee. 
 
Mr J Whitaker asked whether the scope of the Patient Safety Specialist role was limited 
to the Trust rather than the broader Integrated Care Partnership (ICP) and for the 
nominated leads whether there was available capacity to deliver the requirements of the 
role.  In response to the scope of the role, Mrs C Morris advised that all NHS 
organisations, including Clinical Commissioning Groups, were required to nominate 
Patient Safety Specialists who would start to work as a network both internally and 
outward facing therefore there would be a clear role in the Trust which would link with 
Patient Safety Specialists across the wider Integrated Care System (ICS).  In respect of 
the capacity to deliver the roles, Mrs C Morris confirmed that in many respects the role 
was part of existing portfolios.  There would be an impact although a lot of the 
requirement of the role was already being undertaken so the Trust was well along the 
pathway and the impact on current staff should be minimal.  In addition, as part of the 
programme, there was a requirement to bring in public representatives (partner 
representatives) which should lighten the load as they would be supporting some 
elements of the work.  Finally, there was a formal training structure from Health 
Education England which was being developed to support Patient Safety Specialists.  It 
was emphasised that patient safety was a fundamental part of all roles within the Trust 
and the training would help with managing capability and capacity. 
 
Resolution: 
 

• The Board received the report, noted the contents and details of the role 
and nominations of the Trust’s Patient Safety Specialists. 

 
228/20 Integrated performance report as at 31 October 2020 
 

A copy of the integrated performance report as at 31 October 2020 had been circulated 
with the agenda and Ms F Button provided an overview on key performance indicators 
aligned to the Big Plan as detailed in the executive summary.  It was noted that 
individual dashboards were regularly scrutinised by the appropriate Committees of the 
Board.  Following presentation of each of the four ambitions the Board was given the 
opportunity to raise questions and/or seek clarification on particular points: 
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(a) Consistently Deliver Excellent Care  
 

Ms S Cullen recognised that significant progress had been made in relation to key 
system flow factors, such as securing community beds in Dovehaven; Same Day 
Emergency Care service; and digital health.  It was noted the strategic risk report 
scheduled for discussion later on the agenda referred to increased occupancy and the 
work that had been completed was now starting to be seen to improve patient safety 
and outcomes.  It was understood there was a move away from delayed transfers of 
care (DTOC) nationally and Ms S Cullen asked how the Trust would ensure it did not 
lose sight of the medically fit patients not needing to be in an acute hospital bed.  In 
addition, how was urgent work being managed and how was the work being progressed 
for elective patients.  Ms F Button confirmed there was no longer a need to report daily 
SitRep data or provide the national monthly data return on DTOC.  The Trust would, 
however, continue to report locally as there was a high number of DTOC patients so 
monitoring would be undertaken both internally and across system partners but the 
information would not be available in the public domain.  In terms of elective activity, 
work was ongoing on day case and theatres at Chorley and whilst the Trust was behind 
other organisations in terms of managing P3 category day case activity, other Trusts 
had now started to cancel this activity.  The Trust was working to protect P2 category 
work and was performing well.  However, there was careful balance each day with 
critical care capacity and the Trust did sit in line with other organisations in that respect. 

 
Mr T Watkinson referred to the STAR framework and the event recently held to 
celebrate Gold Award status for a number of clinical areas.  It was noted at the last 
Board meeting that five areas had not yet been inspected using the STAR framework 
and that it was expected the inspections would be picked up by the end of November.  
In response to a question regarding whether the inspections had taken place, Ms S 
Cullen confirmed that two of the five clinical areas had been inspected and the three 
remaining areas would be completed by the end of December.  It was noted that the 
delay on inspecting the final three areas was due to internal pressures and challenges. 

 
Shadow Board discussion – Mr T Watkinson confirmed that participants picked up on 
diagnostic and endoscopy trends and challenges; the 2-week breast referral position 
and the difficulty in meeting the target; and the DTOC position.  There was nothing Ms F 
Button could add to the information provided by the Deputy Chief Operating Officer (Mrs 
L Neary) who was a participant at yesterday’s meeting. 
 

 (b) Great Place to Work 
 

Mr J Whitaker asked whether staff rostering was being undertaken in good time.  Mrs K 
Swindley confirmed that compliance remained high in respect of 6-week rostering 
although 100% compliance had yet to be seen.  The vast majority of wards (80-90%) did 
prepare rosters 6-week in advance. 
 
Mr J Whitaker noted the retention rate for student nurses was outstanding and 
commended the work undertaken to achieve that marker.  Professor P O’Neill noted that 
76% of nurses on paid placement within the last six months had stayed with the 
organisation and asked whether there were any comparative figures, specifically 
whether there was any learning, what was behind the figures and how the position 
compared to previous periods.  Mrs K Swindley advised that it would normally be 
expected to retain between 40-50% of students who qualified therefore 76% was 
considerably higher than what had previously been seen.  When compared to other 
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organisations, the Trust’s retention rate was considerably higher against those 
benchmarked.  Professor P O’Neill asked what learning could be taken as the Trust 
moved out of the pandemic and for recruitment in the future.  Ms S Cullen advised that 
one key learning point related to providing a 7-hour contract for the student nurses 
rather than bank work which had helped significantly and very positive feedback had 
been received from students therefore the Trust would be looking at how to maintain this 
going forward, which was positive for both student and substantive nurses and doctors. 
 
Ms F Button provided an overview of activity and performance relating to the ambitions 
to Deliver Value for Money and Fit for the Future and there were no points raised or 
clarification requested. 

 
229/20 Infection prevention and control update 
 

A report had been circulated with the agenda seeking approval for the updated 
assessment against the NHS publication ‘Infection Prevention and Control Board 
Assurance Framework (15 October 2020, version 1.4)’ as a source of internal assurance 
that quality standards were being maintained and triangulate a number of pieces of 
information that contributed towards controlling the spread of infection.  The document 
had been updated following the last iteration with changes highlighted in yellow.  It was 
noted progress had been made in addressing some of the gaps identified in the last 
report presented to the Board in August 2020 and some further gaps identified following 
the updated NHSI guidance.  It was anticipated as more learning about the management 
of Covid-19 continued, changes would take place and therefore gaps would be identified 
and responded to accordingly.  NHSE/I had published 10 key actions on 17 November 
2020 for infection prevention and control testing defining steps that should be 
implemented following learning identified at national level to reduce the spread of 
infection and the Trust was working to complete three of the remaining actions to 
demonstrate full compliance.  An overview of the six outbreaks, by patient and staff, was 
detailed in the table in the executive summary for information. 
 
The Care Quality Commission (CQC) undertook an assurance session on 16 July 2020 
to test the rigour of Infection Prevention and Control Board Assurance Framework 
evidence contained within the report.  The feedback provided confirmed that the CQC 
was satisfied with the level of assurance relating to infection prevention and control and 
commented positively on the work undertaken with the deaf community and the Covid 
recovery resource developed by the in-house Respiratory and Therapy teams. 
 
A site visit was also undertaken on 8 October 2020 by NHS Improvement when it was 
confirmed that the arrangements in place were satisfactory to control the spread of 
infection, with positive comments on the effective challenge and multidisciplinary 
approach observed with the Board and Executive Team engaged in the infection 
prevention and control agenda. 
 
A further CQC assurance meeting was held on 29 October 2020 with focus on a newly 
published document ‘Project reset in emergency medicine – Patient FIRST’.  The 
outcome of the assurance visit confirmed there were no identified areas of concern and 
good practice identified within the document reinforced the essential contribution system 
flow made to the control of infection.  The Board Assurance Framework to be presented 
later today highlighted the escalated risk relating to increased occupancy in the 
Emergency Department as a consequence of the increased number of patients delayed 
within the hospital. 
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Ms S Cullen noted that the position changed on an almost daily basis with the 
requirement for staff to be extremely responsive to infection prevention and control.  
Since the earlier visits mentioned above the Trust received a further visit from NHS 
Improvement on 1 December 2020 which identified some areas of good practice and 
provided some advice on improvements.  The Director of Infection Prevention and 
Control (Dr D Orr) had joined the meeting to respond to any detailed questions the 
Board may have. 
 
Mrs A Pennell confirmed that the Patient FIRST actions had been discussed at the 
November Safety and Quality Committee meeting.  As the Board was being asked to 
approve the self-assessment a query was raised regarding non-compliance with action 4 
relating to patient moves, i.e. patients were not moved until at least two negative test 
results had been obtained unless clinically justified.  Dr D Orr explained that the 
requirement for two negative test results was not currently included in policy and was 
something that had caused debate across the entire country so the standard was being 
worked through.  It was not entirely clear what tests would be used or how long after a 
test the patient should be moved.  If it was a requirement to wait for two swab results 
before releasing a patient from an amber bay all the patients would need to be left in the 
amber bay for three to four days before the results were returned and infection 
prevention and control teams in other organisations had articulated similar reservations.  
Mr J Whitaker asked if the action 4 standard would apply to internal patient moves only 
or discharges particularly to nursing or care homes.  Dr D Orr confirmed that a negative 
swab result must be received 72 hours before discharge before relocating patients to 
nursing or care homes and that was why the question had been posed regarding why 
the patient should not be moved.  It was noted that logistics of segmenting patients to 
Covid and non-Covid areas was difficult and as the advice in action 4 was not explicit it 
had been agreed that the action could not be implemented until further clarification had 
been received. 
 
Mr T Watkinson referred to the substantial assurances provided to the Trust from 
external bodies in respect of infection prevention and control and asked whether the 
Trust’s internal control and checking processes were robust to also provide assurances.  
Ms S Cullen advised that the Infection Prevention and Control Committee reported into 
the Safety and Quality Committee who monitored compliance around audit of any nature 
including peer and hidden audits.  Discussions were also ongoing about how monitoring 
could be increased during out-of-hours and weekend periods.  Mr T Watkinson noted 
the table within the executive summary detailing the number of outbreaks and patients 
and staff affected and asked how the Trust compared to other organisations.  Ms S 
Cullen advised that the Trust had been in the middle of peer although currently was 
reporting at the upper end of the scale and work was being progressed on the recovery 
plan. 
 
Professor P O’Neill advised that the Ethics Committee had discussed the ethics of 
patients being transferred to hospices where care needed to be taken up fairly rapidly 
therefore there were ethical considerations for those decisions and the advice and 
ethical decision would be shared with the Trust Chairman for information.  Professor P 
O’Neill referred to the last Fab Feedback Friday visit which had been undertaken to 
Pathology and recognised the work being undertaken by the infection prevention and 
control teams.  It was noted that the pathology service had transformed to take on the 
significant ask and Professor P O’Neill commended the Pathology staff who had risen to 
the challenges being faced noting the visit had been inspiring. 
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Mr K Partington returned to the meeting at this point. 
 
 Resolution: 
 

• The Board approved the updated self-assessment against the NHS 
publication, Infection Prevention and Control (updated version 1.4) Board 
Assurance Framework and mitigating actions. 

• The Board noted the feedback from the Care Quality Commission and NHS 
Improvement regarding assurances in place to control the spread of 
infection. 

• The Board noted incidences of Covid were discussed at Safety and Quality 
Committee on a monthly basis. 

• The Board noted the Patient FIRST assurance meeting held and the 
feedback received from the Care Quality Commission. 

 
230/20 Big Plan update  
 

A report had been circulated with the agenda providing the outputs from the process to 
refresh the Big Plan in light of a number of significant issues that had impacted on the 
NHS over the last 12 months. 
 
Mrs K Swindley explained that a number of workshops had been held with Governors 
and the Board along with detailed discussions within relevant Committees of the Board 
with Executive Directors for each of the four ambitions leading the discussions and co-
ordinating the final Big Plan proposal.  Mrs K Swindley expressed disappointment that it 
had not been possible to undertake the wider organisational events as in previous years 
due to the inability to bring people together because of Covid and the pressures on 
services to do this in a timely way.  However, it was recognised there would be need for 
a clear engagement strategy around the Big Plan going forward.  If the Big Plan was 
approved by the Board then discussions would commence with divisions, directorates 
and departments on how the metrics would be deployed through their business plans 
and through the planning framework around broader transformational issues.  It was 
recognised that it was the Board’s responsibility to set the organisational strategy and 
the Big Plan today would be subject to further refinement.  Some of the metrics required 
further detail adding and this work may take some time as it would be dependent on 
national targets being set and identified over the coming months which would be 
reflected in the strategy.  Additionally, divisional engagement may identify the need for 
further refinement.  However, it was recognised that the Big Plan was part of an iterative 
process and it had been made clear in the past that the Big Plan should be evolving in 
line with Trust services.  Over the coming months, each ambition would be considered 
by respective Committees of the Board subject to final approval by the Board prior to 
publication. 
 
Mrs K Swindley described how the four ambition metrics had been updated, with the 
greatest change being within the ‘Fit For the Future’ domain which had more 
appropriately moved under the responsibility of the Board of Directors.  The ICP and ICS 
were maturing and it was important that their maturity was reflected in the Big Plan.  The 
executive summary described the updates and changes made and the level at which 
each metric would be tracked, monitored and reported through each Committee of the 
Board.  Over the coming months consideration would be given to how the report would 
be presented to Committees to ensure the correct metrics were being reviewed so 
Committees could consider how the metrics impacted on their risks. 
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The recommendation to the Board was to approve the Big Plan as presented 
acknowledging there would be further amendments so the work required could 
commence to review the strategic risks and align with the refreshed Big Plan. 
 
Mrs T Whiteside welcomed the clear role of the Committees and those reserved for the 
Board going forward to ensure the right conversations as the right level.  In respect of 
external communications it was noted that the Big Plan was at a point in time and 
consideration would need to be given to launch of the Big Plan externally in April 2021 
so an update on the communications plan would be helpful in the future.  Mrs K 
Swindley acknowledged the point and confirmed that work would be undertaken with 
Mrs N Duggan as part of the next stage.  Work had commenced on the approach taken 
in the previous CQC report but there was a need for definition about launching externally 
to communicate through a range of channels and groups. 
 
Shadow Board discussion – Mr T Watkinson confirmed the participants were very 
supportive of maintaining the top level aims, values and ambitions which they felt were 
well-embedded in the Trust and staff recognised them as the strategic focus.  The 
participants welcomed the opportunity to have the level of engagement described earlier 
before the plan was published more widely as they had missed that engagement and 
the opportunity to feed into the process. 

 
Resolution: 
 

• The Board approved the current iteration of the Big Plan as presented, 
recognising it was not the final document, further work would be 
undertaken on staff engagement and national data would be required to 
finalise the Big Plan. 

• The Board confirmed it was assured of the proposed monitoring 
arrangements for the Big Plan. 

 
231/20 Loop-mediated Isothermal Amplification (LAMP) technology  
 

Dr A Thornton joined the meeting and delivered a presentation on the new technology to 
support asymptomatic testing of health and care staff.  It was noted that Lancashire 
Teaching Hospitals hosted the Pathology Collaborative and the Managing Director (Mr 
M Hindle) arranged for the Trust to be registered as the eleventh site to stand up the 
technology on behalf of Lancashire and South Cumbria.  It was noted that in 19 days 
arrangements had been introduced to identify workforce and estate within the University 
of Central Lancashire (UCLan) footprint for ‘lighting the LAMP’ on 14 November 2020 
and there was significant national interest in how the Trust had rallied the initiative over 
such a short space of time.  The Chair acknowledged the amazing facilities provided by 
UCLan noting the initiative was a fabulous opportunity for UCLan students. 
 
In response to a question from Dr G Skailes regarding the anticipated timescale for go-
live, Dr A Thornton confirmed that the team was keen to move forward as rapidly as 
possible as LAMP was the preferred testing method.  Work was ongoing to ensure 
digital support was in place which was required prior to go-live and the team was 
working to a date next week although this could not be guaranteed.  Dr G Skailes 
advised she was working with colleagues at Blackpool and was aware that the issues 
were being worked through.  Dr A Thornton acknowledged and commended the 
assistance provided by the Trust, particularly from the Pathology Manager.. 
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Mr T Watkinson asked how long from ‘spit’ to results and whether there was a plan to 
move into care homes.  Dr A Thornton confirmed that the plan was to commence with 
front-facing NHS staff and there were approximately 93,000 health and social care staff 
in total.  It was expected that 150,000 assets could be managed through the laboratory 
every week on a 24/7 model so the plan would be to offer the test as widely as possible.  
However, the test may not be suitable for everyone and some people may need lateral 
flow testing.  At the moment the team was planning to support Furness and Clitheroe 
Hospitals and would be meeting with Army personnel to determine how samples would 
be couriered so there were logistics that needed to be worked through.  The aim was to 
always report under 24-hours and moving forward there would be attempts to improve 
further on the timing to ensure a really good reporting time. 
 
The Chair thanked Dr A Thornton for a very informative presentation and the inspiration 
provided from what had been achieved to date. 

 
232/20 Continuous Improvement Strategy and update 
 

A report had been circulated with the agenda providing an update on progress of the 
divisional improvement projects supported by the Continuous Improvement team which 
were not formally part of the system-level improvement programmes, the Flow Coaching 
Academy or the Microsystem Coaching Academy programmes.  The report also 
summarised the work undertaken to deliver the first Continuous Improvement Strategy, 
the plans to evaluate the impact of Continuous Improvement across the organisation 
and outlined the development of the second Continuous Improvement strategy.  A 
synopsis of progress made in the system, pathway-level and local-level programmes 
was also outlined together with further work undertaken to build improvement capability 
across the organisation. 
 
Mrs A Brotherton noted that the report focused on divisional-level improvement projects 
and presented key highlights although noted that this was a flavour of the work and did 
not include all projects.  It was noted that the Flow Coaching Academy and Microsystem 
Coaching Academy programmes and the Continuous Improvement plan were all on 
track for delivery and had not been impacted by the Covid pandemic. 
 
The second section of the report contained the first Continuous Improvement Strategy 
and Mrs A Brotherton thanked Board members for their input and support in developing 
the Strategy.  It was noted that only one element from the previous Strategy had not 
been delivered which related to ward standardisation.  The Board was reminded that Ms 
S Cullen had secured a place for the Trust on the Magnet programme and the ward 
standardisation project would align to that work.  In terms of the next step for the 
Continuous Improvement team, it was noted that a measurement plan would be written 
to demonstrate the impact of the Continuous Improvement Strategy. 
 
Mr J Whitaker asked whether information gained from the continuous improvement work 
on swabbing could inform vaccination planning.  Also, whether there was appropriate 
resource within the continuous improvement team to cover all the proposed initiatives in 
the Strategy.  In respect of vaccination planning, Mrs K Swindley confirmed that a 
continuous improvement approach would be taken to the programme and the principles 
adopted when rolling-out the programme although specific details were not yet available 
as the position was changing on a daily basis.  As an adjunct to Mr J Whitaker’s point 
regarding resources, the Chair asked how the finite resource within the continuous 
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improvement team would be prioritised.  Mrs A Brotherton advised that in terms of 
priority for divisional improvement programmes the priorities were determined by the 
divisional management teams.  In terms of plans moving forward, the majority of 
divisional-level projects would be able to go through the Flow Coaching Academy or 
Microsystem Coaching Academy, there was capacity to support 15 pathway-level 
improvements per year and up to 60 trained coaches on the Microsystem Coaching 
Academy programme therefore much of the divisional work would go through the Flow 
Coaching Academy and Microsystem Coaching Academy.  At this stage the team was 
focused on delivering the work that had been committed and the Continuous 
Improvement team was not requesting additional funding to support the work at present. 
 
Mrs T Whiteside commended the Strategy which was clear and easy to understand.  In 
respect of the patient voice, it was felt that the Strategy was very clinically-led which was 
absolutely right but as the patient was at the heart of everything it was not clear how the 
patient voice would be heard.  Mrs A Brotherton explained that the patient voice was not 
incorporated into the Strategy as Ms S Cullen was leading a piece of work with the 
Deputy Director of Nursing, Midwifery and AHPs (Mrs C Silcock) on patient experience 
and the Safety and Quality Committee was about to receive an important presentation 
from Northumbria Healthcare NHS Foundation Trust’s Chief Experience Officer (Annie 
Laverty) on the good work that had been undertaken around patient experience.  Mrs T 
Whiteside suggested it would be helpful to include in the Strategy that the Trust was 
working with colleagues on the patient experience and Mrs A Brotherton agreed to 
include a form of wording within the Strategy. 
 
Mrs A Pennell commended the Strategy and the work of the Continuous Improvement 
team and felt that every patient and member of staff should be able to articulate what 
the Strategy means to them to show the journey of improvement and how improvements 
were achieved.  Mrs A Pennell suggested that a simple handout could be produced for 
patients detailing how the Trust was trying to improve and how staff were involved.  Mrs 
A Brotherton extended her thanks to divisional teams and staff as the Strategy had been 
co-designed which had been incredibly helpful.  It was noted that some Board members 
had joined the second session of the pressure ulcer collaborative and during the session 
identified what the Strategy meant to them. 
 
Ms S Cullen echoed the positive comments already made on the Strategy and proposed 
that over the next year it would be helpful to see visual displays across the hospitals’ 
wards and along hospital corridors.  In relation to evidence of staff trained in continuous 
improvement methodologies and pure numbers, it should be possible to articulate the 
number of staff trained at each level in future updates.  Mrs A Brotherton advised that a 
continuous improvement storyboard had been designed and would be presented to the 
Executive Team in the near future for approval.  In terms of the second point around 
building capacity and staff training, this would be the focus of the next Board report in 
February 2021. 
 
Shadow Board discussion – Mr T Watkinson confirmed that Shadow Board participants 
liked the schematics in the Strategy and consistently said that the key point addressed 
by Mrs A Brotherton had been measurement of better outcomes.  Mrs A Brotherton 
advised that the measurement strategy had started to be designed and would be 
presented to the Board at a future date for approval. 

 
 
 



18 

Resolution and actions: 
 

• The Board noted the progress made in delivering the Continuous 
Improvement programmes within divisions that were supported by the 
Continuous Improvement team. 

• The Board approved the second Continuous Improvement Strategy and 
noted the detailed work programmes for Continuous Improvement would 
be included within the Big Plan. 

• Mrs A Brotherton to include narrative in the Strategy to confirm the Trust 
was working with colleagues on the patient experience. 

• Mrs A Brotherton would consider producing a handout for patients to aid 
understanding of what the Strategy means, development of visual displays 
across the hospitals and engage with Governors to obtain their views. 

• Mrs A Brotherton to share the Board’s comments on the Strategy with 
divisional teams. 

 
233/20 Strategic risk register 
 

A report had been circulated with the agenda providing an update on the strategic risk 
register that informs the board assurance framework.  A copy of the board assurance 
framework was included in appendix 1 along with details of the controls, assurances, 
gaps and actions being undertaken to mitigate the strategic risks as included in 
appendix 2.  It was noted that since the last Board meeting in October 2020 there had 
been no change to strategic risk scores and changes to the content of risks had been 
highlighted in yellow within the strategic risk template for ease of reference.  Mr D 
Pilsbury confirmed that all risks identified within appendix 2 had been presented, 
scrutinised and discussed by relevant Committees of the Board.   

 
Two operational high risks had been escalated to the Board following discussion at the 
Safety and Quality Committee in October 2020, relating to Covid-19 (risk ID 693) which 
had previously been escalated to the Board; and Emergency Department exit block (risk 
ID 25), relating to the impact on exit block on patient safety due to the change in 
occupancy levels within the Emergency Department at Royal Preston Hospital.  It was 
noted that both operational risks had a score of 20. 
 
Mrs K Swindley referred back to the earlier comment on the Big Plan noting the risk 
appetite would be something Committees of the Board would need to consider as part of 
the Big Plan refresh (risk appetite and risk scoring) and all Committees would need to 
pick up over the coming months to ensure the risks were correct and aligned.  Mr D 
Pilsbury advised that this was part of the plan and following Board approval today of the 
Big Plan work would be undertaken with Committees with an update being provided to 
the Board at a future date. 
 
Shadow Board discussion – participants focused on the disparity on the scores in 
respect of the ambition to ‘Consistently Deliver Excellent Care’ with risk scores 
consistently at 20 although the tolerance and target score was 1-3.  Debate was held on 
whether such a low target score was appropriate or needed revising although it was 
recognised it was helpful to have a low score as it was an important ambition.  However, 
it was suggested that some interim targets be developed as it was impossible to achieve 
a risk score of 1-3 in the current climate. 
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Mrs A Pennell noted that similar discussion had been held by the Safety and Quality 
Committee and the observation by Shadow Board participants would be picked up by 
the Committee going forward.  Professor P O’Neill mentioned that part of the discussion 
at the Safety and Quality Committee related to whether it was acceptable to tolerate the 
gap going forward and the risk would be reviewed at the next Safety and Quality 
Committee meeting to see what could be achieved as an interim position and agree 
potential actions. 
 
Resolution: 
 

• The Board noted and approved the updates to the strategic risks and their 
contents. 

• The Board noted the Covid-19 operational risk and the Emergency 
Department exit block operational risk which may compromise 
achievement of the Trust’s high level strategic objectives. 

• The Board confirmed it was assured, through the revised board assurance 
framework, that there continued to be an effective and comprehensive 
process in place to identify, understand, monitor and address current and 
future risks in line with statutory requirements. 

 
234/20 Maternity and neonatal services update including CNST update 
 

A report had been circulated with the agenda providing an overview of the safety and 
quality initiatives in progress within the maternity and neonatal services specifically 
relating to the ten CNST maternity safety actions included in the 2020 scheme.  The 
report highlighted that three of the safety actions were at risk of non-compliance 
currently due to the delay in implementation of the maternity digital system and 
cancellation of face-to-face training during the Covid pandemic.  Detailed updates would 
continue to be provided to the Safety and Quality Committee on an ongoing basis. 
 
Mr J Whitaker noted under safety standard 3 the requirement for Boards to confirm with 
NHS Resolution full compliance with the MSDSv2 Information Standards Notice or that a 
locally funded plan was in place to do so by the end of February 2021.  Ms S Cullen 
explained the information submitted to NHS Resolution had been discussed, scrutinised 
and approved by the Safety and Quality Committee who considered the information on a 
monthly basis and this would be clarified in future reports. 

 
235/20 Committee Chairs’ reports 
 

Copies of the following Committee Chairs’ reports had been circulated with the agenda 
for information: 
 
(a) Education, Training and Research Committee – 13 October 2020 
(b) Finance and Performance Committee – 20 October and 17 November 2020 
(c) Safety and Quality Committee – 28 August, 30 October and 27 November 2020 
(d) Workforce Committee – 10 November 2020 

 
236/20 Legal and regulatory bulletin 
 

A report had been circulated with the agenda highlighting various legal and regulatory 
issues affecting the Trust, based on a comprehensive review of NHS Improvement 
bulletins and NHS Providers briefings and the contents were noted for information. 
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237/20 Date, time and venue of next meeting 
 

The next meeting of the Board of Directors will be held on Thursday, 4 February 2021 at 
1.30pm using Microsoft Teams. 
 
The Chair thanked all presenters for their contributions to the meeting and Governors, 
colleagues and members of the public who had attended to observe the proceedings.  
The Chair wished everyone a very Merry Christmas and looked forward to a much better 
year. 

 
 
 
 
 
Signed: ______________________________ 
 Chair 
 
Date: ______________________________ 
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Action log: Board of Directors (part I) – 3 December 2020 
 
  
 

№ Min. ref. Meeting date Action and narrative Owner Deadline Update 

1. 186/20 1 Oct 2020 

STAR annual report – Executive Directors to discuss 
how the STAR methodology could be aligned to non-
clinical areas and a report to be presented at a future 
date to the Safety and Quality Committee. 

S Cullen Deferred 

Update 3 December 2020 – the Board agreed 
that this action will be paused until the second 
wave of the pandemic is over. 

2. 226/20 3 Dec 2020 
Patient story: Chaplaincy Imams – produce a case 
study on the introduction of the Chaplaincy Imams 
service. 

A Brotherton 4 Feb 2021 
Update for 4 February 2020 – work is 
underway to develop the case study and will 
be disseminated when finalised. 

3. 226/20 3 Dec 2020 

Patient story: Chaplaincy Imams – include a session 
on multi-faith to provide insight into the people and 
population served by the Trust and schedule at a 
future Board Development session. 

T Berry 4 Feb 2021 

 

 
 
  



COMPLETED ACTIONS (for information) 
 

№ Min. ref. Meeting date Action and narrative Owner Deadline Update 

1. 232/20 3 Dec 2020 

Continuous improvement strategy and update: 
(a) Include narrative in the strategy to confirm the 

Trust was working with colleagues on patient 
experience. 

(b) Consider producing a handout for patients to aid 
understanding of what the strategy means, 
develop visual displays across the hospitals and 
engage with Governors to obtain their views. 

(c) Share the Board’s comments on the strategy with 
divisional teams. 

A Brotherton 4 Feb 2021 

Completed 
Update for 4 February 2020: 
(a) Action completed, 
(b) In development.  A meeting has been 

arranged with the Governors to seek their 
views to inform how we disseminate 
information for our patients. 

(c) Feedback shared and the CI Building 
Capacity strategy further discussed at 
Executive Management Group. 

 



 
 

 
 

Trust Headquarters 

Board of Directors Report  

  
Chairman’s Report 

Report to: Board of Directors Date: 4 February 2021 

Report of: Chairman of the Trust Prepared by: Professor E Adia 

Part I  Part II  

Purpose of Report 

For approval ☐ For noting ☒ For discussion ☐ For information ☐ 

Executive Summary: 
 
The purpose of this report is to provide a reflective summary of work and activities undertaken throughout 
December 2020 and January 2021.  The Board is asked to note that because of the ongoing restrictions 
imposed due to the Covid-19 pandemic, all meetings were virtually attended using Microsoft Teams during the 
reporting period, in line with national guidance. 
 
It is recommended that: 
 

I. The Board receives the report and notes the 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 

None 
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1. Introduction 

 
1.1 This report provides an overview of work and activities undertaken since the last report to the Board 

and key issues to draw to the Board’s attention. 
 

2. Chairman’s attendance at meetings 
 
2.1 The Board is asked to note that because of the ongoing restrictions imposed due to the Covid-19 

pandemic all meetings were attended using digital technology, in line with national guidance.  Detailed 
below are the virtual meetings I attended during December and January: 

 

Date Activity 

December 2020 

3 December Chairs’ and Chief Executives’ virtual network 

9 December North West BAME Assembly quarterly meeting 

10 December 
- Central Lancashire ICP Board meeting 
- Meeting with Graham Baldwin (Vice-Chancellor of UCLan) and David Flory 

(ICS Independent Chair) 

15 December 
Meeting with Aaron Cummins (Chief Executive of University Hospitals Morecambe 
Bay) and Alex Heritage (Programme Director for Healthier Together Programme) to 
discuss the Ophthalmology Design Oversight Forum 

16 December North West Chairs’ Network 

18 December Provider Chairs’ meeting with David Flory (ICS Independent Chair) 

22 December North West Provider/CCG Chairs’ briefing 

January 2021 

12 January Lancashire and South Cumbria Ophthalmology Design Oversight Forum pre-meet 

14 January Provider Chairs’ meeting with David Flory (ICS Independent Chair) 

20 January Ophthalmology Design meeting 

21 January ICP Chairs’ Forum 

22 January  Consultant interviews 

26 January BAME Inclusion Ambassadors Forum 

29 January Lancashire and South Cumbria Provider Collaboration Board 

29 January Consultant interviews 
 
3. Items discussed in Part II Board meetings held on 17 December 2020 and 5 January 2021 
 

In addition to the part II Board meeting on 3 December 2020 the Board convened two extraordinary part II 
Board meetings to consider a number of urgent issues in December and January.  Below are details of the 
items discussed at each meeting and a brief resume of the discussions on each item is provided for 
information. 
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3.1 Part II Board:     3 December 2020 
 
3.1.1 Pathology Collaboration update – the Board received information summarising development of the 

Outline Business Case for the Pathology Collaborative, including an update on the Outline Business 
Case; formation of the pathology entity; and LAMP and Covid testing. 

 
3.1.2 New Integrated performance report – the Board received an update on work undertaken to date 

following the Board Development Workshop on adopting measurement for improvement into the Board 
reports, Committee dashboards and integrated performance reports.  The report outlined next steps to 
ensure the new style reporting was finalised within the agreed timescale in approximately six months. 
 

3.1.3 Education, training and research risk report – the Board discussed the strategic risk and affirmed its 
support to the Trust’s aim to deliver world class education, training and research.  Consideration was 
being given to how information on education and research could be regularly presented in the public 
Board meeting. 

 
3.1.4 ICS system reform plan – the Board received a copy of the system reform plan developed by the ICS, 

and endorsed by the ICS Board and ICP Senior Leadership Executives, setting out the next stage of 
system reform in the Lancashire and South Cumbria ICS in response to the national Phase 3 planning 
guidance published on 31 July 2020.  

 
3.1.5 Minutes of Committee meetings – the Board received copies of minutes of the meetings of 

Committees of the Board for information. 
 

3.2 Extraordinary Part II Board:    17 December 2020 
 
3.2.1 Nosocomial infections and long waits – the Board received a detailed presentation and discussed 

the recent increase in nosocomial infection rates and the number of 12-hour breaches in the 
Emergency Department.  The Board was assured and recognised the comprehensive work undertaken 
to control the risk and improve the position. 

 
3.2.2 Covid-19 vaccinations – the Board received a report on the risks and assurances on actions being 

taken to mitigate the risks associated with the rapid roll-out of the Pfizer/BioNTech vaccine.  The Board 
was assured of the operational management of the roll-out of the vaccine and actions being taken to 
mitigate the risks. 

 
3.2.3 EU Exit briefing – the Board received a briefing and a copy of the Trust’s summary assessment 

against the EU End of Transition period checklist that NHS providers had been asked to complete in 
December.  The Board was assured of the arrangements in place and the ongoing work being 
undertaken by the Trust in readiness for the EU Exit. 

 
3.3 Extraordinary Part II Board:    5 January 2021 
 
3.3.1 Nosocomial infections and long waits – the Board convened to consider the up-to-date position on 

the improvement work taking place and the priority actions for the next 8 weeks from detailed action 
plans. 
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The Board was pleased to note that nosocomial infection rates were improving and robust action plans 
were in place to ensure safety was maintained as progress was made through the second and any 
subsequent waves of the pandemic.  The Board was also pleased to note the improved position on 12-
hour breaches in the Emergency Department, which had increased as a combination of ward moves to 
further segregate Covid positive patients and the increased number of patients in hospital longer than 7 
days in December.  Both areas had significantly improved. 
 

3.3.2 Vaccination programme – the Board received an update on activity throughout December and 
supported the development plans for ongoing operation of the programme for the next six months 
including establishment of a hub on the Chorley and South Ribble Hospital site.  The Board 
acknowledged and celebrated what had been achieved during the first weeks of operation. 
 

3.3.3 Review of current ICP models – the Board received a presentation on the review being undertaken 
on current Integrated Care Partnership models as part of the NHS reform programme. 
 

3.3.4 Update from D Flory meeting – an update was provided to the Board following the Provider Chairs’ 
meeting on 18 December. 

 
4. Shadow Board Programme 
 
4.1 Due to ongoing pressures and challenges with the second wave of the pandemic and guidance 

received from NHS England and NHS Improvement regarding standing down non-essential activity 
during this period, the third and final phase of the Shadow Board programme has been stood down.  
Work is ongoing with the programme facilitators (The Inspiring Leaders Network) to rearrange the final 
Module and Shadow Board which will be reinstated at the appropriate time. 

 
I would like to take this opportunity to congratulate the programme participants for their contribution so 
far and confirm that as much notice as possible will be provided when the final phase of the 
programme has been agreed. 

 
5. Scheme of Delegation: temporary arrangements related to Covid-19 
 
5.1 In my August report, I confirmed the Board had agreed at the special Board meeting on 7 July 2020 to 

extend the arrangement to increase the authorised spending power of the Chief Executive, 
Finance/Deputy Chief Executive and the Deputy Finance Director (in the absence of the Finance 
Director/Deputy Chief Executive).  The temporary arrangement was applicable to Covid-19 related 
issues and the extension was granted for a specific period.  I can confirm that the temporary 
arrangement will cease after 31 March 2021 and revert to the authority agreed in the Scheme of 
Delegation approved by the Board on 5 December 2019. 

 
6. Financial implications 

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

 
7. Legal implications 
 
7.1 There are no legal implications associated with the recommendations in this report. 
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8. Risks 
 
8.1 There are no risks associated with the recommendations in this report. 

 
9. Impact on stakeholders 

 
9.1 There is no impact on stakeholders associated with the recommendations in this report. 
 
10. Recommendations 

It is recommended that:  

I. The Board receives the report and notes the contents for information. 

 



 
  

 
Board of Directors Report 

  

Chief Executive’s Report 
Report to: Board of Directors Date: 4 February 2022 

Report of: Chief Executive Prepared by: K Partington 

Part I  Part II  

Purpose of Report  

For approval ☐ For noting ☐ For discussion ☐ For information ☒ 

Executive Summary: 
 
The Chief Executive’s report provides an update to the Trust Board on key national, regional and local 
developments with a view to setting the context for the strategic and operational priorities for the Trust. 
 
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 
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CHIEF EXECUTIVE’S REPORT 

 
1. INTRODUCTION 

 
a. The purpose of this report is to update the Trust Board on key national, regional and local 

developments with a view to setting the context for the strategic and operational priorities for the Trust. 
 

2. UNDERSTANDING THE NATIONAL CONTEXT AND EXTERNAL ENVIRONMENT 
 

a. Novel Coronavirus  

Nationally, all seven regions in England are seeing an overall week on week decline in Covid numbers – but 
within this localities are experiencing local peaks at different times.    
 
At LTHTR our numbers are increasing and we expect the first weeks of February to be exceptionally busy.  
Due to need to the open additional critical care beds from Monday last week (25th Jan) we have had to stand 
down some further amounts of elective work and outpatient clinics in order to redeploy staff further to support 
critical care and other services.  Patients are being kept informed and plans to step activity back up are under 
constant review.  
 
We are continuing to do everything we can to protect our cancer pathways and highest priority urgent elective 
work.   
 
Good system wide working is reducing admissions, reducing lengths of stay and getting people home more 
quickly and we will continue to focus on this on a daily basis  We have sent two members of staff across to the 
Nightingale Hospital in Manchester and will aim to use this where we can – the numbers may be small but 
every bed is important    
 
Our nosocomial rates have been steadily reducing – great work but we must keep this up in the coming 
weeks. 
 

Sharing key messages about Covid-19 with the media  
 
Keeping our public informed remains high on our agenda. Our Consultant in Critical 
Care Medicine and Anaesthesia, Dr Shondipon Laha, recently appeared on BBC 
North West tonight in his capacity as Intensive Care Society Honorary Secretary and 
Trustee to reinforce key messages to the public to help reduce the spread of 
coronavirus. 
 
Shond spoke about how hard staff are working across our hospitals and the overall pressures on the 
NHS, again highlighting the importance of containing the virus. 
 
We will continue to work with the media wherever possible to keep our communities updated about their 
NHS services and thank them also for their important contribution during the pandemic.  
 
 
 
 

https://twitter.com/BBCNWT/status/1348707522966859776
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b.      Vaccination Process  
 
The media spotlight remains on the administration of three approved vaccines - the Pfizer-BioNTech vaccine, 
the Oxford-AstraZenica vaccine and the Moderna vaccine. Second doses of the vaccine now take place 
around 10-12 weeks after the first dose. Ten mass vaccination centres have now opened - the nearest to our 
Trust is at Blackburn Cathedral. 
 
The Covid-19 vaccine has now been offered to all care homes in England. As at 1st February 2021, nearly 9 
million people had received their first dose of a vaccine, with 490,000 people having had their second dose.  
 
As one of 50 hubs nationally who were sent the Pfizer vaccine, the main focus of LTHTR in the early weeks 
was vaccinating outpatients who were over 80, care home staff, people at high risk due to health conditions 
and BAME colleagues. However, now that the Primary Care Networks have the vaccinations and the mass 
vaccination centres have opened our focus is on vaccinating our own staff, staff from care homes and NHS 
community providers. 
    
The majority of colleagues have now been sent the link to make an appointment for their vaccination – there 
are free slots and we are actively publicising these to staff via the bulletins, intranet and video. Clinics have 
now been put in place at Chorley and we are offering the Oxford vaccination there. 
 
Vaccinations are NOT being wasted due to the volumes of people we are vaccinating - people need to book 
on in advance and if slots are not booked up we stand down clinics       
 
We have led the way in the setting up of our vaccination centres and were the first Trust in the North West to 
vaccinate a patient- - this has been a tremendous trust wide effort. 
 
Throughout both our hospitals our fantastic staff continue their herculean efforts to provide compassionate 
care to our patients day in and day out. We are exceptionally proud of them. 

c. Your local NHS is open for business   

It is very important that our local communities are aware that the NHS continues to be very much open for 
business. Our Accident and Emergency departments at both Chorley & South Ribble (adult only) and Royal 
Preston Hospitals continue to treat patients needing emergency care and at Royal Preston this includes care 
of patients with serious conditions such as stroke and heart failure alongside the treatment of paediatrics and 
those with Covid-19. Our Major Trauma Centre continues to save lives across the region every day of the 
week. The North West Ambulance Service (NWAS) play a critical role in ensuring that patients needing 
emergency care are taken to the best place for their care and we are very grateful to them for their hard work 
and support. 

Maternity services go from strength to strength with the opening of the new Birth Centre at Chorley and 
despite the necessary mitigations we have put in place to keep families and their babies safe from the risk of 
infection, families can still benefit from an extremely positive experience in state of the art facilities that we 
provide and can take home treasured memories of their babies precious first hours and days.  

I also want to play tribute to our partners across the NHS and social and community care who have been 
working very closely with us to get our patients home in a timely way and to provide mutual aid where needed 
to ensure that patients across our Integrated Care System (ICS) can access critical care services throughout 
the pandemic.    
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3.  INFLUENCING THE LOCAL HEALTH AND SOCIAL CARE ECONOMY  

 
a.      NHS 111 First  

 
We are working with our partner organisations across the ICS to roll out the new 
national service NHS 111 First which builds on the existing Integrated Urgent 
Care (IUC) Service accessed through NHS 111. It will encourage the use of the 
NHS 111 service to access a range of urgent care services including, for the first 
time, direct booking into Emergency Departments. Alongside this, processes will 
be developed to appropriately stream patients who present unannounced, to the 
right service. 

We are currently focusing solely on the chest pain pathway for bookable 
appointments and the initial results have been promising in terms of deflections 
of patients away from A&E. It is expected that the pathways will increase in 
February and a wider promotional campaign will then take place.   

b. Winter plan.    

We are working with our partners within the Integrated Care Partnership (ICP) and across the wider ICS to 
continue with the implementation of our winter plan and ensure that messaging and processes are consistent 
and set up to deliver the most effective care for communities living across Lancashire and South Cumbria. The 
winter plan runs from September 2020 until Easter 2021 and raises awareness of health and care services 
available for residents in order to help them to stay as well as possible throughout the winter period and 
ensure that they can access the right care, in the most appropriate setting and to make services as safe and 
accessible as possible. Clearly this year the winter plan is taking into consideration the coronavirus pandemic 
and we remain prepared, vigilant and able to adapt.  

Part of our winter planning is focused on encouraging as many patients as possible to utilise the video clinics 
that we are offering so that we can reduce the numbers of people needing to physically come into hospital. 
The virtual clinics also mean that appointments can continue and we can reduce any delays in treatment and it 
is more convenient for our patients as they can access their video appointment from anywhere and they don’t 
need to incur travel time or costs.  

c. World Cancer Day 2021 

Thursday 4th February marks World Cancer Day 2021, and this year, the annual day feels more important 
and poignant than ever. In the final year of the ‘I Am and I Will’ campaign, this year’s World Cancer Day 
takes on an even greater significance with the call to refocus efforts on cancer control after the Covid-19 
pandemic. Covid-19 may have changed many plans this year, but World Cancer Day remains a vital day for 
raising awareness, sharing stories and raising much-needed funds. As Cancer Centre for the region, we will 
be sharing lots of helpful information, signposting people to support. The treatment of cancer and diagnosis 
of cancer remains a very high priority for us as a Trust. Our Breast Care Specialist Nurse, Lucy Worthington, 
shared this important video update to encourage people to continue to attend their appointments: 
https://youtu.be/akOlun_y81Q   

https://youtu.be/akOlun_y81Q
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4.  

 

Consistently deliver excellent care 

 
 

a. Avondale Rehabilitation Unit   
 
Patients who need specialist rehabilitation in order to return home from hospital are being cared for in a 
new facility based Royal Preston Hospital. Avondale Rehabilitation Unit is a new service offered by 
Lancashire Teaching Hospitals, predominantly for patients who need more intensive rehabilitation.  
 
Patients are referred from all inpatient areas of Royal Preston and Chorley and South Ribble Hospitals 
(with the exception of those requiring highly specialised neuro rehabilitation), and the unit is supporting a 
wide range of people from those recovering from major trauma to lower-limb amputees and those with a 
cognitive impairment. 
 
The unit have their own Twitter account and regularly share stories about patients who have been treated 
there (with their permission) under the hashtag #rehablegend.  
 

b. Chorley Birth Centre opening 
 
We were delighted to see the opening of the relocated freestanding 
Chorley Birth Centre on Monday 14th December. The new centre, 
located within the Chorley and South Ribble Hospital site, offers an 
outstanding birth environment for women with active birthing 
equipment and birthing pools in each of the birth rooms in addition to 
clinical assessment/education areas for expectant mums. The centre 
is now one of four places of birth options offered to all women booked 
within the Trust’s care. 
 

c. New Ophthalmology Centre for Chorley & South Ribble Hospital 
 
Building work is now well underway to develop an enhanced Ophthalmology and day case Centre at 
Chorley and South Ribble Hospital. We have invested £17.5 million to build this exciting development 
which will replace some of the current facilities at Royal Preston Hospital and is expected to open in 
October 2021. It will help us improve patient experience and will include a dedicated outpatient and 
diagnostic space as well as three additional theatres to provide extra capacity for patients requiring a 
variety of day case procedures. You can watch a time-lapse of the progress here. 
 

d. Safeguarding team goes from strength-to-strength including national award win 
 

http://www.twitter.com/AvondaleRehab
https://nx12936.your-storageshare.de/s/Yy8sDdJm4ToDgkn
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We are extremely proud of the Lancashire Teaching Hospitals Safeguarding team, who won the very first 
Health Service Journal ‘NHS Safeguarding Initiative’ award for their work as part of the Lancashire and 
South Cumbria ICS’s wider safeguarding team.  
 
In other safeguarding news, Edwina Grant, Executive Director of Education and Children’s Services, has 
provided positive feedback for the maternity safeguarding team support for the National review focussing 
on non-accidental injuries in infants under 1 year. 
 
In safeguarding research, our Dementia Specialist Practitioner has been the clinical lead for a 
‘Medimusic’ trial with dementia patients on Rookwood Ward A for 3 months. This decreasing tempo 
music proposes to reduce the patient’s heart rate and agitation and if successful, a research project will 
be initiated. 
 

e. Cancer robot performs its 1,000th procedure at Royal Preston Hospital 
 
Lancashire’s most advanced surgical robot system recently 
performed its 1,000th procedure in its third year in place at Royal 
Preston Hospital. 
 
The DaVinci Xi robotic system, which conducted its first operation at 
the Trust on 3rd May 2017, means Lancashire Teaching Hospitals 
has one of the country’s biggest robotic surgery case lists and is able 
to improve outcomes for patients with cancer. 
 
Some notable surgeries we have been able to perform over the last three years include the first upper 
gastrointestinal robotic tract surgery in the North West, a combined robotic procedure to treat both bowel 
and womb cancer in the same patient, and the first patient recruited onto an international clinical robotic 
trial into rectal cancer. The Da Vinci Xi was funded in the most part by Rosemere Cancer Foundation – 
the charity contributed a staggering £1.25m to get the robot in place at Royal Preston Hospital. Thank 
you to all fundraisers and donors for your generous support which has helped us save lives and improve 
outcomes for so many.  
 
 

f. The first woman in the region begins Hybrid Closed Loop insulin pump treatment while pregnant 
 
A new mum from Chorley recently thanked our diabetes specialists after she became the first woman in 
the region to begin Hybrid Closed Loop insulin pump treatment during her pregnancy. Having received 
treatment from the team at Chorley and South Ribble Hospital, the patient gave birth to her daughter in 
October. The Diabetes Pump Service used new technology to treat the patient, whose pregnancy was 
complicated by a combination of Type 1 diabetes and rheumatoid Arthritis.  
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5.  

 

A great place to work 

 
a. #AndILookLikeThis 

 
Staff across the Trust have adopted the #AndILookLikeThis initiative, 
which involves them wearing photo-ID badges to foster a stronger 
connection with their patients and help break down the barrier that can 
be created by the use of masks. The #AndILookLikeThis initiative 
originated at Chesterfield Hospital, where Consultant Cardiologist Dr 
David Sandler introduced the idea to create a stronger connection with 
his patients and remind them that behind the PPE is a friendly face, a compassionate smile and a 
listening ear. 

 
b. Marking International Day of Persons with Disabilities 2020 

 
December’s public Board meeting fell on International Day of Persons with Disabilities 2020, an important 
day for us all as each of us has a vital role to play in identifying and addressing the discrimination, 
marginalisation, exclusion and inaccessibility that many people living with disabilities face on a daily 
basis. 
 
We measure the work and career experiences of our colleagues with disabilities through the Workforce 
Disability Equality Standard (WDES). The introduction of WDES in 2019 enables us to review our current 
practices and key areas for improvement in supporting colleagues with disabilities. Some examples of 
projects available to staff at the Trust include Staff Psychological Support Services, identifying and 
highlighting issues in respect of access to facilities for colleagues, shielding support packs, the Dyslexia 
Support Network and the Hidden Disabilities Scheme. 
 

c. Educating our community on the signs of sepsis 
 
Thanks to a generous donation by the son of a former patient, the Lancashire 
Teaching Hospitals Charity has funded specialist lift wraps from the UK Sepsis 
Trust which inform patients, staff and visitors on spotting the signs of sepsis. Mark 
Delaney, from Preston, ran the London Marathon and raised £2,400 for the 
Critical Care Unit in 2019 to say thank you for the care his dad received on the 
unit when he was treated for sepsis. 

 

d. Black, Asian and Minority Ethnic (BAME) Ambassadors Forum 

The pandemic has shone a spotlight on inequalities in our society, particularly in relation to colleagues 
from certain ethnic backgrounds. The Chairman and I, along with our Equality and Diversity lead Mandy 
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Davis, have been delighted that increasing numbers of colleagues are joining conversations about how 
we can make our workplace more inclusive for all.  

Around 50 colleagues joined a virtual meeting of our BAME Ambassadors Forum on Tuesday 26th  
January and we split into working groups to discuss a number of issues including whether there were any 
cultural barriers towards having the Covid-19 vaccination and how we could address these. 

One of the key messages from the conversation was a dislike of the term “BAME” so we will be finding a 
new name for our group as soon as possible! It was also agreed that it was important to have 
representation from colleagues of all backgrounds including white British, so we will be widening out the 
invitation to join this group to all colleagues. 

We do also have other groups to represent those with protected characteristics including the Lesbian Gay 
Bisexual Transsexual Queer Plus (LGBTQ+) forum: Disability forum and Multi-Faith forum and will be 
doing more to promote these in the coming months. February is LGBT history month so we will be using 
all our communications channels to publicise this.               

 

6.  

 

 
Deliver value for money 
 

 
a. New Hospitals Programme (HIP2) update   

Lancashire Teaching Hospitals and University Hospitals of Morecambe Bay NHS Foundation Trusts 
are both set to benefit from the Government’s exciting plans to build and refurbish hospitals across the 
country.       
  
Both organisations have agreed to work collaboratively to maximise the initial £10m funding given to 
them under the second tranche of schemes within the Health Infrastructure Programme (HIP2). This 
money will be used to develop a business case to enable the Trusts to access further significant funds 
which will allow them to refurbish facilities and build a new hospital or hospitals.  This is a competitive 
process so it is important that proposals are robust and are developed in line with an ambitious 
timetable set out by the Department of Health and Social Security.  If we are successful we aim to be in 
a position to start building work by 2025! 
  
No decisions have yet been taken, and over the coming months both Trusts will carry out extensive 
engagement with communities to explore how the new funding could best be used to provide the health 
services of the future. We will then develop a series of options which will go to a public consultation 
towards the end of the year.  
 
A more detailed update will be provided at the April Board meeting and we will also create pages on 
our websites to signpost people to more information on the programme as it becomes available.  
 

b. Investing to reduce pressures on our Emergency Departments 
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Despite the collective strides across LTHTR and our local system to manage the third wave of the 
pandemic, we are acutely aware of how much pressure is on the Emergency Department, the long 
waits for patients and the extra strain our teams are under. 
 
Since the beginning of the pandemic the Trust has invested in a range of measures to help mitigate 
pressures including; additional capacity throughout our hospitals; re-zoning of our estate to make our 
hospitals Covid-secure; repurposing of wards when needed; the opening of the Avondale Rehabilitation 
Unit and putting in place an additional ITU surge area. We have also secured winter monies from our 
Clinical Commissioning Group (CCG) which has been used to support additional staffing within our 
Frailty, Same Day Emergency Care and Respiratory units ensuring we can provide 7-day services. 
 
The investment in our Critical Care facility was planned long before the pandemic and this is playing an 
important role for the care of patients across our region.   
 

c. Our fantastic Finance team recognised  
 
The role of finance has taken a back seat during the pandemic but remains crucial in enabling our 
hospitals to function effectively. 
 
Earlier in 2020, our Trust’s Finance team were awarded a Future-Focused Finance Towards 
Excellence Level 3 accreditation for their financial competence and commitment to skills development. 
 
This is an amazing achievement which makes us one of only fifteen NHS organisations across the 
country to be operating at the highest accredited level.  
 
The accreditation recognises organisations that have the very best finance skills development culture 
and practices in place. The accreditation lasts until May 2023.  
 
Future-Focused Finance is a national programme designed to engage everyone in improving NHS 
Finance in order to support the delivery of quality services for patients. 
 

7.  

 

Fit for the future 

   
a. Our Health, Our Care (OHOC) update 

 
The Our Health Our Care programme has been developed to transform patient outcomes in central 
Lancashire.  All organisations across the ICP continue to work together to provide better joined up (or 
integrated care), making sure that services are accessible, responsive, and designed around the needs 
of people who use them.   
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As part of these proposals, a series of options have been developed to improve how hospital services 
are configured and run, using substantial feedback from patients, staff, and other stakeholders gained 
through a series of engagement events over the past few years.   
 
These proposals will be the subject of a Public Consultation run by the local CCGs before any decision 
is taken.  We will invite staff and the public to have their say in a fair, open and transparent process to 
help us understand what the best option is to proceed with.  We have detailed plans to ensure that the 
public and staff can be a part of the consultation whilst social distancing measures are in place. 
 
The proposals require approval from NHS England before the public consultation can take place and 
have taken account of the continued learnings from the Coronavirus pandemic.  At this stage, we do 
not a final date as to when the Consultation will occur, but we will update the public via the programme 
website www.healthierlsc.co.uk/central-lancs when this changes. 
 

b. Critical Care Unit nearing completion 
 
Phase four of the Critical Care development at Royal Preston Hospital is set for completion towards the 
end of February 2021. 
 
This follows the accelerated completion of phases one and two last June after receipt of additional 
government funding allowing for the finish ahead of schedule. 
 
With increased natural light and enhanced patient facilities, the unit was designed by architects Gilling 
Dod with full support from the Critical Care Project Team. It now features state-of-the-art bed spaces 
and isolation rooms amongst other significant improvements for patients and staff. 
 
The new unit also focuses on facilities for relatives which include a waiting area, kitchen and purpose-
built reception. 
 
The modern approach provides a calming environment for relatives, while purpose-built clinical areas 
enhance the way staff work and provide care to the most critically ill patients within our hospitals.   
 

c. New Independent Sexual Violence Advisor in place within the safeguarding team 
 
A new Independent Sexual Violence Advisor (ISVA) is in place in the Lancashire Teaching Hospitals 
Safeguarding team. The core principles of an ISVA are to: 

• Tailor support to the individual needs of the victim or survivor 
• Provide accurate and impartial information to victims and survivors of sexual violence 
• Provide emotional and practical support to meet the needs of the victim or survivor 
• Provide support before, during and after court 
• Act as a single point of contact 
• Ensure the safety of victims and survivors and their dependants 
• Provide a professional service. 
 
 

http://www.healthierlsc.co.uk/central-lancs
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d. Research and Innovation at LTHTR  goes from strength-to-strength  

There are now approximately 2,300 recruits to Covid-19 studies, from the R&I Team, since March 
2020.  These studies play an invaluable role in learning more about the virus and the most effective 
ways of treating / preventing it.  
 
The first report from Public Health England’s (PHE’s) UP SIREN study finds antibodies from past 
Covid-19 infection provide 83% protection against reinfection for at least 5 months. 
  
Initial findings reported in November showed that tocilizumab, a drug used to treat arthritis, was likely to 
improve outcomes among critically ill Covid-19 patients. LTHTR has recruited 6 patients into the 
REMAP-CAP trial from the Critical Care Unit. 

 
I am also very pleased to learn that the R&I team have supported a number of different staff groups 
who have been shielding. A team of staff have been collecting data on all patients with Covid in the 
Trust to inform PHE about symptoms of Covid-19 via the ISARIC UPH study. This is especially 
important in supporting mental health for staff at home as they have felt like they have been able to 
contribute in the fight against the condition like their colleagues who are on the front line. Twelve 
members of the R&I team have also volunteered their services to be part of the staff vaccination 
programme rolling out at the Trust. 

 
 
8. AWARDS, ACHIEVEMENTS AND OTHER NEWS 

 
a. We are now a recognised NJR Quality Data Provider  

 
We were delighted to learn that Royal Preston Hospital has been recognised as an NJR Quality Data 
Provider for 2019/20. 
 
The ‘NJR Quality Data Provider’ award scheme was developed to offer hospitals a blueprint for reaching 
standards relating to patient safety through National Joint Registry (NJR) compliance and to reward those 
who have met targets in this area.  This is a unique award which demonstrates the high standards being 
met by our staff.  Meeting these NJR targets requires a strong departmental effort and this award is 
testament to your commitment to upholding the highest standards of clinical governance – well done to 
everyone who helped to make this happen! 
 

b. Our consultant nurse in stroke sets up organisation to support fellow Indian nurses 
 
Our consultant nurse and Clinical Lead for Stroke, Anu Thomas, has set up an 
organisation to provide pastoral care for Indian nurses. The British Indian 
Nurses Association (BINA) has been set up with the support and insight of NHS 
England and Improvement, Health Education England and the local BAME 
community. The aim of the voluntary organisation is to help Indian nurses 
joining the NHS to settle in with ease and meet people of similar backgrounds to 
themselves. With the pandemic putting restrictions on socialising and meeting 
with others outside your own household, this has been a particular struggle for 
nurses who are new to the NHS and makes the whole process more difficult. Well done to Anu for 
pioneering such an important project.  
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c. Installing MEDI-screens to reduce noscomial infection rates 

 
We have begun the installation process of MEDI-Screens in all acute wards, Covid majors and wards on 
both sites. The installation is being rolled out by our domestic services teams and is a few minutes’ 
installation per bay. 
 
This solution will give a physical barrier between patients in bedded bays contributing to reducing the risk 
of transmitting Covid-19 or other infections. This will allow ward staff to retain visibility of the patient at all 
times and the privacy curtains can still be used in conjunction with the screens to give privacy when 
required.  
 
This has already been successfully trialled on site and has been tested, cleaning easily with Clinell wipes.  

 
d. Dr Munavvar appointed as Chair of Interventional Pulmonology at the European Respiratory 

Society 
 
It is a pleasure to congratulate our very own Dr Mohammed Munavvar 
on his recent appointment as Chair of Interventional Pulmonology at the 
European Respiratory Society. 
 
Dr Munavvar, as many of you may know, is a Chest Physician and 
Interventional Pulmonologist at Lancashire Teaching Hospitals, and 
holds other positions in his field of expertise. 
 
Dr Munavvar is the current President of European Association of 
Bronchology and Interventional Pulmonology, and was President of 
British Thoracic Society until December 2020. He is a pioneer in 
developing interventional procedures both nationally and internationally 
and has worked tirelessly to provide better patient care by bringing 
newer techniques and cutting edge technology to Preston. 
 

e. Dr Alison Birtle influences European Association of Urology (EAU) guidelines  
  
The European Association of Urology (EAU) Guidelines Panel on Upper Urinary Tract Urothelial 
Carcinoma (UTUC) has published updated guidelines to aid clinicians in the current evidence-based 
management of UTUC and to incorporate recommendations into clinical practice. These finding are 
based on the POUT cancer trial which was principally designed by and whose Chief Investigator is Dr 
Alison Birtle.  These changes will result in patients experiencing a 17% improvement in their chance of 
being clear of cancer three years after surgery to remove their kidney and ureter. 

 
f. Research team colleague reaches final of Strictly NHS  

 
We were delighted that Cassandra Gleeson, who works as a Clinical Trials Support Officer within the 
Research team at Lancashire Teaching Hospitals, has made it to the final of Strictly NHS, a charity 
ballroom dancing competition aimed at raising money to thank NHS staff for their efforts during the Covid-
19 pandemic. 
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Cassandra was selected as one of 12 finalists out of 2000 entrants. The final is due to take place on 
Friday 26 February 2021 at the famous ballroom in Blackpool. I will certainly be tuning in to cheer her on! 
You can find out more by following this link. 
 

g. Governor Elections 2021 underway  

Governors have a key role in representing the interests and views of our members (staff and public) and 
the wider general public and in supporting our Trust’s performance. 

We currently have vacant seats in the public and staff constituencies (representing Doctors and Dentists 
and Non-Clinical Staff). 

The notice of Election and nominations opened Tuesday 2nd February 2021 and we were pleased to hold 
two MS Teams workshops on Thursday 21st January to provide interested candidates with an overview of 
the Governor role and to meet existing Governors. 

Voting packs will be despatched from CIVICA Electoral Services on Tuesday 9th March 2021 and the 
election will close on Monday 29th March 2021 and the results will be declared on Tuesday 30th March 
2021.  

h. Formal announcement of my retirement 

I have recently formally announced that I am set to retire in December 2021 after 42 wonderful and 
rewarding years within the NHS.  The Board have always been aware of my intentions however now that 
this is in the public domain it allows them plenty of time to find my successor. I remain fully committed to 
serving the NHS and our local communities in the months ahead.      

  
9. RECOMMENDATIONS 

It is recommended that:  

I. The Board receive the report and note its contents for information. 

https://www.strictlynhs.co.uk/
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Executive Summary: 
 

The purpose of this paper is to provide a Covid-19 pandemic update to the Board. The paper provides an 
update on the national context during wave 3 of the pandemic and outlines the priority issues, providing a 
succinct update on progress made within each priority.  
 

The priority issues included in this paper are: 
 

(i) Update on the Emergency Department (Chorley) 
(ii) Improvements to clinical environments 
(iii) Nosocomial infection rates 
(iv) Update on vaccination programme  
(v) Update on the swabbing/testing programme 
(vi) System working to meet demand 
(vii) Enacting our surge and super surge plans for wave 3 and further work underway to create 

more capacity 
(viii) Discharge  
(ix) Workforce update 
(x) Patients delayed due to Covid-19  
(xi) Patient Experience 
(xii) Governance and monitoring  

 

It is recommended that the Board:  
 

(i) Note the current position regarding wave 3 of the Covid-19 pandemic and the progress made in 
delivering the priority programmes of work and monitoring our performance 

(ii) Discuss the work programmes underway and confirm it is assured that the Trust is making the 
required progress in delivering the programmes of work relating to Covid-19 and proactively 
mitigating the risks (which are described on the Board Assurance Framework) 
 

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 ☐ 
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To drive innovation through world-class education, 

teaching and research 
☐ 

Deliver Value for Money ☒ 

Fit For The Future ☐ 

Previous consideration 

A number of the summary updates provided in this paper have been presented as full papers to sub-board 
committees 
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1. Background 
Following the NHS declaration of a Level 4 National Incident on 30 January 2020, preparations on a 

national scale were commenced for the NHS to be as prepared as possible to manage the coronavirus 

pandemic. The scale and pace of the preparations were unprecedented and were coordinated nationally.  

The NHS is now in wave 3 of the pandemic (Level 5), which has seen a further significant increase in 

Covid-19 cases in the community, higher numbers of hospital admissions, greater demand for Critical 

Care beds, increased testing (swabbing) of patients and staff, increased rates of nosocomial Covid-19 

infections, new variants of the virus and the delivery of a national mass vaccination programme for health 

and social care staff, patients and the wider population. 

Our recent priorities have therefore been to create additional surge capacity to meet the Covid-19 

demand, including the provision of additional critical care beds and the provision of mutual aid, protecting 

capacity for the highest priority patients awaiting urgent non-Covid treatments and communicating with 

patients whose planned care has been delayed and the setting up and implementation of our vaccination 

hub in addition to the ongoing provision of our clinical and support services. 

2. Discussion 
The purpose of this paper is to provide a high level Covid-19 pandemic update to the Board, outlining the 

priority areas of work and providing a succinct update for each priority. A number of the following topics 

have been reported and discussed in detailed at the appropriate sub-board committee.  

1) Update on the Emergency Department (Chorley) 
The Emergency Department at CDH reopened on 2 November 2020, is operating as planned, 

performing well on all safety and quality key performance measures and continues to close on time. 

The number of patients attending is circa 30 per day. This is one third of the activity seen prior to 

Covid.   

As outlined in the conditions of re-opening, the Trust is working towards extending the hours to 12 

hours by the end of February. The staffing plans are being worked though currently and the situation, 

including the pressures on the system due to the rising numbers of Covid-19 patients, is being 

monitored closely by NHSE/I via regular checkpoint meetings. 

 

2) Improvements to clinical environment 
Ongoing improvements to the estate and clinical environments have continued to be prioritised to 

ensure patient and staff safety is maintained. In addition to the extensive estates work previously 

reported to the board in the Emergency Department, Critical Care, new ward areas (including ward 5 

and Avondale), recent improvements include segregation of beds with Perspex screens across the 

organisation to further reduce infection risks, improved ventilation in high risk areas,  standardised 

PPE trolleys, environmental improvements to the discharge lounge, planned improvements to the 

environment in ED for Covid-19 Majors (clean utility and sluice) and Covid-19 Resuscitation (monitors 

and staff facilities), consolidation and increase of enhanced high care on ward 20, the vaccination hub 

at RPH and more recently on the Chorley site.  

 

3) Nosocomial infection rates 
Since the start of the pandemic we have enacted a number of IPC segregations in line with national 

practice. This included the duplicate footprint of the Emergency Department with Covid-19 streaming, 

the transfer of surgery beds into medicine and the creation of red, amber, green and blue zones 

across the site. The Executive team, Safety and Quality Committee and Board have had regular 

discussions and oversight of our nosocomial infection rates and have proactively responded to the 

changes in infection rates. There was an increase in nosocomial infections from mid-November which 

necessitated more significant segregation of patients in our wards and departments. The Trust 
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received support from the IPC leads in the NHSE/I North West regional team at the time of planning 

this work.  

A detailed 10 point action plan was developed in response to the national safety actions published by 

NHSE/I relating to the management of Covid and implemented at pace. Appendix 1 outlines the 

progress made in the implementation of this action plan. Progress continues to be overseen by the 

Safety and Quality Committee and also reported to our Integrated Care System. The number of 

nosocomial cases has continued to reduce. The amount of Covid-19 within the hospital originating 

from within the community has increased by almost double in the last 3 weeks. This presents an 

increase risk to the spread of infection within the hospital.  

 

4) Update on vaccination programme  
Our vaccination hub has now vaccinated over 11,000 individuals, following the Government’s 

prioritisation guidance. As national procedures are now available to support the onward distribution of 

the Pfizer-BioNTech vaccine, we are pleased to confirm that we are now also in a position to offer 

Covid-19 vaccinations at Chorley & South Ribble Hospital with the first 100 slots being opened up on 

Tuesday 26th January 2021.Further slots are being made available depending upon demand and the 

availability of the vaccine.  

To help staff understand more about the vaccines we are currently in the process of setting up a Q&A 

with a clinical expert to help answer some of the questions staff may have.  

Vaccinations, faith and culture – a view from our Imam Chaplains  

People from Black, Asian and Minority Ethnic Communities are at a higher risk from Covid-19 than 

those from other communities. In light of this, it is extremely important that we understand any barriers 

that are preventing members of these communities from accessing the Covid-19 vaccination. With 

this in mind, we have had an extremely helpful meeting with our Imam Chaplains who were both very 

clear that the vaccine is permissible under Islam and are supporting us to disseminate key messages 

to our staff from Black, Asian and Minority Ethnic Communities and to talk directly to any staff with 

concerns. 

Staff from different faiths who have concerns about the vaccine relating to their faith have been asked 

to get in touch with our Chaplaincy team who will put them in touch with someone who can explore 

their concerns further. Our Imams are also going to engage with other faith leaders to obtain their 

views on the kinds of queries that their communities may be raising so that we can work with them to 

ensure that people are able to make informed choices.  

We have also arranged a Microsoft Teams Q&A for all staff focusing on the vaccine which will include 

some myth busting facts and will also offer a genuine judgement free opportunity for staff to express 

any concerns that they have.   We are also working with some very well respected clinical and 

community leaders to produce short videos in a variety of languages to outline the benefits of having 

the vaccine to different communities. 

5) Update on the swabbing/testing programme 
Since the pandemic began, the Trust has worked tirelessly to ensure that staff members and 

members of their household have access to a timely PCR swab to help maintain business continuity. 

To date, over 7,550 swabs have been conducted of which around 5,200 have been for symptomatic 

staff and around 2,350 for outbreak investigations.  

In October 2020, the Trust conducted a mass swabbing exercise over a two week period to help 

identify any asymptomatic staff members to help reduce the chances of nosocomial infection in our 

hospitals. Over the period, 6,030 staff members were tested, helping to identify 97 staff members who 

were not displaying symptoms and reducing the spread of nosocomial infection. 
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In November, all frontline staff were also given the opportunity to take part in a 12 week antigen 

lateral flow programme to also help reduce the number of asymptomatic staff members in our 

hospitals.  

This involves patient facing staff members completing a self-swab twice per week which generates 

their results within 30 minutes. Should a staff member test positive, a confirmatory PCR swab is 

completed whilst self-isolation practices are followed for the staff member and their household. To 

date, 35,980 results have been received. 329 staff have tested positive through this programme who 

were asymptomatic at the time of testing. 

6) System level working to optimise our Covid-19 pandemic response at a system level. 
Members of our Executive team continue to represent our organisation at the Hospital Cell, Out of 

Hospital Cell and the daily Critical Care calls to ensure that we are proactively contributing to the 

discussions and decisions regarding our response to the Covid-19 pandemic via the Command and 

Control structures that are in place. We continue to dial into the daily ICS Gold calls, providing and 

requesting mutual aid when required and supporting system level working. 

 

We continue to hold a weekly ICP Covid escalation meeting, chaired by the Clinical Commissioning 

Group, to ensure that we are working collaboratively with system partners to co-ordinate our response 

to the pandemic. 

 

7) Enacting our Critical Care and enhanced high care surge and super surge plans for wave 
3 and further work underway to create additional capacity 
 
Our surge and super surge plans have been enacted in wave 3 to maximise our ability to respond to 

the increased demands for Covid-19 patients. These plans have been enacted through our senior 

operational group which is chaired by the Chief Operating Officer with support from the Medical 

Director and Nursing, Midwifery and AHP Director. Safe staffing levels are monitored daily with 

appropriate mitigating actions. The Safety and Quality Committee continue to have oversight of the 

enhanced monitoring arrangements that are in place to monitor Quality and Safety metrics. This has 

seen an increase from a baseline position of 28 critical care beds to 47 beds in the past week. 

Enhanced high care beds have increased from 6 to 15 in the last week working in close partnership 

with critical care to ensure patients who require the most intensive respiratory support during this time 

are able to access this. 

 

8) Discharge  
We have an identified Executive discharge lead for our ICP (the Director of Continuous Improvement) 

who attends the ICS Hospital Discharge Policy Implementation Group weekly meeting and chairs our 

local ICP level Discharge Steering Group. The discharge programme of work has focused on 

reducing the number of patients who are delayed in their transfer of care from hospital (via a daily 

system call with senior leaders), weekly long length of stay reviews (following the ECIST guidance), to 

reduce the numbers of patients who are in hospital over 7 days, 14 days and 21 days, and daily 

discharge planning reviews, led by our clinical discharge lead with the ward based discharge 

facilitators to ensure proactive discharge planning, 

As part of this work we are participating in a series of workshops with ECIST colleagues to ensure 

shared learning across our systems. Graph 1 illustrates the number of days delayed (bed days) in 

recent weeks. 
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In addition to this we have opened a new community ward, addressing a longstanding need for tertiary 

and local patients enabling access to nursing level rehabilitation beds. We have continued to run the 

hospital homecare bridging service, commenced a digital health programme focused on reducing 

admissions from nursing homes and have successfully delivered a virtual frailty service that has been 

highlighted as an area of national best practice following a recent GIRFT review. Collectively these 

programmes of work enable the system to work in a more efficient and effective way.  

 
9) Workforce update 

We continue to deploy our workforce (clinical and support services) to be best placed to respond to the 

increased demand during wave 3 of the pandemic. Staff have been redeployed to areas such as critical 

care, the high care respiratory ward and the vaccination programme. Staff are being supported by the 

clinical educators and a robust health and well-being offer alongside training delivered by local teams 

when they commence working in a new area. Throughout the first half of 2020 there were 

improvements in the organisational sickness absence rate; in August 2020 we were recognised by the 

NHS England/Improvement North West People team as being one of the five trusts with the lowest 

sickness absence rate in the region. Supporting the workforce at this time appears to be one of the 

more significant and complex challenges we will face in the coming months. Additional psychology 

resource has commenced and we are planning to commence Schwartz rounds in March as part of our 

Organisational Development, Health and Well-being strategy 

In relation to sickness, our benchmarking position continues to be favourable but there has been a rise 

in both long term and short term absence in recent months and this means that our 12 month rolling 

average absence rate is still of a comparable level to the same time last year (5.48% for the year 

ending 30th November 2020, compared to 5.45% for the year ending 30th November 2019).  The 

workforce committee continue to oversee our workforce metrics and programmes of work to support 

our staff to remain in work.  

10) Patient Delays due to Covid-19 
In line with NHS England/Improvement recommendations the Trust is participating in the National 

Clinical Prioritisation Programme.  The National Clinical Prioritisation Programme was a technical and 

clinical review of patients waiting for elective care treatment. In the first instance, the review focussed 

on elective patients with a decision to treat. Work included categorising patients from P2 – P4 by 

checking their condition and risk factors, establishing the patient’s wishes regarding treatment and 

introducing categories P5 and P6 which allow patients to postpone treatment whilst remaining active on 

the waiting list. 

The aim of the clinical prioritisation programme was to enable Trusts to understand the level of clinical 

risk on their waiting lists, prioritise treatments for the most clinically urgent, remove interventions that 

should not be offered from their waiting list and inform discussions with patients over their next steps. 
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Discussions with patients were to support ongoing management and help inform decisions regarding 

treatment and non-treatment options depending on the patient’s clinical needs and best interests. 

The national programme commenced in October 2020 and the Trust extracted our inpatient waiting list 

which was submitted nationally.  Between October 2020 and December 2020 clinical teams have been 

reviewing each patient in line with a set of national priority codes. The work undertaken to date has 

been presented to the Finance and Performance Committee who will continue to have oversight of this 

programme of work. 

11) Patient Experience 
Patient experience continues to be a high priority in the third wave of the Covid-19 pandemic. 
Examples are provided below of the work undertaken to improve patient experience; 

 Connected Hearts Campaign- every inpatient at the point of admission receives a small 
knitted/crocheted heart (donated from local groups) with a poem about staying connected with 
loved ones.  The next of kin also receives an identical heart and the same poem in the post, with 
the contact details for the PALS service.  

 IPADS with Mobile Stands- IPADS with mobile stands have been purchased (minimum one for 
each inpatient area) to support virtual communication with families.  This includes staying 
connected with families and also the ability for clinicians to meet with multiple family members to 
aid best interest discussions.  

 Instant Access to Translation Services- the IPADS also enable patients to have instant access 
to translation services via an App. 

 Hidden Disability Sunflower Scheme- lanyards are available for patients to highlight they have a 
hidden disability and therefore may need some additional support, help or understanding.  The 
scheme also includes pin badges for colleagues who may have a hidden disability available via the 
Diversity and Inclusion Team.   

 Clear Face Masks- Clear face masks were distributed to key areas where patients lip read, 
including ENT/Audiology Outpatients.   

 COVID Updates and Information in BSL-Signhealth- the Trust website signposts individuals to 
BSL video updates and Q&A around COVID.  Work is underway with Deafways to create a BSL 
video to be used by clinicians when administering vaccines. 

 #AndILookLikeThis Campaign- we have adopted the #AndILookLikeThis initiative to help break 
down the barrier that can be created by the use of staff wearing face masks.  

 Multi-Faith Boxes- multi-faith boxes were created from donations by the local faith community and 
distributed across every inpatient area for patient use.   

 Volunteer Multi-Faith Clergy- we now have 16 clergy volunteers from 14 different faiths.  Poster 
Boards of the volunteer clergy have been created and are due to be displayed across the Trust  

 Multi-Faith Pastoral Support Service- available for patients, staff and our wider community- “Here 
when you need us”.  Pastoral staff have created Oasis hubs within the Chapel on both sites and are 
available to meet with patients, staff and our wider community to offer a listening service during 
these difficult times.  

 
The Patient Experience and Involvement group and maternity voices partnership have continued to 
meet on line and this is continuing to support reliable feedback mechanisms for members of the 
community.  
 

12) Governance and monitoring  
Board members are reminded of the current escalated operational risks that include; Covid 19, 

nosocomial infections and increased occupancy in the ED. These risks have been considered 

previously by the Board. Risks relating to the Covid-19 pandemic are recorded on the divisional and 

corporate risk registers with mitigating actions managed and monitored in line with the Risk 

Management Strategy.  Strategic risks are captured on the Board Assurance Framework with a Covid 

19 pandemic risk included.  This risk is reviewed in line with required levels of frequency and for the 

month of December 2020 there has been no change in the risk score.  The primary driver in initiating 

the reconfiguration of services at Lancashire Teaching Hospitals was the declaration of the Covid 
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pandemic. As a result a Quality Impact Assessment was undertaken and demonstrated a process for 

re-evaluation of the pathways to reduce the risk posed to patients who present in CDH ED. 

   

3. Financial implications 
There continues to be a robust approvals process in place for Covid-19 related expenditure and the 

finance and performance committee continue to have oversight of the financial impact of Covid-19. The 

average net additional spend is running at a rate of about £4m per month. This excludes expenditure items 

such as PPE which is being incurred nationally. 

4. Legal implications 
There is nothing to report at this time. The Care Quality Commission and NHSE/I assurance meetings 
have continued throughout the pandemic. 

 
5. Risks 

Each committee of the Board receives a monthly board assurance framework that provides the strategic 

risks aligned to the committee and the operational risks that are linked to the strategic risk. The movement 

of risks (increase and decrease) is highlighted within each report and the committee chairs escalate risks 

following consideration of the risk papers. In addition to this the Executive management Committee meets 

monthly and considers cross divisional risks and all high rated risks. This ensures holistic discussions take 

place cross divisionally in relation to risks better informing discussions at committees of the Board. 

  

6. Impact on stakeholders 
The Trust continues to work collaboratively with partners in the Integrated Care Partnership and the 

Integrated Care System. The ICS Gold Command continue to bring partners together on daily system calls 

to co-ordinate our response to the pandemic and ensure mutual aid id effectively managed.  

 

7. Recommendations 
It is recommended that the Board:  

(i) Note the current position regarding wave 3 of the Covid-19 pandemic and the progress made in 

delivering the priority programmes of work and monitoring our performance 

(ii) Discuss the work programmes underway and confirm it is assured that the Trust is making the required 

progress in delivering the programmes of work relating to Covid-19 and proactively mitigating the risks 

(which are described on the Board Assurance Framework) 

 

  



Appendix 1 

Table 1 Covid 19 safety Actions incorporating NHS I IPC visit 

** The grey shaded actions are those that were outstanding at the last Board update and any 

new actions included  

The 10 Covid 19 actions published on 17 November 2020 
 

No Key Action LTHTR Covid 19 reset actions in response 
to increase nosocomial rates 

Assurance evidence 
 

1.  Staff consistently 
practice good hand 
hygiene and all high 
touch surfaces and 
items are 
decontaminated 
multiple times every 
day – once or twice a 
day is insufficient. 

 Introduce matron Covid 19 daily safety 
audits.  

 Visitor leaflet  

 Patient letter and information  

 Standardisation of the posters and ward 
sweeps planned  

o RPH   
o CDH   (NHS I visit Rec 4) 

 Covid 19 safety huddle with standing 
agenda and expectations to all clinical 
areas  

 PPE champion allocated per shift – role 
spec agreed  

 Agency nurse and doctor Covid 19 
induction revised and strengthened.  

 4 times daily touch point cleaning 
expectations defined and audit of 
compliance form part of daily matron audits 

 (NHSI visit Rec 5) 

 Reinforce patient face mask compliance 
through information to patients included in 
Covid 19 checks  

 Review of linen tracking, management and 
waste practice.  

 Cleaning checklists 

 STAR monthly audits 

 Hand hygiene audits 
increased to weekly 

 IPC audits completed to 
validate results and carried 
out daily in any outbreak 

 Domestic supervisor audits 
 
 
 

 Action outstanding  None – all completed  

2. Staff maintain social 
distancing in the 
workplace, when 
travelling to work 
(including avoiding car 
sharing) and to remind 
staff to follow public 
health guidance outside 
of the workplace. 

 PC screen savers messaging and comms 
to staff regarding social distancing with 
masks on.  (NHS I visit Rec 1) 

 Personal letter delivered to home address 
outlining situation, call to actions and steps 
to take personal responsibility for IPC.  

 Social media campaign for staff and patient 
compliance on social distancing.  (NHS I 
visit Rec 1,8) 

 Divisional Nurse and Medical Director 
oversight of IPC compliance.  

 Risk assessment in place 
for those that are required 
to car share 

 Increased staff employed 
to reinforce compliance 

 Disciplinary action taken 
for repeat non-compliance 
which will be reported to 
the EMT weekly 

 Action outstanding  None – all completed  

3. Staff wear the right 
level of PPE when in 
clinical settings, 
including use of face 
masks in non-clinical 
settings. 

 Safe working practice group oversee non 
clinical area compliance, increase 
assurance checks, size of room signage 
and persons allowed in the room.  

 Standardised PPE trolleys replacement 
and signage confirmed. (existing PPE 
trolleys that are in place, will be replaced 

 Cleaning checklists 

 PPE audits completed 
weekly  

 IPC audits completed 
independently and 
increased to weekly in any 
outbreak areas 
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with standardised trollies across the 
organisation) (NHSI visit Rec 6)  

 STAR monthly audits 

 Action outstanding None – all completed  

4. Patients are not moved 
until at least two 
negative test results 
are obtained, unless 
clinically justified. 

 Not progressing at this time due to the 
ongoing considerations nationally relating 
to the practicalities of implementing this.   

 Focus on reducing patient movement and 
moves after 10pm to reduce the risk 
associated with this metric.  

 This is not currently in 
policy. The national team 
are currently reviewing this 
and guidance is awaited.   

 Action outstanding  None until position confirmed nationally TBC 

5.   Daily data submissions 
have been signed off 
by the Chief Executive, 
the Medical Director or 
the Chief Nurse, and 
the Board Assurance 
Framework is reviewed 
and evidence of 
reviews is available. 

 Review data submissions, audit against 
definition, and confirm those cases no 
longer active removed from active case list. 

 

 The data is signed off via 
the Nursing, Midwifery and 
AHP Director, circulated to 
the CEO and agreed by the 
DIPC. 

 Historical look back 
undertaken and 
compliance confirmed in 
quality of data submission. 

 Board Assurance 
Framework discussed at 
August 2020 and 
December 2020 Board. 

 Action outstanding  None – all completed  

6. Where bays with high 
numbers of beds are in 
use, these must be risk 
assessed, and where 
2m can’t be achieved, 
physical segregation of 
patients must be 
considered, and wards 
are effectively 
ventilated. 

 Further site reconfiguration actions taken to 
streamline cohorting and merge specialties 
in medicine and surgery more extensively 
in response to increased occupancy and 
nosocomial infection rates.  

 Separation screens between each bed 
implemented.  

 

 Risk assessment 
undertaken and decision 
made not to implement 2m 
distancing due to the loss 
of circa 237 beds.  

 Mitigating actions 
presented and scrutinised 
through safety and quality 
committee, use of physical 
segregation measures 
confirmed as the approach 
supported.  

 Action outstanding   None – all completed 10 January 2020 

7. a) Twice weekly lateral 
flow antigen testing for 
NHS patient facing staff 
is implemented. Whilst 
lateral flow technology 
is the main mechanism 
for staff testing, this can 
continue to be used 
alongside PCR and 
LAMP testing. 
 

 Commenced.  

 Confirm students included in this.  

 Establish reporting of compliance for lateral 
flow testing.  

 
 
 
 
 
 
 

 Compliance reporting in 
place. 

 160 asymptomatic staff 
detected to date.  

 Continued focus on staff 
uploading results.  

 
 
 
  



Appendix 1 

b. If your trust has a 
high nosocomial rate 
you should undertake 
additional targeted 
testing of all NHS staff, 
as recommended by 
your local and regional 
infection prevention 
and control team. Such 
cases must be 
appropriately recorded, 
managed and reported 
back. 

 Completed    Routine testing of staff in 
outbreak areas is and has 
been in place for some 
months now.  

 Full trust screening of all 
staff completed.  

 Action outstanding   Consider lateral flow testing for visitors for end 
of life/carers/parents/maternity partners. Once 
kits are available agreed this will commence.  
 

Awaiting guidance to proceed. 
Raised with NHS I 22 January 
2020. 
 
Maternity test of change 
commenced. 

8. a) All patients must be 
tested at emergency 
admission, whether or 
not they have 
symptoms. 
 
 
 
 
 
b) Those with 
symptoms of COVID 
19-19 must be retested 
at the point symptoms 
arise after admission. 
 
 
c) Those who test 
negative upon 
admission must have a 
second test 3 days 
after admission, and a 
third test 5-7 days post 
admission. 
 
 
d)  All patients must be 
tested 48 hours prior to 
discharge directly to a 
care home and must 
only be discharged 
when their test result is 
available. Care home 
patients testing positive 
can only be discharged 

 Implement rapid testing in ED commenced 
4 December 2020 for 12 hours. Extended 
to 24 hours on 6 December 2020.  

 Contact tracing to be extended to cubicles 
in ED  

 Reliable compliance reporting for swabbing 
on day 1,3,5,7. 

 
 

 Testing compliance 
monitored through IPCC.  

 72 patients identified in ED 
to date that otherwise 
would have taken up to 24 
hours to reach the result.  

 
 
 
 

 Testing compliance 
monitored through IPCC. 
 
 

 This was a new directive 
18.11.20 and went live on 
the electronic patient 
record 24.11.20 mirroring 
the already established ay 
5 testing with prompts in 
place in the patient 
electronic patient record. 

 

 Testing compliance 
monitored through IPCC. 
Data validation in progress.  

 
 

 

 Awareness of symptom development at 
ward level and early action to be included 
in letter to all staff and communications.  

 
 
 
 

 Daily routine checking of screening 
compliance.  

 Daily reporting on compliance in place.  

 Increase size of IPC team, merge with 
quality assurance team.  

 
 
 

 

 Process in place.  

 Rapid discharge testing inhibits the ability 
to respond rapidly, therefore further 
solution being explored and detailed in 
action below.  

 Extend Point of care testing to all 
admission and assessment units. 

 Agreed Point of care testing may be used 
for discharging patients to nursing homes. 
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to CQC-designated 
facilities. Care homes 
must not accept 
discharged patients 
unless they have that 
person’s test result and 
can safely care for 
them. 
 
e) Elective patient 
testing must happen 
within 3 days before 
admission and patients 
must be asked to self-
isolate from the day of 
the test until the day of 
admission. 

 

 Process in place.  

 Action outstanding  None – all completed  

9. Assure themselves with 
commissioners that a 
trust’s infection 
prevention and control 
interventions (IPC) are 
optimal, the Board 
Assurance Framework 
is complete, and 
agreed action plans are 
being delivered. 

 Extraordinary divisional briefing to be held 
by each division. Verbal and documented 
follow up presentation of changes taking 
place.  

 Brief all staff through cascade including 
night staff in each clinical area.  

 Review further ventilation options.  

 Board paper presented 03 Dec outlining 
risk and response to date and next steps. 

 
 Weekly ICP command and control structure 

in place.  

 CCG member of the IPC committee, 
feedback provided on assurances in place 
around infection.  

 Board Assurance 
Framework discussed at 
August 2020 and 
December 2020 Board. 

 CCG feedback. 

 NHS I site visit feedback.  

 CQC Feedback on V1 IPC 
BAF and Patient First 
assurance meeting.  

 Follow up meeting with 
CQC on long stays in ED 
and raised nosocomial. 
Continued dialogue.  

 Action outstanding   Purchased 10 mobile ventilation units. (NHSI 
visit Rec 6) 
One arrived on site 29.12.20, commenced in 
ED. Further 9 outstanding.  
Further 20 of an alternative model also 
ordered.  

Completion date 
31 January 2020 pending 
availability from supplier. 

10.  Review system 
performance and data; 
offer peer support and 
take steps to intervene 
as required. 

Discharge focus  

 Daily review of all patients by IPC focused 
on side room availability.  

 Side room availability increased through 
purchase additional redirooms. (2 further 
now arrived)  

 Specific focus on day 5 onward who are 
green or blue to expedite discharge and 
decrease likelihood of Covid 19 infection.  

 7 day discharge team cover  

 7 day duplicate matron and senior nurse 
presence for next 2 weeks during recovery 
to support messaging and observe 
standards  

 Additional domestic cleaning in ED, MAU 

 Attendance at system IPC 
forums and contribution to 
supporting wider regulated 
care sector alongside 
seeking to learn and share 
intelligence and actions 
with national and ICS 
organisations.   
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and SAU overnight.  (NHS I visit, Rec 3,9) 

 Daily reporting to Board of Directors and 
Divisional management teams enhanced to 
include long length of stay in ED >12 and 
24 hours and number of patients with LOS 
greater than 7 days.  

 Adopt further reconfiguration and 
segregation of specialties by Covid 19 
status.  (NHS I visit Rec 2)  

 Share good practice utilising MDT to 
reinforce patient compliance.  (NHSI visit 
Rec 8) 

 Further 4 redi-rooms ordered. 

 Action outstanding   Control of entrance and egress in ward areas.  Work commenced on plan 4 
January 2020 

 

 



 
 

 
 

Trust Headquarters 

Board of Directors 

Ockenden Response Report 
Report to: Board of Directors Date: 4th February 2021 

Report of: Nursing, Midwifery & AHP Director Prepared by: J Cotton 

 Part I √ Part II  

Purpose of Report  

For approval ☒ For ratification ☐ For discussion ☐ For information ☐ 

Executive Summary: 

 
The purpose of this report is to outline the findings of the NHS Improvement issued maternity services and 

assessment tool compliance assessment undertaken by Lancashire Teaching Hospitals NHS Foundation Trust 

in response to publication of the Ockenden report. NHS Improvement were commissioned to review the quality 

of investigations relating to new-born, infant and maternal harm at The Shrewsbury and Telford Hospital NHS 

Trust following concerns raised by families in 2017.  

 

In December 2020, the first report of important emerging themes and findings, local actions for learning and 

Immediate and essential themes was published. On the 14 December 2020 the Trust was asked to implement 

7 identified Immediate and Essential Actions (IEA’s) by the 21 December 2020. In response a formal letter of 

assurance was submitted to the local maternity system detailing the progress as of 21 December. All Trusts 

were asked to review the report at the next public Trust Board and to compile and share an assessment and 

assurance tool with the Trust Board and the local maternity system board prior to submission to the national 

teams by the 15 February 2021. 

 

The self-assessment has been peer reviewed by the members of the Local Maternity System (LMS) to ensure 

a consistent approach and standard has been applied across the LMS, discussed with the Chair of the 

Maternity Voices Partnership. In addition to this, the document has been shared with the CCG and discussed 

in detail at the Safety and Quality committee in January 2021 and placed on the draft audit plan 2021/22 for 

consideration and approval at Audit committee. The assessment demonstrates partial compliance in all 7 

Immediate and Essential Actions (IEA’s) with a plan to deliver all except one outstanding action by March 2021 

(funding dependant), the final action relating to the recruitment of a paid Midwifery Advocate will be completed 

by June 2021. The report confirms full compliance with the Royal College of Midwives Strengthening midwifery 

leadership document.  

 

There is a financial impact associated with the implementation of the Ockenden recommendations, this will be 

calculated and shared in due course. It is anticipated that funding will be made available nationally, however, at 

this time this has not been clarified. 
 
 

It is recommended that: 
 
i. The Board of Directors robustly challenge the assurances provided within the report and self-
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assessment.  

ii. Note the financial requirement, (yet to be fully determined) to achieve full compliance.  

iii. Accept the new role definition for NED maternity champion and make a recommendation to the Council 

of Governors to remunerate accordingly.  

iv. Approve the commissioning of MIAA to undertake an independent audit of the self-assessment and 

report this to Audit Committee.   

v. Note the Trust Board cycle of business continues to reflect bi monthly Midwifery reports incorporating 

Ockenden requirements and CNST presented by the Divisional Midwifery and Neonatal Nursing 

Director identified as the Maternity and Neonatal services update.  
 

Appendix 1 - NHS Improvement Ockenden compliance submission 
Appendix 2 - NED Maternity Lead role definition  
Appendix 3 - Perinatal Clinical Quality Surveillance Model implementation plan 
 

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 - none 
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1. Introduction  
 

1.1 In the summer of 2017, following a letter from bereaved families, raising concerns where babies and 

mothers died or potentially suffered significant harm whilst receiving maternity care at The Shrewsbury and 

Telford Hospital NHS Trust, NHS Improvement were commissioned to review the quality of investigations 

relating to new-born, infant and maternal harm at The Shrewsbury and Telford Hospital NHS Trust. The first 

terms of reference in 2017 were written for a review comprising 23 families. They were amended in November 

2019 and the review now includes 1862 families with the majority of cases taking place between 2000 and 

2019.  

 

1.2 The review team identified emerging themes that should be addressed by Trusts nationally and the wider 

maternity community across England. Therefore in December 2020, the first report of important emerging 

themes and findings, local actions for learning and Immediate and essential themes was published.  

 

1.3 On the 14 December 2020 the Trust was asked to implement identified urgent priorities by the 21 

December 2020. In response a formal letter of assurance was submitted to the local maternity system detailing 

the progress as of 21 December. All Trusts were asked to compile and share an assessment and assurance 

tool with the Trust Board and the local maternity system board prior to submission to the national teams by 15 

January 2021.This report details progress to date of the findings of the assurance assessment undertaken and 

highlights key areas of improvement required within the maternity service. 

 

1.4 The purpose of this report is to outline the findings of the assessment tool compliance self-assessment 

undertaken by Lancashire Teaching Hospitals NHS Foundation Trust in response to publication of the 

Ockenden report.  

1.5 The self-assessment has been peer reviewed by the members of the Local Maternity System (LMS) to 

ensure a consistent approach and standard has been applied across the LMS. The assessment has been 

discussed with the maternity safety champions and Non-Executive and Executive leads for Maternity and with 

the Maternity Voices Partnership Chair.  

1.6 The 7 Immediate and Essential Actions (IEAs) in the Ockenden Report are identified within self- 

assessment in Appendix 1 with evidence of compliance listed, gaps identified, delivery dates and outline 

financial impacts. This is summarised at a high level in the main body of the report. It should be noted the 

original submissions made by trusts nationally were reviewed and audit evidence required to declare full 

compliance, therefore, LTHTR is able to declare partial compliance at this time with a plan to become fully 

complaint with all but one action by March 2021 and the final action to recruit a paid Midwifery advocate by 

June 2021.  

1.7 The financial impact associated with the implementation of the IEA’s will be finalised ready for the new 

financial year. It is expected national funding will be provided for this. However, this has not yet been finalised.   

1.8 In addition to the compliance and action plan contained within this report, Boards are also asked to declare 

compliance with the Royal College of Midwives Strengthening midwifery leadership: a manifesto for better 

maternity care, 7 steps to strengthen midwifery leadership.  

 

 

2.0 Ockenden initial findings - overarching themes 
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2.1 The early findings from Ockenden report identified key overarching themes following the review of the first 

250 cases relating to: 

 The roles of midwives and obstetricians in the multidisciplinary maternity team  

 Compassion and kindness 

There was a reported lack of kindness and compassion from some members of the maternity team at the 

Trust. 

 Place of birth: Assessment of risk 

In many cases reviewed there appeared to have been little or no discussion and limited evidence of joint 

decision making and informed consent concerning place of birth. 

 Clinical care and competency: management of the complex woman 

 In a significant number of cases the review team found evidence that the clinical care and decision making 

of the Midwives did not demonstrate the appropriate level of competence, with consequences for the 

mothers and babies in their care. 

 Escalation of concerns 

The cases showed repeated failures to escalate for further opinion and review. 

 Management of labour: monitoring of fetal wellbeing, use of oxytocin 

The review team found significant problems with the conduct of intermittent auscultation and in the 

interpretation of CTG traces. 

 Traumatic birth 

The review team found evidence in a number of cases of repeated attempts at vaginal delivery with 

forceps, sometimes using excessive force; all with traumatic consequences. There  

was clear evidence that the operating Obstetricians were not following established local or national 

guidelines for safe operative delivery. 

 Caesarean section rates at The Shrewsbury and Telford Hospital NHS Trust  

The review team were given the clear impression that there was a culture within The Shrewsbury and 

Telford Hospital NHS Trust to keep caesarean section rates low, because this was perceived as the 

essence of good maternity care in the unit.  

 Bereavement care 

There were several instances where the bereavement care was either inadequate or non-existent, which 

had a negative impact on the wellbeing of the parents and their overall experiences. 

 Maternal Deaths 

The review team identified recurrent themes in the care of some mothers who died. In the cases reviewed 

from 2000 onwards there appeared to have been a lack of antenatal multidisciplinary team planning for 

women with significant pre-existing comorbidities and/or other medical risk factors. In some cases there 

was poor completion of the Maternal Early Warning Score (MEWS) which might have prompted escalation 

if completed appropriately, and there was frequently a failure to recognise the deteriorating patient 

 Obstetric Anaesthesia  

In the cases included in the first report, the review team identified areas of concern relating to obstetric 

anaesthesia practice. The reviewers found a tendency towards simple task focus, e.g. siting an epidural, or 

administering anaesthesia, without a holistic assessment of the patient and appreciation of the wider 

clinical picture. 

 Lack of escalation to, and involvement of, senior Anaesthetists  

 Limited Consultant Anaesthetist representation in incident investigation and multidisciplinary team 

meetings after significant incidents 

 Neonatology 

The review found a small number of cases where the neonatal care was substandard. 
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Table 1 – High Level overview of compliance of Immediate and Essential Actions (IEA’s). 

To make the deceleration clear a ‘yes’ is place next to the statements where compliance can be evidenced. A 

‘no’ where audit evidence is required.  

High Level Overview with dates all actions fully completed  

 Assured Comments 

1: Enhanced Safety Overall; Partial Completion date: March 2021 

a) Plan to implement 
Perinatal Clinical 
Quality Surveillance 
Model 

Yes Perinatal Clinical Quality Surveillance Model guidance 
received. Trust level action plan collated. Implementation 
plan in Appendix  

b) SI’s shared with 
Boards/LMS/HSIB 

No 
 
 
 
 
Yes 
 
 
 
Yes 
 
 
Yes 
 
 
 
Yes 
 
 
 
Yes 

Serious Incidents are shared with the Safety & Quality 
Committee, a Committee of the Board on a quarterly basis. 
Serious incidents will be included in the Board maternity 
update paper going forward. **Action completed** 
 
Notification of maternity serious Incidents including NMAHP 
Director briefing following the 72 hour review will be 
formalised within the incident management policy.  
 
The annual serious untoward incident report is part of the 
cycle of business at Trust Board.  
 
The monthly maternity staffing dashboard. presented to 
Safety & Quality committee will now include any moderate 
and above incidents.  
 
All serious untoward incidents will be included in the bi 
monthly CNST update report from February. This is on the 
Board cycle of business. 
 
Learning from incidents within local maternity system are 
shared at the Safety Special Interest group. 

2: Listening to 
Women and their 
Families 

Overall; Partial Completion date: June 2021 

a) Robust service 
feedback 
mechanisms 

Yes 
 
 
No 

Maternity Voice Partnership meetings take place bi monthly 
and evidence of coproduction is available upon request. 
 
Appoint a paid maternity Advocate to sit at Board and attend 
incident meetings with families. 

b) Exec/Non-Exec 
Directors in place 

Yes 
 
 
Yes 
 
 
Yes 
 
 
No 

The Chair of the Safety & Quality Committee (NED) is the 
Non-Executive Champion.  
 
The Nursing Midwifery & AHP Director is the Executive 
Maternity neonatal champion.  
 
Evidence of attendance at maternity neonatal (matneo) 
safety forums. 
 
Formal role to be received at Board, recommendation to 
Council of Governors and remuneration considered.  

3: Staff training and 
working together 

Overall; Partial Completion date March 2021 

a) Consultant led ward Yes This is in place, however, the role definition when on duty 
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rounds twice daily 

No 

requires formalising. Audit completed and 98% compliance 
obtained.  
To be included in audit schedule for the year. 

b) MDT training
scheduled

Yes 

Yes 

PROMPT training in place including theatre, midwifery, 
obstetric teams.  

Compliance monitored at speciality safety and quality 
meeting and will be included in CNST going forward.  

c) CNST funding ring
fenced for maternity

Yes Confirmed with Finance Director and Chief Executive. 

4: Managing complex 
pregnancy 

Overall; Partial Completion date March 2021 

a) Named Consultant
lead/audit

Yes 

No 

All women with a complex pregnancy are allocated a 
Consultant Lead on the electronic booking system where 
appropriate. Antenatal Care – Booking Appointment policy 
in place. 

Audit of compliance to be undertaken to confirm level of 
assurance. 

b) Development of
Maternal Medicine
Centres

No Further discussion re regional maternal medicine specialist 
centre to be held within local maternity In case of certain 
conditions in accordance with MMBRACE 2019. Royal 
Preston identified as regional maternal medicine site in LMS 
discussions to date. 

5: Risk assessment 
throughout 
pregnancy 

Overall; Partial Completion date: March 2021 

a) Risk assessment
recorded at every
contact

Yes 

Yes 

Yes 

No 

Antenatal Care – Booking Appointment policy in date 

Risk assessments currently undertaken at booking and 
when required as clinical assessment indicates.  

Staff aware to review clinical risk at each attendance and 
advised to document risk review. 

Audit of personalised care plans required to assess level of 
assurance required through implementation of digital 
system. 

6: Monitoring Fetal 
Wellbeing 

Overall; Partial Completion date March 2021 

a) Second lead
identified

Yes 

No 

Appointment of obstetric lead to be formally confirmed. 

Lead 1 for SBLv2 is Service Improvement 
Lead 2 for SBLv2 is Labour Ward Lead 
Funding required  

7: Informed Consent Overall; Partial 

a) Pathways of care
clearly described,
on website

Yes 

No 

Pathway of care described in the consent to examination 
and treatment policy 

Information on variety of pathways of care requires 
increased detail.  
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2. Conclusion

2.1 The requirements of Ockenden and CNST are welcomed by the organisation. LTHTR will declare 

compliance with all but one action by 31 March 2020. The final action, recruitment to a Maternity Advocate will 

be completed by June 2021 (funding dependant).  

2.2 Maternity and neonatal services are high functioning CQC rated ‘good’ and STAR green rated services at 

LTHTR. The importance of the safety agenda associated with these services cannot be underestimated, as 

such the Trust has taken actions to identify a Womens and Children division ensuring the focus required on 

these services is achieved.  

2.3 The Board has demonstrated this commitment over the previous year with the regular presence of the 

Divisional  Midwifery and Nursing Director at Board and Safety and Quality committee, active Non-Executive 

Director engagement in the agenda and continued focus and rigour attached to the review of perinatal 

mortality data, outcome measures benchmarked against peer and close monthly monitoring of key safety 

metrics such as one to one care in labour through the monthly maternity staffing reports.  

2.4 The evidential standard required to declare compliance is reliant on robust audit evidence and investment 

in positions to undertake additional duties, as such the maternity agenda will require additional resource to 

meet the enhanced standards within both Ockenden and CNST. These are being quantified in preparation for 

further discussions and this work supported in partnership with the Finance Director following further 

information relating to funding allocation.  

3. Recommendation

It is recommended that: 

i. The Board of Directors is asked to robustly challenge the assurances provided within the report and self-

assessment.

ii. Note the financial requirement, (yet to be fully determined) to achieve full compliance.

iii. Accept the new role definition for NED maternity champion and make a recommendation to the Council of

Governors to remunerate accordingly.

iv. Approve the commissioning of MIAA to undertake an independent audit of the self-assessment and report

this to Audit Committee.

v. Note the Trust Board cycle of business continues to reflect bi monthly Midwifery reports incorporating

Ockenden requirements and CNST presented by the Divisional Midwifery and Neonatal Nursing Director

identified as the Maternity and Neonatal services update.

Appendix 1 -  NHS Improvement Ockenden compliance submission

Appendix 2 -  NED role definition 

Appendix 3 -  Perinatal Clinical Quality Surveillance Model implementation plan 



 

 

NHS Improvement Maternity services assessment and assurance tool 

We have devised this tool to support providers to assess their current position against the 7 Immediate and 

Essential Actions (IEAs) in the Ockenden Report and provide assurance of effective implementation to their 

boards, Local Maternity System and NHS England and NHS Improvement regional teams.  Rather than a tick 

box exercise, the tool provides a structured process to enable providers to critically evaluate their current 

position and identify further actions and any support requirements. We have cross referenced the 7 IEAs in the 

report with the urgent clinical priorities and the ten Maternity incentive scheme safety actions where 

appropriate, although it is important that providers consider the full underpinning requirements of each action 

as set out in the technical guidance.   

We want providers to use the publication of the report as an opportunity to objectively review their evidence 

and outcome measures and consider whether they have assurance that the 10 safety actions and 7 IEAs are 

being met.  As part of the assessment process, actions arising out of CQC inspections and any other reviews 

that have been undertaken of maternity services should also be revisited. This holistic approach should 

support providers to identify where existing actions and measures that have already been put in place will 

contribute to meeting the 7 IEAs outlined in the report.  We would also like providers to undertake a maternity 

workforce gap analysis and set out plans to meet Birthrate Plus (BR+) standards and take a refreshed view of 

the actions set out in the Morecambe Bay report.  We strongly recommend that maternity safety champions 

and Non-Executive and Executive leads for Maternity are involved in the self-assessment process and that 

input is sought from the Maternity Voices Partnership Chair to reflect the requirements of IEA 2. 

Fundamentally, boards are encouraged to ask themselves whether they really know that mothers and babies 

are safe in their maternity units and how confident they are that the same tragic outcomes could not happen in 

their organisation.  We expect boards to robustly assess and challenge the assurances provided and would 

ask providers to consider utilising their internal audit function to provide independent assurance that the 

process of assessment and evidence provided is sufficiently rigorous.  If providers choose not to utilise internal 

audit to support this assessment, then they may wish to consider including maternity audit activity in their 

plans for 2020/21. 

Regional Teams will assess the outputs of the self-assessment and will work with providers to understand 

where the gaps are and provide additional support where this is needed.  This will ensure that the 7 IEAs will 

be implemented with the pace and rigour commensurate with the findings and ensure that mothers and their 

babies are safe. the findings and ensure that mothers and their babies are safe 

  

https://www.donnaockenden.com/downloads/news/2020/12/ockenden-report.pdf
https://resolution.nhs.uk/wp-content/uploads/2020/02/Maternity-Incentive-Scheme-year-three-guidance.docx
https://resolution.nhs.uk/wp-content/uploads/2019/12/Maternity-Incentive-Scheme-Year-three.pdf
https://www.gov.uk/government/publications/morecambe-bay-investigation-report


 

Section 1 

Immediate and Essential Action 1: Enhanced Safety 
Safety in maternity units across England must be strengthened by increasing partnerships between Trusts and within local networks. Neighbouring Trusts must 
work collaboratively to ensure that local investigations into Serious Incidents (SIs) have regional and Local Maternity System (LMS) oversight. 

 Clinical change where required must be embedded across trusts with regional clinical oversight in a timely way. Trusts must be able to provide evidence 
of this through structured reporting mechanisms e.g. through maternity dashboards. This must be a formal item on LMS agendas at least every 3 months. 

 External clinical specialist opinion from outside the Trust (but from within the region), must be mandated for cases of intrapartum fetal death, maternal 
death, neonatal brain injury and neonatal death. 

 All maternity SI reports (and a summary of the key issues) must be sent to the Trust Board and at the same time to the local LMS for scrutiny, oversight 
and transparency. This must be done at least every 3 months 

 

Link to Maternity Safety actions: 
Action 1:   Are you using the National Perinatal Mortality Review Tool to review perinatal deaths to the required standard? 
Action 2:   Are you submitting data to the Maternity Services Dataset to the required standard? 
Action 10: Have you reported 100% of qualifying cases to HSIB and (for 2019/20 births only) reported to NHS Resolution's Early Notification scheme? 
 

Link to urgent clinical priorities: 
(a) A plan to implement the Perinatal Clinical Quality Surveillance Model 
(b) All maternity SIs are shared with Trust boards at least monthly and the LMS, in addition to reporting as required to HSIB 

 

What do we have in place 
currently to meet all 
requirements of IEA 1? 

Describe how we are 
using this measurement 
and reporting to drive 
improvement? 
 

How do we know 
that our 
improvement 
actions are 
effective and that 
we are learning at 
system and trust 
level? 

What further 
action do we 
need to take? 

Who and by 
when? 

What resource or 
support do we need? 

How will 
mitigate risk in 
the short term? 

1.1 Action plan collated to 
implement the Trust level 
actions identified in the 
newly published (January 
2021) Perinatal Clinical 
Quality Surveillance 
Model 

Implementation of model will 
improve oversight at Trust 
level. 
 

Regional sharing of learning 
from incidents and 
benchmarking of performance 
data at Regional Safety 
Special Interest Group. 
 

Outlier update submitted if 
deviation from mean noted 
 

Evidence of improved 
outcomes in response 
to shared learning. 
 

Full 
implementation 
of Trust level 
actions action 
plan required 
and resource 
required to 
support external 
reviews. 
 

March 2021 
 
Divisional 
Midwifery and 
Nursing 
Director 
(DMND) 
 

Confirm standardised 
approach to governance 
arrangements relating to 
the quality surveillance 
model within the local 
maternity system. 

Action plan in 
progress to 
implement model. 
 

https://www.npeu.ox.ac.uk/pmrt
https://resolution.nhs.uk/services/claims-management/clinical-schemes/clinical-negligence-scheme-for-trusts/early-notification-scheme/
https://www.hsib.org.uk/maternity/what-we-investigate/


1.2 Statement of commitment 
received to implement 
new process. 

 
 

 
 
 
 

 
 
 
 
 
 

 
 
 
 

Medical, governance and 
midwifery time to be 
calculated to participate 
in process 

Action plan in 
progress to 
implement model. 
 
 

1.3 External clinical specialist 
opinion from outside the 
Trust invited to selected 
high level incident review 
panels. 

External opinion is used as 
best practice to reduce risk of 
confirmation bias and cultural 
bias, internal clinical teams 
will participate in reviews in 
external Trust incident 
reviews, further increasing 
exposure to wider MDT 
working. 

External review part of 
local maternity system 
informal agreement 
for peer overview. 

Secure external 
specialist 
mandated 
attendance at 
meetings on bi 
monthly basis. 
 
Allocate funded 
time (2 PAs) for 
an obstetrician to 
undertake case 
reviews in job 
plans 

March 2021 
 
DMND 

Reciprocal mandated 
agreement required from 
other providers in local 
maternity system to 
attend review panel 
sessions within local 
maternity system. 
 

Financial funding to 
secure time ( 2 PAs per 
month) for obstetrician to 
undertake internal / 
external reviews in job 
plans. 

Ongoing informal 
external review 
arrangement to 
continue in short 
term. 

1.4 Reporting all appropriate 
cases  to HSIB, PMRT 
and NHS Resolution 
 

All qualifying incidents will be 
reported. 
 
There is external scrutiny for 
all PMRT and HSIB incidents, 
the learning from this will be 
shared and built into training 
across all maternity, theatre 
and neonatal areas and 
through the learning to 
improve processes.   

All cases that are 
reported receive an 
initial Divisional review 
ensuring early 
resolution actions are 
taken to mitigate any 
safety risks. 
 
Final reports are 
scrutinised, actions 
agreed with MDT and 
implemented in 
partnership with staff. 
 
Individual and group 
lessons learned are 
shared. 
 
Newsletters, individual 
case based 
discussion and 
Professional Midwifery 
Advocate feedback 
mechanisms are 
used. 
 

All maternity 
serious incidents 
to be shared with 
Trust Board bi-
monthly 
maternity update 
report going 
forward and with 
the LMS, in 
addition to 
reporting as 
required to HSIB. 
 
Cases that are 
reported to HSIB 
should be STEIS 
reported going 
forward.  
 

March 2021 
 
DMND 
Director of 
Governance  
 

Governance support to 
ensure all cases are 
reported, investigated 
and lessons shared.  
 
Resource assessment 
required to ensure 
sufficient governance 
resource available to 
meet the requirements of 
this standard. 
Assessment 
commenced.  

This is 
improvement work, 
ongoing controls 
mitigate the risk.  
All incidents that 
meet the criteria 
are reported to 
HSIB and STEIS 
reported. 



Family involvement in 
the reviews that are 
reported to STEIS and 
PMRT is routine and 
part of the process.  
 
Cases are reported to 
the Trust Safety and 
Learning Group (a 
cross divisional MDT 
forum held on a 
weekly basis to look at 
all incidents of 
moderate harm and 
above).   

1.5 Monitoring of key 
performance indicators at 
Trust and level. 
 
 
 

Monthly review and reporting 
of key performance indicators 
through Divisional 
improvement Forums and 
governance dashboard.  

Evidence of sharing 
lesson learned 
themes from incidents 
within maternity 
service. 

Maternity 
dashboard and 
divisional 
governance will 
be refreshed to 
include key 
governance 
metrics.  

March 2021 
 
Complex Care 
Matron 
 
DMND 
 

Ongoing quality 
improvement support to 
convert all key indictors 
into SPC charts. Plot the 
Dots session held and 
improved approach 
agreed at Board level.  

This is 
improvement work, 
ongoing controls 
mitigate the risk. 

1.6 Participation in regional 
maternity dashboard and 
benchmarking of 
performance. 
 

Submission of data to region 
where trust performance is 
being benchmarked locally 
against national and regional 
performance ratings and  
highlights any areas of outlier 
performance.  
 

Evidence of sharing 
lesson themes from 
incidents at local 
maternity system 
Safety Special Interest 
Group. 
 

All STEIS reports 
to be shared with 
LMS monthly 
and Board bi-
monthly 
 
Monthly return of 
HSIB cases to be 
sent to LMS 

March 2021 
 
Maternity 
Governance 
Lead. 

To be added as a formal 
item on LMS agenda at 
least every 3 months 

This is 
improvement work, 
ongoing controls 
mitigate the risk. 

1.7 Trust representation and 
participation at Safety 
Special Interest Group 
and Stillbirth Interest 
Group where lessons 
learned from incidents are 
shared. 

Areas of Trust outlier 
performance are plotted on 
SPC chart to identify trends 
currently and reported in 

maternity services update at 
Safety & Quality committee. 
 
 

 
 
 

 
 

 
 

 
 

 
 

1.8 Serious Incidents are 
shared with the Safety & 
Quality Committee, a 
Committee of the Board 
on a quarterly basis. 
 

Trust oversight and scrutiny 
of incidents shared learning, 
identified. 
 

Evidence of the 
collation of learning 
from incidents at wider 
Trust level from the 
Safety and Learning 
Group. 

Monthly 
submission of 
STEIS reports 
with a summary 
of key issues and 
learning to be 

March 2021 
 
Maternity 
Governance 
Lead 

To be added as a formal 
item on LMS agenda at 
least every 3 months. 
 

No risk as process 
commenced Jan 
2021. 



 presented to 
Trust Board and 
LMS bi monthly. 
 

1.9 The annual serious 
untoward incident report 
is part of the cycle of 
business at Trust Board.  
  
 

 
 
 

Key learning is shared 
with relevant staff 
groups to raise 
awareness and 
improve future 
outcomes. 
 
Learning from 
incidents is shared 
currently on an ad hoc 
basis at regional 
Safety Special Interest 
Group. 

Formal reporting 
to LMS at 3 
monthly 
intervals. 
 
Maternity STEIS  
reports (and a 
summary of the 
key issues) must 
be sent to the 
Trust Safety and 
Learning Group 
and at the same 
time to the local 
LMS for scrutiny, 
oversight and 
transparency. 

 
 

 
 
 

 
 

 

  



Immediate and essential action 2: Listening to Women and Families 
Maternity services must ensure that women and their families are listened to with their voices heard. 

 Trusts must create an independent senior advocate role which reports to both the Trust and the LMS Boards. 

 The advocate must be available to families attending follow up meetings with clinicians where concerns about maternity or neonatal care are discussed, 
particularly where there has been an adverse outcome.  

 Each Trust Board must identify a non-executive director who has oversight of maternity services, with specific responsibility for ensuring that women and 
family voices across the Trust are represented at Board level. They must work collaboratively with their maternity Safety Champions. 

 

Link to Maternity Safety actions:  
Action 1:  Are you using the National Perinatal Mortality Review Tool to review perinatal deaths to the required standard? 
Action 7: Can you demonstrate that you have a mechanism for gathering service user feedback, and that you work with service users through your 

Maternity Voices Partnership to coproduce local maternity services? 
Action 9: Can you demonstrate that the Trust safety champions (obstetrician and midwife) are meeting bimonthly with Board level champions to 

escalate locally identified issues? 
 

Link to urgent clinical priorities: 
(a) Evidence that you have a robust mechanism for gathering service user feedback, and that you work with service users through your Maternity Voices 

Partnership (MVP) to coproduce local maternity services. 

(b) In addition to the identification of an Executive Director with specific responsibility for maternity services, confirmation of a named non-executive director 

who will support the Board maternity safety champion bringing a degree of independent challenge to the oversight of maternity and neonatal services and 

ensuring that the voices of service users and staff are heard. 
 

What do we have in place 
currently to meet all 
requirements of IEA 2? 
 

How will we evidence 
that we are meeting the 
requirements? 

How do we know 
that these roles 
are effective? 
 

What further 
action do we 
need to take? 

Who and by 
when? 

What resource or 
support do we need? 

How will we 
mitigate risk in 
the short term? 

2.1 Robust Service User 
Feedback 
Mechanisms in place to 
gather feedback including: 
 

 Maternity Voice 
Partnership meetings 
take place bi monthly. 

 Participation in annual 
CQC maternity 
survey. 

 Collation of monthly 
Friends and Family 
data. 

 Service users are 
invited to participate 
in CQC assessments. 

Minutes of  Maternity Voice 
Partnership meetings. 
 
Submission of evidence to 
demonstrate co-production. 
 
CQC Maternity Survey 
Findings. 
 
Patient experience report to 
Trust Safety and Quality 
Committee. 
 

Evidence of 
coproduction and 
collaborative 
working. 
 
Feedback received 
from women and 
Trust rating score. 

Appoint 
independent senior 
advocate to attend 
Trust Board and 
LMS Board. 

June 2021 
 
DNMD 

Financial support to 
appoint an independent 
senior advocate to attend 
Trust Board and LMS 
Board and support follow 
up meetings with 
clinicians where 
concerns about maternity 
or neonatal care are 
discussed.  
 
 
National job description, 
training package and  
model for a network of 
advocates awaited. 

Maternity  
Voice Partnership 
chair attends all 
LMS Boards for 
oversight. 



2.2 Non-Executive Director 
identified as Non-
executive lead for 
Maternity, Neonatal and 
Children– Ann Pennell  
 

Non-Executive attendance 
identified on Board meeting 
minutes. 
 
 
Trust Board Minutes reflect 
NED attendance at Maternity 
and neonatal safety forum 
and safeguarding Board 
attendance.   
 
 
 

Evidence in 
minutes of Non 
Executive 
participation in 
discussion at 
Board, advocating 
for maternity and 
neonatal services 
and using 
experience to 
influence 
discussions and 
outcomes.  
 
 
The non-executive 
director will advise 
the board through 
increased 
knowledge of these 
services on matters 
relating to topics.  
 
The Board and 
Safety & Quality 
committee agendas 
and cycle of 
business reflect the 
continued presence 
of maternity 
services being a 
priority of the 
organisation.  

Ensure role of 
existing Non-
Executive Director 
role is formally 
updated to reflect 
the new national 
recommendation. 
 
Consider if this 
requires 
remuneration given 
the requirements of 
the role.  
 
Share minutes of 
Maternity Safety 
Champions 
meetings with Non-
Executive Director 
and extend invite to 
these monthly 
meetings.  
 
Arrange a 
bimonthly meeting 
with DNMD, NED 
for maternity and 
children and 
Nursing, Midwifery 
& AHP Director.  

Dec 2020 
 
Executive 
Director and 
Board level 
Safety 
Champion 

Agreement at Board to 
make a recommendation 
to the Council of 
Governors to remunerate 
the role in recognition of 
the requirements.  
 
 

No risk.  

2.3 Executive Director lead 
identified for  Maternity, 
Neonatal and Children  – 
Sarah Cullen 

Executive attendance 
identified on Board meeting 
minutes.  
 

 

Evidence in 
minutes of 
Executive 
participation in 
discussion at Board 
 
Evidence of 
attendance at 
matneo safety 
forums and safety 
champion forums 

 

Nil further actions 
identified.  

Dec 2020 
 
DMND 

No additional resource 
 
 
 
 
 
 
 

 

No risk 

 



Immediate and essential action 3: Staff Training and Working Together 
Staff who work together must train together 

 Trusts must ensure that multidisciplinary training and working occurs and must provide evidence of it. This evidence must be externally validated through the 
LMS, 3 times a year. 

 Multidisciplinary training and working together must always include twice daily (day and night through the 7-day week) consultant-led and present 
multidisciplinary ward rounds on the labour ward. 

 Trusts must ensure that any external funding allocated for the training of maternity staff, is ring-fenced and used for this purpose only. 
 

Link to Maternity Safety actions:  
 
Action 4:  Can you demonstrate an effective system of clinical workforce planning to the required standard? 
Action 8:  Can you evidence that at least 90% of each maternity unit staff group have attended an 'in-house' multi-professional maternity emergencies 

training session since the launch of MIS year three in December 2019? 
 

Link to urgent clinical priorities:  
(a) Implement consultant led labour ward rounds twice daily (over 24 hours) and 7 days per week. 

(b) The report is clear that joint multi-disciplinary training is vital, and therefore we will be publishing further guidance shortly which must be implemented. In the 

meantime we are seeking assurance that a MDT training schedule is in place 
 

What do we have in place 
currently to meet all 
requirements of IEA 3? 

What are our monitoring 
mechanisms? 
 

Where will 
compliance with 
these 
requirements be 
reported? 

What further 
action do we 
need to take? 

Who and by 
when? 

What resource or 
support do we need? 

How will we 
mitigate risk in 
the short term? 

3.1  
3.1 Evidence of MDT 
training  compliance 
 
 

 

 
Training compliance figures 
monitored monthly.  
 
 

 

 
Maternity Safety 
and Quality 
Committee with 
escalation to 
Divisional Safety 
and Quality 
Committee if 
required. 

 
Validation of 
training needs 
analysis framework  
schedule in 
accordance with 
core competency 
framework 
required. 

 
March 2021 
 
Practice 
Educator 
 
DMND 

 
Training evidence to be 
externally validated 
through the LMS, 3 times 
a year. 

 
No risk MDT 
training in place 
and monitoring 
ongoing. 

3.2 Training Schedule       

3.3 Training needs analysis 
 

  Validation of 
training compliance 
required within local 
maternity system. 
 
Ensure that training 
continues and that 
all staff groups 
achieve 90%. 
 

   



Training 
compliance to be 
included in CNST 
update to Board 
going forward. 

3.4 Twice daily consultant led 
ward rounds with 
consultant present 
embedded in practice. 
 

 

Snap shot audit undertaken 
provides significant 
assurance. 
 
Audit of attendance at twice 
daily ward rounds to be 
added to clinical audit 
schedule as per consultant 
attendance policy. 

Clinical Audit 
meeting with 
escalation to 
Divisional 
Workforce 
Committee if 
required. 
 

Consultant role 
when on duty for 
obstetrics policy 
being collated to 
define expectation. 

March 2021 
 
Clinical 
Director 
Obstetrics 

Financial support to 
increase presence of 
Consultant on Delivery 
Suite. Assessment of 
financial impact 
underway.  

No risk.  
Twice daily 
attendance in place 
and significant 
assurance provided 
in snap shot audit.  

3.5 CNST monies ring fenced 
for training. 
 
 
Statement of commitment 
completed providing 
assurance that CNST 
funds for training will be 
ring fenced. 

 

Divisional Finance and 
Performance Committee. 
 

Divisional Board / 
Finance and 
Performance 
meeting. 
 
 

CNST financial 
transactions to be 
added to the 
agenda at  
Divisional Finance 
and Performance 
Committee and 
Finance and 
Performance  
Committee.  

March 2021 
 
Director of 
Finance 
 
Divisional 
Finance 
Director 

Divisional Finance 
Director update report 

No risk 

  



Immediate and essential action 4: Managing Complex Pregnancy 
There must be robust pathways in place for managing women with complex pregnancies  
 
Through the development of links with the tertiary level Maternal Medicine Centre there must be agreement reached on the criteria for those cases to be 
discussed and /or referred to a maternal medicine specialist centre. 

 Women with complex pregnancies must have a named consultant lead 

 Where a complex pregnancy is identified, there must be early specialist involvement and management plans agreed between the woman and the team 
 

Link to Maternity Safety Actions:  
Action 6:  Can you demonstrate compliance with all five elements of the Saving Babies’ Lives care bundle Version 2?  
 

Link to urgent clinical priorities: 
a) All women with complex pregnancy must have a named consultant lead, and mechanisms to regularly audit compliance must be in place. 

b) Understand what further steps are required by your organisation to support the development of maternal medicine specialist centres. 
 

What do we have in place 
currently to meet all 
requirements of IEA 4? 

What are our monitoring 
mechanisms? 

Where is this 
reported? 

What further 
action do we 
need to take? 

Who and by 
when? 

What resources or 
support do we need? 

How will we 
mitigate risk in 
the short term? 

4.1 Women with complex 
pregnancies have a 
named consultant lead 
allocated at booking and 
are allocated to a complex 
care pathway 
 
 

 

Not previously monitored. 
 
Snapshot audit of compliance 
undertaken with limited 
assurance at this time. 

Not previously 
monitored. 

Name of the 
Consultant 
Obstetric Lead with 
supporting audit 
from the previous 
12-month annual 
audit cycle.  
 
Ensure name of 
Lead Consultant as 
mandatory field on 
new maternity 
badgernet system. 
 
Formal clinical audit 
to be undertaken 
following initiated 
changes.  
 
Add risk 
assessment 
question to new 
badgernet digital 
system in phase 2 
of implementation 
  

March 2021 
 
Clinical Audit 
Lead 
 
Complex Care 
Matron 

Clinical Audit resource to 
be determined.  

 

Continue to 
document in written 
maternity notes 
until digital 
maternity system 
implemented in 
March 2021. 
 

 



4.2 Referral pathways to 
specialist fetal medicine 
centres. 

Review of overall policy 
compliance weekly in 
Divisional meeting and at 
monthly Divisional Safety and 
Quality Committee. 

Guideline group 
monthly. 
 
Divisional Safety 
and Quality 
Committee. 

Standard operating 
procedure and care 
pathway to  be 
collated which 
identifies how 
women are referred 
into a regional 
maternal medicine 
centres.   
 
Participation in 
local maternity 
system discussions 
regarding future 
regional centre 
models. 

March 2021 
 
DMND 

 

Intentionally blank Ongoing referral 
and review on a 
case by case basis 

 

  



Immediate and essential action 5: Risk Assessment Throughout Pregnancy 
Staff must ensure that women undergo a risk assessment at each contact throughout the pregnancy pathway. 

 All women must be formally risk assessed at every antenatal contact so that they have continued access to care provision by the most appropriately 
trained professional 

 Risk assessment must include ongoing review of the intended place of birth, based on the developing clinical picture. 
 

Link to Maternity Safety actions: 
Action 6:  Can you demonstrate compliance with all five elements of the Saving Babies’ Lives care bundle Version 2? 
 

Link to urgent clinical priorities: 
 

a) A risk assessment must be completed and recorded at every contact. This must also include ongoing review and discussion of intended place of birth.   

This is a key element of the Personalised Care and Support Plan (PSCP). Regular audit mechanisms are in place to assess PCSP compliance. 
 

What do we have in place 
currently to meet all 
requirements of IEA 5? 

What are our monitoring 
mechanisms and where 
are they reported? 

Where is this 
reported? 
 

What further 
action do we 
need to take? 

Who and by 
when? 

What resources or 
support do we need? 

How will we 
mitigate risk in 
the short term? 

5.1 A risk assessment is 
completed at booking. 
Changes to risk status 
and intended place of 
birth documented in 
management plan. 

Clinical Audit Meeting. 

 
Not currently 
reported. 

Undertake regular 
audit of 
personalised care 
plan compliance 
and recording of 
lead professional to 
be included as part 
of clinical audit 
cycle and share 
findings at clinical 
audit meeting. 

March 2021 
 
Clinical audit 
lead midwife. 

Clinical audit resource to 
be determined. 

Raise awareness of 
current compliance 
and continue to 
progress with 
implementation of 
digital system that 
will negate the risk 
long term. 

5.2 A Statement of 
commitment received to 
sign up to the National 
Antenatal Risk 
Assessment process.  

 

      

 

  



Immediate and essential action 6: Monitoring Fetal Wellbeing 
All maternity services must appoint a dedicated Lead Midwife and Lead Obstetrician both with demonstrated expertise to focus on and champion best practice in 
fetal monitoring. 
The Leads must be of sufficient seniority and demonstrated expertise to ensure they are able to effectively lead on:  

 Improving the practice of monitoring fetal wellbeing  

 Consolidating existing knowledge of monitoring fetal wellbeing  

 Keeping abreast of developments in the field 

 Raising the profile of fetal wellbeing monitoring  

 Ensuring that colleagues engaged in fetal wellbeing monitoring are adequately supported   

 Interfacing with external units and agencies to learn about and keep abreast of developments in the field, and to track and introduce best practice. 

 The Leads must plan and run regular departmental fetal heart rate (FHR) monitoring meetings and cascade training.  

 They should also lead on the review of cases of adverse outcome involving poor FHR interpretation and practice. •  

 The Leads must ensure that their maternity service is compliant with the recommendations of Saving Babies Lives Care Bundle 2 and subsequent national 
guidelines. 

Link to Maternity Safety actions: 
Action 6:  Can you demonstrate compliance with all five elements of the Saving Babies’ Lives care bundle Version 2? 
Action 8:  Can you evidence that at least 90% of each maternity unit staff group have attended an 'in-house' multi-professional maternity emergencies 
training session since the launch of MIS year three in December 2019? 

Link to urgent clinical priorities: 
a) Implement the saving babies lives bundle. Element 4 already states there needs to be one lead. We are now asking that a second lead is identified so that 

every unit has a lead midwife and a lead obstetrician in place to lead best practice, learning and support. This will include regular training sessions, review of 

cases and ensuring compliance with saving babies lives care bundle 2 and national guidelines. 

What do we have in place 
currently to meet all 
requirements of IEA 6? 

How will we evidence 
that our leads are 
undertaking the role in 
full? 

What outcomes 
will we use to 
demonstrate that 
our processes are 
effective? 

What further 
action do we 
need to take? 

Who and by 
when? 

What resources or 
support do we need? 

How will we 
mitigate risk in 
the short 
term? 

6.1 Two fetal monitoring leads 
appointed. 
 
Claire Loates – Midwife 
Lead  
 
Kate Robinson – 
Consultant Lead 

Evidence of training 
schedule including live 
skills drills, fetal monitoring 
training sessions.  
 
Training compliance data. 
 
Fetal monitoring policy 

Attainment of training 
compliance. 
 
Reduced incidence of 
poor outcomes 
associated with fetal 
monitoring errors. 

Funding of the 
0.4WTE midwifery 
and 0.25WTE 
obstetric fetal 
monitoring leads 
on a substantive 
basis 

 

March 2021 
 
Divisional 
Finance 
Director / 
Divisional 
Director 

Financial support to appoint 
the 0.4WTE midwifery and 
0.25TWE obstetric fetal 
monitoring leads on a 
substantive basis 

Low risk as leads 
appointed. 
Funding is 
outstanding. 

6.2 Safety Improvement 
Midwife Band 7 in post to 
monitor compliance with 
the recommendations of 
Saving Babies Lives Care 
Bundle 2 and subsequent 
national guidelines. 

Ongoing monitoring of the 
safety improvement plan 
including SBLV2 at 
maternity safety and quality 
meetings. 

 

Improved compliance 
with the SBLV2 
compliance survey. 

Benchmarking of 
policy with SBLV2 
fetal monitoring 
guidance. 

March 2021 
 
SBLV2 Lead 
 
DMND 

No additional resource 
required 

Ongoing bi 
monthly 
monitoring of 
compliance and 
reporting to 
Board in CNST 
update. 

https://www.england.nhs.uk/wp-content/uploads/2019/03/Saving-Babies-Lives-Care-Bundle-Version-Two-Updated-Final-Version.pdf
https://www.england.nhs.uk/wp-content/uploads/2019/03/Saving-Babies-Lives-Care-Bundle-Version-Two-Updated-Final-Version.pdf


Immediate and essential action 7: Informed Consent  
All Trusts must ensure women have ready access to accurate information to enable their informed choice of intended place of birth and mode of birth, including 
maternal choice for caesarean delivery. 
All maternity services must ensure the provision to women of accurate and contemporaneous evidence-based information as per national guidance. This must 
include all aspects of maternity care throughout the antenatal, intrapartum and postnatal periods of care  
Women must be enabled to participate equally in all decision-making processes and to make informed choices about their care 
Women’s choices following a shared and informed decision-making process must be respected 

 

Link to Maternity Safety actions: 
Action 7:  Can you demonstrate that you have a mechanism for gathering service user feedback, and that you work with service    users through your 
Maternity Voices Partnership to coproduce local maternity services?  
 

Link to urgent clinical priorities: 

a) Every trust should have the pathways of care clearly described, in written information in formats consistent with NHS policy and posted on the trust website. 

An example of good practice is available on the Chelsea and Westminster website. 
 

What do we have in place 
currently to meet all 
requirements of IEA 7? 

Where and how often 
do we report this? 

How do we know 
that our processes 
are effective? 

What further 
action do we 
need to take? 

Who and by 
when? 

What resources or 
support do we need? 

How will we 
mitigate risk in 
the short 
term? 

7.1 Informed consent policy v 
9.3 accessible via 
internet. 
 

Not applicable 
 

Link checked. 
 
Policy checked and 
updated as per Trust 
procedure. 

Link to be shared 
externally via 
communications. 
 
 
 

Dec 2020 
 
Director of 
Governance 

No further resource No risk 

7.2 The Community Midwife 
provides information to 
enable the woman to 
have an informed choice 
of intended place of birth 
and mode of birth, 
including maternal choice 
for caesarean delivery.  

Exceptions reported via 
incident reporting.  

Patient reported 
outcomes and 
satisfaction with care. 

Snapshot audit of 
current 
compliance with 
required standard. 

March 2021 
 
DMND 

Exceptions reported via 
incident reporting.  

No risk 

7.3 Guidance on place of birth 
pathways can be 
accessed via Trust 
website and is accessible 
in video and pdf format. 
 

Not reported – reviewed if 
pathway updated. 

Website checked and 
limited pathways 
accessible on internet 
for viewing. 

Additional 
pathways of care 
to be clearly 
described, on 
website. 

 

March 2021 
 
DMND 

 
 

Funding of an IT resource 
to update external website 
and include pathways of 
care. Exact amount to be 
determined. 

No risk 

7.4 Women can access 
shared L&SC information  
via the Mum and Baby 
app. 

  Publication of link 
to website on 
social media. 

   

https://www.chelwest.nhs.uk/services/maternity


Section 2 
 

MATERNITY WORKFORCE PLANNING 
 

Link to Maternity safety standards:  
 
Action 4: Can you demonstrate an effective system of clinical workforce planning to the required standard 
Action 5: Can you demonstrate an effective system of midwifery workforce planning to the required standard? 
 

We are asking providers to undertake a maternity work-force gap analysis, to have a plan in place to meet the Birthrate Plus (BR+) 
(or equivalent) standard by the 31st January 2020 and to confirm timescales for implementation.  

 

What process have 
we undertaken? 

How have we 
assured that our 
plans are robust 
and realistic? 

How will ensure 
oversight of 
progress against 
our plans going 
forwards? 

What further action 
do we need to 
take? 

Who and by 
when? 

What resources 
or support do 
we need? 

How will we 
mitigate risk 
in the short 
term? 

Birth Rate Plus review 
undertaken in 2019. 
 

Staffing reviewed 
monthly and report 
submitted to Trust 
Safety and Quality 
Committee. 
 
Current staffing 
exceeds Birth Rate 
Plus 
recommendations 
as currently 
includes 7WTE 
substantive 
maternity leave 
backfill. 
 

Ongoing monitoring 
of midwife: birth ratio 
and staffing related 
indicators in monthly 
report to Trust Safety 
and Quality 
Committee. 

Ongoing monitoring of 
establishment required 
 
Recruitment of existing 
vacancies ongoing  

January 2021 
 
DMND 
 

Not applicable No risk 



  MIDWIFERY LEADERSHIP  
 
Please confirm that your Director/Head of Midwifery is responsible and accountable to an executive director and describe how 
your organisation meets the maternity leadership requirements set out by the Royal College of Midwives in Strengthening midwifery 
leadership: a manifesto for better maternity care 
 

 
The Trust is fully compliant with the seven steps to strengthen midwifery leadership recommended in the 2019 Royal College of Midwives 
publication: 
 
Step 1 - A Director of Midwifery in every trust and health board, and more Heads of Midwifery across the service.  
 An Executive Nursing, Midwifery and Allied Health Professions Director is employed in the Trust and supports fully the work of the Divisional 
Midwifery and Nursing Director who incorporates the Head of Midwifery role within the scope of her role. The Divisional Midwifery & Nursing 
Director attends Trust Board, meets with the Non-Executive Lead for Maternity, neonates and children through safety forums and will in 
future participate in a one to one with the NED bi monthly. 
 
Step 2 -  A lead midwife at a senior level in all parts of the NHS, both nationally and regionally. 
 A Regional Chief Midwife has been appointed who supports all four maternity leads and providers within Lancashire and South Cumbria. 
 
Step 3 -  More consultant midwives 
A Consultant Midwife is employed within the Trust who leads on the promotion of normality and midwifery led pathways of care. 
 
Step 4.  Specialist midwives in every trust and health board. 
15.8WTE specialist midwives are employed within the Trust. 
 
Step 5 - Strengthening and supporting sustainable midwifery leadership in education and research 
Sustainable midwifery leadership roles in education and research are supported and staff are employed within the relevant roles. 
 
Step 6-  A commitment to fund ongoing midwifery leadership development 
A commitment to fund ongoing midwifery leadership development is evident within the maternity service with staff undertaking leadership and 
Masters level training to enhance their knowledge and leadership skills. 
 
Step 7 –  Professional input into the appointment of midwife leaders 
The multidisciplinary team including obstetricians contribute to the appointment of all senior midwifery leaders. 
 
 

 

https://www.rcm.org.uk/media/3527/strengthening-midwifery-leadership-a4-12pp_7-online-3.pdf
https://www.rcm.org.uk/media/3527/strengthening-midwifery-leadership-a4-12pp_7-online-3.pdf


 NICE GUIDANCE RELATED TO MATERNITY 
 

We are asking providers to review their approach to NICE guidelines in maternity and provide assurance that these are assessed 
and implemented where appropriate.  Where non-evidenced based guidelines are utilised, the trust must undertake a robust 
assessment process before implementation and ensure that the decision is clinically justified. 
 

What process do 
we have in place 
currently? 

Where and how 
often do we 
report this? 

What assurance 
do we have that 
all of our 
guidelines are 
clinically 
appropriate? 

What further action 
do we need to 
take? 

Who and by 
when? 

What resources 
or support do 
we need? 

How will we 
mitigate risk 
in the short 
term? 

Development and 
Management of 
Procedural Documents 
policy in place within 
wider Trust.  
 
 

Guideline progress 
and overall policy 
compliance 
reported at 
guideline group 
held monthly. 
 
 
. 
 

All policies in date as 
of December 2020. 
 
Clinical Audit 
Assurance monthly 
report. 
 
 

Ongoing 
benchmarking and 
updating of all policies 
as they expire. 

All policy 
owners 
 
DMND 
 

Clinical audit team 
ongoing support 
with monitoring of 
compliance 

No risk ongoing 
review and 
update of 
clinical 
guidelines 
Continues. 

Monthly monitoring of 
compliance with NICE 
standards ongoing. 
 

Divisional Safety 
and Quality 
Committee 

Monitoring via 
weekly governance 
snapshot report and 
at monthly guideline 
meeting. 
 
All policies ratified at 
Trust group. 
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Annex: Role descriptor for the non-exec 

board safety champion 
 
 

In line with recommendations from the Ockenden Review, the board-level safety 

champion role should be supported by a non-executive director. In trusts where this 

role is currently being undertaken by an exec lead, a non-exec must now be 

appointed in addition and the two should work together to ensure a seamless 

leadership function.  

The role of the trust board safety champion is to act as a conduit between staff, 

frontline safety champions (obstetric, midwifery and neonatal), service users, LMS 

leads, the Regional Chief Midwife and Lead Obstetrician and the Trust board to 

understand, communicate and champion learning,  challenges and successes. 

Published guidance sets these responsibilities out in detail. The non -executive will 

act as a support to the Board Perinatal Safety Champion by: 

o bringing a degree of independent, supportive challenge to the oversight of 

maternity services  

o ensuring that they are resourced to carry out their role  

o challenging the board to reflect on the quality and safety of its maternity 

services 

o ensuring that the views and experiences of patients and staff are heard  

Together the non-executive and the board-level safety champion should: 

• adopt a curious approach to understanding quality and safety of services  

• jointly, with frontline safety champions, draw on a range of intelligence 

sources to review outcomes, including staff and user feedback to fully 

understand the services they champion 

• update the Trust Board on a monthly basis from January 2021, on issues 

requiring board-level action. 
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• The Board should be updated using a board level dashboard (see Annex x) 

which includes as a minimum:  

 

o All maternity and neonatal Serious Incidents 

o Incidents graded as moderate harm or higher 

o Trust position in meeting national ambition trajectories for stillbirth, 

brain injury, maternal mortality, neonatal mortality and preterm birth 

rates; implementation rates of SBLCBv2 and Continuity of Carer 

o safe staffing levels 

o correspondence or concerns raised by the Regional Chief Midwife and 

Lead Obstetrician, Coroners, Deaneries, national bodies including NHS 

Resolution, CQC, HSIB or the Invited Review process 

 

• ensuring that Duty of Candour is upheld and that locally undertaken SI 

investigations meet national standards for review 

• ensuring themes and learning from SI investigations, Never Events, Invited 

Reviews and concerns raised by external parties, including service users, are 

implemented, audited for efficacy and monitored at board level ensuring 

accountability for actions being undertaken  

• providing oversight and appropriate challenge in relation to evidence for the 

CNST maternity incentive scheme safety actions 

• ensuring that learning as well as improvement activity is are shared with the 

LMS, Regional Chief Midwife and Lead Obstetrician and Patient Safety 

Networks as part of revised oversight and governance structures.   

Enablers to achieving these priorities include: 

• Protected time to undertake the Board Maternity Safety Champion role  

• Together with your MVP lead, non-exec and Board safety champion, 

undertaking an assessment of the safety of your services using the Maternity 

Safety Self-Assessment Tool  

• Taking into account locally undertaken culture surveys, working with service 

users and the wider clinical team to develop a common vision for safety  

• Meeting monthly with midwifery, obstetric and neonatal safety champions to 

fully understand relevant insights, barriers and successes which need 

reflecting at board level 

• Acting as a key point of contact for the clinical triumvirate, national 

organisations, the Regional Chief Midwife and Lead Obstetrician and LMS 

lead to address identified issues  
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• Engaging with leaders in other parts of the organisation responsible for safety 

and improvement to ensure alignment of safety initiatives. 

• Supporting improvement initiatives that require both maternity and neonatal 

collaboration 

• Setting out clearly and publicly how the Trust is working to improve the safety 

of perinatal services – including those relating to service user feedback 



Appendix 3 - Perinatal Quality Surveillance Model Implementation Action plan 

Ref  Standard Key Actions Lead Officer Deadline 
for 

action 

Progress Update 
 

Please provide supporting 
evidence 

(document or hyperlink)  

Current 
Status 

1 2 3 4 
 

1 Principle 1 – 
Strengthening 
trust-level 
oversight for 
quality 

1. To appoint a non-
executive director to 
work alongside the 
board-level perinatal 
safety champion to 
provide objective, 
external challenge 
and enquiry.  

 

Divisional 
Midwifery 
and Nursing 
Director 

31March 
2021 

18.12.20 The Chair of 
the Safety & Quality 
Committee (NED) is the 
Non Executive 
Champion.  
The Nursing Midwifery & 
AHP Director is the 
Executive Maternity 
neonatal champion.  
Evidence of attendance 
at matneo safety forums 

 

  2. A monthly review 
of maternity and 
neonatal safety and 
quality is 
undertaken by the 
trust board. 

Divisional 
Midwifery 
and Nursing 
Director / 
Director of 
Nursing, 
Midwifery 
and AHP 

31March 
2021 

18.12.20 Serious 
Incidents are shared with 
the Safety & Quality 
Committee, a committee 
of the Board on a 
quarterly basis.  
 
Notification of maternity 
serious Incidents 
including NMAHP 
Director briefing 
following the 48 hour 
review will be formalised 
within the incident 
management policy.  
 
The annual serious 
untoward incident report 
is part of the cycle of 
business at Trust Board.  
 
The monthly maternity 
staffing dashboard 
presented to Safety & 
Quality committee will 
now include any 
moderate and above 
incidents.  
 
All serious untoward 
incidents will be included 
in the bi monthly CNST 
update report from 
February. This is on the 
Board cycle of business.  
 
Learning from incidents 
within local maternity 
system are shared at the 
Safety Special Interest 
group. 

 

  3. Ensure all 
maternity Serious 
Incidents (SIs) are 
shared with trust 
boards and the 
LMS, in addition to 
reporting as 
required to HSIB. 

Divisional 
Midwifery 
and Nursing 
Director / 
Director of 
Nursing, 
Midwifery 
and AHP 

31March 
2021 

18.12.20 All serious 
untoward incidents will 
be included in the bi 
monthly CNST update 
report from February. 
This is on the Board 
cycle of business.  
 

 

  4. To use a locally Divisional 31 18.12.20 Recommended  
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agreed dashboard 
to include, as a 
minimum, the 
measures set out in 
Appendix 2, drawing 
on locally collected 
intelligence to 
monitor maternity 
and neonatal safety 
at board meetings.  
 

Midwifery 
and Nursing 
Director / 
Director of 
Nursing, 
Midwifery 
and AHP 

January 
2021 

dashboard will be 
included in all future 
maternity staffing reports 
to monitor safety and 
quality at board level 
meetings. Version 1 will 
be presented to safety & 
Quality committee in 
January 2021. 

  5. Having reviewed 
the perinatal clinical 
quality surveillance 
model in full, in 
collaboration with 
the local maternity 
system (LMS) lead 
and regional chief 
midwife, formalise 
how trust-level 
intelligence will be 
shared to ensure 
early action and 
support for areas of 
concern or need.  

Divisional 
Midwifery 
and Nursing 
Director / 
Director of 
Nursing, 
Midwifery 
and AHP 

31March 
2021 

18.12.20 Further 
discussions will be held 
re implementation of 
perinatal quality 
surveillance model in 
LMS to clarify how 
learning will be shared. 

 

  6. To review 
existing guidance, 
refreshed how to 
guides and a new 
safety champion 
toolkit to enable a 
full understanding of 
the role of the safety 
champion, including 
strong governance 
processes and key 
relationships in 
support of full 
implementation of 
the quality 
surveillance model.  
 

Divisional 
Midwifery 
and Nursing 
Director / 
Maternity and 
Neonatal 
Safety 
Champions 
all levels 

31March 
2021 

18.12.20 Safety 
champion guidance 
being collated and 
reviewed to articulate 
governance processes in 
an operating procedure 
to support 
implementation of the 
model. 

 



 
 

 
 

Trust Headquarters 

Board of Directors 

Maternity and Neonatal  Services Update (including CNST) 

Report to: Board of Directors Date: 4 February 2021 

Report of: Nursing, Midwifery & AHP Director  Prepared by: J Cotton 

 Part I √ Part II  

Purpose of Report  

For approval ☒ For ratification ☐ For discussion ☐ For information ☐ 

Executive Summary: 

The purpose of this report is to provide an overview of the safety and quality initiatives in progress within the 

maternity and neonatal services specifically relating to the ten CNST maternity safety actions included in the 

2020 scheme. 
 

The Trust was advised on the 15 December 2020 that the year three of the CNST scheme had resumed with a 

revised reporting period that extends until 15 July 2021.  
    

       This report details progress of all ten revised safety actions and highlights that two of the safety actions are at 

risk of non-compliance currently due to the delay in the implementation of the maternity digital system and the 

challenges of data collection for defined parameters.   The paper presents revised and new action plans to 

support the delivery of two further workstreams as part of the CNST scheme of work, namely, the British 

Association Peri Natal medicine (BAPM) nursing compliance and the explicit reference to Black, Asian and 

Minority Ethnic (BAME) continuity of carer actions.  
  

It is recommended The Board of Directors: 

i. Note the information contained within the report and confirm there is a local plan in place to conform with 

the MSDSv2 Information Standards Notice, DCB1513 (Pending NHS R approval).  

ii. Note the addition of a specific BAME focus within the Continuity of Carer action plan in response to recent 

changes in CNST criteria 

iii. Note the progress in relation to neonatal nursing annual review and the inclusion of the action plan to 

reach compliance.  

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 - none 
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1. INTRODUCTION 

The third year of the Clinical Negligence Scheme for Trusts (CNST) maternity incentive scheme continues 

to support the maternity safety ambition by incentivising ten essential safety actions designed to improve 

the delivery of best practice in maternity and neonatal services. The Trust was advised on the 15 

December 2020 that the year three of the CNST scheme had been extended further until 15 July 2021.  

 

An updated report will continue to be submitted to Safety and Quality Committee bi monthly that includes 

details of the perinatal mortality reviews and the consequent action plans. A bi monthly assurance report 

will be provided to Trust Board to meet the required standard. 

 

This report details progress of the current ongoing safety actions as of the 18 January 2021. 

 

2. PROGRESS TRACKER 

A summary of progress to date is detailed in the progress tracker. The tracker highlights that two of the 

safety actions are at risk of non-compliance. 

Table 1 Progress Tracker  

Safety Action 
Progress 
Update 

RAG 
Rating 

Supporting Comments 

Safety Action 1 – PMRT On track   

Safety Action 2 – Maternity 
Standards Data Set 
(MSDS) 

Further 
action 
required 
 
Attainment 
of this 
action is at 
risk 

 

Data submission of the maternity services dataset 
continues and is currently on track. 
 
The Integrated Care System maternity digital system 
is being implemented with a planned completion date 
of 28 February 2021. 
 
Approval has been formally sought from NHS 
Resolution regarding confirmation of compliance with 
this standard as a fully funded plan is in place to meet 
the required information standard notice DCB1513. 
The decision of NHS Resolution will be shared in due 
course. 

Safety Action 3 - ATAIN On track  
Transitional care service reopened and monthly audits 
have recommenced. 

Safety Action 4 – Clinical 
Workforce planning 

On track  
Neonatal nursing workforce data is scheduled for 
presentation to trust Board in February 2021. 

Safety Action 5 – Midwifery 
workforce staffing 

On track  The next annual staffing review is due in March 2021. 

Safety Action 6 – Saving 
babies Lives version 2 
(SBLV2) 

At risk 
 

 

The lack of a digital system may impact upon 
attainment of this action due to the inability to submit 
the data electronically as advised. 
 
Training compliance and key performance indicators 
remain below the required target of compliance and a 
plan is in place to improve compliance. 

Safety Action 7 – Maternity 
Voice Partnership (MVP) 

On track  
Virtual MVP meetings have recommenced. Ockenden 
findings will be discussed at the next scheduled MVP. 

Safety Action 8 - Training On track  
Revised virtual training methods have been 
reintroduced and training compliance is now improving 
and included on the monthly maternity staffing reports 
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presented to the safety and Quality Committee. 

Safety Action 9 – Safety 
Champions 

On track  All activities have continued. 

Safety Action 10 – NHS 
Resolution 

On track  
 
 

 

3. MATERNITY SAFETY ACTIONS 

Safety Action 1 – Are you using the National Perinatal Mortality Review Tool to review perinatal 

deaths to the required standard? 

 

Standard a)  

i. All perinatal deaths eligible to be notified to MBRRACE-UK from Thursday 1 October 2020 onwards 

must be notified to MBRRACE-UK within seven working days and the surveillance information where 

required must be completed within four months of the death. 

ii. A review using the Perinatal Mortality Review Tool (PMRT) of 95% of all deaths of babies, suitable for 

review using the PMRT, from Friday 20 December 2019 to Wednesday 30 September 2020 will have 

been started by Thursday 31 December 2020. This includes deaths after home births where care was 

provided by your Trust staff and the baby died. 

iii. A review using the Perinatal Mortality Review Tool (PMRT) of 95% of all deaths of babies, suitable for 

review using the PMRT, from Thursday 1 October 2020 will have been started within four months of each 

death. This includes deaths after home births where care was provided by your Trust staff and the baby 

died. 

 

Standard b)  

i. At least 75% of all deaths of babies (suitable for review using the PMRT) who were born and died in 

your Trust, including home births, from Friday 20 December 2019  to Friday 31 July 2020 will have been 

reviewed using the PMRT, by a multidisciplinary review team. Each review will have been completed to 

the point that at least a PMRT draft report has been generated by the tool by Thursday 31 December 

2020.  

ii. At least 40% of all deaths of babies (suitable for review using the PMRT) who were born and died in 

your Trust, including home births, from  Saturday 1 August 2020 to Thursday 31 December 2020 will have 

been reviewed using the PMRT, by a multidisciplinary review team. Each review will have been completed 

to the point that at least a PMRT draft report has been generated by the tool. 

 

Standard c)  

i. For 95% of all deaths of babies who were born and died in your Trust from Friday 20 December 2019, 

the parents will have been told that a review of their baby’s death will take place, and that the parents’ 

perspectives and any concerns they have about their care and that of their baby have been sought. This 

includes any home births where care was provided by your Trust staff and the baby died. If delays in 

completing reviews are anticipated parents should be advised that this is the case and be given a 

timetable for likely completion.   

 

Standard d)  

i. Quarterly reports will have been submitted to the Trust Board from Thursday 1 October 2020 onwards 

that include details of all deaths reviewed and consequent action plans. The quarterly reports should be 

discussed with the Trust maternity safety champion. 
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As of the 18 January 2021 thirty eligible cases met the defined threshold for reporting and requirements for 

investigation using the Perinatal Mortality Tool (PMRT) (Appendix 1). A copy of the action plans collated in 

response to the review findings are detailed in Appendix 2 and included as per incentive scheme 

specification. 

 

Table 2 Compliance summary 

 

Safety Action 1 ( Standard A) Compliance score RAG 

i. Notify cases from 1 Oct 2020 to 
MMBRACE within 7 days 

7/7 100% 
 

ii. Review 95% cases up to 30 Sept 20  
using PMRT tool started by 31 Dec 
2020 

23/23 100% 
 

iii. 95% cases from 20 Dec 19 started 
within 4 mths 

 
30/30 

 
100% 

 

Safety Action 1 ( Standard B)  

i. Review of 75% by MDT of cases 
between 20.12.19  to 31.7.20 prior to 
31.12.20 

17/18 94% 
 

ii. Review by MDT of 40% cases between 
1.8.20 to 31.12.20 

 
3/12 

 
40% 

  

Safety Action 1 (Standard C)  

i. Inform 95% of  parents of review  
30/30 

 
100% 

 

Safety Action 1 (Standard D)  

i. Quarterly reports from 1 October 20 
submitted 

October 2020 
 

 

December 2020 
 

 

 

All the requirements of this safety action are on track for completion within the defined timescales 

Safety Action 2: Are you submitting data to the Maternity Services Data Set (MSDS) to the required 

standard? 

 

Required standard 

 

This relates to the quality, completeness of the submission to the Maternity Services Data Set (MSDS) and 

ongoing plans to make improvements. The standard criterion is as follows: 

 

Table 3 Safety Action 2 compliance  

 

No. Standard RAG 

1 At least two people registered to submit MSDS data to SDCS Cloud and 

still working in the Trust on Saturday 31 October 2020. 

 

2 MSDSv2 webinar attended by at least one colleague from each Trust in 

January/February 2020 (complete – all Trusts attended). 

 

3 Trust Boards to confirm to NHS Resolution that they have fully conformed 

with the MSDSv2 Information Standards Notice, DCB1513 And 10/2018, 

*reliant on  

NHSR  
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which was expected for April 2019 data, by Sunday 28 February 2021, or 

that a locally funded plan is in place to do this, and agreed with the 

maternity safety champion and the LMS. 

acceptance of 

current submission  

until digital launch. 

4 Made a submission relating to August 2020 - December 2020 data, 

submitted to deadlines October 2020 - February 2021. 

 

5 December 2020 data included all following tables 

 MSD000 MSDS Header 

 MSD001 Mother's Demographics 

 MSD002 GP Practice Registration 

 MSD101 Pregnancy and Booking Details 

 MSD102 Maternity Care Plan 

 MSD201 Care Contact (Pregnancy) 

 MSD202 Care Activity (Pregnancy) 

 MSD301 Labour and Delivery 

 MSD302 Care Activity (Labour and Delivery) 

 MSD401 Baby's Demographics and Birth Details 

 MSD405 Care Activity (Baby) 

 MSD901 Staff Details 

Not yet due 

6 December 2020 data contained at least 90% of the deliveries recorded in 

Hospital Episode Statistics (unless reason understood). (MSD401) 

Not yet due 

7 December 2020 data contained at least as many women booked in the 

month as the number of deliveries submitted in the month (unless reason 

understood). (MSD101) 

Not yet due 

8 December 2020 data contained Estimated Date of Delivery for 95% of 

women booked in the month. (MSD101) 

Not yet due 

9 December 2020 data contained valid postcode for mother at booking in 

95% of women booked in the month. (MSD001) 

Not yet due 

10 December 2020 data contained valid ethnic category (Mother) for at least 

80% of women booked in the month. Not stated, missing and not known 

are not included as valid records for this assessment as they are only 

expected to be used in exceptional circumstances. (MSD001) 

Not yet due 

11 December 2020 data contained antenatal continuity of carer plan fields 

completed for 90% of women booked in the month. (MSD101/2) 

Not yet due 

12 December 2020 data contained antenatal personalised care plan fields 

completed for 90% of women booked in the month. (MSD101/2) 

Not yet due 

13 December 2020 data contained valid presentation at onset of delivery 

codes for 90% of births where this is applicable. (MSD401) 

Not yet due 

 

Assurance can be provided all data has been submitted as requested to date. Evidence of submission of 

relevant maternity service datasets is detailed in Appendix 3. 

 

The Trust is at risk of non-compliance with this safety action due to the delay in the implementation of the 

integrated care system new maternity digital system. Trust Boards have to confirm to NHS Resolution that 

they have fully conformed with the MSDSv2 Information Standards Notice, DCB1513 And 10/2018, which 

was expected for April 2019 data, by Sunday 28 February 2021, or that a locally funded plan is in place to 

do this, and this has to be agreed with the maternity safety champion and the local maternity system 

(LMS).  
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As the service has a fully funded business case and locally funded action plan to implement DCB1513 

approval has been formally sought from NHS Resolution for confirmation of compliance with this standard. 

The decision of NHS Resolution is still awaited and will be shared in due course.  

 

This safety action is at risk of non-compliance. 

 

Safety Action 3: Can you demonstrate that you have transitional care services to support the 

recommendations made in the Avoiding Term Admissions into Neonatal units Programme? 

 

Required standards   

  

Standard a)  

Pathways of care into transitional care have been jointly approved by maternity and neonatal teams with 

neonatal involvement in decision making and planning care for all babies in transitional care. 

 

Standard b)  

The pathway of care into transitional care has been fully implemented and is audited monthly. Audit 

findings are shared with the neonatal safety champion.  

 

Standard c)  

A data recording process for capturing transitional care activity, (regardless of place - which could be a 

Transitional Care (TC), postnatal ward, virtual outreach pathway etc.) has been embedded. 

 

Standard d)  

Commissioner returns for Healthcare Resource Groups (HRG) 4/XA04 activity as per Neonatal Critical 

Care Minimum Data Set (NCCMDS) version 2 have been shared, on request, with the Operational Delivery 

Network (ODN) and commissioner to inform a future regional approach to developing TC.  

 

Standard e)  

A review of term admissions to the neonatal unit and to TC during the Covid-19 period (Sunday 1 March 

2020 – Monday 31 August 2020) is undertaken to identify the impact of: 

• closures or reduced capacity of TC 

• changes to parental access 

• staff redeployment  

• changes to postnatal visits leading to an increase in admissions including those for jaundice, 

weight loss and poor feeding. 

 

Standard f)  

An action plan to address local findings from Avoiding Term Admissions Into Neonatal units (ATAIN) 

reviews, including those identified through the Covid-19period as in point e) above has been agreed with 

the maternity and neonatal safety champions and Board level champion. 

 

Standard g)  

Progress with the revised ATAIN action plan has been shared with the maternity, neonatal and Board level 

safety champions at monthly intervals 

 

The transitional care facility reopened on the 1 October 2020 on the Maternity B postnatal ward and is fully 

supported by both the neonatal and maternity teams. The monthly audit of data recommenced on the 5 

October and has been shared with all safety champions monthly since. All term admissions to the neonatal 
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unit continue to be reviewed at the Working Better Together (WBT) Group a collaborative venture 

supported by neonatal and maternity staff. Themes and actions from the WBT group are incorporated into 

the speciality Safety Improvement Plan and this is shared and discussed with safety champions at the bi-

monthly meetings. The plan to avoid term admissions is shared on a monthly basis. 

 

All the requirements of this safety action are on track for completion within the defined timescales. 

Safety Action 4: Can you demonstrate an effective system of clinical* workforce planning to the 

required standard? 

 

Required standard  
 
Obstetric medical workforce 
• All boards should formally record in their minutes the proportion of obstetrics and gynaecology trainees 

in their Trust who responded ‘Disagreed or /strongly disagreed’ to the 2019 General Medical Council 
(GMC) National Trainees Survey question: ‘In my current post, educational/training opportunities are 
rarely lost due to gaps in the rota.’  

 
• Furthermore, there should be an agreed strategy and an action plan with deadlines produced by the 

Trust to address these lost educational opportunities due to rota gaps. The Royal College of 
Obstetricians and Gynaecologists (RCOG) has examples of Trust level innovations that have 
successfully addressed rota gaps available to view at http://www.rcog.org.uk/workforce 

 
• The action plan should be signed off by the Trust Board and a copy (with evidence of Board approval) 

submitted to the RCOG at workforce@rcog.org.uk 
 
 
Anaesthetic medical workforce 
• An action plan is in place and agreed at Trust Board level to meet Anaesthesia Clinical Services 

Accreditation (ACSA) standards 1.7.2.5, 1.7.2.1 and 1.7.2.6 
 

Neonatal medical workforce 
• The neonatal unit meets the British Association of Perinatal Medicine (BAPM) national standards of 

junior medical staffing. If this is not met, an action plan to address deficiencies is in place and agreed at 
board level  

 
Neonatal nursing workforce 
• The neonatal unit meets the service specification for neonatal nursing standards. If these are not met, 

an action plan is in place and agreed at board level to meet these recommendations 

 

Neonatal medical workforce 

A review of the national standards of junior medical staffing has been undertaken by the Clinical Director 

and concluded that the neonatal service does not currently meet the national standard of junior medical 

staffing as the service has an identified gap in the Tier 2 rota. A funded action plan is in plan to address 

the staffing deficit (Appendix 4). 

 

Neonatal nursing workforce  

The Neonatal nursing workforce review has been undertaken. This has facilitated BAPM compliance in 3 

of the previous 12 months. An action plan is enclosed in Appendix 5. The review is scheduled to be 

presented to Board in February 2021.  

 

All the requirements of this safety action are on track for completion within the defined timescales. 

http://www.rcog.org.uk/workforce
mailto:workforce@rcog.org.uk
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Safety action 5: Can you demonstrate an effective system of midwifery workforce planning to the 
required standard?  
 
Required standard   
 
a) A systematic, evidence-based process to calculate midwifery staffing establishment is completed. 
b) The midwifery coordinator in charge of labour ward must have supernumerary status; (defined as 

having no caseload of their own during their shift) to ensure there is an oversight of all birth activity 
within the service 

c) All women in active labour receive one-to-one midwifery care 
d) Submit a bi-annual midwifery staffing oversight report that covers staffing/safety issues to the Board. 

 

Compliance with this safety action is on track. Staffing levels continue to be benchmarked against the Birth 

Rate Plus Review findings 2019.  A review of the establishment is undertaken at speciality level and a 

monthly staffing assurance paper is also presented to the Trust safety and quality committee. Current 

staffing figures continue to provide assurance of safe staffing levels. 

 

The supernumerary status of the Delivery Suite Coordinators is a mandatory standard detailed within the 

midwifery staffing guideline and noncompliance with the standard is Datix reported by exception. 

 

One to one care in labour compliance rates continue to be monitored and demonstrate a sustained 

improvement year to date.  

 

The next bi annual midwifery staffing report will be presented to Trust Board in April 2021. 

  

All the requirements of this safety action are on track for completion within the defined timescales. 

Safety Action 6: Can you demonstrate compliance with all five elements of the Saving Babies’ 

Lives care bundle version two? 

 

Required standard   
 
a) Trust Board level consideration of how its organisation is complying with the Saving Babies' Lives care 

bundle version two (SBLCBv2), published in April 2019.  

Note: Full implementation of the SBLCBv2 is included in the 2019/20 standard contract. 

 

b) Each element of the SBLCBv2 should have been implemented. Trusts can implement an alternative 

intervention to deliver an element of the care bundle if it has been agreed with their commissioner (CCG). 

It is important that specific variations from the pathways described within SBLCBv2 are also agreed as 

acceptable clinical practice by their Clinical Network. 

 

c) The quarterly care bundle survey should be completed until the provider trust has fully implemented the 

SBLCBv2 including the data submission requirements. The corroborating evidence is the SBLCBv2 

survey and MSDS data, availability of this depends on the COVID-19 status. 

 

The last national quarterly survey submission in October 2020 highlighted that the delay in the 

implementation of the new maternity digital system is impacting upon the collation of the relevant datasets 

for the majority of the safety actions and thus the service is currently unable to provide evidence of full 

compliance with this standard (Appendix 5). Improving compliance with the completion of carbon 

monoxide testing at 36 weeks gestation is an area of current focus following a recent revision of the 

criteria in order to provide  assurance this is being undertaken in 80% of cases audited. 
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The Covid pandemic has also impacted upon the multidisciplinary training compliance due to the 

cancellation of face to face training. In response the service has revised this training and launched a 

virtual offer that is now having a positive impact upon training compliance. Compliance with skills drills 

training has now increased to 70%. 

 

The CNST programme acknowledges that there may be a delay in the provider Trust MIS’s ability to 

record the defined datasets and recommends an audit is completed for some of the requirements. Further 

consultation is required with NHS England to clarify the reporting of the alternative datasets as this is not 

acknowledged in the quarterly survey submission.   

 

The service can confirm that women with a BMI>35 kg/m2 are offered ultrasound assessment of growth 

from 32 weeks’ gestation onwards and in pregnancies identified as high risk at booking uterine artery 

Doppler flow velocimetry is performed by 24 completed weeks gestation. 

 

 This safety action is at risk of non-compliance. 

 

Safety Action 7: Can you demonstrate that you have a mechanism for gathering service user 

feedback, and that you work with service users through your Maternity Voices Partnership (MVP) 

to coproduce local maternity services? 

Required standard   

Terms of Reference for your MVP 

Minutes of MVP meetings demonstrating explicitly how feedback is obtained and the consistent 

involvement of Trust staff in coproducing service developments based on this feedback 

Evidence of service developments resulting from coproduction with service users 

Written confirmation from the service user chair that they are being remunerated for their work and that 

they and other service user members of the Committee are able to claim out of pocket expenses 

Evidence that the MVP is prioritising hearing the voices of women from Black, Asian and Minority Ethnic 

backgrounds and women living in areas with high levels of deprivation, as a result of UKOSS 2020 

coronavirus data. 

All the requirements of this safety action are on track for completion within the defined timescales. 

A national communication toolkit has recently been launched to improve communications with women 

from a BAME background. 

Safety action 8: Can you evidence that at least 90% of each maternity unit staff group have 

attended an 'in-house' multi-professional maternity emergencies training session since the launch 

of MIS year three in December 2019? 

Required standard  

a) Can you evidence that 90% of each maternity unit staff group have attended an 'in-house' multi-

 professional maternity emergencies training day since the launch of MIS year three in December 2019? 

b) Can you evidence that multi-professional - system testing occurs with anaesthetic/maternity/neonatal 

 teams in the clinical area, and that risks/issues identified are addressed.  
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c) Can you evidence that 90% of the team required to be involved in immediate resuscitation of the new-

born and management of the deteriorating new born infant have attended your in-house neonatal 

resuscitation training or New-born Life Support (NLS) course since the launch of MIS year three in 

December 2019. 

 

The Covid pandemic has significantly impacted upon the delivery of skills drills training which incorporates 

the new-born life support multidisciplinary training due to the cancellation of face to face training.  

 

The maternity service has recently revised the emergency skills training offer and reintroduced a virtual 

training offer for staff. Two additional training elements have also been added into this evidential 

requirements for this safety action that have not previously been included in the training needs analysis 

and thus compliance has not been monitored previously relating to maternal critical care.  

 

All the requirements of this safety action are on track for completion within the defined timescales. 

Safety action 9: Can you demonstrate that the Trust safety champions (obstetrician, midwife and 

neonatologist) are meeting bi-monthly with Board level champions to escalate locally identified 

issues? 

Required standard   

a) A pathway has been developed that describes how frontline midwifery, neonatal, obstetric and Board 

safety champions share safety intelligence from floor to Board and through the local maternity system 

(LMS) and MatNeoSIP Patient Safety Networks. 

b) Board level safety champions are undertaking monthly feedback sessions for maternity and neonatal 

staff to raise concerns relating to safety issues, including those relating to Covid-19 service changes and 

service user feedback and can demonstrate that progress with actioning named concerns are visible to 

staff. 

c) Board level safety champions have reviewed their continuity of carer action plan in the light of Covid-

19. Taking into account the increased risk facing women from Black, Asian and minority ethnic 

backgrounds and the most deprived areas, a revised action plan describes how the maternity service will 

resume or continue working towards a minimum of 35% of women being placed onto a continuity of carer 

pathway, prioritising women from the most vulnerable groups they serve. 

d) Together with their frontline safety champions, the Board safety champion and MatNeoSIP Patient 

Safety Networks has reviewed local outcomes in relation to: 

I. Maternal and neonatal morbidity and mortality rates including a focus on women who delayed or 

did not access healthcare in the light of Covid-19, drawing on resources and guidance to 

understand and address factors which led to these outcomes.  

II. The UKOSS report on Characteristics and outcomes of pregnant women admitted to hospital with 

confirmed SARS-CoV-2 infection in UK.  

III. The MBRRACE-UK SARS-Covid-19  https://www.npeu.ox.ac.uk/assets/downloads/mbrrace-

uk/reports/MBRRACE-UK_Maternal_Report_2020_v10_FINAL.pdf 

IV. The letter regarding targeted perinatal support for Black, Asian and Minority Ethnic groups  

And considered the recommendations and requirements of II, III and IV on I. 

e) The Board Level Safety Champion is actively supporting capacity (and capability) building for all staff to 

be actively involved in the following areas: 
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• Maternity and neonatal quality and safety improvement activity within the Trust, including that 

determined in response to Covid-19 safety concerns 

• The Patient Safety Networks of which each Trust will be a member 

• Specific national improvement work and testing lead by MatNeoSIP that the Trust is directly involved 

with 

• The Patient Safety Network clinical leaders group where Trust staff are members 

All the requirements of this safety action are on track for completion within the defined timescales. 

Safety action 10: Have you reported 100% of qualifying cases to HSIB and (for 2019/20 births only) 

reported to NHS Resolution's Early Notification (EN) scheme? 

Required standard   

a) Reporting of all outstanding qualifying cases for the year 2019/20 to NHS Resolution’s EN scheme. 

b) Reporting of all qualifying cases to the Healthcare Safety Investigation Branch (HSIB) for 2020/21. 

c) For qualifying cases which have occurred during the period 1 October 2020 to 31 March 2021 the Trust  

 

Board are assured that: 

1. The family have received information on the role of HSIB and the EN scheme; and 

2. There has been compliance, where required, with Regulation 20 of the Health and Social Care Act 

2008 (Regulated Activities) Regulations 2014 in respect of the duty of candour. 

All the requirements of this safety action are on track for completion within the defined timescales. 

4. CONTINUITY OF CARER 

The service has continued to embrace the vision of Better Births over the past year and report a sustained 

performance trajectory following the implementation of differing continuity of carer models. In October 

2020 the service reported 28% continuity of carer, 30.4% in November and 32% in December.  The 

reason for the decrease is due to a new calculation tool introduced by the LMS that does not include 

women booked after 29 weeks of gestation. 

Over the past twelve months the service has continued to offer a case holding model of continuity of carer, 

introduced a rostered continuity model of care, implemented a continuity homebirth team and a recently 

launched the Chorley Birth Centre continuity team. A delivery plan has also been revised using a National 

workforce tool provided by NHS England and a business case is currently being collated to seek funding 

for an additional 33.3 WTE staffing requirements to attain the 51% trajectory. 

Collection of the electronic continuity of carer data presents an ongoing challenge as we currently do not 

yet have a sustainable electronic method of collating this data on a large scale. This will be addressed 

when the digital maternity system is implemented shortly following the successful completion of the 

integrated care system maternity digital consultation process. 

The Clinical Negligence Scheme for Trusts guidance revised on the 1 October 2020 requires Board level 

safety champions to have reviewed their continuity of carer action plan in the light of Covid-19. Taking into 

account the increased risk facing women from Black, Asian and minority ethnic backgrounds and the most 

deprived areas, the revised action plan should describe how the maternity service will resume or continue 

working towards a minimum of 35% of women being placed onto a continuity of carer pathway, prioritising 

women from the most vulnerable groups they serve. An action plan has been collated and is detailed in 

Appendix 6 for reference.  
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The service has recently identified which areas have the highest population of women from these 

backgrounds and areas that are in decile 1.  Plans are also currently being prepared for the 

implementation of 8 further geographically based continuity teams subject to the funding for the 

additional staff being approved. 

In addition to this, in partnership with the local Imams, a BAME maternity group is being created to use 

the community to enhance communication and engagement with this part of the community on a regular 

basis. Previous engagement of this kind face to face has been successful.    

Table 4: Continuity of carer trajectory of improvement as of December 2020 

 

 

 

5. FINANCE  

Further investment (circa 33WTE) will be required to extend the continuity offer further and meet the 

requirement for 51% of all women to be delivered on a continuity of carer pathway by 2022. This will need 

to be commissioned in future planning rounds.  Collection of the electronic continuity of carer data 

presents an ongoing challenge as we currently do not yet have a sustainable electronic method of 

collating this data on a large scale. This will be addressed when the digital maternity system is 

implemented in the spring of 2021. 

6.     CONCLUSION 

The maternity services update will evolve following Ockenden to become the maternity and neonatal 

services update and will continue to be presented at Board level on a bimonthly basis including a progress 

update on all CNST safety actions and Ockenden Immediate and Essential Actions (IEA’s). 

This report highlights that two of the safety actions are at risk due to the delay in the implementation of the 

digital maternity system.  Progress in two key areas this month relate to the BAPM neonatal services 

action plan and the revision of the continuity of carer action plan to explicitly include Black, Asian and 
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Minority Ethnic group continuity of carer actions in line with revised standards. These are within Appendix 

5 and 6.   

Work will continue to attain full compliance with the remaining standards.  

7.   RECOMMENDATIONS 

It is recommended The Board of Directors; 

i. Note the information contained within the report and confirm there is a local plan in place to 

conform with the MSDSv2 Information Standards Notice, DCB1513 (Pending NHS R approval).  

ii. Note the addition of a specific BAME focus within the Continuity of Carer action plan in response to 

recent changes in CNST criteria. 

iii. Note the progress in relation to neonatal nursing annual review and the inclusion of the action plan 

to reach compliance.  
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Appendix 1- PMRT cases from 20 December 2019 to current date 

 ID  

(datix) 

DOB/ 

gestation 

Stillbirth/ 

Neonatal 

death 

Narrative PMRT 

upload 

date 

PMRT 

ref 

Parents 

informed 

MDT 

review 

PANEL 

Report 

complete 

within 4 

months 

Actions 

ongoing 

Comment 

1 14594 02/01/20 

30+5 

Neonatal 

Death 

Clinical 

deterioration at 

31hrs of life 

07/01/20 66817 Yes 

03.01.20 

29.04.20 Yes 

 

Published 

30.05.20 

Complete- CO 

monitoring fed 

back in PMRT 

learning tool 

Review 

Complete 

2 14515 08.01.20 

39+5 

Stillbirth Fetal heart not 

heard during 

auscultation at 

antenatal check 

09/01/20 66869/

1 

Yes 

09.01.20 

27.04.20 

04.05.20 

Yes  

 

Published 

04.05.20 

No actions 

identified 

Review 

Complete 

3 14965 13.01.20 

29+0 

Neonatal 

Death 

Baby born at 29 

weeks gestation on 

8.1.2020 by Cat 1 

section due to 

maternal factors. 

21/01/20 67071/

1 

Yes 16.03.20 Yes 

 

Published 

18.03.20 

No actions  Review 

complete 

4 16781 04.02.20 

33+2 

Stillbirth Admitted via ED 

generally unwell 

IUD confirmed. 

LSCS due to 

maternal factors-

ICU following birth- 

Acute fatty liver. 

17/02/20 67461/

1 

Yes  

05.02.20 

16.03.20 Yes  

 

Published 

18.03.20 

 

Fundal height 

was not taken 

at 31week 

appointment- 

action 

assigned  

Review 

complete 

 

 

5 16841 27.01.20 

22+0 

Neonatal 

death 

05.02.2020 

22+0 infant died at 

8 days. Extreme 

prematurity-care 

withdrawn.  

10/2/20 67388/

1 

Yes  

05.02.20 

08.06.20 Yes  

 

Published 

09.06.20 

No actions 

identified 

Review 

complete  

6 17854 19.02.20 

26+3 

Stillbirth Antepartum 

stillbirth, no fetal 

movements felt for 

3 weeks. 

21/02/20 67558/

1 

Yes 

03.03.20 

11.05.20 Yes  

 

Published 

14.05.20 

No actions 

identified 

Review 

complete 

7 19928 

20050 

08.03.20 

23+ 

triplets 

Neonatal 

death  

 

13.03.20 

 

14.03.20 

Neonatal deaths of 

two of three 23 

week triplets. 

Extreme 

prematurity.  

18.03.20 67978/

1 

Yes  

13.03.20 

06.07.20 Yes  

 

Published 

09.07.20 

No actions 

identified 

Review 

complete 

8 20471 24.03.20 

35+0 

Stillbirth Antepartum 

stillbirth, reduced 

fetal movements 

for 12 hours 

26.03.20 68100/

1 

Yes 

24.03.20 

06.07.20 Yes  

 

Published 

09.07.20 

No actions 

identified 

Review 

complete 
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9 20915 04.04.20 

37+0 

Stillbirth Antepartum 

stillbirth, maternal 

renal failure 

secondary to 

blocked stoma 

15.04.20 68331/

1 

Yes 

14.04.20 

03.08.20  Yes  

 

Published 

13.08.20 

CO screening 

was not 

completed at 

booking- 

share via 

learning tool 

once CO 

screening in 

re-started.  

 

Telephone 

triage 

guideline to be 

updated 

Review 

completed 

10 21625 18.04.20 

39+6 

Stillbirth Antepartum 

stillbirth, reduced 

fetal movements 

23.04.20 68506/

1 

Yes  

20.04.20 

08.06.20 Yes  

Published 

16.06.20 

No actions 

Identified 

Review 

completed 

11 21868 20.04.20 

25+0 

Neonatal 

Death 

Neonatal death at 

1 day old, extreme 

prematurity 

27.04.20 68646/

1 

Yes 

21.04.20 

17.08.20 Yes 

Published 

18.06.20 

No actions 

identified  

Review 

completed 

12 22014 25.04.20 

24+2 

Neonatal 

Death  

Neonatal death 1 

day old, vaginal 

breech, extreme 

prematurity. 

27.04.20 68647/

1 

Yes  

27.04.20 

08.08.20  Yes 

 

Published 

05.08.20 

 

Aspirin in 

pregnancy 

assessment 

completed 

incorrectly- fed 

back to staff in 

July incident 

learning points 

Review 

completed 

13 22345 05.05.203

3+5 

 Stillbirth Antepartum 

stillbirth, low risk. 

Admitted with 

reduced fetal 

movements.  

14.05.20 68832/

1 

 

Yes 

08.05.20 

08.06.20 Yes 

Published 

16.06.20 

DNA policy 

not followed - 

fed back to 

staff in July 

incident 

learning points 

 

Review 

Completed 

14 23230 18.05.202

4+6 

Stillbirth Antepartum 

stillbirth, admitted 

with reduced fetal 

movements.  

22.02.20 69020/

1 

Yes 

21.05.20 

20.07.20 Yes 

 

Published 

06.08.20 

Aspirin in 

pregnancy 

assessment 

completed - 

fed back to 

staff in July 

incident 

learning points 

Review 

completed 

15 24584 08.06.20 

40+6 

Stillbirth  Antepartum 

stillbirth, APH and 

placental abruption 

17.06.20 69301/

1 

Yes 

12.06.20 

14.09.20  Yes 

Published 

01.10.20 

Error in 

plotting fundal 

height 

measurement 

and CO 

screening not 

completed at 

booking 

Review 

completed. 

16 25623 18.06.20 

30+2 

Stillbirth Antepartum 

stillbirth, known 

fetal abnormalities 

23.06.20 69523/

1 

Yes 

23.06.20 

14.09.20 Yes 

Published 

16.09.20 

No actions 

identified  

Review 

complete  

17 25474 20.06.20 

39+1 

Stillbirth Intrapartum 

stillbirth, PM 

declined. Case 

referred to HSIB 

23.06.20 69499/

1 

Yes 

23.06.20 

Awaiting 

placental 

histology 

Due 

23.10.20 

 Case referred 

to HSIB for 

investigation 
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18 28508 27.07.20 

26+5 

Neonatal 

death 

Neonatal death, 

known fetal 

abnormalities 

incompatible with 

life- baby for 

palliative care 

06.08.20 70069/

1 

Yes 

27.07.20 

Parents 

do not 

wish to be 

involved 

in the 

investigati

on 

23.11.20 Yes 

Published 

24.11.20 

Aspirin in 

pregnancy 

assessment 

was not 

completed (felt 

team lost sight 

of this due to 

known poor 

prognosis - 

would not 

have affected 

the outcome in 

this case. 

Reminder 

included in 

PMRT 

learning points 

April-

December 

2020. 

Review 

complete  

19 29097 13.08.20 

26+2 

Stillbirth Intrapartum 

stillbirth, poor 

prognosis following 

USS for reduced 

FM and abnormal 

AN CTG, no fetal 

heart identified 

during IOL 

process. 

18.08.20 70361/

1 

Yes 

20.08.20 

12.10.20 Yes 

Published 

19.10.20 

No actions 

identified 

Review 

complete 

 

CL met with 

the lady on 

19.10.20 

20 29363 16.08.202

2+5 

Neonatal 

death  

Neonatal death 

due to extreme 

prematurity 22+5 

weeks gestation 

03.09.20 70929/

1 

Yes 

20.08.20 

07.12.20 Yes 

Published 

22.12.20 

No actions 

identified 

Review 

complete 

21 30430 20.08.20 

25+3 

Stillbirth Antenatal stillbirth 

25+3 weeks 

gestation.  

02.09.20 70457/

1 

Yes 

25.08.20 

07.12.20 Yes 

Published 

22.12.20 

No actions 

identified 

Review 

complete  

22 31162 14.09.20 

38+4 

Stillbirth Antenatal stillbirth 

38+4 following 

admission with 

reduced fetal 

movements.  

18.09.20 71172/

1 

Yes 

18.09.20 

Awaiting 

post-

mortem  

Due  

18.01.21 

  

23 31769 23.09.20 

34+5 

Stillbirth Antepartum 

stillbirth 34+5. 

History of raised 

PEM markers 

25.09.20 71302/

1 

Yes 

02.10.20 

Awaiting 

placental 

histology 

Due 

25.01.21 

  

24 32819 05.10.204

1+1 

Neonatal 

death 

Baby transferred to 

RPH NICU from 

Blackpool following 

birth for 

therapeutic 

cooling. Care 

withdrawn < 

7days. Case has 

been referred for 

HSIB investigation 

by Blackpool.  

12.10.20  

 

MBBRAC

E upload 

11.10.20 

by SD 

Within 7 

days  

71576/

1 

Yes 

12.10.20 

Awaiting 

post 

mortem 

result  and 

HSIB 

investigatio

n  

Due 

12.02.21 

 Case referred  

to HSIB for 

investigation 

by Blackpool 

 

Baby’s death 

18:00hrs on 

05.10.20 

25 35128 

35270 

05.11.204

0+1 

Neonatal 

death 

Neonatal death at 

2 days (07.11.20) 

following 

withdrawal of care. 

Baby was born in 

poor condition 

following a vaginal 

breech birth, 

therapeutic cooling 

was commenced.  

11.11.20 

 

MBBRAC

E upload 

10.11.20 

by SD 

Within 7 

72066/ 

1 

12.11.20 Awaiting 

placental 

histology 

result 

Due 

11.03.21 

 Case for 

investigation 

by coroner 

and HSIB.  

  

Case has also 

been StEIS 

reported.  
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days 

26 35290 09.11.20 

40+6 

Stillbirth Antepartum 

stillbirth 40+6, lady 

attended her 

community midwife 

appointment and 

the midwife was 

unable to locate a 

fetal heart rate,  

12.11.20 

 

MBBRAC

E upload 

11.11.20 

by RK 

Within 7 

days 

72904/

1 

11.11.20 TBC Due 

12.03.21 

  

27 35317 10.11.20 

38+2 

Stillbirth Antepartum 

stillbirth, admitted 

with reduced fetal 

movements at 

38+2 weeks.  

Baby born by 

elective LSCS 

10.11.20 

12.11.20 

 

MBBRAC

E upload 

11.11.20 

by RK 

Within 7 

days 

72095/

1 

12.11.20 TBC Due 

12.03.21 

  

28 36238 19.11.202

4+1 

Stillbirth Antepartum 

stillbirth 24+1. 

Lady attended her 

community midwife 

appointment and 

the midwife was 

unable to locate 

the fetal heart.  

23.11.20 

 

MBBRAC

E upload 

22.11.20 

by RK 

Within 7 

days 

722276

/ 1 

 

Yes 

20.12.20 

Awaiting 

placental 

histology 

result 

Due 

23.03.21 

  

29 38980 19.12.20 

25+5 

Stillbirth Antepartum 

stillbirth 25+5, 

known fetal 

concerns due to 

significantly 

reduced growth.  

22.12.20 

 

MBBRAC

E upload 

22.12.20 

by RK 

Within 7 

days 

72730/

1 

TBC Awaiting 

post-

mortem 

result 

Due 

22.04.21 

  

30 38767 19.12.20 

36-40 

approx. 

? Stillbirth ? Antepartum 

stillbirth. Baby born 

in the home 

environment to a 

mother who was 

unaware that she 

was pregnant. 

Baby taken to the 

Emergency 

department. 

22.12.20 

 

MBBRAC

E upload 

22.12.20 

by RK 

Within 7 

days 

72726/

1 

Family do 

not wish 

to be 

involved 

in the 

investigati

on.  

Awaiting 

post-

mortem 

result 

Due 

22.04.21 

 Case referred 

to police and 

coroner 
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Appendix 2: Ongoing PMRT Action plans 

Date:19.05.20          Incident Number:16781 

 Action   Responsible/ lead 
person  

Completion date  Evidence 

1 Symphysis fundal height 
measurements were not 
performed at correct 
times/intervals. 
 
PMRT learning tool 
detailing learning to be 
circulated to staff. 

Marie Ryan, 
Divisional Clinical 
Governance & Risk 
Manager 
 

17.02.20 PMRT Learning tool circulated 
to all Maternity staff on 15.04.20 

 
Date:19.05.20          Incident Number:14594 

 Action   Responsible/ lead 

person  

Completion date  Evidence 

1 To review the placenta 

guideline to determine 

whether the pre-term baby 

placenta should go for 

histology.  

Dr A Bellis, 

Consultant 

Obstetrician 

17.02.20 Guideline reviewed. 

2 NICE guidance 

recommends Carbon 

Monoxide testing for all 

mothers at booking; this 

mother was not screened. 

PMRT learning tool 

detailing learning to be 

circulated to staff. 

Marie Ryan, 

Divisional Clinical 

Governance & Risk 

Manager 

 

15.04.20 PMRT Learning tool circulated 

to all Maternity staff on 15.04.20 

 
Date:27.08.20          Incident Number: 20915 

 Action   Responsible/ lead 
person  

Completion date  Evidence 

1 To review and update the 
telephone triage guideline 
to include guidance for 
women who contact the 
service for advice relating 
to a long standing, non-
pregnancy related medical 
condition. Policy ref 1861 

Rebecca Cookson, 
Antenatal and Triage 
Manager and Jane 
Boscolo-Ryan, 
MDCU Manager.  

17.11.20 13.10.20 Guideline has been 
reviewed and amended. 
Guideline circulated for 
comment to staff on 01.10.20, 
deadline for feedback 15.10.20 
prior to local ratification.  
 
16.11.20: Guideline currently 
going Trust ratification process. 
Local ratification completed 
03.11.20 
 
Guideline published 17.11.20 

2 NICE guidance 
recommends Carbon 
Monoxide testing for all 

Marie Ryan, 
Divisional Clinical 
Governance & Risk 

07.01.21  Learning shared with staff via 
‘December 2020 PMRT 
Learning points. Document 
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mothers at booking; this 
mother was not screened. 
PMRT learning tool 
detailing learning to be 
circulated to staff. 

Manager 
 

circulated to all Maternity staff 
via e-mail on 07.01.21 and 
shared on staff CPD page.  
 

 
Date: 05.08.20          Incident Number: 22014 

 Action   Responsible/ lead 
person  

Completion date  Evidence 

1 To communicate to all 
Maternity staff the 
importance of completing 
the Aspirin in pregnancy 
assessment correctly at 
antenatal booking.  
 

Marie Ryan, 
Divisional Clinical 
Governance & Risk 
Manager 
 

12.08.20 Learning shared with staff via 
‘Lessons Learnt from Maternity 
Incident- July 2020’ document. 
Circulated to staff via e-mail on 
12.08.20 and shared on staff 
CPD page.  
 

 
Date: 12.08.20         Incident Number: 23230 

 Action   Responsible/ lead 
person  

Completion date  Evidence 

1 All maternity staff are to be 
reminded about the 
importance of completing 
the Aspirin in pregnancy 
assessment correctly.  
 

Marie Ryan, 
Divisional Clinical 
Governance & Risk 
Manager 
 

12.08.20 Learning shared with staff via 
‘Lessons Learnt from Maternity 
Incident- July 2020’ document. 
Circulated to staff via e-mail on 
12.08.20 and shared on staff 
CPD page.  

 
Date: 12.08.20         Incident Number: 23230 

 Action   Responsible/ lead 
person  

Completion date  Evidence 

1 All maternity staff are to be 
reminded about the 
importance of completing 
the Aspirin in pregnancy 
assessment correctly.  
 

Marie Ryan, 
Divisional Clinical 
Governance & Risk 
Manager 
 

12.08.20 Learning shared with staff via 
‘Lessons Learnt from Maternity 
Incident- July 2020’ document. 
Circulated to staff via e-mail on 
12.08.20 and shared on staff 
CPD page.  
 

  
Date: 14.09.20          Incident Number: 24584 

 Action   Responsible/ lead 
person  

Completion date  Evidence 

1 To discuss the error made 
by the member of staff 
with regards SFH plotting 
on the customised growth 
chart for this case 
encouraging personal 
reflection.  

Laura Allison, 
Community Team 
Leader  
 

16.10.20 MR update- Issue identified 
during RIR, discussed with LA 
to provide detail. LA to discuss 
with the staff member involved 
and complete action on Datix.  
 
16.10.20 Incident and error 
discussed with midwife involved 
by team leader LA. Midwife to 
complete a personal reflection 
for this case.  

2 NICE guidance 
recommends Carbon 
Monoxide testing for all 

Marie Ryan, 
Divisional Clinical 
Governance & Risk 

07.01.21 Learning shared with staff via 
‘December 2020 PMRT 
Learning points. Document 
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mothers at booking; this 
mother was not screened. 
PMRT learning tool 
detailing learning to be 
circulated to staff. 

Manager 
 

circulated to all Maternity staff 
via e-mail on 07.01.21 and 
shared on staff CPD page.  
 

 

Date: 23.11.20          Incident Number: 28508 

 Action   Responsible/ lead 
person  

Completion date  Evidence 

1 To communicate to all 
Maternity staff the 
importance of completing 
the Aspirin in pregnancy 
assessment correctly at 
antenatal booking.  
 

Marie Ryan, 
Divisional Clinical 
Governance & Risk 
Manager 
 

07.01.21 Learning shared with staff via 
‘December 2020 PMRT 
Learning points. Document 
circulated to all Maternity staff 
via e-mail on 07.01.21 and 
shared on staff CPD page.  
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Appendix 3 – NHS digital scorecard confirming submission of the maternity datasets 

 

Organisatio
n Code 

Organisation Name (Provider) Region 
May/2
020 

Jun/2
020 

Jul/2
020 

Aug/2
020 

Sep/2
020 

Oct/2
020 

RXN 
Lancashire Teaching Hospitals 
NHS Foundation Trust 

North 
West 

10 9 9 11 11 10 
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Appendix 4 – Action plan to address neonatal medical staffing gap 

 
 

 

 

 
 

 

 

Organisation: Lancashire Teaching Hospitals NHS Foundation Trust 

Lead Officer: Dr Raju Narasimhan 
Position: Clinical Director Neonatal services 

Version Date 

1.  18/01/2021 

  

  

Status Key 
1 Not complete / no progress reported/ timescales not met by more than 6 months/ no evidence provided 

2 Actions partly or mostly achieved / timescales not met by 3- 6 months / some evidence outstanding 

3 All actions complete but awaiting evidence / timescales within 3 months 

4 All actions completed and good supporting evidence provided 

Ref  Standard Key Actions Lead Officer Deadline 
for 

action 

Progress Update 
 

Please provide supporting 
evidence 

(document or hyperlink)  

Current 
Status 

1 2 3 4 

 

1 Neonatal 
Medical 
workforce to 
BAPM 
standards 
1. Tier 1 
(FY2, ST1-3, 
JCF) work 
force 
currently 
meets BAPM 
standards, 
1in 7 rota 
2. Tier 2 
(ST4-8, SD, 
Resident 
consultants) 
does not 
currently 
meet BAPM 
standards, 1 
in 6 rota 
3. Tier 3 
(Consultants) 
meets BAPM 
standards 
partially, 1 in 
6 rota 
 

1. Continue to 
monitor Tier 1 
rota for BAPM 
compliance 

2. Business case 
for 2 additional 
resident 
consultants 
approved, 
these 
consultants will 
support both 
Tier 2 and Tier 
3 cover and 
enable 
expansion of 
Tier 2 and Tier 
3 cover to 1 in 
7 

3. ANNP to be 
integrated into 
medical rota, 
they would be 
supporting both 
Tier1 and Tier 
2 rotas with 
support from 
consultants 

Raju 
Narasimhan 

March 
2021 

1. Recruitment 
underway for the 
2 resident 
consultants, 
interview 
scheduled on 
29/01/2021 
 

2. ANNP’s budget 
is being moved 
to medical 
budget to 
facilitate 
integration into 
medical rota 

2 

Action Plan – Medical Staffing Neonatal services 



  

23 

 

Appendix 5 – Action plan to address neonatal nurse staffing gap 

 
 

 

 

 
 

 

Organisation: Lancashire Teaching Hospitals NHS Foundation Trust 

Lead Officer: Joanne Connolly  
Position: Divisional Nurse Director  

Version Date 

1 26.1.2020 

  

  

Status Key 
1 Not complete / no progress reported/ timescales not met by more than 6 months/ no evidence provided 

2 Actions partly or mostly achieved / timescales not met by 3- 6 months / some evidence outstanding 

3 All actions complete but awaiting evidence / timescales within 3 months 

4 All actions completed and good supporting evidence provided 

Ref  Standard Key Actions Lead 
Officer 

Deadline 
for action 

Progress Update 
 
Please provide 
supporting evidence 
(document or hyperlink)  

Current 
Status 

1 2 3 4 

 

1 BAPM 2011 
Nursing 
standard 
 
 

Complete the annual review 
of nurse staffing.  

Joanne 
Connolly  

31 
January 
2021 

Review written 
and prepared for 
presentation at 
safety and Quality 
Committee in 
January 2021 and 
Trust Board 
February 2021.  

3 

2 BAPM 2011 
Nursing 
standard 

Outline requirement to reach 
BAPM standards based on 
the current configuration of 
cots.  

Joanne 
Connolly  

31 
January 
2021 

Completed with 
the paper 

3 

3 BAPM 2011 
Nursing 
standard 

Confirm intention of specialist 
commissioning in relation to 
the number and level of cots 
commissioned. Explore if a 
flexible approach to cots if 
demand increases would be 
supported. Based on this 
discussion determine 
resource requirement to 
close the gap and become 
BAPM. 

Paula 
Garstang  

31 March 
2021 

Agreed to 
commence 
discussion.  

2 

4 National 
Quality 
Board – 
sustainable 
delivery of 
staffing 

Agree with Finance Director 
an approach to substantively 
funding maternity leave to 
improve the likelihood of 
BAPM standards being met 
reliably.  

Sarah 
Cullen  

31 March 
2021 

Agreed the 
development of a 
maternity factor. 
To be 
implemented if 
approved from 
start of financial 
year.  

2 

Action Plan – BAPM Nurse Staffing Neonatal services 
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Appendix 6 - Key performance indicator relating to the saving babied lives care bundle. 

Process description 
Aug 
19 

Sep 
19 

Oct 
19 

Nov 
19 

Dec 
19 

Jan 
20 

Feb 
20 

Mar 
20 

Apr 
20 

May 
20 

Jun 
20 

Jul 
20 

Aug 
20 

Sep 
20 

Oct 
20 

Nov 
20 

Dec 
20 

Recording of CO reading for each 
pregnant woman on Maternity 
Information System (MIS) and 
inclusion of this data in the 
providers' Maternity Services 
Dataset (MSDS) submission to NHS 
Digital. 

0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0%                   

Percentage of women where CO 
measurement at booking is 
recorded. 

73.0% 78.0% 74.0% 78.0% 71.0% 68.0% 72.0% 86.0%                   

Percentage of women where CO 
measurement at 36 weeks is 
recorded 

  21.0% 6.0% 26.0% 21.0% 32.0% 38.0% 64.5%                   

Percentage of women who were 
asked about smoking status at 
booking 

                            100% 100% 100% 

Percentage of women who were 
asked about smoking status at 36 
weeks 

                            10.0% 20.0% 5.0% 

Percentage of women with a CO 
measurement ≥4ppm at booking 

                                  

Percentage of women with a CO 
measurement ≥4ppm at 36 weeks. 

                                  

Percentage of women who have a 
CO level ≥4ppm at booking and 
<4ppm at the 36 week 
appointment. 

                                  

Percentage of pregnancies where a 
risk status for FGR is identified and 
recorded at booking. 

            83.0% 95.0% 90.0% 90.0% 60.0% 75.0% 73.0% 75.0% 72.5% 82.5% 82.5% 

Percentage of pregnancies where 
an SGA fetus is antenatally 
detected and this is recorded on 
the provider’s MIS and included in 
their MSDS submission to NHS 
Digital 

68.8% 66.7% 79.2% 71.2% 75.4% 70.8% 67.2% 69.4% 72.2% 67.9%               

Percentage of pregnancies where 
an FGR fetus is antenatally 
detected and this is recorded on 
the provider’s MIS and included in 
their MSDS submission to NHS 
Digital 

50.0% 50.0% 54.5% 52.4% 51.9% 62.1% 67.9% 65.0% 50.0% 45.8%               

Percentage of perinatal mortality 
cases annually where the screening 
and management of FGR was a 
relevant issue (using the PMRT) 

                12.5%                 

Specifically confirm women with a 
BMI>35 kg/m2 are offered 
ultrasound assessment of growth 
from 32 weeks’ gestation onwards 

                                  

Specifically confirm that in 
pregnancies identified as high risk 
at booking uterine artery Doppler 
flow velocimetry is performed by 
24 completed weeks gestation 

                                  

Specifically confirm there is a 
quarterly audit of percentage of 
babies born <3rd centile >37+6 
weeks’ gestation 

                                  

Percentage of babies born <3rd 
centile >37+6 weeks’ gestation 

50.0% 50.0% 46.0% 48.0% 48.0% 38.0% 32.0% 35.0% 50.0% 54.0% 58.0% 60.0% 58.0% 61.0% 50.0% 50.0% 45.0% 

Percentage babies born >39+6 and 
<10th centile 

31.0% 33.0% 21.0% 29.0% 25.0% 29.0% 33.0% 31.0% 28.0% 32.0% 39.0% 28.0% 42.0% 39.0% 28.0% 33.0% 24.0% 

Percentage of babies born <3rd 
centile >39+6 weeks’ gestation 

                                  

Percentage of babies born 
between 3rd and 10th centile 
>39+6 weeks’ gestation 

                                  

Overall Percentage of staff who 
have completed GAP/GROW 
competency  

                    37.0% 54.0% 56.0% 57.0% 69.0% 84.0% 83.0% 
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Percentage of Midwives who have 
completed GAP/GROW 
competency 

          97.0%         32.0% 41.0% 57.0%     83.0% 85.0% 

Percentage of consultants who 
have completed GAP/GROW 
competency 

                    100% 100% 100%     100% 81.0% 

Percentage of all other obstetric 
doctors who have completed 
GAP/GROW competency 

                    61.0% 91.0% 29.0%     87.0% 68.0% 

Percentage of women booked for 
antenatal care who had received 
leaflet/information by 28+0 weeks 
of pregnancy 

      86.0% 77.0% 80.0% 91.0% 95.0% 96.0% 95.0% 95.0% 100% 95.0%   95.0%   100% 

Percentage of women who attend 
with RFM who have a 
computerised CTG 

            91.0% 100% 100% 100% 100% 100% 100% 100%   95.0%   

Percentage of stillbirths which had 
issues associated with RFM  
management identified using 
PMRT  

                4.0%                 

Rate of induction of labour when 
RFM is the only indication before 
39+0 weeks’ gestation 

7.0% 8.0% 3.0% 9.0% 3.0% 0.0% 3.0% 0.0% 0.0% 0.0% 3.0% 0.0% 0.0% 0.0% 0.0% 0.0%   

Overall Percentage of staff who 
have received training on CTG 
interpretation and auscultation, 
human factors and situational 
awareness 

  91.0% 91.0% 91.0% 91.0% 92.0% 89.0%   87.0% 29.0% 59.0% 57.0% 52.0% 45.0% 54.0% 69.0% 83.0% 

Breakdown : Percentage of 
Midwives who have received 
training on CTG interpretation and 
auscultation, human factors and 
situational awareness  

                  86.0% 67.0% 63.0% 59.0% 51.0% 59.0% 73.0% 86.0% 

Breakdown: Percentage of 
Obstetric Consultants who have 
received training on CTG 
interpretation and auscultation, 
human factors and situational 
awareness  

                  0.0% 0.0% 18.0% 27.0% 27.0% 45.0% 45.0% 72.0% 

Breakdown: Percentage of Other 
Obstetric Doctors who have 
received training on CTG 
interpretation and auscultation, 
human factors and situational 
awareness  

                  0.0% 0.0% 8.0% 12.0% 13.0% 20.0% 45.0% 63.0% 

Overall Percentage of staff who 
have successfully completed 
mandatory annual competency 
assessment 

    86.0% 83.0% 83.0% 83.0% 81.0%   61.0% 53.0% 50.0% 68.0% 63.0% 74.0% 76.0% 81.0% 87.0% 

Breakdown : Percentage of 
Midwives who have successfully 
completed mandatory annual 
competency assessment  

                  49.0% 50.0% 63.0% 81.0% 75.0% 76.0% 82.0% 89.0% 

Breakdown : Percentage of 
Obstetric Consultants who have 
successfully completed mandatory 
annual competency assessment 

                  56.0% 45.0% 100% 100% 100% 100% 100% 81.0% 

Breakdown : Percentage of Other 
Obstetric Doctors who have 
successfully completed mandatory 
annual competency assessment  

                  54.0% 46.0% 75.0% 37.0% 56.0% 66.0% 66.0% 73.0% 

The percentage of intrapartum 
stillbirths, early neonatal deaths 
and cases of severe brain injury* 
where failures of intrapartum 
monitoring are identified as a 
contributory factor. 

                22.0%                 

Percentage of singleton live births 
(less than 34+0 weeks)  receiving a 
full course of antenatal 
corticosteroids, within seven days 
of birth 

33.0% 100% 64.0% 50.0% 80.0% 67.0% 80.0% 50.0% 71.0% 60.0% 55.0% 40.0% 57.0% 40.0% 37.5% 43.0% 66.0% 
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Percentage of singleton live births 
(less than 34+0 weeks) occurring 
more than seven days after 
completion of their first course of 
antenatal corticosteroids  
CNST also states trust must 
specifically confirm an audit has 
been completed to measure the 
percentage of singleton live births 
(less than 34+0 weeks) occurring 
more than seven days after 
completion of their first course of 
antenatal corticosteroids 

67.0% 0.0% 33.0% 50.0% 20.0% 33.0% 20.0% 50.0% 29.0% 0.0% 16.0% 20.0% 29.0% 40.0% 0.0% 43.0% 33.0% 

Percentage of singleton live births 
(less than 30+0 weeks)  receiving 
magnesium sulphate within 24 
hours prior to birth  

100% 100% 100% 100% 83.0% 100% 100% 100% 0.0% 86.0% 86.0% 100% 100% 67.0% 75.0% 80.0% 100% 

Percentage of women who give 
birth in an appropriate care setting 
for gestation  (in accordance with 
local ODN guidance). 

97.3% 99.1% 99.2% 98.6% 98.0% 99.4% 99.3% 98.8% 98.1% 98.3% 99.2% 98.9% 98.8% 98.3% 97.5% 98.6% 97.6% 

The incidence of women with a 
singleton pregnancy giving birth 
(liveborn and stillborn) as a % of all 
singleton births: In the late second 
trimester (from 16+0 to 23+6 
weeks) 

0.0% 0.6% 0.3% 0.0% 0.0% 0.3% 0.0% 0.3% 0.0% 0.3% 0.3% 0.0% 0.3% 0.0% 0.0% 0.0% 0.0% 

The incidence of women with a 
singleton pregnancy giving birth 
(liveborn and stillborn) as a % of all 
singleton births: Preterm (from 
24+0 to 36+6 weeks) 

5.0% 4.9% 6.7% 6.3% 4.3% 5.5% 8.7% 6.4% 7.2% 6.2% 4.9% 5.5% 7.1% 5.6% 7.3% 6.1%   
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Appendix 7 Continuity of Carer action plan 

 

Ref  Standard Key Actions Lead Officer Deadline 
for 

action 

Progress 
Update 

 
Please provide 

supporting 
evidence 

(document or 
hyperlink)  

Current 
Status 

1 2 3 4 

 

1 Identify cohorts 
for achieving 
35% of women 
booking onto a 
continuity 
pathway by 
March 2021 

Continue to monitor the 
number of women 
booking in the four 
existing continuity 
teams to ensure this 
target is being met  

Jane Cooper 31/03/21 13.11.20 
Numbers of 
women booking 
onto a pathway 
or transferring 
onto a pathway 
before 29 
weeks 
monitored on a 
monthly basis 
and reported to 
the LMS. 35.2% 
target achieved 
in Q1 

 

Continue to promote 
continuity pathways. 
Explore options for 
promotional 
resources/opportunities 

Jane 
Cooper/Trudy 
Delves 

31/12/20 13.11.20 
Funding has 
been obtained 
from the LMS 
for promotional 
materials for the 
homebirth 
service and 
Chorley Birth 
Centre. Some of 
these resources 
will incorporate 
information 
about other birth 
place options 

 

Chorley Birth Centre to 
open and commence 
clinical activity with the 
birth centre continuity 
team. 

Jo 
Goss/Trudy 
Delves 

30/11/20 13.11.20 Birth 
Centre has 
been completed 
and awaiting 
sign off. 
Equipment has 
been ordered 
and arrived. 
Provisional 
opening date -  
end November 
2020 
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2 By March 2021 
ensure that the 
proportion of 
black and Asian 
women and 
those from the 
most deprived 
neighbourhoods 
are on CoC 
pathways 
meets and 
preferably 
exceeds the 
proportion in 
the population 
as a whole 
 

Identify the baseline 
current proportion of 
BAME and   women in 
deprived areas who 
are booking with the 
service from the data 
collected on MUMS 
system.  
 

Jane Cooper/ 
Gillian Byrne 

01/12/20 13.11.20 Data 
currently being 
collected to 
enable analysis 

 

Identify the proportion of  
BAME women who book 
onto one of the 4 
existing continuity 
pathways  

Jane Cooper 1/12/20 05.11.20 Data 
being manually 
cross 
referenced on a 
monthly basis to 
enable 
assessment of 
compliance 

 

Identify which postcodes 
in the local catchment 
area fall into the 10% 
most deprived decile 

Jane Cooper 1/12/20 05.11.20 List of 
postcodes have 
been obtained 

 

Identify proportion of the 
population of women 
who are booking with 
the service who live in 
the deprived postcode 
areas. 

Jane Cooper 
/ Gillian 
Byrne 

1/12/20 05.11.20 Work 
has commenced 
to identify a 
system to enable 
easier 
identification. 
Currently a 
manual process 
13.01.21 Data 
collated 

 

Identify potential cohorts 
of women to enable us 
to meet and exceed this 
requirement and plan 
future continuity teams. 

Jane Cooper/ 
Jo Goss / 
Emma 
Ashton 

1/1/21 13.11.20 Able to 
map 
geographical 
areas as 
catchment areas 
for next continuity 
teams. However 
expansion of the 
service is 
dependent upon 
funding for 
additional 
midwifery 
capacity 

 

3 Accessible and 
fit for purpose 
data collection 
systems/tools in 
place for 
ongoing 
monthly 
reporting 

Procure and implement 
regional digital maternity 
end to end system to 
collate the COC dataset 

Emma 
Ashton / 
Hassin 
Rasool 

6/1/21 13.11.20 System 
has been 
procured and in 
phase 1 
configuration to 
be ready to 
launch 6/1/21. 
Additional 
system 
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capabilities will 
come on line 
after this date.  

Procure hardware for 
hospital and community 
based teams to enable 
them to input relevant 
data 

Emma 
Ashton / 
Hassin 
Rasool 

6/1/21 13.11.20 
Hardware 
procurement 
ongoing 

 

4. 
 

51% of all 
women 
accessing the 
service should 
be in receipt of 
CoC by March 
2022 
 

Use new national 
staffing toolkit for 
continuity of carer 
provision, to identify the 
total number of staff 
required to meet this 
requirement 

Janet Cotton 
/ Emma 
Ashton/ Jo 
Goss/ Jo 
Lambert/ 
Jane Cooper 

1/12/20 05.11.20 New 
toolkit in pilot 
form obtained 

 

Plan phased approach 
for increase in staffing 
numbers to achieve 
35% of women who are 
booked onto a continuity 
pathway actually 
receiving continuity. 
Then phase 2 to achieve 
51% of women receiving 
continuity (will mean 
around 80-90% of all 
women being booked 
onto a pathway) 

Janet Cotton 
/ Emma 
Ashton/ Jo 
Goss/ Jane 
Cooper 

1/12/20 13.11.20 Team 
modelling in 
progress to 
achieve targets 
to inform the 
phase 1 and 2 
business cases.  

Develop phase 1 
business case for 
staffing uplift and then 
recruit / redeploy staff  to 
new teams 

Janet Cotton 
/ Emma 
Ashton/ Jo 
Goss/ Jane 
Cooper 

1/1/21 13.11.20 Phase 
1 business case 
in progress to 
ensure team 
exceeds the 
required 35% 
target by March 
2021 

 

Develop phase 2 
business case for 
staffing uplift and then 
recruit/ redeploy staff to 
new teams 

Janet Cotton 
/ Emma 
Ashton/ Jo 
Goss/ Jane 
Cooper 

31.07.21  

 

  Monitor the number of 
women booking onto 
continuity pathways and 
how many are in receipt 
of continuity on a 
monthly basis to enable 
reporting to regional and 
national teams 

Jane Cooper Ongoing Monitoring on 
going via local 
maternity system 

 



 
 

 
 

Trust Headquarters 

Board of Directors  

Neonatal Staffing Report 

Report to: Board of Directors  Date: 4 February 2021 

Report of: Nursing, Midwifery & AHP Director Prepared by: J Connolly 

Part I  Part II  

Purpose of Report   

For approval ☒ For noting ☐ For discussion ☐ For information ☐ 

Executive Summary: 
 

The purpose of this paper is to provide the annual staffing review of the Neonatal Intensive Care Unit.  
BAPM levels fluctuate often by the hour depending on baby dependency in the unit. When the cots were 
originally commissioned (at both the Preston and Burnley unit) they were commissioned at 80% of the staffing 
levels outlined in the British Association of Perinatal Medicine guidelines. In recent years, the gap has closed 
for both medical staff and nursing with 100% compliance for Medical staffing and 83% compliance for nursing. 
Recently NHS England moved to support 100% compliance for the medical staff (albeit they still do not yet 
reimburse the Trust fully – a matter to be addressed in the next planning round) but has not yet supported 
100% compliance for nursing. 
 
Based on the 12 month average of actual demand and staffing available, the neonatal unit has achieved an 
average of 90% BAPM compliance overall.  
 
An analysis of dependency levels highlights that cot occupancy levels are routinely below the historic level of 
cot provision. As activity has decreased the level of investment by the Trust has been maintained (increasing 
the financial pressure for the service and the Trust). Should compliance with this standard be required then the 
Trust and the commissioners of the service need to address the funding implications. 
 
To meet 100% BAPM standards as outlined in the CNST requirements there are two options: a) invest a 
further £138,000 into the nursing budget to backfill substantively maternity leave (based on the historic average 
level of leave or b) reduce the level of available cots which is more in line with underlying demand and adjust 
the associated staffing and improve the routine planning for maternity leave and other absenteeism. This 
requires further discussion and an action plan to monitor these actions is included as part of the CNST 
programme and included as appendix 1. This is also a CQC should do requirement.  
 
The national neonatal audit is demonstrating there are 5 areas where performance is below the national 
average and 7 where performance is above or equal to national average. There is an action plan in place to 
address the areas requiring improvement. The establishment of transitional care aims to address the 
separation of mothers and babies. The team have agreed a number of actions to reduce the rate of 
bronchopulmonary dysplasia and improve follow up rates at two years.  

The neonatal dashboard is demonstrating positive outcomes for babies and families in a number of areas, 
particularly in breast feeding, family experience, and the low number of serious incidents. There is a positive 
incident reporting culture evidenced in reporting activity and a freedom to speak up champion was appointed in 
2020 ensuring the unit had an identified person to contact to raise concerns if needed. The qualified in 
specialty compliance is high, STAR accreditation of Gold achieved and sustained with audit outcomes and 
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simulation training in place to mitigate reduced access to regional training during Covid.  

There is strong evidence of family involvement and through Covid the teams have worked hard to manage the 
risk and maintain contact with families for babies which is vital for long term development.  

 
The Board of Directors are asked to;  
 

I. Approve the annual neonatal safe staffing report, noting the attached action plan to determine the 
actions required to meet BAPM (2011) compliance.  

II. Confirm it is assured of the standards in place and supporting actions to ensure the safety of babies in 
the neonatal unit.  
 

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 
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1. Background 

1.1  The NHS Improvement Safe Staffing neonatal 2018 guidance is used as the underpinning framework to 

conduct the annual neonatal nurse staffing review. The resource outlines a systematic approach for identifying 

the organisational, managerial and local factors that support safe staffing. It is informed by research in this 

area and builds on the National Institute for Health and Care Excellence (NICE) quality standard (QS4) for 

neonatal specialist care (2010), the DH Health Toolkit for high quality neonatal services (2009) and the British 

Association of Perinatal Medicine (BAPM) Service standards for hospitals providing neonatal care (2010). It is 

designed to assure parents and families that staffing in the neonatal units is sufficient to routinely monitor and 

control more effectively and efficiently the care provided to babies, and to allow adequate and where 

necessary improve communication with parents and families. This annual review is also a requirement of the 

Maternity Incentive Scheme Clinical Negligence Scheme for Trusts (CNST) 2020 to evidence safety action 

number four. The CNST requirement is for the neonatal nursing workforce to meet the service specification for 

neonatal nursing standards. The Trust is required to formally record to the Trust Board minutes the compliance 

to the service specification standards annually using the neonatal clinical reference group nursing workforce 

calculator. This report outlines the findings of the annual review triangulating staffing and quality outcomes for 

babies and details the changes that will be made to the establishment as a result of this.  

1.2 In November 2019, a full review of the neonatal nurse staffing and skill mix was undertaken. The 
establishment was funded to be 83% complaint with BAPM standards, the Board accepted this as assurance 
was provided that staffing levels were sufficient to deliver safe care due to close monitoring of acuity / activity, 
scrutiny of quality outcomes and staffing levels through the neonatal national database, Badgernet. 
 
1.3 The Safety & Quality Committee requested a further report to review the impact of the decision not to 
further increase British Association of Perinatal Medicine (BAPM) compliance through the substantive 
establishment. BAPM compliance was 83% at the last review. The Committee was also cognisant of the fact 
that neonatal services has a work stream within the Integrated Care System (ICS) which may influence 
neonatal care provision going forward. At this time there is no further update on any planned changes within 
the ICS. 
 
1.4 The Level 3 Tertiary Neonatal Intensive Care Unit (NICU) at LTH is one of two within the Lancashire 
and South Cumbria Neonatal Network (LSCNNN). East Lancashire Hospitals Foundation Trust (ELHT) is the 
other provider. Tertiary Level 3 NICU’s provide intensive care to the sickest and most preterm babies from 
across the whole of the Lancashire and South Cumbria region. 
 
1.5 The Tertiary Neonatal Intensive Care Unit (NICU) at LTH has a total of 28 cots plus a transitional care  
service, which consists of: 

 6 intensive care cots  
(This requires 1 nurse to 1 baby) 

 8 high dependency cots  
(This requires 1 nurse to 2 babies) 

 14 special care cots/transitional care cots on the maternity unit.  
(These are used interchangeably as required and require 1 nurse 4 babies)   

 
In addition to this the unit has 2 family rooms to support families in their transition to discharge home. 
 
2.  Safe Staffing of neonatal services 
 
2.1 Staff in neonatal and special care baby unit need to be available in sufficient numbers and with sufficient 
knowledge, experience and training to offer safe, effective care to babies and their families 
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2.2 The minimum BAPM standards for staffing levels for neonatal services are: 

 Neonatal intensive care 1:1 nursing for all babies 

 Neonatal High Dependency Care 2:1 nursing for all babies 

 Neonatal Special care: 4:1 nursing for all babies 

 Neonatal Transitional Care 4:1 nursing for all babies 
 
3. Current LTH Position  
 
3.1 The current nursing workforce within the NICU at LTH comprises of highly skilled registered children 
nurses, midwives, registered nurses, advanced neonatal nurse practitioners and unregistered neonatal 
nursery assistants.  
 
3.2 There are no band 2 or 3 HCA’s on NICU, the band 4 nursery assistants provide delegated care to some 
of the special care infants. The qualified nurses represent 91.61% of the workforce. The housekeeper and 
ward clerk role is established and essential to the running of the unit.  
 
3.3 71% of nurses have the ‘qualification in speciality’ against the BAPM standard of a 70% target required to 
work within the NICU. 
 
3.4 The transitional care pilot has evaluated positively and is now provided as a service which runs alongside 
the neonatal unit. There is an agreed criteria of infants who can be nursed by neonatal staff within the 
maternity unit meaning reduced separation and improved outcomes. This service will mean fewer babies will 
be admitted to the unit and overall length of stay will be reduced. The staffing for the transitional care unit is 
included within the staffing plan for the 14 special care cots as transitional activity is a reflection of care that 
would have previously been special care.  
 
3.5 Table 1 indicates the current staffing establishment for the commissioned cots and also the BAPM 
recommended levels (applied using the Dinning tool for the period Jan too Dec 2020). 
 
Table 1 General Ledger – December 2020 
 

 Suggested 
(BAPM 2011 
Dinning 
tool) 

WTE in 
budget  

Difference in 
establishment to 
Dinning tool 

Proposed  WTE 
(2021) BAPM 
compliant  

Difference in 
establishment 
to Dinning tool 

BAND 7 5.69 8 2.31 7.73 2.04 

BAND 6 22.70 21.24 -1.46 23.27 0.57 

BAND 5 QIS 26.01 19.99 -6.02 44.08 0.75 

BAND 5 17.32 20.33 3.01   

BAND 4 6.95 3.7 -3.25 5.51 -1.44 

Total 74.56 73.26 -5.41 80.59  1.92 

 
The table above demonstrates an overall negative difference between the number of staff in the current 
budget and the levels recommended by the neonatal toolkit. It should be noted the calculator does not directly 
reflect the nuances of different shift patterns, actual occupancy levels against commissioned numbers of cots 
and a number of posts within the establishment including  

- 1.8 ward manager and educator duties (band 7) 
- 0.4 breastfeeding support role (band 6)  
- 0.6 research nurse (band 6) 

 
3.6 Occupancy against declared (commissioned cots) BAPM 2011 is detailed below and shows an overall 
occupancy of 68.79% although this can fluctuate considerably from month to month.  
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Table 2 – Annual occupancy levels for each level of care  
 

Intensive Care High Dependency Special Care  Total 

57.08% 64.54% 76.28% 68.79% 

 

3.7 The unit has been fully compliant (100% or above) with BAPM staffing ratios in 3 out of 12 months 

however the SPC chart below shows the variance in compliance by month and indicates that the mean BAPM 

compliance has been 90%.  

Graph 1 – BAPM compliance by month 

 

3.8 In order to meet BAPM compliance for 100% occupancy of commissioned cots, 13 registered staff and one 

nursery nurse are required per shift. The changes in shift patterns have led to efficiencies and enabled 12 RN 

and one nursery nurse per shift however further investment is required to provide 13 nurses and one nursery 

nurse per shift.  

3.9 To secure this level of staffing, we need to recruit to an additional 7 WTE at a cost of 245 k. This will allow 

the unit to be BAPM compliant and provide cover for maternity leave and establish the band 4 posts.   

Maternity leave has averaged 7.85% over the last 12 months and 5.4% cumulatively over the previous 3 

years. Therefore a recommendation to approve substantive recruitment of 7 WTE is made.   

Table 3- Current template and BAPM compliant template  

 Early  Late Night 

Registered (Current template) 11 11 11 

Unregistered (Current template)  1 1 1 

Registered  (Revised template 
BAPM compliant) 

13 13 13 

Unregistered (Revised template 
BAPM compliant)  

1 1 1 
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Table 4 – Neonatal safe staffing dashboard 
 

Key Performance Indicators  Target 
Jan 
20 

Feb 
20 

Mar 
20 

Apr 
20 

May 
20 

Jun 
20 

Jul 
20 

Aug 
20 

Sep 
20 

Oct 
20 

Nov 
20 

Dec 
20 

Admissions 

Total Admissions NA 33 32 32 26 30 41 31 34 31 36 35 26 

< 26 Weeks NA 5 1 4 1 3 2 0 1 1 1 0 0 

26 - 30 Weeks NA 5 4 0 2 6 5 2 3 5 3 7 4 

31 - 36 Weeks NA 8 13 11 11 6 13 12 10 7 14 12 9 

> 36 Weeks NA 15 14 17 12 15 21 17 12 18 19 16 13 

Postnatal Transfer NA 5 1 1 3 3 3 6 7 7 6 2 4 

Discharges 

Total Discharges NA 29 25 39 30 28 40 31 37 31 33 30 34 

Home  NA 9 12 18 14 7 15 16 20 14 12 15 25 

PNW NA 13 6 13 11 13 22 11 8 11 13 7 5 

Repatriation NA 5 3 5 3 7 1 3 6 2 5 6 2 

Mortality Total Mortality NA 2 1 2 2 1 0 0 1 0 1 1 0 

Care Level 
Days 

Intensive Care NA 112 167 115 105 98 134 145 145 68 113 140 73 

HDU NA 184 117 213 114 94 112 146 136 99 151 180 107 

Special Care NA 228 262 341 255 367 345 303 375 221 245 321 339 

Transitional Care NA 0 88 43 14 15 14 33 19 14 125 132 104 

TPN  Total Infants NA 9 8 6 3 9 9 6 6 6 13 12 6 

Cooling Total Infants NA 2 0 1 2 2 1 1 1 0 2 3 1 

Sepsis & 
Lines 

central line days NA 146 121 66 103 221 134 88 87 86 114 186 77 

+ve culture NA 0 2 1 0 3 1 0 1 0 1 2 0 

CNS 
IVH (Gr 3 & 4) NA 1 0 0 0 0 0 0 0 0 0 0 0 

PVL NA 0 0 2 0 0 0 0 0 0 0 0 0 

Surgical 
transfer 

Total Infants 

NA 4 1 0 0 1 1 1 3 3 2 1 1 

Cardiac 
transfer 

NA 1 1 0 0 0 1 0 0 0 0 0 1 

BAPM Monthly average 100% 90% 76% 89% 102% 97% 80% 85% 82% 117% 80% 73% 102% 

Breast 
Feeding 

Initiation of 
breastfeeding 

60% 65% 69% 64% 70% 82% 65% 61% 68% 58% 
no 

data 
44% 58% 

Receiving Mothers Milk 
at discharge – all babies 

60% 59% 41% 45% 55% 61% 53% 42% 58% 42% 35% 38% 32% 

Receiving mothers milk 
at discharge 
<33/40 Gestational Age 

60% 67% 80% 80% 55% 100% 57% 67% 60% 50% 50% 67% 43% 

Sickness 
absence Rate 

<4% 6% 6.8% 5.4% 3.7% 2.6% 4.4% 4.8% 3.5% 5.3% 5.0% 7.3% 7.2% 

Leave Maternity >4% 6% 7.5% 8.5% 9.4% 7.8% 9.3% 8.9% 7.4% 8% 7.1% 7.7% 6.7% 

Key Performance Indicators  Target 
Jan 
20 

Feb 
20 

Mar 
20 

Apr 
20 

May 
20 

Jun 
20 

Jul 
20 

Aug 
20 

Sep 
20 

Oct 
20 

Nov 
20 

Dec 
20 

Incidents 

Number of Incidents 
    

16 17 21 37 34 16 32 43 20 

Moderate or above 
harm  

0 0 0 0 0 0 1 1 0 0 0 1 

Minor, no harm or near 
miss  

39 50 34 16 0 21 36 33 16 32 43 19 

Avoidable Pressure 
Ulcers 

0 0 0 0 0 0 1 0 0 0 0 0 0 

Patient 
Experience 

Number of Complaints 0 0 0 0 0 0 0 0 0 0 0 0 0 

Number of PALS 0 0 0 0 0 0 0 0 0 0 2 0 0 

Friends and Family  
100% 100% 

no 
data 

no 
data 

no 
data 

no 
data 

no 
data 

no 
data 

no 
data 

no 
data 

no 
data 

no 
data 

Training 

Safeguarding Children 
Level 3 

90% 97% 97% 96% 92% 91% 90% 94% 90% 95% 94% 93% 91% 

Safeguarding Adults 
Level 2 

90% 100% 98% 99% 99% 92% 97% 97% 93% 97% 98% 97% 93% 

Mandatory Training 90% 91% 85% 86% 76% 77% 76% 85% 84% 92% 89% 86% 87% 

Appraisal 90% 97% 95% 94% 93% 98% 88% 89% 87% 96% 94% 92% 86% 

Prevent     
97% 94% 97% 76% 80% 95% 97% 96% 95% 

NLS 90% 95% 95% 86% 82% 81% 71% 73% 71% 71% 88% 80% 80% 

In house life support 
simulation / NLS  

90% 
           

95% 

Qualified in Specialty 70% 84% 84% 84% 84% 84% 82% 82% 82% 81% 81% 81% 81% 
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STAR 

STAR Monthly audits 95% 100% 88% 100% 88% 87% 93% 93% 87% 93% 100% 93% 93% 

STAR Accreditation 90% 97% NA NA NA NA 91% NA NA NA NA NA 90% 

Safe and secure 
Handling of medicines     

100% 92% 92% 92% 
100
% 

77% 100% 93% 79% 

Mattress Audit     
100% 93% 

100
% 

100
% 

100
% 

100% 100% 
100
% 

94% 

Hand Hygiene     
100% 100% 

100
% 

100
% 

97% 100% 93% 
100
% 

100% 

Intravascular devices     
100% 95% 79% 95% 97% 97% 98% 97% 97% 

Management of 
suspected infection     

No 
Data 

100% 
100
% 

67% 
100
% 

100% 100% 
no 

data 
100% 

Diversions 
Divert procedures 
activated to 
neighbouring trusts 

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

Key Performance Indicators  Target 
Jan 
20 

Feb 
20 

Mar 
20 

Apr 
20 

May 
20 

Jun 
20 

Jul 
20 

Aug 
20 

Sep 
20 

Oct 
20 

Nov 
20 

Dec 
20 

 

Registered 
days  

73% 79% 75% 76% 76% 76% 76% 70% 67% 84% 82% 76% 

Unregistered 
Days  

80% 74% 31% 37% 75% 54% 42% 87% 33% 55% 47% 43% 

Registered 
Nights   

87% 91% 89% 84% 85% 86% 84% 84% 80% 94% 81% 94% 

Unregistered 
nights   

44% 87% 116% 
114
% 

90% 61% 49% 89% 50% 96% 85% 109% 

Sickness  <4% 6% 6.8% 5.4% 3.7% 2.6% 4% 4% 4% 5% 5% 7% 7% 

Maternity 
leave  

<4% 6% 7.5% 8.5% 9.4% 7.8% 9% 9% 9% 8% 7% 8% 7% 

Vacancies <5 
      

9.17 1 2.7 2.7 1.5 1.5 

Bank and 
agency spend             

£18.5k 

 

4. Workforce  

A review of the demographic of the neonatal nursing workforce at LTH would indicate a continued and 
sustained high level of maternity leave, particularly within the Band 6 (all QIS) establishment. The sickness 
levels have been escalated for the previous 12 months, analysis of this has not identified work related stress 
as an issue but overall anxiety and stress related illness are the primary drivers of this sickness. It is 
acknowledged that stress and burnout of staff occurs in intensive care settings. The sustained requirement to 
maintain competence and vigilance whilst nursing an extremely vulnerable baby is understood. Strategies to 
address the long term sickness have been implemented in the last year overseen by the DND and have led to 
an improvement in some sickness, however, this has now been impacted by Covid.  
 
5. Increase in demand  

There is a formal escalation policy in place to maintain a safe service and environment for patients and staff 
during periods of high activity or when staffing levels fall below the Unit’s agreed minimum standards. The 
escalation policy is activated to ensure safety on the unit on a daily basis and when the level of intensive care 
or high dependency activity increases, this leads to an associated drop in nursing ratios which can result in the 
unit being closed to local and/or regional admissions. There are contingencies in place to facilitate a flexible 
and responsive workforce, using the specialist neonatal nurse roles, for example training and education roles, 
these are not reflected within the NICU staffing rota and cannot be accounted for formally on the rota as the 
posts fulfil other critical roles such as safeguarding and bereavement, however in periods of escalation clinical 
direct patient care is prioritised.  
 
6. Incident reporting  

The neonatal unit has a healthy reporting culture and reports incidents proactively with the majority being no 
harm or low harm with a very small number of moderate harm events. There have been no severe harm 
events or events resulting in death.  
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7. Medication Safety 

The unit is a high reporter of medication incidents and has been commended by the Trust Medication Safety 
Officer for its healthy reporting culture and governance process around medication incidents including 
professional reflection and self-reporting of incidents involving the reporter.  
 
8. Family Feedback  

Family feedback was collected as part of the STAR accreditation visit and the unit achieved 100% in this 
category which the Quality Assurance team rated as outstanding. The unit has received three Patient Advice 
Liaison Service (PALS) issues and no complaints in the last 12 months. The unit has now received GOLD star 
status in the accreditation scheme. The unit engages with families via the family support worker who is in 
regular contact with families and can signpost them to practical support, Derian House provides in reach 
support to families whose child may have long term needs following neonatal admission and there is a support 
group called Families and Babies (FAB) for peer support. The unit has just been identified to receive dedicated 
psychology support from families via the neonatal network. Feedback is collected by a patient experience 
facilitator and examples of responsive changes include changes to visiting arrangements and communication.   
 
9. National Neonatal Audit Programme  

The National Neonatal Audit Programme is an annual retrospective audit, the results below indicate the 2019 
data. There are 5 areas where performance is below the national average and 7 where our performance is 
above or in line with national average.  
 
There is an action plan in place to address the areas requiring improvement, the establishment of Transitional 
care should address the separation of mothers and babies and additional support for breastfeeding mothers is 
in place although this area still requires improvement. The medical staff have agreed a number of actions to 
reduce the rate of bronchopulmonary dysplasia and improve follow up rates at two years.  
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Image 1 National neonatal audit Programme overview LTH 2019 
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10. Finance  

 
The table below demonstrates that the unit averaged a shortfall of 7wte per month to cover high sickness, 

maternity and vacancies some which were subsequently filled by bank and agency shifts. Increasing the 

establishment to substantively recruit to the average maternity leave by 7wte would allow BAPM standards to 

be achieved routinely and remove the need for bank and agency usage which has been £107,000 in the 

previous year. The cost of 7 WTE substantive nurses is £244,000. The reduction in bank and agency of 

107,000 per year will lead to a net cost of 138,000 to the Trust overall. The changes to shift patterns from short 

shifts to long days have also contributed to creating an efficiency reducing the required investment. 

Table 5 – Financial summary

 

This proposal has been discussed with the Finance Director. To meet 100% BAPM standards as outlined in 
the CNST requirements there are two options: a) invest a further £138,000 into the nursing budget to backfill 
substantively maternity leave (based on the historic average level of leave or b) reduce the level of available 
cots which is more in line with underlying demand and adjust the associated staffing and improve the routine 
planning for maternity leave and other absenteeism. This requires further discussion and an action plan to 
monitor these actions is included as part of the CNST programme and included as appendix 1. Board will be 
updated on this through the bi monthly CNST update.  
 
11. Risk and Governance  

The specialty has an identified clinical director, matron and business manager that hold month governance 
meetings and weekly senior team meetings. Risk reviews form part of this and Table 6 demonstrates the live 
risks associated with neonatal services at this time. In the last 12 months 5 risks have reduced and 4 have 
increased. The neonatal policies are all now in date and that risk will be closed in month. The management of 
risk and movement indicates increasing risk maturity within the division and specialties. The long standing 
risks associated with medical and nursing are dependent on funding being secured as described earlier in the 
paper.  
 

ID Opened Title Risk level 

(current) 

Last Review 

Date 

Review 

rating 

Jan 20 

Review 

rating 

Jan 21  

129 06/07/2018 Cerebral Flow Monitor risk of data loss - 

data is at risk if a hardware problem 

corrupts or wipes out the data. 

Moderate 

4-6 

04/12/2020 15 4 

813 28/07/2020 Children's Services access to required Significant 06/01/2021 NA 12 

Sickness Jan-20 Feb-20 Mar-20 Apr-20 May-20 Jun-20 Jul-20 Aug-20 Sep-20 Oct-20 Nov-20 Dec-20
Sickness 6.27% 6.41% 4.71% 3.70% 2.04% 3.39% 3.76% 2.83% 4.80% 4.92% 7.00% 7.01%

Sickness above 4% 2.27% 2.41% 0.71% -0.30% -1.96% -0.61% -0.24% -1.17% 0.80% 0.92% 3.00% 3.01%

Sickness above 4% wte 1.64 1.72 0.51 -0.23 -1.50 -0.45 -0.18 -0.95 0.63 0.73 2.38 2.39

Maternity 6% 7.50% 8.50% 9.40% 7.80% 9.30% 8.90% 7.40% 8.00% 7.10% 7.70% 6.70%

Maternity wte 4.62 5.35 6.15 7.18 5.98 6.92 6.60 6.02 6.28 5.63 6.09 5.33
Vacancies 1.12 1.88 0.88 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00
TOTAL ADDITIONAL COVER REQUIRED 7.37 8.95 7.54 6.95 4.48 6.47 6.43 5.07 6.91 6.36 8.47 7.72

Over estab 0.00 0.00 0.00 3.10 3.42 1.10 0.95 8.10 5.23 6.03 5.87 6.30

Agency Spend -                 2,379          4,266          1,468          -              1,153          1,134          1,279          311-              895              5,624          9,566          

Agency Spend equivalent wte -                 0.24            0.43            0.15            -              0.12            0.11            0.13            0.03-            0.09            0.56            0.96            

Bank Spend 1,174             18,698        12,850        2,431          1,905          3,152          977              3,829          947              12,956        12,408        8,878          

Bank Spend equivalent wte 0.29               4.69            3.22            0.61            0.48            0.79            0.24            0.96            0.24            3.25            3.11            2.22            

Overtime 413                 910              1,636          3,588          5,782          420              714              2,133          360              -              1,039          1,069          

Overtime equivalent wte 0.10               0.23            0.41            0.90            1.45            0.11            0.18            0.53            0.09            -              0.26            0.27            

TOTAL ACTUAL ABSENCE COVERED 0.29               4.92            3.65            3.86            3.90            2.01            1.31            9.19            5.44            9.37            9.54            9.48            

GAP 7.08               4.03            3.89            3.09            0.58            4.46            5.12            4.12-            1.47            3.01-            1.08-            1.76-            
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'Advanced Life Support' Training 8-12 

120 10/10/2018 Continuous Positive Airway Pressure 

transfer on neonatal transport incubator 

Significant 

8-12 

04/12/2020 15 12 

885 17/09/2020 Inability to provide a 7 day Neonatal 

Outreach service 

High Risk 

=>15 

06/01/2021 NA 15 

62 08/01/2015 Insufficient Medical Cover for Neonatal 

Services 

High Risk 

=>15 

31/12/2020 12 16 

799 29/05/2020 Neonatal Policies and Guidelines 

exceeding review dates. ** This will close 

in Jan 21** 

Significant 

8-12 

13/11/2020 NA 9 

126 24/06/2010 Providing Insufficient/inadequate care due 

to nursing establishment to manage peak 

neonatal activity under BAPM standards 

Moderate 

4-6 

06/01/2021 12 16 

121 01/11/2019 Retinopathy of Prematurity  examinations 

for discharged NICU babies performed on 

NICU due to no suitable location being 

identified  

Moderate 

4-6 

18/11/2020 15 6 

786 26/08/2020 Safe Management of Expressed Breast 

Milk 

Significant 

8-12 

09/12/2020 NA  12 

124 01/08/2018 Storage and temperatures control in many 

areas of the Sharoe Green unit are 

causing storage risks for milk and 

medications - 

Moderate 

4-6 

18/11/2020 15 6 

123 26/06/2019 Unable to control the ambient temperature 

on the neonatal intensive care unit 

Moderate 

4-6 

18/11/2020 6 15 

 
 
12. Conclusion 

The nursing workforce on the Neonatal Intensive Care Unit remains stable with successful recruitment to 
registered nurse positions and a CQC rating of Good achieved at the last inspection.  
 
It is well documented units of this intensity experience higher than average sickness rates and this is evident in 
this workforce, further compounded by average maternity rates of 7%. To address some of the challenged 
workforce measures, a singular unit manager will be created this year to formalise this position in line with 
other units across the organisation and enable the role of the Matron and Unit manager to be more clearly 
defined and a focus on metrics where improvement is required. Average BAPM compliance of 90% will 
undoubtedly be contributing to the variation on mandatory training and appraisal rates and this should be 
resolved through the recommendation to substantively recruit to the average maternity leave within the 
services. The detail of this will be worked through in due course, the cost amounts to £138,000, positively this 
would remove the requirement for agency within the unit, minimise bank spend and enable delivery of key 
workforce measures alongside completing an action outlined in relation to the delivery of a CQC should do on 
this topic.  
 
The national neonatal audit is demonstrating there are 5 areas where performance is below the national 
average and 7 where performance is above or equal to national average. There is an action plan in place to 
address the areas requiring improvement, the establishment of transitional care aims to address the 
separation of mothers and babies. The team have agreed a number of actions to reduce the rate of 
bronchopulmonary dysplasia and improve follow up rates at two years.  

Despite the challenges outlined, the neonatal dashboard is demonstrating positive outcomes for babies and 
families in a number of areas, particularly in breast feeding, family experience, and the low number of serious 
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incidents. There is a positive incident reporting culture evidenced in reporting activity and a freedom to speak 
up champion was appointed in 2020 ensuring the unit had an identified person to contact to raise concerns if 
needed. The qualified in specialty compliance is high, STAR accreditation of Gold achieved and sustained with 
audit outcomes and simulation training in place to mitigate access to regional training during Covid. There is 
strong evidence of family involvement and through Covid the teams have worked hard to manage the risk and 
maintain contact with families for babies which is vital for long term development.  
 
13. Recommendations 

The Board of Directors is asked to;   

I. Approve the annual neonatal safe staffing report, noting the attached action plan to determine the 

actions required to meet BAPM (2011) compliance.  

II. Confirm it is assured of the standards in place and supporting actions to ensure the safety of babies 

in the neonatal unit.  
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Appendix 1 – Action plan to address neonatal nurse BAPM staffing gap 

 
 

 

 

 
 
 

Organisation: Lancashire Teaching Hospitals NHS Foundation Trust 

Lead Officer: Joanne Connolly  
Position: Divisional Nurse Director  

Version Date 

1 26.1.2020 

  

  

Status Key 
1 Not complete / no progress reported/ timescales not met by more than 6 months/ no evidence provided 

2 Actions partly or mostly achieved / timescales not met by 3- 6 months / some evidence outstanding 

3 All actions complete but awaiting evidence / timescales within 3 months 

4 All actions completed and good supporting evidence provided 

Ref  Standard Key Actions Lead 
Officer 

Deadline 
for action 

Progress Update 
 
Please provide 
supporting evidence 
(document or hyperlink)  

Current 
Status 

1 2 3 4 

 

1 BAPM 2011 
Nursing 
standard 
 
 

Complete the annual review 
of nurse staffing.  

Joanne 
Connolly  

31 
January 
2021 

Review written 
and prepared for 
presentation at 
safety and Quality 
Committee in 
January 2021 and 
Trust Board 
February 2021.  

3 

2 BAPM 2011 
Nursing 
standard 

Outline requirement to reach 
BAPM standards based on 
the current configuration of 
cots.  

Joanne 
Connolly  

31 
January 
2021 

Completed with 
the paper 

3 

3 BAPM 2011 
Nursing 
standard 

Confirm intention of specialist 
commissioning in relation to 
the number and level of cots 
commissioned. Explore if a 
flexible approach to cots if 
demand increases would be 
supported. Based on this 
discussion determine 
resource requirement to 
close the gap and become 
BAPM. 

Paula 
Garstang  

31 March 
2021 

Agreed to 
commence 
discussion.  

2 

4 National 
Quality 
Board – 
sustainable 
delivery of 
staffing 

Agree with Finance Director 
an approach to substantively 
funding maternity leave to 
improve the likelihood of 
BAPM standards being met 
reliably.  

Sarah 
Cullen  

31 March 
2021 

Agreed the 
development of a 
maternity factor. 
To be 
implemented if 
approved from 
start of financial 
year.  

2 

Action Plan – BAPM Nurse Staffing Neonatal services 



 
 

 
 

Trust Headquarters 

Board of Directors Report 

  
Integrated Performance Report 

Report to: Board of Directors Date: 4 Feb 2021 

Report of: Executive Team  Prepared by: Executive Directors 

Part I  Part II  

Purpose of Report 

For approval ☐ For noting ☐ For discussion ☒ For information ☐ 

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 December 2020, unless otherwise stated. The performance report RAG rates the key metrics of 
operational delivery including the NHSI standards and local indicators versus the targets as at December 
2020 where data is available.  All KPIs relate to key measures in the Trust’s Big plan. 
 
In addition to the usual dashboard and narrative report, a Scorecard Risk Assessment Matrix has been 
provided that allows the committee members at a high level to understand the management priority of each 
performance key metric, a forecast status, high levels actions for improvement and the accountable 
committee or group for monitoring and driving improvement.   

 

Consistently Deliver Excellent Care 
 

Operational Performance  
 
The Trust continues to be challenged in these unprecedented times as winter takes a hold and COVID-19 
pressures increase further on the hospital bed base.   The COVID-19 numbers in the beds are significantly 
higher now than the first wave and the latest modelling suggests that our hospital has not yet peaked.  
These cohorts of patients are utilising a significant number of the General and Acute bed base, with over 
160 patients and a percentage of our respiratory high care and critical care beds each day.  As a result, 
performance across the board, both emergency and elective is being significantly impacted.   

 
From an urgent care perspective the trust remained challenged against the 4 hour target in December 2020 
with performance at 81.31%.  Whilst this was a deterioration on the previous month, it puts the Trust above 
the national average position of 80.3% and 4th out of 19 acute trusts across the North West. 

   
Despite the collective strides across LTH and the local system to manage the second and third wave of 
COVID-19, as it continues alongside winter demand, a significant amount of pressure remains on the 
Emergency Department and the resulting in long waits of all our patients. The number of patients waiting 
over 12 hours post a decision to admit in December 2020 was 63, compared with 68 last December and 
the total number of patients waiting over 12 hours in December 2020 was 552 compared with 840 last 
December. Reducing long waits in the Emergency Department remains one of our absolute key priorities.  
The COVID third wave during January and February 21 will impact though on waits in the ED department.   
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Key new schemes on board during December  
• NHS 111 – During December 2020 there were 410 patients went through the call handlers of NHS 111. 

As a result 294 did not then attend and ED or UCC and 60 attended our ED and 62 UCC. This is rate of 
80% deflection for the first pathway launched.  The next key steps in the programme are to scale up the 
relevant pathways for the unheralded attenders so more can be deflected away from ED. In addition 
more bookable slots will be opened up to control the flows in UCC and EDs better. Full programme 
plans are in place over the next three months alongside technology advancement and new triage tools 
as a key enabler. The overall aim is to reduce unheralded ED attendances by 40% and is a key national 
transformation piece of work.  

• Avondale ward opened on the 14th December 2020 and has provided an additional 28 beds (net gain 
11). 

• 10 Nursing homes will be going live between now and January 2021 with digital health to support 
admission avoidance and relieve pressure at the front door. This model has saved a number of beds in 
Tameside. 

• Just prior to Christmas, reducing the number of patients who are medically fit for discharge became a 
key focus for the senior teams across the system and the “Home for Christmas” campaign was 
launched by the COO and DCOO.  Senior leads across the system have been attending a daily call to 
review all patients who are medically fit to collectively unblock any issues and reduce the number of 
days that patients are delayed.  This drive has continued into January 2021 and remains a key tool to 
keep occupancy as low as possible with the third wave now predicted. 

 

 
 

• From an elective care perspective, LTHTR were over plan for the phase 3 recovery plan for elective 
inpatients and slightly under for day case but  given the increase in demand of COVID-19 patients and 
ITU surge plans, all non-urgent procedures have been stood down from Mid-January.   This temporary 
cessation of P3 and P4 activity will result in the number of patients on a waiting list increasing and 
increasing the length of time patients stay on a waiting list.  The outcome of the national clinical 
prioritisation programme, covered by a separate agenda item for the committee, details the plans for 
prioritising patients and communicating with patients who are delayed where their procedures are not 
deemed to be urgent.   

 
• From a diagnostics perspective, a key area of concern from a diagnostic waiting times perspective 

continues to be endoscopy which significantly impacts upon a number of cancer pathways.   Nationally 
and locally the suspension of Endoscopy services for approximately 6 weeks during wave 1 of the 
pandemic and the IPC measures that need to be taken mean that endoscopy capacity is reduced and 
has backlogs.   

 
• From a cancer perspective, 2 week and 62 day performance is below national standards but is common 

across all Trusts currently due to COVID.  2 week cancer position remains a concern across the Trust, 
with a key area of priority being breast.  To understand the key issues further and actions being taken 
to drive improvements, the COO commissioned a deep dive which has been conducted by the 
Divisional Director for Women’s & Children’s and a recovery plan has been produced.  The recovery 
plan is being monitored via the fortnightly Performance Recovery Group meetings chaired by the 
DCOO. 
 

• P2 and cancer work is being protected still despite the COVID pressures and a system of support for 
mutual aid as with critical care patients is in place across the ICS  
 

• The breast short term recovery plan sets out the plan to create additional capacity to meet demand and 
clear the backlog of 2 week wait referrals. The expectation is that if referral rates remain at/or below 

Date Total MFFD 
Patients 

Total 
Reportable 

MMFD Patients 

Total Number 
Days Delayed 

Average 
Number Days 

Delayed 
29th Dec 20 58 55 292 6 
8th Jan 21 53 29 66 2 
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those anticipated and capacity (including additional) remains as planned then the service backlog will 
be cleared by the end of February 2021 and the service will be fully compliant with the national 
standard by the end of March 2021 

 
CQC 
At the end of December 2020, of the 93 ‘Must Do’s and Should Do’s’ included in the QIP, 83 (89%) 
have been assessed as ‘Green’ i.e. delivered, 7 (8%) as ‘Amber-Green’ i.e. not currently delivered, but 
likely to be delivered before the end of January 2021 and 3 (3%) as ‘Amber-Red’ i.e. not currently 
delivered, and concerns about delivery before end of January 2021. Nil ‘Must Do’s and Should Do’s are 
currently assessed as Red i.e. not expected to deliver at any point in time. 
 
In December 2020, the following should do’s were assessed as delivered: 
 

• Access and Flow (AF2) 2019 - Urgent and Emergency Care - The trust should review how 
departments work collaboratively to improve patient flow within the department and resolve 
issues such as conflict resolution training for staff it deems relevant. 

• Documentation and Information Governance (D&IG5) 2019 - Medicine.  The trust should 
consider improving bedside handovers further to ensure that patients’ privacy and dignity is 
always maintained. 

• Mental Health (MH3) 2019 - Medicine. The trust should consider providing activities for patients 
who are partially sighted. 

• Staffing (S4) 2019 - Medicine. The trust should continue with plans to recruit to an increased 
medical staffing establishment. 

• Staffing (S5) 2019 – Medicine. The trust should continue with plans to recruit to an increased 
nurse staffing establishment. 

• Access and Flow (AF7) 2019 - Surgery. The service should improve communication between 
theatres and wards to ensure patients receive correct information. 

• Documentation and Information Governance (D&IG8)2018. The Trust should ensure that 
records are always kept secure so they are only accessed and amended by authorised people. 

• Access and Flow (AF13) 2018 - Surgery. The Trust should ensure that staff in theatres have 
timely access to theatre lists in line with Trust policy and that patient records are available to 
theatre the day before surgery. 

• Staffing (S7)2019 – Critical Care. The trust should continue to look for ways that speech and 
language therapy assessments can be carried out in a more timely manner sustainably. 

• Environment and Equipment (EE7)2018 Outpatients - The Trust should consider a review of its 
outpatient facilities and premises to ensure they are sufficiently adapted to meet the individual 
needs of patients. 

• Documentation and Information Governance D&IG12 (2018) - Maternity. The Trust should 
ensure that all patient records are stored securely at all times. 

• Staffing S11 (2018) – Children’s and Young People. The Trust should continue to review the 
medical and nursing staffing levels to ensure that they remain safe. The Trust should continue to 
monitor and act on risks in relation to compliant with British Association of Perinatal Medicine 
(BAPM) staffing levels for the neonatal unit. 

• Mental Health MH1 (2019) - Trust wide. The trust must ensure that where patients are over the 
age of 16 and unable to consent to care and treatment because they lack capacity, staff act in 
accordance with the Mental Capacity Act 2005. (Regulation 11(3)) 

  
There remains 3 Amber-Red should Do’s. I.e. not currently delivered, and concerns about delivery 
before January 2021. 
 

• Access and Flow (AF1) – 2019 - Urgent and Emergency Care. The trust should review its 
medical staffing so it meets national standards. This remains a risk due to the lack of 24/7 
Consultant Trauma Lead cover and continues to be reviewed on a regular basis at the Major 
Trauma Board meeting. Meetings are ongoing with the Emergency Department, Major Trauma 
and Executive teams to find a resolution. 
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• Access and Flow (AF8) – 2019 - Surgery. The service should reduce the number of theatre 
overruns has been identified as at risk of delivery due to delays with an action to redesign the 
theatre staff rota. This action has been significantly impacted by Covid-19 and is difficult to 
resume until easing of Covid-19 pressures and therefore the number of theatre overruns 
remains out with desired target levels. In the meantime, a review of theatre leadership team and 
restructure has been completed and theatre overrun performance continues to be monitored via 
Divisional Improvement Forums. 

• Documentation and Information Governance (D&IG6) -2019 - Surgery.  The service should 
complete risk assessments for blood clots. Despite venous thromboembolism (VTE) risk 
assessment data being made available at specialty level to allow clinicians to interrogate and 
improve performance in their area, compliance data has not shown demonstrable progress. 

  
In October 2020, a weekly task and finish group was set up, chaired by the Deputy Medical Director to 
resolve challenges related to VTE risk assessments being completed. A progress update was provided 
at the Safety and Quality Committee meeting in November 2020.  
  
A progress update on delivery of all CQC must and should do’s has been scheduled at Safety and 
Quality Committee in January 2021. 
 
It was expected in July 2020, that all should do’s assessed as Amber-Green would be delivered by the 
end of October 2020, but due to the second wave of Covid-19 there have been delays to this. 
Deadlines for delivery of should do’s have therefore been extended to end of January 2021 and 
ongoing monitoring is in place via Divisional Improvement Forums. 
 
Pressure Ulcers 
There has been an increase in the number of new pressure ulcers reported in December 2020. 53% of 
the pressure ulcers occurred in patients who are COVID positive, as knowledge about the effects of 
Covid infection on the integrity of the skin has increased there is further learning that will be shared with 
the clinical teams as part of the Always safety first meetings. The pressure ulcer collaborative continues 
with weekly meetings to support wards with the sustainability of the pressure ulcer prevention care 
bundle.  
 
Mortality 
The Hospital Standardised Mortality Ratio (HSMR) and relative risk for all diagnoses (all ages) , for the 
month of August are lower than expected and for Q1 both are within expected range. The rolling 12 
months (Sept 19 -Aug 20)  HSMR  is 85.7 and relative risk for all diagnoses  is 89.0 both of which  are 
in the lower than expected range. 
 
Complaints and Concerns 
There continues to be a reduction in complaints compared to previous levels at a comparable time of 
year, this is in part due to a reduction in activity and also due to a more proactive approach of Matrons, 
Ward Managers and Patient Experience and PALS looking to locally address concerns earlier in the 
process avoiding the need for the patient to formally complain.  
 
Falls 
There were no falls resulting in major harm during December. Learning from themes and trends 
identified from falls incidents are shared via the divisional governance and always safety first meetings; 
and via the Safety and Learning Group (SLG) for those falls resulting in severe or above harm.  

 
Facing the Future 
The facing future standards are a collection of 10 standards for children. The data included is a 
representation of an audit of 10 records per month focused on a senior review within specified times. 
The transfer to electronic documentation will enable an improved number of records to be audited, 
better representing the compliance with this standard.  
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Maternity CNST 
The CNST safety action programme for 2020/21 was amended and some elements paused in response 
to the Covid pandemic. The Trust has remained 100% compliant with the required elements of the 
programme at this time. The detail of this is included in the CNST and maternity services update paper 
provided to Board bi-monthly.  
 
STAR 
Overall, there are 123 clinical areas registered for the STAR quality assurance framework, undertaking 
STAR monthly reviews and receiving STAR accreditation visits. For the period ending 31st December. 
2020 a total of 118 have had STAR accreditation visits, with 5 new/off-site areas awaiting their first visit.  
There are 12 clinical areas who have successfully achieved consecutive silver stars and have 
progressed onto their first gold star accreditation. A Gold celebration event took place in November 
where 7 new GOLD areas were celebrated. This now equates to 10% of areas achieving a Gold status 
with the target exceeded of  more than 50% of areas rated silver and above, this is currently at 59%. 
Themes and learning from STAR are included in the divisional always safety first meetings. 

 
C.difficile 
There have been no infection, prevention and control objectives set by Public Health England for 
2020/21 due to COVID-19. The annual objective of 84 from 2019/2020 is therefore being applied at 
present. The Trust is outside its YTD objective in December 2020 with 71 cases from April 2020 - 
December 2020, with a rise in cases in this quarter, which are currently being investigated.  
 
COVID-19 
November and December reported an increase in the number of nosocomial infections and associated 
outbreaks. Details of the actions being taken are included in the COVID-19 update as part of the Board 
agenda. 

A Great Place to Work 
 

Sickness and COVID-19 Absence 
The overall absence rate increased in December and this was attributable to an increase in long term 
absence.  Short term absence reduced, which is unusual for this time of year.  Whilst a definite 
correlation cannot be made, there is perhaps an association with flu vaccination uptake, which at 83.7% 
of our front-line workforce, was our highest ever uptake.  The management of long term absence is a 
priority, although we are currently seeing increased complexity due to instances of 'long-COVID' and 
individuals whose treatment has been delayed as an indirect consequence of COVID.  Our health and 
wellbeing strategy is being refreshed with an increased emphasis on outreach support to staff absent 
due to mental health or musculo-skeletal conditions, as these remain the two top reasons for long term 
absence. 
 
Vacancies, Recruitment and Temporary Staffing 
Bank recruitment continues to be focused on nursing, admin and domestic roles. We are also 
supporting bank recruitment for the Covid vaccination hub with many medical students joining our bank 
to help as vaccinators. A key focus is to convert final year N&M student s into substantive staff and 
retain them.  28 newly qualified nurses will commence in April, with a further 60 predicted for 
September (assuming no impact to qualification schedules under COVID-19 restrictions). Funding has 
been secured and work is underway to recruit 250+ international nurses throughout 2021; 41 applicants 
will commence by March 2021. To ensure services benefit from the continual advertisement of HCAs, 
Care Certificate places are being increased while we also evolve recruitment methods for existing gaps 
and retention approaches, for which funding has been secured. 
 
M&D vacancy rate has increased, partly as a result of new posts created in ED, Ambulatory Care and 
OMF.  A number of hard to fill posts have been filled, including consultants in Stroke, Paediatrics and 
Neuroradiology. Following withdrawal of DCT posts within OMF, 5 new specialty dentist posts have 
been filled. 10 further medical interns are being recruited to commence in August; placed within 
established JCF posts, these roles enable a constant supply of doctors, reducing the need to recruit 
and reliance on bank and agency. A further 50 applicants are currently in the pipeline to join the Trust 
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early this year. Utilising the BMJ to advertise our vacancies, particularly online enhancement, has 
resulted in a significant increase in applicants: 167 jobs posted; 10,370 views; 780 conversions to 
TRAC. Funding has been secured to continue the subscription for a further 12 months. 
 
Fourteen new agency suppliers have been brought on board since Aug 20 and we have trialled ODPs 
supporting Critical Care pressures to retain safe staffing levels, this has worked well. We have allowed 
some block bookings of agency workers throughout the pandemic to ensure continuity of care knowing 
they are trained and reliable and reducing the need for high cost non-framework agencies. The agency 
escalation process was reintroduced Sep 20 to allow for additional control over usage and spend and 
seeing an improved staffing position around COVID, this remains in place. We currently have 53 
agency suppliers on the supply chain and 6 as non-vend suppliers and have not had to negotiate higher 
rates to date. Our non-vend supply fill rates continue to reduce as supply through vend agencies 
increases. 

 
Appraisals and Essential Training 
Focus is being given to the recovery of appraisal and essential training compliance which have been 
impacted during the COVID-19 response.   

 
Delivering Value for Money 

 
The Trust reports a deficit position of £1.2m in Month 9 and a YTD deficit of £4.9m. The final phase 3 
(P3) plan deficit is £19.3m of which £8.4m is in the P3 plan for December. Therefore the actual deficit is 
significantly better than the P3 plan. 
 
The underspend to the P3 plan is mainly due to lower than expected costs of COVID, Chorley ED and 
restoration. 
 
The Trust, as part of an ICS exercise, has updated the financial forecast to take into account the 
underspend in Q3 and a full range of mitigations, this is to reduce the ICS P3 deficit to a maximum 
value of £61m. The Trust's contribution to this is detailed on page 17. 
 
There has been very little change to the revenue risks from last month however the Trust has put back 
the capital risk associated with phase 1 COVID, although confirmation has been received of the funding 
the MOU has not yet been sent and there are still discussions with the national team and the Treasury. 
 
Since publishing the December figures the Trust has received national confirmation of getting the year 
3 nursing students to support the workforce, this is not included in Trust forecasts but informally NHSI 
have recognised that it will be a variance from the December forecast. 

 
Fit for the Future 

 
OHOC 
The process has gone as far as we are able in that the pre consultation business case and supporting 
evidence has been submitted in February as planned and we are now awaiting NHS E’s agreement to 
go ahead with the stage 2 assurance process which has been paused due to Covid19 but was due to 
be completed by early May. NHSE have now committed to moving forward with the stage 2 assurance 
process but have not yet provided an anticipated date for completion of this. There are draft plans for 
implementation of change but these can’t be progressed until  we move forward with the formal 
consultation process. 
 
Engagement with ICS Future Service models 
The Trust is engaged with all the programmes of work that the ICS are undertaking both from the 
clinical and operational perspective. These have mostly been put on hold due to Covid19 although they 
are coming back on track to some extent now. 
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Clinical Services Strategy 
A specialty specific Clinical Services Strategy is in the process of being pulled together by the clinical 
Divisions. Its technical deadline was 30th June for first draft narrative submission, but the Covid19 
response has necessitated an extension to this deadline which is now the 30th of September 2020 and 
there will be a change to pre Covid19 content. Nonetheless the process, which involves producing a 
narrative three year plan by specialty and Division, then aggregated to an overarching strategy by the 
Planning function, will remain in place. Once complete the Trust clinical services strategy will be shared 
with the CCG for crafting into an ICP clinical strategy. 
 
ICP Clinical Pathways 
There is now an ICP clinical and professional forum in place bringing together acute, community, social 
and primary care.  Good progress has been made to date with frailty and respiratory pathways during 
the Covid19 pandemic. The group is continuing to meet on a two weekly basis and will be clinically 
leading the ICP priorities.  
 
Continuous Improvement 
The work has been undertaken to track the impact of the CI programmes of work against the quadruple 
aim, though a number of the programmes are postponed due to the Covid-19 pandemic and therefore 
this action is not complete. 

Increase Level of Risk Maturity 
A follow up of recommendations from the Divisional Risk Maturity review undertaken by Mersey Internal 
Audit (MIAA) has been delayed due to Covid-19 but is currently underway. Once concluded, the 
findings of the re-audit will be presented to the Audit Committee. 

 
ICP Technology Strategy 
A trust technology, information and EPR strategy has been initiated and a proposed way forward with 
the ICS is currently under review.   A data science team has been initiated and we are in discussions 
with the ICP regarding approaches to support population health. 

 
IT Systems Fit for the Future 
The trust is currently at level 5 with HIMSS, although the criteria for level 5 have since changed.  The 
future plans for accreditation are dependent on the developing strategy.  The trust is currently reviewing 
its infrastructure approach in line with best practices and standards such as ITIL. 
 
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 
 
 
Finance and Performance Committee, Workforce Committee, Safety and Quality Committee 
 
 
 



Scorecard Risk Assessment Matrix - Consistently Delivering Excellent Care 

Domain  Key Indicator  RAG 
Management 

Priority 
(last month) 

Management 
Priority 

(this month) 
Forecast 
Status 

 

Actions  Act  
Meeting 

            

Emergency 
Department 

 Trust Only - Total time in ED < 4 hours (%)   Significant Significant At risk  * NHS111 live – Nov 20 
*  28 additional beds at Avondale - Dec 20 
* 20 community beds at Dovehaven – Nov 20 
*  Digital Health – Nov 20/Mar 21 
*  Ward 20 medicine – Jan 21 
*  Ward 23 +6 beds  
*  Nightingale beds 3+ admissions per day – Jan 21  
*  POC testing in ED – Dec 20 
* Additional redirooms purchased to support IPC 
* SDEC open 7 days – Oct 20 
*  SHREWD development – Dec 20 
* ICP Command & Control meetings in place – 
Ongoing  
– ICS mutual aid support in place – Ongoing  
*  Designated Covid+ beds – Dec 20 
 

 

ED Imp 
 Trust Only – Number of A&E Attendances   Significant Significant At risk   
 Total - Total time in ED < 4 hours (%)   Significant Significant At risk   
 Total  - Number of A&E Attendances   Minor Minor At risk   
 UCC Only - Over 4 Hours %   Minor Minor Stable   UCDB 
 Number of waits > 12 hours from DTA    Significant Significant At risk   

ED Imp 
 Total Time in ED > 12 hours   Significant Significant At risk   
 Average time to initial assessment    Significant Significant Stable   
 Average total time in department    Significant Significant At risk   
 Number of attendances SDEC (RPH site)    Excellent Excellent Stable   

            

Throughput 

 Delayed Transfers of Care   Moderate Significant At risk   
* Weekly ICP winter planning meetings now in place 
* Home for Christmas Campaign – Dec 20 
*  COO/DCOO daily overight with system partner on 
delays 
*  7+ day LLOS reviews revised in line with ECIST 
recommendations and relaunched - Ongoing 

 FOG 
 Stranded Patient Rate (7+ Days)   Moderate Significant At risk   

FOG 
 Super Stranded Patient Rate (21+ Days)   Moderate Significant At risk   
 % Discharges Before Midday   Minor Moderate At risk 

 

 
 Medical Outliers (Monthly Average)   Minor Minor At risk  * Due to the increase in bed occupancy, number of 

medicine outliers in surgery beds  
 Elective Inpatient Average LOS (Spell)   Minor Minor Stable    

DIFS 

 Non-Elective Inpatient Average LOS (Spell)   Minor Minor Stable    
 Total Inpatient Elective Spells   Minor Minor Stable    
 Total Day Case Elective Spells   Minor Minor Stable    
 Total Non-Elective Spells   Minor Minor Stable    
 Total New Outpatient Attendances   Minor Minor Stable    
 Total Follow-Up Attendances   Minor Minor Stable    
 Total Outpatient Procedures   Minor Minor Stable    
 Total A&E Attendances   Minor Minor Stable    

            

Referral to 
Treatment 

 Incomplete Pathways Waiting (52+ weeks)   Significant Significant At risk  * Phase 3 recovery plan 
* Number of WLI’s in place as part of the recovery plan 
from Sept 20 
* Harm reviews/close monitoring by clinical teams 
continues, national clinical validation programme  
* Mutual aid from ICS – as required 
* ICS elective recovery programme in place, work on a 
shared PTL being developed - ongoing 
* Capital bids support more day case theatres – Q1 21 
* Continue to utilise IS capacity – ongoing 

 

DIFS 

 Total Number of Incomplete Pathways   Significant Significant At risk   

 Average waiting time (Incomplete PTL)  

 

Significant Significant At risk 

 

 

            
            
            

Board of Directors Meeting 
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Scorecard Risk Assessment Matrix - Consistently Delivering Excellent Care 

Domain  Key Indicator  RAG 
Management 

Priority 
(last month) 

Management 
Priority 

(this month) 
Forecast 
Status  Actions 

 Act  
Meeting 

            

Diagnostics  % of patients waiting > 6 weeks   

 
 

Significant Significant 
 

At risk 
 

* Phase 3 recovery plan  
* Outsource endoscopy activity through ASL and 
Insource to support restoration - 5 to 7 increases 
capacity by 8%.     

 
 

DIFS 

            

Demand 

 Total Number of Referrals  
 Minor Minor Stable  

  

DIFS  Total Number of GP Referrals  
 Minor Minor Stable  

  

 Total Number of C2C Referrals  
 Minor Minor Stable  

  

            

Cancer 

 Urgent GP referrals <  2 weeks   Significant Significant At risk  * Phase 3 recovery plan - deliver activity levels in line with 
pre-Covid19 levels by Dec 20 with plans to deliver 
additional activity to bring cancer activity in line with levels 
when the Trust last achieved the relevant cancer targets by 
Mar 21.  Includes developing tumour site specific actions 
plans by the end of Sep 20 to underpin the delivery of the 
increase in activity.   
* Second robot will mitigate patients waiting for the robot 
growing 62+ days from Nov 20  
* Capital bids in to support more day case theatres (loss to 
ED configuration) and endoscopy capacity to mitigate loss 
under COVID – Mar 2021 
*  Part of ICS cancer recovery group meeting on a weekly 
basis 

 

Cancer 
Board 

 All referrals (breast symptoms) < 2 weeks   Significant Significant At risk   
 Cancer < 2 months of urgent GP referral    Significant Significant At risk   
 28 day faster diagnosis– completeness   Minor Minor Stable   

 28 day faster diagnosis – compliance  
 

Significant Significant At risk  
 

 

  Finance & Performance Committee 
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Key to Scorecard Risk Assessment Matrix 

Management Priority 

Significant Significant interventions are planned or in progress due to one or more factors: an externally-reported metric is off-track; multiple internal metrics are off-track; 
qualitative experiences are raising significant concerns 

Moderate Moderate interventions are planned or in progress due to one or more factors: an important internal metric is off-track; qualitative experiences are raising concerns; 
future projections are off-track 

Minor Some interventions are planned or in progress: stretch targets are off-track; trends are adverse; qualitative experiences suggest performance may be at risk 

On track All areas within this theme on track 

Excellent Amongst top performers nationally, with internal stretch targets consistently met 
 
Forecast Status 

At risk Expected to worsen by next reporting period 

Stable Not expected to change significantly by next reporting period 

Improving Expected to improve by next reporting period 

 
Indicator Status 

 Achieving national standard or internal target (this reporting period) 

 Not achieving national standard (this reporting period) 

 Not achieving internal target (this reporting period) 

 Indicator only - not measured against a set target 
 

Board of Directors Meeting 



 Integrated Performance Report - Performance to December 2020



Karen Partington
Chief Executive

INTRODUCTION

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 year 2 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.

Performance to 31st December 2020



Target 
2020/21 Target YTD Target 

Month Rolling 12 Month Trend APR MAY JUN JUL AUG SEP OCT NOV DEC JAN FEB MAR Q1 Q2 Q3 Q4 YTD

Progress towards a Care Quality Commission (CQC) rating of Good 

1a
Achieve a CQC rating of Good (measured by actions on Quality 
Improvement Progress Plan (QIPP) 
% of must/should do’s assessed as Green (i.e. delivered)

40% 41% 49% 56% 68% 68% 74% 75% 89% 49% 68% 89% 89%

1b
Achieve a CQC rating of Good (measured by actions on QIPP)
% of must/should do’s assessed as Amber –Green (i.e. not currently 
delivered, but likely to be delivered before next inspection)

47% 46% 39% 34% 28% 25% 23% 22% 8% 39% 25% 8% 8%

1c
Achieve a CQC rating of Good (measured by actions on QIPP)
% of must/should do’s assessed as Amber-Red (i.e. not currently 
delivered and concerns about delivery prior to the next inspection)

13% 13% 12% 10% 4% 7% 3% 3% 3% 12% 7% 3% 3%

1d
Achieve a CQC rating of Good (measured by actions on QIPP)
% of must/should do’s assessed as Red (i.e. not expected to deliver at 
any point in time.)

0% 0% 0% 0% 0% 0% 0% 0% 0% 0% 0% 0% 0%

75% of areas will be able to demonstrate how they have involved 
patients to learn and improve experience

To eliminate grade 3 pressure ulcers

Achieve a further 5% reduction in hospital acquired grade 2 pressure 
ulcers from the 2019/20 baseline 399 306 34 50 29 37 34 26 21 34 37 50 116 81 121 318

Achieve the NHS Improvement (NHSI)  target of 28 days from referral 
to diagnosis - Compliance 77.8% 77.1% 81.7% 85.2% 81.4% 77.5% 75.8% 77.7% 82.7% 79.3% 81.5% 78.6% 80.5%

4a Achieve the NHSI 62 day cancer trajectory 67.4% 61.3% 69.0% 73.0% 68.8% 65.0% 55.3% 56.8% 65.3% 66.2% 69.3% 57.6% 67.1%

Maintain an ‘expected or lower than expected’ risk adjusted mortality 
rate – Hospital Standardised Mortality Ratio 
(56 Basket of cases - All Ages)

106.8 98 85 71.6 71.1 97.4 97.4

5a Overall Mortality Rate
(All Diagnoses - All Ages) 189.8 118.4 88 70.8 74.2 101.0 101.0

To reduce People Delayed within Hospital (previously DTOC) target, 
achieving 3.5% 2.48% 2.99% 2.33% 2.92% 4.26% 3.62% 5.57% 8.81% 7.89% 2.60% 3.61% 7.35% 4.65%

To increase the number of patients who die in their usual place of 
residence. (supporting patient choice)

8a Increasing deaths outside of hospital - by setting (deaths in hospice, 
care home, hospital, home)- establish baseline data in year 2

8b Proportion of people who have more than 3 admissions to hospital in 
the last 90 days of life- establish baseline data in year 2

8c Number of people admitted into hospital in the last 90 days of life - 
establish baseline data in year 2

To reduce the number of formal complaints increasing the number of 
concerns resolved at an earlier stage through Patient Advice and 
Liaison Service (PALS)

81.1% 85.8% 78.0% 84.6% 78.4% 77.2% 83.6% 82.8% 79.1% 81.9% 79.9% 81.7% 81.1%

9a Total number of Complaints 14 19 27 23 33 41 31 28 43 60 97 102 259

9b Total number of concerns resolved through Patient Advice and Liaison 
Service 60 115 96 126 120 139 158 135 163 271 385 456 1112

To improve the quality of complaints responses by measuring patient 
satisfaction

Indicator

CDEC 1

100% must and should do’s 
rated Green

Progress towards CQC rating of good ongoing. Deadline for delivery of recommendations from previous inspections extended to end of January 
2021 due to impact of Covid-19. 

CDEC 2 Collection Method was delayed due to Covid19 - Work is currently underway to collate from the STAR dashboard which is currently under development.                                                                                                                                                                  

CDEC 3

Measure adjusted due to NHS I guidance changing requiring regrading of pressure ulcers. 

Data Not Available. Liaising with ICP to obtain information

CDEC 4 75%

85%

CDEC 5 As expected' or 'Lower than 
expected'

As expected' or 'Lower than 
expected'

CDEC 7 3.5%

CDEC 8 Data Not Available. Liaising with ICP to obtain information

Data Not Available. Liaising with ICP to obtain information

Data Not Available. Liaising with ICP to obtain information

CDEC 9
Increase in concerns as a 

proportion of total complaints 
and concerns activity

 Reduction on 2019/2020 
baseline

Increase on 2019/2020 baseline 

CDEC 10 Collection Method delayed due to Covid19 - Improvement programme has recommenced and expected to be reported in Board IPR from December 2020

Consistently deliver excellent care 1 



Target 
2020/21 Target YTD Target 

Month
Rolling 12 Month 

Trend APR MAY JUN JUL AUG SEP OCT NOV DEC JAN FEB MAR Q1 Q2 Q3 Q4 YTD

To achieve a further 5% reduction in major and above harm caused 
by falls from 2019/20 baseline 10 9 0 1 3 2 0 1 1 1 3 0 6 2 4 12

To be 100% compliant with Facing the Future standards for children
(best practice guidelines for children) 91.0% 87.0% 67.0% 87.0% 94.0% 82.0% 79.0% 80.0% 85.0% 82.0% 87.0% 82.0% 83.0%

To achieve the NHS Improvement target of mean waiting time for 
patients on a waiting list for treatment 16.2 18.9 20.0 20.4 21.5 21.5 21.8 21.7 22.5 20.0 21.5 22.5 22.5

13a Overall Referral to Treatment Time (RTT) Patient Tracking list ( PTL) 
Size (Target based on January 2020 position) 35067 34165 34880 37281 38221 40397 40851 42166 44093 34880 40397 44093 40397 44093

13b Reduce 52 week RTT breaches on a monthly basis 131 352 763 1243 1881 2550 3164 4043 4747 763 2550 4747 2550 4747

Emergency Department (ED) - Time from arrival to treatment by a 
clinician (median) 33 38 42 54 56 53 68 55 57 38 54 59 49

ED - Time all patients spend in the department (at 95th percentile) 458 474 549 508 575 717 1076 1108 1501 496 597 1246 879

14a Deliver the four hour Emergency Department standard in line with the 
NHS I agreed trajectory 88.71% 91.08% 88.86% 90.36% 88.32% 87.81% 84.34% 82.94% 81.31% 89.61% 88.81% 82.90% 86.99%

14b Waits from Decision to Admit (DTA) in ED greater than 12 hours 0 1 1 0 0 5 19 26 63 2 5 108 115

14c To reduce the number of waits in ED greater than 12 hours 2400 1800 200 11 37 60 38 42 131 352 384 552 108 211 1288 1607

To consistently reduce patients considered to be outliers - Monthly 
Average
(Patients cared for outside of the division the specialty sits within) 
(Monthly Average)

0 0 0 0 0 0 14 19 34 0 0 67 67

To reduce moves at night across organisation 1920 1440 160 144 124 125 90 74 78 156 210 221 393 242 587 1222

To continue to achieve the Clinical Negligence Scheme for Trusts 
(CNST)  10 High impact safety actions in maternity services
(Currently only 2 areas measured - remaining measures paused)

100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0%

50% of clinical areas will achieve Silver Star and above accreditation 43.0% 41.0% 41.6% 41.7% 45.4% 52.3% 55.0% 60.0% 59.0% 43.6% 46.2% 55.0% 43.0%

To maintain zero hospital acquired MRSA status 0 0 0 0 0 0 0 0 0 0 0 0 0

To achieve less than 84 cases of the Clostridium Difficile
Community Onset Hospital Associated (COHA) or Hospital Acquired 
Healthcare Associated (HOHA) 

84 63 7 3 6 6 7 11 7 10 8 13 15 25 31 71

To deliver seven day services in agreed medical specialties 60.0% 60.0% 60.0% 60.0% 60.0% 60.0% 60.0% 60.0% 60.0% 60.0% 60.0% 60.0% 60.0%

To continue the development and implementation of changes to 
services in a way that reduces the length of stay (LOS) for non-
elective admissions. 

4.22 4.04 4.62 4.57 4.47 4.15 4.23 4.55 4.75 4.31 4.40 4.51 4.41

CDEC 12 100.0%

Indicator

CDEC 11

CDEC 16

CDEC 13 12.0

35616

0

CDEC 14

60 Mins

240 Mins

86.0%

0

CDEC 15 44

CDEC 17 100.0%

CDEC 18 50.0%

CDEC 19 0

CDEC 20

CDEC 21 100.0%

CDEC 22 4.5

Consistently deliver excellent care -   continued... 1 



Target Trend Line APR MAY JUN JUL AUG SEP OCT NOV DEC JAN FEB MAR Q1 Q2 Q3 Q4 YTD

Workforce

AGPTW 01 Deliver actions in the workforce plan

NHSI/E annual planning round 
postponed due to COVID-19; 
work recommencing at ICS 

level from Jul 20.

Post-
poned

Post-
poned

Post-
poned

Post-
poned

Phase 3 ICS 
Plan 

completed

Phase 3 ICS 
Plan 

completed

Phase 3 ICS 
Plan 

completed

Phase 3 ICS 
Plan 

completed

Phase 3 ICS 
Plan 

completed
* * * *

AGPTW 02
To reduce sickness absence to 1.25% for short term sickness 
and 2.75% for long term sickness

2a Short-term sickness absence rate  ≤ 1.25% 1.77% 1.71% 1.43% 1.23% 1.33% 1.42% 1.66% 2.23% 2.03% 1.99% 1.61% 1.31% 1.69%

2b Long-term sickness absence rate ≤ 2.75% 4.28% 4.02% 3.74% 3.70% 3.55% 3.30% 3.57% 3.71% 4.16% 3.68% 4.01% 3.51% 3.80%

AGPTW 03 Reduce the number of vacancies by a further 5% ≤ 6% 9.34% 9.31% 9.86% 10.25% 8.37% 8.67% 8.88% 8.10% 8.23% 9.50% 9.10% 8.40% 9.00%

AGPTW 04
Reduce reliance on external temporary staffing solutions and 
reduce temporary staffing spend as a percentage of the 
budget to less than 3%

4a Agency FTE as % of operational FTE metric under development * * * * * * * * * * * * *

4b Agency spend as a percentage of substantive pay budget ≤ 3% 2.14% 1.81% 3.11% 3.64% 4.67% 3.85% 4.24% 3.51% 4.86% 2.35% 4.05% 4.20% 3.54%

AGPTW 05
Reduce the number of employment cases being managed 
through formal processes as a way of monitoring our move 
to a Just Culture

6 5 5 5 6 4 7 5 7 16 15 19 50

Education

AGPTW 06
Achieve 90% compliance against all essential training 
requirements
(currently only 'Annual Trust Update' compliance)

≥ 90% 87.27% 84.81% 86.52% 88.01% 89.33% 89.46% 87.18% 86.44% 87.08% 86.20% 88.93% 86.90% 87.34%

AGPTW 07
Achieve 90% compliance against medical device competence 
requirements

≥ 90% 62.56% 61.23% 61.47% 59.94% 61.38% 63.44% 64.54% 66.77% 66.27% 61.75% 61.59% 65.86% 63.07%

Organisational Development

AGPTW 08
Improve staff retention by 10%
(monitored against in-month turnover)

≤ 0.83% 0.57% 0.70% 0.64% 1.04% 3.53% 1.13% 0.60% 0.79% 0.81% 1.91% 5.71% 2.21% 9.82%

AGPTW 09
Maintain high quality appraisals and achieve 90% compliance 
rate

≥ 90% 87.32% 86.36% 84.55% 85.84% 85.62% 85.93% 85.31% 85.40% 83.32% 86.08% 85.80% 84.68% 85.52%

AGPTW 10
Achieve 60% response rate for annual National Staff Survey 
(cf. 40% previously)
Annual Metric | NSS

≥ 60%
2020/21 response rate

available approx. Dec 20 49.42% 49.42% 49.42% 49.42% 49.42% 49.42% 33.00% 33.00% 49.57% * * * *

AGPTW 11
Reduce metric of staff reporting bullying / harassment / 
abuse by 5%
Annual Metric | NSS Q15b

6.90% 6.90% 6.90% 6.90% 6.90% 6.90% 6.90% 6.90% 6.90% * * * *

AGPTW 12
Improve staff engagement scores by a further 5% as 
evidenced through the staff / cultural survey
Annual Metric | NSS

6.9 6.9 6.9 6.9 6.9 6.9 6.9 6.9 6.9 * * * *

Indicator

A great place to work 2 



Target Trend Line APR MAY JUN JUL AUG SEP OCT NOV DEC JAN FEB MAR Q1 Q2 Q3 Q4 YTDIndicator

A great place to work 2 

Organisational Development (cont'd)

AGPTW 13
Through high calibre and compassionate leadership, improve 
team engagement scores as denoted by TED by a further 5%

13a
Improve team working scores by 5%
Annual Metric | NSS

= 10.0 6.6 6.6 6.6 6.6 6.6 6.6 6.6 6.6 6.6 * * * *

13b No. of teams initiating TED Tool 1 2 4 5 6 8 7 3 1 7 19 11 37

AGPTW 14
Develop and implement reward & recognition strategy for all 
departments
Annual Metric | NSS Q5a

Measure improvement of 
response to

Q5a Satisfied with 
recognition for good work

59.71% 59.71% 59.71% 59.71% 59.71% 59.71% 59.71% 59.71% 59.71% * * * *

AGPTW 15
Improve cultural entropy score year-on-year
Annual Metric | Culture Survey

≤ 10%
Note: Low response rate; a 
small sample size affects 

reliability of results.
37% 37% 37% 37% 37% 37% 37% 37% 37% * * * *

AGPTW 16
Increase number of staff accessing Freedom to Speak Up 
service

23 16 40 44 25 25 46 36 44 79 94 126 299

Equality, Diversity & Inclusion

AGPTW 17
To improve Workforce Disability Equality Standards (WDES ) 
scores by 5%

17a
Improve disability declaration rate by 5%
To be measured by reducing Disability Unknown % FTE

20.0% 19.7% 19.5% 20.5% 20.7% 19.6% 19.2% 18.8% 18.7% * * * *

17b
Reduce metric of disabled staff reporting bullying / 
harassment / abuse by 5%
Annual Metric | WDES Indicator 4(ii)

1 : 1 Non-Disabled : Disabled Ratio 1 : 1.70 1 : 1.70 1 : 1.70 1 : 1.70 1 : 1.70 1 : 1.70 1 : 1.70 1 : 1.70 1 : 1.70 * * * *

AGPTW 18
To improve Workforce Race Equality Standards (WRES) 
scores by 5%

18a
Improve metric of BAME staff appointed from shortlisting by 
5%
Annual Metric | WRES Indicator 2

1 : 1 White : BAME Ratio 1 : 0.75 1 : 0.75 1 : 0.75 1 : 0.75 1 : 0.75 1 : 0.75 1 : 0.75 1 : 0.75 1 : 0.75 * * * *

18b
Reduce metric of BAME staff reporting bullying / harassment 
/ abuse by 5%
Annual Metric | WRES Indicator 8

1 : 1 White : BAME Ratio 1 : 2.22 1 : 2.22 1 : 2.22 1 : 2.22 1 : 2.22 1 : 2.22 1 : 2.22 1 : 2.22 1 : 2.22 * * * *

COVID-19

CV1 COVID-19 Total Absence 7.63% 5.27% 4.66% 3.25% 1.23% 1.83% 3.47% 5.13% 3.93% 5.80% 2.08% 4.16% 4.01%

CV2 COVID-19 Sickness Absence 0.62% 0.54% 0.35% 0.21% 0.16% 0.14% 0.34% 0.90% 0.86% 0.50% 0.17% 0.71% 0.46%

CV3 COVID-19 Special Leave Absence 7.01% 4.73% 4.32% 3.04% 1.07% 1.70% 3.12% 4.23% 3.07% 5.30% 1.92% 3.45% 3.55%

CV4 All Absence 24.00% 22.34% 19.99% 21.60% 23.57% 20.74% 21.28% 21.22% 22.68% 22.06% 21.97% 22.68% 22.24%



APR MAY JUN JUL AUG SEP OCT NOV DEC JAN FEB MAR Q1 Q2 Q3 Q4 YTD

1.0 0 0 0 0 0 0 (2,123) (1,651) (1,574) 0 0 (5,348) (5,348)

1.1

1.2 S S S S S S S S S S S S

1.3

1.4

1.5 S S S S S S S S S S S S

1.6 S S S S S S S S S S S S

1.7

1.8

1.9

1.10

1.11

1.12

1.13

Establish monitoring processes to report on the impact of the Capital programme on 
backlog maintenance

Maintain core revenue budgetary control. Develop systems to monitor the underlying 
financial position (after allowable COVID-related expenditure)

Ensure delivery of the Trust's Capital programme within the agreed resources

Ensure that all COVID-related expenditure is substantiated and that prior approval 
systems are in place where necessary

Support the delivery of Integrated Care System financial controls (Capital)

Maintain workforce (establishment) control in like with budget setting (after allowable 
COVID-related staffing requirements)

3

INDICATOR

To reduce underlying deficit by target agreed with NHSEI

To update Model Hospital opportunities and Get It Right First Time (GIRFT) plans based 
on refreshed data from 2017/18 and identify reasons and corrective actions for services 
that have deteriorated

To increase income from non NHS sources in line with agreed plans

In line with guidance, ensure that the income recovery processes are maintained and 
updated to reflect any changes in policy

Develop plans through Our Health Our Care to move to Segment 2

Deliver a Financial Improvement target of £25m (4.7%)

To maximise income related to CQUIN and best practice tariff

Support faster payments for suppliers of goods and services in line with national 
guidance

Deliver value for money 



Target APR MAY JUN JUL AUG SEP OCT NOV DEC JAN FEB MAR Q1 Q2 Q3 Q4 YTD

Following the Our Health Our Care (OHOC) consultation, 
develop a clear plan for implementation of change and 
commence delivery

To engage with the Integrated Care System (ICS) informing 
the development of future service models, with particular 
emphasis on cancer, stroke, vascular, head and neck and 
women’s and children’s services

To develop a comprehensive clinical services strategy

To develop pathways for primary, community and acute 
hospitals to become integrated to deliver better seamless 
care for patients

Increase the number of non admitted patients managed 
through Same Day Emergency Care pathways

220 per month
(RPH Site) 34 197 248 298 313 356 300 308 231 859 964 2054

To demonstrate the return on investment of continuous 
improvement programmes of work

Increase level of risk maturity as assessed by Mersey 
Internal Audit (MIAA)

Re-assessment of risk 
maturity included in 
2020/21 MIAA Audit 

Forward Plan

On
Track

On
Track

On
Track

On
Track

On
Track

On
Track

On
Track

On
Track

On
Track

Develop a Technology strategy and strategic plan enabling 
system and information sharing across the ICP, in 
collaboration with the ICS, ensuring that population health is 
considered in all future planning

Ensure IT systems are fit for the future through 
benchmarking, Healthcare Information and Management 
Systems Society (HIMMS) and use of best practice models

To develop every contact counts approach to health 
promotion in the hospital setting

10a CQUIN - Smoking & Alcohol Screening.
(Patient has both smoking and Alcohol screenings) 66.7% 76.5% 79.3% 82.0% 79.1% 77.9% 74.8% 71.6% 68.5%

10b CQUIN - Smoking Interventions 88.6% 93.0% 93.8% 95.5% 94.0% 92.9% 97.5% 91.4% 94.2%

10c CQUIN - Alcohol Interventions 90.8% 95.3% 95.0% 92.6% 93.5% 93.6% 88.8% 87.4% 90.4%

To improve staff satisfaction in relation to their work 
environment

To implement plans to ensure that the environmental agenda 
is delivered across the Trust

Green - Compliant/On Track

Amber - Partial Compliance

Red - Non Compliant

80% of patients will 
receive smoking and 
alcohol screening and 

interventions.

Positions are based on 
2020/21 latest Quarter 

1 YTD

Indicator

Key

FFTF 11

FFTF 12

FFTF 10

FFTF 9

FFTF 8

FFTF 7

FFTF 6

FFTF 3

FFTF 4

FFTF 1

FFTF 2

FFTF 5

Fit for the future 4 



 
 

 
  

Board of Directors Report 

 

HIP2 (New Hospitals Programme) Q3 Update 
Report to: Board of Directors Date: 4 February 2021 

Report of: Finance Director/Deputy Chief 
Executive Prepared by: R Malin, Programme Director 

Purpose of Report 

For approval ☐ For noting ☒ For discussion ☒ For information ☒ 

Executive Summary: 
This quarterly report is presented to the Trust Board of Directors, Joint Committee of CCGs and ICS Board. 
The purpose of this report is to provide an update on the HIP2 (New Hospitals) Programme and progress over 
the quarter 3 period, October – December 2021.   
 
The report includes the governance arrangements in place, critical milestones due between February – June 
2021 and the associated decision making/endorsement required a change in narrative from the HIP to the 
New Hospitals Programme and progress against plan.  
 
The report also introduces the principles which the programme will stand by when making important decisions. 
 
It is recommended that: 
The Board of Directors: 

I. Note the change in name from HIP2 to the New Hospitals Programme.  
II. Note the intention of a New Hospitals summit in April 2021. 

III. Note the principles to be used when making important decisions in the programme. 
IV. Discuss the critical milestones due between February – June 2021 and the associated decision 

making/endorsement required. 

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 
 
N/A 
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HIP2 (NEW HOSPTIALS PROGRAMME) Q3 UPDATE 
  
  
Introduction 
 
1. This report is the 20/21 quarter 3 update from the HIP2 (New Hospitals Programme)  

 
 

Background 
 
2. Board Colleagues will be aware that University Hospitals of Morecambe Bay NHS FT 

(UHMB) and Lancashire Teaching Hospitals NHS FT (LTHTr) were awarded £5m each 
as seed funding to progress the required business cases to secure capital investment 
to redevelop/replace the ageing estate which is no longer fit for purpose. 
 

3. In line with our commitment to this being an ICS programme and taking a whole view of 
the ICS geography, services and patient flows, East Lancashire Hospitals Trust 
(ELHT), Blackpool Teaching Hospitals NHS FT (BTHFT) and Lancashire and South 
Cumbria NHS FT (LSCFT) joined the programme Strategic Oversight Group (SOG) 
throughout Q2-Q3.   

 
4. The programme timetable as stated by NHSEI requires a pre consultation business 

case (PCBC) including an evaluation of options to be completed ready for public 
consultation throughout Q3/Q4 2021/22.  A Strategic Outline Case (SOC) detailing the 
preferred way forward will then be submitted to NHSEI Q4 2021/22.   

 
5. It is useful to understand that commissioners own and present the PCBC whilst 

providers/Trusts own and present the SOC.   
 
6. Clearly, this is a fundamental and critical programme which will shape the future 

service model for our people; those who work within it, those cared by it and the wider 
population of Lancashire and South Cumbria for a whole generation.   

 
7. As with any significant change there will be a need to consider some wicked problems.  

Given our commitment to working as an Integrated Care System (ICS) I am confident 
we will work through such challenges in our collaborative forums and secure the future 
service model for our patients. 
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Programme Governance 
 
8. The programme governance structure can be seen in Appendix A.   

 
9. It is useful for members to be sighted on the mandated and legal process underway:  

• NHSE Service Change Assurance Process of which the Pre Consultation 
Business Case (PCBC) is the first submission to NHSE followed by approval to 
proceed to public consultation.  
This element is owned and 
presented by the commissioning 
body, JCCCG in this case.   

• NHSI Capital Approvals Process of 
which the Strategic Case is the first 
part of the Strategic Outline Case 
(SOC).  Providing this is approved, 
Outline Business Case(s) and Full 
Business Case(s) are the 
subsequent submissions.   This 
process is owned and presented 
by the Trusts in receipt of the 
capital funding.  UHMB and 
LTHTr in this case. 
 

 
10. Members will be aware of the challenging programme timeline and the need for agile 

endorsement and/or approval of critical milestones.  With support from Capsticks, 
Company Secretaries have developed a proposal for how this can be achieved.  This 
will be presented to Boards and the JCCCG for approval over the coming period.  The 
critical milestones to be presented for endorsement between February – June 2021 are 
detailed overleaf.  
 

11. The potential capital allocation (c£1.1bn) means this programme is deemed to be a 
significant transaction for the Trusts receiving the capital funding (UHMB and LTHTr).  
This is as per the Trust’s constitutions and underpinned by legislation. With this in mind 
it is anticipated the Trusts must obtain governor support for the transaction. 
Working with Company Secretaries, third party support will be appointed to support the 
Governors (working together) to understand their roles and responsibilities.   
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Critical 
Milestone 

Strategic Intentions 
What we want to 
achieve 

Description of Key 
Activities/ 

Timeline  

Case for 
Change 

Demonstrate a 
compelling  
case for service 
changes 

Review and comment 
 
 
 
 
 
Endorse  

26/02/21 – 15/03/21 
 
 
 
 
 
26/03/21 

Clinical 
Models 

Produce new ways of 
working which 
address the issues in 
the system described 
in the case for change  

Review and comment  
 
 
 
 
Endorse 

17/03/21 – 29/03/21 
 
 
 
 
08/04/21 
 
 
 
 
 

Long List of 
Options 

Produce a long list of 
Options which 
support the new ways 
of working 

Review and comment 
 
 
 
 
Endorse 

30/04/21 – 07/05/21 
 
 
 
 
11/05/21 

Strategic 
case of the 
SOC  

The section of the 
capital business case  
which sets the 
strategic context for 
the programme 

Review and comment 
 
 
 
 
Endorse 

12/05/21 – 20/05/21 
 
 
 
 
 
28/05/21 

NHSE/I  
Checkpoint 

Comments on the 
programme to date 
and Gain NHSE/I 
approval to continue 
the PCBC process 

Issue information to 
NHSE/I 
 
Case for change 
Clinical models 
Long list of options 
 
 
NHSE/I Review 
meeting 

12/05/21 
 
 
 
 
 
 
June 2021 
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NHSE/I – DHSC 
 
12. A series of discussions have taken place with the national team at NHS 

England/Improvement (NHSE/I) and the Department of Health and Social Care 
(DHSC).  Together they are centrally managing all schemes in the HIP (New Hospitals 
Programme) across the country.  This brings some helpful support, skills and synergies 
for example, learning from other schemes and getting technical support regarding 
achieving net zero carbon in healthcare, standards on repeatable design and digital 
blueprint for new hospitals. 
 

13. The programme team recently met with the national teams who were particularly 
encouraged by the system wide approach the Lancashire and South Cumbria 
programme is taking.   

 
14. In December, a letter was received detailing how the national team wish to move 

forwards together.  Key points are:  
• The Lancashire and South Cumbria scheme will take place 2025 onwards. 
• We are to prioritise the first 3-6 months of 2021 to progress feasibility work, 

improving digital readiness and thinking about the future sustainable operational 
model. 

• Progress work to define the clinical need and demand projections against a 
standard set of assumptions ensuring thought is given to the building solution best 
suited to deliver this. 

• All market engagement with construction contractors is to be aligned via the 
national team. 

• All external communications are to be agreed with NHSEI and DHSC prior to 
publication. 

 
15. A ‘round-table’ meeting is anticipated in January/February 2021 (date TBC) to clarify 

the scope of the programme and its deliverability.  This will be attended by 
representatives of NHSEI (regional and national) and DHSC.  Work is underway to 
prepare for this and to identify attendees. 

 
Narrative 
 
16. Members will be aware of the national narrative regarding the Government’s Health 

Infrastructure Plan (HIP). “The Prime Minister today confirmed for the first time that 40 
hospitals will be built by 2030 as part of a package worth £3.7 billion, with 8 further new 
schemes invited to bid, delivering on the government’s manifesto commitment.”1  The 
narrative regarding 40 new hospitals has remained consistent throughout 2019-2020 
and now 2021. 
 

17. In parallel, the Health Infrastructure Plan published by the Department of Health and 
Social Care in September 2019 discussed how “NHS infrastructure is more than just 
large hospitals. Pivotal to the delivery of more personalised, preventative healthcare in 
the NHS Long Term Plan is more community and primary care focused, away from 
hospitals. That requires investment in the right buildings and facilities across the board, 

                                                            
1 Department of Health and Social Care, 2 Oct 2020. PM confirms £3.7 billion for 40 hospitals in biggest hospital 
building programme in a generation - GOV.UK (www.gov.uk) 

https://www.gov.uk/government/news/pm-confirms-37-billion-for-40-hospitals-in-biggest-hospital-building-programme-in-a-generation#:%7E:text=The%20Prime%20Minister%20today%20confirmed,on%20the%20government%27s%20manifesto%20commitment.
https://www.gov.uk/government/news/pm-confirms-37-billion-for-40-hospitals-in-biggest-hospital-building-programme-in-a-generation#:%7E:text=The%20Prime%20Minister%20today%20confirmed,on%20the%20government%27s%20manifesto%20commitment.
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where staff can utilise technology such as genomics and Artificial Intelligence (AI), to 
deliver better care and empower people to manage their own health.”2 

 
18. Whilst the Lancashire and South Cumbria Integrated Care System (ICS) committed to 

delivering the HIP in the context of the NHS Long Term Plan3 and the ICS Clinical 
Strategy, clarity was required around the ‘H’ in the HIP; Health or Hospital.   

 
19. In January 2021 the Department of Health and Social Care announced the 

appointment of Natalie Forrest, a Senior Responsible Owner (SRO), to “lead the 
government’s plans to build 40 new hospitals by 2030.”  In the announcement, Matt 
Hancock (Health and Social Care Secretary) said, “The New Hospital Programme – as 
part of our Health Infrastructure Plan – will transform the delivery of NHS healthcare 
infrastructure to build back better and will ensure our country has world-class 
healthcare facilities right across the country for decades to come.”4 

 
20. Chief Executive Officers from across the ICS came together to discuss this change in 

narrative. This has brought some welcome clarity to the Lancashire and South 
Cumbria HIP programme which will now be renamed the New Hospitals Programme.  
Updated narrative and associated communications will be published in the coming 
weeks. 
 

Public, patient and workforce engagement 
 
21. A communications and engagement approach (“Building the hospitals of tomorrow, 

today”) was approved by the SOG in Q3.  
 

22. With the support of our communications and engagement partner work has progressed 
well over this last period, including narrative development, horizon scanning across all 
media, stakeholder mapping and action planning and preparing our engagement 
platform.  As per our early commitment, I am pleased that plans are underway to 
formally recruit patients to work with us throughout the programme. 

 
23. Communications leads from across the ICS have given significant thought as to how 

best to involve our workforce throughout the programme, particularly under COVID 
restrictions.  I am delighted that plans are underway for a New Hospitals summit in 
April 2021.  As members will be aware, we employ in excess of 20,000 people across 
our local NHS organisations involved in the programme. There is a clear need for the 
delivery of consistent messaging, therefore the approach will utilise existing leadership 
and structures within each organisation to cascade a ‘global’ message, enabling 
leaders and managers to contextualise the briefing for their own areas.  This virtual 
summit will be hosted by Dr Amanda Doyle, Chief Officer and ICS lead, and the Chief 
Executives from each organisation. 

 
24. In parallel with this the programme will attend the Council of Governors meetings in 

UHMB and LTHTr in April 2021. 
 

  

                                                            
2 Department of Health and Social Care, 30 Sept 2020.  Health infrastructure plan - GOV.UK (www.gov.uk) 
3 NHS Long Term Plan 
4 New leadership for construction of 40 new hospitals - GOV.UK (www.gov.uk) 

https://www.gov.uk/government/publications/health-infrastructure-plan
https://www.longtermplan.nhs.uk/
https://www.gov.uk/government/news/new-leadership-for-construction-of-40-new-hospitals#:%7E:text=Natalie%20Forrest%20appointed%20to%20lead,building%20project%20in%20a%20generation.
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Progress (for the period October – December 2020) 
 
25. The programme plan, critical path and risk register is now established and formally 

reviewed at the monthly Programme Management Group (PMG).  Throughout Q3 the 
programme remained on track against the critical path milestones. A weekly deep dive 
of progress against plan is established with risks identified with associated mitigation 
and/or escalation as per governance arrangements. 
 

25 Programme principles - Members of the Strategic Oversight Group (SOG) and 
Clinical Oversight Group (COG) have developed a set of principles for the programme.  
As we progress our thinking and work with stakeholders to develop a long list then 
short list of options for the New Hospitals Programme we will use our principles to help 
guide us when making important decisions. The draft principles and legacy is below 
and overleaf – SOG is expected to approve these over the coming weeks ahead of 
implementing the communications and engagement plan. 
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26 Programme team - Following a period of recruitment, core team members will start in 
post throughout Q4. In line with a commitment the programme will be clinically led, a 
number of medical, nursing and operational appointments have been made.  Together, 
this brings welcome capacity and leadership to the team. 
 

27 The internal team is further supported by a number of external organisations bringing 
expertise in the development of significant capital business cases, risk assurance, 
health planning, communications and engagement and legal. 
 

28 Health planning - Phase 1 of the health planning work concluded in Q3.  This 
provides a baseline of the current service provision and associated activity data.  Over 
the coming period work will progress to develop the principles by which clinical 
specifications and options will be developed.  Workshops will also start to think about 
how services could be provided and the operational assumptions around this.  

 
29 The health planning work has been supported by many clinical and operational 

colleagues from across all provider and commissioner organisations.  Their input is 
acknowledged and greatly appreciated, particularly given the pressure due to COVID.  

 
30 Our health planning work will consider the opportunity to bring services closer to home 

for our patients.  This is in line with the NHS Long Term Plan and our ICS strategy.  
Throughout Q3, focused work alongside commissioning colleagues to understand what 
the data is telling us and scale of opportunity. 

 
31 Engaging with other HIP (New Hospitals Programme) - To avoid reinventing the 

wheel and to learn from each other, the programme team has connected with other 
schemes namely Leeds Teaching Hospitals and University Hospitals of Leicester.  In 
addition, PWC and ETL have established networks of other schemes.  Sessions have 
included estates advice, governance, carbon zero and developing the PCBC. Over the 
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coming period, discussions will take place with South Devon and Torbay and the 
Cornwall schemes.  Initial findings suggest these schemes may have similarities with 
the L&SC programme therefore I look forward to learning from our New Hospitals 
Programme colleagues.  
 

32 Stakeholder management - The Board will recognise there will be a breadth of 
stakeholders in such a programme.  A full stakeholder analysis was undertaken in 
December with action planning underway.  In the meantime, the programme team has 
attended a number of forums as a means of increasing awareness and providing an 
opportunity to discuss the programme.  

 
33 The programme will present a report to the Health Overview and Scrutiny Committees 

(HOSC) for Cumbria and Lancashire in March 2021.  A formal request for the 
committees to convene a Joint HOSC will also be made. 

 
Summary 
 
34 This paper is a summary of progress on the HIP2 (New Hospitals Programme) 

throughout Q3 2020/21.  
 
Recommendation 
 
The Board is requested to: 

1. Note the change in name from HIP2 to the New Hospitals Programme.  
2. Note the intention of a New Hospitals summit in April 2021. 
3. Note the principles for use when making important decisions in the programme. 
4. Discuss the critical milestones due between February – June 2021 and the 

associated decision making/endorsement required. 

 
Rebecca Malin, Programme Director 
January 2021 
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Appendix A – Programme Governance 

 
Chart 1:  Programme governance level 1 

 
 

 

Chart 2:  Programme governance level 2 
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Continuous Improvement Report  
Report to: Board of Directors Date: 4th February 2021 

Report of: Director of Continuous Improvement Prepared by: A Brotherton and S Clough  

Part I √ Part II  

Purpose of Report  

For approval ☐ For noting ☒ For discussion ☐ For information ☐ 

Executive Summary: 
 

The purpose of this paper is to provide a comprehensive update to the Board of Directors on progress made in 
relation to building improvement capability across our workforce. The paper outlines the work undertaken 
throughout to date, the impact of the Covid-19 pandemic on the programme of work and the building capability 
plans for 2021/22, in line with our continuous improvement strategy. 
 
A synopsis of the progress made in the system, pathway level and local level programmes is also outlined. 
 
The paper is to be received, discussed and noted. 
 
It is recommended that: 
 

I. The Board note the progress made in building improvement capability across our workforce 
II. The Board note the further progress made in the delivery of the system, pathway and local level 

improvement programmes. 
 

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 

Updates on these programmes of work have been presented to the Safety and Quality Committee  

 

 

 

 

 

Board of Directors  

 

Trust Headquarters 
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1. Introduction  

It has been agreed that the Continuous Improvement (CI) reports for the current year will be structured to 

provide more detailed updates to the Board of Directors. Each report is therefore focusing on a specific 

area of the CI programme in detail with a synopsis of the other programmes. This paper focuses on 

building improvement capability across our organisation. 

A synopsis of the progress made in the system, pathway level and local level improvement programmes is 

also outlined. 

The paper is to be received, discussed and noted. 

2. Discussion 

The purpose of this paper is to provide an update to the Board on the progress made in relation to building 

improvement capability across the organisation.  

 

2.1 Progress to date 

In the organisation’s first CI strategy (2018-2020) there was a commitment to build organisational 

capability through the development of a capability building programme. This initial programme was 

delivered by the CI team who established a formal CI training programme across the system, pathway 

and microsystem levels and an in-house offer of introductory training available to all staff.  

 

In April 2020’s Board report, we reported plans to increase the organisations capability through a range 

of approaches including; 

 

 Bespoke improvement capability training,  

 Teaching improvement tools and techniques and improvement coaching through formal 

programmes, including the Flow Coaching Academy programme and Microsystem Coaching 

Academy programme 

 Incorporating improvement training into our improvement programmes (for example, Always Safety 

First) 

 Delivery of improvement training into the organisations wider leadership programmes 

 Maximising external improvement training opportunities, through partner organisations, including 

NHS Quest and AQuA memberships. 

 

Board members are asked to note that the Covid-19 pandemic has resulted in a ‘stop start’ approach to 

a number of the planned CI capability building programmes during times of increased pressure since 

the beginning of the pandemic. This included the national directive to cease all non-essential activities 

in Wave 1 of the pandemic. During Wave 2, the majority of the CI capability building programmes and 

training events were delivered as planned, but a number with lower numbers of participants than 

originally anticipated. In wave three, the CI training programmes have again been deferred in line with 

regional guidance. Covid-19 has therefore had a significant impact on the scale of the improvement 

capability building programme that has been delivered this year. 

 

A summary of the progress made is outlined below: 

 Bespoke improvement capability training,  

 Improvement Basics, a one day introductory improvement programme was delivered at the 

beginning of the year and converted to a virtual programme during the Covid-19 pandemic. 

Appendix 1 provides an overview of the CI Basics programme in respects of numbers trained, 

evaluation of the programme and suggestions for improvement. Individuals undertaking this 
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training are now asked to bring an improvement idea or project with them so that they can plan 

their improvement work during the training. The switch to virtual training has enabled the team 

to provide additional bespoke support to participants to deliver their improvement projects as 

the training is now delivered over three shorter sessions.  

 Masterclasses, a number of improvement masterclasses have been delivered both by the CI 

team (measurement) and NHS Quest (Leadership for improvement workshops) and further 

ones are planned. 

  

 Teaching improvement tools and techniques and improvement coaching through formal 

programmes (FCA and MCA programmes) 

Ten coaches trained through the initial Flow Coach Academy (FCA) programme in Sheffield. Our 

Lancashire and South Cumbria FCA faculty is now training 30 coaches in our first cohort of the 

programme, which commenced in September. This programme remains on track to complete in 

July 2021, despite the Covid-19 pandemic challenges and coaches are in the process of 

establishing the new Big Rooms for their clinical pathways. 

 

Six trained Microsystem Coaching Academy (MCA) graduates completed the programme this year 

and the faculty are now delivering the programme to 20 coaches in cohort one of our local MCA. 

This programme will now run every six months. 

 

 Incorporating improvement training into our improvement programmes 

As part of the capability building offer, there are now well-established improvement programmes of 

work which incorporate teaching of improvement tools and techniques including the Always Safety 

First Programme (over 250 staff involved), the Stroke Programme (12 members of staff 

participating from LTH) and the respiratory programme (over 50 staff participating).  

 

 Improvement training into the organisations wider leadership programmes 

The CI team have continued to support the ILM programmes through teaching bespoke continuous 

improvement curriculum. This has included levels 3 and 5, in addition to other accredited ILM 

modules. This training includes the core essentials of CI; how to structure a CI programme, how to 

develop a theory for change, understanding the importance of measurement for improvement and 

planning and undertaking tests of change. Bespoke content has been delivered on scale and 

spread to those undertaking the senior management modules.  

 Maximising external improvement training opportunities, through partner organisations, 

including NHS Quest and AQuA 

The organisation continues to have a membership with the Advancing Quality Alliance (AQuA) and 

the NHS QUEST network and trust staff members continue to access the improvement 

programmes offered.  

 

This represents a systematic approach to improvement at macro, meso and micro system levels across 

our organisation, now extending to partners within the ICP. The focus for the next phase of the 

programme is to scale up the programme to reach more staff and to embed CI training across all areas 

of the organisation. All programmes are underpinned by robust improvement science methodology. 

Table 1 summarises the training delivered.  
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Training Offer Participating Delegates 

ASF 250 

FCA 37 

MCA 26 

Measurement Masterclass for Leaders 11 

Improvement Basics 52 

Virtual Improvement Basics 33 

Process Mapping Skills 20 

Six S Training 40 

Improvement Science for Leaders (IS4L) – NHS QUEST Two teams 

Improvement Practitioner – AQuA 4 

Advanced Improvement Practitioner - AQuA 5 

Plot the Dots – NHS Improvement  71 

 

 

2.2  Current work 

Continuous Improvement Toolkit 

In addition to formal training programmes, the CI team previously developed a dedicated space on our 

local intranet page which contains the essential improvement resources for all staff to access; this is 

currently being reviewed and updated to ensure it remains current and aligned to our second CI 

strategy.  

 

E-Learning 

In line with our new capability building plan, the CI team is currently working with the Blended Learning 

team to develop a new continuous improvement e-learning resource and anticipate that this will be 

available by the end of Q1 in 2021. The intention is for this to be an accessible introductory module 

available for all staff. 

 

Communications 

The CI team has worked with our Communication experts to develop a specific communications plan 

for CI in the Trust In addition to developing capability, the communication plan will support shared 

learning from examples of good practice.  

 

2.3 Integrating CI capability building with Organisational Development  

 The CI Capability Building Plan was approved at the Board meeting in December 2020 as part of 

the second CI strategy. A paper, ‘Supporting Continuous Improvement through an Organisational 

Development Approach’ was presented to the Executive Management group in January 2021 

outlining the detailed plans for integrating CI capability building into our organisational development 

programmes and appraisal systems in line with the strategy. This includes the integration of CI in 

refreshed induction and on-boarding processes, integration of CI in online mandatory training 

sessions, the further integration of CI into leadership and management development programmes 

and the integration of CI into appraisals and talent management programmes across our 

organisation. 

 

2.4 Planned 2021-2022 Activity 

In the next phase of work the following will be undertaken in line with our CI strategy and CI Capability 

Strategy: 

 FCA – an additional 30 coaches will be invited to apply for the programme which will commence in 

September 2021 (subject to Covid-19)  
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 MCA – an additional 30 coaches will be invited to apply for the programme which will commence in 

November 2021 (subject to Covid-19) 

 eLearning – working in collaboration with OD & Workforce colleagues, e-learning will be designed, 

tested and made available for all staff  

 Trust Induction – An introduction to CI will be included in trust induction, enabling new members 

of staff to be aware of our approach to CI and how they can access further CI training / participate 

in our improvement programmes  

 Virtual Improvement Basics - This training will be made accessible to larger volumes of our 

workforce and will be focused on supporting participants to design and deliver an improvement 

project in their local ward or department 

 CI for Leaders – Further improvement Masterclasses will be delivered for leaders in our 

organisation, including the workshops available through AQuA and the NHS Quest network 

 CI Training incorporated in Leadership Programmes – The CI team will deliver bespoke training 

as part of the Trust’s ILM modules. This will support the OD & Workforce programmes and provide 

the Trust with a consistent approach to CI within the organisation 

 Visual Data Management - Visual data management will be a priority work stream which will 

require bespoke training to further embed a culture of continuous improvement.  

 

Synopsis of the other improvement programmes 

The below table provides a summary update of the other improvement programmes being facilitated by the CI 

team 

Improvement Programmes 
 

Updates  

System level improvement 
programmes  
 

Always Safety First – our safety programme has expanded over the last 12 
months and has seen positive results despite the challenges faced during the 
Covid-19 pandemic.  The virtual Pressure Ulcer Collaborative (Cohort one) 
has achieved and sustained a 50% reduction in pressure ulcers and 
recruitment for the second cohort of wards has been completed. The second 
cohort commences on 4th February 2021.  Other priorities for early 2021 
include falls, VTE and the development of a Trust wide ASF strategy. 
 
Stroke Pathway (Breakthrough Series Collaborative) – LTHTR is leading and 
taking part in the ICS Stroke BTS.  This has been impacted by the pandemic 
however the trust has continued to perform well in the SSNAP data audit and 
a significant amount of further work has been undertaken by the team to 
review current stroke pathways.  A future state (end to end) ambulatory 
stroke pathway has been designed and is ready for testing. The team are 
currently working to review opportunities and system levers required to 
embed the new pathway, subject to Covid-19 external factors.   
 
A new patient flow programme aiming to reduce patients length of stay in the 
Emergency Department at Royal Preston (‘Be A Bed Ahead’) has 
commenced. This 90-day Learning Cycle is aiming to support Ward areas in 
reducing the time it takes from decision to admit (DTA) to admission to 
specialty ward bed. This will be a virtual collaboration between 6 wards, with 
input from wider teams, in the first cycle. 

Pathway Level Improvement 
Programmes (FCA) 

The local FCA has now delivered four sessions of the Lancashire & South 
Cumbria FCA (eight days of training). Sessions have evaluated well, 
however; it is noted that some face to face learning within the programme 
would be preferred by participants, when this is permitted. 
 
Planning is underway for Cohort 2 recruitment which will commence in April 
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2021.  FCA programmes have been paused temporarily due to Covid and will 
recommence when appropriate to do so.   

 
Local level improvement 
programmes (MCA) 
 
 

 
Our local MCA programme commenced in December 2020 with 24 coaches 
being trained in the first cohort. 
MCA programmes have been paused temporarily due to Covid and will 
recommence when appropriate to do so.     

 

3. Financial implications 

The CI projects have been uploaded to Smart Sheet to enable tracking of the financial benefits of the CI 

programmes. 

 

4. Legal implications 

None identified  

 

5. Risks 
The most significant risk to the delivery of the continuous improvement capability building programmes 

continues to be the Covid-19 pandemic which has resulted in delays to programme delivery. 

6. Impact on stakeholders 
Key stakeholders are fully engaged in the improvement programmes being delivered and are updated 

through a number of boards and committees. A communications plan has been developed for the CI 

programme which will ensure timely communications, both internally and externally.  

The first meeting of the Integrated Care Partnership CI Task and Finish Group has been held and a 

programme of work is underway to ensure a collaborative approach across our system. 

7. Recommendations 

It is recommended that:  

I. The Board note the progress made, and the delays experienced as a result of Covid-19, in the 

delivery of the Continuous Improvement capability building programme  

II. The Board approve the next phase of work in collaboration with the Organisational Development 

team. 



Appendix 1 - CI Training Summary 

The CI Basics programme began running in November 2019 and was open to all staff across LTHTR. The training 

provides an introduction to improvement science, including an overview of the Model for Improvement, how to develop 

a theory for change (e.g. a driver diagram), how to experiment and test ideas using PDSA methodology and 

understand the core characteristics for measurement for improvement. 

The training was initially delivered as a full day, face to face session but following the Covid pandemic, has been 

delivered as three individual one hour sessions via Microsoft Teams. The dates and attendance figures for the training 

sessions are detailed below. 

   

Average feedback scores 

Date Type No. of attendees* 
Content relevance 

Content 
delivery 

15-Nov-19 Face to face (full day) 16 8.0 9.1 

04-Dec-19 Face to face (full day) 9 9.8 9.8 

16-Dec-19 Face to face (full day) 12 8.2 8.3 

09-Mar-20 Face to face (full day) 15 9.2 9.3 

Jul/Aug-20 (series 1) Virtual (3 x 1hr) 13 9.4 9.4 

Jul/Aug-20 (series 2) Virtual (3 x 1hr) 6 9.4 9.4 

Sep/Oct-20 Virtual (3 x 1hr) 7 9.4 9.4 

Dec-20 Virtual (3 x 1hr) 7 Unavailable 

Totals 8 85 9.1 9.3 

 

  *Attendance figures for the virtual sessions show only those who attended all three sessions and received their completion certificates. 

Attendance across each of the individual sessions ranged from approximately 6-20.  

Feedback scores for the training were positive, with an average content relevance score across all sessions of 9.1 and 

an average content delivery score at 9.3. Attendees were asked for their main ‘take home’ message from the training 

and one thing that they thought could be improved. An analysis of this feedback shows that the most common ‘take 

home’ message for attendees was around the use of measurement and data for improvement. Feedback has now 

been incorporated into the programme (for example, participants are asked to bring an improvement idea/project). 

Some examples of the feedback are provided below: 

“How data can be used to develop performance in a positive way.” 

“How I can analyse data better, being able to identify areas of concern and understanding different ways to measure 

data.” 

“The importance of planning and agreeing measurement.” 

A number of attendees also expressed how they felt they could apply improvement methodology in their day to day 

jobs: 

“How to make improvement work more usual in the department, use the methodology!” 

“I can look at my area and apply principles learnt today. Select project for improvement.” 

“Very useful for future work. I liked the interaction and it was practical.” 

When asked how the training could be improved, a number of applicants suggested it would be helpful to incorporate 

more examples of healthcare improvement  projects, or to have the opportunity to bring their own project to develop 

as part of the training: 

“Share a current project with data as an example.” 

“Maybe have a second session about how we can apply the improvement theory to our own project.” 

“Maybe encourage participants to bring an idea of an improvement project to the session and help apply.” 

The CI basics course was also run separately for the new cohort of MCA coaches in December 2020. 
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Board of Directors Report  

  
Raising Concerns/Whistleblowing Report 

Report to: Board of Directors Date: 4 February 2021 

Report of: Strategy, Workforce & Education 
Director Prepared by: S O’Brien 

Part I  Part II  

Purpose of Report  

For approval ☐ For noting ☒ For discussion ☒ For information ☒ 

Executive Summary: 
The purpose of this report is to provide an update on recent Freedom to Speak up (FTSU) and whistleblowing 
activity since the October report. For completion, performance in quarter 2 is summarised along with 
performance in quarter 3. 
 
The Trust continues to see an increasing number of contacts with Freedom to Speak Up services with 
numbers rising quarter on quarter.  This would suggest that the service is becoming more well known across 
the organisation and that staff feel safe and confident in accessing the service. 
 
The FTSU action plan was updated and approved by the Raising concerns group in December 2021 to ensure 
it remains reflective of the national and local position. 
 
The Board of Directors is asked to note the content of this report. 
 

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 
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1. Background  
 

Within Sir Robert Francis’ Freedom to Speak Up Review (2015) failings in the ability of staff within the NHS to 
be able to speak up safely about any concerns into patient safety were identified, with staff often discouraged  
from raising concerns and those that did sometimes not being treated fairly. Simple cultural failings have been 
identified in subsequent enquiries into other healthcare organisations (including Gosport, Winterbourne view). 
 
Sir Robert identified as urgent, the need to promote an honest and open culture within mature organisations 
where hearing uncomfortable truths was welcomed as part of an aim to improve the quality of patient services, 
patient safety and to improve the experiences of staff. As part of the plan to support this ambition Sir Robert 
recommended that each Trust should appoint a Freedom to Speak Up (FTSU) Guardian and that a National 
Independent Guardian should be appointed to oversee the NHS as a whole in relation to speaking up and 
raising concerns, and to support local guardians. We appointed our guardian in October 2016, with the current 
post holder appointed in December 2018. 
 
The requirement for a FTSU Guardian was made mandatory in the NHS Standard contract and the CQC 
requires Trusts as part of the well-led inspection to provide evidence of robust arrangements to listen to and 
respond to the concerns raised by staff. 
 
The Raising Concerns Annual Report provided to the Trust Board in November 2017, which identified a 
number of key actions planned to promote ‘Freedom to Speak up’ across the Trust, initiated a process of 
review and improvement that has continued since. This report provides an update on key information, themes, 
trends and activity since the previous report provided in October 2020. 
 
2. Discussion  

 
Access to service 
 
The FTSU team can be contacted through a number of routes: 
 

• Via the valuing your voice/raising concerns webpage 
• Telephone 
• Email  
• Direct contact with the Guardian, Executive or Non-Executive Lead Directors or one of 25 FTSU 

champions distributed across the Trust and from a range of staff groups.  
 
New staff are provided with information about the service at induction. Staff are further advised of the services 
available via mandatory training and other training modules, including via e-learning.  
 
October was National Freedom to Speak Up month. The Trust participated in the National Guardians Office ‘A-
Z of Freedom to Speak up on social media and on the Trust internet and intranet. This activity was successful 
in raising awareness with over 79,000 contacts on twitter alone and over 40 new followers to the Freedom to 
Speak Up social media account.  
 
Activity 
 
100 separate contacts were made with the FTSU team during Q2. Of these, 
80 were classified as concerns; 14 colleagues expressed concern about 
patient safety or quality of care and 33 reported bullying and harassment.  
 
During Q3, there were 127 contacts. Of these, 119 were concerns; 41 
colleagues expressed concerns about patient safety or quality of care; and 
13 reported experiencing bullying and harassment. 
 
Other key themes across Q2 and Q3 included car parking, transport (shuttle bus etc.) issues, personal security 
and workwear compliance. A number of concerns have been raised regarding the refurbishment of female 
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changing rooms and the impact of this on staff ability to safely store belongings and maintain workwear 
compliance standards. These are being addressed by the group managing the project. 
 
41% of contacts were made anonymously in Q2 and it is pleasing to note that this reduced to 29% in Q3.  
 
32 (32%) of contacts in Q2 related to covid-19 to some degree with 40 (31%) in Q3. 
 
Themes and Trends 
 
Bullying and Harassment 
 
The overall trend in relation to concerns about bullying and 
harassment continues to decrease with only 10% of contacts citing 
bullying and harassment as a reason for contact. This could be still, at 
least in part, reflecting dilution caused by increased awareness 
among staff of the range of concerns that can be raised through the 
FTSU team. It could also reflect the impact from actions taken with teams and individuals in relation to the 
awareness and impact of behaviour and values. Review of staff survey responses to the relevant questions 
will allow some triangulation of this data along with that provided through workforce team activity. 
 
Patient safety 
 
Again, the overall trend is increasing in respect of numbers but 
reducing as a percentage of the overall numbers of concerns raised. 
However, a review of activity over the last 4 quarters suggests a 
levelling off in respect of the number of concerns raised, with 29-33% 
related to safety and quality. 
 
Concerns around covid-19 have certainly been a factor over the last 
three quarters. Within these contacts, 12 related to staff safety, mainly 
levels of workwear compliance by colleagues. 17 concerns related to patient safety and quality of care; 
including concerns about the impact of workwear compliance on patients; safe staffing levels and concerns 
about patient pathways. 
 
Other key themes included: unfair treatment (19 concerns - mainly related to car parking and permit issues), 
personal safety (20 - many linked to car parking and transport facilities and the actions of colleagues in respect 
of workwear compliance) and concerns about decisions and actions of leaders (12). 13 colleagues raised 
environmental concerns the majority of which related to the plans to refurbish the female changing rooms. 
 
Whistleblowing 
 
Two whistleblowing incidents, both reported to the Care Quality Commission (CQC) were investigated and 
responded to in Q3. In the first, a colleague raised concerns about staffing levels on an acute medical ward, 
along with concerns about workwear compliance and a lack of response to the concerns raised. The 
investigation of establishment, staffing numbers and patient acuity did not identify specific safety concerns. 
The impact of covid-19 on staff was acknowledged and additional support provided by the Matron and the 
Deputy Divisional Nursing Director. Clear communication has followed in respect of correct and consistent 
uniform for all staff roles. 
 
The second case related to concerns about poor standards of medicines administration by an agency nurse in 
an acute medical ward. However, the investigation confirmed that there were no lapses in standards of 
administration. 
 
Feedback 
 
95% of staff who provided feedback after using the service stated that they would speak again. 
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 Feedback about their experiences has been very positive as can be seen from the following examples: 
 

“I felt reassured. given me guidance for what I should do.” 
 
“My experience was a really positive one and I would definitely speak up again. Previously I had no idea this service 
was for staff personal concerns and issues. I understood it was for speaking out about clinical processes and 
procedures, patient safety and the quality of care. The experience of speaking to somebody who was prepared to 
listen and take my concerns seriously was mentally supportive, the advice I received was very helpful.” 
 
“Guardian/Champion was an active listener who understood my concerns and could fully support and answer my 
concerns and I did not feel rushed by any time constraints” 

 
Learning 
 
Staff who raise concerns provide an invaluable opportunity for learning.  Empowering staff to speak up safely 
is a key enabler for improved safety, quality and staff experience. One of the most significant enablers of 
improvement is the creation of an environment/culture where staff feel safe in raising concerns and confident 
that those concerns will be respected. Good leaders recognise the value of meaningful conversation and there 
are good examples of learning in this respect in at least 12 closed cases during quarter 3. 
 
The importance of sensitivity, compassion and effective engagement was evident and recognised in one case 
raised by colleagues concerned about haste in appointing a successor to a valued and much loved colleague 
who had sadly passed away.  
 
It is recognised that maintaining an effective, cohesive team culture within a small team can be very 
challenging and any actions are best framed within Trust, professional and social values. Concerns about 
behaviours and working relationships within a small unit were robustly addressed by the manager once raised 
with her. As a result staff experience is improving in that team. 
 
3. Financial implications 
 
None 
 
4. Legal implications 
 
There are no legal implications associated with this report. However, Trust arrangements for raising and 
responding to concerns (included Board responsibilities) are referenced in the standard NHS contract; are 
subject to review by the Care Quality Commission (CQC) as part of the Well-led domain; and are monitored by 
the National Guardians Office (NGO), which is sponsored by the CQC and NHS England (NHSE) 
 
5. Risks 

 
No new risks have been identified by the Freedom to Speak Up Guardian.  
 
6. Impact on stakeholders 

 
Access to support when raising concerns continues to improve, following initial improvements in 2018/19 and 
further action last year as detailed in the annual report. Improved staff awareness is demonstrated through 
staff responses during STAR audit accreditation visits. 
 
7. Recommendations 
 
The Board of Directors is asked to note the contents of this report. 
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Guardian of Safe Working Report – Quarterly report  
Sept to Nov 2020 

Report to: Board of Directors Date: 4 February 2021 

Report of: Strategy, Workforce and Education 
Director Prepared by: Kendall D, Eccles L 

Part I X Part II  

Purpose of Report  

For approval ☐ For noting ☒ For discussion ☐ For information ☐ 

Executive Summary: 
 
The purpose of this report is to provide assurance to the Board of Directors that junior doctors are safely 
rostered within the trust and are working hours that are safe and in line with the new safe working rules as set 
out within the 2016 Junior Doctors’ contract.  

This is a report for the period cover the period of 1st September to 30th November 2020 and outlines the 
following: 

• Number of exception reports submitted in the quarter with reasons 
• Actions undertaken by GOSW in response to exception reports (work schedule reviews instigated) 
• Fines applied 
• Trust Vacancy position 
• Locum work carried out by trainees 

 
It is recommended that the Board of Directors notes: 
 

I. the content of the paper 
II. the areas of risk and actions being taken to address these 

III. the exceptional dedication, hard work and commitment shown by junior doctors throughout the 
pandemic 

  
 

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 ☒ 
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To drive innovation through world-class education, 
teaching and research 

☐ 
Deliver Value for Money ☐ 

Fit For The Future ☐ 

Previous consideration 
 
 
 

1.0 INTRODUCTION 

The purpose of this report is to provide assurance to the Board of Directors that junior doctors are safely 
rostered within the trust and are working hours that are safe and in line with the new safe working rules as set 
out within 2016 contract.  

This is a report for the period from 1st September 2020 to the 30th November 2020 and outlines the following: 

• Number of exception reports submitted in the quarter with reasons 

• Actions undertaken by the Guardian of Safe Working (GOSW) in response to exception reports (work 
schedule reviews instigated) 

• Fines applied 

• Trust vacancy position 

• Bank and Agency Usage 

• Locum work carried out by trainees 
 

2.0 EXCEPTION REPORTS - 1st Sept – 30th Nov 2020 

Exception reporting is the mechanism used by doctors engaged through the 2016 contract to report variances 
from their agreed work schedule. Reasons for exception reporting include variance to hours/rest, difference in 
pattern of hour’s worked, educational opportunities and support provided.  

From Feb 2020 all doctors who are engaged on a national training program are employed through the new 
2016 junior doctor contract. In the Trust there are 350 doctors in training who are employed on the 2016 
contract. 

Between 1st Sept to 30th Nov, there were 107 exception reports raised and this is significantly higher than the 
previous quarter. The reasons for these are documented in the table below. There were two immediate safety 
concerns (ISCs) in Urology and these were due to the high workload and staff shortages.  On detailed review 
of the two ISCs and discussion with the trainees in two meetings with the Foundation programme director, they 
were not thought to be related to individual patient or trainee safety risks, rather a general concern regarding 
the high workload and perceived lack of senior support. The actions taken to address the concerns are 
outlined in the work schedule table 2 below.  Note that the trainees rotated in December 2020 and Urology 
now have a full complement of FY1s. There have not been any further exceptions submitted since then. 

 

 

Table 1: Exception reports raised by trainees between 1st Sep and 30th Nov 2020 



  

3 

 

Rota Rest Hours Educational Grand Total 
Emergency Medicine (FY2) 

 
2 

 
2 

General Surgery & Urology (FY1) | 2016 
 

37 8 45 
General Surgery & Urology (Lower) | 2016 

 
1 1 2 

General Surgery & Urology (LTFT) | Dr Bennett 
  

1 1 
Medicine CDH (FY1) 

 
6 2 8 

Medicine CDH (FY1) | 2016 
 

10 1 11 
Medicine CDH (Higher) | 2016 

 
1 

 
1 

Medicine RPH (FY1) | 2016 
 

7 
 

7 
Medicine RPH (Higher) | 2016 

 
2 1 3 

Oncology (FY1) 
 

2 
 

2 
Oncology (FY1) | 2016 

 
1 

 
1 

Paediatrics (Higher) | 2016 3 2 
 

5 
Surgical Specialties (FY1) 

  
1 1 

Trauma & Orthopaedics (Lower) | 2016 
  

1 1 
Vascular Surgery (Higher) | 2016 

 
11 

 
11 

Vascular Surgery (ST3) 
 

5 1 6 
Grand Total 3 87 17 107 

 
All exception reports are sent to both the clinical and educational supervisor and a resolution is sought where 
possible within 7 working days, however we are currently experiencing difficulties gaining responses within this 
timeframe. In response to additional hours worked, the trust offers time off in lieu and if the trainee is unable to 
take this by 3 months or the end of the rotation (whichever is first) then payment is made.  
 
2.3    On-Going Work Schedule Reviews  
 
Exception reporting, feedback from the junior doctor forum and queries/concerns raised by doctors directly to 
the Guardian of Safe working may result in a work schedule review. A work schedule review aims to ensure 
rotas remain compliant to safe working rules and are fit for purpose and trainees are paid correctly for the work 
they do.  
 
Since August 2020 changeover there have been a number of exception reports from new FY1 doctors relating 
to having to work additional hours, mainly in General Surgery and Urology (RPH), Medicine (Chorley) and 
Vascular (RPH).  
 
The table below outlines ongoing issues identified through the exception reporting process and action being 
taken to address these issues. It also outlines potential risks identified: 
 
Table 2: On-Going work schedule reviews 
Specialty Grade Issue raised Actions Potential Risk 
Medicine 
(CDH) 

FY1 A rise in exception reports 
since August 2020 raised 
citing the following: 

• Workload 
• Service support 

 
 

The number of exceptions 
will be monitored going 
forwards and has been 
raised with the medical 
workforce committee and 
the clinical director 
(Reponses awaited) 

Increased stress for the 
FY1s due to perceived lack 
of support. 
There is a risk that the 
Deanery may intervene if 
these concerns are not 
addressed. 

Vascular 
(RPH) 

FY1 One trainee submitted all the 
exceptions in October due to 
heavy workload and extra 
hours worked 

Guardian contacted the 
clinical supervisor to d/w 
the trainee and explore the 
issues 

Possible high stress levels 
in trainee 

General FY1 A rise in exception reports The issue was caused by a Increased stress for the 
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Surgery and 
Urology 
(RPH)  

since August 2020 raised 
citing the following: 
• Workload 
• Service support 

gap in the rota due to 
maternity leave and was 
raised with the Foundation 
Board, the SBM and the 
clinical director. Appropriate 
action was taken by the 
department to find locum 
cover where possible and 
increase senior support on 
the ward. 
The number of exceptions 
will be monitored going 
forwards 

FY1s due to perceived lack 
of support and high 
workload due to one doctor 
down. 
Note: The doctors rotated 
in December 2020 and 
there should now be a full 
complement of doctors in 
Urology. 

All All Delays in getting response 
from Educational and Clinical 
Supervisors regarding 
exception reports causing 
frustration and undue delays 
in closing the exception 
reports. 

Guardian sent reminder to 
LTHTR consultants to 
highlight the need for 
compliance with time 
scales. Guardian chases up 
individual responses as 
required. 

Problem exacerbated by 
COVID 19 and doctors 
unable to take TOIL, 
therefore doctors are paid 
for extra hours worked. 

 

2.4      Guardian Fines 
 

Following submission of exception reports from last quarter, the medical workforce team monitored the 
doctors’ hours and breaks for the duration of the Rota cycle.   
 
There have been no fines imposed during this period of time 
 
3.0 VACANCIES       

 
Vacancy rates are monitored monthly and each division is provided with a monthly report showing % vacancy 
rate and an update on on-going recruitment.  
 
Table 3 - Vacancy rates at the end of each quarter reported: 
Grade August 2019 August 2020 November 2020 
 % No Drs No 

Vacant 
% No Drs No Vacant % No Drs No 

Vacant 
FY1 2% 54 1 0% 0% 0 2% 54 1 
FY2 0 54 0 2% 57 1 4% 57 2 
ST1-2 5% 108 5 6% 109 6 4% 113 5 
ST3+ 8% 144 12 7% 147 11 8% 155 12 
JCF 23% 35 8 43% 62 27 26% 68 18 
SCF 16% 61 10 32% 91 29 28% 94 26 
SAS 18% 92 16 20% 85 17 19% 85 16 

 
It should be noted that a number of new posts have been added to the establishment over the last 12 months 
at both JCF and SCF grades.  This has increased the overall vacancy percentage in November 2020 (new 
posts added to A&E, OMF and Ambulatory care). Recent appointments into SCF/SAS posts have decreased 
the overall vacancy rate in these groups.  
 
The trust has recruited 9 medical interns from Egypt who commenced their induction period in August 2020; 
these doctors will undertake 4 x 6 month rotations as well as undertake a post graduate qualification with the 
University of Manchester. These doctors are being utilised to fill vacant clinical fellow posts and due to the 
success of this program we have agreement to source a further 10 doctors to commence in August 2021. 
These posts and continuation of this program will enable us to ring fence vacant clinical fellow posts for these 
doctors ensuring a constant supply to reduce gaps.    
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4.0 LOCUM WORK CARRIED OUT BY TRAINEES 
 
Under the 2016 contract a doctor is required to ensure that they do not breach any of the safety and rest 
requirements as set out in the contract. In addition any doctor who has worked over 48 hours per week (up to 
56 hours must have opted out of the Working Time Regulations. 
 
Although we can monitor hours worked by doctors who are placed within the trust we cannot monitor where 
doctors work outside the trust for other NHS organisations or agencies.  
 
During the period of 1st Sept and 30th November there were 61 junior doctors who undertook additional duties 
through the medical and dental bank (this number does include some trust junior clinical fellows but reporting 
at present does not allow us to separate these). 
 
Table 4: Breakdown of additional hours worked per specialty and grade 
 Hours worked by Grade 
Specialty FY1 FY2 ST1-2 ST3 SAS Grand Total 
Accident & Emergency 

  
136.75 8.5 

 
145.25 

Anaesthetics 
   

31.5 
 

31.5 
Colorectal Surgery 

 
7.5 

 
9.5 

 
17 

Critical Care Medicine 
   

95.82 
 

95.82 
General Surgery 

 
12.5 

 
12.25 

 
24.75 

MAU 28.5 593.5 
  

113.5 735.5 
Neurology 

   
63 39.5 102.5 

Neurosurgery 
   

73.5 
 

73.5 
Obstetrics & 
Gynaecology 

 
15.5 8 276.5 

 
300 

Oncology 
 

4.5 
   

4.5 
Ophthalmology 

    
5 5 

Oral & Maxillofacial 
   

40 
 

40 
Orthopaedics 

   
30.67 

 
30.67 

Orthopaedics & Trauma 
   

8.5 
 

8.5 
Paediatric 

 
4.5 50.5 149.83 

 
204.83 

Plastic Surgery 
   

68 
 

68 
Radiology 

   
29.5 

 
29.5 

Upper GI Surgery 
 

2 
 

54.5 
 

56.5 
Urology 

 
29 

 
183.5 

 
212.5 

Vascular Surgery 
 

49.5 
 

70.75 
 

120.25 
Grand Total 28.5 718.5 195.25 1205.82 158 2306.07 

 
We have identified 3 doctors who have worked a large amount of additional hours which exceed on average 1 
additional 8 hour shift per week and as such these doctors’ hours will be reviewed to ensure they are not 
breaching safe working rules under the contract. 
 
The specialty with the largest bank usage as per the table is MAU; however this is mainly bank clinical fellows  
and not trainees working additional hours. 
 
5.0 JUNIOR DOCTOR FORUM  
 
A forum was held by Microsoft Teams on 9th September.. The exception reports were reviewed and discussed 
and it was noted that exception reporting had increased since the August changeover, following the lull during 
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the first COVID peak and temporary suspension of the contract. On-going problems with supervision of some 
of the Chorley FY1s were highlighted and discussed. FY2 portfolio time was also discussed and the plans for 
the refurbishment of the junior doctor messes were discussed. 
 
5.1 Mess refurbishment, sleep Pods and Rest Areas 
 
The junior doctor mess refurbishment project has started and the mess at RPH is now fully refurbished, with 
some items of furniture still awaiting delivery. It has been completely transformed and the feedback from the 
doctors has been excellent. The CDH mess project and the Gordon Hesling sleep pod area work is starting 
this month.  

6.0  LEGAL IMPLICATIONS  

None 

7.0 RISKS 

The risks identified with work schedule reviews have been detailed in section 2.3 

There are clearly additional junior doctor workforce risks associated with the COVID 19 pandemic including 
staff sickness, reduced doctors on rotas due to shielding requirements or self-isolation, increased work-force 
stress and burnout and although rotas have returned to their pre-COVID state, the pressures of COVID are 
being felt across the hospital.  

8.0 IMPACT ON STAKEHOLDERS 

None 

9.0 RECOMMENDATIONS 

It is recommended that the Board of Directors notes: 
 

I. the content of the paper 
II. the areas of risk and actions being taken to address these 
III. the exceptional dedication, hard work and commitment shown by junior doctors throughout the 

pandemic 
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Board Assurance Framework (BAF) Risk Report 

Report to: Board of Directors Date: 4th February 2021 

Report of: Director of Governance Prepared by: K Lonergan 

Part I  Part II  

Purpose of Report  

For approval ☐ For noting ☐ For discussion ☒ For information ☐ 

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. 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 its high level strategic objectives. This purpose of 

this paper therefore is to provide the Board of Directors with details of those risks that may compromise the 

achievement of the Trust’s high level strategic objectives. 

 

A copy of the BAF can be found in Appendix 1, whilst Appendix 2 provides full details of the controls, 

assurances, any gaps and actions that are being undertaken to mitigate the strategic risks.  

 

The BAF demonstrates that there has been no change to Strategic Risk scores since the previous update to 

Board in December 2020. Any changes to the content of the risk since the previous update to Board have 

been highlighted a summary box within the strategic risk template. 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 

at the time of writing this paper. 

 

There are two operational high risks that remain escalated to the Board within the BAF. These are Risk ID 693 

Covid-19, which has been previously escalated to Board in August 2020, October 2020 and December 2020 

and Risk ID 25, impact on exit block on patient safety which was a new risk escalated to Board in December 

2020 due to the change in occupancy levels within the Emergency Department at Royal Preston Hospital. 

Both operational risks continue to have a score of 20. 

 

Two further operational risks were discussed at an Extraordinary Board on the 17th December 2020. These 
were as follows: 

 Risk ID 1017: The possible risk of harm to patient, staff and service users due to spread of infection 
during Covid-19 Pandemic and; 

 Risk ID 1018: The possible risk of harm to patient, staff and service users and potential risk of 
breaching regulatory requirements due to rapid roll out of the Covid-19 Vaccine.  

Both were assessed as high risks in December 2020 with a score of 20 at the time.  

 Risk ID 1017 has since been reduced from a high risk to a significant risk following a reduction in 
nosocomial covid-19 infections and is now scoring a 12.  
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 Risk ID 1018 has also been reduced from a high risk to a significant risk and is now scoring an 8. 
Whilst challenges remain not least with staffing and estates, some of the earlier challenges at the start 
of the roll out are now stable and the vaccination programme much more established and steady. 

 

It is recommended that Board of Directors: 

i. Note and approve the updates to the strategic risks and their contents. 

ii. Note the Covid-19 operational risk and the Emergency Department Exit Block operational risk which 

may compromise the achievement of the Trust’s high level strategic objectives. 

iii. Confirm that through the revised BAF, they are assured that there continues to be an effective and 

comprehensive process in place to identify, understand, monitor and address current and future risks 

in line with statutory requirements. 

 

Appendix 1 – Board Assurance Framework 

Appendix 2 – Strategic Risks 

 

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 

Board Workshop – June 2020 
Committees of the Board – June to December 2020 
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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 

 

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. The operational risks within the organisation are aligned to the strategic risks 

and are considered as part of the review of each strategic risk at the Committee they are aligned to.   

 

2.2 Strategic Risk Register 

 

2.2.1 Full detail of the Strategic Risk records can be found in Appendix 2. It should be noted 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 at the time of writing this paper.  

 

2.2.2 The BAF demonstrates that there has been no change to Strategic Risk scores since the previous 

update to Board in December 2020. Any changes to the content of the risk since the previous update to 

Board have been highlighted in yellow within the strategic risk template. 

 

2.3 Operational Risk Register 

 

2.3.1 There are currently two operational high risks that are escalated to the Board within the BAF – 

Emergency Department Exit Block (Risk ID 25) and the Covid 19 risk (Risk ID 693), both of which have 

been escalated to Board previously. Risk ID 25 was escalated to Board in December 2020 following a 

discussion at Safety and Quality Committee in October 2020, due to the change in occupancy levels 

within the Emergency Department at Royal Preston Hospital. Both Risk ID 25 and Risk ID 693 have a 

score of 20. 

2.3.2   Two further operational risks were discussed at an Extraordinary Board on the 17th December 2020. 

These were as follows: 

 Risk ID 1017: The possible risk of harm to patient, staff and service users due to spread of infection 

during Covid-19 Pandemic and; 

 Risk ID 1018: The possible risk of harm to patient, staff and service users and potential risk of 

breaching regulatory requirements due to rapid roll out of the Covid-19 Vaccine.  

Both were assessed as high risks in December 2020 with a score of 20 at the time.  
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 Risk ID 1017 has since been reduced from a high risk to a significant risk following a reduction in 

nosocomial covid-19 infections and is now scoring a 12.  

 Risk ID 1018 has also been reduced from a high risk to a significant risk and is now scoring an 8. 

Whilst challenges remain not least with staffing and estates, some of the earlier challenges at the start 

of the roll out are now stable and the vaccination programme much more established and steady. 

 

3. Financial implications 

3.1 None 

4. Legal implications 

4.1 None 

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 risk records impact upon patient experience, staff experience, Integrated Care System, Integrated Care 

Partnership and cross divisional work. This is captured within individual risk register entries on Datix. 

7. Recommendations 

7.1 It is recommended that Board of Directors: 

i. Note and approve the updates to the strategic risks and their contents. 

ii. Note the Covid-19 operational risk and the Emergency Department at Exit Block operational risk which 

may compromise the achievement of the Trust’s high level strategic objectives. 

iii. Confirm that through the revised BAF, they are assured that there continues to be an effective and 

comprehensive process in place to identify, understand, monitor and address current and future risks 

in line with statutory requirements. 

 



  

Appendix 1 - Board Assurance Framework 2020/2021 – Risks to achievement of 

Trust Aims & Ambitions  

Appetite Score 1-3 Appetite Score 4-6 Appetite Score 8-12 Appetite Score 8-12 

Current principal risks on the Strategic Risk Register – February 2021 
 

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

 

Strategic Risks 
Risk 

ID 

Committee 

Alignment 

Initial 

Score 

Target 

Score 

Aug 2020 

Score 

Oct 2020 

Score 

Dec 2020 

Score 

Feb 2021 

Score 
Change 

Apr 

2021 

score 

Risk to delivery of Strategic Aim to providing a range of high quality 

specialist services to patients in Lancashire and South Cumbria 859 
Safety & Quality 

Committee 
8 8-12 8  

Risk to delivery of Strategic Aim to drive innovation through world 

class Education, Training & Research 860 
Education, Training 

& Research 

Committee 
6 8-12 16 16 16 16  

Risks to delivery 

of Strategic Aim 

of providing 

outstanding 

healthcare to our 

local communities 

&… 

Risk to delivery of Strategic Ambition: 

Consistently Deliver Excellent Care 
855 

Safety & Quality 

Committee 
20 1-3 20 20 20 20  

Risk to delivery of Strategic Ambition: 

A Great Place to Work 
856 

Workforce 

Committee 
20 4-6 16 16 16 16  

Risk to delivery of Strategic Ambition: 

Deliver Value for Money 
857 

Finance & 

Performance 

Committee 
20 8-12 12 15 15 15  

Risk to delivery of Strategic Ambition: 

Fit for the Future 
858 Board 20 8-12 20 20 20 20  

To provide outstanding healthcare to 
our local communities 

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

To drive innovation through world 
class education, training and 

research 
Trust Aims 

Trust 
Ambitions 

Risk removed from BAF report due to current score of 8 in line with Risk 
Management Strategy. Risk continues to be managed via active risk 

register on the Datix System. 
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Key Operational Risks for Escalation to Board details any key operational risks that pose a significant threat to organisational objectives 

 
• Covid 19 (Risk ID 693 – Initial Score 25, Current Score 20. Aligned to Consistently Deliver Excellent Care and Safety & Quality Committee) - A Trustwide operational risk regarding Covid-19 

was placed on the active risk register on 16th March 2020. This risk is being managed by the Nursing, Midwifery & AHP Director on the Datix system, with the support of the Corporate 

Governance Team to ensure the information regarding the risk is updated timely. The current score remains 20. Given the second and third wave of the pandemic, this risk remains high. 

Updates on infection, prevention and control measures and the operational management of Covid-19 continue to be provided to Board. 

 

• Impact of Emergency Department Block on Patient Safety (Risk ID 25 – Initial Score 20, Current Score 20. Aligned to Consistently Deliver Excellent Care and Safety & Quality Committee) – 

This operational risk, managed by the Division of Medicine, has been on the risk register since April 2016, however with further validated data and the recent impact of the Covid-19 

pandemic combined with winter pressures, this risk has been escalated to the Board’s  attention. Mitigations put in place were discussed at an Extraordinary Board in December 2020. 

Risk Risk ID Risk Summary 

Risk to delivery of Strategic Aim to 

drive innovation through world class 

Education, Training & Research. 

860 

There is a risk that the Trust is unable to deliver world class education training and research without sufficient focus being given to 

delivering high quality, appropriately funded education, training and research opportunities that develop our reputation as a 

provider of choice sustaining our position in the market, supporting business growth and our status as a teaching hospital.  

Risks to 

delivery of 

Strategic Aim 

of providing 

outstanding 

healthcare to 

our local 

communities  

Risk to delivery of 

Strategic 

Ambitions.. 

Consistently 

Delivering 

Excellent Care  

855 

The (1) Availability of staff secondary to the ability to recruitment and retain and achieve sickness levels of 4% (2) Occupancy 

levels in excess of 80%, impacted further by the presence of covid-19 pandemic and the requirement to configure services 

differently to accommodate infection status (3) Lack of integrated approach to delivering system healthcare restricting the pace of 

change at patient pathway and system level and a fluctuating and uncertain regulatory environment may result in an inability to 

consistently meet the constitutional standards, adverse patient outcomes and poor experiences leading to patient harm and the 

community losing confidence in services.  

Risk to delivery of 

Strategic 

Ambitions.. 

Great Place to 

Work  

856 

A failure to offer a good working environment; failure to treat staff fairly and equitably; poor leadership; and failure to support staff 

development 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. 

Risk to delivery of 

Strategic 

Ambitions.. 

Deliver Value for 

Money  

857 

An inability of the Trust to transform due to 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) could 

compromise the Trust’s plans to deliver its planned deficit reduction and may impact on quality and safety resulting in 

deterioration in outcomes for patients. Due to the emergency measures which were introduced following the spread of Covid-19 

the normal financial rules which apply to NHS organisations were suspended. However, as current Covid-19 measures are de-

escalated it is anticipated that the current risk score will increase to a score of 20 

Risk to delivery of 

Strategic 

Ambitions.. 

Fit For the Future  

858 

The inability to develop and/or to implement key change programmes, due to conflicting priorities, conflicting opinions, evolving 

system working, workforce constraints, limitations of aging estate, capital funding availability and ongoing impact of Covid-19, 

may result in our clinical models no longer being fit for purpose and our healthcare system becoming unsustainable if the Trust 

fails to deliver change in the required timescales. 



Risk Title: Risk to delivery of the Trust’s Strategic objective to Consistently Deliver Excellent Care  
Risk ID: 855 
Risk owner:  Nursing, Midwifery and AHP Director 
Date last reviewed:  10th January 2021 
Strategic Objective:  
The Trust aims to consistently deliver 
excellent care by improving outcomes and 
reducing harm, improving capacity and 
patient flow, delivering a positive experience 
and creating a good care environment. 
 

Risk Description:  
There is a risk that the Trust is unable to 
meet its strategic aim of offering excellent 
health care and treatment to our local 
communities, as well as its Strategic 
objective of consistently deliver excellent 
care due to: 
A) Availability of staff secondary to the 

ability to recruitment and retain and 
achieve sickness levels of 4%. 

B) Occupancy levels in excess of 80%, 
impacted further by the presence of 
covid-19 pandemic and the requirement 
to configure services differently to 
accommodate infection status. 

C) Lack of integrated approach to delivering 
system healthcare restricting the pace of 
change at patient pathway and system 
level.  

This may, alongside a fluctuating and 
uncertain regulatory environment result in 
an inability to consistently meet the 
constitutional standards, adverse patient 
outcomes and experiences leading to patient 
harm and the community losing confidence 
in services.   

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

 

Initial risk Rating :     4 x 5 (likelihood x severity)  20 
Current Risk Rating : 5 x 4 (likelihood x severity)  20 
Target Risk Rating :   1-3  

Rationale for Current Score 

 Greater than 5% vacancy within the trust.  

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

 Occupancy levels in the previous 12 months have 
frequently exceeded 98% leading to an increase in 
cancelled operations, prolonged stays in the Emergency 
Department and additional escalation beds opened, 
further diluting the clinical staff to patient ratio.  

 Elective tertiary and district general hospital services 
constitutional standards performance was not at the 
required performance standard pre Covid-19, this has 
been further exacerbated as a result of the impact of 
Covid-19 of planned surgery and outpatients. 

 Child and adult patient experience feedback is identifying 
room for improvement.  

 The increased demand places additional pressure on the 
release of time for delivery, training and supervision of 
junior medical staff.  

 Increased waiting times due to the Covid-19 pandemic 
will lead to heightened clinical risk and possible adverse 
patient outcomes 

 Historical inability to progress recommendations relating 
to a significant shortfall in community bed configuration. 

 Continued opportunity to remove unwarranted variation 
and free up the associated resources. 

 Requirement to transform models of care through our 
clinical strategy to support the delivery of sustainable 
services. 

Risk Rating Tracker  

 Q1 Q2 Q3 Q4 

Initial  20 20 20 20 

Current  20 20 20 20 

Target  1-3 1-3 1-3 1-3 
 



Future Risks 
1. Risk to our ability to sustain services as a result of 

inability to progress with Our Health Our Care strategy.  
2. Risk to the integrity of specialist services due to NHSE re-

configuration of services and specialised commissioning 
future.  

3. Risk of inability to meet specification for Specialist 
Services in the long term 

4. Risk of failure to develop strong research and education 
base 

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

6. Sustained improved position for patients delayed within 
hospital, readmissions and admission avoidance 
pathways. 

 

Future Opportunities 
 ICS networks and collaboration leading to reconfiguration of stroke, 

head and neck, vascular and urology cancer services enabling better 
outcomes for patients.  

 Development of strong identity for the Neurosciences Centre  

 Strengthening of Vascular services through full rationalisation of the 
RPH site as per the ICS plan 

 Our Health Our Care programme delivery and HIP2 investment leading 
to establishment of Lancashire Specialist Hospital 

 Increasing research and innovation profile positively affecting 
recruitment of high quality workforce 

 Harnessing innovative ways of working using technology 

 Reduction in vacancy and sickness levels will present an increase 
likelihood of improved outcomes and experiences for patients and staff.  

 Development of more timely reporting to identify unwarranted variation 
on care. 

Controls  
 
Internal Controls 
Staffing 

 Safety Triangulation Accreditation Review assurance process triangulates a number of 
core safety metrics including from feedback from staff and patients regarding experience, 
this is undertaken by an independent auditor to provide a higher level of assurance. This 
is triangulated further through detailed accreditation reviews. These are reported to 
Safety & Quality Committee.  

 Nursing establishments set and reviewed bi annually, enabling a clear forecast of the 
desired staffing levels. 

 Process in place to access agency staff to maximise fill rates.  

 Safe care system in place to monitor and highlight nursing fill rate and acuity on a daily 
basis.  

 Staffing hub in place to coordinate staffing over the Covid-19 Pandemic.  

 Nurse and Midwifery staffing policy in place.  

 “What good looks like” guide in place for line managers, Matrons, Specialty Business 
Managers and Clinical Directors. 

 A number of strategies are in place to attract and retain a high quality workforce, these 
include;  Workforce and Organisational Development strategy, Nursing, Midwifery and 
AHP Strategy, Medical Leadership Strategy, Equality and Inclusion strategy, Patient 
Experience and Involvement Strategy, Continuous Improvement strategy and a Clinical 

Gaps in Controls  
 
Internal Gaps in Control 
Staffing 
 Inability to achieve the required amount of 7 day working in the appropriate specialties 

due to cost associated with delivery of this and lack of available workforce Ref C0001,  

C0009 and C0011 

 Inability to recruit to Nursing and Medical posts fully due to a national shortage and a 
less favourable choice of employer. Ref C0001, C0005, C0007, C0009 and C0011 

 Variability in leadership performance affects the experience of working and care 
delivered. Ref - C0011, - 

 Release of staff for delivery, training and supervision of junior medical staff. Ref C0036 

 Limited progress in improving staff rating of a great place to work, great place to care 
for. Ref C0032 

 Limited progress in reducing turnover. Ref C0011, C0032 

 Challenges to transforming models of care Ref  C0012, C0013, C0015, C0017,  
 

Occupancy levels 

 Gaps in the ability to meet the diagnostic access standards. Ref C0010, C0033 and C0038. 

 Clinical estate is suboptimal influencing staff and patient experience; there is a lack of 
capital to address this in the short term. Ref C0033,  C0034 and C0038 

 



Research Strategy. The strategies are monitored through the committees of the Board.  

 Education and training leads in post with responsibility for monitoring the quality of 
training.  

 Practice Educators in place to ensure quality of student placements provided is good. 

 Matrons and professional leads in place to provide oversight and scrutiny to the quality of 
care delivered. 

 National bursary implemented for nursing, midwifery & AHP professions to address 
reduction in student recruitment to the professions. 

 Specialty triumvirate structures in place to ensure oversight and leadership at specialty 
level. 

 Freedom to speak up guardian and Guardian of safe working arrangements in place.  

 Medical staffing processes ensure critical shifts are always prioritised, standing down 
elective care where emergency care provision is required. 

 7 day on site respiratory, gastro, stroke and care of the elderly medicine services at RPH in 
response to Covid-19 pandemic. 7 day available general medical in place at CDH. 

 Monthly triangulated staffing papers on cycle of business for Safety & Quality Committee.  

 6 monthly AHP and Medical staffing reviews presented to Safety & Quality Committee.  

 Sickness absence policy in place with monthly reporting presented to workforce 
Committee.  

 Monitoring of STEIS reportable incidents. 

 Friends and family test for staff and patients enables qualitative and quantitative 
feedback 

 Workforce sub groups in place for recruitment, retention and education to ensure clarity 
of direction and oversight of the effectiveness of interventions. 

 Patient feedback is used to inform priorities for change and improvement and formulated 
into an annual experience report that informs the next year’s priorities. 

 Patients and staff annual survey. 

 Monthly safety forums in place for ED, Maternity and Neonatal. 

 Leadership and development programmes underpinned by core people management 
training to ensure leadership interventions are optimal.  

 Organisational Development programme designed using NHS Improvement Culture 
programme and leadership development offer refined as part of the organisation 
workforce strategy post Covid. 

 2 Paediatric consultants in post in ED and increase in paediatric registered staffing 
requirements to meet 24/7 cover in ED. 

 Targeted recruitment campaigns and strengthened social media presence to improve 
reputation ongoing.  
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
 
 
 



Occupancy levels 

 Annual winter planning cycle in place reporting to Urgent Care Delivery Board, chaired by 
the Chief Executive. 

 Increase in bed base in response to increase in demand. 

 Increase in ambulatory pathways progressed and included as a key measure in Big plan 
year 2. 

 Live Business Intelligence on current Cancer, RTT, Urgent Care and 4 hr target situation. 

 Weekly performance tracking for Cancer and RTT in place.  

 Escalation policy in place to respond to increases in occupancy.  

 Ability to cancel surgery in response to increases in capacity. 

 24/7 site management arrangements in place. 

 Weekly long length stay reviews with detailed  

 Monthly Integrated Performance Board report, Safety and Quality Committee and 
Finance and Performance Committee, bi monthly Workforce Committee reporting.   

 Monthly divisional performance reviews. 

 Harm reviews of 52+ week waits and deep dive reviews of specialities with long waits 
reported to Safety and Quality Committee. 

 Appointment of a  system and clinical discharge lead 

 New discharge guidance NHS Improvement published in Aug 2020 has been implemented 

 
External Controls 
System 

 ICP urgent and emergency care delivery board in place with monitoring of key 
performance indicators related to access to urgent care and winter planning. 

 CCG quality reporting schedules in place and adhered to   

 Integrated Care Partnership governance structure agreed with CEO/Accountable Officer 
(AO) as joint accountable officers and independent chair appointed.  

 Integrated Care System (ICS) structures in place with in and out of hospital cells in place 
to coordinate system working across the ICS. Currently this function is based on a major 
incident command and control function.  

 NHS England/Improvement retain overall regulatory responsibility.  

 ICP Governance Structure in place as the ICP matures. 

 Better Care Fund introduced into ICP investment committee  agenda 
 Population health work stream included in ICP governance arrangements  
 Integration event took place on 2.12.21 to help develop relationships with community 

services and enable organisations to work in an integrated way.  

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

External Gaps in Control 
System  

 Lack of integration with community services inhibits the ability to effect large scale 
change. Ref C0003, C0034 and C0039 

 Lack of effective provision for vascular, elderly frail and stroke rehabilitation. Ref C0028. 
C0017 

 Lack of ability to successfully influence allocation of resources within Adult Social Care. 
Ref C0029 
 

Occupancy levels 
 Inability to manage increasing demand on services and system unable to respond.           

Ref C0010 

 Inability to secure a certain future path, leading to insecurities in the workforce.             
Ref C0040 

Assurances 
Internal Assurances 

Gaps in Assurances 
Internal Gaps in Assurances 



Staffing 

 Bi annual Nurse and Midwifery staffing reviews in place providing an overview of the 
impact of staffing on patient outcomes.  

 Monthly triangulated staffing papers containing audits on patient outcomes on cycle of 
business for Safety & Quality Committee.  

 CCG Quality and Performance Lead is a member of the Safety & Quality committee.  

 Board and committee level performance dashboards.  

 Divisional Improvement Forums in place underpinned by an accountability framework 
that determines accountability levels for each division driving improved levels of 
performance. 

 STAR and increase in paediatric staffing demonstrating improvement in fill rate and 
patient experience in ED. 

 
Occupancy Levels 

 Live Business Intelligence on current Cancer, RTT, Urgent Care and 4 hour target situation. 

 Executive Team weekly performance reporting. 

 Monthly Integrated Performance Board report, Safety and Quality Committee and 
Finance and Performance Committee, bi monthly Workforce Committee reporting.   

 Deep dive reviews of specialities with long waits reported to Safety and Quality 
Committee. 

 MIAA audit on compliance of workforce safeguards. 
 
 
 
 
 
 

 
External Assurances 
Occupancy Levels 

 Use of Resources annual assessment – NHS Improvement. 

 Winter plan deliverable outcomes scrutinised by a system Urgent Care Delivery Board. 
 
System  

 System Urgent Care Board in place to monitor delivery of system pathway work. 

 System level indicators included in Board reporting.  

 Joint planning framework in place 

 ICP Governance structure agreed providing more clarity on configuration. 

 

Staffing 

 Sickness levels continue to exceed 4% target. Ref C0011 
 9.47% vacancy within the trust for all positions is likely to be contributing towards 

pressure ulcer incidence elevation. Ref C0017 and C0019 

 There is currently a reliance on temporary workforce due to sickness and vacancy levels 
resulting in variation in care delivery. Ref C0001 and C0011 

 Child and inpatient adult patient experience feedback is identifying room for 
improvement. Ref C0012, C0013, C0015 

 
 
 
 
 
Occupancy Levels 

 Prior to Covid-19, patients delayed within hospital persistently exceeded the 3.5% 
national standard. Ref C0010,  C0040, C0042 

 Occupancy levels in the previous 12 months have frequently exceeded 98% leading to 
an increase in cancelled operations, prolonged stays in the Emergency Department and 
additional escalation beds opened, further diluting the clinical staff to patient ratio.  
Ref C0010, C0016 and C0042 

 Elective tertiary and district general hospital services constitutional standards 
performance was not at the required performance standard pre Covid-19, this has been 
further exacerbated as a result of the impact of Covid-19 of planned surgery and 
outpatients. Ref C0018, C0017, C0026, C0027 and C0037 

 Increased waiting times due to the Covid-19 pandemic Ref C0017, C00018, C0026,  C0027 

and C0037 

 
 
External Gaps in Assurances 
System 

 Inability to influence large scale change within commissioning to bridge the gap 
between Adult Social Care and health provision to maintain patient delayed within 
hospitals at less than 3.5% and at 80% occupancy. Ref C0025 

 Lack of a system wide live bed status to support onward discharge. Ref C0010 
 Limited evidence of connectivity with communities and limited ability to articulate 

closure of health inequalities until population health work stream within ICP fully 
enacted Ref: C0041 



 

 

 

 

Action Plan  

Action 
Number  

Action details Action Owner Due 
Date 

Done 
Date 

RAG Gap Gap In Gap 
Theme 

C0001 Ongoing targeted recruitment 
campaigns. 

Strategy, 
Workforce and 
Education Director 

30.11.20 30.11.20 Ongoing Inability to achieve the required amount of 7 day 
working in the appropriate specialties due to cost 
associated with delivery of this and lack of 
available workforce 

Control Staffing 

Inability to recruit to Nursing and Medical posts 
fully due to a national shortage and a less 
favourable choice of employer. 

There is currently a reliance on temporary 
workforce due to sickness and vacancy levels 
resulting in variation in care delivery 

Assurance 

C0002 Response to staff survey to 
understand drivers for ‘a great 
place to work, great place to be 
cared for metrics’. Divisional 
position and overview planned 
for September Divisional 
Improvement Forums. 

Strategy, 
Workforce and 
Education Director 

30.09.20 30.09.20 Complete Inability to improve staff rating of a great place to 
work, great place to care for 

Control Staffing 

Variability in leadership performance affects the 
experience of working and care delivered 

C0003 ICP governance structure to be 
agreed. 

Chief Executive 
Officer  

30.09.20 30.09.20 Complete Lack of integration with community services 
inhibits the ability to effect large scale change 

Control 
 

System 
 

Integrated Care Partnership remains in its infancy 

C0004 Joint planning framework 
requires development and 
implementation. 

Finance Director  30.09.20 15.10.20 Complete Integrated Care Partnership remains in its infancy Control System 

Inability to influence large scale change within 
commissioning to bridge the gap between Adult 
Social Care and health provision to maintain 
patient delayed within hospitals at less than 3.5% 
and at 80% occupancy 

Assurance 

C0005 International recruitment for Strategy, 30.09.20 15.10.20 Complete Inability to recruit to Nursing and Medical posts Control Staffing 

Summary of updates – January 2021 

 Action C0010 and C0017 have had extended deadlines due to delays linked to Covid 19 pandemic. 

 Action C0016 and C0034 are now completed 

 Action C0040 is detailed to be awaiting feedback – the business case has been completed and is awaiting NHS Improvement approval. 



Doctors, international fellow 
programme to commence. 

Workforce and 
Education Director 

fully due to a national shortage and a less 
favourable choice of employer. 

C0006 Urgent Care Delivery Board 
should oversee appropriate use 
of the Better Care Fund.  

Chief Operating 
Officer 

30.09.20 30.09.20 Complete Inability to influence large scale change within 
commissioning to bridge the gap between Adult 
Social Care and health provision to maintain 
patient delayed within hospitals at less than 3.5% 
and at 80% occupancy 

Assurance System 

C0007 Strengthened social media 
presence to improve reputation. 

Director of 
Communications 

30.11.20 30.11.20 Ongoing Inability to recruit to Nursing and Medical posts 
fully due to a national shortage and a less 
favourable choice of employer. 
 

Control Staffing 

C0008 Development of Organisational 
Development programme using 
NHS Improvement Culture 
programme, -  

Strategy, 
Workforce and 
Education Director 

31.10.20 31.10.20 Complete Variability in leadership performance affects the 
experience of working and care delivered 

Control Staffing 

C0009 International recruitment for 
Nurses, Year 2 recruit 50WTE 
nurses. 

Strategy, 
Workforce and 
Education Director 

30.04.21  Not yet 
due 

Inability to achieve the required amount of 7 day 
working in the appropriate specialties due to cost 
associated with delivery of this and lack of 
available workforce 

Control Staffing 

Inability to recruit to Nursing and Medical posts 
fully due to a national shortage and a less 
favourable choice of employer. 

C0010 Develop system wide reporting 
for live bed status 

Chief Clinical 
Information Officer 

30.12.20 
31.03.21 

 Extended Gaps in the ability to meet the diagnostic access 
standards 

Control Occupancy 
Levels 

Inability to manage increasing demand on services 
and system unable to respond.      

Prior to Covid-19, patients delayed within hospital 
persistently exceeded the 3.5% national standard 

Assurance 

Occupancy levels in the previous 12 months have 
frequently exceeded 98% leading to an increase in 
cancelled operations, prolonged stays in the 
Emergency Department and additional escalation 
beds opened, further diluting the clinical staff to 
patient ratio 

Lack of a system wide live bed status to support 
onward discharge. 

System 



C0011 Sickness and absence 
improvement actions and 
recruitment strategies monitored 
through workforce committee 
and identified in more detail 
under great place to work risk. 

Strategy, 
Workforce and 
Education Director 

31.12.20 31.12.20 Ongoing Inability to achieve the required amount of 7 day 
working in the appropriate specialties due to cost 
associated with delivery of this and lack of 
available workforce 
 

Control 
Control 

Staffing 

Inability to recruit to Nursing and Medical posts 
fully due to a national shortage and a less 
favourable choice of employer. 

Variability in leadership performance affects the 
experience of working and care delivered 

Limited progress in reducing turnover 

Sickness levels continue to exceed 4% target Assurance 

There is currently a reliance on temporary 
workforce due to sickness and vacancy levels 
resulting in variation in care delivery 
 

C0012 Improve adult inpatient 
experience by rolling out patient 
contribution to case notes.  

Nursing, Midwifery 
& AHP Director 

30.03.21  Not yet 
due 

Challenges to transforming models of care Control Staffing 

Child and inpatient adult patient experience 
feedback is identifying room for improvement 

Assurance 

C0013 Improve adult inpatient 
experience by creating training 
on effective communication and 
civility.  

Nursing, Midwifery 
& AHP Director 

30.03.21  Not yet 
due 

Challenges to transforming models of care Control Staffing 

Child and inpatient adult patient experience 
feedback is identifying room for improvement 

Assurance 

C0014 Improve paediatric experience by 
increasing registered children 
nurses in ED to 24 hours per day.  

Nursing, Midwifery 
& AHP Director 

30.10.20 30.10.20 Complete Challenges to transforming models of care Control Staffing 

C0015 Improve paediatric experience 
through an investment in the 
estate to create a new High 
dependency area with space for 
parents to rest and improved 
family facilities.  

Nursing, Midwifery 
& AHP Director 

31.12.20 31.12.20 Ongoing Challenges to transforming models of care Control Staffing 

Child and inpatient adult patient experience 
feedback is identifying room for improvement 

Assurance 

C0016 Implement the new discharge 
guidance NHS Improvement 
published Aug 2020 

Director of 
Continuous 
Improvement  

30.11.20 30.11.20 Complete Occupancy levels in the previous 12 months have 
frequently exceeded 98% leading to an increase in 
cancelled operations, prolonged stays in the 
Emergency Department and additional escalation 
beds opened, further diluting the clinical staff to 
patient ratio 

Assurance Occupancy 
levels 

C0017 Influence the commissioning of Chief Operating 30.12.20  Extension Challenges to transforming models of care Control Staffing 



ICS vascular and major trauma 
rehabilitation and local frailty 
provision.  

Officer and Finance 
Director  

31.03.21 Lack of effective provision for vascular, elderly frail 
and stroke rehabilitation 

System 

9.47% vacancy within the trust for all positions is 
likely to be contributing towards pressure ulcer 
incidence elevation. 

Assurance Staffing 

Elective tertiary and district general hospital 
services constitutional standards performance was 
not at the required performance standard pre 
Covid-19, this has been further exacerbated as a 
result of the impact of Covid-19 of planned surgery 
and outpatients 

Occupancy 
Levels 

Increased waiting times due to the Covid-19 
pandemic 

C0018 Prepare an overview of the 
actions being taken to reduce 
delays for patients due to Covid 
and present to Finance and 
performance Committee and 
Safety & Quality Committee.  

Nursing, Midwifery 
& AHP Director 

17.09.20 17.09.20 Complete Elective tertiary and district general hospital 
services constitutional standards performance was 
not at the required performance standard pre 
Covid-19, this has been further exacerbated as a 
result of the impact of Covid-19 of planned surgery 
and outpatients 

Assurance Occupancy 
Levels 

Increased waiting times due to the Covid-19 
pandemic 

C0019 Pressure ulcer Improvement 
collaborative in place for highest 
incidence of pressure ulcer 
wards. 

Nursing, Midwifery 
& AHP Director  

30.08.20 05.08.20 Complete 9.47% vacancy within the trust for all positions is 
likely to be contributing towards pressure ulcer 
incidence elevation. 

Assurance Staffing 

C0020 Conversion of Assistant 
Practitioner to Registered Nurse 
course with North Cumbria 
University. 

Strategy, 
Workforce and 
Education Director 

30.09.20 14.09.20 Complete Inability to recruit to Nursing and Medical posts 
fully due to a national shortage and a less 
favourable choice of employer 

Control Staffing 

C0021 Progress response to patient 
feedback focused in areas where 
performance requires 
improvement. 

Nursing, Midwifery 
& AHP Director 

30.09.20 14.09.20 Complete Child and inpatient adult patient experience 
feedback is identifying room for improvement. 

Assurance Staffing 

C0022 International recruitment for 
Nurses, Year 1 completed. 
(50WTE international nurses 
successfully recruited). 

Strategy, 
Workforce and 
Education Director 

06.08.20 06.08.20 Complete Inability to recruit to Nursing and Medical posts 
fully due to a national shortage and a less 
favourable choice of employer 

Control Staffing 

C0023 LTHTR nurse training programme 
in place with Bolton University. 

Strategy, 
Workforce and 
Education Director 

06.08.20 06.08.20 Complete Inability to recruit to Nursing and Medical posts 
fully due to a national shortage and a less 
favourable choice of employer 

Control Staffing 



C0024 Determine acute bed provision 
incorporating Covid impact. June 
2020 – Completed (100 bed 
shortfall).  

Chief Operating 
Officer 

06.08.20 06.08.20 Complete Inability to manage increasing demand on services 
and system unable to respond 

Control Occupancy 
Levels 

C0025 Participate in bid to bridge the 
bed gap. June 2020 – Completed.  

Chief Operating 
Officer 

06.08.20 06.08.20 Complete Inability to influence large scale change within 
commissioning to bridge the gap between Adult 
Social Care and health provision to maintain 
patient delayed within hospitals at less than 3.5% 
and at 80% occupancy. 

Assurance System 

C0026 Response to Phase 1 and 2 Covid 
NHS Improvement letters – 
Completed May 2020. 

Chief Operating 
Officer 

06.08.20 06.08.20 Complete Elective tertiary and district general hospital 
services constitutional standards performance was 
not at the required performance standard pre 
Covid-19, this has been further exacerbated as a 
result of the impact of Covid-19 of planned surgery 
and outpatients 

Assurance Occupancy 
Levels 

Increased waiting times due to the Covid-19 
pandemic 

C0027 Response to Phase 2 moving to 
phase 3 Covid NHS Improvement 
response letter to be completed.  

Chief Operating 
Officer  

31.07.20 31.07.20 Complete Elective tertiary and district general hospital 
services constitutional standards performance was 
not at the required performance standard pre 
Covid-19, this has been further exacerbated as a 
result of the impact of Covid-19 of planned surgery 
and outpatients 

Assurance Occupancy 
Levels 

Increased waiting times due to the Covid-19 
pandemic 

C0028 Influence the commissioning of 
community provision for ICS 
service - neurorehabilitation.  

Chief Operating 
Officer  

17.09.20 17.09.20 Complete Lack of effective provision for vascular, elderly frail 
and stroke rehabilitation 

Control System 

C0029 Better Care Fund use to be 
introduced into ICP Board 
agenda. 

Chief Executive 
Officer  

30.11.20 06.11.20 Complete Lack of ability to successfully influence allocation 
of resources within Adult Social Care.  

Control System 

C0030 Population health work stream to 
be included in the ICP 
governance arrangements.  

Chief Executive 
Officer 

31.10.20 30.10.20 Complete Lack of ICP population health approach limits 
connectivity with communities and ability to 
articulate closure of health inequalities 

Control System 

C0031 Develop a refined leadership 
development offer as part of the 
organisation workforce strategy 
post Covid.  

Strategy, 
Workforce and 
Education Director 

31.10.20 31.10.20 Complete Variability in leadership performance affects the 
experience of working and care delivered 

Control Staffing 

C0032 Health and wellbeing strategy 
execution.  

Strategy, 
Workforce and 

30.04.21  Not yet 
due 

Limited progress in improving staff rating of a 
great place to work, great place to care for. 

Control Staffing 



Education Director Limited progress in reducing turnover 

C0033 Provide a response to 
implementing Covid phase 3.  

Chief Operating 
Officer 

31.10.20 31.10.20 Ongoing Gaps in the ability to meet the diagnostic access 
standards 

Control Occupancy 
Levels 

Clinical estate is suboptimal influencing staff and 
patient experience; there is a lack of capital to 
address this in the short term 

C0034 Develop relationship with 
community services that enable 
the organisations to work in an 
integrated way. Integration event 
planned. 

Nursing, Midwifery 
& AHP Director 

30.11.20 30.11.20 Complete Clinical estate is suboptimal influencing staff and 
patient experience; there is a lack of capital to 
address this in the short term 

Control Occupancy 
Levels 

Lack of integration with community services 
inhibits the ability to effect large scale change 

Control System 

C0035 Strengthen the model for 
discharge in central Lancashire. 
(Appoint system and clinical 
discharge lead) 
  

Chief Operating 
Officer /Nursing, 
Midwifery & AHP 
Director/Director of 
Continuous 
Improvement  

30.11.20 02.11.20 Complete Prior to Covid-19, patients delayed within hospital 
persistently exceeded the 3.5% national standard 

Assurance Occupancy 
Levels 

C0036 Monitor and respond to 
exception reporting of trainee 
doctors  through the guardian of 
safe working reports  

Medical Director  31.12.20 31.12.20 Ongoing Release of staff for delivery, training and 
supervision of junior medical staff. 

Control Staffing 

C0037 Establish the response to 
extended waiting times for 
elective patients secondary to 
Covid. 

Nursing, Midwifery 
& AHP Director 

30.08.20 28.08.20 Complete Elective tertiary and district general hospital 
services constitutional standards performance was 
not at the required performance standard pre 
Covid-19, this has been further exacerbated as a 
result of the impact of Covid-19 of planned surgery 
and outpatients 

Assurance Occupancy 
Levels 

Increased waiting times due to the Covid-19 
pandemic 

C0038 Hospital Improvement Plan 2 
Seed funding application 
completed and successfully 
awarded to Morecambe bay and 
Lancashire Teaching.  

Director of Finance  17.09.20 17.09.20 Complete Gaps in the ability to meet the diagnostic access 
standards 

Control Occupancy 
Levels 

Clinical estate is suboptimal influencing staff and 
patient experience; there is a lack of capital to 
address this in the short term 

C0039 HIP2 programme development. Medical Director 
Finance Director  

30.04.21  Not yet 
due 

Lack of integration with community services 
inhibits the ability to effect large scale change 
 

Control System 

C0040 Our Health Our Care 
sustainability programme of work 

NHS Improvement  31.10.20  Awaiting 
feedback 

Inability to secure a certain future path, leading to 
insecurities in the workforce. 

Control Occupancy 
levels 



– Pre Consultation Business Case 
approval.  
** awaiting outcome of NHS 
Improvement review 

Prior to Covid-19, patients delayed within hospital 
persistently exceeded the 3.5% national standard 

Assurance 

C0041 Identify action to evidence 
output of Population healthwork 
stream within ICS in supporting 
the Trust to connect with 
communities and reducing health 
inequalities 
 

Chief Executive 
Officer 

31.01.21  Not yet 
due 

Limited evidence of connectivity with communities 
and limited ability to articulate closure of health 
inequalities until population health work stream 
within ICP fully enacted 

Assurance System 

C0042 Monitor occupancy and DTOC 
levels to demonstrate return of 
investment in appointing system 
and clinical discharge lead 

Chief Operating 
Officer 

30.11.20 30.11.20 Ongoing Prior to Covid-19, patients delayed within hospital 
persistently exceeded the 3.5% national standard 

Assurance Occupancy 
levels 

Occupancy levels in the previous 12 months have 
frequently exceeded 98% leading to an increase in 
cancelled operations, prolonged stays in the 
Emergency Department and additional escalation 
beds opened, further diluting the clinical staff to 
patient ratio 

 

 

 

 

 

 

 

 

 

 



Risk Title: Risk to delivery of the Trust’s Strategic Objective to be a great place to work 
Risk ID: 856 
Risk owner: Strategy, Workforce and Education Director 
Date last reviewed:  17th December  2020 
Strategic Objective:  
The Trust aims to be a great place 
to work by promoting health and 
wellbeing, by informing, listening 
and involving staff in decisions 
which may affect them, by 
developing our people and by 
creating a culture where the 
contribution of everyone is valued. 

 
Risk Description:  
There is a risk to the delivery of the 
Trust’s Strategic ambition to be a 
great place to work due to failure 
to offer a good working 
environment; failure to treat staff 
fairly and equitably; poor 
leadership; failure 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. 

Risk Appetite:   
Moderate Risk – Tending always towards exposure to only modest levels of 
risk in order to achieve acceptable but possibly unambitious outcomes.  

 

Initial risk Rating :     4 x 5 (likelihood x severity) = 20 

Current Risk Rating : 4 x 4 (likelihood x severity) = 16 

Target Risk Rating :   6  

Rationale for Current Score 
 National workforce shortages in some key professional groups in 

particular registered nurses and some medical specialties 

 High turnover of less than 12 months in some staff groups particularly 
support workers and newly qualified nurses. 

 Length of time required to train new professional staff to meet 
workforce supply. 

 Staff engagement scores sitting at national average. 

 Staff Family and Friends test results are below national average. 

 Physical environment cited as a concern by a number of staff. 

 Leadership ability impacting on staff satisfaction and workforce 
metrics in a number of areas. 

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

 Cultural survey indicates culture is not meeting the expectations of 
staff. 

 Current models of care require further refinement to move towards a 
more sustainable workforce delivery model.   

 Increasing psychological impact of COVID on staff and staff resilience 
which is likely to be longer and more sustained than originally 
anticipated 

Risk Rating Tracker  

 Q1 Q2 Q3 Q4 

Initial  20 20 20 20 

Current  16 16 16 16 

Target  6 6 6 6 
 

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 COVID on ability to undertake international recruitment. 

 National pay and reward contract negotiations. 

 Non-delivery of OHOC impacting on ability to utilise available 
workforce effectively. 

Future Opportunities 
 There are opportunities to work across the ICS to support 

workforce supply, i.e. international recruitment, creation of new 
role. 

 Changes to models of care present opportunities to remodel 
workforce. 

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



 OD programme to increase staff engagement 

Controls  
 Performance management regime in place and performance reports to Board 

Committees. 

 Black Asian Minority Ethnic Group forums with Executive team in place.  

 Regular temperature checks in place for staff satisfaction, culture, with action plans e.g. 
Staff Survey, Staff Friends and Family Test, Team Engagement and Diagnostic Tools, via 
STAR, GMC Survey, Culture Review.  

 Workforce Race Equality Standards (WRES) and Workforce Disability Equality Standards 
(WDES) in place.  

 Comprehensive workforce and OD strategy in place and progress tracked through 
Workforce Committee 

 Comprehensive suite of workforce policies in place to ensure equitable treatment of staff  

 Workforce plan in place and tracked 

 Innovative recruitment plans in place for nursing including apprentice delivery and 
overseas  recruitment pipeline  

 Leadership development and Talent Management programmes in place including roll out 
of What Good Looks Like Programme 

 Appraisal process in place including identification of staff support and development 
through training/coaching/mentoring etc. 

 Suite of training and E-learning programmes available. 

 Leadership Strategies in place e.g.  Medical Leadership Strategy, Nursing, Midwifery and 
AHP Strategy, Equality and Diversity Strategy, Workforce and OD Strategy, Education 
Strategy. 

 Staff Engagement  through back to the floor visits by the Executive Team e.g. Coffee 
Catch Ups, Big Conversations, Feedback Friday, Quarterly meetings with Junior Doctors, 
Chief Executive back to the floor sessions and Exec/NED sponsorship of CI programmes 
and trust communication processes 

 Freedom to Speak Up Guardian and Champions in place 

 Trust Values well established, with Values Plus Training 

Gaps in controls  
• National workforce shortages cannot be fully mitigated locally. Ref G0001, G0003, G0009, 

G00010, G0013, G00014 and G0018 

• Capability of local managers in managing people issues. Ref G0002 and G0012 
• Rigour of local sickness absence management. Ref G0002 and G0008 
• Limited funding to address all hygiene factors that impact on staff including staff 

concerns re availability of on-site car parking and working environment. Ref G0011,  

G0015 and G0021 
• Identification and Development of transformation schemes to support long term 

sustainability and workforce re-modelling. Ref G0009, G0010, G0003 and G0013  
• Workforce demand in excess of supply giving risk to excess cost. Ref G0001, G0003, 

G0009, G00010, G0013, G00014 and G0018 

• Rate of workforce supply and age profile of workforce. Ref G0001, G0003, G0009, G00010, 

G0013, G00014, G0004 and G0018 

• Unsustainable clinical service models. Ref G0001, G0003, G0009, G00010, G0013, G00014 

and G0018 

• No harmonisation of bank and agency rates across ICS Ref G0018 
• Inability to improve staff rating of a great place to work, great place to care for. Ref 

G0001, G0005 and G00012 
• Ability to address staff concerns regarding the working environment Ref G0015 

 

 



 Appraisal process in place includes an assessment of talent to identify rising stars with a 
view to developing staff talent. 

 Staff ambassador forums with dedicated events for staff with protected characteristic 

 Sickness absence action plan in place 

 Workforce business partner model and advice line in place 

 Dedicated health and wellbeing team to provide staff support through counselling and 
psychology services, which has been further enhanced. 

 Corporate Induction and Mandatory Training 

 Just Culture Guide in Use 

 Our People Awards and thank You toolkit 

 Clinical Supervision 

 Our Big Plan produced in collaboration with staff 

 Our Big Plan Team Brief and Newsbite 

 Safe Staffing reports to safety and quality committee 
 Use of Bank and Agency staff to support safe staffing levels including robust 

authorisation processes via management structures 

 Staff representatives in place, including union representatives, staff governors and 
freedom to speak up champions as a source of advice/guidance to staff 

 Vacancy control panel in place and meeting weekly 
 Rostering policy in place and e-rostering in place in all areas  
 Prioritisation spend list agreed for staff charitable funds to address hygiene factors 
 Collaborative temporary staffing group across the ICS focusing on harmonising bank rates 

and suppliers. 
Assurances 
 Staff engagement scores sitting at national average 

 Regular temperature checks in place highlighting areas of staff satisfaction, culture and 
action plans  

 Turnover under national average 

 Rostering review by NHSI indicating excellence in rostering practice 

 MIAA audit on bank and agency processes giving significant assurance 

 Reports to Workforce Committee and Board to provide assurance and scrutiny on 
performance of workforce metrics  

 Evaluation of psychological well-being service impact on sickness demonstrates 66% of 
users of the service confirmed that it had helped them to stay in work. 

Gaps in Assurances 
 High < 12 month turnover in some staff groups particularly support workers and newly 

qualified nurses  Ref G0020 

 Deep dive of Staff Family and Friends test results  below national average has identified 
hygiene factors as an area for improvement e.g. work environment, availability of 
onsite car parking Ref G0011and G0021 

 Leadership ability impacting on staff satisfaction and workforce metrics in a number of 
areas Ref G0002, G0012 

 Cultural survey indicates culture is not meeting the expectations of staff Ref G0005 

 MIAA audit of sickness gave limited assurance Ref G0002 and G0012 

 

 



Action Plan 

Action 
Number 

Action details Action Owner Due Date Done 
Date 

RAG Gap Gap In Gap 
Theme 

G0001 Strengthened social media presence to 
improve reputation. 

Director of 
Communication 
and Engagement 

31.10.20  Ongoing National workforce shortages cannot be fully 
mitigated locally 

Control 
 

N/A 
 

Workforce demand in excess of supply giving 
risk to excess cost 

Rate of workforce supply and age profile of 
workforce 

Unsustainable clinical service models 

Inability to improve staff rating of a great place 
to work, great place to care for 

G0002 Provide additional support from the 
Workforce team to local management 
teams in the management of sickness 
absence. 

Strategy, 
Workforce and 
Education Director 

31.12.20  Ongoing Capability of local managers in managing 
people issues 

Control 

Rigour of local sickness absence management 

Leadership ability impacting on staff 
satisfaction and workforce metrics in a number 
of areas 

Assurance 

MIAA audit of sickness gave limited assurance 

G0003 Ensure transformation programmes are 
accompanied by transformational 
workforce plans. 

Strategy, 
Workforce and 
Education Director 

31.12.20  Ongoing National workforce shortages cannot be fully 
mitigated locally 

Control 

Identification and Development of 
transformation schemes to support long term 
sustainability and workforce re-modelling 

Workforce demand in excess of supply giving 
risk to excess cost 

Rate of workforce supply and age profile of 
workforce. 

Unsustainable clinical service models 

G0004 Develop recruitment and succession 
plans for areas with risks related to age 
profile. 

Strategy, 
Workforce and 
Education Director 

31.12.20  Ongoing Rate of workforce supply and age profile of 
workforce 

Control 

G0005 Undertaken annual culture survey and 
develop actions plans in response to 
the findings. 

Strategy, 
Workforce and 
Education Director 

31.03.21  Not yet 
due 

Inability to improve staff rating of a great place 
to work, great place to care for. 
 

Control 

Cultural survey indicates culture is not meeting 
the expectations of staff 
 

Assurance 



G0006 Launch Chair led BAME forums to hear 
from front line staff and agree actions.  

Head of Blended 
Learning, Equality 
& Diversity 

30.09.20 20.10.20 Complete  Inability to improve staff rating of a great place 
to work, great place to care for 

Control 

Deep dive of Staff Family and Friends test 
results  below national average has identified 
hygiene factors as an area for improvement 
e.g. work environment, availability of onsite car 
parking 

Assurance 

Cultural survey indicates culture is not meeting 
the expectations of staff 

Assurance 

G0007 Response to staff survey to understand 
drivers for ‘a great place to work, great 
place to be cared for metrics’. 

Deputy Strategy, 
Workforce and 
Education Director 

30.09.20 30.09.20 Complete  Inability to improve staff rating of a great place 
to work, great place to care for 

Control 

Deep dive of Staff Family and Friends test 
results  below national average has identified 
hygiene factors as an area for improvement 
e.g. work environment, availability of onsite car 
parking 

Assurance 

G0008 Increase the provision of psychological 
support for staff. 

Strategy, 
Workforce and 
Education Director 

30.11.20 09.09.20 Complete  Rigour of local sickness absence management. Control 

G0009 Complete LTH Clinical Strategy. Director of Service 
Development 

15.12.20  
31.03.21 
 

 Not yet 
due 

National workforce shortages cannot be fully 
mitigated locally 

Control 

Identification and Development of 
transformation schemes to support long term 
sustainability and workforce re-modelling 

Workforce demand in excess of supply giving 
risk to excess cost 

Rate of workforce supply and age profile of 
workforce 

Unsustainable clinical service models 

G0010 Deliver on the identified outcomes of 
the ICS temporary staffing collaborative 
project. 

Strategy, 
Workforce and 
Education Director 

15.12.20  
31.10.21 
 

 Not yet 
due 

National workforce shortages cannot be fully 
mitigated locally. 

Control 

Identification and Development of 
transformation schemes to support long term 
sustainability and workforce re-modelling 

Workforce demand in excess of supply giving 
risk to excess cost 

Unsustainable clinical service models. 

Rate of workforce supply and age profile of 
workforce 



G0011 Agree business case for the 
development of additional on-site car 
parking. 

Finance Director  15.12.20 15.12.20 Complete 
(business 
case does 
not stack 
up. Mngt. 
consultants 
to be 
employed 
to provide 
traffic 
survey (See 
action 
G0021)) 

Limited funding to address all hygiene factors 
that impact on staff including staff concerns re 
availability of on-site car parking and working 
environment 

Control 

Deep dive of Staff Family and Friends test 
results  below national average has identified 
hygiene factors as an area for improvement 
e.g. work environment, availability of onsite car 
parking 

Assurance 

G0012 Finalise the roll out of What goods look 
like programme of work for leaders. 

Deputy Strategy, 
Workforce and 
Education Director 

31.12.20  
30.04.21 

 Not yet 
due 

Capability of local managers in managing 
people issues 

Control 

Inability to improve staff rating of a great place 
to work, great place to care for. 

Leadership ability impacting on staff 
satisfaction and workforce metrics in a number 
of areas 

Assurance 

MIAA audit of sickness gave limited assurance 
 

G0013 Complete Health Infrastructure Plan2 
(HIP2) pre consultation business case 
with ICS. 

Finance Director 30.04.21  Not yet 
due 

National workforce shortages cannot be fully 
mitigated locally 

Control 

Identification and Development of 
transformation schemes to support long term 
sustainability and workforce re-modelling 
 

Workforce demand in excess of supply giving 
risk to excess cost 

Rate of workforce supply and age profile of 
workforce. 

Unsustainable clinical service models. 

G0014 Develop local training programme to 
increase numbers of registered nurses. 

Strategy, 
Workforce and 
Education Director 

07.08.20 07.08.20 Complete  National workforce shortages cannot be fully 
mitigated locally. 

Control 

Workforce demand in excess of supply giving 
risk to excess cost 

Rate of workforce supply and age profile of 
workforce. 

Unsustainable clinical service models 



G0015 Engage with staff to agree priority 
areas for investment of charitable 
funds in improving hygiene factors. 

Strategy, 
Workforce and 
Education Director 

07.08.20 07.08.20 Complete  Limited funding to address all hygiene factors 
that impact on staff including staff concerns re 
availability of on-site car parking and working 
environment 

Control 

Ability to address staff concerns regarding the 
working environment 

G0016 Review Black Asian Minority Ethnic 
(BAME) leadership during Covid. 

Strategy, 
Workforce and 
Education Director 

07.08.20 07.08.20 Complete  Inability to improve staff rating of a great place 
to work, great place to care for 

Control 

Cultural survey indicates culture is not meeting 
the expectations of staff 

Assurance 

G0017 Ensure appropriate controls are in 
place in respect of booking temporary 
staff.  

Strategy, 
Workforce and 
Education Director 

07.08.20 07.08.20 Complete  Workforce demand in excess of supply giving 
risk to excess cost 

Control 

G0018 Engagement in the ICS training 
programme to increase the number of 
registered nurses across the ICS 

Deputy Director of 
Education 

30.09.21  Not yet 
due 

National workforce shortages cannot be fully 
mitigated locally 

Control 

Workforce demand in excess of supply giving 
risk to excess cost 

Rate of workforce supply and age profile of 
workforce. 

Unsustainable clinical service models. 

No harmonisation of bank and agency rates 
across ICS 

G0019 Development of international medical 
training programme 

Deputy Director of 
Education 

30.09.20 11.09.20 Complete National workforce shortages cannot be fully 
mitigated locally 

Control 

Unsustainable clinical service models 

G0020 Implementation of the Staff Retention 
programme detailed in the Workforce 
& OD Strategy 

Head of 
Engagement – 
Fiona Yates 

31.08.21  Not yet 
due 

High < 12 month turnover in some staff groups 
particularly support workers and newly 
qualified nurses   

Assurance 

G0021 Management consultants to be 
employed to provide traffic survey 

Finance Director 30.04.21  Not yet 
due 

Limited funding to address all hygiene factors 
that impact on staff including staff concerns re 
availability of on-site car parking and working 
environment 

Control 

Deep dive of Staff Family and Friends test 
results  below national average has identified 
hygiene factors as an area for improvement 
e.g. work environment, availability of onsite car 
parking 

Assurance 

 Summary of updates – December 2020/January 2021 

 Action ID G0009, G0010 and G0012 all have extended deadlines due to delays impacted on by Covid 19. 

 Action ID G0011 is no longer relevant as the business case does not stack up. Additional action created for Management Consultants to be employed to provide traffic survey 

(G0021) 

 Current score rationale updated to include the long term  psychological impact of Covid 19 



Risk Title: Risk to delivery of the Trusts Strategic Objective of Delivering Value for Money 
Risk ID: 857 
Risk owner:  Director of Finance 
Date last reviewed: 5th January 2021 
Strategic Objective: 
The Trust aims to deliver value 
for money by continuing to 
reduce unnecessary waste and 

improve underlying productivity. 
 
Risk Description:  
There is a risk to the delivery of 
the Trust’s strategic objective to 
‘deliver value for money’ due to 
an 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) 
and these compromise the Trust’s 
plans to deliver its planned deficit 
reduction and may impact on 
quality and safety resulting in 
deterioration in outcomes for 
patients. 

Risk Appetite:   
Open to Risk - prepared to consider all delivery options and select 
those with the highest probability of productive outcomes, even when 
there are elevated levels of associated risk. 

Initial risk Rating         4 x 5 (likelihood x severity)  = 20 
Current Risk Rating    3 x 5 (likelihood x severity) = 15 
Target Risk Rating      8-12  

   
 

Rationale for Current Score 
 The emergency measures which have been introduced following 

the spread of Covid-19 the normal financial rules which apply to 
NHS organisations have been suspended. 

 Despite a material underlying financial gap, increased payments to 
NHS organisations mean that they should ‘break even’ under the 
new temporary rules for the first 6 months of the year. In the latter 
part of the year organisations will revert to a profit and loss 
financial framework.  

 Constraints continue to be applied to capital expenditure with all 
Covid related spend requiring external approval. 

 There is an increasing gap in critical risk on backlog maintenance 
for buildings, together with a range of risks relating to aging 
medical equipment and IT infrastructure.  

 There is a degree of supply chain disruption which is driving costs 
up and limiting availability. 

 Covid-19 has had an impact on the efficiency of services and the 
ability to support wider transformation. 

 Once current Covid-19 emergency measures are de-escalated it is 
anticipated that the risk score will return to a score of 20. 

 

Risk Rating Tracker  
 

 Q1 Q2 
 

Q3 Q4 

Initial  20 9 15 15 

Current  9 15 15 15 

Target  8-12 8-12 8-12 8-12 

 
It should be noted that the risk was increased from 9 to 12 in July 2020 and  
from 12 to 15 in September 2020 driven by the absence of updated financial 
rules and renewed focus on national NHSE priorities placed upon improving 
operational performance (in the absence of the updated financial rules). 

Future Risks 
 The future form and financial flows which will operate within the 

NHS are unknown and are wholly subject to external 
determination. 

 The Trust in the meantime has an underlying overspend which will 
need to be addressed. 

 It is anticipated that as a consequence of exiting the European 
Common Market we will encounter some supply chain disruptions. 

Future Opportunities 
 Benchmarking indicates that there remain opportunities 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 remains an opportunity to increase margins through non NHS 
activities. 



 

Controls  
Internal control 
 
Complex models of care 

 Benchmarking – Use of ‘Model hospital’ and resources dashboard now included in 
the Divisional Improvement Forums. Provide a bi annual update to the Finance and 
Performance Committee on the Use of Resources and Patient level costing. 

 Developing medium term case for change OHOC - Partnership working OHOC is due 
for public consultation in 2020-21. Subject to consultation an option can be selected 
for the final business case stage, prior to approval and adoption. 

 Developing long term case for change HIP2 – The HIP2 business case which will 
support the investment case for new hospital buildings to replace the old 
infrastructure and deal with the issues of backlog maintenance – completion date for 
business case 2022-23.  

 HIP 2 Healthcare planners – Now appointed. 
 

Workforce transformation and organisational development 

 Financial controls and rota management - Finance and roster management training 
in place with positive feedback. 

 Workforce reporting - Workforce committee in place to oversee value for money 
from workforce planning and change.   

 Workforce Vacancy Control Panel – Panel established to approve workforce request 
in line with budgeted establishments. 

 Board appraisal system - established to monitor effectiveness of individual Board 
Members. 

 
Planning processes 

 Contract management - Contract monitoring process in place for financial and 
outcomes. 

 Contract Management and activity - Income / Activity capture and coding processes 
embedded and regularly audited. 

 Business case development – Revised business case process now in place. 

 Emergency Planning and Responsiveness Control for supply chain disruption. 

 Financial controls - Financial controls established for all areas in line with Standing 
Financial Instructions and the scheme of delegation. 

Gaps in controls  
Internal gaps in control 
 
Complex models of care 

 Clinical Strategy – The Trust needs to develop its clinical strategy, building upon the 
benchmarking information and sustainability of its services. There is a dependency 
on the ICS clinical strategy which requires further development and agreement. Ref 

D-0010 
 Developing medium term case for change OHOC - The outcomes of the associated 

processes are not yet determined which continues to drive cost in excess of income. 
Refer to Fit For the Future 

 Developing long term case for change HIP 2 – The programme is in the early stage 
of mobilisation and controls will need to be identified. Ref D-0023 
 

Workforce Transformation and Organisational development 

 Planning and workforce – Need to identify and use broader range of workforce 
solutions with skills based solutions and availability of supply. Ref D-0025 

 Appraisal systems - Needs to align to the Big plan with consistency of deployment. 
Ref D-0013 

 Recruitment - Updated plans to close recruitment gaps and development of 
alternative service models where gaps are unsustainable (links to clinical strategy). 
Ref D0010 

 Workforce and Establishment controls - consistency in deployment of job planning 
processes and the impact on resource allocation together with overall efficiency 
and effectiveness. Ref D-0019 

 
Planning processes 

 Planning alignment - Planning processes require further integration, bringing the 
right skills and expertise together within the corporate function. Requirement to 
build capacity and capability. Ref D-0006 

 Planning and clinical strategy - Capacity currently does not meet the demand of 
local and regional population. Requires greater clarity in the production of the 
clinical strategy. Ref D-0010 

 Planning and clinical strategy – Identification, prioritisation and delivery 
transformational plans. Ref D-0024 

 Planning and public sector reform – Understanding the impact of wider public 



 Financial controls and workforce costs - Enhanced pay and establishment controls 
including performance against the agency cap. 

 Income contribution – Understanding and reporting on additional financial margin 
from non NHS sources (commercial income) – Suspended due to Covid. 

 Planning and capital investment - Establishment of Capital Planning Forum to assist 
in the prioritisation of investment. Reports to the Executive Management Group with 
escalation to Finance and Performance Committee.  

 Planning and change - Operational plans focussing on dealing with the needs of 
responding to Covid.  

 Reporting and financial planning - Approval and monitoring of revenue and capital 
financial plans with mitigations where appropriate.  

 Reporting and drivers of spend - Monthly information (plus quarterly patient level 
costing) to check and validate progress per business unit, specialty and point of 
delivery (inpatients, day cases, outpatients, attendances and other modalities of 
care).  

 Reporting on the quadruple aim - Cost improvement plan within the Big Programme 
designed to focus on the quadruple aims establish (focus has reduced in current 
situation). This is regularly reported through to the Finance and Performance 
Committee. 

 Reporting and performance Framework- Accountability framework in place through 
divisional improvement forums directly reporting into each committee of the board  

 
Capital and estates 

 Backlog maintenance – Annual update to the ‘six facet’ condition survey to inform 
prioritisation of capital resources and the associated approval of the capital plan by 
the Board of Directors. 

 Capital Planning – The Trust has created the Capital Planning forum to support the 
prioritisation of all capital resources and to recommend a capital plan to the Board 
for approval. The CPF reports to the Finance and Performance Committee. 

 Case for change – Partnership arrangement in place to develop the Pre Consultation 
Business Cases for the medium term strategy (OHOC - 2 to 5 years) for Central 
Lancashire and the longer term strategy (HIP2 – 5 years +). 

 
External controls 

 Continuous Improvement – Common approach to Continuous Improvement across 
Central Lancashire now approved. 

 National planning framework and Capital – Capital allocations are now given to ICS 
areas. The associated processes for approvals will be supported through the ICS 
Finance and Investment Group (Finance leads) and The ICS Investment Group.  All 

sector reform and impact on resources. Ref D0029 
 
Capital and estates 

 IM&T backlog- Update IM&T strategy Ref D0027 

 Planning and site development – Updated site development management plans. 
Ref DOO14 
 

External gaps in control 

 Backlog maintenance and the NHS financial regime – Backlog continues to grow 
nationally. The Trust’s capital programme will target mitigating the increased risk of 
growing backlog maintenance. Increasing backlog maintenance affects estate, 
medical equipment and IT infrastructure. The Trust is unable to directly influence 
national resource allocation. Work on the future prioritisation (2021-22 onwards) 
process for ICS capital allocation is yet to be established. This will be led through the 
FIG and ICS investment Group. 

 Commissioning strategy – The Trust has no direct control of wider commissioning 
strategies and the delivery of solutions by partners to improve service efficiency. 

 Integrated Care System Clinical Strategy – There is a dependency upon the 
development of the Integrated Care System clinical strategy. 

 National planning framework – Anticipation of Governmental planning priorities 
and the impact on service provision. 

 National financial framework and spending approvals – Anticipated changes to the 
emergency regime and impact on resources. 

 Planning and impact assessments of supply chain disruption – Escalating supply 
chain disruption giving rise to higher prices and ‘stock-outs’ and understanding that 
impact on outcomes and cost. 

 Workforce assurance and supply – Availability of workforce supply and the 
dependency on the NHS People Strategy. When demand is in excess of supply then 
the overall unit labour cost increases with increased dependency on an 
adhoc/temporary workforce. 



Trusts are engaged in the associated processes. The ICS Board, groups and 
Committees have executive membership drawn from each NHS organisation. 

 National planning framework – Annualised planning framework issued from NHSEI 
with in year amendments reflected through the Big Plan and setting of revenue and 
capital budgets.  

 National financial framework and income – Periodic updates to financial rules by 
NHSEI are issued to NHS organisation, to include the latest ‘Covid related block 
payments’ and ‘top up arrangements. 

 National financial framework and spending approvals - Introduction of Emergency 
approval measures and associated due to Covid-19 which have suspended normal 
financial rules within the NHS. LTH controls established for approvals and oversight. 

 Oversight - The trust is part of an NHS England/Improvement enhanced oversight 
programme. This is oversight programme is currently suspended due to Covid-19 

 

Assurances 
General 

 Benchmarking – Annual updates on benchmarking information (Model Hospital, Getting 
it Right First Time etc.) to Finance and Performance Committee. 

 Internal and external audit - Completion of audit plans and annual reviews by external 
auditors, to include an independent opinion on our financial controls and value for 
money. 

 Integrated reporting - Reporting of performance, risks and mitigations to Board and sub 
committees. 

 Use of Resources - Positive assessment from the Care Quality Commission’s Use of 
Resources framework reported to the Board of Directors and Board of Governors. 
 

Complex models of care 

 Case for change - Updates received by the Board of Directors and Board of Governors on 
OHOC and HIP2 progress. 

 Service changes - Updates received on by the Board of Directors and Board of Governors 
incremental changes to services through the Big Plan. 

 
Workforce transformation and organisational development 

 Workforce change - Workforce improvements overseen by the workforce committee 
together with mitigations 

 Workforce and unit labour costs – Unit labour costs reported to Finance and Performance 
Committee 

 
Planning 

Gaps in Assurances 
 

Complex models of care 

 Clinical strategy – Requires renewing, aligning to clinical sustainability and 
approving. An updated and approved clinical strategy will help to provide clarity and 
direction in supporting the evolution of the Big Plan. Ref D-0010 

 
Workforce transformation and organisational development 

 Establishment Controls – Confirmation of testing of core establishment controls to 
specifically include job planning controls and authorisation. Ref D-0019 

 
Planning 

 Business continuity plans - Assurance on supply chain vulnerabilities being built 
into plans. Ref D-0009 

 Resource planning – systematic movement towards ‘best practice’ in the use of 
resources. Ref D-0024 

 In the absence of clear national financial rules the Board will need to consider how 
to improve assurances for the commitment of resources and the associates’ 
approvals processes by reviewing the scheme of delegation and associated powers. 
Ref D-0028 
 



 Accountability framework - Sharing of action plans from Divisional Improvement Forums. 

 Big Plan - Routine updates on the Big Plan to Board and sub committees. 

 Business partnering - Alignment of financial business partners to divisions, providing 
independent review and challenge. 

 Financial Reporting - Monthly reporting of routine financial performance (e.g. income, 
expenditure and cash). 

 Patient level costing - Quarterly provision of patient level costing information to 
understand trends and impact of change (Suspended due to Covid) 

 Reporting against financial improvement trajectory -Reporting of performance against 
any financial improvement target (Suspended due to Covid). 

 Transformation reporting - Scrutiny applied to transformation plans (planning 
framework) at Finance and Performance Committee. Benefits realisation arising from 
continuous programmes incorporated into programme monitoring. 

 
Capital and resources 

 Backlog monitoring – Annual updates on the backlog position using the six facet survey. 

 Resource approval - Approval of the capital programme by the Board. 
 

 

 

 

 

 

Action Plan  

Action 
Number 

Action details Action Owner Due Date Done Date RAG Gap Gap In Gap Theme 

D0001 Mobilise the ICP delivery Board 
to support changes to 
pathways of care. 

Chief 
Executive  

30.09.20 04.09.20 Complete Partnership working is required to tackle the 
wider determinants of health and reduce the 
overall impact on healthcare services.  

Control Complex Models 
of Care 

D0002 Adapt the OD strategy to 
incorporate the continuous 
improvement strategy. 

Strategy, 
Workforce 
and Education 
Director 

30.09.20 04.09.20 Complete Need to align OD strategy and continuous 
improvement with the elimination of waste 

Control Planning Processes 

Summary of Updates/Changes – December 2020/January 2021 

 The future risks narrative has been updated to remove the future financial risk for the Trust in relation to NHS financial framework expediture controls. 

 Additional narrative to rationale for current score is detailed to includean update on the new temporary financial rules . 

 Extension to deadlines for actions D0006, D0010, D0012, D0014, D0015, D0027 and D0028. 

 Actions D0009, D0011, D0015, D0024 and D0026 completed. 



D0003 Develop the continuous 
improvement strategy to 
support change across Central 
Lancashire and pathway 
redesign. 
 

Director of 
Continuous 
Improvement  

30.09.20 30.09.20 Complete Lack of alignment of OD strategy and 
continuous improvement to the elimination of 
waste. 

Control Workforce, 
Transformation & 
Organisational 
Development 

D0004 Enhance reporting through 
workforce committee to 
include all absentee 
management and understand 
relative change in value 
derived from our workforce. 

Strategy, 
Workforce 
and Education 
Director 

30.09.20 04.09.20 Complete Workforce and Establishment controls - 
consistency in deployment of job planning 
processes and the impact on resource 
allocation together with overall efficiency and 
effectiveness. 

Control Workforce, 
Transformation & 
Organisational 
Development 

D0005 Develop reporting on unit 
labour costs. 

Finance 
Director  

30.09.20 30.09.20 Complete Suitability of controls where demand in excess 
of supply giving risk to excess cost. Workforce 
planning needs to be more closely aligned to 
core planning and the availability of supply 
 

Control Workforce, 
Transformation & 
Organisational 
Development 

D0006 Establish a planning function 
to better support the 
coordination of resources and 
track the delivery of the Big 
Programme. 

Director of 
Projects 

31.03.21  Not yet 
due 

Planning processes require further integration, 
bringing the right skills and expertise together 
within the corporate function. Requirement to 
build capacity and capability. 

Control Planning Processes 
 

D0007 Strengthen processes for 
business case approval in line 
with Trust scheme of 
delegation and build in lesson 
learned. 

Finance 
Director 

30.09.20 30.09.20 Complete Systematic benefits review arising from 
business case implementation. Any lessons 
learned need to support the development of 
planning processes to drive improved 
outcomes 

Assurance General 

D0008 Identification, track and 
development of continuous 
improvement schemes to 
support long term 
sustainability and reduce 
waste. 

Finance 
Director 

30.09.20 30.09.20 Complete Lack of alignment of OD strategy and 
continuous improvement to the elimination of 
waste. 

Control Workforce, 
Transformation & 
Organisational 
Development 

D0009 Update business continuity 
plans for supply disruption. 

Chief 
Operating 
Officer 

31.12.20 09.12.20 Complete Business Continuity Plans - Need to 
consistently incorporate supply chain 
disruption 

Control Planning Processes 
 

Assurance on supply chain vulnerabilities being 
built into plans. 

Assurance 

D0010 Approve clinical strategy. Chief 
Executive 

31.03.21  Not yet 
due 

The Trust needs to develop its clinical strategy, 
building upon the benchmarking information 

Control Complex Model of 
Care 



and sustainability of its services. There is a 
dependency on the ICS clinical strategy which 
requires further development and agreement. 

 

Clinical strategy – Requires renewing, aligning 
to clinical sustainability and approving. An 
updated and approved clinical strategy will 
help to provide clarity and direction in 
supporting the evolution of the Big Plan 

Assurance 

Updated plans to close recruitment gaps and 
development of alternative service models 
where gaps are unsustainable (links to clinical 
strategy). 

Control Workforce, 
Transformation & 
Organisational 
Development 

Capacity currently does not meet the demand 
of local and regional population. Requires 
greater clarity in the production of the clinical 
strategy 

Control Planning Processes 

D0011 Present ‘Right care’ an annual 
update to Finance and 
Performance. 

Finance 
Director 

31.12.20 09.12.20 Complete Weaknesses in identifying and delivering 
transformational plans due to the absence of 
an agreed clinical strategy 
 

Control Planning Processes 

D0012 Produce specialty 
benchmarking. 

Finance 
Director 

31.03.21  Not yet 
due 

Adverse variances from benchmarking 
information. 
 

Assurance Planning Processes 

D0013 Undertake a local review to 
audit the effectiveness of 
appraisal processes and 
consider any changes to the 
accountability framework – 
individual appraisal vs group 
performance. 

Strategy, 
Workforce 
and Education 
Director 

30.09.20 04.09.20 Complete Appraisal systems - Needs to align to the Big 
plan with consistency of deployment 

Control Workforce, 
Transformation & 
Organisational 
Development 

D0014 Update site development plan. Finance 
Director  

31.03.21  Not yet 
due 

Updated site development management plans Control Capital and Estates 

With the development of the planning 
capabilities there is an opportunity to make 
better use of information to help drive change, 
e.g. systematic adoption of GIRFT 

Assurance General 

D0015 Report on updated backlog 
maintenance position (NIFES 
survey). 

Finance 
Director  

31.12.20 09.12.20 Complete Increased incident reporting relating to 
equipment of building failure. 
 

Assurance Capital and Estates 

The capital programme is unable to bridge the 
gap of backlog maintenance. Increasing 

Control 



backlog maintenance affecting, estate, medical 
equipment and IT infrastructure. 

D0016 Establish a clearer demand and 
capacity planning model to be 
proposed and implemented. 

Chief 
Operating 
Officer  

31.03.21  Not yet 
due 

Capacity currently does not meet the demand 
of local and regional population and there is an 
absence of a clinical strategy to decrease the 
gap. 

Control Planning Processes 

D0017 Approve revenue and capital 
plans. 

Finance 
Director  

31.04.21  Not yet 
due 

The capital programme is unable to bridge the 
gap of backlog maintenance. Increasing 
backlog maintenance affecting, estate, medical 
equipment and IT infrastructure. 

Control Capital and Estates 

D0018 Submit bidding applications for 
capital investment when the 
opportunity presents itself 
(Quarterly updates). 

Finance 
Director  

31.12.20 ONGOING N/A The capital programme is unable to bridge the 
gap of backlog maintenance. Increasing 
backlog maintenance affecting, estate, medical 
equipment and IT infrastructure. 

Control Capital and Estates 

D0019 Audit of workforce controls 
(Internal audit plan). 
 

Director of 
Governance  

30.09.20 30.09.20 Complete Workforce and Establishment controls - 
consistency in deployment of job planning 
processes and the impact on resource 
allocation together with overall efficiency and 
effectiveness. 

Control Workforce, 
Transformation & 
Organisational 
Development 

Confirmation of testing of core establishment 
controls to specifically include job planning 
controls and authorisation. 

Assurance 

D0020 Assign oversight of the Big 
programme to the Finance and 
Performance Committee.  

Finance 
Director  

07.08.20 07.08.20 Complete Failure to realise Big Plan aims and ambitions. Assurance Planning Processes 

D0021 Develop Clinical and 
Professional Reference Group 
to support the development of 
the clinical strategy and advice 
on resource allocation. 

Medical 
Director 

07.08.20 07.08.20 Complete Capacity currently does not meet the demand 
of local and regional population and there is an 
absence of a clinical strategy to decrease the 
gap. 

Control Planning Processes 

D0022 Healthcare planners (external 
advisors) will be appointed to 
support the development of 
HIP2. 

Finance 
Director  

07.08.20 07.08.20 Complete Need to improve focus on effective 
management of resources and ownership. 
 

Control Workforce, 
Transformation & 
Organisational 
Development 

D0023* Submit HIP2 Strategic Outline 
Case  

Finance 
Director 

30.04.22  Not yet 
due 

Developing long term case for change HIP 2 – 
The programme is in the early stage of 
mobilisation and controls will need to be 
identified 

Control Complex Models 
of Care 

D0024 Update Big Plan Strategy, 
Workforce 

31.10.20 03.12.20 Complete Strategic planning framework – Requires 
review and update in line with emergency 

Control Workforce, 
Transformation & 



and Education 
Director 

situation Organisational 
Development 

Planning Framework Programme – Further 
work is required to ensure that the programme 
is brought together under a single lens and that 
routine oversight is shared with the relevant 
committees. A single committee needs to have 
oversight of the entire programme 

Control Planning Processes 
 

Identification, prioritisation and delivery 
transformational plans 

Control 

Systematic movement towards ‘best practice’ 
in the use of resources. 

Assurance 

D0025 Update annual people plan Strategy, 
Workforce 
and Education 
Director 

30.04.21  Not yet 
due 

Need to identify and use broader range of 
workforce solutions with skills based solutions 
and availability of supply 

Control Workforce, 
Transformation & 
Organisational 
Development 

D0026 Provide a quarterly set of 
income contribution reports 
for discussion at Finance and 
Performance Committee 

Finance 
Director 

31.12.20 09.12.20 Complete Systematic analysis of income contribution 
required to inform configuration options 

Control Planning Processes 

Opportunity to improve service planning in the 
use of income and expenditure analysis and 
service line reporting 

Control 

D0027 Update information 
management and technology 
strategy 

Chief 
Information 
Officer 

28.02.21  Not yet 
due 

Update IM&T Strategy Control Capital and Estates 

D0028 Board to receive and update 
on the scheme of delegation 
and proposals for the oversight 
of resource approvals 

Director of 
Governance 

31.03.21  Note yet 
due 

In the absence of clear national financial rules 
the Board will need to consider how to 
improve assurances for the commitment of 
resources and the associates’ approvals 
processes by reviewing the scheme of 
delegation and associated powers 

Assurance Planning Processes 

D0029 Introduce a framework to 
facilitate initiation of risk 
assessments for any changes 
introduced via partners at the 
integrated care partnership 
which will impact on services 
provided by LTH  

Director of 
Governance 

30.04.21  Not yet 
due 

Understanding the impact of wider public 
sector reform and impact on resources 

Control Planning Processes 

 



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

Risk ID: 858 

Risk owner:  Medical Director  

Date last reviewed:  4th January 2021 

Strategic Objective 

To ensure we are fit for the future by 

consistently improving the way we work 

and modernising service delivery 

 

Risk Description 

There is a risk to the delivery of the Trust’s 

Strategic Objective to be fit for the future 

due to the inability to develop and/or to 

implement key change programmes, due 

to conflicting priorities, conflicting 

opinions, evolving system working, 

workforce constraints, limitations of aging 

estate- capital funding availability and 

ongoing impact of Covid-19. 

 

Should we fail to deliver change in the 

required timescales this may result in our 

clinical models no longer being fit for 

purpose and our healthcare system 

becoming unsustainable. 

 

Risk Appetite  

Open to Risk - prepared to consider all delivery options and select those with the 

highest probability of productive outcomes, even when there are elevated levels of 

associated risk. 

Initial risk Rating : 4 x 5 (likelihood x severity) = 20 

Current Risk Rating: 4 x 5 (likelihood x severity) = 20 

Target Risk Rating : 8-12 

Rationale for Current Score 

• The public engagement process for the Acute Services part of Our Health Our Care 

(OHOC) is underway but the formal public consultation has been delayed due to the 

Covid-19 pandemic. It is likely that any option chosen will be a complex project to 

deliver. 

• There is a clear vision and clinical model of care described in OHOC which is a 

complex project that will require high levels of service/pathway integration these 

are currently in the early stages development.  

• The Health Infrastructure Plan 2 (HIP 2) will need to build on a successful OHOC 

implementation, and will in itself be a highly complex process/project. 

• The Trust needs to further develop the work undertaken to develop OHOC so it can 

formalise a comprehensive clinical strategy. 

• Key gaps in skilled staff in some clinical services 

 Lack of agreed long term vision across ICS with the Clinical Strategy still in 

development  

 Limited access to transformation funding to pump prime changes. 

 Digital strategy in development and will be informed by the clinical strategy and key 

change programmes 

 Continuous Improvement – benefits on return on investment not yet articulated 

 New Project Management Office (PMO) approach and Business Case  process not 

yet fully implemented 

 Ageing estate with significant backlog of maintenance will produce ongoing 

limitations with implementing options 

• Limited access to NHS capital.  

• Risk maturity plan progressing 

• Responding to the current Covid pandemic requires a high level of focus from senior 

Risk Rating Tracker  

 

 Q1 Q2 Q3 Q4 

Initial 20 20 20 20 

Current 20 20 20 20 

Target 8-12 8-12 8-12 8-12 

 

Score of 20 has been reviewed in January 2021, and 

evaluated to remain the same due to multiple 

factors. 



leaders across the system.  

• The likelihood of future pandemics introduces a higher level of uncertainty into our 

planning processes. 

• Whilst ICP delivery boards and associated governance structures being 

implemented, still too early to realise benefits. 

• CDH ED reopened with a less sustainable model than previously in place. 

Future Risks 

 Implications of future pandemic planning on NHS services e.g. infection control 

requirements, impact on elective services. 

 Implications of future pandemic planning for Social Care uncertainty relating to 

economy/public funding in light of Covid. 

 Changing population health care needs. 

 Uncertain financial future for developments within the NHS. 

 Risk to further delay to the formal consultation process for OHOC 

 

Future Opportunities 

 Materially enhanced levels of service/system 

integration. 

 Opportunity to optimise our configuration of 

services through Continuous Improvement.  

 Benefits of digital technology and artificial 

intelligence, enhanced community/patient 

engagement, quality improvement, harm 

reduction, efficiency.  

 Advances in medicine, new treatments/ 

medicines/ diagnostics. 

 Mobilising impact of ICS and LTH clinical 

strategies. 

 Integration agenda. 

Controls  

 Lancashire Teaching Hospitals (LTH) Governance/Board processes – for example, well established Big Plan 

processes and outputs, strengthened approach to risk management LTH contributes to work streams within 

the ICS contributing to service development across the Lancashire and South Cumbria footprint. 

 Well established, successful LTH approach to Continuous Improvement, with discussions underway as to 

potential to establish a joint approach with the CCG. 

 Developing LTH processes for service planning, with discussions underway as to potential to establish a joint 

approach with the CCG. 

 Joint LTHTR/CCG Chief Information Officer with ICP/ICS wide responsibilities.  

 National policies/procedures defining how to progress are clearly laid out and progress can be robustly 

monitored/reported with robust feedback loop with NHSE and other partners.  

 Senior leadership strength and depth both within LTH and across the system. 

 Interim appointment of Director of Corporate Affairs to oversee governance arrangements with the ICP Core 

Team. 

Gaps in controls  

 LTH can influence but cannot control a number of the key 

processes/decisions needed to mitigate this risk including elements 

of the OHOC and HIP 2 programmes. Ref F0008, F0010 

 Partnership working and ICP/ICS systems and ways of working are 

still developing with strong influence and input from LTH. Ref F0009 

and F0015 

 External stakeholders may not agree with proposed changes Ref 

F0008 

 ICS Clinical Strategy still in development with strong influence and 

input from LTH. Ref F0005 

 Digital Strategy in development, with expected completion mid- Q4 

2020/21 Ref F0001 

 Lancashire Wide Digital System Convergence Framework in 



 Interim appointment of Director of Integration to drive more effective ICP systems and processes. 

 Effective senior relationships at Board level across the ICS and ICP. 

 HIP 2 Oversight Group established. 

 The Acute Services reconfiguration element of OHOC is well established. 

 The NHSE assurance process overseeing the OHOC programme 

 LTH Capital Planning Group in place to prioritise available use of funds and Business Case Processes and clear 

prioritisation will assist the Trust in making the most of the capital available.  

 Delivery of OHOC; reports to the Finance and Performance Committee. 

 The Programme Management Office and Our Big Plan are reported Finance and Performance Committee and 

provide assurance on the means of both engaging staff on the needs for change and enhancing our capacity 

to deliver change, both of which have clear executive sponsorship and responsibilities. 

 Established workforce organisational strategy in place. 

 New Quality Impact Assessment processes will support delivery of safe and effective change processes. New 

Clinical Forums in place to support integrated pathways across the ICP, including Frailty, Respiratory Services 

and Children’s and Young People’s Services. 

 Learning processes established and embedded through Executive Team and Board in regards to responding 

to unpredicted events, such as Covid 19. 

 Tracking of Continuous Improvement Projects and monitoring outcomes against the quadruple aim using 

Smartsheet. 

 ICP System Delivery Boards and associated governance structure in place with strong LTH involvement and 

engagement in most System Delivery Boards and discussion underway to strengthen those where this is not 

the case. 

 Regional checkpoint meetings with NHSE/I in place & ICP ED reopening meeting chaired by COO 

development with first draft completed. Ref F0001 

 LTH Electronic Patient Record Strategy in development with first 

draft completed.  Ref F0001 

 LTH Clinical Strategy - in development with drafts done and 

feedback being addressed. Ref F0004 

 Scarce resource with competing priorities with limited access to NHS 

capital. Ref F0014 

 Compromised estate infrastructure. Ref F000 and F0006 

 Unable to guarantee sufficient capital to deliver plans. Ref F0014 

 Development of Estate Control Plan, Green Plan, and agile working; 

Ref F0003, F0006 and F0007 

 Retention of high calibre individuals is not guaranteed. Ref F0004 

 CDH A&E reopened with a less sustainable model than previously in 

place. Ref F0016 

 

 

 

Assurances 

 Delivery team in place reporting steps in line with NHS England assurance processes to the OHOC joint 

committee of the CCG. Regular reports to the LTH Board, Health Scrutiny Committee of Lancashire County 

Council. 

 HIP 2 Project Board established reporting to the ICS Board. 

 Continual monitoring of a range of key performance indicators including outcome data, waiting times, patient 

satisfaction demonstrating progress against national standards and Our Big Plan. 

 Independent review of LTH Clinical Strategy by The Clinical Senate (as has taken place with OHOC). 

 Introduction of a regular update on matters relating to ICP, ICS and Provider Collaborative Board structures to 

the Finance and Performance Committee 

Gaps in Assurances 

 Lack of available information to predict delays and required 

response to unplanned events. 

 The in and out of Hospital Cells are changing working practices at ICS 

level during the Covid Pandemic resulting in ongoing uncertainty 

 Uncertainty associated with the implementation of the NHS 10 Year 

Plan 

 



 

Summary of updates/changes – December 2020/January 2021 

 Gap in control regarding Digital Strategy has an extended deadline within the body of the risk information, in line with updates to the action plan. 

 Actions F0003, F0005 and F0014 are all completed. 

 Action F0001 has an extended deadline as the finalisation of the strategies and framework is expected in February 2021. 

 Action F0004 has an extended deadline – a draft strategy has been presented to Execs and the ICP Clinical & Professional Forum and a number of revisions and agreements are being 

worked through. The action has also been re-assigned to the Director for Service Development as the Director for Project Support has now left the Trust.  

 Action F0006 has an extended deadline as the output from the project work is due at the end of February 2021 and so the outcome will be reportable in March 2021. 

 Action F0007 has been re-assigned to the Chief Operating Officer as the Director of Project Support has now left the Trust. 
 

Action Plan 

Action 
Number 

Action details Action Owner Due 
Date 

Done 
Date 

RAG Gap Gap In Gap 
Theme  

F0001 Complete Digital Strategy, EPR strategy 
and ICS Digital System Convergence 
Framework 

Chief Information Officer 28.02.21  Not yet due Digital Strategy in development, with 
expected completion mid- Q4 2020/21 

Control N/A 

Lancashire Wide Digital System 
Convergence Framework in development 
with first draft completed 

LTH Electronic Patient Record Strategy in 
development with first draft completed.   

F0002 Establish process for calculating ROI on 
CI projects and prioritise accordingly. 

Director of Continuous 
Improvements 

30.09.20 13.10.20 Completed Not as sophisticated at calculating return 
on investment with respect to Continuous 
Improvement Programmes of Work 

Control 

F0003 Appreciate impact of agile working on 
estate. 

Strategy, Workforce and 
Education Director 

30.11 20 25.11.20 Completed Development of Estate Control Plan, Green 
Plan, and agile working 

Control 

F0004 Complete LTH Clinical Strategy. Director for Service 
Development/ Director of 
Integration 

31.03.21  Not yet due LTH Clinical Strategy - in development with 
drafts done and feedback being addressed. 

Control 

Retention of high calibre individuals is not 
guaranteed. 

F0005 Contribute to the delivery of ICS Clinical 
Strategy. 

Medical Director 15.12.20 15.12.20 Completed ICS Clinical Strategy still in development 
with strong influence and input from LTH. 

Control 

F0006 Revisit approach to deliver Estates 
Control Plan. 

Director of Finance 31.01.21 
30.03.21 

 Not yet due Development of Estate Control Plan, Green 
Plan, and agile working 

Control 

Compromised estate infrastructure 



F0007 Complete Green Plan. Chief Operating Officer 30.03.21  Not yet due Development of Estate Control Plan, Green 
Plan, and agile working 

Control 

F0008 Complete Public Consultation for OHOC 
Acute Sustainability. 

Medical Director 30.04.21  Not yet due LTH can influence but cannot control a 
number of the key processes/decisions 
needed to mitigate this risk including 
elements of the OHOC and HIP 2 
programmes 

Control 

External stakeholders may not agree with 
proposed changes 

F0009 Lead and influence delivery of an 
integrated ICP. 

Director of Integration 30.04.21  Not yet due Partnership working and ICP/ICS systems 
and ways of working are still developing 
with strong influence and input from LTH. 

Control 

F0010 Complete HIP2 pre consultation business 
case.  

Director of Finance 30.04.22  Not yet due LTH can influence but cannot control a 
number of the key processes/decisions 
needed to mitigate this risk including 
elements of the OHOC and HIP 2 
programmes 

Control 

F0011 Board of Directors to approve 
governance and oversight of HIP 2 
programme. 

Director of Finance 06.08.20 06.08.20 Completed HIP 2 Oversight yet to be established Control 

F0012 Develop organisation capacity to 
successfully drive change through Our 
Big Plan strategy, CI strategy, PMO and 
other key programmes of work.  

Strategy, Workforce and 
Education Director, 
Director of Continuous 
Improvement and 
Director of Finance 

06.08.20 06.08.20 Completed Engagement from staff for the need for 
change and enhancing capacity to deliver 
change. 

Control 

F0013 Ensure Learning from unpredictable 
events such as Covid 19 is embedded in 
Trustwide Learning 

Strategy, Workforce and 
Education Director 

31.12.20 13.10.20 Completed Challenges in responding to unpredictable 
events e.g. Covid-19 pandemic. 

Control 

F0014 Review of capital plans in regard to 
OHOC and HIP 2 programme plans once 
plans and strategies are developed 

Director of Finance 31.12.20 15.12.20 Completed Scarce resource with competing priorities 
with limited access to NHS capital. 

Control 

Unable to guarantee sufficient capital to 
deliver plans 

F0015 Implement regular report to FPC on ICP, 
ICS and PCB  matters 

Director of Integration 30.11.21  Not yet due Partnership working and ICP/ICS systems 
and ways of working are still developing 
with strong influence and input from LTH. 

Control 

F0016 Reopening of Chorley ED to 12 hr model Chief Operating Officer 28.02.21  Not yet due CDH A&E reopened with a less sustainable 
model than previously in place 

Control 

 

  



Risk Title: Risk to delivery of the Trust Strategic Aim to drive innovation through world class Education, Training and Research 
Risk ID: 860 
Risk owner:  Strategy, Workforce and Education Director 
Date last reviewed:  18th January 2021 
Strategic Objective 
To drive innovation through world 
class education, training and 
research 

 
Risk Description 
There is a risk that the Trust is 
unable to deliver world class 
education training and research 
without sufficient focus being 
given to delivering high quality, 
appropriately funded education, 
training and research 
opportunities that develop our 
reputation as a provider of choice 
sustaining our position in the 
market, supporting business 
growth and our status as a 
teaching hospital. 

 

Risk Appetite  
Open to Risk - prepared to consider all delivery options and select those with the 
highest probability of productive outcomes, even when there are elevated levels of 
associated risk. 

 

Initial risk Rating :      2 x 3 (likelihood x severity) = 6 
Current Risk Rating :  4 x 4 (likelihood x severity) = 16 

Target Risk Rating :    8 to 12 

Rationale for Current Score 
• Impact of COVID on the ability to provide face to face education opportunities 

maintaining social distancing. 
• Lack of teaching facilities particularly for clinical skills and restrictions on use of 

education funding for capital developments. 
• Ability to provide hi-tech solutions that fall out with the Trust’s IT specifications. 
• Continuing national funding cuts. 
• Ability to income generate at the level previously seen due to COVID. 
• Capacity of clinical workforce to support education and research 
• Placement capacity resulting from changes in the ways services are delivered 

post COVID 
• Market competition. 
• Reduction in demand from international students. 

• Insufficient research resource to provide core research activity due to diversion 
to COVID studies. 

• Pace of returning to previous levels of research studies. 
• Economic impact on Higher Education Institution (HEI) income and their ability to 

support Trust Education, research and innovation activities. 
• The impact of third and fourth waves of Covid on student and learner activity and 

the ability to deliver our full educational portfolio  
• NIHR position on research priorities limiting scope of research activity 

 

Risk Rating Tracker  
 

 Q1 Q2 Q3 Q4 

Initial  6 6 6 6 

Current  16 16 16 16 

Target  8-12 8-12 8-12 8-12 
 

Future Risks 
 Further national funding cuts. 

 Supply of international undergraduate students. 

 Ageing profile of education management team and pending retirements. 

 Economic downturn impacting on commercial income for both research, 
education and innovation. 

 Poor external inspection reports impacting on reputation. 

Future Opportunities 
 There are opportunities to lead on education, innovation 

and research programmes of work across the Integrated 
Care System. 

 Continued participation and development of funded COVID 
related research activities. 

 Expansion of undergraduate programmes. 



 Inability to reintroduce widening participation activity in a timely manner 
impacting on future workforce supply and achievement of national target. 

 Impact of COVID restrictions on the ability to provide face to face research and 
achievement of recruitment targets. 

 Long term impact of COVID on research budget given lost income for suspended 
studies. 

 Future COVID waves are likely to interrupt income generating research studies 
again. 

 Unknown impact of Brexit on research, innovation and education funding. 

 Increase in the use of advanced digital solutions to provide 
education programmes. 

 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 HEI’s. 

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

 Further development of research and education in line 
with the Trust’s Continuous Improvement strategy. 

 Development of our holistic student offer. 
 

Controls  
• Ring-fencing of education and research funding to support education and 

research and budget scrutiny through Education, Training and Research (ETR) 
Committee. 

• Regular reporting of all quality assurance metrics for both education and 
research through to ETR Committee. 

• Comprehensive Education and Research strategies in place and progress tracked 
through ETR Committee. 

• Divisional Education contracts in place and monitored through ETR Committee. 
• Education tariffs included in Consultant job plans. 

 Research included in job descriptions and appraisals for medical staff and some 
nursing and Allied Health Professions (AHP) staff. 

 

Gaps in controls  
 Lack of research tariffs. Ref E00014 

 Unexpected/inconsistent student feedback in QA processes and impact on external reviews. Ref 
E00015 

 NHS/Health Education England (HEE) Funding growth/retraction. Ref E0002 

 Absence of clarity on national funding for continued COVID 19 research. Ref E0015 

 Capacity of clinical workforce to support Education and Research. Ref E0007 

 Market competition. Ref E0001, E0002, E0004 
 Ability to income generate at the level previously seen due to COVID. Ref E0001, E0002, E0004, 

E0005 

 Inability to attract international students to education programmes. Ref E0005 

 Understanding the Trust appetite for innovation Ref E0006 

 Insufficient research resource to provide core research activity due to diversion to COVID 
studies. Ref E0013 and E0017 

 Lack of teaching facilities particularly for clinical skills and restrictions on use of education 
funding for capital developments. Ref E0012 

 COVID-19 is impacting on the Trust’s ability to provide face to face education opportunities in 
order to maintain social distancing Ref E0016 

 Ability to provide hi-tech solutions fall outwith the Trust’s IT specifications Ref E0016 

 Comprehensive reporting of Education, Training and Research activity through to full Board. Ref 
E0009 

 Inclusion of Education and Research requirements in all staff Job Descriptions. Ref E0010 



Assurances 
 Manchester Medical School annual review. 

 Health Education England (HEE) annual self-assessment and HEE response. 

 Ofsted inspections. 

 Education and Skills Funding Authority (ESFA) inspections. 

 National Awards. 

 The Nursing and Midwifery Council (NMC) reviews. 

 National Trainee Surveys. 

 Annual National Institute for Health Research (NIHR) report. 

 Matrix accreditation. 

 Quality Mark Award. 

 Excellence Centre Status. 

 Internal and External study monitoring. 

 STAR accreditation for Clinical Research Facility and research team.  

 

Gaps in Assurances 
 Lack of trainee pulse surveys Ref E0015 

 Insufficient robust reporting of divisional educational contract to Education Trust & Research 
(ETR) Committee Ref E0009 

 Insufficient reporting on quality of nurse education Ref E0011 

 Insufficient reporting on quality of Allied Health Professions and Healthcare Scientists education 
Ref E0011 

 

 

 

 

 

Action Plan 

Action 
Number 

Action details Action Owner Due Date Done date RAG Gap Gap In Gap 
Theme  

E0001 Lead on ICS wide education and 
research projects. 

Strategy, Workforce 
and Education Director 

31.12.20  Ongoing Market competition Control 
 

N/A 

Ability to income generate at the level 
previously seen due to COVID 

E0002 Ensure senior members of the 
education and research teams 
are engaged with regional and 
national funding bodies for 
Education and Research. 

Deputy Director of 
Education/Head of 
Research & Innovation, 
Strategy, Workforce 
and Education Director 

31.12.20  Ongoing NHS/Health Education England (HEE) Funding 
growth/retraction. 

Control 

Market competition. 

Ability to income generate at the level 
previously seen due to COVID 

E0003 Build relationships with local 
Higher Education Establishments 
for joint appointments. 

Strategy, Workforce 
and Education Director 

31.12.20  Ongoing Capacity of clinical workforce to support 
Education and Research 

Control 

E0004 Improve marketing and Director of 31.03.21  Not yet Market competition. Control 

Summary of updates – December 2020/January 2021 

 Rationale for current score updated to include further waves of COVID and the impact on learning. 
 Action E0005 and E0006 detailed to be delayed due to second Covid 19 wave.  



reputation management of 
education programmes - (in line 
with communication strategy 
development). 

Communications  due Ability to income generate at the level 
previously seen due to COVID 

E0005 Develop a strategy for the 
development of international 
education programmes post 
COVID. 

Deputy Director of 
Education 

31 Dec 2020  
30.06.21 

 Not yet 
due 

Ability to income generate at the level 
previously seen due to COVID 

Control 

Inability to attract international students to 
education programmes 

E0006 Undertake a risk appetite 
assessment relating to 
innovation with senior leaders. 

Strategy, Workforce 
and Education Director 

31 Dec 2020  
30.06.21 

 Not yet 
due 

Understanding the Trust appetite for 
innovation 

Control 

E0007 Undertake gap analysis to 
identify deficits in clinical 
support (annually based on 
student numbers and curricula 
changes to be presented to ETR 
each April). 

Deputy Director of 
Education 

30.03.21  Not yet 
due 

Capacity of clinical workforce to support 
Education and Research 

Control 

E0008 Model activity and finance 
annually to ensure affordability 
of models for education and 
research (annually for 
presentation to ETR each April). 

Deputy Director of 
Education/ Head of 
Research & Innovation  

30.04.21  Not yet 
due 

NHS/Health Education England (HEE) Funding 
growth/retraction. 

Control 

E0009 Develop strengthened cycle of 
business to Board from 
Education Training and Research 
to the board to ensure full board 
commitment and understanding 
of the education and research 
agendas. 

Strategy, Workforce 
and Education Director  
 

30.04.21  Not yet 
due 

Comprehensive reporting of Education, 
Training and Research activity through to full 
Board 

Control 

Insufficient robust reporting of divisional 
educational contract to Education Trust & 
Research (ETR) Committee 

Assurance 

E0010 Revise job descriptions of all 
staff to highlight expectations of 
staff working in a teaching 
hospital. 

Strategy, Workforce 
and Education Director 

30.04.21  Not yet 
due 

Inclusion of Education and Research 
requirements in all staff Job Descriptions 

Control 

E0011 Develop a quality assurance 
approach for nursing and AHP 
education to ensure this is 
reported to Education, Training 
and Research Committee.  

Deputy Director of 
Education  

30.04.21  Not yet 
due 

Insufficient reporting on quality of nurse 
education 

Assurance 

Insufficient reporting on quality of Allied 
Health Professions and Healthcare Scientists 
education 

E0012 Develop a 5 year capital 
programme for education. 

Deputy Director of 
Education 

30.04.21  Not yet 
due 

Lack of teaching facilities particularly for 
clinical skills and restrictions on use of 

Control 



education funding for capital developments 

E0013 Reprioritise research activity in 
conjunction with senior research 
leaders to assess activity, 
affordability and the focus of 
research to be presented to ETR. 

Head of Research & 
Innovation  
 

30.04.21  Not yet 
due 

Insufficient research resource to provide core 
research activity due to diversion to COVID 
studies 

Control 

E0014 Development of research tariffs 
in line with those available for 
education. 

Head of Research & 
Innovation  
 

30.04.21  Not yet 
due 

Lack of research tariffs Control 

E0015 Introduction of enhanced 
student pulse surveys. 

Deputy Director of 
Education 

30.09.21  Not yet 
due 

Unexpected/inconsistent student feedback in 
QA processes and impact on external reviews 

Control 

Absence of clarity on national funding for 
continued COVID 19 research 

Lack of trainee pulse surveys Assurance 

E0016 Develop a digital education 
strategy that supports the needs 
and ensure this is supported by 
the IT function. 

Deputy Director of 
Education  

31.12.21  Not yet 
due 

COVID-19 is impacting on the Trust’s ability to 
provide face to face education opportunities in 
order to maintain social distancing 

Control 

Ability to provide hi-tech solutions fall outwith 
the Trust’s IT specifications 

E0017 Engage in and influence the 
development of national funding 
for COVID studies. 

 Head of Research & 
Innovation  
 

10.08.20 10.08.20 Complete Insufficient research resource to provide core 
research activity due to diversion to COVID 
studies 

Control 

 

 

 



 
 

 
 

 

Committee: Audit Committee 

Date and time: 28 January 2021 at 10.00am 

Location: Virtually using Microsoft Teams 

Chairperson and role: Tim Watkinson, Non-Executive Director 

Core membership:  
Ann Pennell, Non-Executive Director 
Tim Watkinson, Non-Executive Director 
Jim Whitaker, Non-Executive Director 
Tricia Whiteside, Non-Executive Director 

Attendance: Quorate: Yes Not 
Quorate:  

If not quorate, state reason:  

Key items discussed: 

1. Minutes of the meeting held on 24 September 
2020 

2. Matters arising and action log 

3. Internal Audit progress report 

4. Combined internal and anti-fraud follow up 
summary report 

5. External Audit technical report 

6. External Audit plans and fees 2020/21 

7. Counter-fraud progress update including 
previous investigations 

8. Committee effectiveness review – terms of 
reference and cycle of business 

9. Annual reporting guidance and year end 
issues 2019/20 

10. Losses and special payments report 

11. Single tender waiver report 

12. Clinical audit programme update 

13. Strategic risk report including high operational 
risk summary 

14. Items referred from Board or Committees 

15. Items for escalation to Board or Committees 
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16. MIAA final audit reports: 

(a) Assurance framework review (stage 1) 
(b) Mortuary process review 

Items for positive escalation: 
(where a previously challenging matter has been 
successfully resolved, assurance can be 
provided & organisational wide learning might be 
available for sharing) 
 

1. Engagement between the Governance Team 
and Internal Auditors maintained to a high 
level to ensure recommendations within audit 
reports were delivered. 

2. Recognition that governance had been 
maintained throughout the Covid-19 pandemic 
which would have placed the Trust in a worse 
position had activity been suspended.  
Recognised that business continuity would 
support the year-end Opinion from MIAA. 

3. Recognition by the Committee and Internal 
Audit of the significant progress made on the 
Board Assurance Framework, risk appetite 
and risk maturity. 

4. External Audit plan and fees for 2020/21 were 
reviewed and approved. 

Items for negative escalation: 
(where a challenging matter has not yet been 
successfully resolved, assurance cannot yet be 
provided & organisational wide learning might be 
available, but the ‘parent’ committee needs to be 
aware) 

1. None 

2.  

3.  

Committee to committee escalation:  

None 

Name of committee for escalation: 
(parent committee) Board of directors 

Chair’s Narrative on the meeting: 
(if applicable, covering points otherwise not discussed elsewhere in the template) 
 
The Committee discussed the single tender waiver position and received some assurance although 
raised concerns about the continuing level of single tender waiver approvals.  The Committee 
acknowledged there was focus on reducing single tender waivers and recognised that a large 
number of approved waiver requests related to specialist equipment or the need to purchase within 
tight deadlines under the terms of exceptional funding allocated to the Trust. 
 
The Committee welcomed comments from the Internal Auditors that the Trust managed single tender 
waivers well, robust controls were in place and the Trust reported better in comparison to other 
organisations in respect of single tender waiver expenditure.  It was noted that an audit was 
underway and the report was expected to be completed for the next Committee meeting. 
 

Date, Time & Location of next meeting: 

15 April 2021, 10.00am, venue to be confirmed 

 



 
 

 
 

 

Committee: Charitable Funds Committee 

Data and time: 15 December 2020 at 1.00pm 

Location: Virtually using Microsoft Teams 

Chairperson and role: Geoff Rossington, Non-Executive Director 

Core membership:  

Three Non-Executive Directors (Chair) 
Finance Director/Deputy Chief Executive 
Nursing, Midwifery and AHP Director 
Medical Director 
Chief Officer, Rosemere Cancer Foundation 
Head of Fundraising and Charity Governance 

Attendance: Quorate: Yes Not 
Quorate:  

If not quorate, state reason:  

Key items discussed: 

1. Minutes of the meeting held on 15 September 
2020 

2. Matters arising and action log 

3. Charities Annual Reports and Accounts 
2019/20: 
(a) Rosemere Foundation Charity 
(b) Lancashire Teaching Hospitals’ Charity 

4. Finance update 

5. Lancashire Teaching Hospitals’ Charity 
including Baby Beat update 

6. Rosemere Charity update 

7. Annual work plan for Charities 

8. Charity Commission: conversion to Single 
Trust Deed 

9. Items for escalation to Board or from/to other 
Committees 

Items for positive escalation: 
(where a previously challenging matter has been 
successfully resolved, assurance can be 
provided & organisational wide learning might be 
available for sharing) 
 

1. The Annual Reports and Accounts for both 
Charities were considered and approved 
during the meeting.  The Committee thanked 
Suzanne McGrath (Financial Services 
Accountant) for her assistance and input to 
transform the structure of the financial report 
into a more easily understood and reader-
friendly format. 
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2. The Committee recognised the positive 
financial performance of both Charities in the 
context of the ongoing pandemic. 

3. The Committee commended the early work 
undertaken to restructure the workforce within 
the Charities to mitigate lost income, with 
some staff redeployed thus avoiding the need 
to consider redundancies.  The Committee 
approved the new structure for the Charities 
Team. 

4. The Committee noted that work was being 
undertaken with the ICS on a bid to access 
funding for out-of-hospital support (£750k) 
from NHS Charities Together. 

5. The Committee supported the launch of a 
capital Appeal for each Charity in 2021/22 and 
the associated new charitable funds. 

Items for negative escalation: 
(where a challenging matter has not yet been 
successfully resolved, assurance cannot yet be 
provided & organisational wide learning might be 
available, but the ‘parent’ committee needs to be 
aware) 

1. None 

2.  

3.  

Committee to committee escalation: 

None 

Name of committee for escalation: Board of Directors 

Chair’s Narrative on the meeting: 

 

Date, Time & Location of next meeting: 

16 March 2021, 1.00pm, Microsoft Teams 

 



 
 

 
 

  

Committee: Education, Training and Research Committee 

Data and time: 8 December 2020 at 1.00pm 

Location: Virtually using Microsoft Teams 

Chairperson and role: Professor Paul O’Neill, Non-Executive Director 

Core membership:  

Three Non-Executive Directors 
Chief Executive 
Nursing, Midwifery and AHPs Director 
Strategy, Workforce and Education Director 
Director of Continuous Improvement 
Director of Undergraduate Medical Education 
Director of Postgraduate Medical Education 
Director or Head of Research and Innovation 

Attendance: Quorate: Yes Not 
Quorate:  

If not quorate, state reason:  

Key items discussed: 

1. Minutes of the previous meeting held on 13 
October 2020 

2. Matters arising and action log 

3. Strategic risk including education and training 
risk status report 

4. Impact of Big Plan refresh on education and 
research strategies 

5. Education strategy review 

6. Research strategy review 

7. Core skills training report 

8. General Medical Council survey results 

9. Research and innovation update 

10. Strategic risk review and update 

11. Items for escalation to the Board or items 
to/from other Committees 

12. Sub Committee Chairs’ reports: 
(a) Training compliance sub-committee 
(b) Apprenticeship strategy and assurance 

sub-committee 
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13.  Health Academy annual report 2019/20 

14.  Strategic risk register 

15.  Items for escalation to the Board or items  
 to/from other Committees 

Items for positive escalation: 
(where a previously challenging matter has been 
successfully resolved, assurance can be 
provided & organisational wide learning might be 
available for sharing) 
 

1. The Committee commended the work 
undertaken by the Education and Research 
Teams particularly whilst operating in the 
current climate. 

2.  

3.  

Items for negative escalation: 
(where a challenging matter has not yet been 
successfully resolved, assurance cannot yet be 
provided & organisational wide learning might be 
available, but the ‘parent’ committee needs to be 
aware) 

1. Compliance with core skills training was a 
concern although the Committee recognised 
that targeted work would be undertaken 
around the training needs analysis framework. 

2.  

3.  

Committee to committee escalation:  
 
(a) Safety and Quality Committee – compliance with core skills training in respect of infection 

prevention and control with a request the Committee consider whether there had been any impact 
on nosocomial infection rates due to non-compliance with the training target. 

 
Name of committee for escalation: 
(parent committee) Board of Directors 

Chair’s Narrative on the meeting: 
(if applicable, covering points otherwise not discussed elsewhere in the template) 

 

Date, Time & Location of next meeting: 

9 February 2021, 1.00pm, Microsoft Teams  

 



 
 

 
 

 

Committee: Finance and Performance Committee 

Data and time: 22 December 2020 at 2.00pm 

Location: Virtually using Microsoft Teams 

Chairperson and role: Tricia Whiteside, Non-Executive Director 

Core membership:  

Four Non-Executive Directors 
Chief Executive 
Finance Director 
Chief Operating Officer 
Strategy, Workforce and Education Director 
50:50 meetings split between Medical Director 
and Nursing, Midwifery and AHPs Director 
Deputy Finance Director 
Head of Business Efficiency and PMO  

Attendance: Quorate: Yes Not 
Quorate:  

If not quorate, state reason:  

Key items discussed: 

1. Minutes of the previous meeting held on 17 
November 2020 

2. Matters arising and action log 

3. Covid update report with members of the 
Safety and Quality Committee 

4. Finance report including Covid expenditure 
approvals and financial forecast 2020/21 

5. Debtors position 

6. Performance assurance report 

7. Planning framework report 

8. Systems update report 

9. Costing and service line reporting 

10. Right Care update report 

11. Blood Sciences equipment procurement PID 
report 

12. Estates backlog maintenance report 
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13. Electronic patient record contract renewal 

14. Bi Plan metrics finalisation 

15. Strategic Risk Register – Deliver Value for 
Money 

16. External assessment against workplace 
health and safety standards (POSHH) update 

17. Items for escalation to the board or items 
to/from other committees 

18. Action plans from Divisional Improvement 
Forum meetings 

19. Chair’s reports: 
(a) Capital Planning Forum 
(b) Health and Safety Governance Group 
(c) Information Governance Committee 
(d) EPRR Committee  

Items for positive escalation: 
(where a previously challenging matter has been 
successfully resolved, assurance can be 
provided & organisational wide learning might be 
available for sharing) 
 

1. Small reduction in forecast deficit. 

2. Significant work completed by the 
Governance Team around risk reporting and 
improvements in risk maturity. 

3. Despite delays ‘red’ acute medical pathway, 
ambulance turnaround times remained 
relatively strong. 

Items for negative escalation: 
(where a challenging matter has not yet been 
successfully resolved, assurance cannot yet be 
provided & organisational wide learning might be 
available, but the ‘parent’ committee needs to be 
aware) 

1. Recognition of the challenges to be faced in 
2021/22 on further capital investment and the 
need to work with the ICS and external 
colleagues to progress the agenda. 

2. Deficit reduction plan which the ICS was 
required to co-ordinate. 

3. Performance against the 2-week breast 
cancer referral target although the Committee 
recognised the increase in referrals due to 
screening and media campaigns. 

4. Concerns regarding the ongoing pressures 
around delayed transfers of care although the 
Committee recognised the positive system 
work being undertaken to improve the 
position. 

5. Flood damage to the Gamma scanner under 
the RPH Renal Unit however the Committee 
recognised that the damage had been 
escalated to attempt to find a solution. 

Name of committee for escalation: 
(parent committee) Board of Directors 

Committee to committee escalation:  
 
(a) Safety and Quality Committee – risk of harm around cancer diagnosis. 
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Chair’s Narrative on the meeting: 
(if applicable, covering points otherwise not discussed elsewhere in the template) 
 
A section of the agenda had been set aside to receive an update and consider the current position in 
respect of the Covid pandemic, including nosocomial infection rates and long waits in the Emergency 
Department.  Following discussion at the extraordinary part II Board meeting on 17 December 2020, 
it was agreed that as the Safety and Quality Committee would not be meeting until the end of 
January 2021 it would be prudent to receive an update and take assurance on progress on agreed 
actions.  An invitation to attend the meeting was extended to members of the Safety and Quality 
Committee and a copy of the detailed update report was circulated to members of both Committees 
following the meeting. 
 

Date, Time & Location of next meeting: 

26 January 2021, 2.00pm, Microsoft Teams 

 
 



 
 

 
 

 

Committee: Finance and Performance Committee 

Data and time: 26 January 2021 at 2.00pm 

Location: Virtually using Microsoft Teams 

Chairperson and role: Tricia Whiteside, Non-Executive Director 

Core membership:  

Four Non-Executive Directors 
Chief Executive 
Finance Director 
Chief Operating Officer 
Strategy, Workforce and Education Director 
50:50 meetings split between Medical Director 
and Nursing, Midwifery and AHPs Director 
Deputy Finance Director 
Head of Business Efficiency and PMO  

Attendance: Quorate: Yes Not 
Quorate:  

If not quorate, state reason:  

Key items discussed: 

1. Minutes of the previous meeting held on 22 
December 2020 

2. Matters arising and action log 

3. Contract payment system reform 2020/21 

4. Financial report including Covid expenditure 
approvals 

5. Performance assurance report 

6. Waiting list impact 

7. System update 

8. Big Plan 2021-24 metrics 

9. Vaccination programme – contract and 
financial flows 

10. Strategic risk register – Deliver Value for 
Money 

11. Items for escalation to the Board or items 
to/from other Committees 

12. Action plans from Divisional Improvement 
Forum meetings 

13. Pathology Collaboration Board update 
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14. New Hospitals Programme (formerly HIP2) 
monthly update 

15. Chairs’ reports: 
(a) Capital Planning Forum 
(b) Information Governance Committee 
(c) SIRO/IAO Working Group 
(d) EPRR Committee 

Items for positive escalation: 
(where a previously challenging matter has been 
successfully resolved, assurance can be 
provided & organisational wide learning might be 
available for sharing) 
 

1. Close collaboration across the system 
resulting in an improved position on delayed 
transfers of care. 

2. Positive impacts seen from the NHS 111 First 
and Covid at Home initiatives showing that 
small actions collectively can make a 
significant difference. 

3. The Committee welcomed the presentation on 
contract payment system reform 2020/21 
which would provide the opportunity to 
change thinking and culture. 

Items for negative escalation: 
(where a challenging matter has not yet been 
successfully resolved, assurance cannot yet be 
provided & organisational wide learning might be 
available, but the ‘parent’ committee needs to be 
aware) 

1. Forecast third wave peak in early February 
2021 although plans were in place for super 
and ‘super/super’ surge beds. 

2. Breast 2-week waits and the risk of patient 
harm. 

3.  

Name of committee for escalation: 
(parent committee) Board of Directors 

Committee to committee escalation:  
 
(a) Safety and Quality Committee – report on the waiting list/clinical prioritisation of patients and the 

potential risk of harm to be discussed at the next meeting on 29 January 2021. 
 
Chair’s Narrative on the meeting: 
(if applicable, covering points otherwise not discussed elsewhere in the template) 
 
The Committee noted that with such a diverse number of challenges – around staffing, physical 
environment constraints, Covid considerations against a back drop of increasing demand and similar 
challenges for other care settings, that a number of intervention activities had been mobilised.  Those 
with increased senior leadership collaboration across the ICP were now showing early signs of 
making a difference to flow and discharge.  The Committee stressed the importance of accelerating 
positive collaboration and the associated pace of change across our pathways of care.  The 
Committee extended its thanks to colleagues and partners for their continued determination in 
serving our patients. 
 

Date, Time & Location of next meeting: 

23 February 2021, 2.00pm, Microsoft Teams 

 



 
 

 
 

  

Committee: Safety and quality committee 

Data and time: 
29 January 2021: 
12.30pm:  Outstanding Trust - Staff and Patient  
                  Experience  presentation 
1.00pm:     Committee meeting  

Location: Virtually using Microsoft Teams 

Chairperson and role: Ann Pennell, Non-Executive Director 

Core membership:  

Four Non-Executive Directors 
Chief Executive 
Medical Director 
Nursing, Midwifery and AHPs Director 
Chief Operating Officer 
Director of Continuous Improvement 

Attendance: Quorate: Yes Not 
Quorate:  

If not quorate, state reason:  

Key items discussed: 

1. Minutes of the previous meeting held on 27 
November 2020 

2. Matters arising and action log 

3. Venous thromboembolism (VTE) deep dive 

4. Covid update: 
(a) Nosocomial update 
(b) Vaccination update 
(c) Clinical prioritisation/waiting list update 

5. Safety and quality dashboard 

6. Midwifery services: 
(a) Trust’s response to Ockenden report 
(b) Perinatal Mortality Review Tool update 

7. Nursing and midwifery staffing reports: 
(a) Adult inpatient 
(b) Maternity 
(c) Neonatal and children and young people 
(d) Neonatal staffing annual report 

8. Never events report: misplacement of 
nasogastric tube 

9. Serious case review report 

10. Mortality update including Covid 
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11. Always Safety First annual report 

12. CQC report: Quality Improvement Plan 

13. Coroner’s case (Datix ID 61188) update 

14. Strategic risk register 

15. Big Plan metrics: Consistently Deliver 
Excellent Care 

16. Items for escalation to the Board 

17. New Mothers’ Survey 2020 

18. BAME attendance at Patient Experience and 
Improvement Group 

19. Exception reports from Divisional 
Improvement Forums 

20. Committee Chairs’ reports: 
(a) Infection prevention and control 
(b) Safeguarding board 
(c) End of life committee 
(d) Safety and learning group 
(e) Ethics committee 

Items for positive escalation: 
(where a previously challenging matter has been 
successfully resolved, assurance can be 
provided & organisational wide learning might be 
available for sharing) 
 

1. The Committee was assured of the actions 
being taken to reduce nosocomial infection 
rates and discussed progress against the 10 
Covid safety actions, although recognised that 
the position is at risk due to the noted 
increase in community patient Covid 
infections and the impact this presents within 
the hospital. 

2. The Committee was assured of progress with 
the mass vaccination programme and 
commended all those involved for the 
tremendous effort to mobilise the plan in a 
short timescale. 

3. The Committee received the New Mothers’ 
Survey 2020 results and was delighted to note 
that the Trust’s Maternity Services were rated 
second out of the twelve Trust’s surveyed. 

4. The Committee received a detailed 
presentation, also provided to the Council of 
Governors this week, on the Trust’s response 
to the Ockenden Immediate and Essential 
Actions (IEA). The Committee was assured of 
the evidence submitted against each IEA. 

Items for negative escalation: 
(where a challenging matter has not yet been 
successfully resolved, assurance cannot yet be 
provided & organisational wide learning might be 
available, but the ‘parent’ committee needs to be 

1. Two reported Never Events have occurred in 
December (misplacement of nasogastric 
tube).  The Trust has participated in a clinical 
round table event with NHSE/I and the CCG 
to ensure assurance is gained in the steps 
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aware) being taken to prevent a further occurrence.  
The Committee received a detailed overview 
of the actions taken to date and the plan to 
use an external peer review as part of the 
improvement work on this topic.  It was also 
noted that two additional controls had been 
put in place to reduce the risk associated with 
these events.  The Committee would receive 
an update in three months’ time. 

Name of committee for escalation: 
(parent committee) Board of directors 

Committee to committee escalation: 

None 

Chair’s Narrative on the meeting: 
(if applicable, covering points otherwise not discussed elsewhere in the template) 
 
The Committee was delighted to welcome Annie Laverty, Chief Experience Officer at Northumbria 
Healthcare NHS Foundation Trust who had kindly agreed to share the excellent work undertaken in 
her organisation on staff and patient experience. 
 
An invitation was extended to Board and Committee Members, senior leaders involved in the Trust’s 
Always Safety First programme, and patient and staff experience leaders, to listen to an inspiring 
presentation entitled ‘VOICE: Use insights from patients and families to improve care’.  The 
presentation provided a shared understanding of what outstanding looked like and those attending 
agreed it would be exciting to work with Annie in the future to see if the work was scalable to other 
organisations within our system. 
 
The Committee was extremely grateful to Annie for her time and thought-provoking insights for our 
journey to excellence. 
 

Date, Time & Location of next meeting: 

26 February 2021, 12.30pm, Microsoft Teams  

 
 



 
 

 
 

 

Committee: Workforce committee 

Date and time: 12 January 2020, 1pm 

Location: Microsoft Teams 

Chairperson and role: Jim Whitaker, Non-Executive Director 

Core membership:  

Three Non-Executive Directors 
Nursing, Midwifery and AHPs Director 
Chief Operating Officer 
Strategy, Workforce and Education Director 
Director of Continuous Improvement 

Attendance: Quorate: Yes Not 
Quorate:  

If not quorate, state reason: N/A 

Key items discussed: 

1. Apologies for absence 

2. Declarations of Interests 

3. Minutes of the last meeting 

4. Strategic Risk Register Review 

5. Recruitment Strategy Update 

6. Organisational development performance 
report 

7. Sickness Absence Review 

8. Annual Staff Survey 

9. Big Plan Metrics 

10.  Equality Impact Assessment of HR 
policies/practices 

11.  Occupational Health Annual Report 

12.  Gender Pay Gap Report 

13.  Strategic Risk Register Review and Update 

Items for positive escalation: 1. Ambition to recruit International Nurses 
through the obtaining of funding 

 Chair’s Report 
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(where a previously challenging matter has been 
successfully resolved, assurance can be 
provided & organisational wide learning might be 
available for sharing) 
 

2. Encouraged by the scale of volunteering 

3. Considered and support publication of the 
Gender Pay Gap Report on the Trust’s 
website. 

4. 

5. 

Items for negative escalation: 
(where a challenging matter has not yet been 
successfully resolved, assurance cannot yet be 
provided & organisational wide learning might be 
available, but the ‘parent’ committee needs to be 
aware) 

1.  

2.  

3.  

4.  

5.  

Committee to committee escalation:  

N/A 

Name of committee for escalation: 
(parent committee) Board of directors 

Chair’s Narrative on the meeting: 
(if applicable, covering points otherwise not discussed elsewhere in the template) 

 

Date, Time & Location of next meeting: 

9 March at 1pm on Microsoft Teams 

 



 
 

 
 

Trust Headquarters 

Board of Directors 

Nosocomial Spread in Hip Fracture Patients 

Report to: Board of Directors Date: 4th February 2021 

Report of: Nursing, Midwifery & AHP Director Prepared by: C Silcock 

 Part I √ Part II  

Purpose of Report  

For approval ☐ For ratification ☐ For discussion ☐ For information ☒ 

Executive Summary: 

The purpose of this paper is to undertake an assessment of the Trusts orthopaedic elective and non-elective 

pathways to ensure adequate measures are in place to minimise the risk for hip fracture patients who are 

vulnerable to the outcomes of COVID-19. 

On the 16th Dec 2020, the Health Service Journal published an article which highlighted concerns regarding 

some deficiencies in infection control within hospitals across the North West region. Following this publication, 

The North West regional Chief Nurse, for NHS England/Improvement (NHSE/I) requested a gap analysis was 

undertaken to inform any learning within organisations. 

The reported study examined Trusts’ adherence to Public Health England (PHE) guidance around limiting the 

spread of COVID-19 within orthopaedic services. 

The paper responds to each of the 6 questions that were asked in the survey with the Trust position in line with 

Trust policy and PHE guidance and concludes that measures are in place to mitigate the risk of nosocomial 

infection for hip fracture patents. 

The Board of Directors is asked to: 

Note the content of the paper and the underpinning organisational plan to respond to the 10 key COVID-19 
actions. 

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 - none 
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1. INTRODUCTION 

The purpose of this paper is to undertake an assessment of the Trusts orthopaedic elective and non-

elective pathways to ensure adequate measures are in place to minimise the risk for hip fracture patients 

who are vulnerable to the outcomes of COVID-19. 

On the 16th Dec 2020, the Health Service Journal published an article which highlighted concerns 

regarding some deficiencies in infection control within hospitals across the North West region. Following 

this publication, The North West regional Chief Nurse for NHS England/Improvement (NHSE/I) and 

requested that a gap analysis was undertaken to inform any learning within organisations. 

The reported study examined Trusts’ adherence to Public Health England guidance around limiting the 

spread of COVID-19 within orthopaedic services. 

This paper takes each of the questions surveyed with the Trust position documented in response to each 

question. 

2. CONTENT 

The following questions were asked in the survey in relation to trauma and elective orthopaedic patients. 

Responses are provided based on current practice and the Trust COVID-19 policy: 

1. Are all trauma patients swabbed for COVID-19 upon in-patient admission to hospital? 

Yes, all patients are swabbed on admission to hospital.  

For elective pathways, patients are swabbed pre admission and asked to self-isolate for 14 days prior 

to admission. Orthopaedic elective admissions follow the elective green admission pathway in the Trust 

COVID-19 policy.   

For non-elective admissions, patients are swabbed on day of admission. Point of care testing (POCT) 

was introduced in the Emergency Department (ED) at Royal Preston Hospital (RPH at the beginning of 

Dec 2020 and this has now been widened out to all assessment areas at RPH with fast track swabbing 

available at Chorley District Hospital (CDH). The POCT takes around 15-30 mins and ensures that 

patients are isolated within the assessment area at an early stage and also allows the appropriate 

placement of patients into inpatient wards based on their COVID-19 status. POCT is followed up with a 

Polymerase Chain Reaction (PCR) test. 

2. Do hip fracture patients have a confirmed negative swab before they arrive to the trauma ward? 

The COVID-19 status of hip fracture patients is confirmed by the POCT before arriving on the trauma 

ward as stated in point 1 above this is followed up with a PCR test. All wards are designated a COVID-

19 status with red wards caring for positive patients and green wards caring for COVID-19 negative 

patients. Patients are placed in the correct designated zones and side rooms are used where there is 

any uncertainty. The Trust has purchased 12 additional redi-rooms (temporary side rooms) to 

supplement the existing side room capacity.  
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3. Following admission, are trauma patient’s barrier nursed until a negative swab result is 

obtained (Barrier nursing was defined as side room or a COVID-19 ward)? 

 

Where there is uncertainty about the status of a patient (usually based on a clinical picture) then a side-

room is the choice for placement of the patient. With POCT the decision making regarding placement 

ensures decisions are made based on probable status of the patient and this negates the requirement 

for high volumes of barrier nursing. 

4. Is it possible for a hip fracture patient to be nursed in a bay with another patient in whom the 

COVID-19 status is not known as the COVID-19 result has not arrived? 

The status of patients is known from the POCT. Where there is any uncertainty the patient is isolated 

until the status was known. 

5. Are doctors working in orthopaedic trauma wards having regular COVID-19 tests? 

All frontline clinical staff are required to complete a self-test for COVID-19 status twice weekly using 

lateral flow testing. These have been disseminated and Trust wide communications have been 

circulated regarding the requirement to complete this. Any positive lateral flow tests results are followed 

up with a PCR test. In addition, any symptomatic staff are offered a PCR test and requested to isolate 

until the results are known. 

6. Are all elective patients tested for COVID-19 before admission? 

Yes all elective patients have a negative swab within 72 hours of admission (with self-isolation after the 

test) 

7. Are elective theatre staff regularly tested for COVID-19? 

As mentioned in Q6, all frontline clinical staff are required to complete a self-test for COVID-19 status 

twice a week using lateral flow testing. These have been disseminated and Trust wide communications 

have been circulated regarding the requirement to complete this. Any positive lateral flow tests results 

are followed up with a PCR test. In addition, any symptomatic staff are offered a PCR test and 

requested to isolate until the results are known. 

8. Are doctors moving between COVID-19 free and COVID-19 contaminated pathway? 

The medical team do move between COVID-19 and non COVID-19 pathways. This is mitigated by 

commencing ward rounds in green non-COVID-19 areas first (where appropriate), use of Personal 

Protective Equipment, audit of compliance and use of lateral flow tests. 

Assurance: 

The Trust has an action plan to minimise and reduce nosocomial infection in response to the 10 safety 

actions as prioritised by NHSE/I. This is also included within the Board Assurance Framework (BAF) 

with updates provided to Safety and Quality Committee and Board of Directors.  

3. RECOMMENDATION 

The Board of Directors is asked to note the content of the paper and the underpinning organisational plan 

to respond to the 10 key COVID-19 actions. 



Trust Headquarters 

Board of Directors Report

Gender Pay Gap Report 2020 

Report to: Board of Directors Date: 4 February 2021 

Report of: Strategy, Workforce & Education 
Director Prepared by: M Davis 

Purpose of Report 

For approval ☐ For noting  ☐ For discussion ☐ For information x 

Executive Summary: 

The purpose of this report is to present the findings and recommended actions based on the Gender Pay Gap 
report for 2020. The gender pay gap reflects males earn £4.49 per hour more than female staff which is a 
£1.13 decrease on 2019. As a percentage, male staff earn 22.6% more than female staff which again is a 4.5 
percentage points decrease from 2019.  

The gender pay gap for our Trust is now below the threshold for immediate action as specified by the Equality 
and Human Rights Commission, yet it still requires regular review.  

One of the issues that appears to impact on the Gender Pay gap within the NHS is the Clinical excellence 
award process which is part of the Consultant Contract and thereby determined nationally.  Negotiations 
continue to take place with regard to agreeing a refined process which the Trust will thereafter be required to 
adopt.  During 2020/2021, the national position has been to award clinical excellence payments to every 
eligible consultant rather than run a competitive process.  This has clearly introduced a level of equity but it is 
unclear whether the approach will be retained post the pandemic.  Some of the actions recommended (those 
starred) will need to be undertaken in the context of renewed national guidance in respect of the process.  

Recommended actions are as follows: 

• Understand the volume of clinical excellence award eligibility, applications versus awards for females
and males.*

• Undertake an Equality impact assessment on the local clinical excellence award process.*
• Run a consultation exercise with consultants to understand why some may be more reticent to apply

for the CEA, consider steps in which both genders can feel supported to have their achievements
acknowledged.*

• Analyse our rising stars to determine proportion of males and females recognised for being talented
and able to take on a promotion in next 12 months.

• Monitor gender via the succession planning process, gender will be monitored through nominations
received for advancements into business critical roles and successful subsequent appointment.

• Review the Trust’s approach to Flexible Working; further consideration also needs to be given about
creating flexible roles across the Trust in particular in senior management positions to encourage more
females to apply for promotion.

• Case study and profile women in senior roles as part of our new Working for Us Pages and recruitment
promotional materials.

• Review and adopt additional recommendations cited within the “Mend the Gap: Independent Review
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into Gender Pay Gaps in Medicine in England” (December 2020) including; reviewing pay-setting 
arrangements, give greater attention to the distribution of additional work and extra payments and 
promoting flexible working for both men and women. 

• To publish this report to the Trust internet site and publish to the relevant government website as
legally required.

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 

1. Introduction

From April 2017, gender pay reporting legislation requires employers with 250 or more employees to
publish statutory calculations each year showing how large the pay gap is between their male and female
employees at the end of March. Employers must publish their gender pay gaps both on their own website
as well as a government website. They must also, where applicable, be confirmed in a written statement by
an appropriate person, such as a chief executive.  Gender pay reporting is different to equal pay; equal pay
deals with the pay differences between men and women who carry out the same jobs, similar jobs or work
of equal value whereas the gender pay gap shows the difference in the average pay between all men and
women in a workforce. The Equality Act 2010 sets out that men and women in the same employment,
performing equal work, must receive equal pay, it is unlawful to pay people unequally because of gender. If
a workforce has a particularly high gender pay gap, this can indicate there may be a number of issues to
deal with, and the six mandated calculations may help to identify what those issues are.

An employer must publish six calculations showing their:

• Average gender pay gap as a mean average
• Average gender pay gap as a median average
• Average bonus gender pay gap as a mean average
• Average bonus gender pay gap as a median average
• Proportion of males receiving a bonus payment and proportion of females receiving a bonus

payment
• Proportion of males and females when divided into four groups ordered from lowest to highest pay

The Equality and Human Rights Commission has the power to enforce any failure to comply with the 
regulations. The Equality and Human Rights Commission states that where there is a difference in pay 
related to the gender of an employee, the following applies: 
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• Less than 3% difference, no action is necessary,
• Greater than 3% but less than 5% difference, the position should be regularly monitored,
• Greater than 5% difference, action should be taken to address the issue and close the gap.

The average gender pay median is the figure which will be used as the most accurate indicator of pay to 
determine if further action is required. 

Salaries for most staff at Lancashire Teaching Hospitals are determined through Agenda for Change, a 
national job evaluation scheme. Job evaluation enables jobs to be matched to national job profiles or 
allows Trusts to evaluate jobs locally, to determine which Agenda for Change pay band a post should sit in. 
Job evaluation evaluates the job and not the post holder; it makes no reference to gender or any other 
personal characteristics of the existing (or potential) job holder therefore we are confident we are paying 
the same salary to roles of equal value. In addition to this the NHS terms and conditions of service 
handbook contains the national agreements on pay and conditions of service for NHS staff other than very 
senior managers and medical staff. Medical staff remuneration is also determined through national terms 
and conditions. 

The Department of Health & Social Care have recently published “Mend the Gap: The Independent Review 
into Gender Pay Gaps in Medicine in England” (Dec 2020) acknowledging the significant and substantial 
gender pay gap which exists in Medicine that is “out of line with other professions and significantly wider 
than for other NHS staff groups”. The report finds basic gender pay gaps of 24.4% for Hospital and 
Community Health Service (mostly hospital) doctors with analysis indicating the gender pay gaps observed 
are explained by;  

Hours: Females are more likely to work less than full-time (LTFT), which helps to explain why their pay 
is lower. Males report working more unpaid overtime, which means that their effective pay is 
overstated. When these factors are adjusted for, the gender wage gap is smaller.  
Grade and experience: Male doctors are more likely to be older, have more experience and hold more 
senior positions – all of these characteristics lead to higher pay. Periods of LTFT working have long-
term implications for female’s career and pay trajectories as they reduce their experience and slow 
down or stall their progress to senior positions.  
Additional payments: Among hospital doctors, we find that gaps in total pay – which include Clinical 
Excellence Awards (CEAs), allowances and money from additional work – are larger than gaps in basic 
pay alone. 

Recommendations from this report will be factored into our actions moving forwards. 

2. Discussion

The gender profile of our workforce (Figure 1) continues to be predominantly female. The current (31
March 2020) split within the overall workforce remains consistent with the previous two Gender Pay Gap
reports: 78% female, 22% male. The full-time and part-time split also remains static, with the majority of
males employed by the Trust working full-time and a nearer equal split between full time and part time
contract types for females.
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Figure 1: Gender profile by contract type 

The ratio of male to female staff in this Trust is reflective of gender ratios found within the NHS (77% of the 
NHS workforce is female). 

Figure 2 provides an overview of the gender split by pay grade as at 31 March 2020. The gender split is 
expressed as a percentage of the total workforce within a particular grade, based on headcount.  

The findings in Table 1 indicate that, since 2019, the gender split across most grade categories remain 
fairly consistent with the exception of two of the higher grades (Band 8c and 8d), where there has been a 
reduction in females at these senior grades. Bands 3 to Band 8a, inclusive, either follow the Trust’s overall 
female-to-male ratio of 3.5:1, or experience a wider gap. All other bands move in the direction of closing 
this gap, apart from Band 9 and Medical & Dental grades, which see a reversal in majority to male. 
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Figure 2: Gender profile by pay grade category 

Table 1 – Gender Split by Role and Band 

2020 2019 
Band Female Male Female Male 
TUPE 57% 43% 
Apprentice 62% 38% 61% 39% 
Band 1 57% 43% 63% 37% 
Band 2 72% 28% 75% 25% 
Band 3 86% 14% 86% 14% 
Band 4 81% 19% 81% 19% 
Band 5 89% 11% 87% 13% 
Band 6 86% 14% 86% 14% 
Band 7 80% 20% 81% 19% 
Band 8a 81% 19% 80% 20% 
Band 8b 76% 24% 79% 21% 
Band 8c 56% 44% 66% 34% 
Band 8d 63% 38% 70% 30% 
Band 9 45% 55% 50% 50% 
Medical & Dental 34% 66% 34% 66% 
VSM 67% 33% 64% 36% 
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Table 2 - Average gender pay gap as a mean average for Trust overall 

2020 Female Male Difference % diff 
Mean hourly 
rate 

£15.39 £19.88 £4.49 22.6% 

2019 Female Male Difference % diff 
Mean hourly 
rate 

£15.11 £20.73 £5.62 27.1% 

Table 2 displays that male staff members earn on average £4.49 per hour more than female staff which is 
a £1.13 decrease on 2019. As a percentage, male staff earn 22.6% more than female staff; a decrease of 
4.5 percentage points from 2019. In combination with Figure 2, this is a reflection of the reverse gender 
profile for Medical & Dental grades that command a higher salary. 

Excluding the Medical & Dental staff group reveals that 50% of the Trust’s male population occupies Bands 
1-3, whereas 48% of the female population occupies Bands 4-6. Band 7 and above is occupied by 13%
and 16% of the female and male populations, respectively.

Table 3 - Average gender pay gap as a median average for Trust overall 

2020 Female Male Difference % diff 
Median hourly 
rate 

£13.68 £14.20 £0.52 3.7% 

2019 Female Male Difference % diff 
Median hourly 
rate 

£13.34 £14.27 £0.93 6.5% 

Table 3 displays that the difference in the median pay for males and females is 3.7%. This is a decrease 
from 6.5% in 2019. As this is greater than 3% but less than 5% difference, the position should be regularly 
monitored.  

An additional factor to consider is the gender split across clinical excellence awards (CEAs) at higher 
levels. However it should be noted that there are certain eligibility criteria associated with CEAs; they are 
progressive, so eligibility to progress is dependent on the current level of award. Also CEAs transfer with 
individuals on appointment, which limits the control the Trust has over these awards on appointment.  

Table 4 - Proportion of females and males when divided into four groups from lowest to highest 
pay 

Quartile 
2020 2019 
No. Female | Male % Female | Male No. Female | Male % Female | Male 

1 – Lower 1,674 | 482 78% | 22% 1,572 | 479 77% | 23% 
2 – Lower middle 1,721 | 442 80% | 20% 1,790 | 390 82% | 18% 
3 – Upper middle 1,765 | 389 82% | 18% 1,720 | 402 81% | 19% 
4 - Upper 1,529 | 641 70% | 30% 1,469 | 650 69% | 31% 
Total number of 
staff 

6,689 | 1,954 
(8,643 total) 

77% | 23% 6,551 | 1,927 
(8,472 total) 

77% | 23% 

To determine the proportion of employees in each quartile pay band, the following steps were used: 
1) List all employees and sort by hourly rate of pay.
2) Divide the list into four equal quarters.
3) Express the proportion of male and female employees in each quartile band.
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When analysing the data by quartile, it is evident that a greater proportion of the male workforce occupy 
the upper quartile than the proportion of the female workforce (33% and 23%, respectively). However, the 
proportional split for male staff has decreased from 2019 (34%), and the proportional split for female staff 
has increased from 2019 (22%). 

Table 5 - Bonus paid as a mean average split by gender 

2020 Female Male Difference % diff 
Average £10,900.69 £16,134.24 £5,233.55 32.4% 
2019 Female Male Difference % diff 
Average £11,625.67 £16,057.62 £4,431.95 27.6% 

Table 6 - Bonus paid as a median average split by gender 
2020 Female Male Difference % diff 
Average £6,032.04 £12,063.96 £6,031.92 50.0% 
2019 Female Male Difference % diff 
Average £5,991.50 £9,801.99 £3,810.50 38.9% 

      Table 7 – Gender split by level of clinical excellence award 
Note: clinical excellence awards are limited only to medical and dental consultant employees. 

Clinical Excellence 
Award (CEA) 
Category 

% Split 

Female Male 

2020 2019 2020 2019 

Level 1 45% 47% 55% 53% 

Level 2 32% 29% 68% 71% 

Level 3 6% - 94% 100% 

Level 4 18% 18% 82% 82% 

Level 5 33% 29% 67% 71% 

Level 6 29% 29% 71% 71% 

Level 7 13% 12% 87% 88% 

Level 8 13% 10% 88% 90% 

Level 9 20% 22% 80% 78% 

Level 10 NULL - NULL 100% 

Level 11 - - 100% 100% 

Bronze - NULL 100% NULL 

Silver - - 100% 100% 

Gold - NULL 100% NULL 

Discretionary Points 20% 20% 80% 80% 

The data presented in tables 5, 6, 7 and 8 details the clinical excellence bonuses paid to staff split by 
gender and provides the mean and median bonuses paid. The data also shows the clinical excellence 
awards (CEAs) paid by level of award and defines the proportion of males and female overall who received 
a bonus. 
The findings presented indicate a mean bonus pay gap between males and females of 32.4% in 2020, an 
increase from 27.6%, and a median of 50.0% for 2020, with males receiving a higher amount of bonus 
monies. These figures need to be considered in relation to those with eligibility to apply as well as the 
number who submitted an application.  
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Table 7 details the gender split by level of clinical excellence award. The level with the most even split 
continues to be Level 1. When considering the spread within a gender: 62% of the CEA female population 
can be found in Levels 1-3; 69% of the CEA male population can be found in Levels 1-3, 7 and 9. 
 
Table 8 - Proportion of males receiving a bonus payment and proportion of females receiving a 
bonus payment 
2020 Total number who 

received bonus 
payment  

Total number of 
Employees 

% of employees 
who received a 
bonus payment 

Female 37 7,808 0.5% 
Male 111 2,339 4.7% 
2019 Total number who 

received bonus 
payment  

Total number of 
Employees 

% of employees 
who received a 
bonus payment 

Female 38 7,765 0.5% 
Male 122 2,464 5.0% 

 
3. Financial implications 

 
None 
 

4. Legal implications 

None 

5. Risks 
 
The gender pay gap is above the first threshold for action (as specified by the Equality and Human Rights 
Commission) and requires regular review. 
 

6. Impact on stakeholders 

Not applicable 

7. Recommendations 

The gender pay gap is 3.7% which means the position should be regularly monitored as specified by the 
Equality and Human Rights Commission. Equality, Diversity and Inclusion is a strategic priority for the 
organisation and is one of the key drivers within the Workforce & OD “Our People Plan”. . 
 
To ensure we are a fair, inclusive and supportive employer the following actions have already been 
identified through our Equality, Diversity and Inclusion action plans to try and address the gender pay gaps 
highlighted. It is recommended that the Trust: 

 
• Understand the volume of clinical excellence award eligibility, applications versus awards for females 

and males.* 
• Undertake an Equality impact assessment on the local clinical excellence award process.* 
• Run a consultation exercise with consultants to understand why some may be more reticent to apply 

for the CEA, consider steps in which both genders can feel supported to have their achievements 
acknowledged.* 

• Analyse our rising stars to determine proportion of males and females recognised for being talented 
and able to take on a promotion in next 12 months.  
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• Monitor gender via the succession planning process, gender will be monitored through nominations
received for advancements into business critical roles and successful subsequent appointment.

• Review the Trust’s approach to Flexible Working; further consideration also needs to be given about
creating flexible roles across the Trust in particular in senior management positions to encourage more
females to apply for promotion.

• Case study and profile women in senior roles as part of our new Working for Us Pages and recruitment
promotional materials.

• Review and adopt additional recommendations cited within the “Mend the Gap: Independent Review
into Gender Pay Gaps in Medicine in England” (December 2020) including; reviewing pay-setting
arrangements, give greater attention to the distribution of additional work and extra payments and
promoting flexible working for both men and women.

• To publish this report to the Trust internet site and publish to the relevant government website as
legally required.



 
 

 
 

Trust Headquarters 

Board of Directors Report  

  
Governor Activity Report 

Report to: Board of Directors Date: 4 February 2021 

Report of: Company Secretary Prepared by: C Arrand-Green 

Part I √ Part II  

Purpose of Report  

For approval ☐ For noting ☐ For discussion ☐ For information ☒ 

Executive Summary: 
 
This report seeks to inform the Board of Directors on the Governor activity that has taken place over the past 
few months. 
 
Recommendation: 

1. This report is provided 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 
 
None. 
 
 

1. Background  
 
Governors have an important part to play by listening to the views of the Trust’s members, the public and 
other stakeholders, and representing their interests in the Trust. This means, for example, gathering 
information about people’s experiences to help inform the way the trust designs, reviews or improves 
services effectively. Governors also have a role in communicating information from the trust to members 
and to the public, such as information about the trust’s plans and performance. Successful engagement 
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calls for an ongoing working relationship between a foundation trust and its members and the public, with 
patients and service users at the heart of this. Governors are supported in their work by other groups of 
people at the Trust, including in particular the Company Secretary and Membership Manager. 
 

2. Care and Safety Sub Group 

Two Governors have been supporting a staff-led project group which has been established to improve the 
support given to patients living with dementia/delirium, and feedback to the Subgroup as appropriate. The 
meetings are currently stood down due to the Covid-19 situation and it is not known when or if they might 
resume in the future.  

The Head of Patient Experience & PALS, Customer Care regularly attends the Subgroup meetings and 
provides comprehensive. Governors have been encouraged to join the Patient Experience Involvement 
Group (PEIG) which has become less diverse over the years and is reviewing its membership.  

The Director of Estates also attends the Subgroup meetings on a regular basis to keep Governors 
informed with the hospitals’ ongoing estates projects, developments and activities. 

The Subgroup has received several interesting presentations from staff including an overview of mental 
health provision for staff members and work that had been undertaken which used patient experiences to 
help shape future service delivery. Dental Consultant, Daniel Sisson joined the last meeting and informed 
Governors about the fantastic work that the Paediatric and Neonatal teams have been doing with an 
emphasis on the importance of cross-departmental work. Daniel shared a patient’s story of a young man 
who suffers from autism, learning difficulties and severe anxiety problems particularly related to medical 
interventions. The amazing teamwork and how they were able to overcome the many challenges they 
faced in order to carry out the young man’s medical care shone through, the presentation was truly 
inspirational and commendable.  
   

3. Membership Subgroup 
 
As a consequence of the Covid-19 situation, Governors have lost a lot of opportunities to engage with 
members they have however, continued to commit their valuable time in supporting events and meetings 
virtually via MS Teams, this includes; the Annual Members Meeting, Governor Pre-election Workshops, 
Fab Feedback Fridays, NHS Providers Governwell Workshop, Multi Faith Forum, Our Health Our Care 
Stakeholder meetings and patient experience related groups. It was acknowledged that newer Governors 
in particular, are feeling frustrated that they cannot become more involved with things. 

At their meeting in November, the Subgroup reflected on the Annual Members’ meeting which was held 
virtually for the first time. The event had received a good attendance and it was recorded and uploaded to 
the Trust’s website, this enabled those people unable to join the meeting are able to view subsequently 
online. 
 
The Subgroup have discussed diversity and inclusion issues around a virtual Annual Members meeting,  
some Governors were concerned that many older members are not digitally engaged and proposed that 
we need to explore ways about how we talk to members who are not online.  
 
The group additionally discussed the vacant Appointed Governor seats which represent the older, race 
equality and youth, the Governor Elections schedule and the induction of new Governors; several ideas of 
how new Governors might be best supported in the future were suggested. The Trust has since appointed 
a representative of UCLAN. 
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The Subgroup is next meeting on 8 February 2021 and one of their main discussions will focus on ways 
that they can engage with members during 2021/22. 

4. Nominations Committee 
The Nominations Committee reviewed the appraisals of the Chair and Non-Executives ahead of the 
Council of Governors meeting. 
 

5. Trust Matters Winter 2021 
 
Governors have provided a valuable contribution to the Trust Matters Governor, in particular with the 
Governor Section. The March elections are promoted alongside several Governor quotes saying why they 
became a Governor. An electronic version is available on the Trust website and members are scheduled 
to receive their postal and electronic copies around 4th or 5th February 2021.   
 

6. Financial implications 
 
None 
 

7. Legal implications 

Due to the April meeting of the Council of Governors being stood down due to the COVID 19 pandemic, it 
was necessary to determine some decisions virtually, outside of the normal meetings framework.  

8. Risks 

None. 

9. Impact on stakeholders 

(not applicable). 

10. Recommendations 

It is recommended that the Board of Directors note the Governor activity that has taken place over the last 
few months. 



 
 

 
 

Trust Headquarters 

Board of Directors Report  

  
Register of Interests 

Report to: 
 
Board of Directors 
 

Date: 4th February 2021 

Report of: Head of Corporate Affairs  Prepared by: T Berry  

Part I  Part II  

Purpose of Report  

For approval ☐ For noting ☐ For discussion ☐ For information ☒ 

Executive Summary: 
 
The purpose of this report is to advise the Board of the up to date Register of Interest and for Board members 
to advise of any changes.  
 
Directors have a responsibility to declare relevant interests, as defined in Paragraphs 12.26 – 12.32 of the 
Trust’s Constitution.  
 
It is recommended that the Board of Directors: 
 

I. Note the Register of Interests compiled to 18th January 2021 attached at Appendix 1. 
II. Note their individual responsibility to notify the Head of Corporate Affairs of any changes to their 

individual interests 
 

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 
 
None. 
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1. Background  
 
1.1 All Directors have a responsibility to declare relevant interests, as defined in Paragraphs 12.26 – 12.32 
 of the Trust’s Constitution.  

2. Discussion 

2.1 A list of interests declared is published on the Trust’s website and is also available from the Head of 
 Corporate Affairs. Information on how to access these details is also included in the Trust’s Annual   
            Report.  
 
2.2 The latest information held by the Head of Corporate Affairs is attached at Appendix 1. 

2.3 Members of the Board are invited to review the information and advise the Head of Corporate Affairs of 
any changes.  

3. Financial implications 

3.1 None: the information is presented for information only and no decision is being sought. 

4.       Legal implications 

4.1 Failure to declare interests is a Breach of the Trust’s Code of Conduct and could result in disciplinary 
action being taken.  

5.       Risks 
 

5.1 None: the information is presented for information only and no decision is being sought.  
 

6.       Impact on stakeholders 

6.1 None: the information is presented for information only and no decision is being sought. 
 

7.       Recommendations 

It is recommended that the Board of Directors: 

I. Note the Register of Interests compiled to 18th January 2021 attached at Appendix 1. 
 

II. Note their individual responsibility to notify the Head of Corporate Affairs of any changes to their 
individual interests. 



 
 

 
 

Board of Directors - Register of Interests 
As at 18th January 2021  
 
NON-EXECUTIVE DIRECTORS 

Name  Position  Declared Interest 

Professor Ebrahim Adia Chair • Pro Vice-Chancellor of the University of Central Lancashire  
• Councillor at Bolton Metropolitan Borough Council  

Professor Paul O’Neill Non-Executive Director • Employed at the University of Manchester - Professor of Medical 
Education 

• Hon Consultant Physician at Manchester University NHS Foundation 
Trust – Wythenshawe Hospital 

• General Medical Council Associate – Medical Education 

Mrs Ann Pennell Non-Executive Director • No interests declared 

Mr Geoff Rossington Non-Executive Director • Director of Lancashire Hospitals Services (Pharmacy) Limited 
• Trustee to the Mind2Muscle Charity 

Mrs Kate Smyth  Non-Executive Director • Lay Leader at the Yorkshire and Humber Patient Safety Translational 
Research Centre  

• Member and volunteer at Calderdale and Huddersfield Foundation 
Trust  

• Spouse is a Non-Executive Director of East Lancashire Hospitals NHS 
Trust 

• Member of the Office for Disability Issues (Cabinet Office), North 
West, Regional Stakeholder Network 

Mr Tim Watkinson Non-Executive Director and Vice-Chair • Principal Adviser to the Local Government Association, mainly as 
lead for audit appointments in the local government sector, but also 
providing support to councils in the North West 

• Independent Member of the UK Statistics Authority’s Audit and Risk 
Assurance Committee 

Mr Jim Whittaker Non-Executive Director • Director of Lancashire Hospitals Services (Pharmacy) Ltd 

Mrs Tricia Whiteside Non-Executive Director • Barclays Bank Share-holder 

 
 



 
 
EXECUTIVE DIRECTORS 

Name  Position  Declared Interest 

Mrs Karen Partington Chief Executive • No interests declared 

Mr Jonathan Wood Finance Director and Deputy Chief 
Executive 

• Director of Lancashire Hospitals Services (Pharmacy) Limited 
• Spouse is the Director of Finance for North West Ambulance Service 

NHS Trust 
• Chair of the Finance Committee at Blackburn Cathedral 

Ms Faith Button Chief Operating Officer • No Interests declared 

Ms Sarah Cullen Nursing, Midwifery and Allied Health 
Professionals Director 

• No interests declared 

Dr Geraldine Skailes Medical Director • No interests declared 

Mrs Karen Swindley  Strategy, Workforce and Education 
Director 

• Chair and Trustee of Derian House Children’s Hospice 

Mrs Ailsa Brotherton Director of Continuous Improvement  

(Non-Voting Board Member) 

• Daughter works as a Foundation Year 2 Medical Doctor at Lancashire 
Teaching Hospitals NHS Foundation Trust 

Mrs Traci Berry   Head of Corporate Affairs 

(Non-Voting Board Member) 

• No interests declared. 
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