
 

  1 
Excellent care with compassion 

 

Board of Directors 
3 December 2020 | 2.00pm | Microsoft Teams 

 
Agenda 
 
№ Item Time Encl. Purpose Presenter 

1. Chair and quorum 2.00pm Verbal Noting E Adia 

2. Apologies for absence 2.01pm Verbal Noting E Adia 

3. Declaration of interests 2.02pm Verbal Noting E Adia 

4. Minutes of the previous meeting held 
on 1 October 2020 2.03pm  Noting E Adia 

5. Matters arising and action log update 2.05pm  Noting E Adia 

6. Chairman’s opening remarks and 
report 2.10pm  Information E Adia 

7. Chief Executive’s report  2.15pm  Information K Partington 

8.       SAFETY AND QUALITY 

8.1 Patient story  2.25pm Verbal Noting Chaplaincy 
Imams 

8.2 The NHS Patient Safety Strategy: 
Patient Safety Specialist 2.45pm  Noting S Cullen 

9.       PERFORMANCE 

9.1 Integrated performance report as at 
31 October 2020 2.55pm  Discussion F Button 

9.2 Covid and the control of infection 3.15pm  Discussion S Cullen/ 
D Orr 

9.3 Big Plan Update  3.25pm  Approval K Swindley 

10.     STRATEGY AND PLANNING 

10.1 Loop-mediated Isothermal 
AMPlification (LAMP) Technology  3.40pm Pres Discussion A Thornton 

10.2 Continuous Improvement Update and 
Strategy 3.50pm  Approval A Brotherton 
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№ Item Time Encl. Purpose Presenter 

11.     GOVERNANCE AND COMPLIANCE 

11.1 
Strategic risk register 
(considered by Committees of the Board 
in October and November) 

4.05pm  Discussion D Pilsbury 

12.     ITEMS FOR INFORMATION 

12.1 
Maternity and Neonatal Services 
update including CNST update 
(considered at Safety and Quality Committee 
in October) 

4.15pm  Information S Cullen 

12.2 

Committee Chairs’ reports:  
(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 

4.15pm  Information 

(a) P O’Neill 
(b) T Whiteside 
(c) A Pennell 
(d) J Whitaker 

12.3 Legal and regulatory bulletin 4.15pm  Information T Berry 

12.4 
Date, time and venue of next meeting: 
4 February 2021, 1.30pm, Microsoft 
Teams  

4.15pm Verbal Noting E Adia 

 
 



 

    1 Excellent care with compassion 

 

Board of Directors 
1 October 2020 | 2.00pm | Microsoft Teams 
 
Part I 
 
PRESENT 06/02 02/04 05/05 04/06 06/08 01/10 03/12 

NON-EXECUTIVE DIRECTORS 

Professor E Adia (Chair) P 
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 P P P P  

Mrs A Pennell P P P P P  

Professor P O’Neill P P P P P  

Mr G Rossington P P P A P  

Ms K Smyth P P P P P  

Mr T Watkinson P P P A P  

Mr J Whitaker P P P P P  

Mrs T Whiteside P P P P P  

EXECUTIVE DIRECTORS 

Ms F Button 
Chief Operating Officer 
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P P P P  

Ms S Cullen 
Nursing, Midwifery and AHP Director 

P P P P P  

Mrs K Partington 
Chief Executive  

P P P P P  

Dr G Skailes 
Medical Director  

P P P P P  

Mrs K Swindley 
Strategy, Education and Workforce Director  

P P P P P  

Mr J Wood 
Finance Director/Deputy Chief Executive  

P P P P P  

IN ATTENDANCE 

Mrs K Brewin (minutes) 
Committee Secretary  
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P P P P  

Mrs A Brotherton 
Director of Continuous Improvement 

P P P P P  

Mr S Dobson 
Chief Information Officer 

 P P A P  

Mrs N Duggan 
Director of Communications and Engagement 

 P P P P  

Mrs C Morris 
Interim Director of Governance 

 P P A A  

Mr D Pilsbury 
Director of Corporate Affairs 

A P P P A  

Mrs D Scambler 
Deputy Company Secretary 

P A P A 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 PATIENT STORY (Minute ref 185/20) 
Nichola Verstraelen 70:70 Research Nurse/Team Leader 
 
IN ATTENDANCE TO PRESENT OUR HEALTH OUR CARE PROGRAMME UPDATE (Minute ref 192/20) 
Jason Pawluk Delivery Director, NHS Transformation Unit 
 
IN ATTENDANCE TO PRESENT ICP GOVERNANCE STRUCTURE UPDATE (Minute ref 194/20) 
Sarah James Integrated Care Partnership Director (Central Lancashire) 
Marie Burnham Chair of Integrated Care Partnership 
 
Governors in attendance: Dr K Ackers, Mrs A Carlisle, Mr D Cook, Dr M France, 
  Mrs H Hammond, Mr S Heywood, Mrs T Kay, Mrs L Lynch, 
  Mrs J Miller, Mr M Simpson and Mr D Watson 
 
Observers:  Paul Brown, Head of Research and Innovation 
  Steve Canty, Divisional Medical Director for Surgery  
  Sandra Cudlip, Associate Director, Mersey Internal Audit Agency 
  Paul Faulkner, Local Democracy Reporter, Lancashire Post 
  Jenny Hurley, Lead Campaigner for ‘Save Chorley Hospital’ Group 
  Faizal Secretary, GPST1, Obstetrics and Gynaecology 
  Sandra Wallwork, Business Development Manager, Coloplast Limited 
 
178/20 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. 
 

179/20 Apologies for absence 
 

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

 
180/20 Declaration of interests 
 

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

 
181/20 Minutes of the previous meeting 
 

The minutes of the meeting held on 6 August 2020 were approved as a true and 
accurate record, subject to including Mrs S Wilson (Volunteer Governor) who had been 
present at the last meeting as an observer but had not been recorded on the Governors’ 
attendance list. 
 

182/20 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.  The action log would be 
updated to reflect discussions held on the outstanding actions. 
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183/20 Chairman’s opening remarks 
 
The Chairman’s report had been circulated with the agenda and an overview of key 
items was provided for information.  The Chairman referred to the continuing 
requirement to work in an online environment therefore the majority of face-to-face 
meetings had been stood down.  The Chairman continued to be involved in a number of 
virtual meetings at national and local level, including various forums such as the 
Integrated Care Partnership (ICP) and Joint Collaborative Board meetings, which were 
important forums where discussions focused on recovery and resilience and covered 
system solutions which would be the main areas of focus moving forward into next year 
and beyond.  It was expected that virtual meetings would likely continue over the next 
several months due to the ongoing position relating to the Covid-19 pandemic. 
 
The Chairman referred to a couple of meetings held during the reporting period with 
local MPs, Mrs K Partington, Dr G Skailes and Ms S Cullen to discuss progress with the 
plans for re-opening the Chorley Emergency Department to which the Board was fully 
committed as long as the service could be safely reinstated. 

 
Reference was made to the part II Board meeting held on 6 August 2020 and attention 
was drawn to some key items discussed during the meeting, including: 
 
 Scrutiny and discussion on progress with plans for re-opening the Chorley 

Emergency Department including challenges and restraints and the Chair confirmed 
the Board had communicated to key stakeholders the outcome of the discussion. 

 Assurances were provided in relation to recovery and resilience planning. 
 An update on work relating to Lancashire Hospitals Pharmacy Limited. 
 Approval of a contract under the NHS ProCure 22 framework to commence 

construction of the new Ophthalmology unit at Chorley and South Ribble Hospital. 
 A detailed report and action plan following an externally commissioned investigation 

and the Board was assured that all necessary steps had been taken to thoroughly 
investigate the concerns raised. 

 An update on progress with arrangements for scheduling development sessions in 
the Board development plan and progress with Non-Executive Director 2019/20 
appraisals and 360 degree surveys. 

 Minutes of the meetings of Committees of the Board were received for information. 
 
The Chairman was pleased to announce a number of senior clinical, nursing and 
professional managers had recently commenced on the Shadow Board Programme and 
described the aims and objectives of the programme.  It was noted that the first Shadow 
Board meeting had been held yesterday where some of the reports on today’s agenda 
had been discussed and further meetings were planned for December 2020 and 
February 2021.  Mr T Watkinson suggested it would be helpful during the meeting if the 
Chair could provide insight and feedback on the papers discussed at yesterday’s 
Shadow Board meeting. 

 
The Chairman reported that an extraordinary part II Board meeting had been held on 21 
September 2020 to consider whether the Trust was in a position to safely re-open the 
Chorley Emergency Department.  There was significant debate at the meeting and after 
careful consideration of the evidence it was noted that excellent progress had been 
made within a relatively short period of time to make structural changes to the 
environment to introduce distinct Covid and non-Covid areas for patients. 
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It was noted that all the required junior doctors, nurses and health care assistants had 
been recruited to the required safe staffing level.  A range of Consultants and middle 
grade doctors had also been recruited although not enough to ensure safe service 
provision therefore the Board determined the Chorley Emergency Department could not 
re-open in September.  The Board acknowledged and placed on record its thanks for the 
significant effort and commitment by staff to safely re-open the Emergency Department 
and the position would be kept under regular review.  The Chairman invited Dr G Skailes 
to provide an update on the latest position to recruit the required senior medical staff. 
 
Dr G Skailes referred to the various work streams that had been introduced to ensure 
safe re-opening of the Chorley Emergency Department as soon as possible.  As 
mentioned, sufficient nursing and junior doctors had been appointed.  Good progress 
had been made in recruiting the required Consultants and middle grade doctors needed 
to support the Emergency Department as senior decision makers.  Five firm offers had 
been made and two doctors were already in post (two junior doctors promoted to senior 
level roles) and three more colleagues would be joining the Trust from overseas during 
October and November.  A further two doctors had recently accepted offers to join the 
Trust in November or December and employment offers had been made to a further four 
doctors although a response was awaited regarding whether they would be accepting 
the posts.  Whilst significant recruitment activity had taken place and good progress had 
been made the Trust was not yet in a position to safely staff the Emergency Department 
with the required senior level posts.  Work was continuing to look at the potential to fill 
the rota gaps with locum doctors and as soon as safe staffing levels dictated then a 
recommendation would be made to the Board to re-open the Emergency Department.  It 
was emphasised that the Trust was in the midst of managing a pandemic and the 
number of Covid-19 positive patients in hospital beds was increasing therefore the 
Board would need to be mindful that pressures from the pandemic would mount and 
may make re-opening the Chorley Emergency Department more challenging. 
 
Professor P O’Neill asked for clarification regarding senior decision makers noting there 
could be confusion between formal offers made and posts that had actually been 
accepted.  Professor P O’Neill noted that to safely run the Emergency Department 
medical rota there would need to be 10 middle grade doctors and asked at the 
beginning of December how many would actually be in post as senior decision makers.  
Dr G Skailes advised that by December there would be seven senior doctors in post if 
there were no barriers to relocating from overseas.  It was known that five of those 
doctors coming from overseas had not previously worked in the UK so there would be a 
need for them to acclimatise to the UK way of working and receive appropriate induction 
and orientation into their roles with mentoring provided by current substantive senior 
medical staff until the doctors could appropriately and independently lead a shift.  It was 
noted that some substantive staff could provide cover on the Chorley site but it was not 
possible to ask senior trainee doctors to cover the Chorley Emergency Department as 
Chorley was not a training site. 
 
Professor P O’Neill welcomed the helpful response noting the significant amount of work 
and time invested by staff should not be underestimated, in terms of planning and 
introducing changes to the estate configuration within the Emergency Department and 
recruiting to the workforce particularly to ensure senior decision makers were in post by 
December.  Dr G Skailes agreed to communicate the positive feedback to the team who 
had worked hard to support the Board’s continued ambition to safely re-open the 
Chorley Emergency Department. 
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184/20 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.  Mrs K Partington 
highlighted a number of key points from the report, including: 

 
 Chorley Emergency Department re-opening – it was confirmed that further 

information would be provided at the next public Board meeting on 3 December 
2020 although regular discussions would continue to be held on the status of re-
opening and it was positive to hear the number of staff recruited to date. 

 Visit from Katherine Fletcher, MP – the MP for South Ribble had recently visited the 
Trust and staff had been pleased to welcome and meet the local MP on both 
hospital sites.  It was recognised that many patients from Chorley were being treated 
on the Preston site and the local MP felt the visit had helped with understanding the 
challenges the Trust was facing. 

 NHS 111 First – this was a new national service to ensure patients could access the 
clinical services they needed, first time, both in and outside of hospital.  Blackpool 
was an early implementer of the service which was expected to be rolled out to the 
Trust in late November. 

 Winter planning – work was continuing across the ICP/ICS on winter plans focusing 
on encouraging people to use video links and virtual clinics, where appropriate, to 
help patients manage at home rather than physical attendance at hospitals.  A new 
community-based area was also being created in the former Avondale unit on the 
Preston site which would be a therapy-led department focusing on rehabilitation to 
help patients who needed support but did not need acute medical treatment. 

 Flu vaccination campaign – the annual campaign had commenced and staff had 
started to receive their flu vaccine.  There was wide publicity and communications 
issued to staff about the importance of receiving the flu vaccination. 

 Acute Frailty Assessment Unit – the new unit had been opened at Preston to trial 
specialist services for elderly and vulnerable people in Lancashire and good results 
were already being seen.  It was noted the unit would provide beneficial quality 
change for patients and staff who were exceedingly enthusiastic and proud of the 
excellent start. 

 World Suicide Prevention Day – thanks were extended to everyone who had joined 
the 40-second silence to mark and remember people who had been lost due to 
suicide.  The Board was reminded of the range of facilities and resources in place to 
support staff with low mood, mental health issues or suicidal thoughts. 

 Health Infrastructure Plan Wave 2 (HIP2)–- attention was drawn to the overview of 
HIP2 on page 6 of the report and the link to the website providing further information. 

 Lancashire and South Cumbria Flow Coaching Academy (FCA) – formally launched 
on 8 September 2020 with a keynote presentation from Dr Tom Downes (Clinical 
Lead for Quality Improvement at Sheffield Teaching Hospitals), the FCA had 
generated enormous positive commentary from clinicians and professionals about 
how the Trust was moving forward with its improvement strategy. 

 Maternity and neonatal teams shortlisted for an award – it was pleasing to report that 
the teams had been shortlisted for the Nursing Times ‘Patient Safety Improvement 
Award’ for their work in reducing admissions of new born babies to the neonatal unit 
from hypoglycaemia. 
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Mr J Whitaker referred to World Suicide Prevention Day noting the investment the Trust 
had made in psychological support.  The Workforce Committee had received reports on 
the positive impact and improvements seen from the additional psychological support 
provided for staff which included a reduction in sickness absence rates.  Reference was 
also made to the new Birthing Centre at Chorley and the virtual tour attended by 
members of the Board.  It was noted that the new Birthing Centre at Chorley would be 
opening in the near future. 
 
Professor P O’Neill referred to the patient bed moves tracker rolled-out during 
September and the prompt on the QuadraMed tool flagging when a patient had been 
moved three times and asked whether patient moves during the night were also notified 
as part of the process.  Mrs K Partington referred to a recent meeting attended with the 
Trust’s Data Scientists, led by the Consultant Renal Physician (Dr Beng So) and Clinical 
Informatics Fellow (Dr Omer Ali), where the team looked at bed moves and length of 
stay across the Trust.  It was accepted there would be a need for some bed moves due 
to clinical reasons and these would be clearly recorded.  The team provided some good 
evidence during the meeting which would help to inform how organisations operated 
individually and on a system-wide basis.  Mrs A Brotherton added that work had been 
undertaken by the Business Intelligence and Continuous Improvement teams, Bed 
Managers were now tracking patient moves and significant improvements had been 
seen.  The aim was to deliver no more than three patient moves and where three moves 
were happening the team was looking to reduce this further and continue to reduce the 
position as an important improvement action.  It was noted that further details would be 
included in the next continuous improvement report to the Board. 
 
Professor P O’Neill referred to utilising video clinics as part of winter planning noting 
there were risks involved with video consultations including disadvantaging specific 
groups particularly for some specialties.  Dr G Skailes advised that each specialty had 
an individualised plan in terms of appropriate patients for video consultation.  Most 
specialties would see patients face-to-face, certainly on the first consultation, and then 
determine the most appropriate method for future appointments based on individual 
need.  It was not intended to use video consultations as a blanket move and some 
specialties had been more enthusiastic in embracing the technology as there were some 
real benefits but ultimately it was a patient-stratified assessment.  In response to a 
question regarding whether risk assessments had been undertaken for specific 
protected characteristic groups, Dr G Skailes advised that the Project Manager had 
looked at some elements of this although it was recognised further work was required. 
 
Mrs T Whiteside referred to the NHS 111 First service noting this was a positive step 
forward to help patients navigate appropriate services and asked how the service was 
being publicised and whether it had been acknowledged that the service would not be 
appropriate for all patients.  Mrs K Partington confirmed that the pathway for the service 
had recently been discussed with the Trust’s Medical Director leads.  It was noted that a 
colleague from the local CCGs was leading on this project and a programme board had 
been established around the service with a national plan/blueprint available for early 
implementers.  In terms of planning, data would be available for analysis looking at the 
patients attending specific services and then appropriate care could be planned.  The 
project group included a real system response and the Trust was at the stage of 
analysing data and looking at patient pathways.  It would be important to ensure the 
Trust’s Directory of Services was complete and up-to-date to ensure NHS 111 First call 
handers had access to the right places to refer patients. 
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Action: 
 

• Mrs A Brotherton to include patient moves within future continuous 
improvement reports. 

 
185/20 Patient story 
 

The Chair welcomed Nichola Verstraelen who attended the meeting to present the 
patient story.  Ms S Cullen advised the Board that Nichola was the Trust’s NIHR 70:70 
Nurse for Research and with the patient’s permission had agreed to present Philippe’s 
Story.  Philippe was a member of staff who had participated in research that had led to 
treatment for the Covid-19 virus.  Philippe was a Health Care Assistant and his Story 
would describe his thoughts, feelings and emotions during his illness through Covid. 
 
Nichola explained that Philippe contracted Covid in May 2020.  He had been feeling 
under the weather for a few days with a mild temperature, began to feel more unwell 
and requested a test which was confirmed as positive.  Initially Philippe isolated in his 
bedroom at home and nursed himself with no contact with his wife or daughter.  It was a 
scary time for Philippe due to exposure to news images of death rates increasing across 
the country particularly critically ill patients.  Philippe purchased an oxygen monitor and 
found his levels were very low, he started hallucinating, doing things out of character 
and was hearing voices.  As Philippe’s condition worsened he drove to hospital in a 
weak state and felt increasingly scared and isolated as his wife and daughter could not 
be with him to hold his hand or provide support.  As a Health Care Assistant, Philippe 
was aware of what his deteriorating vital signs were and the knowledge did not help 
alleviate his fear.  Philippe was admitted to Ward 23 and later confirmed he was treated 
really well and the doctors and nurses kept him up-to-date on his condition at all times. 
 
The doctor on the Ward approached Philippe about a research study for Covid and 
Philippe had to make a decision if he wanted to be randomised onto one of four 
treatment options.  Philippe’s wife was also called to the consult about the research 
study.  When asked how Philippe felt about being approached to be involved in a study, 
he confirmed that he never had a second though as in his mind he wanted to help fight 
the battle of Covid.  He did initially feel scared but thought about how his involvement 
might help other patients so he was happy to take part.in the research. 
 
Nichola confirmed that Philippe was not aware that he was prescribed and taking the 
medication (Dexamethasone) which was found to be proven to benefit patients with 
Covid.  Philippe felt a sense of calm after receiving the medication and whilst some side 
effects were experienced, Philippe felt almost instantly the medication was making him 
better.  In respect of advice that Philippe provided for anyone with Covid in the future, he 
felt that purchasing the oxygen measuring device confirmed how poorly he was and felt 
it could have been fatal otherwise. 
 
Nichola referred to the local media articles highlighting the work of Researchers and 
patients in Lancashire taking part in the trial on a breakthrough for Covid treatment.  
Staff had fed back that they were immensely proud to be part of the study and the work 
research study was a particular highlight of their careers.  The team was proud how they 
had pulled together supporting each other and overcoming fears of going onto Wards 
with Covid patients.  It had been extremely hard work but absolutely worth it to get the 
outcome for future patients. 
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An overview was also provided of the research impact on patients for the future, 
including looking at whether genetic characteristics were relevant to critical illness; 
looking at symptoms, response to treatment, transmission and outcomes; new 
symptoms identified to inform Public Health England and identification of patients who 
would be more at risk; and findings identified of several new genetic associations, some 
of which suggested specific treatments for Covid in critical illness. 
 
There had been over 1,800 patients or staff recruited to Covid trials and vaccines were 
on the horizon for the Trust.  A Research Medic had been brought in to help with the 
recovery trial and attended all clinical areas to support clinical staff.  It was noted that 
the research infrastructure was very important and collaboration with clinical staff and 
research provided more patients with opportunities to be involved in trials and studies.  
Nichola commended Ward 23 as an exemplar for integrating research with clinical 
practice.  An overview was also provided on what the Trust could do to support 
research, including supporting communications to staff through all clinical channels; 
ensuring research was mandated and use educational channels to support this; support 
with funding if needed in the pandemic for staff to work on vaccines; ensure the Big Plan 
included research; and including research within future job plans to ensure sustainability 
of research for all multi-disciplinary staff. 
 
Mrs K Partington commended the way the patient story had been presented from the 
patient’s view.  Reference was made to a patient story presented at a meeting yesterday 
through the eyes of the unborn child which had been very moving and evocative.  It was 
noted that information regarding research was a regular feature of the Chief Executive’s 
report to the Board and Mrs K Partington was very proud of the Research team.  Having 
contracted Covid at the start of the pandemic, Mrs K Partington had subsequently joined 
the Practices and Siren research trials providing a commitment to support further 
advancement of knowledge which was important and encouraged others to join the 
research trials. 
 
In response to a question from Mr J Whitaker regarding whether Dexamethodone 
improved mortality rates nationally, Nichola confirmed that was the case and was why 
the trial was a highlight of Researchers’ careers as mentioned in the presentation.  It 
was noted that administration of Dexamethodone to really poorly Covid patients was 
now standard practice. 
 
Professor P O’Neill recognised that for people being asked to take part in research and 
consent to the unknown when they were very unwell required highly developed 
communication skills.  Professor P O’Neill applauded the Research team but also the 
patients who had chosen to take part in the trials and studies. 
 
The Chair referred to various comments posted during the presentation on the Microsoft 
Teams chat function regarding the incredible work that had been undertaken, 
acknowledgement for research and teaching and the positive patient story.  The Chair 
asked Nichola to convey the Board’s thanks to Philippe for agreeing to share his 
thoughts, feelings and emotions and wished him well in his continuing recovery. 

 
186/20 Safety Triangulation Accreditation System (STAR) annual report 

 
A report had been circulated with the agenda providing the first annual report on STAR 
quality assurance activity within the Trust and demonstrated assurance of the process, 
actions and learning taken as a result. 
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Ms S Cullen shared a slide presentation on Microsoft Teams which summarised the 
report including an overview of the monthly STAR audit; accreditation visits; 15-step 
challenge; the journey so far from phase 1 in 2017 to June 2020; visit ratings from July 
2017 to August 2020; the recent Silver and Gold STAR Award celebrations; the impact 
on improving standards; and the structure of Ward to Board reporting and assurance. 
 
It was noted that the results of STAR triangulated with the Care Quality Commission 
findings in the 2018 and 2019 inspection report and could be used as a reasonable 
indicator of areas requiring additional support and focus.  In order to continuously 
improve the STAR framework and ensure the process was efficient and met the 
priorities for the Trust, regular reviews were undertaken which incorporated feedback 
from clinical staff, Governors, Matrons and professional leads and audit questions were 
amended to reflect the focus required in specific areas.  Despite the STAR accreditation 
programme being delayed due to Covid, it was pleasing to note the first Gold STAR 
Award celebration event was held in June for five areas achieving three consecutive 
green outcomes.  The Council of Governors and Board of Directors were invited to the 
virtual event along with five members of each team.  Each member of staff in the areas 
awarded Gold STAR status received a personal letter for their professional portfolio, 
which was positively received, recognising their contribution towards achieving a Gold 
STAR rating.  It was noted that Mersey Internal Audit Agency had assessed the STAR 
quality assurance framework and provided high assurance for the Trust.  Mrs T 
Whiteside confirmed she had attended the Gold STAR Award event and the pride 
shown by everyone involved was evident.  The move to embedding the culture of taking 
ownership of improvements through the structured STAR framework was right for the 
Trust’s future and was a fantastic achievement. 
 
Professor P O’Neill noted the division of medicine appeared to be a poorer performer 
when compared to other divisions and asked whether areas awarded Gold STAR status 
would be involved in mentoring other to achieve a higher STAR rating.  In respect of the 
division of medicine’s position, Ms S Cullen explained that intensive leadership 
development had been required within medicine over the past 18 months.  The last CQC 
Inspection showed positive results in medicine and the leadership was now driving 
improvements within the division, including involvement in the pressure ulcer 
collaborative where improvements were now being seen.  The STAR team had reviewed 
some of the results and had asked medicine to concentrate on areas with a red rating.  
In respect of mentoring by areas awarded Gold STAR status, it was noted that recent 
on-site support had been introduced from Gold STAR teams and progress with 
mentoring would be closely monitored.  Mrs K Swindley added that significant 
improvements had been seen in the last staff survey results for the division of medicine 
and when triangulated the improvements were reflected in the STAR results. 
 
Mr T Watkinson referred to the level of coverage and asked whether all areas were now 
involved in the STAR quality assurance framework and when amending the 
methodology whether learning from the Covid pandemic was being taken into account.  
Ms S Cullen advised that a risk-based approach had been taken on all outstanding 
areas and five areas still required a STAR inspection which it was expected would be 
completed by the end of November 2020.  In terms of learning from Covid and changes 
to the STAR methodology, the usual process would be a review of the framework every 
six months however this had been delayed due to the pandemic and learning would be 
included during the next review.  It was confirmed that the STAR and Continuous 
Improvement teams worked closely therefore improvement messages and learning was 
being picked up. 
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Mr J Whitaker commended the Governors for the support provided to STAR.  In respect 
of the 50% target for all areas achieving Silver STAR status by the end of March 2021, 
Mr J Whitaker noted that the divisions of surgery and diagnostics and clinical support 
had exceeded the target and asked whether the target for those two divisions should be 
stretched for the rest of the year.  Ms S Cullen advised that it was not intended to look at 
a stretch target, there was competition and purposeful sharing of information across 
divisions therefore there was opportunity to drive positive healthy competition without 
amending the current target.  Mr J Whitaker also noted that clinical risk assessment was 
picked up at the last Audit Committee meeting and asked whether clinical risk 
assessments were picked up as part of the STAR framework.  Ms S Cullen confirmed 
that improvements were being seen in clinical risk assessments and they would remain 
an area of focus until improvements were evidenced. 
 
Mrs K Partington noted the report was very clear and welcomed the significant progress 
made to support improvements for patients.  The STAR methodology was powerful 
focused on clinical areas and Mrs K Partington asked how the framework was 
broadened to reach corporate areas.  Ms S Cullen advised that discussions would be 
held with staff as part of the cultural work being undertaken in the Trust.  Part of the 
discussion would include how staff would want to be recognised and the ‘Thank You’ 
offer and discussions had been held with Mrs K Swindley on how STAR could be 
extended.  Mrs K Swindley added that the STAR approach was being used in places 
such as Research but acknowledged the point about extending the framework to 
corporate services.  Ms S Cullen would discuss with Executive Director colleagues the 
principles of using the STAR methodology in non-clinical areas. 
 
Shadow Board discussion – the Chair confirmed that similar questions had been asked 
during the meeting.  Reference had been made to learning and dissemination for wider 
improvement and questions were asked about assurance that the targets outlined within 
the STAR framework would be achieved. 
 
Resolution and action: 
 

• The Board received the report and noted the improvements made as a 
result of implementing the STAR quality assurance system. 

• Ms S Cullen to discuss with Executive Director colleagues how the STAR 
methodology could be aligned to non-clinical areas and a report would be 
presented at a future date to the Safety and Quality Committee.  

 
187/20 Patient Experience annual report 
 

A report had been circulated with the agenda providing an annual summary of feedback 
gathered on patient experience and involvement during 2019/20.  Ms S Cullen provided 
an overview of the contents noting in previous years a complaints report had been 
produced however this year the report provided a more informed view on issues relating 
to patient experience.  Highlights were provided of key achievements and areas of focus 
as detailed in figure 1 in the report, including 98% average response to complaints 
within 35 working days; and a reduction in complaints overall although an increase had 
been seen in PALS concerns in response to patients wanting local resolution rather than 
lodging a formal complaint.  The compliments recorded did not cover the actual amount 
received as many cards and ‘Thank You’ messages were received at local level.  It was 
noted the vast majority of patient experience was positive although it was recognised 
there was a need for focus to ensure a good patient experience. 
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The Picker surveys were touched on with areas of high performance relating to 
maternity and cancer services.  Areas for improvement were identified as emergency 
care and this was worthy of note due to the current challenges, particularly waiting times 
which had seen improvements and had been a real achievement for the emergency 
care team.  From an inpatient perspective the survey results showed that progress was 
still required in some areas and focus would be directed on two early interventions.  The 
first would involve the project developed by Mr Tariq Hany (Consultant Colorectal 
Surgeon) through patients contributing to their care notes.  The Patient Experience 
Improvement Group had selected the project as an initiative it wanted to support, the 
project had won an award this year and charitable funds had been identified to roll-out 
the project across the Trust.  Eventually every patient would have the opportunity to 
keep a personal diary describing what would improve their inpatient experience and the 
diary would form part of the Ward round.  It was recognised the Trust had a significant 
range of essential training however there was little on communication skills which was 
often the root of the majority of complaints therefore focus during the year would be 
directed at rolling out patient contribution to care notes and communication training.  The 
second area for focus would be within children and young people’s services.  The 
division of women and children’s services was currently working through a £3million 
capital plan to improve the environment therefore it was expected that improvements 
would be seen in the survey results this year. 
 
Wider work was also being undertaken with the voluntary sector and Deafway had 
worked with the Trust to introduce hearing loops and the number of registered 
translators had also been increased.  During the year there had been fantastic support 
from the community and over 100 Quran cubes had been donated to Ward areas which 
had made a significant difference to the spiritual comfort of inpatients and families from 
the black, Asian and minority ethnic (BAME) community. 
 
Finally, a special mention was made to the learning disability and mental health team.  
This was a small team who worked incredibly hard to improve the experience for 
patients with evident or hidden learning disabilities or mental health conditions.  Ms S 
Cullen noted it was important to ensure a holistic approach to acute care and with this in 
mind the team had developed easy read materials and this week launched the ‘Hidden 
Disabilities’ scheme and lanyards for patients.  The initiative involved a discrete symbol 
at the back of the patient’s bed to ensure the patient’s needs were met.  Next steps 
would involve the ‘Hidden Disabilities’ scheme and lanyards being rolled out to staff. 
 
Ms S Cullen applauded the efforts of all staff particularly those who worked behind the 
scenes, such as receptionists, to respond in individual ways to support a positive patient 
experience.  Mrs K Partington also welcomed the information on equality and diversity 
contained within the report noting this was the first time that in-depth information had 
been provided which was a markedly positive shift from previous reports. 
 
Ms K Smyth referred to anecdotal comments about the diversity of the Patient 
Experience Improvement Group (PEIG) and asked whether the membership could be 
reviewed.  Ms S Cullen advised that was not her understanding as the membership was 
significant with representation from a widely diverse group, however noted that 
attendance may be varied and some adjustments may need to be considered to ensure 
attendance.  Ms K Smyth referred to the Patient Reference Group being convened 
which would provide another element of ensuring a positive patient experience in the 
future. 



12 

 
Ms K Smyth was pleased to note the number of complaints had reduced and there was 
early resolution at a local level.  In response to a question regarding the quality of 
response letters to complainants, Ms S Cullen confirmed that work had been planned 
earlier in the year although had been delayed due to the pandemic.  It was not possible 
to provide a confirmed date when this work would be completed as activity within the 
Patient Experience and PALS team had started to increase.  However, improvements in 
the quality of complaint responses would be picked up as an element in the Big Plan. 
 
Mrs A Pennell was disappointed with the survey results for children and young people 
although noted that significant improvements were in train.  Mrs A Pennell asked how 
the division was trying to engage with children and young people to shape services and 
provide feedback and whether it was intended to present a patient story to the Board 
through the eyes of a young person.  Ms S Cullen recognised there was a lot of 
improvement work taking place however it was difficult to capture everything within the 
report.  Mrs K Partington and Ms S Cullen had met last month with the Youth Forum 
which had been in place for about 12 months.  The group met on a monthly basis and 
comprised around 20 young people some of whom had contributed to the appointment 
of substantive posts to the children and young people’s team.  Individuals from the 
Youth Forum were used to provide feedback through the 15-step programme from the 
STAR framework, they had identified gaps and also a time-out area they would like to 
see for children and young people.  It was noted that the Youth Forum members were 
very good at identifying what both children and young people needed as there was a 
different perspective from both groups and they were also good at describing what was 
important to them.  In respect of a future patient story through the eyes of a young 
person, Ms S Cullen confirmed that this would be arranged for presentation to either a 
Safety and Quality Committee meeting or a future Board meeting.  Mr T Watkinson 
commented that the results of the Picker survey for children and young people had 
raised some concerns and whilst it had been helpful for Ms S Cullen to provide 
assurance on the work that was being undertaken it would be helpful to include the 
information within future reports. 
 
Mr T Watkinson referred to the friends and family test noting the small number of 
patients completing the questionnaire and asked whether innovative ways of receiving 
feedback from patients were being considered.  Ms S Cullen advised that a 2-3% 
improvement had been seen in the response rate during the last 12 months due to the 
introduction of a paper-based questionnaire and the way in which patients were being 
asked to score their care was also changing.  It was noted maternity services had 
completed some positive work using white boards in the room asking people to 
comment on their care before they left the hospital.  Ms S Cullen acknowledged the 
point about innovative ways to provide feedback and this would be further explored. 
 
The Chair noted there were some areas where low scores had been seen over a couple 
of years which suggested the actions introduced were not making a positive difference 
and asked how areas were prioritised if improvements were not seen over time.  Ms S 
Cullen noted that children and young people was one such area and the approach to be 
taken this year would be different.  Once positive change related to the patient 
contribution to care notes and the second was communication, as referenced earlier in 
the meeting.  The Trust would be focussing on both issues this year to ensure 
improvements were introduced and embedded.  
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Shadow Board discussion – the Chair noted there was a particular question around 
where the Trust was in respect of a live reporting environment.  A question was also 
raised around the key themes and how the information was collated to ensure areas 
were not operating in silos and actions could be introduced across the Trust. 
 
Resolution and actions: 
 

• The Board received the report and noted the contents. 
• Ms S Cullen to look at the Patient Experience Improvement Group and the 

issue around attendance at meetings. 
• Ms S Cullen to arrange for a young person’s patient story to be presented 

to either a Safety and Quality Committee meeting or future Board meeting. 
• Ms S Cullen to arrange for actions in response to the outcomes of Picker 

surveys to be more explicit in future reports. 
 
188/20 Annual mortality review report  

 
 A report had been circulated with the agenda providing an update and assurance to the 

Board that the Trust had robust governance arrangements in place to review, report and 
learn from patient deaths.  The report presented a range of mortality review information, 
benchmarking data and audit outcomes to provide assurance in the following areas: 

 
 Covid-19 deaths 
 Mortality reviews including secondary structured judgement reviews 
 Learning disabilities (LeDeR) deaths 
 Medical Examiner reviews 
 Perinatal, neonatal and child deaths 
 Mortality benchmarking 

 
 It was noted that serious incident investigations and Strategic Executive Information 

System (StEIS) reported incidents were reported separately to the Safety and Quality 
Committee and did not form part of the report, however learning from those deaths had 
been included in the narrative. 

 
 Dr G Skailes provided an overview of the contents noting the key highlights within the 

report.  During 2019/20 it was noted a total of 1,830 patients died of which 770 had a 
mortality review which equated to 42% of cases which was above the national average 
of 10%.  The mortality benchmarking information highlighted the Trust was performing 
as expected or better than national and regional peers and mortality had been 
extensively reported through the Safety and Quality Committee.  Dr G Skailes also 
referred to the ‘Getting it Right First Time’ (GIRFT) programme noting that the Trust’s 
mortality process had been identified as a positive outlier and an area of good practice.  
Reference was made to the Intensive Care National Audit and Research Centre 
(ICNARC) report recently received comparing Covid-19 risk adjusted outcomes by 
Critical Care units which provided very positive results for the Trust when compared to 
other Critical Care units. 

 
 In summary, the report provided an overview of metrics on mortality, triangulated with 

sources of data available from other organisations and confirmed a complete Medical 
Examiner process was operating within the Trust. 
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 Mr J Whitaker drew attention to references within the report to patients with a learning 
disability noting it had raised a broader question regarding identification of patients with 
a learning disability and whether there were issues in terms of the way treatment was 
provided.  Dr G Skailes felt more work was required in this area as it was recognised 
there was an issue in terms of identifying individuals with a learning disability.  The 
community and primary care services were working across the ICP and with Lancashire 
and South Cumbria NHS Foundation Trust to ensure there was an appropriate 
identifying flag to support those patients’ needs.  In response to a question regarding the 
level of confidence that this work would be completed, Dr G Skailes advised that Ms S 
Cullen and her team had undertaken some significant work for Ward staff to identify and 
support individuals with a learning disability and some improvements had been 
introduced although it was recognised there was more work to do which would be fed 
through the Safety and Quality Committee forum. 

 
 Ms S Cullen welcomed the report noting it was positive the Board was looking at 

mortality in this way.  In relation to the comment regarding the level of confidence to 
deliver the work around patients with a learning disability, Ms S Cullen referred to the 
number of patients with gaps in care, learning would be taken and actions developed 
which would provide assurance that the issues had been identified as it would be 
unlikely to see no gaps in such reports.  The independence of the Medical Examiner role 
was also important and Ms S Cullen applauded the candour to make improvements for 
patients going forward.  Dr G Skailes supported the comment regarding independence 
of the Medical Examiner role which was crucial to provide assurance on mortality. 

 
 Mrs A Brotherton asked whether more could be done to share best practice from areas 

reviewing high numbers of cases and whether there was any support that could be 
provided to poorer performing specialties.  Dr G Skailes confirmed that learning was 
shared through the weekly Safety and Learning Group forum.  The challenge for some 
specialties undertaking mortality reviews related to asymmetric numbers, such as within 
the division of medicine which was quite challenged in relation to time to dedicate to 
mortality reviews.  If it was agreed that dedicated focus was required on mortality 
reviews then time would need to be funded although this would also bring its own 
challenges.  It was intended to see how the new Medical Examiner initial overview 
methodology worked as there was an expectation that only a small number of cases 
would need a deeper dive therefore time would be required to work through the mortality 
review process to determine if additional resource was required in future. 

 
 Mrs T Whiteside welcomed the very comprehensive report, supported the 

recommendation that the report be provided annually and suggested there should be 
greater emphasis in future reports on the actions and learning taken from the reviews. 

 
 Resolution and action: 
 

• The Board received the report, noted the contents and confirmed it was 
assured of the robust arrangements in place relating to patient deaths. 

• The Board agreed that the annual mortality review report should be 
included on the Board cycle of business. 

• The mortality reviews would continue to be reported through the Safety and 
Quality Committee with the spotlight maintained on patients with a learning 
disability and the perspective on work being undertaken at a system level. 

• Dr G Skailes to arrange for greater emphasis in future reports on the 
actions and learning taken from mortality reviews. 



15 

 
189/20 Learning from Covid-19 
 

A report had been circulated with the agenda providing interim evaluation of key learning 
and experiences of staff across the Trust since the onset of the Covid pandemic and 
Mrs A Brotherton provided an overview of the contents.  The report captured some of 
the practical details on rapid changes that had been introduced; details of what had or 
had not worked and covered five broad themes (our staff response; remote working; 
communication; implementing new processes; and emergency preparedness and 
continuity planning).  The report also captured the context, exploring how collaboration, 
behaviours and leadership had impacted on the new ways of working.  In addition, the 
report focused on the contents, approaches and behaviours which had supported or 
hindered the period of rapid change.  Mrs A Brotherton acknowledged the support 
provided by the Deputy Director of Workforce and Organisational Development (Mrs L 
Graham) along with colleagues within the Advancing Quality Alliance (AQuA); the 
Healthier Lancashire and South Cumbria Integrated Care System; and the University of 
Central Lancashire for their input and support with the strategy and the work of the 
Covid Learning Task and Finish Group. 
 
Mrs A Brotherton advised that the outcome from staff interviews showed an appreciation 
of team working during the early stages of Covid and the value of remote working being 
introduced rapidly and thanks were extended to Mrs K Swindley and Mr S Dobson for 
supporting those changes.  Another strong positive theme from the staff interviews 
related to appreciation of the regular communication provided across the Trust, 
particularly the Chief Executive’s daily briefing and weekly Podcast and the regular 
meetings led by Ms S Cullen and Ms F Button with professionals and operational 
managers.  Learning from the exercise had also been fed into the next phase of 
recovery and resilience. 
 
Mr J Whitaker was interested in some of the comments relating to the Covid crisis 
‘freeing’ staff to help with change to prioritise patients and asked if there was a 
permission culture in the Trust which may need to be addressed.  Mrs A Brotherton 
confirmed that the comments would be picked up through the workforce and education 
teams around encouraging empowerment in leaders as throughout the crisis it appeared 
leaders felt more empowered.  Reference was made to a piece of work being led by the 
Deputy Director of Workforce and Organisational Development on culture and 
leadership and it had been recognised that some permission processes needed to be 
removed with freedom to act within a framework adopted through the continuous 
improvement approach.  Mrs K Swindley acknowledged the comment from Mr J 
Whitaker noting leaders recognised at the onset of Covid that permissions changed 
across the system and nationally although some freedoms currently available within the 
Trust may no longer be available when normal business resumed.  The Deputy Director 
of Workforce and Organisational Development was working with teams to see how less 
bureaucratic internal systems could be introduced although there would not be freedom 
to decide on some issues so there may be a need to meet somewhere in the middle. 
 
Mrs T Whiteside noted that some tremendous initiatives had been introduced to improve 
patient experience and ‘think outside the box’ and asked as part of next steps how 
quickly the positive learning could be introduced.  In addition, how issues regarding pace 
of decision-making would be taken into governance reviews and whether there were any 
examples across the Trust.  Mrs A Brotherton confirmed that some areas of learning had 
already been incorporated and fed into the plan for the next recovery phase.  It was 
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recognised there was further learning, for example how the gains could be retained as it 
would be disappointing to slip back on the benefits that had been realised.  In relation to 
pace of decision-making, this was something the Executive Team was focused on.  
However there would need to be balance going forward as rapid decisions may not 
allow ownership by staff therefore a more command and control model could be 
introduced.  Work was ongoing through the Big Rooms and Microsystem Coaching 
Academy about freedoms that were needed.  Mrs K Swindley noted that one of the 
themes coming out from staff interviews was that sometimes decisions were made too 
quickly and as there was a need for immediate reaction staff did not feel engaged or 
involved in decisions, so there was a need to strike the right balance. 
 
Professor P O’Neill commended the report as a high quality piece of grounded research.  
A question was raised regarding how things that had been unfrozen during the 
pandemic could help to shape the Big Plan and opportunities for implementation through 
the Big Plan.  Mrs A Brotherton provided an example of using virtual meetings to engage 
with large numbers of staff to maintain pace and drive implementation.  In respect of 
how this could be built into the Big Plan, Mrs K Swindley reminded the Board of the 
planned Away Day on 14 October 2020 when this could be considered.  In respect of 
agile working the Deputy Director of Workforce and Organisational Development was 
looking at processes, contracts and the overall model of working for a range of people 
and five areas were currently piloting the changes as there would be a need to ensure 
communication, engagement and support for health and wellbeing for all staff.  It was 
noted that prior to the Board Away Day on 14 October 2020 Mrs K Swindley would be 
circulating some pre-reading material to inform the Board discussion including looking at 
different ways of working. 
 
Mrs A Pennell noted that the recommendation in the executive summary to note the 
information contained in the report did not align to what had taken place during the 
meeting, i.e. the information had been discussed, scrutinised and the Board received 
assurance from the report, therefore the recommendation would need to be refocused. 
 
Resolution and action: 
 

• The Board received the report, discussed the contents and was 
appropriately assured that learning from the Covid pandemic was being 
enacted where appropriate. 

• The Board noted that learning from Covid would inform some pre-reading 
material which Mrs K Swindley would circulate to support discussions and 
review of the Big Plan at the Board Away Day on 14 October 2020. 

• Mrs A Brotherton to refocus the recommendation to the Board within the 
report for the enduring record. 

 
190/20 Integrated performance report as at 30 August 2020 
 

A copy of the integrated performance report as at 30 August 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.  Ms F Button also provided information on the September position in relation to 
increases in elective activity; non-elective activity; delays in flow due to the closure of 
stranded beds which was a national issue; and the increase in bed occupancy. 
 



17 

In response to a request for clarification on mutual aid across the ICS to manage the 
waiting list, Ms F Button confirmed that Medical Directors across the ICS had met to 
discuss equity for all patients across the system.  Dr G Skailes explained that an 
Elective Care Recovery Board had been set up across the ICS involving a number of 
work streams.  Dr G Skailes chaired the ICS Medical Prioritisation Group which met 
regularly to look at principles that needed to be set and Ms F Button and Chief 
Operating Officer colleagues met to consider capacity gaps and whether organisations 
had the ability to provide assistance through mutual aid.  It was noted that mutual aid 
was a responsive offer adopted between the four neighbouring acute provider Trusts as 
required and the initiative had been introduced due to the Covid pandemic.  In addition, 
all Business Intelligence teams shared patient-level and procedure-level data along with 
phase 3 recovery plans to see the challenges each organisation was facing. 
 
Ms S Cullen provided an update on the presence of Covid within the hospitals, noting 
seven patients were in the Critical Care unit with 22 Covid-positive patients occupying 
hospital beds.  There had been three staff and one patient Covid outbreak which would 
be reported to the Safety and Quality Committee at the October meeting.  An increase 
had also been seen in the community in respect of prevalence of infection.  Overall, the 
position in relation to Covid was expected to be challenging during the coming weeks. 
 
Mr G Rossington referred to the ICP clinical pathways and asked for assurance that re-
engineering was being undertaken on an end-to-end basis and not just from an acute 
pathway perspective.  Dr G Skailes confirmed it would be vital to undertake end-to-end 
transformation on the ICP clinical pathway and the Clinical Professional Forum set up 
across the ICP in April 2020 comprised clinical colleagues from the Trust, Lancashire 
and South Cumbria NHS Foundation Trust and the local CCGs with a commitment to 
work on an end-to-end pathway transformation.  

 
191/20 Guardian of Safe Working  
 

A report had been circulated with the agenda providing assurance that junior doctors 
were safety rostered within the Trust and working hours were safe and in line with the 
new safe working rules as set out within the 2016 junior doctors’ contract.  Mrs K 
Swindley provided an overview of the contents noting the Board’s previous request for 
numbers and percentages and confirmed both data forms were now included. 
 
Ms S Cullen asked for a view regarding feedback provided relating to medicine at 
Chorley and whether the report demonstrated improvements.  Mrs K Swindley confirmed 
there had been improvements although the reporting period was difficult to analyse due 
to a range of changes that needed to be introduced to support management of the 
pandemic.  It was felt there would be a need to look at the next quarterly report although 
it was felt that the ongoing pandemic may also influence those results.  Therefore, at the 
current time, significant assurance could not be confirmed. 
 
In respect of demands due to Covid and winter pressures placed on staff, Mr J Whitaker 
asked whether there was a timescale for refurbishment of the Charters Restaurant and 
the sleep pod area.  Mrs K Swindley confirmed that work was progressing although a 
definitive timeline was awaited on when the contractors could commence on site.  The 
original area identified for the sleep pods had been repurposed as a staff changing area,  
plans for the sleep pods had been drafted, funding was in place and the Staff Recreation 
Group met on a fortnightly basis to keep work on track.  It was noted that the work being 
completed would cover both the Chorley and Preston hospital sites. 
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Resolution: 
 

• The Board received the report and noted the contents. 
 
192/20 Our Health Our Care Programme update  
 

A report had been circulated with the agenda providing an update on the current 
assurance position of the Our Health Our Care programme and Mr J Pawluk joined the 
meeting to deliver the contents as outlined within the executive summary. 
 
In response to item 5 on the action log relating to the consultation plan being forwarded 
to Board members and Governors who would identify any groups not included within the 
consultation plan, Mr J Pawluk confirmed the information should be circulated next 
week.  Mr J Pawluk took the opportunity to thank Governors for their engagement at the 
end of August to assist with developing literature and providing thoughts on consultation. 
 
Mrs T Whiteside referred to the changing needs and requirements of NHSE/I and delay 
to the consultation and asked what this may mean for the Trust’s strategic plans.  It was 
noted that in the update report the risk section referred to project risk and did not look at 
the position from the perspective of the Trust so there was a need for clarity on the risks 
to be faced by the Trust through protracted delays.  Mrs K Partington advised that from 
a Trust perspective there was a risk around reputational damage.  A significant number 
of clinicians were working on the programme across the ICP along with partners.  Dr G 
Skailes added that there was also a concern around the clinical risk if the position 
continued whereby the Trust was unable to progress to move towards a final position on 
service reconfiguration so the Trust was committed to move the programme forward as 
rapidly as possible and provide assurance of this to the local population. 
 
Mr T Watkinson asked whether there were some decisions the Trust could take on its 
services without the need for consultation.  Dr G Skailes explained that as acute 
reconfiguration would constitute a major change then formal consultation would be 
required.  In terms of wider transformation, Mr G Rossington referred to the earlier 
discussion regarding the end-to-end clinical pathway noting this work was ongoing and 
would not require formal consultation.  The Board recognised there were several steps 
in the process and there was a need to wait for some elements of the programme to go 
through the formal consultation process. 
 
Mrs T Whiteside asked for clarification on what changes could potentially be enacted 
without formal consultation.  Mr J Pawluk explained that NHSE/I had several criteria 
against which service changes were assessed and there was also a national set of 
criteria used to assess what proposals were or were not contingent on consultation.  It 
was noted part of the distinction around consultation related to issues such as the scale 
of change; concerns from the public that should be considered; the risk position; and 
geographical considerations.  In respect of proposals for delivering effective prevention 
and working across the system, it was noted that such initiatives should be able to 
proceed as there was engagement with patients on those changes.  Some proposals, 
for example delivery of future emergency care pathways would trigger the threshold for 
consultation, there would be a need to allow the process to be completed and there 
should be no steps taken to undermine the process.  In summary, it was noted that 
current work with the ICP, community and prevention work could go ahead and where 
new services could be developed they could be progressed.  However, other areas such 
as emergency services would be subject to formal consultation. 
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Resolution: 
 

• The Board received the report and noted the contents. 
• The Board noted that through delays in the consultation process there 

were some reputational and potentially quality risks which the Board would 
need to be conscious of. 

 
193/20 Continuous Improvement update: Microsystem Coaching Academy 
 

A report had been circulated with the agenda providing a comprehensive update on 
progress of the local level improvement programmes being facilitated by the Continuous 
Improvement team as part of the Microsystem Coaching Academy (MCA) programme.  
The report provided a detailed update of the work completed in undertaking the MCA 
training and outlined plans for the launch of the local MCA on 24 November 2020.  Mrs 
A Brotherton confirmed that calendar invites to the launch event would be forwarded to 
Board members as soon as a Keynote Speaker had been secured.  A summary was 
presented of the evaluation of year one of the MCA programme along with a continuous 
improvement storyboard of the work undertaken to date.  The report also provided a 
synopsis update of the system and flow coaching academy programmes and an update 
on progress made on the next key steps to embed continuous improvement across the 
Trust. 
 
Mr T Watkinson referred to the patient flow developments which seemed to be at 
juxtaposition with the information contained in the integrated performance report 
particularly in respect of discharges before noon.  Mrs A Brotherton clarified that the 
performance report presented earlier by Ms F Button contained information at an 
organisational level whilst the continuous improvement report detailed the topics wards 
and departments had decided to focus on.  For example, the medical assessment unit 
had decided not to wait for Bed Managers to contact them and they have devised a 
system to pull patients who need to go to the unit.  It was noted that time would be 
needed for the work at local level to aggregate up to the integrated performance report. 
 
In terms of the MCA initiatives, Mr J Whitaker asked where the initiatives were logged 
for visibility across the organisation.  Mrs A Brotherton confirmed that the MCA initiatives 
were logged on the Smart Sheet tool which was being compiled by the Business 
Support Team therefore the information was held centrally on one system.  A continuous 
improvement dashboard had also been developed.  It was noted that going forward it 
would be possible to present the various levels of work and include the measures and 
dashboard against the quadruple aim. 
 
Mrs K Partington noted that she would be involved along with Mrs A Brotherton in 
delivering a presentation to NHS Providers next week on the work the Continuous 
Improvement team had been undertaking as part of the Sheffield Flow Coaching 
Academy. 
 
Mrs K Partington recognised and thanked Mrs A Brotherton and her team for the 
significant improvement work that had been delivered in such a short space of time. 
 
Shadow Board discussion – the Chair noted that Shadow Board participants had 
discussed the report and points raised related to how cross benefit was measured and 
how abstract time was accounted for.  Additionally, it was suggested that consideration 
be given to clarity on benefits realisation at local level. 
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Resolution: 
 

• The Board received the report and noted the progress made in the design 
and delivery of the local level continuous improvement programmes and 
preparation to launch the local Microsystem Coaching Academy. 

• The Board noted the progress made in the design and delivery of the 
system and pathway level continuous improvement programmes, the 
divisional projects, the plans to further build improvement capability across 
the organisation and the development of the second continuous 
improvement strategy. 

 
194/20 ICP governance structure 
 

A report had been circulated with the agenda providing an update in relation to the 
revised governance structure including an overview of the roles and responsibilities of 
the component ICP Boards and Committees and an outline of the approach taken to 
developing priorities for the Central Lancashire health and care economy.  Mrs S James 
joined the meeting and presented the contents of the report for information. 
 
It was noted that time had been spent with Non-Executive and Executive Directors prior 
to the Board meeting to discuss the revised governance structure to help with 
understanding.  The report was a standard slide deck which had been presented to and 
positively received by all ICP statutory bodies and feedback provided by Board 
members had been included.  It was explained that partnership was an enabling 
collaboration and structure which would provide rigour on working together, not about 
taking decision-making away from or setting up a new organisation. 
 
Attention was drawn to page 3 of the report containing recommendations and specific 
feedback and context from members of the Board.  It was noted that significant 
discussion had taken place on various aspects of the governance structure and specific 
feedback was included.  Three points has been raised by a number of Board members 
relating to: 
 
(a) ICP vision and aims – it was noted that whilst the aims of the ICP aligned well with 

the Board’s aims, there was a need to focus on enablement and collaboration to 
ensure they were not skewed with organisational aims.  It was recognised work was 
needed to ensure the ICP aims were distinct from organisational aims. 

 
(b) Decision making – some Board members raised concerns that the partnership may 

be seen as a decision-making forum however Mrs S James emphasised that this 
was not the intention and decision-making was not included in the governance 
structure. 

 
(c) Committees in Common – it was noted that these would be clinical and professional 

forums and reference was made to the significant progress on joint working that had 
been seen during the Covid pandemic.  During discussion with Board members it 
was identified that it would be helpful for feedback to be provided on the function and 
purpose of the Committees in Common and Mrs S James provided a high level 
overview of what the Committees had been set up to do.  It was recognised there 
was a need for clarity and a statement of intent had been requested from each 
Committees in Common however it was intended to look at changing the title from 
Committees in Common to ‘ICP Committees’. 
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Ms S Cullen welcomed the work that had been undertaken noting it was good to see 
movement and momentum around the ICP governance structure.  It was noted that the 
Trust’s Committees of the Board provided assurance and there was no desire to repeat 
that work.  Ms S Cullen explained that the risk for her portfolio would be duplication of 
assurance and feeding into the ICP Assurance Committee would mean reporting to 
three separate forums therefore creating significant duplication.  It was confirmed that 
for a number of months a representative from the local CCGs (Mrs H Curtis, Director of 
Quality and Performance) had attended the Trust’s monthly Safety and Quality 
Committee meeting which provided an end-to-end picture and felt that it may be 
possible to look at representation on already established Committees of the Board. 
 
A lengthy discussion was held regarding the proposed ICP governance structure and 
whilst there was full support for working collaboratively as a group or for a common aim 
locally, various members of the Board suggested further clarification would be required 
on specific points relating to: 
 
 The role of the ICS as a commissioning body and possible statutory body versus the 

role of the ICP and local CCG. 
 The language used within the ICP governance structure would be important to 

ensure not only stakeholders were clear but there was an understanding of structure 
by stakeholders and members of the public. 

 Clarification and understanding around the benefit of Committees in Common as at 
the moment these were seen as an additional meeting and governance 
arrangements which did not add value.  Where decision-making and authority sat 
would also need to be clearly articulated. 

 It was felt the report and the ICP governance structure was geared towards the 
structure for transformation, significant decisions and dealing with conflict.  It was 
recognised there was power in collaboration although the report did not explain how 
through the ICP collaboration would be encouraged which could add value at pace.  
It was also felt the ICP should focus on how to encourage a system of collaboration. 

 
Mrs K Partington referred to the Board Away Day on 14 October and the agenda would 
contain a conversation on the ICP/ICS to allow the Board a deeper dive on the proposed 
ICP governance structure as there may not be an opportunity to respond to everything in 
full at today’s meeting. 
 
In respect of terminology, Mrs S James agreed there was a need to consider how 
elements of the proposed structure were articulated and part of improved collaboration 
aligned to improved outcomes for patients across systems and boundaries.  Mrs S 
James confirmed that further information on the proposed ICP governance structure 
could be provided to inform the forthcoming Board Away Day discussion. 
 
Mrs A Pennell referred to recommendation three within the executive summary and 
suggested the recommendation be reworded to ‘Explore the opportunities in developing 
the Committees in Common, starting with the Safety and Quality Committee, with a 
proposal being brought to the Board of Directors’. 
 
In summarising the discussion, the Chair noted that a helpful conversation had been 
held regarding the proposed ICP governance structure and there was absolute 
commitment by the Board to partnership and collaboration which would be taken away 
by Mrs S James as an underlying principle.  Issues however remained regarding 
decision-making and accountability and where that rested and there would be a further 
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opportunity for the Board to consider this at the Board Away Day session on 14 October.  
However, the Trust may wish to draw on Mersey Internal Audit Agency to assist with the 
Board’s thinking.  The Chair also referred to similar discussions that had been held in 
respect of the terms of reference for the Provider Collaborative Board and the 
agreement that had been reached on a clear view about reverting to the Board when 
there was a view needed on joint decisions. 
 
Mrs T Whiteside asked whether the Board supported, in principle, all or parts of the 
proposal and whether it was agreeing to hold in reserve Committees in Common.  The 
Chair clarified that the Board was holding in reserve the recommendation regarding 
Committees in Common but was happy to support the direction of travel in terms of 
partnership and collaboration which would not stifle further thinking although the Board 
was not agreeing to the establishment of Committees in Common at this time. 

 
Resolution and action: 
 

• The Board received the report, noted the contents and agreed to share the 
materials with respective teams. 

• The Board confirmed its support for development of the Central Lancashire 
ICP through participating as members within the relevant System Delivery 
Boards and ICP Board. 

• Amend the third recommendation to ‘Explore the opportunities in 
developing the Committee in Common, starting with the Safety and Quality 
Committee, with proposals being brought to the Board of Directors’.  Once 
the wording had been amended the Board was happy to support the 
recommendation. 

 
195/20 Scheme of Delegation: temporary changes 
 

A report had been circulated with the agenda requesting approval of temporary changes 
to the Scheme of Delegation to implement a robust governance process for its 
delegated decision-making capacity during the Covid-19 pandemic.  However, owing to 
time constraints and the need for a fuller conversation it was agreed that the discussion 
would be moved to the part II Board agenda and the report and decision taken would be 
included in the meeting pack for the next public Board meeting. 
 
Resolution: 
 

• The report and recommendations would be discussed further in the part II 
Board meeting and the report and decision taken would be included in the 
meeting pack for the public Board meeting on 3 December 2020. 

 
196/20 Raising Concerns/Whistleblowing annual report 
 

A report had been circulated with the agenda providing an update on recent Freedom to 
Speak Up and whistleblowing activity since the last report to the Board in June 2020.  
Mrs K Swindley provided an overview of the contents which included a summary of 
performance in quarter 1 along with performance to mid-September in quarter 2.  It was 
noted that an increased number of contacts had been seen to the Freedom to Speak Up 
service, in part due to amalgamating the Freedom to Speak Up and Valuing Your Voice 
reporting systems.  A copy of the Freedom to Speak Up action plan had also been 
appended to the report for information. 
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Attention was drawn to the recent case review undertaken by the National Guardians 
Office of processes for raising concerns at Whittington Health NHS Trust.  In response, 
a benchmarking exercise had been undertaken against the findings of the review and a 
number of actions had been identified that would be included in the Trust’s Freedom to 
Speak Up action plan.  A copy of the benchmark data was attached to the report and a 
link provided to the National Guardians Office. 
 
Mr T Watkinson, as the nominated Non-Executive Director for Freedom to Speak Up, 
supported both the contents of the report and the comments made by Mrs K Swindley, 
and commended the support provided by the Trust’s Freedom to Speak Up Guardian 
(Mr S O’Brien) who had been excellent and thoughtful in his management of issues 
raised.  Mr T Watkinson provided assurance to the Board that the Freedom to Speak Up 
process within the Trust was robust and working in line with expectations. 
 
Ms S Cullen noted that 95% of people raising concerns had provided positive feedback 
and asked whether the 5% negative feedback was being addressed through the 
Freedom to Speak Up Group.  Additionally, a query was raised regarding whether there 
was a need to reflect on the Board’s development on Freedom to Speak Up and how 
this could be built into future plans.  Mrs K Swindley confirmed that the remaining 5% 
feedback had not necessarily been negative, just not as positive although anything 
negative would be picked up by the Freedom to Speak Up Group.  In respect of the 
Board’s development, Mrs K Swindley confirmed that the Board Development sessions 
had been delayed due to Covid although a plan had been compiled to provide some 
further development and Freedom to Speak Up would be built into the Board Workshop 
programme. 
 
Resolution: 
 

• The Board received the report, noted the contents and the assurance 
provided by Mr T Watkinson that the Freedom to Speak Up process within 
the Trust was robust and working in line with expectations. 

 
197/20 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.  The report also detailed those 
operational risks that may compromise the achievement of the Trust’s high level 
strategic objectives.  Ms S Cullen provided an overview of the contents as described in 
the executive summary and noted one operational high risk had been escalated to the 
Board within the board assurance framework relating to Covid-19. 
 
Mrs K Swindley noted the lack of strategic risk around tertiary services and asked 
whether the assurance process meant the risk would be continually reviewed in case it 
increased.  Ms S Cullen noted that Dr G Skailes owned the risk and would continually 
review on a quarterly basis however if things changed in the meantime there may be a 
need for an earlier review which would be initiated by Dr G Skailes. 
 
Mrs T Whiteside highlighted the change in the ‘Deliver Value for Money’ strategic risk 
due to uncertainty and fluidity in financial models in terms of funding going forward 
noting that a lengthy debate had been held at the last Finance and Performance 
Committee meeting.  Mr J Wood recognised in the first six months of the year the Trust 
was reporting a break-even position which was a positive result.  In respect of the 
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spending envelopes for the remaining six months it was not yet clear of the intentions 
across the NHS although the forecast may be in excess of the funding envelopes 
therefore the Board would need to be aware of the position and look at mitigation over 
the next six months. 

 
Resolution: 
 

• The Board received the report and noted the updates provided on the five 
strategic risks. 

• The Board noted the contents of the Covid-19 operational risk which may 
compromise the achievement of the Trust’s high level strategic objectives. 

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

 
198/20 Committee Chairs’ reports 
 

Copies of the following Committee Chairs’ reports had been circulated with the agenda 
and Committee Chairs provided highlights from respective reports for information: 
 
(a) Audit Committee on 24 September 2020 – there was nothing further to add to the 

report narrative. 
 

(b) Charitable Funds Committee on 15 September 2020 – Mr G Rossington noted 
that expenditure of circa £0.5million had been approved from charitable funds during 
the reporting period including support provided to the sleep pods development. 

 
(c) Finance and Performance Committee on 18 August and 22 September 2020 – 

Mrs T Whiteside confirmed there was nothing further to add to the report narrative. 
 

(d) Safety and Quality Committee on 28 August and 25 September 2020 – Mrs A 
Pennell referred to items for positive escalation noting that the Committee had 
trialled the new approach to performance reporting using statistical process control 
(SPC) charts and at some point the new format reporting brought to the Board of 
Directors for approval. 

 
(e) Workforce Committee on 8 September 2020 – Mr J Whitaker advised that 

information had been presented on the disciplinary process and improvements in the 
time taken to close disciplinary cases.  Additionally, the results from the staff survey 
had been recognised for positive escalation particularly the improvements in 
engagement reported by staff within the division of medicine. 

 
199/20 Reports for information 
 

The following report had been circulated with the agenda and the contents were noted 
for information: 
 
(a) Maternity and Neonatal Services update including CNST 
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200/20 Date, time and venue of next meeting 
 

The next meeting of the Board of Directors will be held on Thursday, 3 December 2020 
at 2.00pm using Microsoft Teams.  

 
 
 
 
 
Signed: ______________________________ 
 Chair 
 
Date: ______________________________ 
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Action log: Board of Directors (part I) – 1 October 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 for 3 December 2020 – the Board is 
asked to accept this action will be paused until 
the second wave of the pandemic is over. 

 
 
  



COMPLETED ACTIONS (for information) 
 

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

1. 154/20 6 Aug 2020 

Our Health Our Care programme – the consultation 
plan to be forwarded to Board members and 
Governors who would identify any groups not included 
within the consultation plan. J Pawluk 3 Dec 2020 

Completed 
Update 1 October 2020 – the consultation 
plan should be available for circulation next 
week. 
Update for 3 December 2020 – consultation 
plan circulated. 

2. 155/20 6 Aug 2020 

Continuous Improvement update – include an 
appendix in the next report outlining the initiatives 
relating to Covid improvements which were being 
taken forward using CI methodology, and include a 
copy of the communications plan for information. 

A Brotherton 1 Oct 2020 

Completed 
Update 1 October 2020 – report included on 
the agenda. 

3. 158/20 6 Aug 2020 

Constitutional review regarding Appointed Governor 
representation – the Council of Governors at their next 
meeting to consider and agree the level of substitute 
Local Authority representation and any minimum 
requirements for attendance at Council of Governor 
meetings. 

D Scambler 22 Oct 2020 

Completed 
Update 1 October 2020 – the discussion 
would be picked up at the next Council of 
Governors meeting on 22 October. 

4. 187/20 1 Oct 2020 

Patient Experience annual report: 
(a) Look at the Patient Experience and Involvement 

Group and issues around attendance at meetings. 
(b) Arrange for a young person’s patient story to be 

presented to either a Safety and Quality 
Committee meeting or future Board meeting. 

(c) Arrange for actions in response to the outcomes 
of Picker surveys to be explicit in future reports. 

S Cullen 3 Dec 2020 

Completed 
Update for 3 December 2020: 
(a) Work has been commissioned and the 

results will be fed back to the Patient 
Experience and Involvement Group and 
the Safety and Quality Committee. 

(b) The Nurse Director for Children will be 
arranging for a young person’s patient 
story to be presented to Board in February 
2021. 

(c) Information to be included in future 
reports. 

5. 188/20 1 Oct 2020 
Annual mortality review report – arrange for greater 
emphasis in future reports on the actions and learning 
taken from mortality reviews. 

G Skailes 3 Dec 2020 
Completed 
Update for 3 December 2020 – information to 
be included in future reports. 



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

6. 112/20 4 Jun 2020 

Central repository on lessons learned – to be 
presented to the Board once full information available. 

A Brotherton To be 
confirmed 

Completed 
Update for 6 August 2020 – the Learning 
from Covid-19 Task and Finish Group 
continues to meet, the interviews with staff 
across the organisation have been completed, 
the thematic analysis is underway and the 
report and learning will be shared with the 
Board once the report is completed.  
Additionally, we are participating in the 
learning from Covid work that is being 
captured at an ICS level working in 
collaboration with local Universities. 
Update 1 October 2020 – internal work had 
been completed and a report was included on 
the agenda for today’s meeting.  The wider 
work with the Universities and ICS would be 
reported to the Board when completed. 
Update 3 December 2020 - The interim 
lessons learned from Covid has been 
presented to the Board at the October Board 
meeting. Further work is ongoing to capture 
the lessons learned in Wave 2 and are being 
shared through the Lessons Learned bulletins. 

7. 189/20 1 Oct 2020 

Learning from Covid-19 – the recommendation to the 
Board to be amended to show the Board had been 
asked to discuss, scrutinise and receive assurance 
from the report. 

A Brotherton 3 Dec 2020 

Completed 
Update 3 December 2020 – Wording been 
amended in line with Board comments 

8. 184/20 1 Oct 2020 

Progress to reduce patient moves – information to be 
contained within future continuous improvement 
reports. 

A Brotherton 3 Dec 2020 

Completed 
Update 3 December 2020 - Progress will be 
reported in the system level improvement 
programmes updates within the CI update 
paper from the next board meeting as the 
patient flow dashboard has now been 
developed and is now being used to inform our 



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

improvement work in the flow operational 
group, chaired by our Deputy Chief Operating 
Officer. 

9. 153/20 6 Aug 2020 

ICS strategy – the draft ICS general strategy to be 
shared with Board members. 

K Partington 3 Dec 2020 

Completed 
Update 1 October 2020 – it was confirmed 
that the strategy had been shared and 
comments made and work would be 
undertaken to further refine the document 
which would be presented to the Provider 
Collaborative Board then to individual Trust 
Boards.  
Update 3 December 2020 – Draft Strategy 
has been shared. 

10. 194/20 1 Oct 2020 

ICP governance structure – the third recommendation 
to be amended to ‘Explore the opportunities in 
developing the Committee in Common, starting with 
the Safety and Quality Committee, with proposals 
being brought to the Board’. 

S James To be 
confirmed 

Completed 
Update for 3 December 2020 – work has 
progressed as recommended with a statement 
of intent for the Quality and Safety ICP 
Committee currently being developed.  The 
statement of intent sets out an outline of the 
work the Committee may do in the future and 
focuses on a collaborative agenda regarding 
quality and assurance of partnership work 
rather than organisational assurance which will 
be retained by organisations.  The draft 
statement was reviewed at ICP Board in 
November.  Future timescales include: 
• Approval of the revised statement of intent 

(ICP Senior Leadership Team December) 
• Development of Terms of Reference 

(March 2021) 
Whilst these are due to come through ICP 
governance routes, updates can be brought 
back to the LTH Board at any stage. 

 



 
 

 
 

Trust Headquarters 

Board of Directors Report  

  
Chairman’s Report 

Report to: Board of Directors Date: 3 December 2020 

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 
October and November 2020.  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 October and November: 

 
1st October 2020 North-West NHS Chairs Network 
8th October 2020 Central Lancashire Integrated Care Partnership Board Meeting 
9th October 2020 North West & North East & Yorkshire NHS regions & the NHS Leadership team 
16th October 2020 Meeting with MPs re Chorley ED Update 
22nd October 2020 Meeting with Trust Chair's & David Flory re Provider Collaboration Board 
 
6th November 2020 Meeting with David Flory, ICS Independent Chair & Amanda Doyle 
10th November 2020 Meeting with MPs re Chorley ED Update 
11th November 2020 MIAA Well Led Interview  
12th November 2020 Central Lancashire Integrated Care Partnership Board 
12th November 2020 NHS Providers NW Regional Meeting 
18th November 2020 Annual Members Meeting 
19th November 2020 Meeting with Philip Lewer, Chair of Calderdale & Huddersfield Foundation Trust 
19th November 2020 BAME Inclusion Forums (virtual & face to face) 
24th November 2020 Meeting with MPs re Chorley ED Update 
27th November 2020 Lancashire and South Cumbria Provider Collaboration Board 

 
3. Items discussed in Part II Board meetings held on 1 and 6 October and 3 November 2020 
 

In addition to the part II Board meeting on 1 October 2020 the Board convened two extraordinary part II 
Board meetings to consider a number of urgent issues in October and November.  Below are details of the 
items discussed at each meeting and a brief resume of the discussions on each item is provided for 
information. 

 
3.1 Part II Board:    1 October 2020 
 
3.1.1 Health Infrastructure Plan Wave 2 (HIP2) – the Board received an update from Rebecca Malin, HIP2 

Programme Director, on the status of recruitment to the HIP2 programme team along with an outline of 
work being completed around communications, engagement and stakeholder management.  An update 
was also provided on the planning process launched in September with a clinical engagement event 
attended by circa 60 clinicians from across the Integrated Care System (ICS). 

 
3.1.2 Chorley Emergency Department re-opening – the Board had a detailed discussion recognising the 

challenges and constraints in progressing with plans to safely re-open the Emergency Department. 
 
3.1.3 Renal Dialysis tender – the Board approved the contract award for Renal Dialysis and outpatient 

satellite provision across south Lancashire and east Cumbria. 
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3.1.4 Lease renewal – the Board supported recommendations for the renewal of a lease agreement. 
 

3.1.5 Scheme of Delegation: temporary changes – the Board discussed and supported temporary 
changes to the Scheme of Delegation for approval of funding during the Covid-19 pandemic. 
 

3.1.6 Well Led Review 2020 – the Board supported the approach to be taken to the Well Led Review being 
undertaken in the Trust during October to December 2020. 

 
3.1.7 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:    6 October 2020 
 
3.2.1 Chorley Emergency Department re-opening – the Board convened to consider the up-to-date  

position and received a detailed report on expediting safe re-opening, including the quality and risk 
impact assessments, confirmation of the environmental work to provide zoned areas for Covid and 
non-Covid patients and the staffing recruited to safely cover the shift rotas.  Based on the information 
provided, the detailed discussion and agreement of a number of caveats, the Board unanimously 
approved the decision to re-open the Chorley Emergency Department on 2 November 2020. 

 
3.3 Extraordinary Part II Board:    3 November 2020 
 
3.3.1 Covid mass vaccination programme – the Board received a report on the proposal for the national 

Covid mass vaccination programme.  An overview was provided of the arrangements the Trust had 
been asked to put in place to mobilise staff and facilities once agreement had been reached on the 
timing of the programme. 

 
3.3.2 Chorley Emergency Department re-opening – the Board received updated information on the status 

of the re-opening of the Department and considered a letter from the Consultants in Emergency 
Medicine that had appeared in the press.  The Board had a detailed discussion about the concerns 
raised in the letter and considered whether there were any concerns, issues or risks not previously 
considered or mitigated following the re-opening on 2 November 2020.  The Board confirmed it was 
assured that significant oversight of the planned re-opening had been provided by the Executive Team 
and was assured on continued operation of the Chorley Emergency Department.  The Board also 
confirmed it was satisfied with the plan to maintain the opening of the Department noting the robust 
governance arrangements in place to closely monitor and assess performance and risk bearing in mind 
the impact of the Covid second wave and onset of winter. 

 
4. Shadow Board Programme 
 
4.1 The Board may recall from my last report that a number of our senior clinical, nursing and professional 

managers have commenced on the ‘Shadow Board Programme’ facilitated by The Inspiring Leaders 
Network.  The programme is a fantastic opportunity for participants to develop their knowledge and 
skills as potential directors and leaders of the future and I am impressed with the engagement and 
enthusiasm shown by everyone involved. 

 
Tim Watkinson chaired the second Shadow Board meeting on 2 December 2020 and will provide 
feedback and insight from participants on the reports discussed as we go through the Board agenda. 
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I am looking forward to chairing the final Shadow Board meeting on 3 February 2021 and reflecting on 
how far the participants have progressed since the initial Shadow Board meeting in September 2020. 

 
5. Financial implications 

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

 
6. Legal implications 
 
6.1 There are no legal implications associated with the recommendations in this report. 

 
7. Risks 
 
7.1 There are no risks associated with the recommendations in this report. 

 
8. Impact on stakeholders 

 
8.1 There is no impact on stakeholders associated with the recommendations in this report. 
 
9. 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: 3 December 2020 

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) Covid-19 

We are now well into the second wave of the coronavirus pandemic and our hospitals are 
exceptionally busy. We have prepared for this and are enacting our second wave escalation plans. 

We appreciate how relentless and difficult this year has already been for many of our staff who 
continue to rise to the challenge and demonstrate astounding dedication and commitment to keeping 
our patients, visitors and their colleagues safe.  We also appreciate what a difficult time this has and 
continues to be for the communities we serve and are grateful for their ongoing support. 

Social Distancing and PPE   

Compliance with social distancing and use of PPE is as critical as ever. All staff, regardless of the 
area they work in, are required to wear surgical grade face masks. This along with regular hand 
washing, PPE and social distancing guidance continues to make a difference in limiting the spread of 
infection. All visitors to our hospitals are required to wear a face mask unless they have an 
exemption. The vast majority comply with this without question, for which we are very grateful. I’d 
also like to thank those volunteers and governors who have helped out at the reception desks at our 
various entrances helping to remind people of the need to do so.   

Staff Testing  

Just over a month ago we took part in a process of asymptomatic Covid-19 staff testing to strengthen 
our efforts to prevent and control the spread of infection across our region and organisation. Over a 
two week period, we tested thousands of our patient-facing staff to identify any additional colleagues 
who may be Covid-19 positive which was an incredible achievement. There is now a requirement for 
our entire patient facing colleagues to carry out twice weekly tests at home using lateral flow testing 
kits. These measures are all part of our efforts to make sure hospitals are as safe as they possibly 
can be. 
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Staffing   

Ensuring that we have adequate staffing remains our greatest challenge given the increasing 
numbers of patients and the fact that many of our own staff need to shield or self-isolate. We are 
continuing to undertake more elective work than we did during the first wave and our hospitals are 
also busier than they were in the summer due to other non- Covid related conditions that we always 
see in the winter period. Urgent cancer and other urgent surgeries remain a high priority for us as do 
cancer diagnostics. I cannot stress strongly enough how important it is for people to attend their 
appointments - the NHS is always here for you but you play such an important role in helping us 
achieve the best outcomes for you.  If you need to cancel an appointment or are expecting an 
appointment but have not received one, or you are in anyway concerned about your treatment, 
please do not hesitate to follow this up with either the hospital or your local GP practice.   

Support for our colleagues 

Understandably colleagues are showing signs of pressure and we are doing everything we can to 
ensure that we support them in their physical and mental health and that they can have some 
downtime to recharge. At the beginning of the pandemic, we set up our in-house Staff Psychological 
Wellbeing helpline, which offers listening, psychological first aid and coping strategies for any mental 
health related issues. This complements our wider psychological wellbeing offer for staff which 
includes clinical psychology, CBT therapy, counselling and mindfulness training.  In the last few 
months we have recruited additional staff to deliver this service and this is helping us provide 
bespoke support for staff particularly affected by the pandemic, including those working in frontline 
areas, individuals who have been shielding and colleagues from Black, Asian and Minority Ethnic 
(BAME) backgrounds.    

We also regularly signpost staff to additional support, such as the Minds Matter service, wherever we 
can; and we have recently launched an Employee Assistance Programme, which offers 24/7  access 
to a wide range of telephone and online support/resources. We have also teamed up with the 
Lancashire and South Cumbria Resilience Hub who are offering Covid-related psychological support 
to all public sector workers and their families in the region.  

One of the other things that we have been able to do, due to the support of generous individuals and 
the wider community, is to plan a number of ambitious projects to improve the rest and recreation 
areas for our staff at both our hospitals which will help provide a calm environment for staff during 
their down-time in the challenging months ahead and for many years to come. We strongly 
encourage all of our staff to come forward if they are experiencing any problems or changes in their 
mental health so that we can get them the support they need in these challenging times. 

We were very proud that when giving evidence to a House of Commons Select Committee recently, 
our Discharge Lounge Sister, Bernie Miller, described the support staff had received from the Trust 
as excellent. However, the reality is that we can never thank them enough for the work that they do. 
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Covid-19 Vaccinations  

I’m sure we are all feeling slightly more hopeful following the recent announcement of a number of 
very effective Covid-19 vaccinations. We expect to receive more details on exactly how this will be 
rolled out very soon, and it is expected that NHS frontline hospital staff and the most vulnerable in 
society will receive the vaccination first and are expecting this to happen this month. We are 
optimistic that this will play an important part on managing this virus which has caused distress to so 
many, and has had such a profound effect both on our hospitals and on our local communities within 
Preston and Chorley and South Ribble.  

Post-Lockdown Measures 

Following the lifting of the national lockdown on 2 December, Lancashire will be in Tier 3, very high 
alert. This means that households cannot mix except in limited circumstances such as parks. Bars 
and restaurants will be limited to takeaways or deliveries and people are advised to avoid traveling 
outside their areas. These restrictions will be lifted for five days over the Christmas period (23rd -27th 
December) during which time people will be able to form a single Christmas bubble which allows up 
to three households to spend time together. More information can be found here     

b) Re-opening of Chorley & South Ribble Hospital Emergency Department  

As you will be aware, as part of our resilience planning when the coronavirus pandemic first broke 
out, the emergency department at Chorley and South Ribble Hospital was temporarily closed and re-
configured to a 24/7 urgent care service. This allowed us to provide focused care for seriously ill 
patients with Covid-19 and to reduce the risk of cross-contamination across two sites. 

We always made it clear that this was a temporary measure as part of our Covid-19 response and we 
are delighted that on Monday 2 November we were able to re-open the department on a reduced 
hours basis, treating adult only patients between 8am and 5pm seven days a week. Outside of these 
hours adults and children will continue to have access to the 24/7 Urgent Care Centre at Chorley, 
however a child or young person (under 18 years of age) needing A&E services will be taken to 
Royal Preston Hospital to ensure that they get the best care in the right place. Additionally, any 
pregnant women needing A&E services will also be taken to Preston for the same reason. 

Patients suffering complex fractures or major trauma injuries will also be treated at Royal Preston. As 
a major trauma centre, with clinicians who are highly trained and experienced in treating complex 
broken bones and/or life-threatening injuries, the Royal Preston Hospital is the most appropriate 
place for this type of care. 

Once we are assured that the recruitment of substantive senior decision makers (consultants and 
middle-grade doctors) has progressed sufficiently, it is intended that the opening hours at Chorley ED 
will be extended to provide a 12 hour service. The re-opening is possible because of many months of 
hard work by colleagues across the Trust, particularly the Emergency Department team who have all 
gone above and beyond during this pandemic.  

https://www.gov.uk/government/publications/making-a-christmas-bubble-with-friends-and-family/making-a-christmas-bubble-with-friends-and-family
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At a time of such unprecedented pressure, it is perhaps not surprising that not all of our colleagues 
felt that re-opening of Chorley ED should be a priority.  Our consultants expressed their concerns 
about the safety of so doing in a letter which was reproduced in the Health Service Journal. I think it 
is important to be clear that the concerns raised were discussed with colleagues on a number of 
occasions, that the risks of re-opening were scrutinised in detail and that Board members sought and 
received assurance that sufficient mitigations were in place to address the risks associated with the 
re-opening. 

The situation remains under regular review and frequent checkpoint meetings continue to take place 
with NHS England and Improvement and colleagues from North West Ambulance Service, our local 
Clinical Commissioning Group and Integrated Care System are also in attendance and fully involved 
in these discussions.    

c) Chancellor’s Spending Review  

The Chancellor has announced an extra £3bn for the NHS to help clear the elective backlog, respond 
to rising demand for mental health services and help ease other pressures resulting from 
coronavirus. This is important investment and is accompanied by other welcome investment in capital 
as well as training and education budgets for 2021/22. However, new independent analysis from the 
Health Foundation suggests that as a total package it falls short of the £10bn funding gap that will be 
in place next year. This could present a risk to the quality of services that health and care staff are 
able to deliver so we will continue to monitor the situation and provide regular updates via our 
committee and Board Structure.   

 

3.     INFLUENCING THE LOCAL HEALTH AND SOCIAL CARE ECONOMY  

 
a) NHS 111 First  

 
From Tuesday 24 November 2020, central Lancashire introduced the new national NHS 111 First 
service. The Clinical Commissioning Group are leading on the local communications for this and to 
date these have focused on ensuring that GPs and other are providers are fully aware of the new 
pathways.  The region has chosen to focus on chest pain initially, so it is these patients who will be 
given a booked slot at A&E, with others triaged as normal.   
 
NHS 111 First is due to launch nationally this month with a mix of TV ads, social media and out of 
home advertising. New communications resources should be made available on the same day for 
local teams to use.  The CCG and Trusts will then cascade and support the national messaging via 
their own local channels. 
 
To keep people who are thinking of attending an emergency department safe, and allow them to 
maintain social distancing, people will be asked to contact NHS 111 First. A trained NHS 111 call 
handler will then triage and refer onto the appropriate service, through the clinical assessment 
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service if clinical validation is required, ensuring that patients are directed to the right service to meet 
their needs.   

The new approach will ensure that people who require advice about an urgent but not life threatening 
emergency can access the clinical service they need, first time. People who need to be seen in the 
emergency department or urgent care centre will be able to be assessed and treated quicker. Those 
who self-present to a service will continue to be triaged in the usual way and will not be turned away.  

Arrangements will not change for people with serious or life-threatening illnesses or injuries. 
They will continue to dial 999 as before.  

b) Our Health Our Care 

The Our Health Our Care (OHOC) programme team has submitted a draft Pre-Consultation Business 
Case (PCBC) to NHS England.  This is called “Stage 2” assessment.  This involves looking at the 
PCBC to see if the model of care, options, clinical and public engagement, financial modelling and 
other aspects have been developed such that the proposals may now be developed for public 
consultation. 
 
A lot of focussed work has taken place to develop an effective consultation plan which will allow us to 
maximise the reach of a consultation during the coronavirus pandemic, pending a successful 
outcome to the Stage 2 process.  There are a variety of innovative ways to engage staff, patients, 
public and others across the health and care system.  The resources required to deliver the 
consultation will be met by the CCGs. 
 
The timing for the consultation will follow when the plans are approved by NHS England and the 
OHOC Joint Committee.  A date for this cannot be set at this stage until NHS England have 
completed their consideration of the plans and is contingent on the outcome.  This is expected to 
occur in the next few weeks. 
 
The programme is also working extensively with Elected Members, stakeholders and others to make 
them aware of the current proposals.  It is currently anticipated that the programme will consult upon 
two main options for change (which will not have a preference or recommended approach), 
compared with the currently commissioned service as a “do nothing” position.  This will help to make 
it clear to the public what services are in place now (and where), what services would look like in the 
future, and the what the benefits of these approaches are anticipated to be.   
 
Any consultation will be open, fair, and transparent, with the opportunity for all consultees to suggest 
new options or improvements to the existing proposals.  This pre-2025 transformation process is 
distinct from the 2025-2030 vision outlined by the Health Infrastructure Plan 2 programme.  
 

c) Health Infrastructure Programme 2 (HIP2)   

You may have seen in the news recently that phase two of the Government’s Health Infrastructure 
Programme is now underway.  This is the biggest, boldest hospital building programme in a 
generation and a once in a life time opportunity to transform healthcare in our region.   
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Lancashire Teaching Hospitals and University Hospitals of Morecambe Bay were each awarded £5m 
of seed funding as part of HIP2 and quickly recognised the importance of maximising all of the 
funding available to get the very best facilities for local people. Therefore, to maximise our spending 
power, our Trusts agreed to pool our seed funding to achieve the very best bid 
 
One of the priorities of the programme is to replace both Preston Royal Hospital and Lancaster Royal 
Infirmary as they are both very outdated and in need of significant investment. However, there are no 
decisions about how this should be achieved, how many new hospitals will be built or where they will 
be situated. These are all issues which will be explored with clinicians, local communities and 
stakeholders in the coming months alongside discussions on which services could be provided closer 
to where people live rather than in a hospital setting. 
 
An experienced Programme Director Rebecca Malin has been appointed and is currently recruiting 
a small professional team who will work on this project along with expert external support as 
appropriate.  Clinical workshops to look at the way services could work in the future are being held 
over the next few months and then wider engagement with the public will begin. It is anticipated that 
there will be options for the public to consider around October 2021. 
 
Rebecca will bring quarterly updates to Board and her report for Quarter 2 is included within the 
agenda today.  

d) The 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 is being 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, delivers free education 
and training on the prevention of cancer, early detection, treatment and more. This training is 
available to the entire cancer workforce in the region, from doctors and nurses in hospitals and 
general practice to allied health professionals. Read more via this Blog Preston article. 

The 3rd Lung Cancer Masterclass was held on Monday 16th November 2020, with approximately 
100 delegates in attendance virtually via Microsoft Teams from across various acute trusts in 
Lancashire along with international delegates.  

Despite the second wave of the pandemic, the event attracted wide recognition and huge interest 
given the range of topics covered. The event featured presentations from Respiratory and Oncology 
teams highlighting the challenges faced during the Covid pandemic and how they have adapted to 
ensure that lung cancer patients have continued to be investigated and treated during this 
challenging time. Thank you to Dr Syed Mehdi, Emma Barber, Dr Sarah Macrae, Dr Erica Beaumont, 
Dr Mohammed Munavvar and Lyndsay Ashton for their contributions. 

 
 

https://www.blogpreston.co.uk/2020/11/cancer-and-end-of-life-education-hub-at-royal-preston-hospital-to-be-made-permanent/
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4.  

 

Consistently deliver excellent care 

 
a) New therapy-led unit at Avondale  
 

We are delighted to announce that we have launched a new intermediate care therapy-led service 
which is currently operating within Fell View, however from Monday 14 December will be situated in 
the Avondale Unit at Royal Preston Hospital. This will offer huge improvements to the local 
rehabilitation provision available and enhance outcomes for patients in Lancashire and South 
Cumbria. 

The new 28-bed facility is designed to support intermediate care capacity for rehabilitation and 
enhance the current offer in existing community units. It will predominantly cater for patients requiring 
two or more people to move and handle them and require more intensive rehabilitation.  

Patients will be referred from all inpatient areas of our Chorley and Preston hospitals and we expect a 
wide range of specialities to benefit from this. The new Avondale Unit is designed to enable staff to 
support and assess patients as they return home and will help us free up some capacity among our 
hospital beds.  

Staff come from various specialities including nursing, physiotherapy, occupational therapy and those 
providing support roles. 

 

b) Our flu vaccination campaign is underway  

We are delighted to say that more than 74% of our staff have now received their flu vaccination. It is 
always really important that as many of our staff as possible are vaccinated so that we can protect 
ourselves, our patients and our families and this year is more important than ever as we continue to 
battle coronavirus and need to protect our NHS as much as possible as we enter into the winter 
period. We are encouraging all of our staff to be vaccinated and we are holding a range of flu clinics 
to make it as easy as possible for our staff to be vaccinated at work.  
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c) New Rainbow Clinic for women who have suffered loss in pregnancy  

 A clinic set up at Royal Preston Hospital’s Sharoe Green Maternity Unit is helping pregnant women 
who have suffered loss in a previous pregnancy. 
 
The Rainbow Clinic was set up with the aim of 
providing antenatal care to women who have 
suffered a late miscarriage, stillbirth or neonatal 
death previously. The clinic, which is open every 
Friday morning, is a safe space where these women 
can meet others who have had similar experiences. 
 
The rainbow clinic has been introduced in other 
maternity units as it has been shown that women 
who have experienced loss benefit when receiving 
specialised care from a dedicated team. The care 
provided improves the personalisation and continuity 
of care and optimises the experience of women who 
have experienced loss.  
 
Members of the Rainbow Clinic team will soon be speaking to Global FM and That’s TV Lancashire 
about why the clinic was set up and the benefits it offers to mums who have previously experienced 
bereavement that we care for.  
 
 

d) Renal services contract award 

A new contract awarded to Diaverum Facilities Management will result in improvements to renal 
services for patients in East Lancashire, North Lancashire and South Cumbria.  

Lancashire Teaching Hospitals awarded the contract in early October following a formal tender 
process.  

As a result of the new seven-year contract, two new purpose built facilities will be opened in east 
Lancashire, serving patients in the areas of Blackburn, Burnley and Accrington. An additional dialysis 
unit will be established in Ulverston to reduce travel time for South Cumbria patients who currently 
travel to Kendal for treatment. Read more here. 

e) Microsystem Coaching Academy success 

An innovative training programme funded by the Lancashire Teaching Hospitals Charity is to be 
rolled out more widely across the Trust thanks to its success in its first year. Developed by Sheffield 
Teaching Hospitals, the Microsystem Coaching Academy (MCA) provides staff with the skills to make 

https://www.lancsteachinghospitals.nhs.uk/latest-news/latest-news-05102020-improvements-on-the-way-for-kidney-patients-following-award-of-new-contract-4893
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local level improvements within the organisation that have direct impacts on patient care and staff 
wellbeing. 

The coaches teach staff ‘improvement science’; how to conduct more effective meetings and how to 
develop behaviours and habits that are consistent with the Trust’s culture of Continuous 
Improvement. The Microsytem Coaching Academy has so far taken place on six units across the 
Trust, reaching more than 70 staff members, including our Medical Assessment Units, Critical Care 
Unit, Paediatrics and Theatres. Some significant results of the coaching are those that directly benefit 
patients, including the improvement of patient flow within the Medical Assessment Units and the 
development of a new Paediatric observation chart designed to improve safety within paediatric care. 
You can read the full story in this Preston Hub article.  

We held a virtual launch of the MCA on Tuesday 24 November and were joined by many of our 
Board members, Governors and staff and we were all delighted to be able to congratulate the first 
cohort of coaches who have graduated from the programme and are now ready to share their skills 
and advice with colleagues! 

 

f) Mobile theatre installed while Radiology Unit is refurbished 

Our Radiology colleagues will be using a mobile operating theatre to ensure patients continue to 
receive vital treatments while vast improvements are being made to the Interventional Angio-Lab 
from December. The mobile theatre will be in place for around seven months while the refurbishment 
takes place, which will feature state-of-the-art technology with the latest imaging capabilities and 
radiation-dose reduction features, including a flexible arm allowing radiographers to move the 
equipment around patients and surgical staff with ease. 

 

g) World Prematurity Day 2020 

Our Neo-natal Intensive Care Unit took part in a number of interviews to help us get a wider 
understanding of the incredible care they provide to premature babies and their families. Speaking to 
consultants, physiotherapists and even a mum and dad, it was clear how much dedication and 
passion goes into the unit and how lucky we are to have such a committed workforce. We were also 
able to draw the Baby Beat Autumn Raffle on World Prematurity Day, and this was undertaken by 
Linda Burrows, one of the unit’s long-standing sisters, who has now retired from the Trust after many 
years of hard work.  

https://theprestonhub.co.uk/2020/11/11/lancashire-hospital-front-line-staff-will-recieve-microsystem-coaching/


  
 

11 

 
 

5.  

 

A great place to work 

 
 

a. Sleep pods for staff  

Our staff are set to benefit from state-of-the-art sleep pods to enable them to catch up on much-
needed sleep after long shifts. The sleep pods will give frontline clinical staff a peaceful and relaxing 
space to go to catch up on sleep before either returning to work or driving home safely.   

The pods, which were an idea suggested via a staff survey and championed by Staff Governor, 
Anneen Carlisle, are part of wider rest and recuperation improvements aimed at supporting staff 
wellbeing that I mentioned earlier, and have been made possible thanks to an extremely generous 
£250,000 donation earlier this year from Lancashire-based family business James Hall & Company 
Limited.  

 
b. Annual Members’ Meeting  

On Wednesday 18 November we held our first virtual Annual Members’ Meeting and were delighted 
to welcome around 150 people, with some familiar faces and some new ones too. This was an 
opportunity for our staff, Trust membership and the wider local community to hear about what has 
been happening at our hospitals over the last year. Our Chair, myself and other Directors shared a 
review of the organisation’s 2019/20 annual report and accounts and an outline of our plans for 
2020/21 and beyond and we heard about the role that our Governors have played throughout the 
year. We also heard from two of our Respiratory Consultants, Dr Mohammed Munavvar and Dr Aash 
Viyas, who talked about tackling Covid on the frontline and the research trials we are working on to 
develop new treatments for the future. If you were unable to make it there is a link available here.   

 

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

 

 

https://www.lancsteachinghospitals.nhs.uk/membership-events
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d. Black Asian and Minority Ethnic (BAME) Ambassador Forums 
 
On 19 November, Chairman Ebrahim Adia, diversity lead Amanda Davis and I invited BAME 
colleagues to take part in series of Ambassador Forums and were delighted by the response. 
We want to ensure that all our colleagues feel valued at work and these forums were an 
opportunity for colleagues to raise the issues that are most important to them. An online 
session was attended by 38 colleagues and whilst fewer colleagues attended the face to face 
meeting, this led to a focused session and the quality of the engagement was simply superb.  

Colleagues were full of ideas about how we could do far more to promote understanding of the 
different cultures across the Trust and I’ve committed to featuring something on this on a 
regular basis within my internal weekly Monday Message. I’m looking forward to working with 
colleagues to take this forward and hope that we will improve not only the experience of our 
BAME colleagues but that ultimately this will also translate into a better experience for our 
BAME patients.   

e. International Day of Persons with Disabilities  

Thursday 3 December marks International Day of Persons with Disabilities, which shines a 
spotlight on the discrimination, marginalisation, exclusion and inaccessibility that many people 
living with disabilities face on a daily basis.  Our Chairman will talk about this in his opening 
remarks and I would like to use this opportunity to thank our Non-Executive Director Kate 
Smyth, who herself has a disability, for the fresh perspective and challenge that she brings on 
a whole host of issues. We will hear from Kate herself later on in the agenda.    
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6. 

 

 
Deliver value for money 
 
 

 

a. Lighting the way to a greener future   

Following a successful application bid to NHSI earlier this year, we were awarded £294k of grant 
funds to remove outdated light fittings at Chorley and South Ribble Hospital and exchange these for 
new energy efficient LED lighting. Over a ten week period, the Estates and facilities team changed 
over 3,300 light fittings. 
 
This will save over 770,000kWhs of energy per year which is roughly equivalent to the amount of 
energy 185 homes would use per year or boiling a kettle 7.7million times. Carbon emissions have 
now been reduced by approx. 180 tonnes per year and we will make revenue savings of circa £110k 
per year. 
 
Well done to Mark Bradley, Specialist Engineering Manager, and all involved in this imaginative 
scheme which has also improved our internal environment for patients and staff alike.     
 

b. Investing in a second Vacuum Insulated Evaporator to fight effects of Covid   
 
As a large tertiary specialist hospital, Royal Preston is one of the highest users of liquid oxygen in the 
region and indeed the country. We use 1,000 litres a minute and this needs to be stored at -187 
degrees Celsius. Maintaining a supplier has always been critical to us, which is why the Trust 
invested in a Vacuum Insulated Evaporator a number of years ago. Given the increased demand for 
oxygen during the pandemic, we have successfully bid for Government funding for a second VIE 
which will help us cope with higher demand and provide us with improved resilience and safety in the 
years ahead. Many thanks to the Operational Estates Team who have builders and engineers have 
been working on this project 
 

c.  Capital spending     
 
Work is progressing well with the overall capital programme for 2021-22. In total, we expect to be 
spending about £65m. In order to achieve this we are reliant on both the support of our staff and 
suppliers and we are extremely grateful for their on-going hard work in achieving this level of 
investment despite all the pressures associated with operating within a pandemic. Many thanks to 
Cliff Howell, the Capital Team and everyone involved in this piece of work. 
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7. 

 

Fit for the future 

   
a) New Birth Centre opening at Chorley  

Work at the brand-new Chorley Birth Centre is set for completion very soon! The new service for 
mums-to-be and their loved ones in and around Chorley will be midwifery-led, ensuring mums have 
their own named midwife and that they have continuity of care throughout their time with us. Back in 
July, the team hit the incredible milestone of 100 women who had signed up to give birth at the new 
facility, and that number has been growing steadily in the run up to the opening. Thank you to our 
fantastic team for your dedication in making the new Birth Centre a success at such a busy time. 

b) Research Update 

The R&I team have now recruited nearly 2,000 patients or staff for Covid-19 trials since March 2020. 

In the Covid period we have so far successfully opened 3 in-house studies and trials: 
 

o Dr Munavvar’s ‘Preston Rapid Antibody Capillary Test in Covid-19 Exposed Staff‘ 
(PRACTICES) Study. The Board may recall this was on the back of gifted antibody 
tests from the local Bhailock family. We await preliminary findings. 

o Professor Rowbottom’s immunology study exploring Covid-19 specific Immune 
Responses in acute and convalescent phases of infection (EXCOVIR). This involves a 
great deal of support and collaboration with UCLan around the database in particular 

o Dr Yiannakis’s study into the effects of Low Dose Lung Radiotherapy to Treat Covid-19 
Pneumonia (a phase I feasibility study) 

 
Sincere thanks must go to UCLan for help and support with design and set-up of these studies. 
 
The team have also recruited the UK’s first patient to the ‘Resp 301’ study (NOCVoV2). The aims of 
the study are to provide an effective treatment for the infection and prevent hospitalised patients from 
needing intensive care and assisted ventilation. Patients are given a proprietary inhaled medicine 
(RESP301), delivered as a fine particle mist via a portable hand-held nebuliser, that reaches into the 
lungs and releases nitric oxide at the site of virus infection and lung inflammation. We are actively 
recruiting patients to the study and are pleased that this novel, easy-to-administer therapy has come 
at a good time to deal with the second wave of the pandemic. 

 
Drs Peter Mitchell and Ed Parkin have appointed Dr David Cameron as Clinical Research Fellow in 
Colorectal Surgery. His role will centre on sample collection and collaboration for spectroscopy 
analysis by Professor Rehman’s team at Lancaster University 
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c) International Stop the Pressure Day 2020  

On Thursday 19th November, teams across the Trust marked 
International Stop the Pressure Day 2020 by raising awareness of 
pressure ulcers and the detrimental impact they have. While the 
Tissue Viability team invited a wide range of colleagues to test 
themselves in a quiz on pressure ulcers, they have been doing 
much more behind the scenes to help reduce pressure ulcers 
across our hospitals and have been working collaboratively both 
with clinical colleagues and the Continuous Improvement team to 
achieve this.  

 

8. AWARDS, ACHIEVEMENTS AND OTHER NEWS 
 

a) HSJ Safeguarding award 

Congratulations to Lyndsay Parsons and her team for winning the very first safeguarding award for 
the Lancashire and South Cumbria ICS Safeguarding network at the HSJ Patient Safety Awards 
2020.  Whilst this is a system-wide ICS award, Lyndsay and her team have been instrumental in the 
work that has been recognised. Jackie Hanson, Director of Nursing for NHS England and NHS 
Improvement North West congratulated the team and said: “This is a well-deserved recognition of 
your fantastic work over the last 2 years – culminating in this award. You should all feel rightly proud 
of your achievements. Well done again – phenomenal.” The wider Safeguarding team have marked 
International Safeguarding Adults Week 2020 by introducing themselves and explaining a bit about 
their roles in a series of intranet articles, which can be found under ‘Latest News’ on the homepage.  

b) Gold STAR awards 

Back in July we reached an important milestone in our Safety Triangulation Accreditation Review 
(STAR) journey as the first five teams reached GOLD star status and we are delighted to say that 
seven more departments have now achieved GOLD. 

 
On Tuesday 24 November we held another virtual celebration event to hear a number of fantastic 
presentations from the teams who have now reached GOLD status; those departments are: 

 
• Clinical Investigation Unit, Chorley 
• Sharoe Green Theatres, Preston 
• Maternity B, Preston 
• Specialist Mobility Rehabilitation Unit, Preston Business Centre 
• Main Outpatients, Preston 
• Main Outpatients, Chorley  
• Radiotherapy department  

http://intranet.lthtr.nhs.uk/
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The celebration event was an opportunity for the teams to give presentations to each other, Board 
members, senior management and Governors about what they needed to improve, how they did it 
and their plans for the future. I felt extremely proud and inspired and I am blown away that these 
teams managed to achieve this milestone during a global pandemic! The importance of team 
communication was a recurring theme and it was great to hear about the incredible achievements 
which are making a real difference to our patients and staff. We now have 10% of clinical areas at 
GOLD level and more than 50% at SILVER which is great considering we only introduced the 
scheme three years ago; these teams are now sharing their experiences and lessons learned to help 
other teams achieve GOLD status too. 
 

c) Dr Shondipon Laha speaks to Channel 5 News 

Thank you to Dr Shondipon Laha, our Critical Care Consultant, who 
recently spoke to Channel 5 News about the current pressures we are 
under and how the public can pull together to help prevent the spread 
of Covid-19. We are really grateful to our staff members who put 
themselves forward to speak to the media and share such important 
messages – you can watch the full story here. 

 
d) Health Tech Digital Award for online training solutions during pandemic  

The Clinical Applications Training and Support team has won a national award for their work in 
supporting colleagues and volunteers during the coronavirus pandemic. They won the Best Covid-19 
Training Solution category in the prestigious Health Tech Digital Awards 2020 for their work to 
develop online training resources as social distancing measures were introduced in spring. 

 

e) Local resident completes Land’s End to John O’Groats to support Research team  

Sincere thanks to local running enthusiast Helen Witter who completed the famous Land’s End to 
John O’Groats challenge to support Royal Preston Hospital’s Research team. Raising more than 
£500 so far, Helen took on the mammoth challenge after a number of marathons and half marathons 
she had entered and trained for were cancelled due to the coronavirus pandemic. Read more. 

 

9. RECOMMENDATIONS 
 

It is recommended that:  

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

https://twitter.com/5_News/status/1321862811920879617
https://theprestonhub.co.uk/2020/11/03/helens-incredible-challenge-has-raised-funds-to-help-royal-peston-hospital-discover-new-treatments/
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Patient Safety Specialist  

Report to: Board of Directors Report Date: 3rd December 2020 

Report of: Nursing, Midwifery & AHP Director Prepared by: C Morris 

Part I √ Part II  

Purpose of Report  

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

Executive Summary: 
 

The purpose of this report is to inform the Board of Directors on the NHSI Patient Safety Specialist role. 
 

The requirement for NHS organisations in England to identify one or more persons as their designated Patient 
Safety Specialist(s) is a key part of the NHS Patient Safety Strategy.  Lancashire Teaching Hospitals was in 
the first wave of organisations across the North West to register details of the Patient Safety Specialists with 
NHS England (NHSE).  In addition we were one of the first organisations to identify three Patient Safety 
Specialists as we recognised the need to ensure the right skills and experience to take on the role and deliver 
the NHS Patient Safety Strategy. 
 
Detail on the role and nominations are included at section 2 in the body of the main report.  
 

Further updates on the development and work of the Patient Safety Specialists will be included in Always 
Safety First Programme update reports presented to the Safety and Quality Committee. 
 
It is recommended that: 
 

I. The Board note for information the role and nominations of the Patient Safety Specialists.  
 

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  

NHS England set out a requirement as a key part of the NHS Patient Safety Strategy for NHS organisations in 

England to identify one or more persons as their designated Patient Safety Specialist(s).  These specialists will 

be expected to work as patient safety experts, providing dynamic, senior leadership, visibility and support. In 

addition, they will support the development of a patient safety culture, safety systems and improvement 

activity.  Patient Safety Specialists will work in networks with Patient Safety Specialists from other 

organisations to share good practice and learn from each other, making them fundamental to patient safety 

across the NHS in England.  Ultimately each Patient Safety Specialist will be fully trained in the national 

patient safety syllabus.   

2. Discussion  

Patient Safety Specialists  

Lancashire Teaching Hospitals was in the first wave of organisations across the North West to register details 

of the Patient Safety Specialists with NHSE.  In addition we were one of the first organisations to identify three 

Patient Safety Specialists as we recognised the need to ensure the right skills and experience to take on the 

role and deliver the NHS Patient Safety Strategy.  The patient safety specialist role does not diminish the 

fundamental principle that patient safety is everyone’s responsibility but as the senior leader(s) for patient 

safety in the trust they will work with staff that already have specific patient safety responsibilities and be key 

to supporting work to make patient safety a core element of training for every member of staff.  The patient 

safety specialist(s) should be able to influence and have direct access to their executive/leadership team, 

including access at no notice to escalate immediate risks or issues.  

Patient Safety Specialists will work with key internal and external networks to share good practice and learn 

from each other to ensure systems thinking, human factors understanding and just culture principles are 

embedded in all patient safety processes. They will promote patient safety thinking beyond why things go 

wrong to examining why things routinely go right and how that can be maximised.   

The nominated leads, Mr Arnab Bowmick, Deputy Medical Director, Catherine Silcock, Deputy Nursing, 

Midwifery and Allied Health Professions Director and Christine Morris, Associate Director of Governance will 

be ‘captains of the team’ and provide a triumvirate of medical, nursing and governance specialism, sharing the 

responsibility in support of the patient safety work of the trust and wider NHS.    

Further updates on the development and work of the Patient Safety Specialists will be included in the Always 

Safety First Programme update reports presented to the Safety and Quality Committee.  

3. Financial implications 

None 

4. Legal implications 

Creation of the Patient Safety Specialist(s) role does not alter responsibility or accountability for patient safety-

related areas set out in statute or elsewhere, such as safeguarding, health and safety, controlled drug 

responsibilities, Human Resources (HR) processes or fitness-to-practice activities. 
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5. Risks 

Creation of the Patient Safety Specialist(s) role will impact positively on risk reduction in support of delivery of 

the NHS Patient Safety Strategy. 

6. Impact on stakeholders 

Not applicable 

7. Recommendations 

It is recommended that:  

I. The Board note for information the role and nominations of the Patient Safety Specialists.  

 

 



 
 

 
 

Trust Headquarters 

Board of Directors Report 

  
Integrated Performance Report 

Report to: Board of Directors Date: 3 Dec 2020 

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: 
 

Consistently Deliver Excellent Care 
 

The purpose of this report is to provide the board with an update on the Trust’s performance as at the end 
of October 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 October 
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.   

 
Urgent Care  
Overall A&E performance was 84.5% in October 2020 against the four hour standard.  This is deterioration 
on the previous month of 87.81%, and puts the Trust slightly above the national position of 84.4%, 2nd out 
of 19 acute trusts across the North West and 1st across the ICS.  There were 19 patients waiting over 12 
hours in A&E in October 2020 from a DTA but a significant increase was seen in the total waited over 12 
hours total in the department.  
Increased emergency activity and increased stranded beds (loss for periods of time) for IPC reasons put 
overall bed occupancy at over 88% and medicine bed occupancy at over 95%. As a result, a number of 
patients were delayed in the ED department for over 4 hours until the correct type of bed/Covid19 zone 
could be allocated. Many bed decisions are being made on grounds of safety and risk assessed.   
 
To support alternatives to ED, attendances at the Same Day Emergency Care service at RPH continues to 
increase with 349 attendances in October 2020 compared to a plan of 220.  This is the highest monthly 
throughput since the service became operational and is reflective of opening during the weekend in line 
with our winter plans.   
 
The acute frailty assessment unit continues to pull patients from ED to reduce avoidable admissions. The 
unit had 59 admissions during October 2020.   
 
In further support of alternatives to ED, the Trust will be going live with the NHS 111 programme on 24th 
November 2020 with an initial focus on ED by booked appointment and an alternative secondary care 
disposition for the chest pain pathway.  Weekly project steering groups are well underway including clinical 
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and operational colleagues LTH, CCGs, GTD, DOS leads, IT,  with a dedicated project team across a wide 
range of stakeholders across Central Lancashire. In order to develop further opportunities, pathways for 
other examples where alternative secondary care dispositions can be offered are currently being reviewed 
by clinical leadership teams in order to progress to additional work streams for phase 2, following the 
successful implementation of the initial pathway.  There is a national target of 20% of presentations to be 
captured through the NHS 111 route. 
   
Digital Health – Agreement has been reached across the ICP that a 6 month contract should be developed 
in the first instance, held by LTH, with funding coming from the CCG. The exact deployment model is being 
finalised, which should be completed in the new few weeks.  This will support avoidance to ED.   

 
In order to mitigate the bed deficit the Trust continues to mobilise its plans for an additional 28 beds at 
Avondale to support step down of patients.  Building work is due for completion at the end of November 
2020 with staffing plans being developed for December 2020.   
 
As an interim measure until Avondale is operational, in order to mitigate the continued increase in demand 
and bed deficit, Fell View will provide an additional 10 beds.  In order to facilitate this opening, the Trust 
has temporarily relocated Clinical Investigation Unit work to support this move from 16th November 2020 
until Avondale is open.   
 
From 9th November 2020 the Trust will have access to community beds in Dovehaven.  Whilst the unit will 
take up to 20 patients from the trust, this is being done in a phased approach with 2 patients per day 
admitted from the Trust to the unit. 
    
Published data for October 2020 shows Delayed Transfers of Care (DToC) rates have continued to 
deteriorate and are reported at 5.57%.  This deteriorating position impacting on bed occupancy rates can 
be correlated with a deteriorating 4 hour performance position and corresponding patient flow issues.  
  
The Trust is working with system partners on action required at a system level to ensure that the 
improvements made during Covid19 pandemic are realised and sustained into winter to ensure capacity 
and flow across the hospital.  A new Clinical Discharge Lead started in post at the Trust on 1st November 
2020 and will work with system partners to unblock some of the barriers and support the implementation of 
the new national discharge policy across the ICP.  In addition, the ICP has identified the Director of 
Continuous Improvement from the Trust as the ICP Executive with responsibility for discharge across the 
ICP.        
 
Discussions across the ICP via the Executive Command and Control forum continue in relation to creating 
designated capacity in the community for Covid+ patients.  The number of Covid+ patients who are 
‘medically fit’ for discharge but unable to be discharged to a nursing/residential home has significantly 
increased in October 2020 which is contributing to an increase in DToC.   

 
Phase 3 Recovery Plans – Elective Care 
As part of the Trust’s recovery and resilience plan for 2020/21 the Trust restarted its elective programme 
with priority services mid May 2020 and further increasing from July 2020.  As part of the phase 3 recovery 
plan every speciality has worked on their activity scenarios modelling to assess the ability of additional 
activity with the COVID impact/constraints into theatres in particular i.e. what additional capacity required 
for extra lists outside of normal hours, air flow changes, testing capacity, PPE and staffing and then the 
correlation of this on waiting list size and shape.  
  
The number of inpatient elective spells was reported at 736 in October 2020 compared with a restoration 
plan of 641, a 14.8% (95) increase on planned levels.   
 
Whilst the number of day case elective spells was reported at its highest level in October 2020 since 
COVID  at 3,407, this was 6.5% (238) below restoration planned activity levels 
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As previously reported to the committee the Trust forecasted that a significant number of patients would 
continue to breach 52 weeks on a monthly basis, which continues to be a similar position being reported by 
neighbouring Trusts across the ICS and the NHS as a direct consequence of standing down elective and 
all non-time critical cancer work.   
 
The Trust’s published positon for 52+ week breaches for October 2020 is reported at 3,164, compared with 
a plan of 3,524,  -360 below plan. 
    

 
 

The Trust are participating in the National Clinical Validation Programme which means that all patients on 
an RTT waiting list will be contacted by the end of October 2020 for a review and prioritised by a clinician, 
reporting back to the national team at the end of November 2020 the prioritisation status of all our patients.    
In addition, clinical harm reviews continue to be undertaken by clinical teams for all patients and mutual aid 
across the ICS continues to be explored.  
 
The Trust is part of the ICS elective recovery programme with key focus on developing a shared waiting list 
to ensure equity of access across Lancashire and South Cumbria.  The Trust submitted a capital bid to 
mitigate the loss of 4 theatres at RPH site and this bid was supported.  The estate work has commenced 
with an expected completion date in quarter 1 2021/22.  The Trust continues to utilise IS capacity.    

 
Phase 3 Recovery Plans – Diagnostics   
As part of the Covid19 response in wave 1 a number of diagnostics procedures were stood down unless 
emergency or cancer patients and as a result there is a continuing increase in the backlog of diagnostics.  
In addition to this backlog from wave 1 current throughput with COVID restrictions is greatly  reduce (40% 
loss). 
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In October 2020 in line with previous months and remains extremely challenged with 35.9% of patients 
waiting over 6 weeks for a diagnostic test.   
 
Key area of concern from a diagnostic waiting times perspective continues to be endoscopy which 
significantly impacts upon a number of cancer pathways and these are protected as priorities. 
 
The number of endoscopy diagnostic tests undertaken in October 2020 was reported at 731 compared with 
a plan of 879, a 16.8% (148) decrease on planned levels.  
 
 October 2020 activity is 58% compared with October last year which has been impacted by further staff 
sickness for both nurses and endoscopists. 
 
The Trust have recommenced its outsourced contract with InHealth in September 2020 and extended to a 
7 day service which will increase overall activity compared with the same time last year. In October 2020 
InHealth averaged 69 patients per week compared to 53 in September 2020. ASL weekend sessions will 
recommence in November 2020 and will provide capacity for 48 patients per weekend which will increase 
the activity to c.75%.   

 
IS capacity remains a challenge and varies with 52 patients being treated in October.  Local IS 
arrangements are being worked through the ICS cells as the national contracts come to a close. 

 
 

Phase 3 Recovery Plans – Cancer  
In response to Covid19 there were a number of treatments and chemotherapy in line with national 
guidance that were postponed. This has caused a backlog of patients for the Trust to treat post Covid19 
and the 62 days standard and 104+ day standard will not be met.  The criteria for selection for 
postponement of treatment has been clinically based and the cancer alliance are supporting across the 
ICS.  
 
October 2020 did see a deterioration in the Trust’s position for total 2 week waits and 2 week waits for 
breast.  The Trust report performance at 86.3% and 82.2% respectively against the national standard of 
93%.  
   
Breast 2 week performance has been impacted by an increase in demand and capacity issues within the 
service. On average during September 2020 the service seen 72 referrals per week, during October 2020 
this increased to an average of 103 referrals per week.  The service is seeking external support to explore 
the potential of delivery of a one stop clinic being provided for breast.   
 
62 day cancer performance also remains a significant challenge with 54.3% of patients being treated within 
62 days against a target of 85%.  This is in line with other cancer providers.  
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Additional resource with a locum post for breast starts in November 2020 and the Trust is moving cancers 
back to CDH site, with theatres starting 9th November 2020.  The skin service have secured additional 
capacity within the IS at Euxton Hall commencing in November 2020.  Limited theatre capacity is impacting 
upon the gynaecology performance and a business case for a 4th consultant is being re advertised.   
 
Key areas of concern in relation to the 62 day remains in colorectal and UGI pathways due to reduced 
diagnostic capacity in endoscopy combined with an increase in referrals.  Urology diagnostics are also 
significantly challenged with staffing resources and theatre capacity.  From a urology perspective, a one 
stop model is due to be reinstated in November 2020, the robotic work starts week commencing 16th 
November 2020 and flexi cystoscopies will be moved back to Longton theatre from November 2020, 
increasing capacity and reducing the number of breaches. On-going recruitment continues to address 
capacity issues within the UGI service.   
 
The number of patients waiting in excess of 104 days are made up of complex patients, potentially not yet 
diagnosed with cancer who have been shielding, therefore making it very challenging to treat the patients 
however they are being individually contacted and managed on a regular basis.  The number of 104 day 
breaches at the Trust in October 2020 is in line with the plan (26).  This compares with 69 at the height of 
the pandemic and 11 pre Covid which is a significant improvement. 
 
The Trust sits favourably compared with other Trusts across the ICS from a cancer performance 
perspective, despite being a tertiary centre and  this continues to be a top priority for the Trust and the 
Trust is fully engaged in the Cancer Alliance recovery Task Force across the ICS.  
 
A number of key actions continue to be taken to drive improvements in the cancer position of the Trust.    

• CNS continue to work with patients to encourage attendance  
• NICE guidance on requirements for isolation prior to elective admission/key diagnostic testing  
• Second robot is now in use at the Trust for a 6 month loan period.  This will mitigate patients 

waiting for the robot growing 62+ days  
• Individual actions plans to all patients over 104 days 
• Harm reviews and close monitoring by clinical teams and CNS on each patient 
• Capital bid for day case theatres (loss to ED configuration) and endoscopy capacity to mitigate 

loss under Covid19 has been approved and implementation planning has begun.   
• Advanced Clinical Nurse practitioners being sought to support the Urology and Upper GI 

pathways  
 

CQC 
At the end of October 2020, of the 93 ‘Must Do’s and Should Do’s’ included in the QIP, 69 (74%) have 
been assessed as ‘Green’ i.e. delivered, 21 (23%) as ‘Amber-Green’ i.e. not currently delivered, but 
likely to be delivered before the next inspection, and 3 (3%) as ‘Amber-Red’ i.e. not currently delivered, 
and concerns about delivery before the next inspection. Nil ‘Must Do’s and Should Do’s are currently 
assessed as Red i.e. not expected to deliver at any point in time. 
 
There remains 3 Amber-Red should Do’s. I.e. not currently delivered, and concerns about delivery. 
 

• 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. A meeting is currently being arranged with the Emergency Department, 
Major Trauma and Executive teams to find a resolution. 
 

• 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 the theatre 
leadership team and restructure have been completed and theatre overrun performance 
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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.  

 
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. In the meantime, a summary of 
progress over time is included in the Safety and Quality Dashboard and continues to be monitored via 
Divisional Improvement Forums. Close scrutiny is also being given to the CQC Insights report published 
by the CQC. A deep dive report is also scheduled to be presented to at the next Safety and Quality 
Committee, to assure the committee that despite the lack of clarity regarding the Trust’s next inspection 
and the impact of Covid-19, the Trust continues to make progress towards achieving a rating of good 
when next inspected.  
 
Pressure Ulcers 
Although the pressure ulcer collaborative formed as part of the Always Safety First Programme was 
showing a reduction in the number of pressure ulcers as a result, October 2020 has seen an increase in 
the number of pressure of ulcers again.  This trend is in line with the increase in Covid-19 patients with 
27% of all Trust acquired pressure ulcers occurring in patients that were COVID positive. Learning from 
the first wave has been shared with all areas as a reminder of the increased risks of pressure ulcer 
developments when a patient is COVID positive. A focus is also being made on medical device skin 
checks, with the development of useful prompts for staff being trialled with the pressure ulcer 
collaborative in Trust. 

 
Mortality 
The Hospital Standardised Mortality Ratio (HSMR) and  for all diagnoses Data for July onwards is 
currently unavailable. However, for the month of June and Q1 are all within expected range. If there are 
any associated alerts that are highlighted in month, these continue to be reviewed and investigated. 
 
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 
Although the Trust is exceeding its YTD objective for falls associated with major harm and above, 
monthly figures since July 2020 remain 0 or below. 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 each month.  
 
STAR 
Overall, there are 120 clinical areas registered for the STAR quality assurance framework, undertaking 
STAR monthly reviews and receiving STAR accreditation visits. For the period ending 31st October. 
2020 a total of 112 have had STAR accreditation visits, with 8 new/off-site areas awaiting their first visit.  
There are 12 clinical areas who have successfully achieved 3 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 55%. 
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 has slightly exceeded its YTD objective in October 2020 due to a rise in cases in 
October 2020, which are currently being investigated. 
 
COVID-19 
A report contained within Safety and Quality and Finance and Performance committees contains details 
regarding the number of the Covid outbreaks. 
 

 
A Great Place to Work 

 
Sickness and COVID-19 Absence 
The overall sickness absence rate has been on a downward trajectory since July , although we have 
seen  an increase in October., which is in line with seasonal trends.   COVID  related absence has risen 
over recent weeks however appears to be stabilising.   The combination of absence has caused 
considerable staffing pressures in some areas, including inpatient wards and medical teams.  Staffing  
gaps are being closely monitored on a daily basis  so that mitigating actions can be taken.  The Health 
and Wellbeing team are offering proactive support to a number of staff groups with regular 
psychological  support sessions  in place for some teams.  The staff flu vaccination campaign is also 
continuing with 6600 staff vaccinated to date and over 70% uptake amongst front-line staff. 
 
Recruitment 
The paid placement scheme for students was successful as 77% of student nurses in the last 6 months 
of training who took part in the paid placement scheme chose to remain with the Trust. Recruitment 
continues to be a priority to support the opening of the Avondale Rehabilitation Unit. A further priority 
area is the recruitment to our Domestic and Portering services teams. 9 International Nurses started 
with the Trust in October 2020 and are currently undertaking OSCE training with a further 37 planned to 
arrive before the end of January 2021. The Trust was successful in a bid for additional one off monies 
to support this additional international recruitment prior to the end of January 2021. A further bid for 
additional monies has been submitted to work in collaboration with Lancashire and South Cumbria FT 
to increase international recruitment in 2021/22 and has also been successful. Links are being 
developed with Universities in China to provide a pipeline for nurse recruitment over 2021/22.  

 
Safe staffing 
The Agency escalation process has been reintroduced to provide additional control over usage and 
spend. Due to winter and Covid19 pressure shift demand is going out to agency for HCA. To try and 
improve fill and reduce cost from non vend usage where possible shift demand has been put out until 
March 21 so we have the best chance of filling via bank and vend supply at lower cost. Usage is 
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expected to be higher than normal over the coming months with additional pressure associated with 
2nd peak of Covid19. The Surgical and Medicine Divisions are commencing Roster Check, Challenge 
and Coach sessions with Deputy Divisional Directors of Nursing taking the lead. We have added 2 new 
ITU suppliers to the vend to support additional demand. Block agency bookings are being made to 
ensure safe staffing levels on ED, ITU and high care areas over the winter.  

 
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 £2.1m in Month 7 and a YTD deficit of £2.2m. The final phase 3 
(P3) plan deficit is £20.7m of which £2.2m is in the P3 plan for October. Therefore income and 
expenditure were in line with the P3 plan for October. 
 
The financial funding arrangements changed in Month 7 from a retrospective top-up arrangement to 
ICS allocation funding with the fundamental block contracts with commissioners largely staying intact. 
During Q1/Q2, we received retrospective top-up funds of £28.5m which has now ceased and this 
virtually squared off with our Q1/Q2 Covid expenditure of £27.0m. In the P3 plans the Trust included the 
confirmed sources of ICS funding of £18m, £3m of this has been accrued in month 7. 

 
The Risk Analysis has been updated to reflect changes associated with agreeing the P3 final plan and 
the more recent mobilisation of further COVID schemes for staff testing and the COVID vaccine. There 
is currently no formal communication on the funding available for these new schemes although there is 
ICS approval to placing orders in advance of formal funding. 

 
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. 

 
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 
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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 CI team is working with the Business Improvement Team to track the delivery and impact of the CI 
programmes. 

 
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 
*  Fell View Interim – Nov 20 
*  28 additional beds at Avondale - Dec 20 
* 20 community beds at Dovehaven – Nov 20 
*  Digital Health – Nov 20/Mar 21 
* Review of IPC procedures with staff and faster testing 
turn around to minimise potential to close beds & bays 
Ongoing. 
* SDEC open 7 days – Oct 20 
*  SHREWD development – Dec 20 
* ICP winter plans 
*  Weekly ICP Executive Command& control meetings 
now in place 
* ICS Command & Control – mutual aid support 
 

 

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)    On Track Excellent Improving   

            

Throughput 

 Delayed Transfers of Care   Moderate Moderate At risk  *  Weekly ICP winter planning meetings now in place   FOG 
 Stranded Patient Rate (7+ Days)   Moderate Moderate At risk  * Restarted 7+ day LOS meetings with renewed focus 

on discharge – Oct 20 
* FOG 1 of the key priorities is best practice ward 
rounds.  Champion wards identified.  This should 
improve discharge position before midday and 
weekends.  Expect improvements from Nov 20 

 

FOG 
 Super Stranded Patient Rate (21+ Days)   Moderate Moderate At risk   
 % Discharges Before Midday   Minor Minor 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 
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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  
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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 October 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 October 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% 49% 68% 74% 74%

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% 39% 25% 23% 23%

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% 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%

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 399 238 34 50 29 37 34 27 20 35 116 81 35 232

Achieve the NHS Improvement (NHSI)  target of 28 days from referral 
to diagnosis - Compliance 77.7% 77.1% 81.9% 86.0% 82.5% 78.6% 77.0% 79.4% 83.1% 77.0% 81.1%

4a Achieve the NHSI 62 day cancer trajectory 67.4% 61.3% 69.0% 73.0% 68.7% 64.9% 54.3% 66.2% 69.3% 54.3% 67.6%

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 95.2 95.2

5a Overall Mortality Rate
(All Diagnoses - All Ages) 189.8 118.4 88 101.9 101.9

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% 2.60% 3.61% 5.57% 3.56%

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% 81.9% 79.9% 83.6% 81.2%

9a Total number of Complaints 14 19 27 23 33 41 31 60 97 31 188

9b Total number of concerns resolved through Patient Advice and Liaison 
Service 60 115 96 126 120 139 158 271 385 158 814

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
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Key Actions 
 
CDEC1 - CQC: At the end of October 2020, of the 93 ‘Must Do’s and Should Do’s’ included in the QIP, 69 (74%) have been assessed as ‘Green’ i.e. delivered, 21 (23%) as ‘Amber-Green’ i.e. not currently delivered, but likely to be delivered before the next inspection, and 3 (3%) as ‘Amber-Red’ i.e. not 
currently delivered, and concerns about delivery before the next inspection. Nil ‘Must Do’s and Should Do’s are currently assessed as Red i.e. not expected to deliver at any point in time. 
 
There remains 3 Amber-Red should Do’s. I.e. not currently delivered, and concerns about delivery. 
 
• 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. A meeting is currently being arranged with the Emergency Department, Major Trauma and Executive teams to find a resolution. 
• 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 have 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.  

  
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. In the meantime, a summary of progress over time is included in the Safety and Quality Dashboard and continues to be monitored via Divisional Improvement Forums. Close scrutiny is also being given to the CQC Insights report published by the 
CQC. A deep dive report is also scheduled to be presented to at the next Safety and Quality Committee, to assure the committee that despite the lack of clarity regarding the Trust’s next inspection and the impact of Covid-19, the Trust continues to make progress towards achieving a rating of good when 
next inspected.  
   
CDEC3 - Pressure Ulcers:  Although the pressure ulcer collaborative formed as part of the Always Safety First Programme was showing a reduction in the number of pressure ulcers as a result, October 2020 has seen an increase in the number of pressure of ulcers again.  This trend is in line with the 
increase in Covid-19 patients with 27% of all Trust acquired pressure ulcers occurring in patients that were COVID positive. Learning from the first wave has been shared with all areas as a reminder of the increased risks of pressure ulcer developments when a patient is COVID positive. A focus is also 
being made on medical device skin checks, with the development of useful prompts for staff being trialled with the pressure ulcer collaborative in Trust. 
 
CDEC4 - Cancer 62 Day: In response to Covid19 there were a number of treatments and chemotherapy in line with national guidance that were postponed. This has caused a backlog of patients for the Trust to treat post Covid19 and the 62 days standard and 104+ day standard will not be met.  The 
criteria for selection for postponement of treatment has been clinically based and the cancer alliance are supporting across the ICS.  
October 2020 did see  a deterioration in the Trust’s position for total 2 week waits and 2 week waits for breast.  The Trust report performance at 86.3% and 82.2% respectively against the national standard of 93%. Breast 2 week performance has been impacted by an increase in demand and capacity 
issues within the service. On average during September 2020 the service seen 72 referrals per week, during October 2020 this increased to an average of 103 referrals per week.  The service is seeking external support to explore the potential of delivery of a one stop clinic being provided for breast.  62 
day cancer performance also remains a significant challenge with 54.3% of patients being treated within 62 days against a target of 85%.  This is in line with other cancer providers.   Additional resource with a locum post for breast starts in November 2020 and the Trust is moving cancers back to CDH 
site, with theatres starting 9th November 2020.  The skin service have secured additional capacity within the IS at Euxton Hall commencing in November 2020.  Limited theatre capacity is impacting upon the gynaecology performance and a business case for a 4th consultant is being re advertised.   
  
Key areas of concern in relation to the 62 day remains in colorectal and UGI pathways due to reduced diagnostic capacity in endoscopy combined with an increase in referrals.  Urology diagnostics are also significantly challenged with staffing resources and theatre capacity.  From a urology perspective, 
a one stop model is due to be reinstated in November 2020, the robotic work starts week commencing 16th November 2020 and flexi cystoscopies will be moved back to Longton theatre from November 2020, increasing capacity and reducing the number of breaches. On-going recruitment continues to 
address capacity issues within the UGI service.   The number of patients waiting in excess of 104 days are made up of complex patients, potentially not yet diagnosed with cancer who have been shielding, therefore making it very challenging to treat the patients however they are being individually 
contacted and managed on a regular basis.  The number of 104 day breaches at the Trust in October 2020 is in line with the plan (26).  This compares with 69 at the height of the pandemic and 11 pre Covid which is a significant improvement. The Trust sits favourably compared with other Trusts across 
the ICS from a cancer performance perspective, despite being a tertiary centre and  this continues to be a top priority for the Trust and the Trust is fully engaged in the Cancer Alliance recovery Task Force across the ICS.   
 
A number of key actions continue to be taken to drive improvements in the cancer position of the Trust.    
• CNS continue to work with patients to encourage attendance  
• NICE guidance on requirements for isolation prior to elective admission/key diagnostic testing  
• Second robot is now in use at the Trust for a 6 month loan period.  This will mitigate patients waiting for the robot growing 62+ days  
• Individual actions plans to all patients over 104 days 
• Harm reviews and close monitoring by clinical teams and CNS on each patient 
• Capital bid for day case theatres (loss to ED configuration) and endoscopy capacity to mitigate loss under Covid19 has been approved and implementation planning has begun.   
• Advanced Clinical Nurse practitioners being sought to support the Urology and Upper GI pathways  
 
CDEC5 - Mortality:  The Hospital Standardised Mortality Ratio (HSMR) and  for all diagnoses Data for July onwards is currently unavailable. However, for the month of June and Q1 are all within expected range. If there are any associated alerts that are highlighted in month, these continue to be 
reviewed and investigated. 
 
CDEC9 - 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.  



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 7 1 1 3 2 0 1 1 1 6 2 1 9

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% 82.0% 87.0% 79.0% 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 20.0 21.5 21.8 21.8

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 34880 40397 40851 40397 40851

13b Reduce 52 week RTT breaches on a monthly basis 131 352 763 1243 1881 2550 3164 763 2550 3164 2550 3164

Emergency Department (ED) - Time from arrival to treatment by a 
clinician (median) 33 38 42 54 56 53 68 38 54 68 49

ED - Time all patients spend in the department (at 95th percentile) 458 474 549 508 575 721 1076 494 600 1076 622

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% 89.61% 88.81% 84.34% 88.40%

14b Waits from Decision to Admit (DTA) in ED greater than 12 hours 0 1 1 0 0 5 19 2 5 19 26

14c To reduce the number of waits in ED greater than 12 hours 2400 1400 200 11 37 60 38 42 131 341 108 211 341 660

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 15 0 0 15 15

To reduce moves at night across organisation 1920 1120 160 144 133 122 89 74 72 95 399 235 95 729

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%

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% 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

To achieve less than 84 cases of the Clostridium Difficile
Community Onset Hospital Associated (COHA) or Hospital Acquired 
Healthcare Associated (HOHA) 

84 49 7 3 6 6 7 11 7 10 15 25 10 50

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%

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 4.05 4.62 4.48 4.38 4.15 4.05 4.31 4.34 4.05 4.28

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
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CDEC 11 – Falls: Although the Trust is exceeding its YTD objective for falls associated with major harm and above, monthly figures since July 2020 remain 0 or below. 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.  
 
CDEC 12 - 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.  
 
CDEC13 -RTT and Elective: As part of the Trust’s recovery and resilience plan for 2020/21 the Trust restarted its elective programme with priority services mid May 2020 and further increasing from July 2020.  As part of the phase 3 recovery plan every speciality has worked on their activity scenarios modelling to assess the ability of additional activity with the 
COVID impact/constraints into theatres in particular i.e. what additional capacity required for extra lists outside of normal hours, air flow changes, testing capacity, PPE and staffing and then the correlation of this on waiting list size and shape. The number of inpatient elective spells was reported at 736 in October 2020 compared with a restoration plan of 641, a 
14.8% (95) increase on planned levels.  Whilst the number of day case elective spells was reported at its highest level in October 2020 since COVID  at 3,407, this was 6.5% (238) below restoration planned activity levels. 
 
As previously reported to the committee the Trust forecasted that a significant number of patients would continue to breach 52 weeks on a monthly basis, which continues to be a similar position being reported by neighbouring Trusts across the ICS and the NHS as a direct consequence of standing down elective and all non-time critical cancer work.   The 
Trust’s published positon for 52+ week breaches for October 2020 is reported at 3,164, compared with a plan of 3,524,  -360 below plan. 
 
The Trust are participating in the National Clinical Validation Programme which means that all patients on an RTT waiting list will be contacted by the end of October 2020 for a review and prioritised by a clinician, reporting back to the national team at the end of November 2020 the prioritisation status of all our patients.    
In addition, clinical harm reviews continue to be undertaken by clinical teams for all patients and mutual aid across the ICS continues to be explored.  
  
The trust is part of the ICS elective recovery programme with key focus on developing a shared waiting list to ensure equity of access across Lancashire and South Cumbria.  The Trust submitted a capital bid to mitigate the loss of 4 theatres at RPH site and this bid was supported.  The estate work has commenced with an expected completion date in quarter 
1 2021/22.  The Trust continues to utilise IS capacity.    
 
CDEC14 - Urgent Care: Overall A&E performance was 84.5% in October 2020 against the four hour standard.  This is deterioration on the previous month of 87.81%, and puts the Trust slightly above the national position of 84.4%, 2nd out of 19 acute trusts across the North West and 1st across the ICS.  There were 19 patients waiting over 12 hours in A&E in 
October 2020 from a DTA but a significant increase was seen in the total waited over 12 hours total in the department.  
Increased emergency activity and increased stranded beds (loss for periods of time) for IPC reasons put overall bed occupancy at over 88% and medicine bed occupancy at over 95%. As a result, a number of patients were delayed in the ED department for over 4 hours until the correct type of bed/Covid19 zone could be allocated. Many bed decisions are 
being made on grounds of safety and risk assessed.  To support alternatives to ED, attendances at the Same Day Emergency Care service at RPH continues to increase with 349 attendances in October 2020 compared to a plan of 220.  This is the highest monthly throughput since the service became operational and is reflective of opening during the 
weekend in line with our winter plans. The acute frailty assessment unit continues to pull patients from ED to reduce avoidable admissions. The unit had 59 admissions during October 2020.   
  
In further support of alternatives to ED, the Trust will be going live with the NHS 111 programme on 24th November 2020 with an initial focus on ED by booked appointment and an alternative secondary care disposition for the chest pain pathway.  Weekly project steering groups are well underway including clinical and operational colleagues LTH, CCGs, GTD, 
DOS leads, IT,  with a dedicated project team across a wide range of stakeholders across Central Lancashire. In order to develop further opportunities, pathways for other examples where alternative secondary care dispositions can be offered are currently being reviewed by clinical leadership teams in order to progress to additional work streams for phase 2, 
following the successful implementation of the initial pathway.  There is a national target of 20% of presentations to be captured through the NHS 111 route. 
   
Digital Health – Agreement has been reached across the ICP that a 6 month contract should be developed in the first instance, held by LTH, with funding coming from the CCG. The exact deployment model is being finalised, which should be completed in the new few weeks.  This will support avoidance to ED.   
  
In order to mitigate the bed deficit the Trust continues to mobilise its plans for an additional 28 beds at Avondale to support step down of patients.  Building work is due for completion at the end of November 2020 with staffing plans being developed for December 2020.   
  
As an interim measure until Avondale is operational, in order to mitigate the continued increase in demand and bed deficit, Fell View will provide an additional 10 beds.  In order to facilitate this opening, the Trust has temporarily relocated Clinical Investigation Unit work to support this move from 16th November 2020 until Avondale is open.   
  
From 9th November 2020 the Trust will have access to community beds in Dovehaven.  Whilst the unit will take up to 20 patients from the trust, this is being done in a phased approach with 2 patients per day admitted from the Trust to the unit. 
    
Published data for October 2020 shows Delayed Transfers of Care (DToC) rates have continued to deteriorate and are reported at 5.57%.  This deteriorating position impacting on bed occupancy rates can be correlated with a deteriorating 4 hour performance position and corresponding patient flow issues.  
  
The Trust is working with system partners on action required at a system level to ensure that the improvements made during Covid19 pandemic are realised and sustained into winter to ensure capacity and flow across the hospital.  A new Clinical Discharge Lead started in post at the Trust on 1st November 2020 and will work with system partners to unblock 
some of the barriers and support the implementation of the new national discharge policy across the ICP.  In addition, the ICP has identified the Director of Continuous Improvement from the Trust as the ICP Executive with responsibility for discharge across the ICP.        
  
Discussions across the ICP via the Executive Command and Control forum continue in relation to creating designated capacity in the community for Covid+ patients.  The number of Covid+ patients who are ‘medically fit’ for discharge but unable to be discharged to a nursing/residential home has significantly increased in October 2020 which is contributing to 
an increase in DToC.   
 
CDEC 17 – 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 each 
month.  
 
CDEC18: - STAR: Overall, there are 120 clinical areas registered for the STAR quality assurance framework, undertaking STAR monthly reviews and receiving STAR accreditation visits. For the period ending 31st October. 2020 a total of 112 have had STAR accreditation visits, with 8 new/off-site areas awaiting their first visit.  There are 12 clinical areas who 
have successfully achieved 3 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 55%. Themes and learning from STAR are included in the divisional always safety first meetings. 
 
CDEC20 - 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 has slightly exceeded its YTD objective in October 2020 due to a rise in cases in October 2020, which are currently being 
investigated. 
  
COVID-19: A report contained within Safety and Quality and Finance and Performance committees contains details regarding the number of the Covid outbreaks. 



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
* * * *

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% 1.64% 1.33% 1.66% 1.51%

2b Long-term sickness absence rate ≤ 2.75% 4.28% 4.02% 3.74% 3.70% 3.55% 3.30% 3.58% 4.01% 3.52% 3.58% 3.74%

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% 9.50% 9.10% 8.88% 9.24%

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% 4.64% 4.67% 4.45% 4.24% 2.35% 4.59% 4.24% 3.58%

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 16 15 7 38

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% 86.20% 88.93% 87.18% 87.51%

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% 61.75% 61.59% 64.54% 62.08%

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% 0.64% 1.90% 0.60% 1.17%

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% 86.08% 85.80% 85.31% 85.85%

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% 33.00%

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% * * * *

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 * * * *

Indicator

A great place to work 3 
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A great place to work 3 

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 * * * *

13b No. of teams initiating TED Tool 1 2 4 5 6 8 7 7 19 7 33

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% * * * *

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% * * * *

AGPTW 16
Increase number of staff accessing Freedom to 
Speak Up service

23 16 40 44 25 25 79 94 173

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% * * * *

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 * * * *

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 * * * *

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 * * * *

COVID-19

CV1 COVID-19 Total Absence 7.63% 5.27% 4.66% 3.25% 1.23% 1.84% 3.47% 5.85% 2.11% 3.47% 3.91%

CV2 COVID-19 Sickness Absence 0.62% 0.54% 0.35% 0.21% 0.16% 0.14% 0.35% 0.50% 0.17% 0.35% 0.34%

CV3 COVID-19 Special Leave Absence 7.01% 4.73% 4.32% 3.04% 1.07% 1.70% 3.12% 5.35% 1.94% 3.12% 3.57%

CV4 All Absence 24.00% 22.34% 19.99% 21.60% 23.57% 20.75% 21.28% 22.11% 21.97% 21.28% 21.93%
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A great place to work 3 

KEY ACTIONS 
 

Sickness and COVID-19 Absence 

The overall sickness absence rate has been on a downward trajectory since July , although we have seen  an increase in October., which is in line with seasonal trends.   COVID  related absence has risen over recent weeks however appears to be stabilising.   The 
combination of absence has caused considerable staffing pressures in some areas, including inpatient wards and medical teams.  Staffing  gaps are being closely monitored on a daily basis  so that mitigating actions can be taken.  The Health and Wellbeing team 
are offering proactive support to a number of  staff groups with regular psychological  support sessions  in place for some teams.  The staff flu vaccination campaign  is also continuing with 6600 staff vaccinated to date and over 70% uptake amongst front-line 
staff. 

Recruitment 

The paid placement scheme for students was successful as 77% of student nurses in the last 6 months of training who took part in the paid placement scheme chose to remain with the Trust. Recruitment continues to be a priority to support the opening of the 
Avondale Rehabilitation Unit. A further priority area is the recruitment to our Domestic and Portering services teams. 9 International Nurses started with the Trust in October 2020 and are currently undertaking OSCE training with a further 37 planned to arrive 
before the end of January 2021. The Trust was successful in a bid for additional one off monies to support this additional international recruitment prior to the end of January 2021. A further bid for additional monies has been submitted to work in collaboration 
with Lancashire and South Cumbria FT to increase international recruitment in 2021/22 and has also been successful. Links are being developed with Universities in China to provide a pipeline for nurse recruitment over 2021/22.  

Safe staffing 

The Agency escalation process has been reintroduced to provide additional control over usage and spend. Due to winter and Covid19 pressure shift demand is going out to agency for HCA. To try and improve fill and reduce cost from non vend usage where 
possible shift demand has been put out until March 21 so we have the best chance of filling via bank and vend supply at lower cost. Usage is expected to be higher than normal over the coming months with additional pressure associated with 2nd peak of Covid19. 
The Surgical and Medicine Divisions are commencing Roster Check, Challenge and Coach sessions with Deputy Divisional Directors of Nursing taking the lead. We have added 2 new ITU suppliers to the vend to support additional demand. Block agency bookings 
are being made to ensure safe staffing levels on ED,ITU and high care areas over the winter.  

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.   
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DVFM 1 0 0 0 0 0 0 0 0 0 0 0

DVFM 2

DVFM 3 S S S S S S S S S S S

DVFM 4

DVFM 5

DVFM 6 S S S S S S S S S S S

DVFM 7 S S S S S S S S S S S

DVFM 8

DVFM 9

DVFM 10

DVFM 11

DVFM 12

DVFM 13

DVFM 14

Maintain workforce (establishment) control in like with budget setting (after allowable 
COVID-related staffing requirements)

4

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

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)

Deliver value for money 

The Trust reports a deficit position of £2.1m in Month 7 and a YTD deficit of £2.2m. The final phase 3 (P3) plan deficit is £20.7m of which £2.2m is in the P3 plan for October. Therefore income and expenditure 
were in line with the P3 plan for October. 
 
The financial funding arrangements changed in Month 7 from a retrospective top-up arrangement to ICS allocation funding with the fundamental block contracts with commissioners largely staying in tact. During 
Q1/Q2, we received retrospective top-up funds of £28.5m which has now ceased and this virtually squared off with our Q1/Q2 Covid expenditure of £27.0m. In the P3 plans the Trust included the confirmed 
sources of ICS funding of £18m, £3m of this has been accrued in month 7. 
 
The Risk Analysis has been updated to reflect changes associated with agreeing the P3 final plan and the more recent mobilisation of further COVID schemes for staff testing and the COVID vaccine. There is 
currently no formal communication on the funding available for these new schemes although there is ICS approval to placing orders in advance of formal funding. 
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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) 34 197 248 298 313 349 231 859 349 1439

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

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) 66.1% 76.0% 79.0% 81.6% 78.6% 76.9% 72.8%

10b CQUIN - Smoking Interventions 88.1% 92.7% 93.8% 94.9% 94.0% 91.9% 96.8%

10c CQUIN - Alcohol Interventions 90.8% 95.4% 94.8% 92.7% 93.6% 93.8% 88.7%

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 5 

Key Actions: 
 

FFTF1 - 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 
 

FFTF2 - 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. 
 

FFTF3 - 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. 
 

FFTF4 - 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.  
 

FFTF6 - Continuous Improvement - The CI team is working with the Business Improvement Team to track the delivery and impact of the CI programmes 
 

FFTF7 - 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. 
 

FFTF8 - 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. 
 

FFTF9 - 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 Headquarters 

Board of Directors  
Infection Prevention and Control  

Report to: Board of Directors  Date: 3rd December 2020 

Report of: Nursing Midwifery & AHP Director Prepared by: C Silcock 

Part I √                                   Part II  

Purpose of Report  

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

Executive Summary: 

 

The purpose of this report is to seek 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 are being maintained (Appendix 1) and triangulate a number of 

pieces of information that contribute towards controlling the spread of infection. The document has been 

updated following the last iteration and changes highlighted in yellow to aid identification of changes. Progress 

has been made in addressing some gaps identified in the last report provided to Board in August and some 

further gaps identified following the updated NHS Improvement (NHS I) guidance. It is anticipated, as more is 

learned about the management of Covid, continued changes will take place and therefore gaps will be 

identified and responded to accordingly.   

 

NHS Improvement has published 10 key actions for infection prevention and control testing on 17 November 

2020. These define steps that should now be implemented following learning identified at a national level to 

reduce the spread of infection (Appendix 2). The organisation is working to complete three of the remaining 

actions to demonstrate full compliance. 

 
At the time of writing the report the number of outbreaks totals six, the breakdown of patients and staff affected 
is detailed in the table below: 
 

Brief Overview of IMARCH form 22/11/2020 

Ward 

Date 

Outbreak 

identified 

No. of Patients 

positive for this 

outbreak 

No. of Patients 

in isolation 

(negative or 

awaiting test)  

No. of Staff positive 

for this outbreak  

No. of Staff in 

isolation (negative 

or awaiting test)  

Ward 18 21/10/20  13 3 5 0 

Bleasdale 21/10/20 8 6 6 0 

Rookwood B 06/11/20 3 4 10 2 

Ward 21 04/11/20 0 4 19 0 

Ward 4 16/11/20 3 0 5 0 

Ward 24 17/10/20 3 2 21 0 

  
The Care Quality Commission (CQC) undertook an assurance session on 16 July 2020 to test the rigour of the 
Infection Prevention and Control Board Assurance (BAF) evidence contained within this document. The CQC 
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feedback confirmed that the CQC were satisfied with the level of assurance relating to IPC and commented 
positively on the work undertaken with the deaf community and the Covid recovery resource developed by the 
in-house respiratory and therapy team. 
 
NHS Improvement undertook a site visit on 08 October 2020 and confirmed it was satisfied with the 
arrangements in place to control the spread of infection, positively commenting on the effective challenge 
observed 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. FIRST stands for; Flow, Infection control, including 
social distancing, Reduced patients in emergency departments, Staffing, Treatment in the emergency 
department. The outcome of the assurance confirmed there were no identified areas of concern. The good 
practice identified within the document reinforces the essential contribution system flow makes to the control of 
infection. The Board Assurance Framework report scheduled for presentation at December 2020 Board 
highlights the escalated risk relating to increased occupancy in the Emergency department (ED) as a 
consequence of increase number of patients delayed within hospital.  
 

The Board of Director’s is recommended to:  

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

ii. Note the feedback from the Care Quality Commission and NHS Improvement regarding assurances 
in place to control the spread of infection. 

iii. Note the incidence of Covid is discussed at Safety & Quality Committee on a monthly basis. 
iv. Note the Patient FIRST assurance meeting held and the feedback received from the CQC.  

 

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 of Directors August 2020  
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1. Introduction  

The Trust has continued to rapidly adapt in response to the COVID-19 pandemic.  The NHS publication, 

Infection Prevention and Control Board Assurance Framework, 4 May 2020, was updated on 15 October 

(version 1.4) and enables a structure for organisations to assess themselves against as a source of 

internal assurance that quality standards are being maintained.  The document has been updated following 

the last iteration and changes highlighted in yellow to aid identification of changes. Progress has been 

made in addressing some gaps identified in the last report provided to Board in August and some further 

gaps identified following the updated NHS I guidance. It is anticipated, as more is learned about the 

management of Covid, continued changes will take place and therefore gaps will be identified and 

responded to accordingly.   

 

NHS Improvement has published 10 key actions for infection prevention and control testing on 17 

November 2020. These define steps that should now be implemented following learning identified at a 

national level to reduce the spread of infection.  (Appendix 2) The organisation is working to complete 

three of the remaining actions to demonstrate full compliance. 
 

2. Discussion  

Compliance with the Infection Prevention and Control Framework is attached in the self-assessment 

document provided by NHS Improvement. See Appendix 1. The CQC undertook an assurance session on 

16 July 2020 to test the rigour of the Infection Prevention and Control Board Assurance (BAF) evidence 

contained within this document. The CQC feedback confirmed the CQC were satisfied with the level of 

assurance relating to IPC and commented positively on the work undertaken with the deaf community and 

the Covid recovery resource developed by the in house respiratory and therapy team. 

 

NHS Improvement undertook a site visit on 08 October 2020 and confirmed it was satisfied with the 

arrangements in place to control the spread of infection, positively commenting on the effective challenge 

observed 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 focus on a newly published document; 

Project reset in emergency medicine - Patient FIRST. FIRST stands for; Flow, Infection control, including 

social distancing, Reduced patients in emergency departments, Staffing, Treatment in the emergency 

department. The outcome of the assurance confirmed there were no identified areas of concern. The good 

practice identified within the CQC document reinforces the essential contribution system flow makes to the 

control of infection. The Board Assurance Framework report scheduled for presentation at December 2020 

Board highlights the escalated risk relating to increased occupancy in the ED as a consequence of 

increase number of patients delayed within hospital. 
 

3. NHS Improvement Key actions: infection prevention and control and testing, published 17 

November 2020 
 

No Key Action Compliance 
statement 

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. 

Compliant  Cleaning checklists 

 STAR monthly audits 

 Hand hygiene audits increased to 
weekly 

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

 Domestic supervisor audits 
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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. 

Compliant  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 

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

Complaint   Cleaning checklists 

 PPE audits completed weekly 

 IPC audits completed independently 
and increased to weekly in any 
outbreak areas  

 STAR monthly audits 

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

Non-
compliant  

 This is not currently in policy. The DIPC 
and team are working through this 
standard.  

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. 

Compliant   The data is signed off via the Nursing, 
Midwifery & 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. 

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. 

Compliant  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.  

 Additional safety measures taken to 
reduce the bioburden including the 
implementation of disposable curtains, 
replacement of cleaning equipment and 
implementation of patient face masks 
where possible.  

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. 
 
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. 

Non-
compliant  
 
 
 
 

 The arrangements for this are currently 
being worked through, go live date yet 
to be confirmed but imminent. 
Equipment arrived 23.11.20 and being 
distributed currently  

 

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

 Full trust screening of all staff 
completed.  
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8. a) All patients must be tested at emergency 
admission, whether or not they have 
symptoms. 
 
b) Those with symptoms of COVID-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 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. 

 
Compliant  
 
 

 Testing compliance monitored through 
IPCC.  

 
 

 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.  

 
 

 
 

 Testing compliance monitored through 
IPCC. 

 
Compliant 

Compliant  

 
Compliant 

Compliant 

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. 

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

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

Compliant  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.   

 

 

4. Financial implications 

The financial implications of responding to Covid are contained within reporting to the Finance and 

Performance committee.  

 

5. Legal implications 

The legislative framework is in place to protect service users and staff from avoidable harm in a healthcare 

setting.  The framework has been structured around the existing 10 criteria set out in the Code of Practice 

on the prevention and control of infection which links directly to regulation 12 of the Health and Social Care 

Act 2008 (Regulated Activities) Regulations 2014. 

 

The Health and Safety at Work Act 1974 places wide-ranging duties on employers, who are required to 

protect the 'health, safety and welfare' at work of all their employees, as well as others on their premises, 

including temporary staff, casual workers, the self-employed, clients, visitors and the general public.  The 

legislation also imposes a duty on staff to take reasonable care of health and safety at work for themselves 
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and for others, and to co-operate with employers to ensure compliance with health and safety 

requirements.  

 

6. Risks 

The Covid 19 NHS I BAF risk assessment underpins the operational Covid 19 risk on the risk register. This 

continues to be an escalated operational risk present on the Board risk report. The presence of Covid 19 is 

present within the strategic and operational risks of the organisation. Given the risks associated with 

suboptimal patient flow and its link to the control of the spread of infection the increased occupancy levels 

in ED risk is due to be escalated to Board.  

 

7. Impact on stakeholders 

There is an impact on patients and the associated risk of acquiring Covid whilst in hospital. This risk is 

mitigated through the implementation of the PHE guidance. Patient experience has been affected as a 

result of reduced visiting arrangements, steps have been taken through the introduction of ipads and the 

revision of visitor guidance to include adjustments for parents, birth partners and patients who require one 

to one care alongside 2 visitors at the end of life to ensure reasonable adjustments are made for those less 

able to manage the consequences of this.  However, the overall impact is having a negative impact on 

patients and their loved ones with limited face to face contact during an admission to hospital.  

 

8. Recommendations 

The Board of Director’s is recommended to:  

i. Note the updated self-assessment against the NHS publication, Infection Prevention and Control 

(updated version 1.4) Board Assurance Framework and mitigating actions.  

ii. Note the feedback from the Care Quality Commission and NHS Improvement regarding assurances 

in place to control the spread of infection. 

iii. Note the incidence of Covid is discussed at Safety & Quality Committee on a monthly basis. 

iv. Note the Patient FIRST assurance meeting held and the feedback received from the CQC.  
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Appendix 1: Self-Assessment against the NHS Infection Prevention Control Board Assurance Framework 2 (Version 1.4) published 17 October 2020  
The areas updates from August 2020 Board have been highlighted in yellow to aid identification of updates.  

 
 
 
 
 
 
 

DIRECTORATE Nursing Directorate DATE 16/06/2020  
updated 22.7.20, updated 22.11.20 

WARD/DEPARTMENT Infection Prevention and Control (IPC) BY Catherine Silcock 
Sarah Kay 

TASK IPC assessment framework for Covid 19 REVIEW DATE Monthly 

VERSION NO. 3   

1. Systems are in place to manage and monitor the prevention and control of infection. These systems use risk assessments and consider the 
susceptibility of service users and any risks posed by their environment and other service users 

Key Lines of Enquiry Evidence Gaps in Assurance Mitigating Actions 

Systems and processes are in place to 
ensure: 
 
1. Infection risk is assessed at the front door 

and this is documented in patient notes. 
 
 
 
 
 

 
2. Patients with possible or confirmed 

COVID-19 are not moved unless this is 
appropriate for their care or reduces the 
risk of transmission. 

 
 
3. Compliance with the national guidance 

around discharge or transfer of COVID-19 
positive patients. 

 
 
 

 
 
 
1. The Trust has implemented an Infection Control 

Electronic patient record (Quadramed) flag for 
COVID-19. Patients are assessed on 
admission; the status is documented in patient 
medical notes and patients transferred to 
appropriate area e.g. Covid area or COVID 
Majors. 
 

2. The trust has designated amber (suspected) 
and red (confirmed) zones and the evidence of 
this and the management of patient care and 
flow through these areas is documented in the 
management of Covid Trust policy. 

 
3. The trust records the discharge summaries on 

the electronic patient record. There is a review 
of and Covid patients on day 14. (Medical 
review and IPC review) The IPC team 
document all advice on Quadra Med. Screening 
on discharge to Care/Nursing homes is carried 

 
 
 
Guidance on transfer of 
patients on discharge to 
Care Home settings 
lacks consistency in its 
application across the 
various Care and 
Nursing homes.  
 
Update 19.11.20 
This remains 
inconsistent in its 
application given the 
risks of interpretation in 
the regulated care 
sector. 
 
 

 
 
 
The Infection Control team 
oversee patients with 
suspected and positive Covid 
and advise teams as 
required. 
 
A post infection review takes 
place for all probable or 
definite hospital associated 
Covid positive patients. 
 
Any adverse discharge is 
reported as an incident and 
lessons learned are shared 
via the Trust case review. 
 
A daily sitrep is in place for 
PPE supplies and risks. 
 
Covid 19 policy in place and 
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4. Monitoring of compliance with PPE, 

consider implementing the role of PPE 
guardians/safety champions to embed and 
encourage best practice 

 
 
 
 
 
5. Staff testing and self-isolation strategies 

are in place and a process to respond if 
transmission rates of COVID-19 increase 

 
6. Training in IPC standard infection control 

and transmission-based precautions are 
provided to all staff 

 
7. IPC measures in relation to COVID-19 

should be included in all staff Induction and 
mandatory training 

 
8. All staff are regularly reminded of the 

importance of wearing face masks, hand 
hygiene and maintaining physical distance 
both in and out of work 

 
 
 
 
 
 
9. All staff (clinical and non-clinical) are 

trained in putting on and removing PPE; 
know what PPE they should wear for each 

out as per PHE guidance and this is 
documented in the trust Covid policy  

 
4. The Trust complies with PHE PPE guidance 

and this is reflected in the Covid Policy and the 
Covid communications from Chief Executive. 

 
5. There is a system for infection prevention and 

control champions in place within the 
organisation and a safe working practice forum 
in place.  

 
6. Staff testing team in place with processes 

reporting into safe working practices group.  
 
 

7. Training incorporated into mandatory training 
and reinforced by IPC team and matrons as 
part of audit of practice.  

 
8. Training incorporated into mandatory training. 

 
 
 
9. Reminders are included in twice weekly 

messaging through CEO, reminder cards and 
life size banners ordered to refresh the 
approach to messaging and reinforcing good 
practice. Reviews of outbreaks include 
feedback to teams to ensure learning has taken 
place and any noncompliance is identified. 
Repeat purposeful omissions are addressed 
through the disciplinary policy.  
 

10. Training in place and reinforced through 
communications and incident reviews.  

 

visible to staff. 
 
The flow operational group is 
being established to oversee 
operational issues associated 
with patient flow, bed moves 
and infection control 
practices. 
 
Flow operational group has 
convened and the 
prioritisation of actions has 
been given to the reduction in 
patient moves. Meetings held 
fortnightly with data being 
tracked. 
 
Emphasis on reducing patient 
bed moves has been 
communicated to senior 
nurse leaders 1.7.20 via the 
Nursing Midwifery & AHP 
Director. 
 
PPE compliance audits 
agreed and commence 
across all clinical areas on a 
weekly basis commencing 
15.7.20. 
 
PPE compliance audits 
undertaken for 3 outbreak 
wards. 
 
Hand hygiene audits being 
checked daily by IPC team 
for outbreak wards. 
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setting and context; and have access to 
the PPE that protects them for the 
appropriate setting and context as per 
national guidance 

 
 
10. National IPC guidance is regularly checked 

for updates and any changes are 
effectively communicated to staff in a 
timely way. 

 
 
 

11. Changes to guidance are brought to the 
attention of boards and any risks and 
mitigating actions are highlighted. 

 
 
 
 
 

12. Risks are reflected in risk registers and the 
Board Assurance Framework where 
appropriate. 

 
 
 
13. Robust IPC risk assessment processes 

and practices are in place for non COVID-
19 infections and pathogens. 
 
 

14. That Trust CEOs or the executive 
responsible for IPC approve and 
personally signs off, all data submissions 
via the daily nosocomial sitrep. This will 
ensure the correct and accurate 

 
 
 
 
 
 

11. The Covid Policy is reviewed and updated 
regularly in line with PHE guidance. This is 
disseminated via the Covid communication 
team to all staff whenever there are any 
changes. The policy is uploaded onto the Trust 
intranet site and is version controlled. 
 

12. Changes to PHE guidance is reported at the 
daily Covid sitrep meeting, escalated to the 
weekly senior operations group and the 
monthly infection control committee which 
escalates risks and mitigation to the trust Safety 
and Quality Committee, a sub-committee of 
Trust Board. 

 
13. There is a risk on the risk register in relation to 

Covid 19, the divisions are currently working 
through the risks within division to ensure the 
impact of the Pandemic are adequately 
reflected. 

 
14. Daily advice and reviews of patients are flagged 

and reviewed by the IPC Team. Documentation 
is available on Quadra Med. There is a non-
Covid 19 IPC risk on the risk register. 

 
15. The Nursing, Midwifery & AHP Director and/or 

nominated deputy signs off the daily data 
submission. The accuracy of submitted data 
has been tested and confirmed as reliable.  
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measurement and testing of patient 
protocols are activated in a timely manner. 

 
 

15. Ensure Trust Board has oversight of  
ongoing outbreaks and action plans. 

 
 
 
 
 

 
 
 
 
16. Outbreak data is provided to safety and Quality 

Committee on a monthly basis. Fortnightly 
updates provided to Board outside of 
committee structures to ensure Board is kept 
up to date. Review of the BAF for Covid 
includes outbreak data.  

 

2. Provide and maintain a clean and appropriate environment in managed premises that facilitates the prevention and control of infections 

Key Lines of Enquiry Evidence Gaps in Assurance Mitigating Actions 

Systems and processes are in place to 
ensure: 
 
1. Designated Teams with appropriate 

training care for and treat patients in 
COVID-19 isolation or cohort areas. 

 
 
 
 
2. Designated cleaning teams with 

appropriate training in required techniques 
and use of PPE, are assigned to COVID-
19 isolation or cohort areas. 

 
 
 
 
3. Decontamination and terminal 

decontamination of isolation rooms or 
cohort areas is carried out in line with PHE 
national guidance. 

 
 
1. All areas have been Fit Mask tested and fitted. 

Training on staff donning and doffing has been 
provided by IPC team and Practice Educators. 
Covid Policy highlights actions to be taken and 
the Trust has an IPC E-learning package in 
place.  

 
 
2. There are enhanced cleaning in all clinical 

areas, increasing cleaning to 3 times a day. 
Domestic Teams have had donning and doffing 
training by Practice Educators and were fit 
mask fitted and trained. Domestic management 
have recruited extra domestics who have 
completed a training programme.  

 
3. All areas are enhanced cleaned as per PHE 

guidance with a chlorine based solution and 
with single use mops and cloths. Domestic 
management have a process in place to 

 
 

Designated Covid IPC 
training has been 
standardised and is to 
be recorded on trust 
training records. 
 
Update 19.11.2020 
This is no longer a 
gap and is embedded 
into IPC training.  
 
 

 
 
IPC team have provided 7 day 
service on both hospital sites to 
answer any queries. 
 
IPC team helpline in place 7 
days a week. 
 
Microbiologist on call 24/7. 
 
Covid 19 policy updated in line 
with PHE guidance. 
 
Weekly Nurse, Midwifery and 
AHP clinical leaders meeting, 
agenda item focus on IPC and 
response to frequently asked 
questions. 
 
Range of training resources 
developed and disseminated. 
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4. Increased frequency at least twice daily of 

cleaning in areas that have higher 
environmental contamination rates as set 
out in the PHE and other national 
guidance. 
 

5. Cleaning is carried out with neutral 
detergent, a chlorine-based disinfectant, in 
the form of a solution at a minimum 
strength of 1,000ppm available chlorine as 
per national guidance. If an alternative 
disinfectant is used, the local infection 
prevention and control team (IPCT) should 
be consulted on this to ensure that this is 
effective against enveloped viruses. 
 

6. Manufacturers’ guidance and 
recommended product ‘contact time’ must 
be followed for all cleaning/disinfectant 
solutions/products as per national 
guidance. 

 
7. ‘Frequently touched’ surfaces e.g. 

door/toilet handles patient call bells, over 
bed tables and bed rails should be 
decontaminated more than twice daily and 
when known to be contaminated with 
secretions, excretions or body fluids. 

 
8. Electronic equipment e.g. mobile phones, 

desk phones, tablets, desktops & 
keyboards should be cleaned a minimum 
of twice daily. 

 

provide evidence of cleans completed and 
audits completed. 

 
4. This has been increased to 3 times daily. 

Domestic management have a process in place 
to provide evidence of cleans completed and 
audits completed. 

 
 

5. Compliant with cleaning product guidance.  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

6. Additional touch point cleaning products and 
routines introduced into all clinical areas.  
 
 
 
 
 
 
 
 
 
 

 
Ward champions IPC sessions 
established to disseminate 
information. 
 
Training sessions for ward 
managers, Matrons, Senior 
managers on call and clinical 
site managers. 
 
 
 
Covid 19 e-learning package 
has now been added to blended 
learning accessible to all staff. 
 
Enhanced cleaning with chlorine 
has been implemented in any 
outbreak area.   
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9. Rooms/areas where PPE is removed must 

be decontaminated, ideally timed to 
coincide with periods immediately after 
PPE removal by groups of staff (at least 
twice daily) 

 
10. Linen from possible and confirmed COVID-

19 patients is managed in line with national 
guidance and the appropriate precautions 
are taken. 

 
11. Single use items are used where possible 

and according to Single Use Policy. 
 
12. Reusable equipment is appropriately 

decontaminated in line with local and PHE 
national policy. 

 
13. Ensure cleaning standards and 

frequencies are monitored in non-clinical 
areas with actions in place to resolve 
issues in maintaining a clean environment.  

 
 
 
 

 
14. Ensure the dilution of air with good 

ventilation e.g. open windows, in admission 
and waiting areas to assist the dilution of 
air 
 

15. There is evidence organisations have 
reviewed the low risk COVID-19 pathway, 
before choosing and decision made to 
revert to general purpose detergents for 

 
7. Donning and Doffing areas are included in 

cleaning schedules.  
 
 
 

 
8. Red alginate bags and white bags for use of 

linen from Covid 19 patients are in use. 
 
 
 
9. This is the recommendation and documented in 

the Trust Covid 19 policy 
 
10. Trust policy is in line with PHE national policy 

and audit data is available via the HSDU 
decontamination lead.  

 
11. Safe working practices group formed to 

oversee non clinical area compliance and listen 
to feedback.  

 
12. Audits of areas undertaken as part of post 

infection reviews and feedback provided to 
teams to ensure learning takes place where 
breaches occur.  

 
13. Included within guidance.  

 
 
 
 
14. Infection Control work in partnership with estate 

through clinical partnership board and infection 
prevention and control committee. Decision 
regarding detergent selection are reported to 
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cleaning, as opposed to widespread use of 
disinfectants 

IPCC.  
 

 

3. Ensure appropriate antimicrobial use to optimise patient outcomes and to reduce the risk of adverse events and antimicrobial resistance 

Key Lines of Enquiry Evidence Gaps in Assurance Mitigating Actions 

Systems and process are in place to ensure: 
 
1. Arrangements around antimicrobial 

stewardship are maintained. 
 
 
 
 
 
 
2. Mandatory reporting requirements are 

adhered to and boards continue to 
maintain oversight. 

 
 
 
 

 
 
1. The Anti-microbial Pharmacist has maintained 

oversight as pre-Covid 19 and can provide 
audit data and further evidence. Quarterly 
report is submitted to divisional IPC meetings 
and scheduled for submission bi-annually to 
IPCC. Monthly Anti Microbial Group (AMG) 
meetings in place. 

 
2. Submissions are made to PHE each month and 

Covid data is submitted to NHSE each week. 
This is reported in the divisional IPC committee 
and Trust IPCC.  

 
 
EPMA is not in place 
at CDH, therefore 
automatic assurance 
reports are not 
available.  
 
19.11.2020 
Remains unchanged  
There is no currently a 
standardised way of 
viewing missed doses 
or review dates of 
antimicrobial 
prescribing.  
 
 
19.11.2020 
Remains unchanged  
 

 
 
Monthly audits are undertaken 
in each specialty.  
 
 
 
 
 
 
Clin Doc application being 
developed and review dates of 
antibiotics will be included in 
this. 
 
EPMA will be updated leading to 
automated reminders to review 
antibiotics mandating action at 
system level.  
 
 
 

4. Provide suitable accurate information on infections to service users, their visitors and any person concerned with providing further support or 
nursing/ medical care in a timely fashion 

Key Lines of Enquiry Evidence Gaps in Assurance Mitigating Actions 

Systems and processes are in place to 
ensure: 
 
1. Implementation of national guidance on 

visiting patients in a care setting. 

 
 
 
1. The Trust followed PHE guidance and 

restricted visiting with exceptions of Children 

 
 
 
None 
 

 
 
 
A family liaison service has 
been established to maintain 
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2. Areas in which suspected or confirmed 

COVID-19 patients are where possible 
being treated in areas marked with 
appropriate signage and where appropriate 
with restricted access. 

 
 
3. Information and guidance on COVID-19 is 

available on all Trust websites with easy 
read versions. 

 
4. Infection status is communicated to the 

receiving organisation or department when 
a possible or confirmed COVID-19 patient 
needs to be moved. 

 
5. There is clearly displayed and written 

information available to prompt patients’ 
visitors and staff to comply with hands, 
face and space advice. 

having one parent/guardian. Birthing mothers 
allowed a birthing partner. Learning disability 
and mental health allowed one visitor. End of 
life allowed one visitor. PHE guidance followed 
in regards to hand hygiene and relevant use of 
PPE for visitors.  

 
2. The Trust is complaint with signage of Amber 

and Red areas and also appropriate signage for 
closed Covid contact areas. Covid 19 positive 
patients are flagged on Quadra Med with an 
additional IPC advice entry in regards to the 
management of the patient. 

 
3. Information and guidance is available on the 

Trust intranet page. Policy updates available on 
Heritage and initially daily, now twice weekly 
Chief Executive Communications. 

 
4. Handover includes the infection control status 

of patients and is carried out using a standards 
SBAR (situation, background, actions ad 
recommendations). Hand over from clinician to 
clinician. Handover from Bed management/ IPC 
Team to receiving organisation. 

 
5. Communications are refreshed to reinforce 

messaging, purchase of voice messaging 
devices at front doors in place to reinforce 
social distancing, additional staff recruited to 
reinforce messaging in entrances. Visitors letter 
prepared for those visiting patients and for 
patients to reinforce good practice.  

 
 

  consistent patient and relative 
communications throughout the 
pandemic. 
 
Complaints are being monitored 
for adverse experience. 
 
Interpreters available via 
telephone lines when required. 
 
During the height of the 
pandemic, as wards and zones 
changed specialism and Covid 
configuration, communication 
regarding the status update was 
conveyed to staff via the CEO 
daily communications briefing. 
As changes are less frequent 
and more stable this information 
is now available on the Trust 
Covid page on the intranet site 
which has been signposted to 
via the CEO communications. 
 
Covid 19 advice on website is 
available and use of 
browsealoud allows selection to 
include alternative languages 
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5. Ensure prompt identification of people who have or are at risk of developing an infection so that they receive timely and appropriate treatment to 
reduce the risk of transmitting infection to other people 

Key Lines of Enquiry Evidence Gaps in Assurance Mitigating Actions 

Systems and processes are in place to 
ensure: 
 
1. Screening and triaging of all patients as 

per IPC and NICE Guidance within all 
health and other care facilities must be 
undertaken to enable early recognition of 
COVID-19 cases. 
 
 
 

2. Front door areas have appropriate triaging 
arrangements in place to cohort patients 
with possible or confirmed COVID-19 
symptoms to minimise the risk of cross-
infection. 

 
 
 
 
 
 
3. Staff are aware of agreed template for 

triage questions to ask.  
 
4. Triage undertaken by clinical staff who are 

trained and competent in the clinical case 
definition and patient is allocated 
appropriate pathway as soon as possible.  

 
5. Face coverings are used by all outpatients 

and visitors 
 

 
 
 
1. Patients are assessed at the front door, clinical 

management plan documented in patient 
medical notes and patients transferred to Covid 
area e.g. Covid-19 Majors. Status is also 
documented within the SBAR document and 
raised to Bed Management for the appropriate 
area for the patient to be nursed in. 
 

2. All patients are swabbed on admission and re-
swabbed 5-7 days after admission. Patients are 
again swabbed if they show any symptoms of 
Covid-19. 

 
3. Yes, patients would have a full medical review, 

CT Scan/Chest X-ray and isolated awaiting 
results. Patients are flagged on the electronic 
patient records if clinically diagnosed with 
Covid-19 despite a negative swab. 

 
4. Separate pathways in place for patients triages 

as positive by trained staff.  
 
 

 
 
 

 
5. All outpatient areas are asked to complete a 

telephone consultation where possible to ask 
the patient relevant questions in regards to 

 
 
Time taken for swab 
testing to be available 
and monitoring of 
compliance variable at 
this time until systems 
mature. 
 
19.11.2002 
Systems are now in 
place. Swab 
turnaround times are 
monitored through the 
Infection prevention 
and control 
committee. The 
current area of focus 
relates to time from 
swab to the lab and 
this is being tracked.  

 
 
Group in place led by Executive 
Director to agree prioritisation 
and oversee issues with swab 
testing. 
 
Review datix for incidents 
relating to any issues obtaining 
timely swab results or 
appropriate isolation of patients 
that develop symptoms. 
 
Monitoring of nosocomial 
infections. Post incident reviews 
to be completed for all infections 
diagnosed 8 days and greater 
than admission. 
 
Dashboard in place for 
monitoring nosocomial 
infections. 
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6. Face masks are available for patients with 
respiratory symptoms 

 
 
 
7. Provide clear advice to patients on use of 

face masks to encourage use of surgical 
facemasks by all inpatients in the medium 
and high-risk pathways if this can be 
tolerated and does not compromise their 
clinical care.  
 

8. Ideally segregation should be with 
separate spaces, but there is potential to 
use screens, e.g. to protect reception staff. 

 
9. For patients with new-onset symptoms, 

isolation, testing and instigation of contact 
tracing is achieved until proven negative 

 
10. Patients that test negative but display or go 

on to develop symptoms of COVID-19 are 
segregated and promptly re-tested and 
contacts traced promptly 

 
11. Patients that attend for routine 

appointments who display symptoms of 
COVID-19 are managed appropriately 

 
 

Covid-19 as per PHE guidance. If a patient 
displays symptoms whilst in the department 
they are clinically assessed and if appropriate 
asked to go home and a further appointment is 
made. The area is then deep cleaned and 
assessed. 
 

6. All patients are asked to wear face  masks. 
Hidden disability scheme in place for those 
unable to do so and mobile. For those in bed 
exceptions are documented in the notes.  

 
 
 
 
 
 
 
 
7. Screen in place in reception area.  

 
 
 

8. Bed tracing information technology application 
has been developed to support improved 
contact tracing.  

 
 
9. IPC team oversee the management of these 

cases.  
 
 
 

10. All outpatient areas are asked to complete a 
telephone consultation where possible to ask 
the patient relevant questions in regards to 
Covid-19 as per PHE guidance. If a patient 
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12. Patients with suspected COVID-19 are 

tested promptly. 
 
 

displays symptoms whilst in the department 
they are clinically assessed and if appropriate 
asked to go home and a further appointment is 
made. The area is then deep cleaned and 
assessed. 

 
11. Time taken for swab testing is monitored 

through IPCC.  
 
 

6. Systems to ensure that all care workers (including contractors and volunteers) are aware of and discharge their responsibilities in the process of 
preventing and controlling infection 

Key Lines of Enquiry Evidence Gaps in Assurance Mitigating Actions 

Systems and processes are in place to 
ensure: 

 
1. Separation of patient pathways and staff 

flow to minimise contact between 
pathways. For example, this could 
include provision of separate 
entrances/exits (if available) or use of 
one-way entrance/exit systems, clear 
signage, and restricted access to 
communal areas  

 
2. All staff (clinical and non- clinical) have 

appropriate training, in line with latest 
guidance, to ensure their personal safety 
and working environment is safe. 

 
 
 
 
3. All staff providing patient care are trained 

in the selection and use of PPE 
appropriate for the clinical situation and on 

 
 
 

1. One way system implemented around the 
hospitals. Signage in place and positively 
identified as part of the NHS I site visit. 
Communal area guidance in place. 

 
 
 
 
 

2. Covid Policy, fit mask testing/fitting, training 
for donning and doffing and IPC e-learning 
is available. Daily communications from the 
Chief Executive relay key messages. 
Appropriate use of PPE with continuous 
changing of PHE guidance is included in the 
Covid 19 policy 
 

3. The Trust is compliant and information 
contained within the Covid Policy, fit mask 
testing/fitting, donning and doffing by the 

 
 
 
Training records for 
Covid specific training 
to be included in 
central repository and 
maintained. 
 
 
Update 19.11.2020 
This is no longer a 
gap and is embedded 
into IPC training.  
 
 
 
 
 
 
 
 
 

 
 
 
The clinical departments have 
collated a register of staff that 
have completed relevant and 
specific training. 
 
Infection Control team are 
available 7 days a week. 
 
IPC team have a 7 day helpline. 
 
All new types of PPE equipment 
is checked that the instructions 
for usage are available before 
this is distributed. 
 
STAR accreditation and monthly 
clinical lead STAR audits in 
place to highlight any concerns. 
 
PPE compliance audits agreed 
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how to safely don and doff it. 
 
 
 
 
4. A record of staff training is maintained. 
 
 
 
5. Appropriate arrangements are in place that 

any reuse of PPE in line with the CAS alert 
is properly monitored and managed. 

 
 
 
 
 
6. Any incidents relating to the re-use of PPE 

are monitored and appropriate action 
taken. 
 

7. Adherence to national guidance on the use 
of PPE is regularly audited. 

 
8. Hygiene facilities (IPC measures) and 

messaging are available for all 
patients/individuals, staff and visitors to 
minimise COVID-19 transmission such as: 

 

 Hand hygiene facilities including 
instructional posters. 

 Good respiratory hygiene measures. 

 Maintaining physical distancing of 2 
metres wherever possible unless 
wearing PPE as part of direct care. 

 Frequent decontamination of 

Practice Educators/IPC Team and IPC E-
learning. Daily communications from the 
Chief Executive. Appropriate use of PPE 
with continuous changing of PHE guidance. 
 

4. Yes, evidence can be provided by Practice 
Educators and Training and Compliance for 
IPC E-learning. 
 

5. Yes, all PPE supplied in line with PHE 
guidance. PPE assurance checklist 
completed by procurement, IPC Matron and 
Microbiologist. For items that are reusable, 
the maintenance and cleaning instructions 
are shared for each individual item as per 
assurance checklist. 
 

6. None known, if any incidents within the 
Trust would be datixed and investigated. 
 
 

7. Individuals are encouraged to challenge 
incorrect PPE usage and to ensure that 
information is shared and issues are 
addressed at ward or individual level. All 
clinical staff have been requested to ensure 
all staff comply with the PHE 
Guidance/Covid Policy  
 

8. Hand hygiene audits are completed at ward 
level and IPC revalidation audits are 
completed each month. If compliance is not 
reached, this is addressed at Ward level 
with actions given to Ward Manager and the 
IPC team complete Hand Hygiene training. 

 
9. This is communicated via the Trust 

 
 
 
 
 
 

and to commence across all 
clinical areas on a weekly basis 
commencing 6.7.20. 
 
PPE compliance audits 
undertaken for 3 outbreak 
wards. 
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equipment and environment in both 
clinical and non-clinical areas 
 

9. Staff regularly undertake hand hygiene and 
observe standard infection control 
precautions. 
 

10. The use of hand air dryers should be 
avoided in all clinical areas. Hands should 
be dried with soft, absorbent, disposable 
paper towels from a dispenser which is 
located close to the sink but beyond the 
risk of splash contamination as per 
national guidance.  

 
11. Guidance on hand hygiene, including 

drying should be clearly displayed in all 
public toilet areas as well as staff areas.  

 
12. Staff understand the requirements for 

uniform laundering where this is not 
provided for on site.  

 
13. All staff understand the symptoms of 

COVID-19 and take appropriate action 
(even if experiencing mild symptoms) in 
line with PHE national guidance and other 
if they or a member of their household 
display any of the symptoms 

 
14. A rapid and continued response through 

ongoing surveillance of rates of infection 
transmission within the local population 
and for hospital/organisation onset cases 
(staff and patients/individuals) 

 

communications, updated to the Covid 19 
policy and procedure and all Ward 
Managers and Matrons have been informed 
during the Director of Nursing, Midwifery 
and AHPs weekly update meeting. 
 

10. This is communicated via the Trust 
communications, updated to the Covid 19 
policy and procedure and all Ward 
Managers and Matrons have been informed 
during the Director of Nursing, Midwifery 
and AHPs weekly update meeting. 
 

11. Visual prompts including screen savers, 
posters and email communications 
including daily staff briefings at department 
level to ensure teams understand the 
actions required.  
 

12. Hand hygiene guidance is visible at sink 
and key areas throughout the organisation.   
 

13. Designated Covid IPC training has been 
standardised and is incorporated into the 
trust training records. 
 

14. Telephone messages on switch board and 
screen savers in place reinforcing 
symptoms. 
 

15. Daily IMARCH compliance in place 
reporting outbreaks and the number of 
definite hospital acquired and indeterminate 
as per guidance.  
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15. Positive cases identified after admission 

who fit the criteria for investigation 
should trigger a case investigation. Two 
or more positive cases linked in time and 
place trigger an outbreak investigation 
and are reported.  

 
16. Robust policies and procedures are in 

place for the identification of and 
management of outbreaks of infection 

 
 

7. Provide or secure adequate isolation facilities 

Key Lines of Enquiry Evidence Gaps in Assurance Mitigating Actions 

Systems and processes are in place to 
ensure: 
 
1. Restricted access between pathways if 

possible, (depending on size of the facility, 
prevalence/incidence rate low/high) by 
other patients/individuals, visitors or staff.  
 

2. Areas/wards are clearly signposted, using 
physical barriers as appropriate to 
patients/individuals and staff understand 
the different risk areas.  

 
 
3. Patients with suspected or confirmed 

COVID-19 are where possible isolated in 
appropriate facilities or designated areas 
where appropriate. 

 
4. Areas used to cohort patients with 

suspected or confirmed COVID-19 are 

 
 
 

1. A zoning plan is in place, Red areas for positive 
patients, amber areas for suspected patients or 
single rooms used for either Red or Amber 
patients.  

 
2. Restricted access signs in place in red and 

amber areas.  
 

3. Signage in place to identify category of 
patients.  

 
4. The Trust has no negative pressure isolation 

rooms at present; however, we have a number 
of single rooms that are utilised appropriately. 

 
 
5. There is an IPC alert for all other infections on 

Quadra Med alongside IPC reviews and notes. 

 
 
 
None 
 
 
 

 
 
 
Daily matron presence on each 
site to support senior decision 
making.  
 
7 day Infection prevention team 
presence on each site.  
 
During the height of the 
pandemic, as wards and zones 
changed specialism and Covid 
configuration, communication 
regarding the status update was 
conveyed to staff via the CEO 
daily communications briefing. 
As changes are less frequent 
and more stable this information 
is now available on the Trust 
Covid page on the intranet site 
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compliant with the environmental 
requirements set out in the current PHE 
national guidance. 

 
5. Patients with resistant/alert organisms are 

managed according to local IPC guidance, 
including ensuring appropriate patient 
placement. 

which has been signposted to 
via the CEO communications. 
 

8. Secure adequate access to laboratory support as appropriate 

Key Lines of Enquiry Evidence Gaps in Assurance Mitigating Actions 

There are systems and processes in place to 
ensure: 
 
1. Ensure screens taken on admission given 

priority and reported within 24hrs.  
 

2. Regular monitoring and reporting of the 
testing turnaround times with focus on the 
time taken from the patient to time result is 
available.  
 

3. Testing is undertaken by competent and 
trained individuals. 

 
4. Patient and staff Covid-19 testing is 

undertaken promptly and in line with PHE 
national guidance. 

 
5. Screening for other potential infections 

takes place. 
 

 
 
 

1. Policy reflective of this and compliance 
monitored through IPCC.  
 

2. Action required in relation to this standard.  
 
 
 
 

3. All staff involved in testing have completed 
relevant training. 
 

4. There is a swab testing working group 
reviewing processes and compliance with 
national policy. 
 

5. MRSA, C-Diff, TB, Blood cultures and 
Urines are all mandatory tested and 
reported. 
 

6. A report is available for Day 1, Day 5 and 
Day 7 swabbing compliance. This is 
monitored through IPCC. 

 
 
 
Evidence of audit of 
compliance against 
national guidance for 
Covid 19 testing is not 
yet available although 
a point prevalence 
audit is underway with 
a plan to monitor 
admission screening 
via IPC Committee.  
 
19.11.2020 
A report is now 
available for Day 1, 
Day 5 and Day 7 
swabbing compliance. 
This is monitored 
through IPCC.  
 
Ability to report on 
time from swab to 
testing is being 
developed.  

 
 
 
PHE guidance is followed and 
added in to Covid-19 policy. 
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9. Have and adhere to policies designed for the individual’s care and provider organisations that will help to prevent and control infections 

Key Lines of Enquiry Evidence Gaps in Assurance Mitigating Actions 

Systems and processes are in place to ensure 
that: 
 
1. Staff are supported in adhering to all IPC 

policies, including those for other alert 
organisms. 

 
 
 
 
 
 
2. Any changes to the PHE national guidance 

on PPE are quickly identified and 
effectively communicated to staff. 

 
 
 
 
 
3. All clinical waste related to confirmed or 

suspected COVID-19 cases is handled, 
stored and managed in accordance with 
current PHE national guidance. 

 
4. PPE stock is appropriately stored and 

accessible to staff who require it. 

 
 
1. All IPC policies are available on the Trust 

heritage site. In addition there is an IPC Alert 
on the electronic patient record and reviewed 
on Quadra Med. IPC Policies available on 
heritage and IPC E-learning 
 

2. Audit schedule in place, triangulated by IPC 
team and incorporated into STAR. Reported 
into IPCC. 
 

3. The Director of Infection Prevention and Control 
reviews all PHE guidance as issued and 
updates the Covid 19 policy accordingly. 
Changes are communicated via the Chief 
Executive Communication email and Covid 
Policy updates. 

 
 
4. PHE Guidance is followed /included in the 

Covid policy.  
 
 

 
5. Yes, daily PPE stock sitrep updated to relevant 

Management staff. Procurement providing daily 
stock checks of all areas for appropriate PPE. 
Procurement management can provide further 

 
 
Audit of compliance of 
policy. Scheduled for 
submission to August 
IPC Committee.  
 
19.11.2020 
Audit schedule in 
place, triangulated by 
IPC team and 
incorporated into 
STAR. Reported into 
IPCC.  

 
 
Ward Managers and Matrons to 
ensure all face masks are 
available at the entrance to the 
Wards for accessibility for all 
staff/visitors. 
 
Face masks available at all 
hospital entrances. 
 
Posters in place to advise staff 
on what actions to take. 
 
\included in STAR assurance 
visits and monthly STAR audits. 
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evidence if required. 
 
 
 

10. Have a system in place to manage the occupational health needs and obligations of staff in relation to infection 

Key Lines of Enquiry Evidence Gaps in Assurance Mitigating Actions 

Appropriate systems and processes are in 
place to ensure: 
 

1. Staff in ‘at-risk’ groups are identified 
using an appropriate risk assessment 
tool and managed appropriately 
including ensuring their physical and 
wellbeing is supported 
 
 
 
 
 

2.  That risk assessment(s) is (are) 
undertaken and documented for any 
staff members in an at risk or shielding 
groups, including Black, Asian and 
Minority Ethnic (BAME) and pregnant 
staff.  
 

3. Staff required to wear FFP3 reusable 
respirators undergo training that is 
compliant with PHE national guidance 
and a record of this training is 
maintained. 
 

4. A record of the fit test and result is 
given to and kept by the trainee and 
centrally within the organisation 

 
 
 
1. The Covid 19 risk assessments are available 

on Trust intranet page which is completed by 
each department manager. At risk staff have 
been redeployed and certain staff have worked 
from home. Occupational Health are required to 
support the physical and psychological well-
being of all staff. Managers are requested to 
complete any occupational health referral for 
staff members. 
 

2. Compliance with risk assessment is monitored 
through workforce committee and has been 
presented at Clinical reference group and 
senior operations group to highlight importance. 
An independent quality assurance process has 
been undertaken to provide assurance and a 
further MIAA audit planned in future.  
  

 
3. Yes, there is a standard operating procedure 

for reusable respirators. Practice educators 
have completed fit mask fitting and testing and 
can provide further evidence and compliance in 
regards to the staff that have been tested. 

 
4. Line managers contact staff members regularly 

 
 
 
Central assurance of 
the quality of risk 
assessments is not 
yet completed. Quality 
assurance panel due 
to commence in 
August.  
 
Panel now completed 
and first draft of 
feedback provided 
and action being 
taken to respond to 
this. MIAA will 
undertake next 
planned quality 
review.   
 
FFP3 mask testing 
compliance will be 
added to the 
dashboard for 
education training and 
research committee.  
 
Staff are not always 

 
 
 
Communication regarding need 
for risk assessments 
communicated widely and 
available on Trust intranet 
 
Psychological support available 
for staff via workforce helpline 
 
Risk assessments completed in 
line with guidance.  
 
All staff have received an email 
inviting the opportunity to 
formally request a risk 
assessment if not already 
undertaken.  
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5. For those who fail a fit test, there is a 

record given to and held by trainee and 
centrally within the organisation of 
repeated testing on alternative 
respirators and hoods.  
 

6. For members of staff who fail to be 
adequately fit tested a discussion 
should be had, regarding re 
deployment opportunities and options 
commensurate with the staff members 
skills and experience and in line with 
nationally agreed algorithm.  

 
7. A documented record of this discussion 

should be available for the staff 
member and held centrally within the 
organisation, as part of employment 
record including Occupational health.  

 
8. Following consideration of reasonable 

adjustments e.g. respiratory hoods, 
personal re-usable FFP3, staff who are 
unable to pass a fit test for an FFP 
respirator are redeployed using the 
nationally agreed algorithm and a 
record kept in staff members personal 
record and Occupational health service 
record. 
 

9. Boards have a system in place that 
demonstrates how, regarding fit 
testing, the organisation maintains staff 
safety and provides safe care across 
all care settings. This system should 
include a centrally held record of 

and refer staff members to Occupational health 
as required. 

 
5. Yes, all mandatory report and testing is 

completed. 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Action identified to include FFP3 fit testing to ETR 
committee dashboard.  
 
 

guaranteed to work in 
separate streams.  
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results which is regularly reviewed by 
the board.  
 

 
10. Consistency in staff allocation should 

be maintained, reducing movement of 
staff and the crossover of care 
pathways between planned/elective 
care pathways and urgent/emergency 
care pathways as per national 
guidance  
 
 

11. Staff absence and well-being are 
monitored and staff who are self-
isolating are supported and able to 
access testing. 
 

12. Staff that test positive have adequate 
information and support to aid their 
recovery and return to work. 

 

 
 
 
 
 
 
 
The green wards are clearly identified and staff 
providing care for elective patients where possible 
do not provide care for red, amber and green 
patients. However, this is not always possible.  
 
 
 
 
 
 
 
 
 
 
Covid recovery package developed internally and 
used and promoted for staff and patients. Sickness 
policy outlines steps that are taken to support staff 
absent from work, including access to health and 
wellbeing psychological and physical health 
services.  
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BIG PLAN 2021-2024 

Report to: Board of Directors Date: 3 December 2020 

Report of: Strategy, Workforce and Education 
Director Prepared by: K Swindley 

Part 1: X Part 2  

Purpose of Report  

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

Executive Summary: 
 
In August, the Board agreed a process for refreshing the Trust’s strategy (Big Plan) in light of a number of 
significant issues that have impacted on the NHS over the last 12 months.   
 
The Board held a workshop on the 14th October where a detailed discussion took place on refreshing the Big 
Plan in respect of the Trust’s strategic aims, ambitions and values. It was agreed that the aims, ambitions and 
values remained relevant to the organisation’s aspirations and only minor changes were noted. 
 
It was, however, agreed that the specific content of the strategy as related to the four ambitions needed to be 
updated considerably and it was agreed that the process for further developing the metrics, would be led by 
the Executive responsible for each ambition.  The Board agreed that the lead executive should work with their 
teams to develop the detailed plan which would then be agreed by the respective Board sub-committees. 
 
This work has now been completed and collated into an updated Big Plan which is presented to the Board for 
approval. 
 
The report lays out the: 
 

• Updated strategic aims 
• Confirmation of the Trust values 
• Updated ambitions 
• proposed refresh of the metrics within each ambition 
• proposed tolerances for RAG rating each metric 
• levels at which each metric will be tracked, monitored and reported 

 
The Board is asked to approve the proposed Big 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 ☒ 
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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. Introduction  

In August, the Board agreed a process for refreshing the Trust’s strategy (Big Plan) in light of a number of 
significant issues that have impacted on the NHS over the last 12 months. 
   
The Board held a workshop on the 14th October where a detailed discussion took place on refreshing the Big 
Plan in respect of the Trust’s strategic aims, ambitions and values. The feedback from an earlier workshop 
with Governors was considered as part of this process.  In the outcome of the workshop, it was agreed that the 
aims, ambitions and values remained relevant to the organisation’s aspirations and only minor changes were 
noted.  
 
It was, however, agreed that the specific content of the strategy as related to the four ambitions needed to be 
updated considerably and it was agreed that the process for further developing the metrics, would be led by 
the Executive responsible for each ambition.  The Board agreed that the lead executive should work with their 
teams to develop the detailed plan which would then be agreed by the respective Board sub-committees. 
 
This work has now been completed and collated into an updated Big Plan which is presented to the Board for 
approval. 
 
The report sets out the: 
 

• Updated strategic aims 
• Trust values 
• Updated ambitions 
• proposed refresh of the metrics within each amibition 
• proposed tolerances for RAG rating each metric 
• levels at which each metric will be tracked, monitored and reported 

 
2. Strategic Aims 
 
In the Board workshop and following a lengthy discussion, the Board agreed that the current Strategic aims of 
the organisation remained fundamentally relevant and should remain largely as currently articulated given the 
familiarity to staff.  The minor amendments suggested to the wording are highlighted below: 
 
• To provide outstanding and sustainable healthcare to our local communities 
• To offer a range of high quality specialist services to patients in Lancashire and South Cumbria 
• To drive health innovation through world class education, training and research 
 
There was a lengthy discussion about the inclusion of ‘integration’ within the strategic aims, however, the 
consensus in the workshop, was that this should be included in the next level of the strategy and not reflected 
in the aims at this time.  This has been included within the Fit for the Future ambition in a number of key areas 
of work. 
 
3. Values 
 
In the Board workshop, the Board agreed that the current organisational values were well known and well 
embedded within the Trust having been developed by staff over 10 years ago and recently refreshed, again 
with staff.  It was agreed therefore that the current organisational values should remain as: 
 
• Caring and compassionate  
• Recognising individuality  
• Seeking to involve  
• Team working  
• Taking personal responsibility 
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4. Ambitions 
 
The Board agreed in the workshop that the high level ambitions remained relevant and should not be 
amended at this time.  During the workshop, however a number of changes were proposed to the inner-
segments of some of the ambitions to ensure they are up to date and relevant.  The proposals at the workshop 
have been further developed through the relevant sub-committees with each sub-committee proposing the 
following as their refreshed ambitions.  
 
 
 

 
 
The detail within each ambition has been set against each of these refreshed inner segments. 
 
5. Review of Big Plan metrics 
 
The process for reviewing the Big Plan was approved by the Board in August 2020.  This is outlined below: 
 

 
 
 
In developing the detailed proposals the relevant Board sub Committees have been involved in describing and 
agreeing the detailed measures, performance tolerances and reporting structures.  The details for each 
ambition were discussed at each sub-committee as outlined below: 
 
Ambition Committee/s Date approved 
Consistently Deliver Excellent Care Safety and Quality Committee 

Finance and Performance Committee 
27 November 2020 

Great Place to work Workforce Committee 10 November 2020 
Deliver Value for Money Finance and Performance Committee 17 November 2020 
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Fit for the Future Finance and Performance Committee 17 November 2020 
 
In addition to the above, a number of informal meetings to discuss the details of the metrics took place and 
feedback from these has been incorporated into the version of the plan now presented to the Board for 
approval.   
 
A collation of the agreements for each ambition is attached at Appendix 1 for approval.  This includes 
proposed tolerance for RAG ratings, the level at which the metrics will be measured, frequency of reporting 
and the committee accountable for overseeing delivery of each metric. 

 
6. Key Considerations 
 
In reviewing the detail of the Big Plan as contained in Appendix 1, it should be acknowledged that members of 
the Board have differing views on the numbers and types of metrics and the specific measures or language 
used. 
 
The Board is asked to acknowledge that any plan is an iterative process and will never be perfect.  There may 
be further amendments required, particularly as a result of emerging national strategy and agreeing the plan 
now will be in the context of constant review. 
 
The Board is asked to consider the refreshed Big Plan in the context of whether the plan is relevant, stretching 
and enables progress to be measured and implementation monitored. 
 
There are some key areas, shaded within the Big Plan appendix, which require further development over the 
coming months.  There are highlighted in purple.   
 
7. Reporting and Oversight 
 
The levels of reporting and the frequency of reporting is identified in the appendix for each metric.  Some 
metrics will be reported monthly at every level and will be included in Board and Committee performance 
reports and in divisional and specialty level reports.  Other metrics will be reported less frequently and will be 
subject to quarterly or annual reporting, some of which will be qualitative reporting.   
 
Under the previous Big Plan (as outlined in the Strategic Planning and Monitoring Framework), each ambition 
of the Big Plan was aligned to a sub-committee of the Board.  The revised Big Plan contains more cross over 
within the detail between the sub committees and as a result the committee aligned to each area of work has 
been identified in the Appendix to ensure it is clear which metric is aligned to which committee. 
 
8. Links to supporting strategies 
 
As the Board is aware, there are a number of supporting strategies in place within the organisation that outline 
the detailed work programmes that are in place to support delivery of some of the metrics within the Big Plan.  
In order to provide clarity about the strategies that exist and which elements of the Big Plan they support, it is 
proposed that these are identified in the final publication of the Big Plan by the use of infographics.  This work 
is not yet completed but a number of examples have been provided below from the Fit for the Future ambition 
to demonstrate how this is proposed to be used.  It is important to note that the published Big Plan needs to be 
simple in format if it is to be understood and embraced by staff, it will, therefore, be published in the existing 
format without the level of detail in Appendix 1, as previously.  The example provided below is therefore in that 
format for illustrative purposes 
 
Fit for the Future 
 
Year One Year Two Year three 
Deliver agreed plans in line with 
approved IM&T strategy, taking 
steps to deliver a fully electronic 
patient record accessible across 

Deliver agreed plans in line with 
approved IM&T strategy, taking 
steps to deliver a fully electronic 
patient record accessible across 

Deliver agreed plans in line with 
approved IM&T strategy, taking 
steps to deliver a fully electronic 
patient record accessible across 
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care settings 

 

care settings 

 

care settings 

 
Deliver the outcomes identified in 
year two of the Trust’s Research 
strategy  
 
 
 
 

 

Deliver the outcomes identified in 
year three of the Trust’s 
Research strategy. 
 
Refresh and approve an updated 
research strategy 
 

 
 

Deliver the outcomes identified in 
year one of the Trust’s Research 
Strategy 
 
 
 
   

 

Deliver the outcomes identified in 
year one of the Trust’s Education 
strategy  
 
 
 

 

Deliver the outcomes identified in 
year two of the Trust’s Education 
strategy  
 
 
 

 

Deliver the outcomes identified in 
year three of the Trust’s Education 
strategy. 
 
Refresh and approve an updated 
Education strategy 

 
 

 
Research 
Strategy 

 

Education 
Strategy 

 

IM&T 
Strategy 

 
 
 
9. Organisational publications 
 
This is the second iteration of the Trust’s Big Plan and as would be expected, it has developed in its level of 
maturity and detail.   
 
The previous CQC inspection identified that the simplicity of the Big Plan and the process for engaging staff 
across the organisation with the strategy was well embedded largely in an extremely short space of time 
largely due to its simplicity and the translation or organisational priorities at ward and department level. 
 
There are a number of metrics within the new Big Plan that, whilst important for the Board and senior 
management team to be sighted on, will have little meaning or relevance to staff, for example ‘To be in the top 
quartile of purchase price Index and Benchmarking’.  It is proposed that once the Big Plan is agreed, some of 
the metrics are ‘hidden’ from the versions that are disseminated at ward and department level.  If this is not 
considered appropriate by the Board, it will be necessary to simplify some of the language used in describing 
the desired outcomes for some metrics. 

 
10. Financial implications 

 
There are no costs associated with agreeing the revised metrics.  There may be costs associated with 
implementing actions needed to achieve the metrics within the agreed plan although it is expected that many 
of these will be met from within existing budgets. 
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11. Legal implications 
 
There are no legal implications associated with the report. 
 
12. Risks 
 
There are no risks associated with agreeing the revised metrics.  There may be risks associated with delivery 
of the plan and achieving the metrics agreed. 
 
13. Impact on stakeholders 

 
There is no impact of stakeholders in agreeing the revised metrics.  There will be an impact on stakeholders in 
respect of delivering the actions associated with achieving the metrics.   
 
A workshop with the governor held in September was held to ensure that due regard to the views of the 
governors was given in developing the revised Big Plan.  

 
14. Recommendations 
 
The Board is asked to discuss the proposals and approve the proposed Big Plan 2021-2024 
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AMBITION – CONSISTENTLY DELIVERY EXCELLENT CARE 
 
SEGMENT Year One Metric Year Two Metric Year Three Metric RAG tolerances  Measurement 

levels 
Frequency Accountable 

Committee 
Segment One – Improve outcomes and prevent harm   
CQC To achieve a rating 

of good with one 
outstanding 
service.  
 
 

To achieve a rating 
of good with two 
outstanding core 
services.  
 

To achieve an 
overall rating of 
outstanding.  
 

Red until overall 
Good achieved 

Corporate 
Divisional 
Specialty 
 

Monthly in 
Board, SQC 
and Divisional 
reports 

Safety and 
Quality 

Deteriorating 
Patient 

Reduce number of 
cardiac arrests by 
10% 

Reduce number of 
cardiac arrests by a 
further 10% 

Maintain 
improvement  

Red above target 
Green on or 
under target 

Corporate 
Divisional 
Specialty 
Departmental 

Monthly in SQC 
and Divisional 
reports 

Safety and 
Quality 

Pressure Ulcers  Reduce the 
number of 
pressure ulcers by 
10% 

Reduce the number 
of pressure ulcers 
by 10% 

Maintain 
improvement 

Red above target 
Green on or 
under target 

Corporate 
Divisional 
Specialty 
Departmental 

Monthly in 
Board, SQC 
and Divisional 
reports 

Safety and 
Quality 

Reduce the 
number of device 
related pressure 
ulcers by 25%  

Reduce the number 
of device related 
pressure ulcers by a 
further 10% 

Maintain 
improvement 

Red above target 
Green on or 
under target 

Corporate 
Divisional 
Specialty 
Departmental 

Monthly in SQC 
and Divisional 
reports 

Safety and 
Quality 

Maternity safety  Achieve 
compliance with 
the 10 safety 
actions for 
maternity services  

Maintain 
compliance with the 
10 safety actions for 
maternity services 

Maintain 
compliance with 
the 10 safety 
actions for 
maternity services 

Red above target 
Green on or 
under target 

Corporate 
Divisional 
Specialty 

Bi Monthly to  
Board and SQC 
and divisional 
reports 

Safety and 
Quality 
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Children and 
Young People 
safety  

Develop and test 
10 safety actions 
for children and 
young people  

Develop 10 safety 
actions for children 
and young people 
and achieve 
compliance  

Develop 10 safety 
actions for children 
and young people 
and achieve 
compliance 

Red above target 
Green on or 
under target 

Corporate 
Divisional 
Specialty 

Monthly to SQC 
committee and 
divisional 
reports 

Safety and 
Quality 

Segment Two – Get it right first time   
Mortality  Continue to 

achieve a mortality 
HSMR figure of 
<100 

Continue to achieve 
a mortality HSMR 
figure of <100 

Continue to 
achieve a mortality 
HSMR figure of 
<100 

Red above target 
Green on or 
under target 

Corporate 
Divisional 
Specialty 
Departmental 

Monthly in 
Board, SQC 
and divisional 
reports 

Safety and 
Quality 

Improve the 
number of 
structured 
judgement reviews 
undertaken by 
25% 

Improve the number 
of structured 
judgement reviews 
undertaken by 25% 

Improve the 
number of 
structured 
judgement reviews 
undertaken by 
10% 

Red above target 
Green on or 
under target 

Corporate 
Divisional 
Specialty 
Departmental 

Monthly in SQC  Safety and 
Quality 

Access standards 
 

Reduce the 
number of patients 
waiting longer than 
12 hours in ED by 
25% 

Reduce the number 
of patients waiting 
longer than 12 
hours by a further 
25% 

Reduce the 
number of patients 
waiting longer than 
12 hours by a 
further 25% 

Red above target 
Green on or 
under target 

Corporate 
Divisional 
Specialty 
Departmental 

Monthly in 
Board, FIP and 
divisional 
reports 

Safety and 
Quality 

Insert RTT 
standard TBC 
pending national 
guidance 

  Red above target 
Green on or 
under target 

Corporate 
Divisional 

Monthly in 
Board, FIP and 
divisional 
reports 

Safety and 
Quality 

Insert Cancer 
standard TBC 
pending national 
guidance  

  Red above target 
Green on or 
under target 

Corporate 
Divisional 
Specialty 
Departmental 

Monthly in 
Board, FIP and 
divisional 
reports 

Safety and 
Quality 

Valuing patient time Reduce the 
number of patients 
moved more than 
3 times by 10% 

Reduce the number 
of patients moved 
more than 3 times 
by 10% 

Reduce the 
number of patients 
moved more than 
3 times by 10% 

Red above target 
Green on or 
under target 

Corporate 
Divisional 
Specialty 
Departmental 

Monthly to FIP 
and divisional 
reports 

Safety and 
Quality 

Reduce the 
number of patients 
moved after 22:00 
by 10% 

Reduce the number 
of patients moved 
after 22:00 by a 
further 10% 

Reduce the 
number of patients 
moved after 22:00 
by a further 10% 

Red above target 
Green on or 
under target 

Corporate 
Divisional 
Specialty 
Departmental 

Monthly to FIP 
and divisional 
reports 

Safety and 
Quality 

Achieve no more Achieve no more Maintain Red above target Corporate Monthly to FIP Safety and 
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than 3% of patients 
delayed within 
hospital  

than 2.5% of 
patients delayed 
within hospital 

improvement  Green on or 
under target 

Divisional 
Specialty 
Departmental 

and divisional 
reports 

Quality 

Reduce the 
number of patients 
in hospital for 
longer than 7 days 
by 20% 

Reduce the number 
of patients in 
hospital for longer 
than 7 days by 10% 

Maintain 
improvement 

Red above target 
Green on or 
under target 

Corporate 
Divisional 
Specialty 
Departmental 

Monthly to FIP 
and divisional 
reports 

Safety and 
Quality 

Reduce the 
number of patients 
in hospital longer 
than 7 days by 
20% 

Reduce the number 
of patients in 
hospital longer than 
7 days by 10% 

Maintain 
improvement 

Red above target 
Green on or 
under target 

Corporate 
Divisional 
Specialty 
Departmental 

Monthly to FIP 
and divisional 
reports 

Safety and 
Quality 

Cancelled 
Operations  

To reduce the 
number of 
operations 
cancelled for non-
clinical reasons to 
less than 1% of 
cancellations  

To reduce the 
number of 
operations 
cancelled for non 
clinical reasons to  
0.8% 

To reduce the 
number of 
operations 
cancelled for non-
clinical reasons to  
0.8% 

Red >=1.5%     
Amber 1.1% to 
<1.5%           
Green <=1% 

Corporate  
Divisional  
Speciality  

Monthly to each 
reporting level 

Finance and 
Performance 
Committee 

CRCU capacity  To ensure that the 
mean wait for 
patients in ITU 
being stepped 
down to a ward is 
less than  4 hours  

To ensure that the 
mean wait for 
patients in ITU 
being stepped down 
to a ward is less 
than  4 hours  

To ensure that the 
mean wait for 
patients in ITU 
being stepped 
down to a ward is 
less than  4 hours  

8 hours + =  red 
> 4 hours – 8 
hours Amber 
< 4 hours green  

Corporate  
Divisional   
 

Monthly to each 
reporting level 

Finance and 
Performance 
Committee 

SDEC  To provide same 
day emergency 
care services 7 
days per week  

To provide same 
day emergency 
care services 12 
hours per day 7 
days per week  

To provide same 
day emergency 
care services 12 
hours per day 7 
days per week  

Red < 5 days per 
week 
Amber = 5 days  
Green =  7 days  

Corporate Monthly to each 
reporting level 

Finance and 
Performance 
Committee 

Emergency 
readmissions (30 
days) 

To reduce the 
number of patients 
re-admitted within 
30 days to less 
than 7.7% 

To reduce the 
number of patients 
re-admitted within 
30 days to less than 
7.7% 

To reduce the 
number of patients 
re-admitted within 
30 days to less 
than 7.7% 

Red >7.77%     
Green <=7.77% 

Corporate  
Divisional   
Specialty 

Monthly to each 
reporting level 

Finance and 
Performance 
Committee 

Pre-procedure 
elective bed days 

To reduce the 
number of days 

To reduce the 
number of days 

To reduce the 
number of days 

Red >0.25     
Green <=0.25 

Corporate  
Divisional  

Monthly to each 
reporting level 

Finance and 
Performance 
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patients spend in 
hospital prior to 
planned surgery to 
0.25 days or below 

patients spend in 
hospital prior to 
surgery to 0.2 days 
or below 

patients spend in 
hospital prior to 
surgery to 0.15 
days or below 

 Specialty Committee 

Pre-procedure non-
elective bed days 

To reduce the 
number of days 
patients spend in 
hospital prior to 
planned surgery to 
0.72 days or below 

To reduce the 
number of days 
patients spend in 
hospital prior to 
planned surgery to 
0.6 days or below 

To reduce the 
number of days 
patients spend in 
hospital prior to 
planned surgery to 
0.5 days or below 

Red >0.72     
Green <=0.72 

Corporate  
Divisional  
 Specialty 

Monthly to each 
reporting level 

Finance and 
Performance 
Committee 

Elective Inpatient 
Average length of 
stay (Spell) 

To reduce the 
average length of 
stay for patients 
undergoing 
planned surgery to 
under 3.5 days  

To reduce the 
average length of 
stay for patients 
undergoing planned 
surgery to under 3.4 
days  

To reduce the 
average length of 
stay for patients 
undergoing 
planned surgery to 
under 3.3 days  

Red >=5     
Amber >3.6 to 
<4.9          Green 
<=3.5 

Corporate  
Divisional  
Specialty 

Monthly to each 
reporting level 

Finance and 
Performance 
Committee 

Segment Three – Ensure a safe, caring environment  
STAR Achieve 75% of 

silver rated and 
above STAR 
departments.  

Achieve 80% of 
silver rated and 
above STAR 
departments.  
 
Introduce STAR to 
non-clinical 
departments.  

Maintain 80% of 
silver rated and 
above star 
departments and 
agree targets for 
non clinical areas.  

Red above target 
Green on or 
under target 

Corporate 
Divisional 
Specialty 
Departmental 

Monthly in 
Board, SQC 
and Divisional 
reports 

Safety and 
Quality 

Falls Reduce the 
number of falls by 
5% 

Reduce the number 
of falls by a further 
5% 

Reduce the 
number of falls by 
a further 5% 

Red above target 
Green on or 
under target 

Corporate 
Divisional 
Specialty 
Departmental 

Monthly in 
Board, SQC 
and Divisional 
reports 

Safety and 
Quality 

Infection  Achieve the annual 
target for C.difficile  

Achieve the annual 
target for C.difficile 

Achieve the annual 
target for C.difficile 

Red above target 
Green on or 
under target 

Corporate 
Divisional 
Specialty 
Departmental 

Monthly in 
Board, SQC 
and Divisional 
reports 

Safety and 
Quality 

Achieve zero 
MRSA 
bacteraemia 

Achieve zero MRSA 
bacteraemia 

Achieve zero 
MRSA 
bacteraemia 

Red above target 
Green on or 
under target 

Corporate 
Divisional 
Specialty 
Departmental 

Monthly in 
Board, SQC 
and Divisional 
reports 

Safety and 
Quality 

Insert Covid   Red above target Corporate Monthly in Safety and 
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standard pending 
national guidance  

Green on or 
under target 

Divisional 
Specialty 
Departmental 

Board, SQC 
and Divisional 
reports 

Quality 

Safety  Achieve 50% staff 
trained in basic 
safety training  

Achieve 90% staff 
trained in basic 
safety training  

Maintain 90% staff 
trained in basic 
safety training  

Red above target 
Green on or 
under target 

Corporate 
Divisional 
Specialty 
Departmental 

Bimonthly to 
ETR committee 
and divisional 
reports 

Safety and 
Quality 

Achieve 10% staff 
trained in 
intermediate safety 
training  

Achieve 20% staff 
trained in 
intermediate safety 
training 

Achieve 30% staff 
trained in 
intermediate safety 
training 

Red above target 
Green on or 
under target 

Corporate 
Divisional 
Specialty 
Departmental 

Bimonthly to 
ETR committee 
and divisional 
reports 

Safety and 
Quality 

Risk and 
Governance  

100% participation 
of each directorate 
in the annual risk 
and governance 
maturity 
programme, 
assessed by 
external audit.  

100% participation 
of each directorate 
in the annual risk 
and governance 
maturity 
programme, 
assessed by 
external audit. 

100% participation 
of each directorate 
in the annual risk 
and governance 
maturity 
programme, 
assessed by 
external audit. 

Red above target 
Green on or 
under target 
Red above target 
Green on or 
under target 

Corporate 
Divisional 
Specialty 
Corporate 
Divisional 
Specialty 

Audited by 
MIAA and 
reported to 
audit committee 

Safety and 
Quality 

Segment Four – Work in partnership to deliver a positive patient experience  
Complaints Reduce complaints 

by 10%.  
 
Increase early 
resolution through 
PALS enquiries.  

Achieve best in 
quartile position for 
comparable number 
of complaints.  
 
Reduce the number 
of complaints sent 
to the ombudsman. 

Maintain improved 
position. 

Red above target 
Green on or 
under target 

Corporate 
Divisional 
Specialty 
Departmental 

Bi monthly to 
Board and 
Monthly to 
safety & quality 
Committee and 
divisional 
reports  

Safety and 
Quality 

Complaint quality  Introduce 
satisfaction 
measures for 
complaint and 
PALS responses 
and establish 
baseline.  

Achieve an 85% 
satisfaction score 
for PALS and 
complaints 

Achieve a 90% 
satisfaction score 
for PALS and 
complaints 

Red above target 
Green on or 
under target 

Corporate 
Divisional 
Specialty 
Departmental 

Twice annually 
to Safety & 
Quality 
committee via 
patient 
involvement 
strategy 

Safety and 
Quality 

Patient involvement  Demonstrate 
patient 
involvement and 

Each division will 
have a patient 
involvement/user 

Patient user 
groups to 
determine next 

25% growth in 
each quarter 

Corporate 
Divisional 
Specialty 

Twice annually 
to Safety & 
Quality 

Safety and 
Quality 
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feedback has been 
used to improve 
services in all 
departments, 
including the 
recruitment to 
leadership 
positions 

forum for each 
specialty and 
demonstrate you 
said, we did 

engagement target 
for year 3 

Departmental committee via 
patient 
involvement 
strategy  

End of Life 20% more patients 
will die in their 
preferred place of 
care  

Achieve best 
quartile 
performance for 
patients dying in 
their preferred place 
of care  

Maintain best 
quartile 
performance for 
patients dying in 
their preferred 
place of care 

Red above target 
Green on or 
under target 

Corporate 
Divisional 
Specialty 
Departmental 

Quarterly to 
Mortality and 
end of life 
committee and 
SQC committee 

Safety and 
Quality 

Patient Contribution 
to case notes 

Implement Patient 
contribution to 
case notes in 
100% of wards 

Develop year 2 
metrics with patient 
user forum  

 Red above target 
Green on or 
under target 

Corporate 
Divisional 
Specialty 
Departmental 

Twice annually 
to Safety & 
Quality 
committee via 
patient 
involvement 
strategy 

Safety and 
Quality 

Candour Maintain >90% 
compliance with 
duty of candour for 
all moderate and 
above harm 
incidents.  

Maintain >90% 
compliance with 
duty of candour for 
all moderate and 
above harm 
incidents. 

Maintain >90% 
compliance with 
duty of candour for 
all moderate and 
above harm 
incidents. 

Red above target 
Green on or 
under target 

Corporate 
Divisional 
Specialty 
Departmental 

Monthly to SQC 
and divisional 
reports  

Safety and 
Quality 
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AMBITION - GREAT PLACE TO WORK 
 
SEGMENT Year One Metric Year Two Metric Year Three Metric RAG tolerances  Measurement levels Frequency Accountable 

Committee 
Segment One – Promote Health and Well-being 
Sickness Absence 

• Long term 
• Short term 

To reduce short 
term sickness 
absence to 1.25% 
for short term 
absence 
 
To reduce long 
term sickness 
absence to 2.75% 
 
To reduce overall 
sickness absence 
to 4.00% 

To reduce short 
term sickness 
absence to 1.15% 
for short term 
absence 
 
To reduce long 
term sickness 
absence to 2.70% 
 
To reduce overall 
sickness absence 
to 3.85% 

To maintain short 
term sickness 
absence at 1.15% 
for short term 
absence 
 
To reduce long 
term sickness 
absence to 2.65% 
 
To reduce overall 
sickness absence 
to 3.70% 

Red above target 
Green on or under 
target 
 
*COVID sickness to 
be excluded from 
these figures 

Corporate 
Divisional 
Specialty 
Departmental 

Monthly to 
each 
reporting 
level 

Workforce 

Environment To upgrade 5 local 
staff rest areas 

To upgrade a 
further 5 staff rest 
areas 

To upgrade a 
further 5 staff rest 
areas 

Green delivered 
Amber on track 
Red off track 
 

Corporate only Six monthly 
to workforce 
committee 
via cycle of 
business 

Workforce 

To create 5 agile 
activity based 
workspaces 

To develop a 
further 5 agile 
activity based 
workspaces 

To develop a 
further 5 agile 
activity based 
workspaces 

Green delivered 
Amber on track 
Red off track 
 

Corporate only Six monthly 
to workforce 
committee 
via cycle of 
business 

Workforce 

To create outdoor 
recreational space 
on both the 
Chorley and 
Preston sites  

  Green delivered 
Amber on track 
Red off track 
 

Corporate only Six monthly 
to workforce 
committee 
via cycle of 
business 

Workforce 

Health and well 
being 

To reduce MSK 
related absence 
by 1% (x days) 

To reduce MSK 
related absence 
by a further 1% (x 
days) 

To reduce MSK 
related absence 
by a further 1% (x 
days) 

Red above target 
Green on or under 
target 
 

Corporate 
Divisional 
Specialty 
Departmental 

Monthly to 
each 
reporting 
level 

Workforce 
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To reduce 
absence related to 
psychological 
conditions by 1% 
(x days) 

To reduce 
absence related to 
psychological 
conditions by a 
further 1% (x 
days) 

To reduce 
absence related to 
psychological 
conditions by 1%  
(x days) 

Red above target 
Green on or under 
target 

Corporate 
Divisional 
Specialty 
Departmental 

Monthly to 
each 
reporting 
level 

Workforce 

To increase staff’s 
perception that the 
that the 
organisation takes 
positive action on 
health and 
wellbeing to % 

To increase staff’s 
perception that the 
that the 
organisation takes 
positive action on 
health and 
wellbeing to % 

To increase staff’s 
perception that the 
that the 
organisation takes 
positive action on 
health and 
wellbeing to % 

Red above target 
Green on or under 
target 

Corporate 
Divisional 
Specialty 
Departmental 

Annually via 
staff survey 
report to 
Board 

Workforce 

To support staff to 
stay well by 
ensuring adequate 
rest and 
recuperation in 
line with working 
time regulations 

To support staff to 
stay well by 
ensuring adequate 
rest and 
recuperation in 
line with working 
time regulations 

To support staff to 
stay well by 
ensuring adequate 
rest and 
recuperation in 
line with working 
time regulations 

Breaches of EWTD 
regulations 

Corporate 
Divisional 
Specialty 
Departmental 

Six monthly 
report to 
workforce 
committee 

Workforce 

To drive forward 
zero tolerance with 
regard to violence 
and aggression 
towards staff by 
reducing the 
number incidents 
by 10% 

To further drive 
forward zero 
tolerance with 
regard to violence 
and aggression 
towards staff by 
reducing the 
number incidents 
by a further 10% 

To further drive 
forward zero 
tolerance with 
regard to violence 
and aggression 
towards staff by 
reducing the 
number incidents 
by a further 10% 

Red increasing or 
static 
Green decreasing 
trend 

Corporate 
Divisional 
Specialty 
Departmental 

Monthly to 
each 
reporting 
level 

Workforce 

Segment Two – Develop people 
Vacancies To reduce the 

number of 
vacancies by 5% 
this equates to X 
posts 

To reduce the 
number of 
vacancies by a 
further 5% this 
equates to X posts 

To reduce the 
number of 
vacancies by 
further 5% this 
equates to X posts 

Red above target 
Green on or under 
target 

Corporate 
Divisional 
Specialty 
Departmental 

Monthly to 
each 
reporting 
level 

Workforce 

Mandatory training To maintain 90% 
compliance 
against all cores 

To maintain 90% 
compliance 
against all core 

To maintain 90% 
compliance 
against all core 

Red above target 
Green on or under 
target 

Corporate 
Divisional 
Specialty 

Monthly to 
each 
reporting 

Education, 
Training 
and 
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skills training 
requirements 

skills training 
requirements 

skills training 
requirements 

Departmental level Research 
Committee 

Appraisals To maintain 90% 
compliance rate 
for appraisals 

To maintain 90% 
compliance rate 
for appraisals 

To maintain 90% 
compliance rate 
for appraisals 

Red above target 
Green on or under 
target 

Corporate 
Divisional 
Specialty 
Departmental 

Monthly to 
each 
reporting 
level 

Workforce 

To develop an 
approach to 
measure staff’s 
perception of the 
quality of 
appraisals 

To improve staff’s 
perception of the 
quality of 
appraisals by 5% 

To improve staff’s 
perception of the 
quality of 
appraisals by 5% 

Red above target 
Green on or under 
target 

Corporate 
Divisional 

Annually via 
staff survey 
report to 
Board 

Workforce 

Medical Devices To achieve 90% 
staff compliance 
with medical 
device training 

To maintain 90% 
staff compliance 
with medical 
device training 

To maintain 90% 
staff compliance 
with medical 
device training 

Red above target 
Green on or under 
target 

Corporate 
Divisional 
Specialty 
Departmental 

Monthly to 
each 
reporting 
level 

Education, 
Training 
and 
Research 
Committee 

Turnover To maintain staff 
turnover between 
8% and 11% 

To maintain staff 
turnover between 
8% and 11% 

To maintain staff 
turnover between 
8% and 11% 

Red above target 
Green on or under 
target 

Corporate 
Divisional 
Specialty 
Departmental 

Monthly to 
each 
reporting 
level 

Workforce 

Segment Three – Inform, Listen and involve 
Just culture metric To reduce the 

number of 
grievances that 
are  managed 
through formal 
processes to 
monitor the move 
to a just culture 

To further reduce 
the number of 
grievances that 
are  managed 
through formal 
processes to 
monitor the move 
to a just culture 

To further reduce 
the number of 
grievances that 
are  managed 
through formal 
processes to 
monitor the move 
to a just culture 

Red decreasing or 
static 
Green increasing 
trend 

Corporate Six monthly 
to workforce 
committee 
via cycle of 
business 

Workforce 

To reduce the gap 
between the 
scores achieved in 
the annual culture 
survey between 
staff’s perception 
of the current and 
desired culture 

To reduce the gap 
between the 
scores achieved in 
the annual culture 
survey between 
staff’s perception 
of the current and 
desired culture 

To reduce the gap 
between the 
scores achieved in 
the annual culture 
survey between 
staff’s perception 
of the current and 
desired culture 

Red increasing or 
static 
Green decreasing 
trend 

Corporate 
Divisional  
Specialty 

Annually via 
report to 
workforce 
committee 
and annually 
into DIF’s 

Workforce 
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Freedom to speak 
up 

To ensure all staff 
accessing the 
Freedom to Speak 
Up team are 
satisfied with how 
their concerns 
were managed 

To ensure all staff 
accessing the 
Freedom to Speak 
Up team are 
satisfied with how 
their concerns 
were managed 

To ensure all staff 
accessing the 
Freedom to Speak 
Up team are 
satisfied with how 
their concerns 
were managed 

Red decreasing or 
static 
Green increasing 
trend 

Corporate 
 

Annual via 
report to 
Workforce 
Committee 

Workforce 

Staff engagement 
and TED 

To increase the 
number of teams 
that have 
undertaken TED 
by 20%  

To increase the 
number of teams 
that have 
undertaken TED 
by 10% 

To increase the 
number of teams 
that have 
undertaken TED 
by 10% 

Red above target 
Green on or under 
target  

Corporate 
Divisional 
 

Monthly to 
each 
reporting 
level 

Workforce 

To increase the 
staff engagement 
score as 
measured by the 
annual staff survey 
to 7 out of 10  

To increase the 
staff engagement 
score as 
measured by the 
annual staff survey 
to 7.5 out of 10  

To increase the 
staff engagement 
score as 
measured by the 
annual staff survey 
to 
8 out of 10 

Red above target 
Green on or under 
target  

Corporate 
Divisional 

Annually via 
staff survey 
report to 
Board 

Workforce 

To ensure 50% of 
our staff complete 
the annual staff 
survey 

To ensure 53% of 
our staff complete 
the annual staff 
survey 

To ensure 56% of 
our staff complete 
the annual staff 
survey 

Red above target 
Green on or under 
target 

Corporate 
Divisional 

Annually via 
staff survey 
report to 
Board 

Workforce 

To ensure 60% of 
our staff would 
recommend us as 
a place to work 

To ensure 70% of 
our staff would 
recommend us as 
a place to work 

To ensure 75% of 
our staff would 
recommend us as 
a place to work 

Red above target 
Green on or under 
target 

Corporate 
Divisional 

Quarterly in 
Board report 
and 
divisional 
reports 

Workforce 

Segment Four – Value each other 
Race equality 
measure 

Reduce the 
number of staff 
from BAME 
backgrounds who 
have personally 
experienced 
discrimination at 
work to be in line 
with that of their 

Reduce the 
number of staff 
from BAME 
backgrounds who 
have personally 
experienced 
discrimination at 
work to be in line 
with that of their 

Reduce the 
number of staff 
from BAME 
backgrounds who 
have personally 
experienced 
discrimination at 
work to be in line 
with that of their 

Red increasing or 
static 
Green decreasing 
trend 

Corporate only Annually to 
Workforce 
Committee 
via cycle of 
business 

Workforce 
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white colleagues white colleagues white colleagues 
To increase the 
number of 
colleagues from a 
BAME background 
in senior roles (8a 
and above) 

To increase the 
number of 
colleagues from a 
BAME background 
in senior roles (8a 
and above) 

To ensure that the 
number of BAME 
colleagues in band 
8a and above 
reflects the 
demographic 
make up of the 
local population 

Red increasing or 
static 
Green decreasing 
trend 

Corporate only Annually to 
Workforce 
Committee 
via cycle of 
business 

Workforce 

Disability equality 
measure 

Reduce the 
number of 
disabled staff 
experience 
harassment, 
bullying and abuse 
from managers to 
be in line with that 
the experience of 
non-disabled 
colleagues 

Reduce the 
number of 
disabled staff 
experience 
harassment, 
bullying and abuse 
from managers to 
be in line with that 
the experience of 
non-disabled 
colleagues 

Reduce the 
number of 
disabled staff 
experience 
harassment, 
bullying and abuse 
from managers to 
be in line with that 
the experience of 
non-disabled 
colleagues 

Red increasing or 
static 
Green decreasing 
trend 

Corporate only Annually to 
Workforce 
Committee 
via cycle of 
business 

Workforce 

Social/Corporate 
responsibility 

To engage with 
our local 
communities 
through a range of 
workforce and 
education 
programmes 

To engage with 
our local 
communities 
through a range of 
workforce and 
education 
programmes 

To engage with 
our local 
communities 
through a range of 
workforce and 
education 
programmes 

Qualitative reporting Corporate only Annually to 
Workforce 
Committee 
via cycle of 
business 

Workforce 
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AMBITION – DELIVER VALUE FOR MONEY 

SEGMENT Year One Metric Year Two Metric Year Three Metric RAG tolerances  Measurement 
levels Frequency Accountable 

Committee 
Segment One - Spend Less (Economy)    
Reduce underlying 
deficit by target 
agreed with NHSEI 

To deliver 100.0% 
of the agreed 
targeted reduction 
in our underlying 
financial deficit 

To deliver 100.0% 
of the agreed 
targeted reduction 
in our underlying 
financial deficit 

To deliver 100.0% 
of the agreed 
targeted reduction 
in our underlying 
financial deficit 

Red >5%     
Amber 0% to 
4.9%          
Green 0% 

Corporate Annually FPC 
and Board 

Finance and 
Performance 
Committee 

Deliver agreed cost 
improvement 
delivery target 

To deliver 100.0% 
of agreed cost 
improvement target 

To deliver 100.0% 
of agreed cost 
improvement 
target 

To deliver 100.0% 
of agreed cost 
improvement target 

Red >5%     
Amber 0% to 
4.9%          
Green 0% 

Corporate  
Divisional   
Specialty 

Monthly to 
each reporting 
level 

Finance and 
Performance 
Committee 

Purchase Price 
Index and 
Benchmarking 
(PPIB) performance 

To be in the top 
quartile of purchase 
price Index and 
Benchmarking 

To be in the top 
decile of purchase 
price Index and 
Benchmarking 

To be in the top 
decile of purchase 
price Index and 
Benchmarking 

Red >5%     
Amber 0% to 
4.9%          
Green 0% 

Corporate Annual 
procurement 
plan to FPC 

Finance and 
Performance 
Committee 

Segment two - Spend well (Efficiency)  
Model Hospital - 
clinical model  

To ensure each 
clinical model 
hospital theme to 
have a proactive 
action plan in place 
and deliver 50% of 
agreed target 
(where action plan 
agreed to be 
relevant and 
opportunity exists) 

To ensure each 
clinical model 
hospital theme to 
have a proactive 
action plan in 
place and deliver 
75% of agreed 
target (where 
action plan agreed 
to be relevant and 
opportunity exists) 

To ensure each 
clinical model 
hospital theme to 
have a proactive 
action plan in place 
and deliver 95% of 
agreed target 
(where action plan 
agreed to be 
relevant and 
opportunity exists) 

Red TBC      
Amber TBC          
Green TBC 

Corporate Monthly to 
each reporting 
level 

Finance and 
Performance 
Committee 

Model Hospital - 
Daycase:Inpatient 
ratio  

To move the day 
case to in-patient 
elective ratio to 
better than 83.0% 

To move the day 
case to in-patient 
elective ratio to 
better than 84.0% 

To move the day 
case to in-patient 
elective ratio to 
better than 86.0% 

Red TBC      
Amber TBC          
Green TBC 

Corporate 
 Divisional   
Specialty 

Monthly to 
each reporting 
level 

Finance and 
Performance 
Committee 
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Model Hospital – 
length of stay 

To deliver Length of 
stay as peer 
benchmark at 50% 
percentile for 
emergency 
admissions 

To deliver Length 
of stay over 50th 
percentile for 
emergency 
admissions 

To deliver Length of 
stay over 50th 
percentile for 
emergency 
admissions 

Red TBC      
Amber TBC          
Green TBC 

Corporate  
Divisional   
Specialty 

Monthly to 
each reporting 
level 

Finance and 
Performance 
Committee 

Model Hospital - 
WAU 

To reduce the 
Trust’s weighted 
activity unit  index 
to 101.0 

To reduce the 
Trust’s weighted 
activity unit  index 
to 100.5 

To reduce the 
Trust’s weighted 
activity unit  index 
to 100.0 

Red >5%      
Amber 0 %to 
4.9%          
Green 0 

Corporate 
 

Annually  Finance and 
Performance 
Committee 

Did not attend 
(DNA) rate 

To achieve a DNA 
rate of less than 
7.9% 

To achieve a DNA 
rate of less than 
6.8% 

To deliver a DNA 
rate of less than 
6.2% 

Red >7.88%     
Green <=7.88% 

Corporate 
Divisional  
Specialty 

Monthly to 
each reporting 
level 

Finance and 
Performance 
Committee 

New to Follow-Up 
Rate 

To achieve a new to 
follow up patient 
ratio of 2.62 

To maintain a new 
to follow up patient 
ratio of 2.62 

To maintain a new 
to follow up patient 
ratio of 2.62 

Red >=3     
Amber >2.62 to 
<3          Green 
<=2.62 

Corporate  
Divisional  
Specialty 

Monthly to 
each reporting 
level 

Finance and 
Performance 
Committee 

Bed Occupancy 
Rate (Including 
Escalations) 

To achieve a bed 
occupancy rate of 
no higher than 
90.0% 

To achieve a bed 
occupancy rate of 
no higher than 
90.0% 

To achieve a bed 
occupancy rate of 
no higher than 
90.0% 

Red TBC      
Amber TBC          
Green TBC 

Corporate 
Divisional   

Monthly to 
each reporting 
level 

Finance and 
Performance 
Committee 

Theatres To improve theatre 
efficiency so that 
over-runs are no 
higher than <5% 

To improve theatre 
efficiency so that 
over-runs are no 
higher than <5% 

To improve theatre 
efficiency so that 
over-runs are no 
higher than <5% 

Red >=5%     
Amber -          
Green <5% 

Corporate  
Divisional   
Specialty 

Monthly to 
each reporting 
level 

Finance and 
Performance 
Committee 

To improve theatre 
efficiency so that in 
session utilisation 
rates are no lower 
than 85% 

To improve theatre 
efficiency so that in 
session utilisation 
rates are no lower 
than 90% 

To improve theatre 
efficiency so that in 
session utilisation 
rates are no lower 
than 90% 

Red <85%     
Amber 85.1 %to 
<89.9%          
Green >=90% 

Corporate  
Divisional   
Specialty  

Monthly to 
each reporting 
level 

Finance and 
Performance 
Committee 

Space utilisation 
 

To maintain current 
levels of non clinical 
floor space 

To reduce non 
clinical floor space 
by 1% 

To reduce non 
clinical floor space 
by a further 1% 

Red >target not 
achieved 
Green target 
achieved 

Corporate Annually to 
FPC as part of 
the Estates 
plan 

Finance and 
Performance 
Committee 
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Income To ensure that the 
income recovery 
processes are 
maintained in line 
with guidance and 
updated to reflect 
any changes in 
policy, achieving  
100.0% recovery of 
agreed target 

To ensure that the 
income recovery 
processes are 
maintained in line 
with guidance and 
updated to reflect 
any changes in 
policy, achieving  
100.0% recovery 
of agreed target 

To ensure that the 
income recovery 
processes are 
maintained in line 
with guidance and 
updated to reflect 
any changes in 
policy, achieving  
100.0% recovery of 
agreed target 

Red <95%     
Amber 95 to 
99,5% 
Green 100% 

Corporate Annually to 
FPC 

Finance and 
Performance 
Committee 

Supplier payments To ensure all 
suppliers are paid in 
line with national 
guidance 

To ensure all 
suppliers are paid 
in line with national 
guidance 

To ensure all 
suppliers are paid in 
line with national 
guidance 

Red <95%     
Amber 95 to 
99,5% 
Green 100% 

Corporate Monthly to 
each reporting 
level 

Finance and 
Performance 
Committee 

Segment three - Spend wisely (effectiveness) 
GIRFT  To reduce 

unwarranted 
variation as 
identified through 
GIRFT by 25% of 
agreed target 

To reduce 
unwarranted 
variation as 
identified through 
GIRFT by 50% of 
agreed target 

To reduce 
unwarranted 
variation as 
identified through 
GIRFT by 75% of 
agreed target 

Red <95%     
Amber 95 to 
99,5% 
Green 100% 

Corporate   
Divisional 

Quarterly to 
each reporting 
level 

Finance and 
Performance 
Committee 

Non NHS income Increase volume 
and margins from 
Non NHS sources 
to deliver 10% 
margin 

Increase volume 
and margins from 
Non NHS sources 
to deliver 15% 
margin 

Increase volume 
and margins from 
Non NHS sources 
to deliver 20% 
margin 

Red <10% 
Green >=10% 

Corporate Annually to 
FPC and 
Board  

Finance and 
Performance 
Committee 

CQUIN To maximise 
income related to 
CQUIN and best 
practice tariff 
(where appropriate) 
to achieve 90.0% of 
available income 

To maximise 
income related to 
CQUIN and best 
practice tariff 
(where 
appropriate) to 
achieve 90.0% of 
available income 

To maximise 
income related to 
CQUIN and best 
practice tariff 
(where appropriate) 
to achieve 90.0% of 
available income 

Red <90% 
Green >=90% 

Corporate   
Divisional 

Monthly to 
each reporting 
level 

Finance and 
Performance 
Committee 
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Controls To ensure all 
budgets deliver 
balance 

To deliver 100.0% 
of agreed target 

To deliver 100.0% 
of agreed target 

Red >1% 
variance    
Amber 0 %to 
0.9% variance 
Green 0 
variance 

Corporate  
Divisional  
Speciality 
Departmental 

Monthly to 
each reporting 
level 

Finance and 
Performance 
Committee 

To ensure no posts 
are recruited to 
unless there is a 
corresponding 
budget 

To ensure no 
posts are recruited 
to unless there is a 
corresponding 
budget 

To ensure no posts 
are recruited to 
unless there is a 
corresponding 
budget 

Red >1% 
variance    
Amber 0 %to 
0.9% variance 
Green 0 
variance 

Corporate  
Divisional   
Specialty  
Departmental 

Monthly to 
each reporting 
level 

Workforce 

Agency costs To reduce agency 
costs to 3% of the 
total pay bill 

To reduce agency 
costs to 2.9% of 
the total pay bill 

To reduce agency 
costs to 2.8% of the 
total pay bill 

Red TBC     
Amber TBC          
Green TBC 

Corporate  
Divisional   
Specialty 
Departmental 

Monthly to 
each reporting 
level 

Workforce 

Capital To ensure 100% 
delivery of the 
Trust's Capital 
programme  

To ensure 100% 
delivery of the 
Trust's Capital 
programme  

To ensure 100% 
delivery of the 
Trust's Capital 
programme  

Red <90%      
Amber 91% to 
99% Green 
100% 

Corporate Monthly to 
FPC 

Finance and 
Performance 
Committee 

Buildings 
Maintenance 

To reduce speed of 
deterioration in 
critical buildings 
backlog by 
achieving a zero 
increase in backlog 
maintenance  

To reduce speed 
of deterioration in 
critical buildings 
backlog by 
achieving a zero 
increase in 
backlog 
maintenance  

To reduce speed of 
deterioration in 
critical buildings 
backlog by 
achieving a zero 
increase in backlog 
maintenance  

Red >5%     
Amber 0% to 
4.9%          
Green 0 

Corporate Annually 
reported to 
Board and 
FPC 

Finance and 
Performance 
Committee 

Improve CQC Use 
of resources 
compliance 

TBC TBC TBC Red TBC     
Amber TBC          
Green TBC 

Corporate   
Divisional 

Monthly to 
each reporting 
level 

Finance and 
Performance 
Committee 

Introduce key 
supplier net 
promoter scores for 
key supplies 

TBC TBC TBC Red TBC     
Amber TBC          
Green TBC 

Corporate 
Divisional  

Annually as 
part of 
Procurement 
Plan 

Finance and 
Performance 
Committee 
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COVID To ensure that all 
COVID-related 
expenditure is 
substantiated and 
that prior approval 
systems are in 
place where 
necessary 

NA NA Red <100%     
Green =>100% 

Corporate Reported 
Monthly to 
FPC 

Finance and 
Performance 
Committee 
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AMBITION – FIT FOR THE FUTURE 

SEGMENT Year One Metric Year Two Metric Year Three Metric RAG tolerances  Measurement 
levels 

Frequency Accountable 
committee 

Segment One – Transform Services 
Clinical Services 
Strategy 

To deliver the 
actions for year one 
of the clinical 
services strategy 

To deliver the 
actions for year two 
of the clinical 
services strategy 

To deliver the 
actions for year 
three of the clinical 
services strategy 

Red – over 75% 
of outcomes not 
delivered 
 
Amber 0 76% to 
99% of actions 
delivered 
 
Green – 100% 
of outcomes 
delivered 

Corporate 
Divisional 

Six Monthly Board 

Outpatients Roll out Advice & 
Guidance in all 
specialties 
 

TBA TBA Red above 
target 
Green on or 
under target 

Corporate 
Divisional 
Specialty 
 

Six Monthly Finance and 
Performance 
Committee 

Roll out Attend 
Anywhere in all 
specialties 

TBA TBA Red above 
target 
Green on or 
under target 

Corporate 
Divisional 
Specialty 
 

Six Monthly Finance and 
Performance 
Committee 

Implement Patient 
Initiated Follow Ups 
in all specialties 

TBA TBA Red above 
target 
Green on or 
under target 

Corporate 
Divisional 
Specialty 
 

Six Monthly Finance and 
Performance 
Committee 

Service/pathway 
Integration 

Establish fully 
integrated pathways, 
including virtual 
wards if  
appropriate, within: 
- Frailty  
- Respiratory 
- Diabetes 
- Autistic spectrum 

disorder 

To agree and 
implement at least 
a further 5 fully 
integrated 
pathways 
 
 
 

To agree and 
implement at least a 
further 5 fully 
integrated pathways 
 
 
 

Red off track 
Amber on track 
Green delivered 
 

Corporate 
Divisional 
Specialty 
 

Six Monthly Board 



25 

 

- Radiology 
network 
developments 

- Therapy led 
rehabilitation 
models  

Deliver service 
improvement & 
integration as 
described in the 
agreed Our Health 
Our Care Clinical 
Model 
 

Deliver service 
improvement & 
integration as 
described in the 
agreed Our Health 
Our Care Clinical 
Model 
 

Deliver service 
improvement & 
integration as 
described in the 
agreed Our Health 
Our Care Clinical 
Model 
 

Red off track 
Amber on track 
Green delivered 
 

Corporate 
Divisional 
Specialty 
 

Six Monthly Board 

Digital Health  To implement a fully 
Digital “Front Door”, 
providing clinical 
support/triage to 
cover the following: 
nursing/residential 
care,  NWAS calls, 
and GP admissions, 
with measurable 
impacts on key 
metrics 

Fully deliver 
agreed KPIs to 
include reductions 
in unnecessary: 
- ED 

attendances 
- Admissions 
- GP 

attendances 

To deliver further 
service development 
& KPIs as agreed  

Red above 
target 
Green on or 
under target 
 

Corporate 
 

Six monthly Finance and 
Performance 
Committee 

Service/pathway 
development  
 

Deliver reconfigured 
pathways/service 
configuration within:  
- Vascular 
- Stroke 
- Head & Neck 
- Pathology 
- Neurology/ 

Neuro 
Rehabilitation 
 

Deliver 
reconfigured 
pathways/service 
configuration 
within: 
- Diagnostic 

Hubs 
- Others TBC 

TBC Red off track 
Amber on track 
Green delivered 
 
 

Specialty 
 

Six monthly Board 
 

Segment Two – System Leadership 
Service planning Establish the new Agree planning TBC Red above Trust wide  Board 
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planning department 
  

department KPI’s, 
reporting and 
monitoring 
processes 

target 
Green on or 
under target 
 

 

Maximise ICP 
effectiveness 

Demonstrable 
impact through full 
participation and 
engagement within 
Service Delivery 
Boards and other 
ICP infrastructure, 
delivering KPIs 
including: 
- Elective : waiting 

times and 
referrals 

- Unscheduled 
Care : waiting 
times and 
attendances/adm
issions/DTOC 

- Primary care and 
community: 
admissions 
avoidance/ 
DTOC 

 

Demonstrable 
impact through full 
participation and 
engagement within 
Service Delivery 
Boards and other 
ICP infrastructure, 
delivering KPIs 
TBC 
 

Demonstrable 
impact through full 
participation and 
engagement within 
Service Delivery 
Boards and other 
ICP infrastructure, 
delivering KPIs TBC 
 

Red above 
target 
Green on or 
under target 
 

Specialty 
 

Six monthly Board 

Maximise ICS level 
effectiveness  

Demonstrable 
impact through full 
participation and 
engagement within 
Service Delivery 
Boards and other 
ICS level 
infrastructure, 
delivering benefits 
including: 
Service 

Demonstrable 
impact through full 
participation and 
engagement within 
Service Delivery 
Boards and other 
ICS level 
infrastructure, 
delivering KPIs as 
agreed 
 

Demonstrable 
impact through full 
participation and 
engagement within 
Service Delivery 
Boards and other 
ICS level 
infrastructure, 
delivering KPIs as 
agreed 
 

Red above 
target 
Green on or 
under target 
 

Specialty 
 

Six monthly Board 
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sustainability as 
measured by peer 
reviews, NICE 
compliance, 
workforce 
sustainability, 
repatriation of 
services into 
Cumbria and 
Lancashire  
 

Partnership working  
 

Continue to build our 
capability and 
capacity for  
partnership working 
measured though a 
range of metrics 
including surveys 
and qualitative 
methods to assess 
community and 
stakeholder 
engagement/ 
perception 
 

Continue to build 
our capability and 
capacity for  
partnership 
working at local, 
regional and 
national level to 
drive increased 
service integration 
 

Continue to build our 
capability and 
capacity for  
partnership working 
at local, regional and 
national level to 
drive increased 
service integration 
 

Red above 
target 
Green on or 
under target 
 

Corporate Six monthly Board 

Support Health Living 
Environment To develop a Trust 

wide Green Plan 
and to deliver the 
year one actions   

To develop a Trust 
wide Green Plan 
and to deliver the 
year two actions   

To develop a Trust 
wide Green Plan 
and to deliver the 
year three actions   

Red – over 75% 
of outcomes not 
delivered 
 
Amber 0 76% to 
99% of actions 
delivered 
 
Green – 100% 
of outcomes 
delivered 

Corporate 
 

Six Monthly Board 

Social responsibility Develop a Social Deliver the Deliver the Red – over 75% Corporate Six Monthly Board 
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Responsibility 
Strategy giving full 
consideration to the 
potential for 
formalising our 
position as an 
Anchor Institution 

outcomes identified 
in year two of the 
Trust’s  
Social 
Responsibility 
Strategy 

outcomes identified 
in year three of the 
Trust’s  
Social Responsibility 
Strategy 

of outcomes not 
delivered 
 
Amber – 76% to 
99% of actions 
delivered 
 
Green – 100% 
of outcomes 

 

Making Every contact 
count  (to improve 
population health and 
reduce the growth in 
demand for acute care 

Increase the number 
of smoking 
interventions 
delivered and 
recorded by 10% 
above previous 
years outturn 

Increase the 
number of smoking 
interventions 
delivered and 
recorded by 10% 
above previous 
years outturn 

Increase the number 
of smoking 
interventions 
delivered and 
recorded by 10% 
above previous 
years outturn 

Red decreasing 
or static 
trajectory 
Green 
increasing 
trajectory 

Divisional Monthly  Safety and 
Quality 

Increase the number 
of alcohol 
interventions 
delivered and 
recorded by 10% 
above previous 
years outturn 
 

Increase the 
number of alcohol 
interventions 
delivered and 
recorded by 10% 
above previous 
years outturn 
 

Increase the number 
of alcohol 
interventions 
delivered and 
recorded by 10% 
above previous 
years outturn 
 

Red decreasing 
or static 
trajectory 
Green 
increasing 
trajectory 

Divisional Monthly  Safety and 
Quality 

Develop measures 
for interventions to 
encourage an active 
lifestyle/ exercise 
 

Increase the 
number of active 
lifestyle/ exercise 
interventions 
delivered and 
recorded by 10% 
above previous 
years outturn 
 
 

Increase the number 
of active lifestyle/ 
exercise 
interventions 
delivered and 
recorded by 10% 
above previous 
years outturn 
 

Red decreasing 
or static 
trajectory 
Green 
increasing 
trajectory 

Divisional Monthly  Safety and 
Quality 

Develop measures 
for interventions to 
encourage mental 
health and well 

Increase the 
number of mental 
health & well being 
interventions 

Increase the number 
of mental health & 
well being 
interventions 

Red decreasing 
or static 
trajectory 
Green 

Divisional Monthly  Safety and 
Quality 
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being 
 

delivered and 
recorded by 10% 
above previous 
years outturn 
 

delivered and 
recorded by 10% 
above previous 
years outturn 
 

increasing 
trajectory 

Develop our Infrastructure 
Hospital Investment 
Plan (HIP2) 

Deliver agreed 
milestones for key 
work streams,: 
- Clinical 
- Comms 
- Digital 
- Finance/procure

ment 
- Estates  
ensuring overall 
project plan is 
delivered 
 
Produce Pre-
Consultation 
Business Case 
 

Subject to 
consultation, 
produce Strategic 
Outline Case 

TBC Red not 
achieved 
Green achieved 
 

Corporate Quarterly Board 

Work environment Reduction in the 
number of negative 
comments made in 
staff surveys relating 
to the work 
environment  
 

Reduction in the 
number of negative 
comments made in 
staff surveys 
relating to the work 
environment  
 

Reduction in the 
number of negative 
comments made in 
staff surveys relating 
to the work 
environment  
 

Red decreasing 
or static 
trajectory 
Green 
increasing 
trajectory 

Corporate Quarterly  Workforce 

IM&T Deliver agreed plans 
in line with approved 
IM&T strategy 
 
 

Deliver agreed 
plans in line with 
approved IM&T 
strategy 
 
 

Deliver agreed plans 
in line with approved 
IM&T strategy 
 
 

Red – over 75% 
of outcomes not 
delivered 
 
Amber 0 76% to 
99% of actions 
delivered 
 

Corporate 
 

Six Monthly Finance and 
Performance 
Committee 
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Green – 100% 
of outcomes 
delivered 

Enhance the 
production, 
presentation and 
use of Business 
Intelligence, using 
SPCs and other 
methods as 
appropriate 

  Qualitative 
review 

Corporate Annual at 
end of year 
one 

Board 

Drive Innovation 
Continuous 
Improvement  

Deliver the 
outcomes identified 
in Year one of the 
Trust’s Continuous 
improvement 
strategy 

Deliver the 
outcomes identified 
in Year two of the 
Trust’s Continuous 
improvement 
strategy 

Deliver the 
outcomes identified 
in Year three of the 
Trust’s Continuous 
improvement 
strategy 

Red – over 75% 
of outcomes not 
delivered 
 
Amber 0 76% to 
99% of actions 
delivered 
 
Green – 100% 
of outcomes 
delivered 

Corporate 
 

Six Monthly Board 

Research Deliver the 
outcomes identified 
in year two of the 
Trust’s Research 
strategy  
 
 
 

Deliver the 
outcomes identified 
in year three of the 
Trust’s Research 
strategy. 
 
Refresh and 
approve an 
updated research 
strategy 
 
 
 

Deliver the 
outcomes identified 
in year one of the 
Trust’s Research 
Strategy 
 

Red – over 75% 
of outcomes not 
delivered 
 
Amber 0 76% to 
99% of actions 
delivered 
 
Green – 100% 
of outcomes 
delivered 
 

Corporate Annually 
through 
Education, 
Training 
and 
Research 
Committee 
supported 
by quarterly 
updates on 
progress 

Education, 
Training and 
Research 
Committee 

Innovation Launch the Trust’s 
Innovation pathway 

Increase the 
number of 

Further Increase the 
number of 

Red – static or 
decreasing 

Corporate Annually 
through 

Education, 
Training and 
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through the 
Edovation brand 

programmes being 
delivered through 
the Innovation 
Pathway 

programmes being 
delivered through 
the Innovation 
Pathway 

trajectory 
 
Green- 
increasing 
trajectory 

Education, 
Training 
and 
Research 
Committee 
supported 
by quarterly 
updates on 
progress 

Research 
Committee 

Education Deliver the 
outcomes identified 
in year one of the 
Trust’s Education 
strategy  
 
 
 

Deliver the 
outcomes identified 
in year two of the 
Trust’s Education 
strategy  
 
 
 

Deliver the 
outcomes identified 
in year three of the 
Trust’s Education 
strategy. 
 
Refresh and 
approve an updated 
Education strategy 
 
 
 

Red – over 75% 
of outcomes not 
delivered 
 
Amber 0 76% to 
99% of actions 
delivered 
 
Green – 100% 
of outcomes 
delivered 
 

Corporate Annually 
through 
Education, 
Training 
and 
Research 
Committee 
supported 
by quarterly 
updates on 
progress 

Education, 
Training and 
Research 
Committee 

 



 

Continuous Improvement Update and Strategy  
Report to: Board of Directors Date: 3rd December 2020 

Report of: Director of Continuous Improvement Prepared by: 
A Brotherton, K Bramfitt, S Clough M 
Dudley and L Dunn 

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 of the 
divisional improvement projects that are supported by the Continuous Improvement team and that are not 
formally part of our system level improvement programmes, the Flow Coaching Academy programmes or the 
Microsystem Coaching Academy programmes. 
 

This paper also summarises the work undertaken to deliver our first Continuous Improvement Strategy, the 
plans to evaluate the impact of Continuous Improvement across the organisation and outlines the 
development of our second Continuous Improvement strategy.  
 

A synopsis of the progress made in the system, pathway level and local level programmes is also outlined, 
together with the further work undertaken to build improvement capability across the organisation  
 

The paper is to be received, discussed and noted. 
 

It is recommended that: 
I. The Board note the progress made in the delivery of the Continuous Improvement programmes within 

the divisions that are supported by the Continuous Improvement team 
II. The Board approve the second Continuous Improvement Strategy, or advise of any final changes, 

noting the detailed work programmes for Continuous Improvement will be included within the Big 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 

Updates on these programmes of work have been presented to the Safety and Quality Committee  

Board of Directors Report  

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 divisional level 

improvement projects that are led by the divisions and supported by the CI team. Board members are asked to 

note that this paper does not include the extensive improvement work underway at a divisional level that is not 

supported by the CI team. 

A synopsis of the progress made in the system, pathway level and local level programmes is also outlined, 

together with the further work undertaken to build improvement capability across the organisation. 

This paper also summarises the work undertaken to deliver our first Continuous Improvement strategy, the 

plans to evaluate the impact of Continuous Improvement across the organisation and outlines the 

development of our second Continuous Improvement Strategy.  

The paper is to be received, discussed and noted. 

2. Discussion 

Previous CI Board updates have reported the support offered by the CI team to facilitate divisional level 

projects. This paper provides an outline of the more recent projects which have commenced within out 

divisions. A summary of the progress made is outlined below. 

 

Division of Diagnostics and Clinical Services 

 

2.1 Pharmacy Stock Project 

Pharmacy are looking to reduce duplication and waste of medication stock and are using CI methodology to 

do this systematically. The group has formed an action learning collaborative to look at multiple elements of 

the project. This collaborative consists of approximately 12 core members; however, the wider department are 

encouraged to support the initiatives. The CI team teach various improvement methods to support this work. 

To date, the following has been achieved: 

 A clear aim statement has been agreed, to support the development of the theory for change and 

measurement system to monitor success    

 Driver Diagram has been drafted to ensure that all members of the collaborative are understanding of the 

ambition and how this work will be achieved 

 Measurement scoping is in progress so that we can fully understand how change over time is 

demonstrated and what impact this work will have 

 PDSA cycles are underway, some areas showing early signs of success; such as preventing unnecessary 

re-ordering of medicines 

The project is in the early stages, therefore, the impact is not easy to ascertain at this point, however, the aim 

of the project is to reduce the quantity and financial value of medicines waste and the impact will be tracked 

over time. 

2.2 Covid-19 Swabbing Processes 

 

The CI team have been asked to support in the streamlining of swabbing booking appointments from when a 

patient is listed for surgery, from them being informed of the TCI (to come in) date and this enacting an 

appointment for a swabbing appointment. As this is a Covid related issue, we are fast tracking some of the 
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methodology to ensure that we are undertaking the process in the quickest way possible whilst applying the 

methods to ensure that the learning output is maximised. To date we have met three times; 

 PDSA ideas have been generated with some testing that has occurred. Further testing to be done to look 

at ways to make the process more efficient. 

 Relevant data to track success over time are required to demonstrate impact on the processes, but also 

to ensure that learning can take place throughout. 

 Understanding the referral system from listing to booking requires some standardisation and therefore 

we are currently looking to reduce the variation in this process. 

The anticipated impact is that processes will be more standardised and the timeliness of ensuring that a 

patient has a swab prior to their operation is optimised. Issues where LTHTR have not been able to reach the 

patient to provide a swab appointment should be reduced. 

2.3 Improvement Science for Leaders (IS4L) – NHS QUEST 

This year, there are two teams taking part in this programme, these are the Discharge Lounge and the Clinical 

Investigations Unit (CIU). The Programme Management team at NHS QUEST work with these teams for 12 

months whilst they design and deliver an on-going improvement project. The programme is based around CI 

theory and the teams apply this and are supported by an Improvement Advisor from NHS QUEST. The CI 

team supplement this with additional support as requested by the participating teams. So far, the teams have 

attended the first virtual session. The teams are working on; 

 Extending Pharmacy services into the Discharge Lounge. 

 Consistency of referrals into the CIU is maintained to support patient flow. 

2.4 Psychology Services 

Prior to Covid-19 wave two, the CI team were working with the Acting Head of Clinical Health Psychology 

Service to look at applying CI methodology to the Psychology Service. Initial discussions have taken place and 

this improvement work is likely to focus on; 

 Waiting times is a pressure on the service, therefore a baseline data review is required 

 Appointment utilisation to ensure that appointments are attended therefore reducing the number of DNA 

appointments, supporting maximising capacity to meet demand. 

 Understanding of the current system is required through a process mapping diagnostic to understand 

challenges and barriers, in addition to opportunities for change 

Division of Medicine  

2.5 Mental Capacity Act (MCA) and Deprivation of Liberty (DoLs) 

Work has been undertaken to develop a new process to ensure patients admitted into the Trust are 

appropriately assessed for Mental Capacity and where applicable have a fully completed Deprivation of Liberty 

application.  This aligns to a CQC ‘Must Do’ and has been a key priority (this divisional level work is fully 

aligned to the Always Safety First Programme). 

The programme of work has: 

 Identified clinical leads and content experts to design the new process. 

 Carried out process mapping to understand current and future state process 

 Agreed a new MCA trigger question and DoLs application process on Quadramed 

 Ensured collaborative working with IT and BI to develop a new online process 

 Undertaken testing and launched the new process on 1st Aug 2020 

 Developed a dashboard of measures to reliably track and monitor MCA & DoLs compliance across the 

Trust. 
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Impact  

 An MCA trigger question is asked of all patients at the point of admission via the emergency admission 

form.  This now provides data for more accurate measurement for tracking those patients requiring an 

MCA and further assessments (for example, DoLs, Best Interest decisions, enhanced levels of care). 

 The new process now mandates the completion of an MCA by a doctor or a nurse on Quadramed following 

a patient’s admission. 

 Every outcome of each assessment prompts the next mandated step or assessment required. 

 All inpatient MCA and DoLs assessments are now fully electronic.   

 

Next steps 

 Additional work is being carried out to review MCA processes for outpatients and patients that are not 

admitted via an emergency assessment on Quadramed.  

 

2.6 Emergency Flow 

 

In addition to the wider improvement programme on discharge and patient flow, the CI team have worked with 

the medicine division and the operational team to support the implementation of a new system to improve 

patient flow. Whilst the process aspect of this is very much a large part of this work, culturally this will also 

require time to embed into the LTHTR processes and procedures. The CI team are currently supporting two 

aspects of this work;  

 Time for a patient to transfer to a specialty bed following the decision taken to admit a patient, the CI 

team are reviewing the data to establish performance and identify the areas of best practice which can be 

shared across the organisation. 

 Implementation of the SHREWD system; the SHREWD system is a visual management system which 

helps organisations to detect pressure within the system in order for them to implement an agreed set of 

actions to reduce the pressure. The CI team is supporting the adoption of this system, testing the 

implementation and tracking improvements over time. 

 

This work has commenced in November with an anticipated impact of improved flow in the hospital and 

less crowding in the Emergency Department with timely responses to increased demand. Impact will be 

reported when the project has fully implemented the system. 

 

2.7 SBAR Handover (Emergency Department) 

The CI team is supporting the Emergency Department to improve the SBAR Handovers from ED to a number 
of wards in the first phase of this work (Ribblesdale, Major Trauma Ward, MAU at Chorley and SAU). 
 
Initial tests of change have been completed and a measurement plan for the project designed. A data 

collection tool has been agreed with data collection underway.  The next phase of work will focus on 

incorporating SBAR into the ED documentation, prior to adopting this more widely across the organisation. 

Division of Women’s and Children’s 

 

The Women’s and Children’s division has been working with the CI team on a variety of projects, all of which 

are now being aligned to either the MCA or ASF improvement programmes as per the division’s strategic plan 

for 2020/21. 

 

2.8 Paediatric Outpatients 

 Process mapping of administrative procedures have been undertaken with the outpatient reception team. 

 Creation of data dashboards displaying new and follow up clinic polling times and DNA rates.  
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 Support for audiology service review has been provided, including a waste walk and process mapping of 

administrative procedures with the team at Fulwood. Follow up meetings planned to agree opportunities for 

testing of new processes.  

 

2.9 Ward 8 

The CI team has supported the creation of a new Paediatric Early Warning Score (PEWS) form for use on the 

Paediatric Ward. The 2-5 year age band form has been designed, tested and approved for use by the team. 

The design changes are now being applied to the other age bands before adoption across the ward. 

 

2.10 Gynae Assessment Unit (GAU) 

The GAU signed up to become an ‘early adopter’ microsystem team over the summer and have been meeting 

weekly since October. The team have developed a global aim statement and have been collating data as part 

of their assessment to understand where the greatest opportunities for improvement exist. This has included 

an analysis of Gynaecology related emergency admissions data, an audit on room usage and delays, and a 

survey to capture staff feedback and views.   

 

Division of Surgery 

There are a number of areas within the Surgical division that have been engaged in Continuous Improvement 

work. Examples are summarised below. Plans have been developed and implemented to align these with 

either the MCA, ASF or FCA programmes as per the Divisions’ strategic plans for 2020/21 moving forward. 

2.11 Enhanced Recovery after Surgery ward 11 

Ward 11 have commenced an enhanced recovery after surgery improvement project. This work 

commenced with an initial meeting and collation of data, education for Ward 11 staff has commenced and 

being received well. The ward now have ERAS champions and data collection in place   

The Patients Contribution to Case Notes diary is to be developed for a specific cohort of patients to ensure a 

patient centred approach to the planned improvement. 

2.12 Pancreatic Cancer Process Mapping Support 

The CI team were asked to support a Pancreatic Cancer process mapping exercise which was brought 

together by the Cancer team to look at how the system could perform better to reduce waiting times. This was 

a joint approach between Lancashire Teaching Hospitals NHS Foundation Trust and East Lancashire 

Hospitals Trust pancreatic services and the local Cancer Alliance. The CI team facilitated the event and 

supported the development of a high-level process map, with time indicators and change ideas to be tested. 

The CI Team have now handed this over to the Cancer Alliance are now expanding this to include more local 

sites.  

Corporate  

Corporate Nursing Team 

2.13 Temporary Staffing (Review of current processes for bank/agency staffing) 

The CI team is supporting a project to improve the current processes for the bank and agency staff. Initial 

meetings have been held and this project is focused on improving the experience of bank and agency staff as 

they join our organisation, through improved processes. 

2.14 Site Managers Learning Module 

The Ci team has also supported the creation of an E-Learning module for all site managers, which has been 
tested and is now ready to launch 
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Plan for 2021 

Divisional level improvement projects are currently supported at the request of each division. From 2021 

onwards, it is envisaged that the majority of the improvement programmes/projects undertaken will be 

delivered through either the system level improvement programmes, the FCA or the MCA, now that our local 

improvement academies have been established. Priorities for the programmes will be identified by the Board, 

senior leadership team and the divisional management teams through the Big Plan.  

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 trusts safety programme has grown from strength 
to strength over the last 12 months and has seen positive results despite the 
challenges faced during the pandemic.  Our virtual Pressure Ulcer 
Collaborative (Cohort one) has achieved and sustained a 50% reduction in 
pressure ulcers and we are now recruiting our second cohort of wards which 
will start in January/February 2021.  Other priorities for early 2021 include 
falls, medication omissions and VTE.  
 

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.   

Pathway Level Improvement 
Programmes (FCA) 

The local FCA has now delivered sessions one to three of the Lancashire & 
South Cumbria FCA. This has been over five days; overall 32 coaches are 
being trained and are working on 15 clinical pathways. Coaches undertaking 
the programme are mostly LTHTR staff, however, there is one colleague from 
the CCG and three colleagues from University Hospital of Morecombe Bay. 
Due to Covid-19, the programme is being delivered virtually and will continue 
to do so until it is safe to resume face to face training. Sessions have been 
received well. 
 

Our CEO presented to the NHS Provider Conference in September, 
alongside Dr Tom Downes from Sheffield Teaching Hospitals NHS 
Foundation Trust, as part of a promotion to the wider NHS regarding the 
benefits to the FCA and our Improvement Director has presented our FCA 
work to the national Improvement Directors Meeting. LTHTR continues to 
build and develop its relationship with the FCA network. 

 
Local level improvement 
programmes (MCA) 
 
 

Six coaches from LTHTR have completed their training and graduated from 
the Sheffield Microsystem Coaching Programme in Nov 2020. Six areas had 
been selected and are continuing their microsystem coaching. 
 
MCA improvement coaching within Paediatrics has expanded to include 
paediatric clinic areas and Audiology services. 
 
The launch event of our local Microsystem Coaching Academy took place on 
24 November 2020 with excellent attendance. Particular thanks to our 
Governors who supported the event. The first training date for the 
programme is 1 December 2020.   
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Building Improvement 
capability across the 
organisation  
 
 
 

The CI team have now completed three cohorts of its recently developed ‘CI 
Basics’ virtual training programme, with approximately 45 members of staff 
having undertaken the short course. These short courses will be continuously 
delivered and have the capacity for 50 members of staff per event 
 
Recently, the CI team delivered a senior-level measurement masterclass, 
which was delivered to supplement the initial session provided by NHSI (‘Plot 
the Dots’). This session will be delivered again in the New Year for 
colleagues who were unable to attend the initial session 

 

Continuous Improvement Strategy  

The first CI strategy was launched in August 2018 and was a three year strategy. The Covid-19 pandemic has 

radically changed the way in which CI programmes are delivered across the Trust and it is therefore important 

to refresh our CI strategy to ensure that it reflects our current approach to the adoption of a robust CI 

methodology across the organisation. Evaluations of year one of the FCA and MCA programmes have been 

undertaken and have informed the development of our second CI strategy. Board members and the wider 

senior leadership team through the Executive Management team and Executive Management Group have 

reviewed the draft strategy and provided feedback which has been incorporated into the final version of the 

strategy.  

A review of the deliverables in the first strategy has been undertaken and a summary presented in Appendix 1. 

Elements that have not been completed yet (as they were planned for delivery in year 3) have been 

incorporated into the Big Plan objectives if they remain a priority in line with our organisational objectives. 

An evaluation of the CI approach being implemented across the Trust is planned to be undertaken before the 

end of the year and the results will inform the future work undertaken by the CI team. 

The second CI strategy is presented to the Board (Appendix 2) for discussion and approval, subject to any 

final requests for further amendments. 

 

3. Financial implications 

The CI projects are now uploaded onto Smart Sheet to enable tracking of the financial benefits of the CI 

programmes. 

 

4. Legal implications 

None identified  

 

5. Risks 

The impact of the Covid-19 pandemic on the delivery of the continuous improvement programmes is the 

greatest risk, both in terms of the delays experienced due to the need to postpone the face to face learning 

sessions and the high level of demand for clinical services, as the NHS continues to manage the 

pandemic. The risks have been mitigated as much as possible through virtual working and working with 

individuals and smaller teams.    

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.  



 

8 

 

7. Recommendations 

It is recommended that:  

I. The Board note the progress made in the delivery of the Continuous Improvement programmes 

within the divisions that are supported by the Continuous Improvement team 

II. The Board approve the second Continuous Improvement Strategy, or advise of any final changes, 

noting the detailed work programmes for Continuous Improvement will be included within the Big 

Plan. 



 

Appendix 1 

 

The first CI strategy was launched in August 2018 and was intended to be implemented between 

2018 – 2022. Since the launch of our original strategy we have been successful in our application for 

both the Flow Coaching Academy and the Microsystem Coaching Academy which have significantly 

increased the level of ambition we are able to strive to deliver across the Trust. Additionally the 

Covid-19 pandemic has totally changed the way in which we are delivering the CI programmes of 

work. It has therefore been agreed that we will launch our second CI strategy early to ensure that it 

remains current. 

The purpose of this report is to provide the Board with an overview of the implementation to date of 

our first CI strategy. This paper outlines our current position against the deliverables outlined within 

the Trust’s first Continuous Improvement Strategy (2018/22). It details the commitments outlined in 

the first Continuous Improvement Strategy that are not reported specifically within the Big Plan. We 

have assessed the current position with regards to progress made to date and the alignment of our 

original ambitions to our current strategic aims, objectives and programmes of work.  

We have illustrated which deliverables have been fully delivered, which have been partially 

delivered or not yet commenced (where they were intended to be delivered in the last year of the 

strategy (2021/2022) and the deliverables which have not been delivered, with an explanation for 

non-delivery. A number of the specific elements of the CI work programme are incorporated into the 

Big Plan and have been reported to the Board in the Big Plan updates and have not therefore been 

included in detail in this review of the implementation of our first CI strategy. 

 

Action RAG Rating 
Tick – Completed 
Arrow – In progress and 
transferring to the new 
strategy 
Cross – action not 
completed 
 

Summary of the work undertaken 

1 Undertake a 3 month-long 
engagement exercise 
with our staff, patients, 
members, partners and 
stakeholders to determine the 
key priorities of our 
Continuous Improvement 
Strategy. 

 

Engagement exercise completed for the launch 
of the first strategy and key priorities for our 
Continuous Improvement Strategy identified. 

2 Staff engagement processes to 
include workshops, big 
conversations, an online survey  

 

 

Staff engagement complete: 

 Workshops 

 Big conversations 

 Online survey 

 Culture Review 
 

https://www.google.com/url?sa=i&url=https%3A%2F%2Fwww.vectorstock.com%2Froyalty-free-vector%2Fgreen-tick-checkmark-icon-vector-22691505&psig=AOvVaw0qc15fznXP6vSWGk4vNw2B&ust=1603793772195000&source=images&cd=vfe&ved=0CAIQjRxqFwoTCPigpseD0uwCFQAAAAAdAAAAABAD
https://www.google.com/url?sa=i&url=https%3A%2F%2Fwww.vectorstock.com%2Froyalty-free-vector%2Fgreen-tick-checkmark-icon-vector-22691505&psig=AOvVaw0qc15fznXP6vSWGk4vNw2B&ust=1603793772195000&source=images&cd=vfe&ved=0CAIQjRxqFwoTCPigpseD0uwCFQAAAAAdAAAAABAD


3 The improvement programmes 
will be delivered 
at three levels: system level 
(macro) programmes; 
pathway level (meso) 
programmes and local ward and 
department level (micro) 
programmes with robust 
improvement methodologies 
appropriate for each level and 
programme, underpinned by 
programme management and 
benefits tracking. 

 
 
 
 
 

Improvement Programmes for all three levels 
have been successfully introduced and are 
progressing with delivery of their improvement 
projects and supported by each programme lead. 

 
An evaluation of the Flow Coaching Academy 
and Microsystem Coaching Academy 
programmes has been undertaken in 2020. The 
new strategy will continue to have 
improvement programmes designed at three 
levels (macro; meso and micro). Evaluation of 
the system level improvement programmes is 
underway, with support from local universities. 
 

4 The Corporate Communication 
team will produce annual 
objectives relating to the 
Continuous Improvement 
Strategy and will lead on the 
development and delivery of the 
communications plan. 
 

 
 

 

Good progress has been made with regard to 
communication of the 2018/22 strategy from the 
Corporate Communications team. 
 
A comprehensive communication plan has been 
developed to support the new CI strategy 
implementation. 

5 Quality is as important as 
financial and operational 
performance within the 
organisation and is given equal 
weighting. Our visible leadership 
focuses on ‘action’ behaviours, 
executive walk-rounds, ‘back to 
the floor’ sessions and daily 
improvement huddles.  
 

 

 

Where possible (pre-Covid): 

 Monthly Board visits to 
wards/departments were undertaken prior 
to the Board workshops  

 Back to the floor programme in place for 
key executive leads 

 Attending in-briefs and out-briefs for 
improvement events  

 Executive sponsorship for identified 
improvement programmes  

 Testing ‘Adopt a bed’ programme whereby 
each member of the Board is allocated a 
specific bed which they visit during the 
scheduled week to talk to the patient  
about their pathway and experience  

 Fab Feedback Friday sessions 
 

 The Trust will adopt visual data 
management to track progress of the 
objectives  
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6 Collaborative working between 
the Continuous Improvement 
team and the Organisational 
Development team is well 
underway. As part of this work, 
improvement coaches will be 
used to provide ongoing support 
and training within a self-
sustaining, continuous learning 
model. 

 

 
 
 
 
 

 

 
As identified in Figure 4 of the 2018/22 strategy 
we have achieved the appointment of 2-3 
Improvement Fellows (two IHI trained 
Improvement advisors and one Health 
Foundation Generation Q Fellow) , 8 senior 
improvement advisors/ improvement advisors, 15 
FCA/MCA coaches and significant numbers of 
LTHTR staff joining the CI programmes to gain 
experience in improvement methodologies. 
 
Further work is needed to provide the ‘CI basics’ 
for all staff 
 

 

7 Team objectives are 
then translated into individual 
objectives through 
the individual performance and 
development review 
(appraisal) process. In adopting 
this approach, we create a 
strategic link between individual, 
team and organisational 
objectives so that the effort of 
both individuals, teams and the 
organisation are aligned with the 
Big Plan. 

 

 
 
 
 

Leads have been identified for each 
improvement programme and also divisional 
leads. 
 
Within the 2018/22 strategy we have 
successfully recruited Senior Leads within 
improvement and have developed the existing 
team with knowledge and skills required. The 
team has increased from 3 to 9 members. 

8 The adoption of robust data 
analytics for improvement is 
crucial to success. For this 
reason, every improvement 
programme that is delivered will 
commence with a review of the 
established baseline measures, 
agree measurable aims and a 
mechanism to track 
improvements over time.  

 

 
 
 
 
 
 

The Continuous Improvement team adopt a 
consistent approach to every improvement 
programme, using baseline data, aim statements 
and model for improvement. 

 
We are also designing a new integrated 
performance report for the Board and 
Statistical Process Control (SPC) charts will be 
regularly reported to enable the Board to track 
progress of the improvement programmes. 
 
 
 
 

9 Patients and visitors to the 
organisation will see welcome 
boards in each ward and 
department; performance 
metrics displayed and will be 
encouraged to suggest 
improvements.  

Over time, each area will have a 
continuous improvement 

 
 
 
 

 
 

Each clinical area has a Big Plan board and those 
involved in the improvement programmes have a 
CI Board on display to support the delivery of the 
programme of work. These will be further 
developed as we embed CI across the 
organisation. 
 
Development of CI ambassadors was a longer 
term plan for year three of the CI strategy so this 
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ambassador and staff will be 
supported by the Continuous 
Improvement Team. 

 
 

action will be carried forward for delivery in 
2021/22 

10 System Level Improvement:  

 Urgent and Emergency 
care; Phase 2 of the Urgent and 
Emergency Care programme for 
LTH has been scoped with ED 
colleagues and will be delivered 
using a robust improvement 
methodology. In this phase, the 
programme of work focuses on 
improving patient pathways to 
reduce non-admitted breaches  

 Stroke Improvement 
Programme 

 

 Patient Safety 
Collaborative; including 
deteriorating patient and 
pressure ulcers  
 

 
 
 

 
 

 
 
 
 

 
This programme of work was delivered and 
further work is underway as part of the Flow 
Operational Group and ICP wide Discharge and 
Flow Task and Finish group.  
 
 
 

 
 
The Stroke programme and Breakthrough Series 
collaborative has been delivered, led by Director 
for Continuous Improvement and the results to 
date reported to Board in the system level 
improvement programme updates 
 
Always Safety First programme (patient safety 
collaborative) has been established and the first 
year of the programme has been delivered.  
 

11 Pathway Level Improvement 
Flow Coaching Academy 
(FCA): The LTH FCA team (ten 
coaches) is participating in year 
one of the programme in 
2019/20. Five 
‘Big Rooms’ (discharge, 
colorectal cancer pathway; 
frailty; inflammatory bowel 
disease and sepsis) will all 
established and coached 
throughout the year with a scale 
up plan to twelve ‘big rooms’ 
from year two. 
 

 
 
 
 
 
 

 

The first year of the Flow Coaching Academy has 
been completed and the coaches have graduated. 
 
Our local Lancashire and South Cumbria Flow 
Coaching Academy launched in September 2020 

12 Local Level Improvement: we will 
establish a Microsystem 
Coaching Academy (MCA) to 
deliver ward and department 
level improvements. Six coaches 
will be trained from September 
2019 and we will establish our 
local MCA from April 2020. 

 

 
 

The first year of the Microsystem Coaching 
Academy is complete and the coaches have 
graduated from the course. 
 
The Central Lancashire MCA launched on 24th 
November 2020 
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A successful start to this programme was 
undertaken in 2019, engagement was obtained 
with 5 wards.  This programme requires 
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Reducing Unnecessary Variation 
through ward standardisation. 
  

 

significant resource to implement across the 
organisation and was not deemed suitable for 
virtual delivery during Covid. This programme is 
no longer required as the Magnet research 
programme will focus on reducing unnecessary 
variation  

14 We will embed evaluation into 
all of our core programmes, 
building capability amongst our 
Improvement Practitioners and 
FCA and MCA coaches to ensure 
that evaluation is delivered as a 
fundamental component of our 
improvement work.  

 
 
 
 
 

 

We have made the successful appointment of 
an evaluation expert with the Continuous 
Improvement team. Summative reports have 
been written up for our FCA Year 1 programme 
and currently developing the reports for both 
MCA Year 1 and ASF programmes. We also plan 
to publish our work in academic journals, 
working collaboratively with our Research and 
Innovation team and with local universities. The 
findings from our improvement work will also be 
communicated with staff and patients across 
the Trust, using case studies and patient stories 
to share our learning and celebrate our 
achievements. Further work is required so this 
will be taken forward into the new strategy 
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Foreword 

 

Our second Lancashire Teaching Hospitals NHS Foundation Trust Continuous  

Improvement (CI) strategy has been developed to articulate how we will take a collaborative and  
consistent approach to improvement and change across our organisation. The proposed approach is 
fully aligned to the Continuous Improvement methodology that will be adopted across our Integrated 
Care Partnership. 
 
During the delivery of this strategy we will place particular focus on developing leadership and the  
culture for improvement to flourish, maximising opportunities for improvement and celebrating  
successes together. The aim of this strategy is to ensure we adopt a robust improvement methodology 
to deliver the organisations strategic aims and objectives. 
 
CI for our organisation and wider system is about embedding a shift in culture and applying a consistent 
and clinically-led approach to improvement and transformation.  We will achieve this by working with 
colleagues across multiple teams, including Organisational Development and Business Intelligence and 
with front line staff and teams from across our organisation, to co-design and test improvements to 
build reliable systems, reduce unnecessary variation and design improved ways of working that will  
positively impact on both quality of care and patient outcomes.  
 
This CI strategy sets out the principles and approach that can be applied to all aspects of our health and 
care economy and at all levels, from System (macro) level such as Urgent and Emergency Care Patient 
Flow and Always Safety First; pathway (meso) level improvement and local (micro) level improvement, 
which can be applied to individual wards and departments.  We will achieve this by working with our 
front line staff and teams from across our organisation. We will build on the existing work through our  
system level improvement programmes, including Always Safety First, our pathway level improvements 
through our Lancashire and South Cumbria Flow Coaching Academy and local ward and department 
level improvements through our Microsystem Coaching Academy programme. 
 
We recognise that some teams across the organisation are already delivering and implementing  
improvements and this CI strategy will enable us to seek and support those teams. 
 
Improvement science is discovering how to improve and make sustainable changes in the most effective 
way, it involves systematically examining the methods and factors that best work to facilitate Quality 
Improvement. We are dedicated to embedding this strategy throughout our organisation and providing 
our workforce with the skills they need to practically use CI methods throughout their professional roles 
to improve the quality of care and outcomes for our patients. 
 
 
 
 

  

Gerry Skailes                                                                        
Medical Director and                                                  

Flow Coaching Academy 
Executive Sponsor                    

  

Sarah Cullen 
Nursing, Midwifery and AHP 
Director and Always Safety 

First Executive Sponsor 

Karen Swindley,                                                                   
Strategy, Workforce and  
Education Director and           
Microsystem Coaching  

Academy Executive Sponsor 



Introduction 

Continuous Improvement in Central Lancashire;  

a new mind-set 

We are launching our second Continuous Improvement strategy at both an  

exciting and daunting time for the NHS in England as we experience an  

unprecedented global  pandemic, which is placing a huge demand on the NHS 

and Social Care systems in the UK.  We are launching our second strategy early 

as we  recognise that the impact of the pandemic demands new ways of  thinking 

and working.  

In the face of adversity, our teams have collaborated to deliver amazing  improvements with outstanding  

clinical leadership. We have found a way to deliver improvements at an impressive pace and with exemplary 

collaboration from our staff and clinical teams.    We have made significant advances in our improvement  

maturity since we launched our first strategy, connecting teams across our whole system and engaging in real 

time learning. We have removed the complex bureaucracy and barriers and created the culture for  

innovations and improvements to thrive.  

Our improvement programme priorities will be set by the Board and senior leadership team, following a  

review of the key metrics across our system to identify the greatest improvement opportunities.  These  

priorities will align with the organisational objectives and the divisional plans as outlined in our planning  

framework and Big Plan.   

Within this ambitious strategy we outline the next phase of our improvement journey, retaining the best of 

our first strategy such as working at macro, meso and micro levels (system, pathway and local improvements) 

and embracing new opportunities.  We would also like to recognise the efforts and ongoing improvement 

work happening organically across the organisation.  Our strategy aims to provide additional CI support and 

capability building for those innovators actively seeking to make improvements locally.  In addition we aim to 

capture our learning and success from our improvement programmes and showcase them as case studies on 

our CI intranet and Webpage for all to see.   

 

 

 

Masterful work requires preparation. This anticipatory thinking,  

rehearsal, attention, reflection, real-world grounding can be  

done in many different ways, but it must be done well.                                                    

 

Paul Batalden, 2014 

“ “ 



Focus 

We have three equally important strategic aims and four ambitions. Our 

four ambitions describe what we need to focus on, to achieve our strategic aims. 

 

These are underpinned by our five core values which are fundamental to our Contin-

uous Improvement approach; Being Caring and Compassionate; Taking Personal 

Responsibility; Seeking to Involve; Recognising Individuality; Building Team Spirit. 

 

Continuous improvement will be the way we work at Lancashire Teaching Hospitals. Constantly  

identifying ways to do things better, challenging existing practices, learning from others and driving  

innovation, we will ensure success and deliver the best care possible for patients. This  

Continuous Improvement Strategy describes our approach, and sets out the principles and  

methodologies that we will use to drive progress and performance. 

The Big Plan objectives are refreshed every year and the objectives which will benefit from a Continuous 

Improvement approach will be identified on an annual basis. 



Delivery 

The Continuous Improvement team (CI) is a vital resource and investment by the trust to 

enable our staff and departments to deliver safe and effective patient care across the organisation.  As a small 

team of improvement experts and facilitators our role is to enable Continuous Improvement to happen  

organically. 

We will achieve this by working with front line staff and teams across the trust to co-develop and realise 

better and improved ways of working that will positively impact on patient care and outcomes.   

The role of CI is to empower everyone to have the opportunity to lead local improvements and provide them 

will the tools and support to achieve success.  

Below is a driver diagram, our road map, which articulates how the Continuous Improvement team will  

enable CI to flourish across the organisation .  We have broken this down into key elements and actions which 

we believe will positively accelerate LTHTR to become an organisation that has CI embedded in its culture and 

delivery of care. 

Aim Primary Drivers Secondary Drivers 



Delivery 

Building ‘Will’ to improve 

For improvement work to be successful, teams first need to recognise the need for improve-

ment. There are three vital components needed:    

‘Will’ - the motivation and desire to change or make things better. 

‘Ideas’ - theories that we can test or changes we can make. 

‘Execution’ - resource to invest into testing and implementing changes. 

Building the ‘Will’ to improve and a mutual  

commitment to CI is a vital driver to the success of our strategy.    

Alongside this, we need staff to believe that they can succeed and be 

successful in their improvement initiatives.  This is important as people need to feel their hard work and 

contributions are not in vein.  To enable this we have identified a number of key drivers that will help us 

to build will and motivation across the organisation to drive improvement outcomes in patient care. 

 

 

Improvement Leadership - We aim to build an infrastructure of improvement leaders across 

all levels of the trust who will inspire and lead teams to drive improvement.  This will be enabled by 

creating personal objectives in appraisals for senior leaders and managers to work across divisions 

and lead improvement initiatives in areas that aren’t their own. 

CI Strategy -  Our CI Strategy will be shared in various mediums including film clips to support in 

building a shared ambition across the organisation of CI and what we are aiming to achieve. 

Opportunities - We want to create opportunities for everyone to be involved in CI projects and 

contribute ideas and learning that will drive improvements. We believe being involved in  

Improvement is the best way to build a CI culture, supported though learning and capability  

building.  

Celebrating Success - It is extremely important that we recognise and celebrate all the success-

es achieved by teams contributing to CI work.  The CI team will develop a platform for all CI work to 

be shared and socialised internally and externally,  recognising those who have enabled improve-

ments.  Our strategy outlines a number of other key drivers which will provide further support and 

infrastructure to enable staff across LTHTR to build their CI capability and lead improvement.    

WILL 

IDEAS EXECUTION 

Adapted from the IHI White Paper 



Delivery 

Continuous Improvement programmes will be delivered at three levels (macro, meso &  

micro) all with robust improvement methodologies appropriate for each level and programme. 

 

 Each programme design will commence with a review of the literature to ensure 

they are evidence based.  

 The programmes will be co-designed with frontline teams who are delivering the 

services with a patient and staff focused outcome at their core. 

 Assessing the context and readiness for improvement will form part of the design 

process using tools such as the Model for Understanding Success in Quality 

(MUSIQ) framework. This will help to inform the CI team to gain maximum success 

for the programme.  

 Each Continuous Improvement programme will have an aim, driver diagram,  

project outline, recognised CI methodology, baseline measures, a measurement 

and evaluation plan 

 Delivery of the CI programmes will be tailored to fit the circumstances of the  

programme utilising a variety of approaches such as:  Break Through Series  

Collaborative to individual support, guidance and coaching maximising the use of 

technology to help  achieve the greatest benefits.    

 

 

 

 

   Programme Design & Delivery 

System Level (macro) 

Trust wide improvement programmes 

Integrated Care System (ICS) Improvement Collaborations  

Pathway Level (meso) 

Flow Coaching Academy  (FCA) programme delivery 

Supporting pathway level improvement 

Local department and ward Level (micro) 

Micro System Coaching Academy (MCA) programme delivery 

Supporting local level improvements and standardisation 

All programme results will be 

disseminated and shared  

making the best use of Trust 

informatics and media. 

Larger scale improvement 

programmes will be written 

for  publication or submission 

in peer reviewed journals.       



Delivery 

Assessing the context and readiness for improvement will form part 

of the design process for all of our improvement programmes.  Using tools such as 

the MUSIQ framework will help to inform the CI team to gain maximise success 

from every programme.  

 

The Model for Understanding Success in Quality (MUSIQ)  

There are many factors which can impact on the success of an improvement programme such as, the 

team, the microsystem in which they function, QI support, capacity, leadership, internal and exter-

nal environmental and organisational factors. 

The MUSIQ tool is a way for teams and individuals to assess these factors through a series of  

questions which generate a score to identify where additional support may be needed to make quali-

ty improvement efforts more effective.  The CI team will use the MUSIQ tool to ensure that anyone 

starting an improvement journey has the best chance of success by having the correct supporting 

factors in place from the start.  

Once we have accessed a teams readiness to carry out an  

improvement programme we will support them to work through key questions in 

’The Model For Improvement’ ensuring the improvement  programme has each of 

the following CI methods and tools:  

Aim: Improvement requires setting aims. The aim should be specific,   

measurable and time bound. Agreeing on an aim is crucial; so is allocating the peo-

ple and resources necessary to accomplish the aim.  

 

Driver Diagram: A driver diagram is a visual display of a team’s theory of what “drives,” or contributes 

to the achievement of a project aim.  

Baseline Measures, Measurement Plan: Measurement is a critical part of testing and implementing 

changes; it provides a feedback loop to the work and changes being made. Tracking measures and data 

over time in an SPC or Run Chart is a simple and effective way to determine whether the changes made 

are leading to improvement, and allows us to evaluate the impact of our work.  

 

   Programme Design & Delivery 

Our CI Tools are available on the Trust intranet site: 

https://intranet.lthtr.nhs.uk/improvement-tools-and-techniques 



Delivery 

Governance 

Given the strategic importance of the Continuous Improvement Programme 

and the fact that it spans across quality, workforce, education and finance, 

the Board will oversee our large scale improvement programmes. The  

Continuous Improvement Programme will be visible throughout the  

organisation through safety and improvement huddles and the STAR (Safety 

Triangulation Accreditation Review) ward and department  

accreditation scheme.  

Wards and departments will each have an improvement board and regular improvement huddles. 

Senior leaders will be connected to the improvement work through the delivery of the objectives  

outlined in the Big Plan which will see divisions and specialities tracking the delivery of their  

objectives. The Accountability Framework will ensure that teams are held to account with appropri-

ate levels of freedom and autonomy within the agreed framework.  

Over time, each area will have 

a continuous improvement  

ambassador and staff will be  

supported by the Continuous  

Improvement Team. Staff  

demonstrating exemplary  

attitudes to patient care,  

service delivery and continu-

ous improvement and ‘going 

the extra mile’ for patients 

will be recognised through 

the Our People Awards.  

Diagram (left) outlines the 

governance structure for the 

Continuous Improvement 

Programme.  

 

 

   Programme Design & Delivery 



Delivery 

Learning and Skills 

Central to the success of embedding Continuous Improvement 

throughout the organisation is a training programme which provides our  

workforce with the necessary skills that they need in order to undertake  

improvement opportunities throughout their day to day tasks.  

 

 

We are dedicated to offering our workforce a range of Continuous  

Improvement training opportunities, which will be available and tailored to 

their requirements. The organisation training programme will be delivered 

through several varied mechanisms including classroom style and virtual  

workshops and will be  accessible to all 

members of our workforce.  

 

 

We want all members of our workforce to be able to practically 

use Continuous Improvement throughout their professional roles,  

upskilling them to have a good understanding of improvement  

science methods. Therefore, all our Continuous Improvement 

training products will include applied learning, so that staff devel-

op confidence in using the methodology.  We will be purposeful in 

our approach to scaling up the numbers of staff who undertake training and the levels of the knowledge 

they receive over the next three years.  We shall do this through a dosing formula  

method which will allow us to understand the levels of Continuous Improvement knowledge and skills 

throughout our workforce. 

 

Whilst we are a dedicated Continuous Improvement team with specialist knowledge of improvement 

science, we understand the importance of investing in training and education so that our organisation 

establishes a culture of Continuous Improvement which becomes core to the way we function. 

 

Example of CI dosing model 



Delivery 

Learning and Skills 

Developing a high performing  workforce requires ongoing  

dedication to the enhancement of staff skills and training.  As a Trust we 

have an ambition to develop a Continuous Improvement skill set across our  

workforce and develop a range of expertise within the improvement science 

discipline.  

The CI team have a responsibility for enabling the workforce to undertake improvement activities and 

to skill them up with the right knowledge and tools to carry out improvement work within their daily 

roles. We have developed a Continuous Improvement Building Capability strategy, which highlights our  

approach to embedding CI knowledge across the entire organisation. Central to this success is our  

relationship with the Organisational Development team.  We will work closely together to strengthen 

our educational programmes to enhancing CI expertise throughout our workforce; from medical  

leaders, to nurses, to administrative & clerical roles to our domestic teams. The Trust firmly believes 

that improvement is everybody’s role, therefore our commitment is to provide accessible training to  

everyone through a variety of mediums and methods.  

Using our dosing formula we will ensure that every member of staff has a foundation knowledge in  

improvement science methodology, and is able apply these methods to continually improve the quality 

of care and experience we provide to our patients and service users. 

Our in-house training programmes we will create a critical mass of change agents who will have the 

ability to apply their CI knowledge within their roles and departments.  

Through our recognised and robust Flow Coach Academy and  

Microsystem Coaching Academy, we will develop improvement coaches, who can 

teach others how to utilise improvement science methods, enabling continuous 

improvement to go beyond our dedicated team. Finally, we will have access to a 

small number of improvement experts, who have trained intensively for a period of 

time, obtaining knowledge through world renowned improvement leaders and  

organisations such as the Institute for Healthcare Improvement (IHI).  

 

We have confidence in our approach, working with system partners to create new  

networks, we will endeavour to create a culture of learning and innovation through this method. 



Delivery 

Measuring Improvements 

Measurement is vital in all improvement work as it acts as a feedback loop to understand the 

impact of the improvement efforts being carried out.  It provides us with evidence and answers the 

question: ‘Are our changes leading to improvement?’. 

 

Despite this, measurement and data does not always engage everyone 

and is often overlooked or forgotten about in the rush to make changes 

and develop better ways of working. The Continuous Improvement 

team aims to ensure that all CI programmes delivered have the ability 

to measure and track change in outcomes over time through a range of 

statistical tools and methods.   However for this to be effective we 

need to follow the key principles of measurement for improvement, 

but also use measurement in a way that is engaging and influential for 

staff at all levels across the organisation. 

Measurement for improvement has a very specific approach, it’s characteristic are geared 

toward understanding change overtime  in processes and outcomes rather than judgement or  

accountability i.e. meeting a target.  This is especially useful for quality improvement work as we are 

working to test changes and make small gains over a period of time using data as our feedback loop.    It 

follows a strict methodology suited to Improvement Science.  However this is a very different  

approach to most measurement techniques more commonly used across healthcare and the NHS and it 

can often feel uncomfortable or counter intuitive for teams new to improvement. 

Measurement for improvement is primarily focussed on understanding change over time and  

the variation within our processes.  These are not the only questions that measurement for  

improvement techniques seek to answer, but they are the most fundamental questions for any  

quality improvement work. Though bespoke training session and coaching the CI team will build  

capability across the organisation supporting the correct use and interpretation of measurement for 

improvement from board to ward.   

If you can not measure it, you can not improve it                                                    
Lord Kelvin “ 

“ 



Delivery 

Measuring Improvements 

As an organisation we have an opportunity to be more mature with the way 

we collect and use our  data. When collecting data for improvement it does not need to be an  
exhaustive data set.  We are looking for data that is ‘just enough’ to understand change over time, the 
impact of our work and if we are sustaining our results.  We need to ensure that all our time and  
resource isn’t taken up by collection of huge data sets that don’t add value or aren't being used.  The CI 
team will work closely with key stakeholders across the organisation to develop a number of  
dashboards and online measurement suites that are fit for purpose and will allow teams to use their 
data to drive their improvement. Equally, the CI team will develop their own dashboard and measures 
to track their progress and outcomes towards the successful delivery of this strategy. 

Visualisation of data to understand our improvement 

approach is very important. It allows us to see patterns and learn 
from our data in a way looking at raw figures simply doesn’t  
allow.  We use  Statistical Process Control Charts or a Run Charts 
to visualise our data. These tools allow us to understand the 
difference between ‘Common Cause Variation’ and ‘Special 
Cause Variation’, which are important questions to explore in 
our improvement work and give us the ability to statistically  
determine improvements or changes in our outcomes. 

Data can also be a powerful tool to engage people with  
improvement.  Good data visualisation techniques can support to connect people and teams to  
understand the opportunities, evidence and outcomes of a project, which can help to drive  
engagement.  It also allows us to triangulate quantitative and qualitative data in way that best supports  
learning and understanding of our continuous  improvement work. 

We will work with the Business Intelligence (BI) team to ensure that all data used to inform and drive 
our CI work aligns with these principles, and is accessible, engaging and fit for purpose, providing the  
necessary learning required for our projects or programmes.   

 

 

 Access the data  

 Understand and interpret data and charts 

 Apply the learning from the data to the context of their individual area.   

The CI team’s approach will ensure that staff have the skills and understanding to:  



Delivery 

  Knowledge and Evaluation 

It is essential that we learn from what we do. This is particularly important in Continuous 

Improvement  where  we  are  testing  new  processes  and ways of working in complex environments.  

We will embed evaluation into all of our core delivery, ensuring that we capture the knowledge and 

learning from everything we do.  Improvement does not happen in a vacuum and we want to  

understand the ‘vital  ingredients’ that may have made a particular project a success. This will  help us 

to scale up and transfer our efforts across the Trust successfully, where relevant to do so.  

We will gather this learning ‘as we go’, rather than wait until the end of a project.  This means we will be 

able to feed the learning back into our projects in  ‘real time’ , aiding their ongoing development and 

helping us to avoid wasting time on things that aren’t working. This ‘Rapid Cycle Evaluation’ approach is 

demonstrated in the diagram below. 

We want to share our learning  widely,  with  both staff and patients at the Trust as well as with our  

colleagues across the local health and care system, and beyond. We will seek to create publication from 

our work so that we can spread our improvement learning across the NHS and healthcare systems,  

celebrating the contributions and efforts of colleagues across the Trust who are supporting our  

improvement work.  

Adapted from the IHI rapid cycle evaluation model 



Delivery 

  Knowledge and Evaluation 

By evaluating our programmes of work, and understanding the context within which 

things have worked, we will be better placed to successfully scale up and spread our improvements to 

other areas of the Trust.  

We want to share our learning  widely,  with  both staff and patients at the Trust as well as with our  

colleagues across the local health and care system, and beyond.  

Published evidence helps us to learn from other’s experience which is of 

particular importance for Continuous Improvement (CI) where we are 

constantly testing new ideas and methods. It is widely  

recognised that there is a gap in information published on the  

methods and experience of CI implementation – e.g. ‘how we planned 

and adapted what we did to achieve a reduction in X’. A core strength of 

our evaluation approach is that we are focusing not only on capturing the 

outcomes, but the context which will provide a unique and often  

neglected perspective.  

We will link in closely with our academic colleagues within partner universities to provide advice and 

guidance on our strategy and publication targeting, and will use the Standards for Quality Improvement 

Reporting Excellence (SQUIRE) guidelines, which provide a framework for reporting new knowledge 

about how to improve healthcare.  

 

 

By sharing our work in publications we can contribute to the successful spread of 

improvement interventions and prevent wasted efforts on reproducing  

interventions which haven’t worked. It is also an opportunity for us to celebrate 

and recognise the contributions and efforts of colleagues across the Trust who 

are supporting our improvement work.  



Communications,  

Digital & Innovation 

Communicating and connecting others with the 

improvement work happening throughout the Trust is 

a vital ingredient to support the spread  of innovation 

and learning.  As part of our CI strategy we will focus 

on developing our communication method with  

support from the Trust’s central communications 

team.  We will aim to create and utilise multiple 

platforms and mediums to share the work of CI and 

allow everyone the opportunity to interact and connect with improvement work. 

 

 CI Website / Social Medial / Publications & Blogs / Films & Posters / Visual Display  

 

Digital by default is a notion that many  

organisations, including the NHS, are aspiring to be.  As we 

progress in becoming paperless and utilising more digital 

systems its important that we exploit these opportunities 

and look for ways to use technology and digital solutions 

to accelerate our improvement efforts and ambitions.  The 

CI team will work closely with BI and IT to look for oppor-

tunities and synergies within our improvement work to 

promote digital innovation and connectivity. 

 

Innovation can be defined as the creation or development of a new 

product, process or service and implementing it successfully.  As we  

become an organisation with a truly embedded CI culture we want to  

promote the development of new ideas and creativity amongst  work 

force.  The CI team will actively encourage teams and staff to challenge 

the ’status quo’ and look for opportunities to develop new and innovative 

ways of working, drawing on the latest evidence and research. 

  Connecting, Spreading and Innovating 



Programmes 

CI has started to flourish across the trust with a number of programmes and projects already 

established.  A unique part the trusts CI work is our approach to delivering ‘System’, ‘Pathway’ and 

‘Local level’ improvements.  This multi layered approach breaks down organisations improvement  

priorities and allows focused programmes and projects to be delivered, tackling change at the right  

level and utilising the right improvement approaches.  

 

The image below highlights our multi system approach and our three core programme delivery  

mechanisms and some of the early projects within them: 

 

 

 

  Overview of Programmes and Projects 



 



 

Continuous.improvement@lthtr.nhs.uk 

@LancsHospCITeam 
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Building Organisational Capability



What are we trying to accomplish?

Lancashire Teaching Hospitals NHS Foundation Trust is committed to providing excellent care with compassion. As part of the Big
Plan, the Trust has a specific strategic aim to drive innovation, through world class education, training and research. As an
organisation with 7,500 staff, we want to be able to develop the workforce and be able to make our services fit for the future,
continuously improving the way we work; as part of our organisation’s culture.

In order to achieve this, it is imperative that we ensure that our workforce are skilled in the right knowledge and tools to improve,
empowering them to make the changes which are crucial to the delivery of consistently delivering excellent care and which delivers
value for money.

This continuous improvement training capability building strategy outlines Lancashire Teaching Hospitals NHS Foundation Trust’s
training offer, highlighting the plan to fostering and sustaining our commitment to a philosophy of forward thinking innovation.

The Improvement Capability Structure

We want to develop a basis for applied learning, enabling the workforce to reflect on their own improvement knowledge and skills.
The benefits to our workforce are both personal and formal, with a supportive approach through line managers enabling their staff
to broaden their skill sets.

These may include:
• Self reflection 
• Proactive development 
• To facilitate 1:1 development conversations 
• As part of appraisal and mid year review goal setting
• As part of professional revalidation 
• Recruitment 

Building Organisational Capability



Core Areas
There are three core domains which we would like to develop 

staff competency in and build confidence to actively apply 
these across the organisation.  

• Continuous Improvement (CI) Methodology
• Measurement for Improvement

• Creativity and Innovation 

What are the levels of competency?

We have identified 4 levels to becoming a competent leader of improvement with each progressively adding greater value to the individual’s
role and area of work. Remember, improvement is everyone's job and your efforts, no matter how small will always contribute towards
improving outcomes for patients and service users.

Competency can be measured on a scale of 4 levels ranging from foundation to expert. Each level has its own descriptor reference to
identify current levels of knowledge and skills in continuous improvement. This can be used to develop personal development plans, agree
learning, and provide opportunities to enhance your skills.

Knowledge Builds Confidence

“I know what CI is”
All members of staff can identify the 

fundamental improvement characteristics

“I can apply CI”
Can apply the fundamental improvement 

characteristics to their daily work

“I can teach CI”
Can teach the fundamental improvement 

characteristics to other members of the workforce

“I am a CI leader”
Can lead an improvement project and deliver this, coaching 
and training along the way. Has sophisticated CI knowledge



How do we understand our developing capability?

The improvement capability structure breaks down each core area into 4 levels, this enables the workforce to consider the level they currently
work at and provides direction and ideas for developing towards higher levels within each area. The level descriptors should offer a reflective
guide to assess how you currently apply your skills in conjunction with the core area descriptions. Eg. CI Methodology, Measurement for
improvement, Creativity and Innovation

Level Description

1 : “I know what CI is” This is the ‘Foundation’ level for staff, where they can articulate what CI is, they will begin to 
develop behaviours, simple skills and techniques in order to display their competency. 

2 : “I can apply CI” At this level, staff will think through the implications of their actions, they will use their 
experience and knowledge  to influence their decisions and consider how their actions align 
with the wider organisational aim and values. Often when displaying competencies at this level 
staff will use this acquired experience and knowledge to reinforce their decisions and actions.

3 : “I can teach CI” Staff displaying competencies at this level will have a strong understanding of CI and are mostly 
likely to have had formal training offered by the Trust. They will lead by example, sharing and 
learning CI experiences, encouraging others to use CI methodologies. At this level staff will 
navigate complex issues ensuring the best outcome by applying their skills and knowledge. 

4 : “I am a CI Leader” At the ‘Leader’ level staff will face, navigate and embrace ambiguity and change, balancing 
conflicting needs to achieve the best outcomes. They will demonstrate a strong awareness of 
others’ inner drivers, the deeper priorities of the organisation and will be able to influence 
others and resources in order to achieve the required aspirations and results. 

Making It Happen



What are my opportunities to develop improvement knowledge and skills?

The steps within the improvement capability structure are centred around the knowledge, skills and expertise of all staff within the
organisation. Staff are encouraged to seek out opportunities to advance their skills and knowledge through a range of different means as
well as through the internal training provided.

Developing Our Future

Undertake Trust eLearning CI resource

Access ‘Class Room’ Based CI Training Packages 

Request CI Coaching

Develop self learning

Increase practical experience



QI Methodology

*Holds a basic 
understanding of the 
Model For 
Improvement (MFI)

*Can contribute to 
conversations in groups 
or teams around  the 
MFI

*Is able to relate the 
MFI to both personal or 
work examples

*Can identify the 
characteristics of a clear 
improvement aim  

*Can explain what a 
Plan Do Study Act 
(PDSA) cycle is and how 
each step works

*Is able to clearly 
explain the MFI to 
others

*Understand how the 
MFI is used to structure 
improvement initiatives

*Is able to map a theory 
for change to a driver 
diagram 

*Has the ability to 
identify and run PDSA 
cycles   

*Can identify measures 
to map against a theory 
for change (driver 
diagram)

*Can coach and teach 
others in the 
methodology of 
improvement science  
(eg. MFI)

*Is able to facilitate  
and direct the 
development of a aim 
statement and driver 
diagram

*Is able to use the MFI 
to identify gaps and 
coach individuals / 
teams to overcome 
challenges.  

*Able to act as an 
improvement advisor to 
teams and projects 
applying past learning 
and experiences 

*Has an in-depth 
knowledge and 
understanding of 
improvement science 
methodology

*Can develop and teach 
bespoke training 
sessions to suit user 
needs

*Is able to advise senior 
leads and clinicians in 
improvement 

*Can link improvement 
aims to organisational  
goals

*Has ability to act as an 
improvement expert 
and lead change 

“I know 
what CI is”

“I can apply 
CI”

“I can teach 
CI”

“I am a CI 
leader”

Successful Criteria

Identifying 
what capability 

looks like



Measurement

*Can explain where 
measurement fits 
within the MFI
*Is able to explain the 
importance of  data 
over time
*Understand how data 
should be displayed for 
improvement purposes

*Is able to apply  run 
chart rules to identify 
shifts and trends in data 
*Understands and can 
explain the difference 
between common 
cause and special cause 
variation 
*Has ability to 
contribute to the 
development of a 
measurement strategy
*Can explain the 
difference between a 
run chart and SPC chart
*Is able to ask 
questions of data and 
identify key learning

*Understands different 
types of measurement 
and can develop 
measures appropriately 
*Can identify and 
create a Statistical 
Process Control (SPC) 
chart to match data 
type
*Is able to identify 
special cause rules and 
correctly rebase centre 
lines   
*Can use data 
meaningfully to ask 
questions of the data to 
create learning 
*Can create a variety of 
chart types and use 
these to tell a story with 
data

*Has sufficient 
knowledge to coach and 
teach Shewhart’s 
theory of variation and 
measurement for 
improvement to all 
levels
*Acts as a 
measurement expert 
and can advise on the 
development of 
measurement 
strategies and 
presentation of data
*Can use data and 
measurement in the 
right context to build 
will and engage other in 
improvement efforts.

Successful Criteria
Identifying 

what capability 
looks like “I know 

what CI is”
“I can apply 

CI”
“I can teach 

CI”
“I am a CI 

leader”



Harnessing 
Innovation

*Is enthusiastic to new 
ideas  and possibilities 
*Willing to accept new 
ways of doing things
*Understand the 
importance of creativity 
and new ideas to 
generate improvement
*Is comfortable 
expressing or 
suggesting new ideas

*Seeks clarity on why 
we do the things the 
way we do
*Challenges others to 
try and create new 
alternatives where 
foreseeable benefits 
can be made 
*Actively tests different 
approaches to 
delivering work 
*Seeks new ideas from 
others work
*Demonstrates creative 
approaches to 
presentations 

*Prioritises  time for the 
testing of new 
approaches
*Builds on successful 
ideas by analysing the 
reason for success and 
using knowledge 
further
*Continually maximises  
the use of available 
resource  within 
projects 
*Sets an example 
through creative input 
into the wider team
*Adapts and 
implements new ideas  
quickly which meet the 
organisations aim

*Sets the standard for 
presentation of work 
with formats and styles  
used by others across 
the team/organisation
*Seeks out innovative 
ideas  from outside the 
organisation  and tests 
them 
*Facilitates creative 
thinking with other and 
encourages others to 
think differently 
*Consistently shares 
learning and new 
approaches with the 
wider team and ensures 
new ideas are 
embedded 

Successful Criteria
Identifying 

what capability 
looks like “I know 

what CI is”
“I can apply 

CI”
“I can teach 

CI”
“I am a CI 

leader”



The Roadmap to Success

To build 
continuous 

improvement 
capability 

throughout the 
LTHTR workforce 
through applied 

learning by 
September 2023

Empower

Motivation

Delivery

Leadership

Communication

Innovation

Knowledge

Satisfaction

Reward

Curriculum

Coaching

Accessibility



Overview

The CI team have created and tailor made a number exciting training programmes designed to build
improvement capability across the organisation. These programmes will consist of face-to-face, virtual
learning and will be delivered through interactive workshops as well as opportunities for expert
coaching support from members of the CI team.

Curriculum

A range of training opportunities will be provided throughout the year for staff to attend to gain 
knowledge, skills and insight in the following:

• The History and Origins of Quality Improvement
• How Quality Improvement is applied in health care
• The Model for Improvement
• Developing, testing and implementing changes (PDSA cycles)
• Using Deming’s System of Profound Knowledge
• Understanding human behaviours
• Innovation and creativity techniques
• Understanding systems and processes
• Scaling up improvement
• Tools for understanding variation
• Measurement for improvement
• The Theory of variation and Statistical Process Control (SPC)

Continuous Improvement Training



Courses

eLearning
This eLearning module will be the very foundation to which all members of the workforce will have a basis 
in what continuous improvement is and give them confidence in describing the Trust’s chosen 
improvement methodology.

Improvement Basics
This half day session is designed to equip staff with basic improvement knowledge and tools to support 
them test new ways of working.  Including how to identify opportunities for improvement, defining an 
improvement objective and testing new ideas methodically.  

Improvement in Action
This one day workshop will build on the improvement basics session providing a more detailed insight into 
improvement methodology and its practical application.   In this workshop we will explore how to set up 
and plan an improvement initiate,  and identify opportunities to improve system and process outcomes.  

Measurement Basics 
This half day session will explore the importance's of reliable measurement and tracking data over time. 
We will introduce you to run charts and how to interoperate your data correctly in order to determine if 
your changes are resulting in an improvement

Advanced Measurement for Improvement
This one day workshop will build on the measurement basics session and provide a much more in-depth 
look at measurement for improvement and the theory of variation.  In this session you will explore the 
different types of measurement used in health care, advanced charting techniques and how to use data to 
increase your knowledge about variation in your systems and processes. 

Programme Overview



Course Learning Objectives
By the end of this session you will be able to:

eLearning • Learn about what continuous improvement methodology is
• Learn the components of the Model for Improvement (MFI)
• Understand the key characteristics of measurement for 

improvement
• Understand the fundamentals of Plan, Do, Study, Act cycles

Improvement Basics • Identify the components of the Model for Improvement (MFI)
• Create an improvement aim 
• Identify opportunities to test changes 
• Understand how to run a Plan, Do, Study, Act Cycle 
• Articulate a theory for change to others using a driver diagram
• Identifying change over time
• Explain the importance of understanding interactions between

Measurement Basics • Explain the importance of measurement 
• Identify different types of measurement used in healthcare
• Understand how to develop a suite of improvement measures
• Explain the anatomy of a run chart
• Present data over time in a meaningful way 
• Apply run chart rules to identify non-random change 

Advanced Measurement for 
Improvement 

• Understand the concept of variation and how it affects all 
systems and process

• Explain the difference between a run chart and a Shewhart chart 
• Select the correct chart for data type and improvement efforts 
• Apply Shewhart’s rules of special cause to identify change and 

inform impact of improvement efforts 
• Explore advanced charting methods to understand rare events

Learning Overview



 
 

 
 

Trust Headquarters 

Board of Directors Report  

 

Board Assurance Framework (BAF) Risk Report 

Report to: Board of Directors Date: 3rd December 2020 

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 October 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. 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 have been escalated to the Board within the BAF following a 

discussion at Safety and Quality Committee in October 2020. These are Risk ID 693 Covid-19, which has 

been previously escalated to Board and Risk ID 25, impact on exit block on patient safety which is a new risk 

being escalated to Board this month due to the change in occupancy levels within the Emergency Department 

at Royal Preston Hospital. Both operational risks have a score of 20. 
 

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 
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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 November 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 October 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, one of 

which is new this month – Emergency Department Exit Block (Risk ID 25) – and the second being the 

Covid 19 risk (Risk ID 693) which has been escalated to Board previously. Risk ID 25 is being 

escalated 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. 

 

3. Financial implications 

3.1 None 

4. Legal implications 

4.1 None 
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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 the 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 – December 2020 
 

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 Initial 
Score 

Target 
Score 

Aug 2020 
Score 

Oct 2020 
Score 

Dec 2020 
Score Change Feb 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 8 8-12 8  

Risk to delivery of Strategic Aim to drive innovation through world 
class Education, Training & Research 860 6 8-12 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 20 1-3 20 20 20  

Risk to delivery of Strategic Ambition: 
A Great Place to Work 856 20 4-6 16 16 16  

Risk to delivery of Strategic Ambition: 
Deliver Value for Money 857 20 8-12 12 15 15  

Risk to delivery of Strategic Ambition: 
Fit for the Future 858 20 8-12 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. 



  

Board Assurance Framework 2020/2021– Risks to achievement of Trust Aims & Ambitions  

Strategic Risk Summary  
 
 
 
 
 

 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 

 
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) - 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 risk has been reviewed in August 2020. The current score remains 20. With further assurance in place that controls taken are successful, including an ongoing recovery plan, and an 
ongoing action plan to further prevent and control infection, the current score may be reduced. 

 
• Impact of Emergency Department Block on Patient Safety (Risk ID 25 – Initial Score 20, Current Score 20) – 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 is now being escalated to 
Board’s attention. Update from the Division of Medicine Safety & Quality Group in November 2020 detailed that daily validated numbers of patients deemed to be breaching waiting time is 
increasing.  

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:  16th November  2020 
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  

Current  20 20 20  

Target  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 
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 

Gaps in Controls  
 
Internal Gaps in Control 
A) 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, - 
 

B) 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 

 
 
 



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 

 
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  
 
 
 
 

 
 
 
 
 
 

External Gaps in Control 
B) 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 

 
A) 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 
 

Assurances 
Internal Assurances 
 
B) 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.  

Gaps in Assurances 
Internal Gaps in Assurances 
 
D) 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 



 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. 

 
B) 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 
B) Occupancy Levels 

 Use of Resources annual assessment – NHS Improvement. 

 Winter plan deliverable outcomes scrutinised by a system Urgent Care Delivery Board. 
 
C) 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. 

 

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 

 
 
 
B) 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 
E) 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 

Ref Action details Due Date Action Owner 
C0001 Ongoing targeted recruitment campaigns. Ongoing Strategy, Workforce and Education 

Director 

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. 

COMPLETED Strategy, Workforce and Education 
Director 

C0003 ICP governance structure to be agreed. COMPLETED Chief Executive Officer  

C0004 Joint planning framework requires development and implementation. COMPLETED Finance Director  

C0005 International recruitment for Doctors, international fellow programme to commence. COMPLETED Strategy, Workforce and Education 



Director 

C0006 Urgent Care Delivery Board should oversee appropriate use of the Better Care Fund.  COMPLETED Chief Operating Officer 

C0007 Strengthened social media presence to improve reputation. Ongoing Director of Communications 

C0008 Development of Organisational Development programme using NHS Improvement Culture programme, -  COMPLETED  Strategy, Workforce and Education 
Director 

C0009 International recruitment for Nurses, Year 2 recruit 50WTE nurses. 30 Apr 2021 Strategy, Workforce and Education 
Director 

C0010 Develop system wide reporting for live bed status 31 Dec 2020 Chief Clinical Information Officer 

C0011 Sickness and absence improvement actions and recruitment strategies monitored through workforce committee 
and identified in more detail under great place to work risk. 

Ongoing Strategy, Workforce and Education 
Director 

C0012 Improve adult inpatient experience by rolling out patient contribution to case notes.  30 Mar 2021 Nursing, Midwifery & AHP Director 

C0013 Improve adult inpatient experience by creating training on effective communication and civility.  30 Mar 2021 Nursing, Midwifery & AHP Director 

C0014 Improve paediatric experience by increasing registered children nurses in ED to 24 hours per day.  COMPLETED  Nursing, Midwifery & AHP Director 

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.  

Ongoing  Nursing, Midwifery & AHP Director 

C0016 Implement the new discharge guidance NHS Improvement published Aug 2020 30 Nov 2020 Director of Continuous Improvement  

C0017 Influence the commissioning of ICS vascular and major trauma rehabilitation and local frailty provision.  30 Dec 2020 Chief Operating Officer and Finance 
Director  

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.  

COMPLETED Nursing, Midwifery & AHP Director 

C0019 Pressure ulcer Improvement collaborative in place for highest incidence of pressure ulcer wards. COMPLETED Nursing, Midwifery & AHP Director  

C0020 Conversion of Assistant Practitioner to Registered Nurse course with North Cumbria University. COMPLETED Strategy, Workforce and Education 
Director 

C0021 Progress response to patient feedback focused in areas where performance requires improvement. COMPLETED Nursing, Midwifery & AHP Director 

C0022 International recruitment for Nurses, Year 1 completed. (50WTE international nurses successfully recruited). COMPLETED Strategy, Workforce and Education 
Director 

C0023 LTHTR nurse training programme in place with Bolton University. COMPLETED Strategy, Workforce and Education 
Director 

C0024 Determine acute bed provision incorporating Covid impact. June 2020 – Completed (100 bed shortfall).  COMPLETED Chief Operating Officer 

C0025 Participate in bid to bridge the bed gap. June 2020 – Completed.  COMPLETED Chief Operating Officer 

C0026 Response to Phase 1 and 2 Covid NHS Improvement letters – Completed May 2020. COMPLETED Chief Operating Officer 

C0027 Response to Phase 2 moving to phase 3 Covid NHS Improvement response letter to be completed.  COMPLETED Chief Operating Officer  

C0028 Influence the commissioning of community provision for ICS service - neurorehabilitation.  COMPLETED Chief Operating Officer  

C0029 Better Care Fund use to be introduced into ICP Board agenda. COMPLETED  Chief Executive Officer  

C0030 Population health work stream to be included in the ICP governance arrangements.  COMPLETED Chief Executive Officer 

C0031 Develop a refined leadership development offer as part of the organisation workforce strategy post Covid.  COMPLETED  Strategy, Workforce and Education 
Director 

C0032 Health and wellbeing strategy execution.  30 Apr 2021 Strategy, Workforce and Education 
Director 



C0033 Provide a response to implementing Covid phase 3.  Ongoing  Chief Operating Officer 

C0034 Develop relationship with community services that enable the organisations to work in an integrated way. 
Integration event planned. 

30 Nov 2020 Nursing, Midwifery & AHP Director 

C0035 Strengthen the model for discharge in central Lancashire. (Appoint system and clinical discharge lead) 
  

COMPLETED Chief Operating Officer  
Nursing, Midwifery & AHP Director 
Director of Continuous Improvement  

C0036 Monitor and respond to exception reporting of trainee doctors  through the guardian of safe working reports  Ongoing  Medical Director  

C0037 Establish the response to extended waiting times for elective patients secondary to Covid. COMPLETED Nursing, Midwifery & AHP Director 

C0038 Hospital Improvement Plan 2 Seed funding application completed and successfully awarded to Morecambe bay 
and Lancashire Teaching.  

COMPLETED Director of Finance  

C0039 HIP2 programme development. Ongoing Medical Director 
Finance Director  

C0040 Our Health Our Care sustainability programme of work – Pre Consultation Business Case approval.  
** awaiting outcome of NHS Improvement review 

31 Oct 2020 
 

NHS Improvement  

C0041 Identify action to evidence output of Population healthwork stream within ICS in supporting the Trust to connect 
with communities and reducing health inequalities 

31 Jan 2021 Chief Executive Officer 

C0042 Monitor occupancy and DTOC levels to demonstrate return of investment in appointing system and clinical 
discharge lead 

Ongoing Chief Operating Officer 

 

 

 

 

 

 

 

 

 

 

 

Summary of updates – October & November 2020 

 Action ID C0002 has been completed, contributing to some mitigation in gaps in controls with respect to variability in leadership performance affecting the experience of 

working and care, limited progress in improving staff rating of a great place to work and great place to care for and limited progress in reducing turnover.; however other 

ongoing actions are identified to resolve the gaps fully. 

 Action ID C0003 for the ICP governance structure to be agreed has been completed. This helps reduce the gaps in control around the ICP being in its infancy and gaps in 

assurance regarding uncertainty of configuration of ICP structures. It also supports integration with community services which will eventually assist with large scale change.. 

Agreement of the ICP structure is now identified as a control which demonstrates progress in ICP maturity and provides clarity on configuration of ICP structures.  

 Action ID C0004 has been completed, leading to the gap in assurance regarding a lack of joint planning framework being resolved and the identification of a new assurance of a 

joint planning framework being established. 

 Action ID C0005 is completed due to bids for funding and plans for recruitment being completed. Recruitment will be an ongoing process. 

 Action ID C0006 regarding the Urgent Care Delivery Board overseeing appropriate use of the Better Care Fund  is completed, mitigating some gaps in assurances regarding gaps 

between adult social care and health provision, however further ongoing actions are identified to address this gap fully. 

 Updates to the action plan details C0014, C0029, C0030, C0031 and C0035 all completed and added to controls.  

o C0014 Improved paediatric experience by increasing registered children nurses in ED to 24 hours per day (This partially mitigates gaps in assurances around child 

patient experience identified as being an area for improvement and gaps in control about challenges to transforming models of care due to staffing challenges. 

Benefits of improved staffing in ED being realised through STAR and feedback – this has been added to assurance). 

o C0029 Better Care Fund use introduced into ICP Board agenda (This partially mitigates gaps in control about challenges to transforming models of care due to staffing 

challenges). 

o C0030 Population health work stream included in the ICP governance arrangements (This mitigates gap in control regarding lack of ICP population health approach 

limiting connectivity with communities and ability to articulate closure of health inequalities but won’t be fully mitigated until work stream delivers key programmes 

of work hence new gap in assurance identified and new action identified C0041). 



  
Summary of updates (continued) – October & November 2020 

o C0031 Leadership development offer refined as part of the organisation workforce strategy post Covid (This partially mitigates gap in control with respect to variability 

in leadership performance). 

o C0035 Appointed system and clinical discharge lead (This strengthens the model for discharge in central Lancashire but too early to demonstrate assurance with 

improvement in performance so new action C0042 identified to monitor occupancy and DTOC levels to demonstrate return of investment). 

 Actions C0001, C0007, C0011, C0015, C0033, C0036 and C0039 are all ongoing actions. 

 Action C0040 is awaiting the outcome of the NHS Improvement Review. 

 The following controls have also been added: 

o Organisational Development programme designed using NHS Improvement Culture programme  

o Targeted recruitment campaigns and strengthened social media presence to improve reputation ongoing.  

 



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 November  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.   

 Psychological impact of COVID on staff and staff resilience 
 

Risk Rating Tracker  

 Q1 Q2 Q3 Q4 

Initial  20 20 20  

Current  16 16 16  

Target  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. 

Gaps in controls  
• National workforce shortages cannot be fully mitigated locally. Ref G0001, G0003, G0009, 

G00010, G0013, G00014 and G0018 



 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 

 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 

• 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. Ref G0011 and G0015 
• 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 

 

 



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 G0011 

 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 

Ref Action details Due Date Action Owner 
G0001 Strengthened social media presence to improve reputation. Ongoing Director of Communication and Engagement 

G0002 Provide additional support from the Workforce team to local management teams in the management of 
sickness absence. 

Ongoing Strategy, Workforce and Education Director 

G0003 Ensure transformation programmes are accompanied by transformational workforce plans. Ongoing Strategy, Workforce and Education Director 

G0004 Develop recruitment and succession plans for areas with risks related to age profile. Ongoing  Strategy, Workforce and Education Director 

G0005 Undertaken annual culture survey and develop actions plans in response to the findings. 31 Mar 2021 Strategy, Workforce and Education Director 

G0006 Launch Chair led BAME forums to hear from front line staff and agree actions.  COMPLETED  Head of Blended Learning, Equality & Diversity 

G0007 Response to staff survey to understand drivers for ‘a great place to work, great place to be cared for 
metrics’. 

COMPLETED 
BUT NEEDS TO 
CONTINUE 
ROUTINELY 

Deputy Strategy, Workforce and Education Director 

G0009 Complete LTH Clinical Strategy. 15 Dec 2020 Director of Service Development 

G0010 Deliver on the identified outcomes of the ICS temporary staffing collaborative project. 15 Dec 2020 Strategy, Workforce and Education Director 

G0011 Agree business case for the development of additional on-site car parking. 15 Dec 2020  Finance Director  



G0012 Finalise the roll out of What goods look like programme of work for leaders. 31 Dec 2020 Deputy Strategy, Workforce and Education Director 

G0013 Complete Health Infrastructure Plan2 (HIP2) pre consultation business case with ICS. 30 April 2021 Finance Director 

G0018 Engagement in the ICS training programme to increase the number of registered nurses across the ICS 30 Sept 2021 Deputy Director of Education 

G0020 Implementation of the Staff Retention programme detailed in the Workforce & OD Strategy 31 Aug 2021 Head of Engagement – Fiona Yates 

G0019 Development of international medical training programme COMPLETED Deputy Director of Education 

G0008 Increase the provision of psychological support for staff. COMPLETED Strategy, Workforce and Education Director 

G0014 Develop local training programme to increase numbers of registered nurses. COMPLETED Strategy, Workforce and Education Director 

G0015 Engage with staff to agree priority areas for investment of charitable funds in improving hygiene factors. COMPLETED Strategy, Workforce and Education Director 

G0016 Review Black Asian Minority Ethnic (BAME) leadership during Covid. COMPLETED Strategy, Workforce and Education Director 

G0017 Ensure appropriate controls are in place in respect of booking temporary staff.  COMPLETED Strategy, Workforce and Education Director 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Summary of updates – October & November 2020 

 Action ID G0006 has been completed. This contributes to resolving some gaps in controls and gaps in assurances, however there are further actions identified to fully resolve these 

gaps. 

 Action ID G0007 has been completed but is required to be continued routinely. This contributes to resolving some gaps in controls and gaps in assurances, however there are further 

actions identified to fully resolve these gaps. 

 Action ID G0009 has been re-aligned to the Director of Service Development. 

 Action ID G0010 has been re-aligned to the Strategy, Workforce and Education Director. 

 Additional Gap in Control identified around being able to address staff concerns about working environment, which Action ID G00015 will look to address. 

 Current score rationale updated to include the 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: 27th October 2020 
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. 

 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.  

 Loans have been converted to Public Dividend Capital and are no 
longer repayable.  

 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  

Current  9 15 15  

Target  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 NHS financial framework is transitioning back towards a 

‘normalised’ state with expenditure controls. This transition is 
increasing exposure to additional financial 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. 

 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 

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 

 Strategic planning framework – Requires review and update in line with emergency 
situation. Ref D-0024 

 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 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. Ref D-0024 

 Business Continuity Plans - Need to consistently incorporate supply chain disruption. 
Ref D-0009 

 Income contribution – Systematic analysis of income contribution required to inform 
configuration options. Ref D-0026 

 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 



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 
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 

transformational plans. Ref D-0024 

 Planning and public sector reform – Understanding the impact of wider public sector 
reform and impact on resources. Ref D0029 

 Planning and use of reporting – Opportunity to improve service planning in the use of 
income and expenditure analysis and service line reporting. Ref D-0026 

 
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. 



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 

 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. 

 

Gaps in Assurances 
General 

 Information – 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. Ref D-0014 
 

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 
 



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 

Ref Action details Due Date Action Owner 
D0006 Establish a planning function to better support the coordination of resources and track the delivery of the Big Programme. 31 Dec 2020 Director of Projects 

D0009 Update business continuity plans for supply disruption. 30 Nov 2020 Chief Operating Officer 

D0010 Approve clinical strategy. 15 Dec 2020 Chief Executive 

D0011 Present ‘Right care’ an annual update to Finance and Performance. 31 Dec 2020 Finance Director 

D0012 Produce specialty benchmarking. 31 Dec 2020 Finance Director 

D0014 Update site development plan. 30 Nov 2020 
31 Mar 2021 

Finance Director  

D0015 Report on updated backlog maintenance position (NIFES survey). 30 Nov 2020 
31 Dec 2020 

Finance Director  

D0016 Establish a clearer demand and capacity planning model to be proposed and implemented. 31 Mar 2021 Chief Operating Officer  

D0017 Approve revenue and capital plans. 31 Apr 2021 Finance Director  

D0018 Submit bidding applications for capital investment when the opportunity presents itself (Quarterly updates). 
 

ONGOING Finance Director  

D0023* Submit HIP2 Strategic Outline Case  30 Apr 2022 Finance Director 

D0024 Update Big Plan 31 Oct 2020 Strategy, Workforce and 
Education Director 

D0025 Update annual people plan 31 Apr 2021 Strategy, Workforce and 
Education Director 

D0026 Provide a quarterly set of income contribution reports for discussion at Finance and Performance Committee 31 Dec 2020 Finance Director 

D0027 Update information management and technology strategy 31 Dec 2020 Chief Information Officer 

D0028 Board to receive and update on the scheme of delegation and proposals for the oversight of resource approvals 2 Oct 2020 
31 Dec 2020 

Director of Governance 

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  

30 Apr 2021 Director of Governance 

D0001 Mobilise the ICP delivery Board to support changes to pathways of care. COMPELETED  Chief Executive  

D0002 Adapt the OD strategy to incorporate the continuous improvement strategy. COMPLETED  Strategy, Workforce and 
Education Director 

D0004 Enhance reporting through workforce committee to include all absentee management and understand relative change in 
value derived from our workforce. 

COMPLETED  Strategy, Workforce and 
Education Director 

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. 

COMPLETED Strategy, Workforce and 
Education Director 



D0020 Assign oversight of the Big programme to the Finance and Performance Committee.  COMPLETED  Finance Director  

D0021 Develop Clinical and Professional Reference Group to support the development of the clinical strategy and advice on resource 
allocation. 

COMPLETED Medical Director 

D0022 Healthcare planners (external advisors) will be appointed to support the development of HIP2. COMPLETED Finance Director  

D0003 Develop the continuous improvement strategy to support change across Central Lancashire and pathway redesign. COMPLETED Director of Continuous 
Improvement  

D0005 Develop reporting on unit labour costs. COMPLETED Finance Director  

D0007 Strengthen processes for business case approval in line with Trust scheme of delegation and build in lesson learned. COMPLETED Finance Director 

D0008 Identification, track and development of continuous improvement schemes to support long term sustainability and reduce 
waste. 

COMPLETED Finance Director 

D0019 Audit of workforce controls (Internal audit plan). 
 

COMPLETED  Director of Governance  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Summary of Updates – October & November 2020 

 Extension to deadlines for actions D0006, D0009, D0011, D0014, D0015 and D0028 

 Action D0001 completed, which in turn has led to an update to Controls for Complex Models of Care that HIP2 Healthcare planners appointed 

 Action D0005 completed. Gap in Control regarding “planning and workforce” has been updated and linked to new action D0025 

 Action D0002 completed, which resolves the gap in control of aligning OD strategy and continuous improvement with the elimination of waste 

 Action D0007 completed, which resolves the gap in assurance regarding business case implementation reviews and lessons learned driving improved outcomes. 

 Actions D0003, D0008 and D0019 all completed. 

 Action D0009 has been re-allocated from Finance Director to Chief Operating Officer 

 New Gap in Control identified regarding “developing long term case for HIP2” and linked to Action D0023 

 Under Gaps in Controls grouped as “planning processes”, the gap regarding Big Plan Programme has been renamed “Planning Framework Programme” 

 Business Case Development detailed as a new control 

 Gap in control detailing the lack of an established programme for continuous improvement across Central Lancashire to support change processes with a consistent methodology is 

now resolved and a new control is detailed under “External Controls” that a common approach to Continuous Improvement across Central Lancashire now approved.  

 Additional assurance detailed around Workforce and unit labour costs 

 Additional assurance detailed around Transformation Reporting. 

 Updates made to the narrative regarding the current score of 15. 

 Update to the narrative regarding future risk for NHS financial framework 

 



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:  12th November 2020 
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 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. 

Risk Rating Tracker  
 

 Q1 Q2 Q3 Q4 

Initial 20 20 20  

Current 20 20 20  

Target 8-12 8-12 8-12  

 
Score of 20 has been reviewed in November 2020, and 
evaluated to remain the same due to multiple factors. 



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. 

 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 

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 second 
quarter 2020 Ref F0001 

 Lancashire Wide Digital System Convergence Framework in 
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. 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 
 

 
 



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 

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 

 

Action Plan 

Ref Action details Due Date Action Owner 
F0001 Complete Digital Strategy, EPR strategy and ICS Digital System Convergence Framework. 31 Dec 2020 Chief Information Officer 

F0003 Appreciate impact of agile working on estate. 30 Nov 2020 Strategy, Workforce and Education Director 

F0004 Complete LTH Clinical Strategy. 15 Dec 2020  Director for Project Support 

F0005 Contribute to the delivery of ICS Clinical Strategy. 15 Dec 2020  Medical Director 

F0006 Revisit approach to deliver Estates Control Plan. 31 Dec 2020 Director of Finance 

F0007 Complete Green Plan. 30 Mar 2021 Director for Project Support 

F0008 Complete Public Consultation for OHOC Acute Sustainability. 30 Apr 2021 Medical Director 

F0009 Lead and influence delivery of an integrated ICP. 30 Apr 2021 Director of Integration 

F0010 Complete HIP2 pre consultation business case.  30 Apr 2022 Director of Finance 

F0014 Review of capital plans in regard to OHOC and HIP 2 programme plans once plans and strategies are 
developed 

31 Dec 2020 Director of Finance 

F0015 Implement regular report to FPC on ICP, ICS and PCB  matters 30 Nov 2021 Director of Integration 

F0016 Reopening of Chorley ED to 12 hr model  28 Feb 2021 Chief Operating Officer 

F0002 Establish process for calculating ROI on CI projects and prioritise accordingly. COMPLETED Director of Continuous Improvements 

F0011 Board of Directors to approve governance and oversight of HIP 2 programme. COMPLETED Director of Finance 

F0012 Develop organisation capacity to successfully drive change through Our Big Plan strategy, CI 
strategy, PMO and other key programmes of work.  

COMPLETED  Strategy, Workforce and Education Director, Director of 
Continuous Improvement and Director of Finance 

F0013 Ensure Learning from unpredictable events such as Covid 19 is embedded in Trustwide Learning COMPLETED Strategy, Workforce and Education Director 

 



 

 

  

Summary of updates – October & November 2020 

 Extension to deadline for action ID F0001 

 Action F0002 now completed, which has led to the removal of gap in control around calculating return on investment with respect to Continuous Improvement Programmes of Work 

and the addition of a new control of tracking Continuous Improvement Projects and monitoring outcomes against the quadruple aim using Smartsheet. 

 Action F0013 now completed, which has led to the removal of gap in control around challenges to respond to unpredictable events and the addition of new control of learning 

processes embedded through Executive Team and Board. 

 Additional action F0015 identified to provide stronger assurance and regular information regarding progress of ICP, ICS and PCB structures. 

 Additional action F0016 documented to reflect plan to reopen CDH ED to 12hr model. 

 Controls added to mitigate gap in control of CDH ED reopening with a less sustainable model than previously in place. 

 Additional control regarding ICP delivery boards and governance structure now in place 

 Additional assurance regarding regular updates regarding ICP, ICS and PCB structures at Finance & Performance Committee. 

 OHOC Stage 2 NHSE assurance meeting took place late October, however sufficient progress is yet to be made in order for the current risk score to be reduced. 

 Risk score further reviewed and evaluated to remain the same due to multiple factors which are not solely OHOC related. 

 Rationale for current score section updated to reflect changes in month. 



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 November 2020 
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 a second waves of Covid on student and learner activity and the 

ability to deliver our full educational portfolio (moved from future risks) 
• NIHR position on research priorities limiting scope of research activity 

 

Risk Rating Tracker  
 

 Q1 Q2 Q3 Q4 

Initial  6 6 6  

Current  16 16 16  

Target  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. 

 Inability to reintroduce widening participation activity in a timely manner 
impacting on future workforce supply and achievement of national target. 

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. 

 Increase in the use of advanced digital solutions to provide 
education programmes. 

 Launch of Trust innovation hub and external funding 



 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. 

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 

Ref Action details Due Date Action Owner 
E0001 Lead on ICS wide education and research projects. Ongoing Strategy, Workforce and Education Director 

E0002 Ensure senior members of the education and research teams are engaged with regional and national 
funding bodies for Education and Research. 

Ongoing Deputy Director of Education/Head of Research & 
Innovation, Strategy, Workforce and Education 
Director 

E0003 Build relationships with local Higher Education Establishments for joint appointments. Ongoing Strategy, Workforce and Education Director 

E0004 Improve marketing and reputation management of education programmes - (in line with 
communication strategy development). 

30 Nov 2020 – 
delayed due to 
second Covid wave 

Director of Communications  

E0005 Develop a strategy for the development of international education programmes post COVID. 31 Dec 2020 Deputy Director of Education 

E0006 Undertake a risk appetite assessment relating to innovation with senior leaders. 31 Dec 2020 Strategy, Workforce and Education Director 

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). 

30 Mar 2021 Deputy Director of Education 

E0008 Model activity and finance annually to ensure affordability of models for education and research 
(annually for presentation to ETR each April). 

31 April 2021 Deputy Director of Education/ Head of Research & 
Innovation  

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. 

31 April 2021 Strategy, Workforce and Education Director  
 

E0010 Revise job descriptions of all staff to highlight expectations of staff working in a teaching hospital. 31 April 2021 Strategy, Workforce and Education Director 

E0011 Develop a quality assurance approach for nursing and AHP education to ensure this is reported to 
Education, Training and Research Committee.  

31 April 2021 Deputy Director of Education  

E0012 Develop a 5 year capital programme for education. 31 April 2021 Deputy Director of Education 

E0013 Reprioritise research activity in conjunction with senior research leaders to assess activity, affordability 
and the focus of research to be presented to ETR. 

31 April 2021 Head of Research & Innovation  
 



E0014 Development of research tariffs in line with those available for education. 31 April 2021 Head of Research & Innovation  
 

E0015 Introduction of enhanced student pulse surveys. 30 Sept 2021 Deputy Director of Education 

E0016 Develop a digital education strategy that supports the needs and ensure this is supported by the IT 
function. 

31 Dec 2021 Deputy Director of Education  

E0017 Engage in and influence the development of national funding for COVID studies. COMPLETED  Head of Research & Innovation  
 

 

 

 

Summary of updates – October & November 2020 

 “Impact of COVID on the delivery of apprenticeship programmes and achievement of apprentice targets and lost income” has been removed as part of the rationale for current score 

narrative. 

 Future risks details updated to include “Long term impact of COVID on research budget given lost income for suspended studies.” 

 Rationale for current score updated to include second wave impact on learning and the impact of the NIHR priorities of research limiting research activity. 

 Future opportunities updated to include the Trust’s innovation hub 

 Action E0004 detailed to be delayed due to second Covid 19 wave. 



 
 

 
 

Trust Headquarters 

Board of Directors 

Maternity and Neonatal  Services Update (including CNST) 

Report to: Board of Directors Date: 3 December 2020 

Report of: 
Divisional Midwifery and Nursing 
Director 

Prepared by: J Cotton 

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 1 October 2020 that the year three of the CNST scheme had resumed with 
revised compliance criteria and reporting period that extends until Tuesday 20 May 2021.  
      

       This report details progress of all ten revised safety actions and highlights that three 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 cancellation of face to face training during the Covid 19 pandemic. 
 
Ongoing progress detailed updates will continue be provided to the Safety & Quality committee at bi-monthly 
intervals. 
 
It is recommended that: 
 

i. The Board of Directors note the information contained within the 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 - 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 1 October 2020 that the year three of the CNST scheme had resumed with 

a revised reporting period that extends until Tuesday 20 May 2021.  

 

An updated report will continue to be submitted to Safety and Quality Committee bi monthly that includes 

details of the deaths reviewed and the consequent action plans. A quarterly 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 20 November 2020. 

 

2.  PROGRESS TRACKER 

A summary of progress to date is detailed in the progress tracker. The tracker highlights that three of the 

safety actions are at risk of non-compliance. 

Table 1 Progress Tracker  

Safety Action Progress Update RAG 
Rating 

Areas of concern 

Safety Action 1 - PMRT On track    

Safety Action 2 - 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 at the 
contractual stage and staff training 
has commenced. 
 
 
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 recommenced. 

Safety Action 4 – Clinical 
Workforce planning 

On track  Neonatal workforce and neonatal 
nursing workforce data is being 
collated for revised time frame 
period of assessment. 
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Safety Action 5 – Midwifery 
workforce staffing 

On track  The annual staffing review paper 
was presented to Safety and Quality 
Committee in September 2020. 

Safety Action 6 – 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 at this time.  

Safety Action 7 – Maternity 
Voice Partnership (MVP) 

On track  Virtual MVP meetings have 
recommenced 

Safety Action 8 - Training At risk  Cancellation of skills drills and new-
born life support face to face training 
during the Covid pandemic has 
impacted upon training compliance 
rates. 
 
Revised virtual training methods 
have been reintroduced WC 161120 

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.  
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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. 

 

As of the 20 November 2020 twenty seven 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 in this report as 

detailed in the incentive scheme specification. 

 

Compliance summary 

 

Safety Action 1 ( Standard A) Compliance score RAG 

i. Notify cases from 1 Oct 2020 to MMBRACE 
within 7 days 

 
4/4          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 27/27         88% 
 
3 recent cases awaiting 
start of  review 

 

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 

16/18          88%  

ii. Review by MDT of 40% cases between 1.8.20 to 
31.12.20 by 20 May 2021. 

1/9   
 
completed to date           

 
Ongoing 

Safety Action 1 (Standard C)  

i. Inform 95% of  parents of review 27/27           100% 
 
Awaiting   clarification re: 
date of 3 recent cases 

 

Safety Action 1 (Standard D)  

i. Quarterly reports from 1 October 20 
submitted 

Board report due December 
2020 
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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: 

 

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, 
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. 

 

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 
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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 

 

 

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).  

 

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 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  
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• 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. 

 

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.  

 

A local review of term admissions to the neonatal unit and to transitional care has been completed. All term 

admissions to the neonatal 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. 

 

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 
 

 
 
 
 

http://www.rcog.org.uk/workforce
mailto:workforce@rcog.org.uk
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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 

 

The service is currently compiling the neonatal medical and nursing workforce evidence for the revised 

assessment period defined in the amended scheme. 

 

Anaesthetic medical workforce 
 
Confirmation has been received that the anaesthetic medical workforce remains fully compliant with the 

anaesthesia clinic services accreditation standards 1.7.2.5, 1.7.2.1 and 1.7.2.6. Evidence has been 

collated to substantiate confirmation. 

 

 

All the requirements of this safety action are on track for completion within the defined timescales. 

 
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 monthly 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 March 2021. 

  

All the requirements of this safety action are on track for completion within the defined timescales. 
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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 recent national quarterly survey submission 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 unable to provide to provide evidence of full compliance with this 

standard. For example the Trust is unable to collate evidence of carbon monoxide enquiry at booking and 

36 weeks gestation and document this on a maternity information system (MIS) as required. The Trust 

board is required to receive data from the organization’s MIS evidencing 80% compliance. Currently 

compliance with this indicator is 5% ( Appendix 4) due to the lack of digital data collection. 

  

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 will improve training compliance over the coming months.  

 

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.   

 

 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 
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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. 

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.  

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. The service anticipates that the current skills drills training compliance rate of 46% 

will improve significantly over the coming months. It important to note, prior to Covid, 90% compliance with 

this indicator was achieved. 

 

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. This will be added to the revised training schedule. 

Maternal Critical Care training: 

The multi-professional labour ward team (midwifery, obstetrics, anaesthetics as well as representatives 

from medical & critical care specialists) should have training in maternal critical care, including: the use of 

maternal critical care observation charts, structured review proformas, deterioration & escalation 

thresholds, timing of birth and postnatal care.  

These training sessions should also cover an understanding of Covid-19 specific therapies in pregnancy, 

and the importance of twice-daily multidisciplinary structured reviews to ensure comprehensive, multi-

disciplinary and coordinated care across different care settings.  
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Women with mental health & safeguarding concerns:  

There should be training for all maternity carers to recognise, triage and care for women with mental 

health & safeguarding concerns in pregnancy.  

This should include information on local pathways and procedures to ensure face-to-face assessments 

and fast-track access to specialist perinatal mental health and safeguarding support services.  

Training should also include recognition of concerning ‘red flags’, particularly repeated referrals that 

should prompt urgent review. 

This safety action is at risk of non-compliance. 

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 with the implementation of continuity of 

carer. In September 2020 the service reported that 27.8% of women were booked onto a continuity of 

carer pathway. 

The revised Clinical Negligence Scheme for Trust guidance issued on 1 October 2020 requires Trusts to 

continue or resume continuity of carer models so that at least 35% of women booking for maternity care 

are being placed onto continuity of carer pathways.  In light of the increased risk facing, women from 

Black, Asian and minority ethnic backgrounds and women from the most deprived areas, local systems 

are advised to consider bringing forward enhanced continuity of carer models primarily targeting these 

groups. The action plan has been finalised by the Nursing, Midwifery and Allied Health Professions 

Director. 

A national modelling tool is currently in pilot that will enable Trusts to calculate the workforce requirements 

to achieve the required 51% trajectory by 2022. It must be noted that the proposed modelling tool will 

restrict case hold sizes to 1:36.  We anticipate that this restriction will negatively impact upon on our 

staffing requirements in the region of circa 22WTE as some of our complex continuity case hold sizes are 

currently modelled on a case hold of 1:50. 

The maternity team are currently analysing the number of BAME women who will be booked onto a 

continuity of carer pathway in March 2021 to determine the current baseline against the revised March 



  

13 

 

target. This analysis will inform the ongoing action plan approved by the Nursing Midwifery and Allied 

Health Professions Director as per the Clinical Negligence Scheme requirements. Future continuity of 

carer teams will be developed to include 35% of BAME women and areas of deprivation within the lowest 

10% centile as per the national recommendations for practice. 

The Continuity of Carer Midwife leading the review of the staffing arrangements works with the local 

maternity system to retain the focus on delivery of the ongoing continuity of carer action plan. 

5.     CONCLUSION 

The maternity services update will continue to be presented at Board level on a bimonthly basis including 

a progress update on all CNST safety actions. 

This report highlights that three of the safety actions are at risk due to the delay in the implementation of 

the digital maternity system.  Further work is also required to attain full compliance with the remaining 

standards.  

 

Consideration is being given to a Band 7 CNST lead to manage the programme this financial year given 

the complexity of the revised year three requirements. 

 

A further update on progress will be provided in the next report following recommencement of the scheme. 

 

7.   RECOMMENDATIONS 

It is recommended that: 

i. The Board of Directors note the information contained within the report. 
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Appendix 1- PMRT cases from 20 December 2019 to current date 

 ID  
(datix) 

DOB/ 
gestatio
n 

Stillbirth/ 
Neonatal 
death 

Narrative PMRT 
upload 
date 

PMRT 
ref 

Parents 
informed 

MDT 
review 
PANEL 

Report 
complet
e within 
4 
months 

Actions 
ongoing 

Comment 

1 14594 02/01/20 
30+5 

Neonatal 
Death 

Clinical 
deterioration at 
31hrs of life 

07/01/2
0 

66817 Yes 
03.01.20 

29.04.20 Yes 
 
Publishe
d 
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 

09/01/2
0 

66869/1 Yes 
09.01.20 

27.04.20 
04.05.20 

Yes  
 

Publishe
d 

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. 

21/01/2
0 

67071/1 Yes 16.03.20 Yes 
 

Publishe
d 

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. 

17/02/2
0 

67461/1 Yes  
05.02.20 

16.03.20 Yes  
 

Publishe
d 

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  
 

Publishe
d 

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. 

21/02/2
0 

67558/1 Yes 
03.03.20 

11.05.20 Yes  
 
Publishe
d 
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.  

18.03.2
0 

67978/1 Yes  
13.03.20 

06.07.20 Yes  
 

Publishe
d 

09.07.20 

No actions 
identified 

Review 
complete 

8 20471 24.03.20 
35+0 

Stillbirth Antepartum 
stillbirth, 

reduced fetal 
movements for 

12 hours 

26.03.2
0 

68100/1 Yes 
24.03.20 

06.07.20 Yes  
 

Publishe
d 

09.07.20 

No actions 
identified 

Review 
complete 

9 20915 04.04.20 
37+0 

Stillbirth Antepartum 
stillbirth, 

maternal renal 
failure 

secondary to 
blocked stoma 

15.04.2
0 

68331/1 Yes 
14.04.20 

03.08.20  Yes  
 

Publishe
d 

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 

23.04.2
0 

68506/1 Yes  
20.04.20 

08.06.20 Yes  
Publishe

d 
16.06.20 

No actions 
Identified 

Review 
completed 
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11 21868 20.04.20 
25+0 

Neonatal 
Death 

Neonatal death 
at 1 day old, 

extreme 
prematurity 

27.04.2
0 

68646/1 Yes 
21.04.20 

17.08.20 Yes 
Publishe

d 
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. 

27.04.2
0 

68647/1 Yes  
27.04.20 

08.08.20  Yes 
 

Publishe
d 

05.08.20 
 

Aspirin in 
pregnancy 

assessment 
completed 
incorrectly- 
fed back to 
staff in July 

incident 
learning 
points 

Review 
completed 

13 22345 05.05.20
33+5 

 Stillbirth Antepartum 
stillbirth, low 
risk. Admitted 
with reduced 

fetal 
movements.  

14.05.2
0 

68832/1 
 

Yes 
08.05.20 

08.06.20 Yes 
Publishe

d 
16.06.20 

DNA policy 
not followed - 

fed back to 
staff in July 

incident 
learning 
points 

 
Review 

Completed 

14 23230 18.05.20
24+6 

Stillbirth Antepartum 
stillbirth, 

admitted with 
reduced fetal 
movements.  

22.02.2
0 

69020/1 Yes 
21.05.20 

20.07.20 Yes 
 

Publishe
d 

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 

17.06.2
0 

69301/1 Yes 
12.06.20 

14.09.20  Yes 
Publishe

d 
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 

23.06.2
0 

69523/1 Yes 
23.06.20 

14.09.20 Yes 
Publishe

d 
16.09.20 

No actions 
identified  

Review 
complete  

17 25474 20.06.20 
39+1 

Stillbirth Intrapartum 
stillbirth, PM 

declined. Case 
referred to HSIB 

23.06.2
0 

69499/1 Yes 
23.06.20 

Awaiting 
placental 
histology 

Due 
23.10.20 

 Case referred 
to HSIB for 

investigation 

18 28508 27.07.20 
26+5 

Neonatal 
death 

Neonatal death, 
known fetal 

abnormalities 
incompatible 

with life- baby 
for palliative 

care 

06.08.2
0 

70069/1 Yes 
27.07.20 
Parents 
do not 
wish to 

be 
involved 

in the 
investiga

tion 

N/A 
investiga

tions 
declined 

Due 
06.12.20 

  

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. 

18.08.2
0 

70361/1 Yes 
20.08.20 

12.10.20 Yes 
Publishe

d 
19.10.20 

No actions 
identified 

Review 
complete 
 
CL met with 
the lady on 
19.10.20 



  

16 

 

20 29363 16.08.20
22+5 

Neonatal 
death  

Neonatal death 
due to extreme 

prematurity 
22+5 weeks 

gestation 

03.09.2
0 

70929/1 Yes 
20.08.20 

Awaiting 
placental 
histology 

Due 
03.01.21 

  

21 30430 20.08.20 
25+3 

Stillbirth Antenatal 
stillbirth 25+3 

weeks 
gestation.  

02.09.2
0 

70457/1 Yes 
25.08.20 

Placental 
histology 

TBC 

Due 
02.01.21 

  

22 31162 14.09.20 
38+4 

Stillbirth Antenatal 
stillbirth 38+4 

following 
admission with 
reduced fetal 
movements.  

18.09.2
0 

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..  

25.09.2
0 

71302/1 Yes 
02.10.20 

Awaiting 
placental 
histology 

Due 
25.01.21 

  

24 32819 05.10.20
41+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.  

12.10.2
0  
 

MBBRA
CE 

upload 
11.10.2
0 by SD 
Within 
7 days  

71576/1 Yes 
12.10.20 

Awaiting 
post 

mortem 
result  

and HSIB 
investiga

tion  

Due 
12.02.21 

 Case referred  
to HSIB for 
investigation 
by Blackpool 
 
Baby’s death 
18:00hrs on 
05.10.20 

25 35128 
35270 

05.11.20
40+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.  

11.11.2
0 
 

MBBRA
CE 

upload 
10.11.2
0 by SD 
Within 
7 days 

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.  

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,  

12.11.2
0 
 

MBBRA
CE 

upload 
11.11.2
0 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 

12.11.2
0 
 

MBBRA
CE 

upload 
11.11.2
0 by RK 
Within 
7 days 

72095/1 12.11.20 TBC Due 
12.03.21 
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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.  

Rebecca Cookson, 
Antenatal and Triage 
Manager and Jane 
Boscolo- Ryan, 
MDCU Manager.  

Due  31.10.20 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 

2 NICE guidance 
recommends Carbon 

Marie Ryan, 
Divisional Clinical 

Due  21.12.20 CO screening is currently 
paused due to the Covid-19 
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Monoxide testing for all 
mothers at booking; this 
mother was not screened. 
PMRT learning tool 
detailing learning to be 
circulated to staff. 

Governance & Risk 
Manager 
 

pandemic. To remind all staff 
regarding the importance of 
screening via learning tool once 
screening is restarted.   

 
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 
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for this case.  

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 
 

Due 21.12.20 CO screening is currently 
paused due to the Covid-19 
pandemic. To remind all staff 
regarding the importance of 
screening via learning tool once 
screening is restarted.   
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Appendix 3 – NHS digital scorecard confirming submission of the maternity datasets 

 

Organisation 
Code 

Organisation Name (Provider) Region 
May/20

20 
Jun/20

20 
Jul/20

20 
Aug/20

20 

RXN 
Lancashire Teaching Hospitals NHS 
Foundation Trust 

North 
West 

10 9 9 11 
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Appendix 4 – Key performance indicator relating to the saving babied lives care bundle. 

CNST safety action 8 (Saving Babies Lives Care Bundle v2)  

Process 
description 

Jan-
20 

Feb-
20 Mar-20 Apr-20 

May2
0 

Jun-
20 Jul-20 

Aug
-20 

 
 
 
Sep20 

 
 
 

Oct2
0 

 
 
 

Nov2
0 

Targe
t 

Stretc
h 
target 

Comments 

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%              80% 95% Unable to 
capture without 
digital system 
CO monitoring 
discontinued 
19/03/20 due to 
Covid pandemic 

Percentage of 
women where 
CO 
measurement at 
booking is 
recorded. 

68.0
% 

72.0
% 

86.0%              80% 95% CO monitoring 
discontinued 
19/03/20 due to 
Covid pandemic 

Percentage of 
women where 
CO 
measurement at 
36 weeks is 
recorded 

32.0
% 

38.0
% 

64.5%              80% 95% CO monitoring 
discontinued 
19/03/20 due to 
Covid pandemic 

Percentage of 
women who 
were asked 
about smoking 
status at 
booking 

                100% 100
% 

 80% 95% New metric 
added to 
replace CO 
monitoring 

Percentage of 
women who 
were asked 
about smoking 
status at 36 
weeks 

                 5%  80% 95% New metric 
added to 
replace CO 
monitoring. 
Manual audit 
required, 
process for 
audit 
implemented 
Sep 2020, all 
cases manually 
audited at 
delivery. Poor 
results for Oct 
20 due to 
inaccuracy of 
data collection. 
Plan: reduce 
size of audit to 
20 cases from 
Nov 20. 

Percentage of 
pregnancies 
where a risk 
status for FGR is 

83% 95% 90% 90% 60% 75% 73% 73
% 

75% 72.5
% 

82.5
% 

80% 95% Documentation 
issue. Change of 
process 
implemented in 
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identified and 
recorded at 
booking. 

Oct 20 to 
ensure stickers 
placed in 
handheld notes 
before booking 
instead of only 
when high risk 
identified. 

Percentage of 
women booked 
for antenatal 
care who had 
received 
leaflet/informati
on by 28+0 
weeks of 
pregnancy 

80% 91% 95% 96% 95% 95% 100% 95
% 

 95%  80% 95% Aug 20: stretch 
target met for 
past 7 months. 
Decision made 
to collect this 
data every two 
months due to 
resource 
required for 
manual data 
collection 

Percentage of 
women who 
attend with RFM 
who have a 
computerised 
CTG 

 91% 100% 100% 100% 100
% 

100% 100
% 

100% 100
% 

 80% 95%  

Overall 
Percentage of 
staff who have 
received 
training on CTG 
interpretation 
and 
auscultation, 
human factors 
and situational 
awareness 

92% 89% No 
data 

availabl
e 

87% 29% 59% 57% 52
% 

45% 54%  90% - Action plan 
available to 
meet 90% 
and ensure 
training package 
meets  SBLv2 
criteria.    
From May 2020, 
calculations 
include 
obstetricians 
and maternity 
managers. Since 
March 2020 
PROMPT study 
day has been 
discontinued 
due to Covid. 
Plan in place to 
recommence 
study days 
virtually.  

Overall 
Percentage of 
staff who have 
successfully 
completed 
mandatory 
annual 
competency 
assessment 

83% 81% No 
data 

availabl
e 

61% 53% 50% 68% 63
% 

74% 76%  90% - Action plan 
available to 
meet 90% 
and ensure 
training package 
meets  SBLv2 
criteria.    
From May 2020 
training 
extended to 
meet SBLv2 
recommendatio
ns. (now 
includes 
Intermittent 
auscultation 
competency 
and calculations 
now include 
midwifery 
managers and 
all obstetric 
doctors) 
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Percentage of 
singleton live 
births (less than 
34+0 weeks)  
receiving a full 
course of 
antenatal 
corticosteroids, 
within seven 
days of birth 

67% 80% 50% 71% 60% 55% 60% 57
% 

40% 37.5
% 

 85% - Action plan 
required to 
meet 85%. 
(Audit shows 
majority of 
missed cases = 
1st or 2nd dose 
not given due to 
delivery 
imminent) 

Percentage of 
singleton live 
births (less than 
34+0 weeks) 
occurring more 
than seven days 
after completion 
of their first 
course of 
antenatal 
corticosteroids 

33% 20% 50% 29% 0% 16% 20% 29
% 

40% 0%  - -  

Percentage of 
singleton live 
births (less than 
30+0 weeks)  
receiving 
magnesium 
sulphate within 
24 hours prior 
to birth 

100
% 

100
% 

100% 0% 
2/2 

cases 
missed 
delivery 
immine

nt  

86% 86% 100% 100
% 

67%         
1 

delivery 
imminen
t, 1 not 
recorde

d 

  85% -  

Percentage of 
women who 
give birth in an 
appropriate care 
setting for 
gestation  (in 
accordance with 
local ODN 
guidance). 

98.0
% 

99.4
% 

99.3% 98.8% 98.1% 98.3
% 

99.2
% 

98.9% 98.8% 98.3
% 

 85% -  

 



 
 

 
 

  

Committee: Education, Training and Research Committee 

Data and time: 13 October 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 of Research 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 9 
June 2020 

2. Matters arising and action log 

3. New staff induction framework 

4. Neurologist training in the North West 

5. Financial report 2019/20 and financial forecast 
2020/21 including CPD investment plan 

6. Financial risk for research and education 
during Covid-19 

7. School of Nursing 

8. Research and innovation annual report 
2019/20 

9. Core skills training report 

10. Education and training recovery plan 

11.  Risk analysis report 

12.  Research and innovation update 
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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 

16.  Ofsted quality improvement plan 

17.  Health Education England self-assessment  
 report 2019/20 

18.  Sub-Committee Chairs’ reports: 
(a) Training Compliance Sub-Committee – 6 

August 
(b) Apprenticeship Strategy and Assurance 

Sub-Committee – 18 August 
(c) Education Delivery and Student Support 

Sub-Committee – 21 September 

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. Research performance.  Agility, focus and 
pushing to maintain the research activity that 
could be undertaken during the pandemic. 

2. Continue to deliver education programmes in 
spite of challenges with the pandemic. 

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. Mandatory training and core skills compliance.  
However, the Committee noted performance 
was on a recovery trajectory recognising the 
impact due to Covid.  The position would be 
kept under close review. 

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) 

 

Date, Time & Location of next meeting: 

8 December 2020, 1.00pm, Microsoft Teams  

 



 
 

 
 

  

Committee: Finance and Performance Committee 

Data and time: 20 October 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 22 
September 2020 

2. Matters arising and action log 

3. Maternity system procurement update 

4. Finance report including Covid expenditure 
approvals 

5. 2020/21 income and expenditure forecast 

6. Performance assurance report 

7. Planning framework update 

8. Programme update 

9. Winter planning update 

10.  2020/21 ERIC (Estates Return Information   
 Collection) submission and backlog  
 maintenance update 

11.  Mullti-storey car park update 

12.  Edovation update 
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13. Strategic Risk Register: 
(a) Deliver Value for Money 
(b) Fit For the Future 

14. Items for escalation to the board or items 
to/from other committees 

15.  Budget setting principles report 

16.  Renal tender exit clauses 

17.  Action plans from Divisional Improvement  
 Forum meetings 

18.  Chairs’ 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. Very positive collaborative approach across 
the ICS on procurement of the maternity 
digital system. 

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. Continued levels of uncertainty around 
funding particularly the change in the 
governance landscape. 

2. Conflict with restoring services and continued 
pressure from the Covid pandemic and winter 
plans. 

3. Financial viability of building a multi-storey car 
park. 

4. Acknowledgement of the ERIC return and the 
increased cost for backlog maintenance in the 
2019/20 submission. 

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) 

 

Date, Time & Location of next meeting: 

17 November 2020, 2.00pm, Microsoft Teams 

 



 
 

 
 

 

Committee: Finance and Performance Committee 

Date and time: 17 November 2020 at 2pm 

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 20 
October 2020 

2. Matters arising and action log 

3. Lancashire Procurement Collaborative update 

4. Finance report including Covid expenditure 
approvals 

5. 2020-21 financial forecast 

6. Performance assurance report and planning 
update 

7. Programme update 

 
8. Big Plan 21-24 metrics: 

(a) Deliver Value for Money 
(b) Fit for the Future 

 

9. Car parking – appointment of advisors 

10. System update 

11. Health Infrastructure Plan Wave 2 (HIP2) 
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12. Collaborative approach to procurement of a 
common Laboratory Information Management 
System 

 

 
13. Strategic risk register: 

(a) Deliver Value For Money 
(b) Fit For The Future 

 
14. Items for escalation to the board or items 

to/from other committees 

15. Pathology Collaborative Board 

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. Continue to exercise our extreme vigilance on 
the selection of new mask suppliers given the 
national team. 

2. Maintaining our position on restoration plans 
for elective care and cancer work. Pleasing to 
note that the cancer picture is not worsening 

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. Continued complexity and uncertainty around 
our financial model. 

2. Worsening of our DTOC position and 
Indemnity Insurance complications. 

3.  

Committee to committee escalation:  

 

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: 

Tuesday 15 December 2020, 2pm Microsoft Teams 

 



 
 

 
 

 

Committee: Safety and quality committee 

Data and time: 28 August 2020 at 12.30pm  

Location: Virtually by 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 meeting held on 31 July 2020 

2. Matters arising and action log 

3. Cardiology Review Update Report 

4. Medicines Governance Committee Annual 
Activity Report 2019/20 

5. Controlled Drugs Accountable Officer 
Assurance Report 2019/20 

6. Coroners Case (61188) Update 

7. Chorley Emergency Department - Reopening 

8. Safety and Quality Dashboard 

9. Nursing and Midwifery Staffing Reports 

10.  Perinatal Mortality Review Tool Update  

11.  Quality Impact Assessment Quarterly Report 

12.  Central alert system (CAS) Update 

13.  Clinical Audit Plan update 

14.  Strategic Risk Register 
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 15.  Items for escalation to the 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 Committee confirmed that they had 
received assurances on the actions taken 
against the recommendations contained with 
the Royal College report on Cardiology and 
planned to receive a further update in due 
course. 

2. The Committee had received high level of 
assurance of the programmes of work that 
support the Clinical Audit performance, 
improvement and implementation of NICE 
guidance. 

3. Sickness absence levels at the Trust have 
reduced significantly and are currently the 
lowest in the North West. NHS I have 
requested practice in relation to this is shared 
across the North West region. The Strategy, 
Workforce and Education Director is leading 
this. 

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. The Safety and Quality Committee are 
assured with the quality of work undertaken to 
reopen Chorley Emergency Department, 
however they have no assurances around its 
reopening by the end of September, 
particularly around the required staffing of the 
service to ensure patient safety. 

Committee to committee escalation:  
 

(a) Covid Delays Report to Finance and Performance Committee. 
(b) Confirmed Never Event reported to Board of Directors 
 
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) 
 
It was pleasing to note that Vicky Webster who was attending on behalf of Helen Curtis from CCG 
commented on how good the meeting had been, stating that in her opinion the Committee had good 
robust arrangements in place to effectively challenge, seek positive outcomes and improve on best 
practice. 
 

Date, Time & Location of next meeting: 

Friday 25 September 2020, at 12.30pm via Microsoft Teams 

 



 
 

 
 

  

Committee: Safety and quality committee 

Data and time: 30 October 2020 at 1.00pm 

Location: Virtually using Microsoft Teams 

Chairperson and role: Kate Smyth , Non-Executive Director (in the 
absence of Ann Pennell) 

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 25 
September 2020 

2. Matters arising and action log 

3. Safety and quality dashboard 

4. Covid-19 nosocomial update 

5. Perinatal Mortality Review tool report 

6. Maternity services and CNST safety actions 

7. Nursing and midwifery staffing reports: 
(a) Adult inpatient 
(b) Maternity 
(c) Neonatal and children and young people 

8. Quarterly serious case review report 

9. Coroners case 61188 

10. Strategic risk register 

11. Central Alert System assurance update 

12. Safeguarding case notification 

13. Items for escalation to the Board 
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14. Quality impact assessment 

15. Exception reports from Divisional 
Improvement Forums 

16. Committee Chairs’ reports: 
(a) Infection prevention and control 
(b) Safeguarding board 
(c) End of life committee 
(d) Medicines governance committee 
(e) Blood transfusion committee 
(f) Safety and learning group 
(g) 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. Deployment of acute inpatient nurse staffing 
to support wave 2 of the pandemic. 

2. Positive progress made to develop the new 
style SPC performance dashboard. 

3. Covid-19 nosocomial update report. 

4. Emergency Department and escalation of risk 
ID 25  to the Board. 

5. Safeguarding case notification. 

6. Central Alert System (CAS) assurance update 
report. 

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. Never events relating to nasogastric tube 
placement.  The Committee would be 
receiving a report at the next meeting. 

2.  

3.  

4.  

5.  

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) 

 

Date, Time & Location of next meeting: 

27 November 2020, 1.00pm, Microsoft Teams  

 



 
 

 
 

 

Committee: Safety and Quality Committee 

Data and time: 27 November 2020 at 12.30pm 

Location: 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 previous meeting held on 30 
October 2020 

2. Matters arising and Action Log 

3. Cardiology Review Update 

4. Venousthromboemboslism (VTE) deep dive 

5. Updates: 
(a) Chorley ED 
(b) Current Covid Position and Vaccination 

Update 
(c) CQC Update including outcomes from 

MIAA work 

6. Safety and Quality Dashboard 

7. Local Safety Standard for Invasive Procedure 
(LocSIPP) report 

8. Nursing and Midwifery staffing reports 
(a) Adult inpatient 
(b) Maternity staffing 
(c) Neonatal and children and young people 

9. Clinical Audit Plan update 

10.  National Patient Safety Strategy update 

11.  CDEC Big Plan Refresh 2021-2024 
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 12.  Strategic Risk Register 

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. Assurance received from the Cardiology 
Review 

2. Assurances received from the Chorley ED, 
latest Covid position and Vaccination 
programme updates. 

3. Patient Safety Strategy – progress on the 
Always Safety First initiative 

4. Positive outcomes from the NHSE/I review of 
divisional governance and the CQC Patient 
First review.  

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. Noted the progress with VTE deep dive which 
is still a concern that the Committee continues 
to monitor. 

2. Refresh the risk appetite in the Strategic Risk 
Register 

3.  

4.  

5.  

Committee to committee escalation:  

 

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: 

Friday 29 January 2021, 12.30pm using Microsoft Teams 

 



 
 

 
 

 

Committee: Workforce Committee 

Data and time: 10 November 2020 at 1.00pm 

Location: Virtually using Microsoft Teams 

Chairperson and role: Jim Whitaker, Non-Executive Director 

Core membership:  

Three Non-Executive Directors 
Nursing, Midwifery and AHPs Director 
Chief Executive 
Chief Operating Officer 
Strategy, Workforce and Education Director 
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 8 
September 2020 

2. Matters arising and action log 

3. Workforce and organisational development 
performance report 

4. Temporary staffing mandatory training 

5. Division of medicine staff engagement update 

6. Medical case reviews 

7. External investigation action plan 

8. Budget setting 2021/22 

9. Big Plan ‘Great Place to Work’ metrics 

10. Leadership and management development 
offer 2020 

11. Culture offer 2020 

12. Strategic risk register 

13. Items for escalation to the Board or items 
to/from other committees 

14. NHS People Plan update 
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15. Exception reports from Divisional 
Improvement Forums 

16. Chairs’ reports from feeder groups: 
(a) Temporary staffing report 

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. Evidence of improvements and positive 
engagement with staff in the Division of 
Medicine. 

2.  

3.  

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. None 

2.  

3.  

4.  

5.  

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) 

 

Date, Time & Location of next meeting: 

12 January 2021, 1.00pm, Microsoft Teams 

 
 



 
 

 
 

Trust Headquarters 

Board of Directors Report 

  
 

Legal and Regulatory Bulletin 
Report to: Board of Directors Date: 3 December 2020 

Report of: Head of Corporate Affairs Prepared by: T Pratchett 

Part I  Part II  

Purpose of Report 

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

Executive Summary: 
 
This report highlights various legal and regulatory issues affecting the Trust, based on a comprehensive 
review of NHS Improvement Bulletins and NHS Providers Briefings. 
 
These include the following: 
 
 Care Quality Commission final report into use of restraint, seclusion and segregation 
 Workforce race equality standard (WRES): indicators for the medical workforce  
 COVID-19: Key legal considerations arising from the pandemic  
 CQC’s draft strategy for 2021 and beyond  
 Unequal impact? coronavirus, disability and access to services: interim report on temporary provisions 

in the Coronavirus Act 
 CQC outlines its approach in next phase of COVID-19 response 
 Revised NHS contracts and payment guidance  
 New deadline for national data opt-out compliance  
 Parliamentary briefing: Hospitals (Parking Charges and Business Rates) Bill 2019-21 

 
Further details are summarised in Appendix 1. 
 
The issues set out in this report are for information only and are not intended to be an exhaustive list. 
 
It is recommended that the Board of Directors: 
 
I. Notes the legal and regulatory bulletin attached at Appendix 1. 
 

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 

☒ Great Place To Work ☒ 
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South Cumbria 

To drive innovation through world-class education, 
teaching and research 

☒ 
Deliver Value for Money ☒ 

Fit For The Future ☒ 

Previous consideration 
 
None. 
 
 

1. Background / context or introduction  
 
Following a review of NHS Improvement Bulletins, NHS Providers Briefings a summary of legal and 
regulatory issues that have emerged since April 2020 (when the last bulletin was provided to the Board) 
which may impact on the Trust has been prepared for the Board’s information. 
 

2. Discussion  
 
2.1 Key bulletins issued are listed below. Further details are provided in the full bulletin attached at 

Appendix 1. 
 
 Care Quality Commission final report into use of restraint, seclusion and segregation This 

report highlights that people often end in hospital as they do not have the right community support, 
hospital environments were often not therapeutic with inappropriate use of restrictive practices, 
community services provided higher care, difficulties finding community care, and the need for 
government, NHS organisations and local authorities to work creatively. 
 

 Workforce race equality standard (WRES): indicators for the medical workforce Bespoke 
WRES indicators for the healthcare workforce cover variation in career progression and pay, 
perceptions of how staff are treated and diversity of councils and boards. 

 
 COVID-19: Key legal considerations arising from the pandemic This document (produced by 

Hempsons and NHS Providers) looks at the legal liabilities that are likely to arise due to the 
environment created by the pandemic and suggests ways in which trust boards could respond. 

 
 CQC’s draft strategy for 2021 and beyond The Care Quality Commission (CQC) is approaching 

the completion of its 2016-2021 strategy, and has published a draft strategy for 2021 and beyond 
for discussion ahead of the formal consultation period. 

 
 Parliamentary briefing: Renewal of the temporary provisions of the Coronavirus Act This 

briefing outlines how the measures in the Coronavirus Act helped support the NHS through the first 
peak of infection.  

 
 Unequal impact? coronavirus, disability and access to services: interim report on temporary 

provisions in the Coronavirus Act This report looks at Care Act easement provisions and 
temporary Mental Health Act provisions as well as local authority duties to children and young 
people with special educational needs. 
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 CQC outlines its approach in next phase of COVID-19 response The Care Quality 
Commission’s chief and deputy chief inspectors and mental health services lead have set out how 
they will regulate during the next phase of the NHS response to COVID-19 

 
 Revised NHS contracts and payment guidance Following the interim financial arrangements 

introduced at the start of the pandemic, NHS England and NHS Improvement (NHSE/I) has now 
published the revised contracts and payment guidance for month 7 – month 12 of 2020/21. 

 
 New deadline for national data opt-out compliance The national data opt-out compliance date 

has been extended to the end of March 2021 to enable health and care organisations to prioritise 
their response to COVID-19. 

 
 Parliamentary briefing: Hospitals (Parking Charges and Business Rates) Bill 2019-21 The 

Hospitals (Parking Charges and Business Rates) Bill seeks to abolish NHS car parking charges in 
England for patients and visitors, itl excludes car parks contracted out to third parties but calls for 
providers to arrange to stop charging when the contract is reviewed or ended.  

 
3. Financial implications 

 
There are no financial implications associated with this legal and regulatory bulletin. 
 

4. Legal implications 
 
Legal implications arising from proposed legislation are detailed in the summary shown at Appendix 1. 
 

5. Risks 
 
There are no risks associated with this legal and regulatory bulletin. 
 

6. Impact on stakeholders 

There is no direct impact on stakeholders associated with this legal and regulatory bulletin. 

7. Recommendations 

It is recommended that the Board of Directors: 

I. Notes the legal and regulatory bulletin attached at Appendix 1. 
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