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Excellent care with compassion 

 

Board of Directors 
1 October 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 6 August 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 Patient or 
Divisional Team 

8.2 
STAR annual report 
(considered by the Safety and Quality 
Committee) 

2.45pm  Approval S Cullen 

8.3 
Patient experience annual report 
(considered by the Safety and Quality 
Committee) 

2.55pm  Approval S Cullen 

8.4 
Annual mortality review report 
(considered by the Safety and Quality 
Committee) 

3.05pm  Approval G Skailes 

8.5 Learning from Covid-19  3.15pm  Noting A Brotherton 

9.         PERFORMANCE 

9.1 Integrated performance report as at 
31 August 2020 3.25pm  Discussion F Button 

9.2 Guardian of Safe Working report 3.40pm  Discussion K Swindley 

10.       STRATEGY AND PLANNING 

10.1 Our Health Our Care Programme 
update 3.50pm  Noting J Pawluk 

10.2 Continuous Improvement Programme:  
Microsystem Coaching Academy 4.05pm  Noting A Brotherton 
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№ Item Time Encl. Purpose Presenter 

11.       GOVERNANCE AND COMPLIANCE 

11.1 ICP governance structure 
(update) 4.20pm Pres. Discussion S James 

11.2 Scheme of Delegation: temporary 
changes 4.30pm  Approval D Scambler 

11.3 Freedom to Speak Up update 4.40pm  Discussion K Swindley 

11.4 
Strategic risk register 
(considered by Committees of the Board 
in August and September) 

4.50pm  Discussion C Morris 

11.5 

Committee Chairs’ reports: 

(a) Audit Committee – 24 September 
2020 

(b) Charitable Funds Committee – 15 
September 2020 

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

(d) Safety and Quality Committee – 
28 August and 25 September 
2020 

(e) Workforce Committee – 8 
September 2020 

5.00pm  Noting 

(a) T Watkinson 
(b) G Rossington 
(c) T Whiteside 
(d) A Pennell 
(e) J Whitaker 

12.       ITEMS FOR INFORMATION 

12.1 

Maternity and Neonatal Services 
update including CNST and Local 
Maternity System update 
(considered by Safety and Quality 
Committee) 

5.00pm  Information S Cullen 

12.2 
Date, time and venue of next meeting: 
3 December 2020, 2.00pm, Microsoft 
Teams  

5.00pm Verbal Noting E Adia 

 



 

    1 Excellent care with compassion 

 

Board of directors 
6 August 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   

Mrs A Pennell P P P P   

Professor P O’Neill P P P P   

Mr G Rossington P P P A   

Ms K Smyth P P P P   

Mr T Watkinson P P P A   

Mr J Whitaker P P P P   

Mrs T Whiteside P P P P   

EXECUTIVE DIRECTORS 

Ms F Button 
Chief Operating Officer 
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P P P   

Ms S Cullen 
Nursing, Midwifery and AHP Director 

P P P P   

Mrs K Partington 
Chief Executive  

P P P P   

Dr G Skailes 
Medical Director  

P P P P   

Mrs K Swindley 
Strategy, Education and Workforce Director  

P P P P   

Mr J Wood 
Finance Director/Deputy Chief Executive  

P P P P   

IN ATTENDANCE 

Mrs K Brewin (minutes) 
Committee Secretary  
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P P P   

Mrs A Brotherton 
Director of Continuous Improvement 

P P P P   

Mr S Dobson 
Chief Information Officer 

 P P A   

Mrs N Duggan 
Director of Communications and Engagement 

 P P P   

Mrs C Morris 
Interim Director of Governance 

 P P A   

Mr D Pilsbury 
Director of Corporate Affairs 

A P P P   

Mrs D Scambler 
Deputy Company Secretary 

P A P A   

Ms J Young 
IM&T Programme Manager 

   D   

 

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 144/20) 
Rachel Sansbury Divisional Nursing Director for Medicine 
Kate Bamber Matron, Medicine Divisional Management Team 
Emma Moon Unit Manager, Respiratory High Care Unit 
 
IN ATTENDANCE TO PRESENT INFECTION PREVENTION AND CONTROL ANNUAL REPORT (Minute ref 145/20) 
Dr Pauline Jumaa Director of Infection Prevention and Control/Consultant Microbiologist 
 
IN ATTENDANCE TO PRESENT INFECTION PREVENTION AND CONTROL ASSURANCE FRAMEWORK (Minute ref 
146/20) AND SAFEGUARDING ANNUAL REPORT (Minute ref 147/20) 
Catherine Silcock Deputy Director of Nursing, Midwifery and Allied Health Professionals 
 
IN ATTENDANCE TO PRESENT OUR HEALTH OUR CARE UPDATE (Minute ref 154/20) 
Jason Pawluk Delivery Director, NHS Transformation Unit 
 
Governors in attendance: Dr K Ackers, Mrs A Carlisle, Mr D Cook, Dr M France, Mrs J Miller, 
  Mrs H Hammond, Mr M Simpson, Dr H Twamley and Mr D Watson  
 
Observers:  Mr M Woodburn, Assistant Director and Governance Lead, NHSE 
  Ms S Wallwork, Business Development Manager, Coloplast Limited 
  Ms J Richardson, Business Development Manager, Coloplast Limited 
 
136/20 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. 
 

137/20 Apologies for absence 
 

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

 
138/20 Declaration of interests 
 

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

 
139/20 Minutes of the previous meeting 
 

The minutes of the meeting held on 4 June 2020 were approved as a true and accurate 
record. 
 

140/20 Matters arising and action log  
 

A copy of the action log had been circulated with the agenda and it was noted that the 
vast majority of actions had been delivered and completed to time. 
 
In respect of the one outstanding action relating to the central repository on lessons 
learned, Mrs A Brotherton advised that a draft report had been completed and would be 
shared with the Executive Directors before being presented to the Board.  Professor P 
O’Neill referred to the importance of acting on lessons learned in real time moving 
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forward.  The point was acknowledged and it was confirmed that learning was also 
being incorporated into a range of work including the 9 segment plan on resilience and 
response to the pandemic, the SEED alliance and work that was ongoing with the 
University of Central Lancashire to plan how positive changes would be sustained in the 
future. 

 
141/20 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 although the Chairman continued to be involved in a 
number of virtual meetings at national and local level. 
 
Reference was made to the part II Board meetings held on 4 June and 7 July 2020 and 
attention was drawn to some key items discussed during the meetings, including: 
 
 the shortfall in community beds across central Lancashire and ongoing planning by 

the Integrated Care System (ICS) to increase community rehabilitation beds which 
would support the Trust’s position in relation to delayed transfers of care particularly 
as winter was approaching. 

 the significant amount of work that had been undertaken by the Board to develop 
and agree the strategic risk register which provided confidence and assurance 
around the Trust’s risk position and the report would be presented later during 
today’s meeting.  

 establishment of a Lancashire and South Cumbria Provider Collaborative Board 
which would create a real opportunity for partnership working between the five 
neighbouring Trusts.  The Chair noted that the terms of reference had been 
approved at the meeting on 7 July 2020 subject to minor amendments. 

 approval of the governance model for the Health Infrastructure Plan (HIP2) 
development which was a step forward in terms of a new hospital build.  The 
Chairman advised that, as part of the process, a Programme Director had been 
appointed to drive the initial phases of the HIP2 project. 

 significant discussions held regarding the options for re-opening the Chorley 
Emergency Department and the decision that had been taken to support a model to 
re-instate the 12-hour service with effect from September 2020.  It was important to 
note that discussions focused heavily on ensuring safe care for patients and having 
the appropriate workforce in place to reintroduce the service.  The Chairman 
referred to a useful meeting that had been held earlier today with two local Members 
of Parliament (Sir Lindsay Hoyle and Katherine Fletcher) along with a representative 
from Nigel Evans’ office during which an update was provided in terms of the current 
position and plans for re-opening the department.  It was agreed at the meeting that 
continued dialogue with the local MPs would be helpful and a commitment had been 
made to hold a weekly meeting, with the Deputy Leader of Chorley Council agreeing 
to co-ordinate the arrangements and schedule calendar invitations. 

 
142/20 Chief Executive’s report 
 

A copy of the Chief Executive’s report had been circulated with the agenda which 
provided 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 items from the report, including: 
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 Covid-19 pandemic – the number of Covid-19 patients occupying hospital beds had 
reduced significantly and at the time of producing the report was in single figures.  
However, it was recognised that everyone would continue to live with the pandemic 
for some time to come and some areas were going into lockdown across the 
country.  It was noted that Covid had increase in the Preston area and everyone 
would need to remain vigilant and be prepared for the possibility of a second spike.  
Many staff continued to work from home and support was being provided to those 
staff who needed to work on site. 

 Supporting our black, Asian and minority ethnic (BAME) colleagues – an overview 
was provided within the report of the work the Trust was undertaking to support 
BAME colleagues and earlier today it had been confirmed that a risk assessment 
had been completed for 95% of BAME staff.  Reference was made to the positive 
work being undertaken by Ms S Cullen who had supported 20 future nursing and 
midwifery leaders to apply for a place on a national Windrush leadership programme 
provided by the Florence Nightingale Foundation, to move towards creating a more 
inclusive and diverse leadership team of the future.  It was noted that whilst the Trust 
had a number of Ambassador forums for a range of protected groups there had not 
been the same levels of engagement from BAME colleagues.  Mrs K Partington was 
delighted to announce that the Trust Chairman would be providing his personal 
support to the BAME forum to encourage greater engagement so the issues BAME 
colleagues faced could be understood with joint working to identify solutions to 
improve working lives and opportunities for BAME staff. 

 STAR celebration event as first teams reach Gold status – an important milestone 
had been reached since the launch of the Safety Triangulation Accreditation Review 
(STAR) initiative three years’ ago, and a virtual celebration event had been held for 
the first five teams who had achieved Gold Star status.  The foundations of the 
STAR framework were deep and not easy to achieve so the Gold Star winners had 
worked exceptionally hard to reach the standard.  Mrs K Partington acknowledged 
and thanked the Trust Governors, firstly for their involvement in developing the 
framework and also for their ongoing input and critical comments which helped the 
Trust to drive improvements and raise quality standards.  There were now 112 
clinical areas participating in monthly quality assurance audits undertaken by peer 
auditors to increase the level of assurance. 

 CQC assurance session – the Trust had received positive feedback during the 
planned regulatory assurance meeting which tested the rigour of the infection 
prevention and control board assurance evidence which would be presented later 
during today’s meeting.  The feedback provided confirmed the CQC was satisfied 
with the level of assurance relating to infection prevention and control and they 
commented positively on the work undertaken with the deaf community and the 
Covid-19 recovery resource developed by the in-house respiratory and therapy 
team.  It was noted that the Covid-19 recovery resource had now been downloaded 
tens of thousands of times across the world. 

 Trial project to help cancer patients has been made permanent – it was pleasing to 
confirm that a two-year project aimed at providing extra training for health care 
professionals who support cancer patients across Lancashire and South Cumbria 
would now be made permanent. 

 New drive-through services for patients with obstructive sleep apnoea – an overview 
was provided on the new drive-through service that had been introduced for patients 
who could no longer attend face-to-face appointments due to the pandemic.  Mrs A 
Brotherton confirmed that we were one of the first hospitals in the country to 
implement the service, patient feedback had been extremely positive and the 
initiative had been added to the lessons learned central repository. 
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 Pressure ulcer collaborative – as part of the Always Safety First programme, the 
Continuous Improvement team was working with nursing colleagues across the 
Trust to deliver an improvement collaborative in partnership with the Tissue Viability 
Nurses focusing on reducing acquired pressure ulcers with ten Wards taking part in 
phase 1 of the programme. 

 New initiative to support international doctors joining our team – aimed at supporting 
and welcoming medical graduates from overseas, the programme was the first of its 
kind and allowed focus to be given to support doctors who were new to UK practice 
and culture to make the transition easier for them. 

 Supporting South Asian Heritage Month – the Trust was proud to support South 
Asian Heritage Month which commenced on 18 July and would run until 17 August 
2020 to commemorate, mark and celebrate South Asian history and culture as well 
as helping with better understanding of the diverse heritage that continued to link the 
UK and South Asia and affected so many of our staff. 

 Consultant appointments – a number of excellent Consultant appointments had 
been made during the reporting period in respiratory medicine; radiology; allergy 
services; neurology; and acute medicine. 

 New Ophthalmology unit at Chorley – following investment of £17.5million, work was 
underway to develop an enhanced Ophthalmology unit and Day Case Centre at 
Chorley and South Ribble Hospital which was due to open in October 2021.  The 
new state of the art facility would help to improve patient experience and would 
include a dedicated outpatient and diagnostic space as well as three additional 
theatres to provide extra capacity for patients requiring a variety of day case 
procedures. 

 Research success – an overview was provided on some significant research 
successes as detailed in the report.  In particular, a newly opened Covid-19 study 
was being led by Dr M Munavvar, Consultant Chest Physician and Pulmonologist, to 
assess and validate a point-of-care antibody test which had been kindly donated by 
the Bhailok family, and Mrs K Partington had enrolled on this important research 
programme. 

 LIFE Centre wins international learning award – the LIFE Centre, based at Chorley 
and South Ribble Hospital, recently triumphed at the prestigious international 
Learning Awards.  The awards attract entries from over 50 countries worldwide and 
the Innovation in Learning award was open to any organisation that could 
demonstrate they had made a unique and innovative contribution to the delivery of 
learning.  The Board acknowledged and congratulated the LIFE team on their 
achievement. 

 
Mr J Whitaker noted the significant range of positive news within the Chief Executive’s 
report.  In particular, reference was made to the Ophthalmology development which 
would provide a fantastic service for patients and it was noted that Mr J Whitaker and Mr 
G Rossington were the Non-Executive Director Leads for the development.  Mr J 
Whitaker referred to some recent good news that had been received regarding the 
Magnet study and asked whether further information could be provided.  In addition, Mr 
J Whitaker asked whether a longer-term view was available of follow-on symptoms post-
Covid and whether consideration was given to support that may be required for people 
experiencing longer-term symptoms. 
 
In respect of the long-term effects from Covid, Dr G Skailes advised that as more was 
learned about the disease it was clear some people would have long-term effects and 
people affected would not always be those who would have had a long illness.  Several 
reports had been seen regarding long-standing breathlessness and fatigue and a 
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national programme was being rolled out in the community to assist with rehabilitating 
those people struggling to recover.  There was no further information yet on other 
potential long-term effects and a lot of research was being undertaken to gather as 
much information as possible to help with learning.  It was noted that the Trust was 
linking with local, regional, national and international colleagues to share learning. 
 
In response to the question regarding Magnet, Ms S Cullen advised that the Trust had 
submitted an expression of interest to be involved in a European study and was 
delighted to announce the application had been successful and was one of only 12 
hospitals nationally who would be involved in the programme.  Magnet was an 
interventional study aimed at redesigning and improving the work environment and there 
was positive evidence of improved performance from high performing hospitals using 
Magnet hospital principles.  The Trust would benefit from being able to implement some 
of the service models and interventions around engagement, recruitment and retention 
of staff to positively impact on patients.  A broader report would be produced at the 
appropriate time to update the Board and this was expected around February next year. 
 
Mrs T Whiteside asked how the Trust maximised all the positive work to support 
recruitment and retention and build on the organisation’s credentials.  Mrs K Partington 
recognised that the Trust had a range of positive initiatives and stories and information 
was shared on social platforms and included as part of recruitment literature and invited 
Mrs N Duggan to comment on how the positive messages were made public as part of 
the Trust’s communication and engagement strategy.  Mrs N Duggan accepted that 
there was more work that could be undertaken to publicise all the positive work within 
the Trust noting that the social media presence was being built on as well as looking to 
push out stories in paper advertising.  Additionally, staff were the Trust’s greatest 
Ambassadors so lots of information was being shared internally and Mrs N Duggan was 
linking with Director of Communications colleagues to share good news across the wider 
ICS.  The Board was reminded of the range of television and radio coverage with the 
involvement of Trust colleagues to promote the positive messages.  Work was ongoing 
to refocus the internal Communications Team to be more efficient and the Board would 
be updated on progress at the appropriate time.  Mrs N Duggan also invited Board 
members to provide any ideas or suggestions where they felt communications and 
engagement could be improved. 
 
Ms K Smyth referred to the increasing number of virtual clinics being offered across a 
range of services and previous assurances provided that those patients who did not 
have access to digital equipment or who were not confident using IT would not be 
disadvantaged and asked whether there was a plan for those patients.  Mrs K Partington 
confirmed that no patients would be disadvantaged and services would continue to be 
provided appropriately to cover the whole spectrum of the population and individual 
need.  Professor P O’Neill referred to the Attend Anywhere video system and recent 
articles about GPs going wholly digital and asked when a Trust strategy would be 
available taking into account the most appropriate service provision and access due to 
different issues and barriers.  Mrs K Partington explained that some patients would 
continue to attend the hospital in person for consultations and other patients would be 
managed through technological forums so services would be tailored for individual 
patient need and clinicians would have a lead role in identifying the most appropriate 
pathway.  Dr G Skailes referred to the outpatient programme running in liaison with the 
Integrated Care Partnership (ICP) and confirmed that full digitisation would not be 
appropriate for all patients and through the outpatient programme there would be an 
opportunity to introduce a structure and framework for appropriately managing patients. 
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Mrs A Pennell referred to a discussion that had been held at the Safety and Quality 
Committee meeting on 31 July 2020 on the STAR Accreditation Annual Report noting 
that as part of the discussion the Committee valued the input of Governors and 
suggested the Non-Executive Directors take a more pro-active approach to STAR when 
restrictions were lifted and on-site visits resumed.  In addition, Mrs A Pennell noted that 
the Non-Executive Directors had not been included in the invitation to attend the Fab 
Feedback Friday sessions.  Mrs K Partington confirmed that two virtual Fab Feedback 
Friday sessions had been held and arrangements would be made for the calendar 
invitation to be forwarded to all Non-Executive Directors. 
 
Action: 
 

• Mrs K Partington to arrange for calendar invitations to be forwarded to all 
Non-Executive Directors for the Fab Feedback Friday sessions. 

 
143/20 Chorley Emergency Department re-opening 
 

A report had been circulated with the agenda providing an update on key issues and 
milestones in relation to the safe re-opening of the Emergency Department at Chorley 
and South Ribble Hospital.  Mrs K Partington confirmed that the information had been 
shared last week with the Council of Governors and with local MPs earlier today. 

 
An overview was provided of arrangements for flow and occupancy levels pre- and post-
Covid; project management and governance arrangements; and the high level plan and 
key milestones to re-open the department.  Mrs K Partington also noted that regular 
updates were provided to NHSE/I on progress with arrangements for safely re-opening 
the Chorley Emergency Department within the agreed timescale. 
 
Attention was drawn to slide 10 which outlined the key milestones to be achieved for re-
opening and Mrs K Partington provided an overview of the plan including the work that 
had been completed from June 2020.  The need to ensure right flow through the 
hospitals was emphasised and timely discharges would be an important element.  
Having secured capital funding, the Trust had appointed contractors to undertaken the 
estates adjustments to ensure the Emergency Department was Covid-secure and this 
work was on track.  There was a need to temporarily relocate Same Day Emergency 
Care (SDEC) from Chorley to the Royal Preston Hospital site to accommodate 
infrastructure changes and the SDEC would be returned to Chorley once the estates 
work had been completed.  It was noted that respiratory and critical care services had 
already been reinstated on the Chorley site. 
 
Mrs K Partington advised that the plan to re-open the Chorley Emergency Department 
was not without risk and it would be unwise to say it was a ‘done deal’ and the 
department could be opened with no problems however there was absolute motivation 
and commitment to re-open by the end of September 2020.  Some substantive staff had 
been recruited and arrangements to appoint additional agency staff were being 
explored.  There was confidence that some clinicians would be appointed although there 
would be timing issues, for example to allow for notice periods from current roles which 
could potential delay start dates to December 2020 which would mean a mitigation plan 
would be needed to cover clinical roles. 
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Mr J Whitaker referred to timing of the proposed re-opening and as the next formal 
Board meeting would not take place until 1 October 2020 asked how the final go/no go 
decision would be made and when this would be brought back to the Board for approval.  
Mrs K Partington advised that there would be time during September to consider 
whether a formal Board meeting was required and as it was intended to hold weekly 
meetings with the local MPs the same information would be shared with the Board.  In 
terms of a decision, it was expected a clearer position would emerge by the end of 
August 2020 as the timeline for recruitment was the end of the month therefore a better 
view on the staff profile would be available to inform the go/no go decision.  A letter had 
also been sent to the Hospital Cell Lead (Mr K McGee) to ask for mutual aid for the 
clinical staffing gaps to see if neighbouring organisations could support the Trust.  
However, it was known that other organisations were in a similar position in relation to 
recruiting staff therefore there was limited confidence that this would be a viable option. 
 
Mrs K Partington confirmed that the go/no go decision would be a Board-level decision 
and arrangements would be made at the appropriate time for a decision to be taken as a 
unitary Board before go-live was activated.  It was emphasised that the final decision 
would be dependent on the levels of Covid-19 in the local community so if there was a 
second spike meaning that the decision to re-open needed to be reversed then that 
would be a Board-level decision based on the most up-to-date information.  However, 
there was no reason to think a second spike would definitely happen in September but 
the Board needed to be cognisant of the potential for a second spike of Covid infection. 
 
Mr J Whitaker referred to the recent announcement regarding rapid Covid-testing kits 
with diagnosis in 90 minutes or less and asked whether this would make a difference to 
streaming patients.  Dr G Skailes confirmed the rapid Covid-testing kits would make a 
difference, the Trust currently had access to 11 tests per day and was waiting to hear 
when and in what quantity the test would be more widely available.  It was also 
understood that there would be a point of care test for flu (two in one test) which would 
also assist with streaming patients appropriately. 

 
144/20 Patient story 
 

The Chair welcomed members of the Medicine Team and Ms S Cullen introduced 
Rachel, Emma and Kate.  Ms S Cullen explained that the respiratory high care unit team 
had worked particularly hard to improve patient access to the unit and ensure best care 
was provided for patients.  It was noted that the story to be presented described the 
impact of the improvement work on both patients and staff. 
 
Rachel provided background on the respiratory high care unit and ward noting it was a 
relatively new unit opened in 2018 providing higher level care for very unwell respiratory 
patients.  Nursing staff had additional skills and training and there was a higher level of 
nurse to care ratio on the unit.  Prior to 2018 patients were cared for in a dedicated bay 
and challenges were experienced, there had been a high number of nurse vacancies 
and it was difficult to manage the care of all patients particularly the most unwell 
patients.  In 2018 the Executive Team supported reconfiguration to create two dedicated 
areas (a ward area and high care unit) to ensure the right nursing skills for the right 
patients within the footprint.  It was noted that vacancy levels had reduced and 
improvements had been seen in quality outcomes for patients.  During the Covid-19 
pandemic the team had worked very differently across both areas and the team was 
constantly looking to improve the unit even during these challenging times. 
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Emma provided an overview of the need for change and the experience of a patient 
admitted to the unit.  An audit was completed throughout 2019 on patients admitted from 
the emergency department to respiratory care.  Patients were then waiting around 11 
hours to be admitted to the respiratory unit and it was recognised that the ward could 
have an impact on improving admission times as this was their responsibility, not the 
emergency department.  A patient was admitted with brittle asthma which was difficult to 
control and could potentially develop into a life-threatening condition.  Due to 
improvements that had been introduced through new ways of working the patient was 
admitted to the unit within 1.5 hours, had a respiratory review within 1 hour of admission 
and within 2 hours the patient had received a Consultant review.  The patient had 13 
previous admissions from January 2019 to July 2020 with six days’ average length of 
stay and this reduced to three days using the new pathway.  The patient was discharged 
home and asked for feedback on her experience.  It was noted that prior to the changes, 
the patient had waited 12 hours for a bed and was previously scared and anxious she 
would not receive rapid treatment.  Following the changes, the in-reach team had 
provided confidence regarding her treatment and the rapid pathway allowed her to 
return to her family much sooner.  It was pleasing to note the patient’s comment that the 
admission had been the best yet and she provided a 10 out of 10 rating. 
 
Mr J Whitaker mentioned that a Board visit had been undertaken to the respiratory ward 
a number of months’ ago and he took away the positivity of staff throughout the ward 
who were caring for very poorly patients.  Mr J Whitaker had also been interested in the 
approach being taken to offer ventilation support for patients at home connected via 
Broadband which meant the patient did not need a hospital admission and noted that 
today’s story provided another example of the way in which the team was working 
innovatively. 
 
Professor P O’Neill asked what the impact of Covid had been on the unit and the 
challenges to provide ventilation for Covid and non-Covid patients.  Additionally, it was 
recognised that the psychological impact of repeat admissions was significant and 
Professor P O’Neill asked whether support was offered to people to assist with mental 
health and wellbeing.  With regards to mental health and wellbeing support, Emma 
confirmed that the department had a psychologist within the team so support could be 
accessed.  There was also the opportunity to refer inpatients for psychology support as 
respiratory was a high care unit.  In respect of Covid and capacity, Emma confirmed the 
team had worked differently and changed the footprint from one to three areas – a 
Covid, non-Covid and assessment area.  Professor P O’Neill acknowledged the 
significant impact on respiratory services due to the pandemic and thanked the 
respiratory team for their ongoing commitment and dedication to patients. 
 
Ms F Button referred to the onset of winter and asked how the unit planned to ensure 
timely discharge of patients who did not need to be in an acute hospital bed.  Emma 
noted that the bed base had been increased due to the pandemic which had helped.  
Discussions had recently been held with the bed management team regarding their 
ongoing support, discussions also took place on a daily basis regarding patient step-
down and to date this had all been facilitated.  Dr G Skailes asked whether mechanisms 
were in place to sustain the improved pathway for respiratory patients noting that as the 
hospitals activity increased there would be additional challenges.  Emma explained that 
currently the team was into the sixth week of trialling new ways of working.  A weekly 
audit was being undertaken to identify any issues or barriers and agreed that more 
formal arrangements would be required moving forward which would be worked on prior 
to the winter period. 
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The Chair thanked Rachel, Emma and Kate for attending the meeting and asked that 
the Board’s thanks be shared with all members of the respiratory team. 

 
145/20 Infection prevention and control annual report 2019/20  

 
 A copy of the infection prevention and control annual report had been circulated with the 

agenda providing an overview of progress made against the annual infection prevention 
and control plan for 2019/20 including an update on the Trust’s performance against the 
annual objectives for MRSA bloodstream infection and Clostridium difficile infection 
(CDI).  A copy of the infection prevention and control annual plan for 2020/21 was also 
attached for approval. 

 
 Dr P Jumaa joined the meeting and presented an overview of the report noting that the 

action plan for 2019/20 had been implemented and a range of improvements had been 
seen during the year mapped against the 10 criterion from the Hygiene Code to 
demonstrate compliance within the Trust.  The report had been presented and 
scrutinised at the Safety and Quality Committee on 26 June 2020 and comments raised 
during the meeting had been incorporated into the report and action plan. 

 
 Reference was made to information on direct causal factors relating to the increase in 

CDI cases and it was recognised that this was a challenge both regionally and 
nationally.  A query was raised regarding adherence to Trust guidelines and whether 
there was a correlation between antimicrobial prescribing and CDI instances.  Dr P 
Jumaa described the historic and current reporting arrangements noting the difficulties in 
determining how patients had contracted CDI and how the team continued to review 
patient care and quality metrics.  There were evidential links to bed occupancy and CDI 
rates and it was known that occupancy levels had been significantly high during the year 
therefore it was more likely an increase in cases would be seen.  Dr P Jumaa advised 
that CDI was not straightforward and was complex but there was no direct correlation 
between antimicrobial prescribing and CDI levels.  In general there was a theme across 
the health economy that more elderly patients with multiple co-morbidities required 
antimicrobials so the relationship was not the only causal factor and frequency of non-
compliance with Trust policy on antimicrobial prescribing was not high. 

 
 In response to a comment that there seemed to be higher numbers of CDI cases on 

three particular Wards, Dr P Jumaa explained that the Wards related to where the 
infection had been diagnosed and where the sample had been sent from but the patient 
may have stayed on multiple Wards.  Specifically, Ward 25 was the Renal Ward and 
patients were amongst the highest risk patients for CDI due to immunosuppressant and 
the need for higher antibiotics.  Ward 24 was the Gastroenterology Ward and pre-Covid 
had a relatively higher number of single rooms where patients with gastrointestinal 
complaints would be transferred and tested for CDI.  In addition, Wards 24 and 18 had 
cubicle toilets which were not ideal in a healthcare setting.  Ward 25 had undergone 
significant refurbishment during the year with the installation of ensuite bathrooms and 
Wards 24 and 18 did not have those facilities which posed risks and challenges in 
relation to the control of infection.  In respect of the comments regarding bed occupancy 
it was recognised that hospitals were overcrowded but as activity was increasing it was 
noted that the CDI position had reduced or been sustained at the moment although staff 
were not complacent and the position needed to be viewed holistically as the patient 
journey was complex.  
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 Mrs K Partington advised the Board that Dr P Jumaa would be leaving the Trust in 
December to take up a post in Birmingham.  It was noted that Dr P Jumaa had worked 
on a range of national projects, had nurtured and grown an effective team and had 
brought infection prevention and control to life within the Trust.  Dr P Jumaa had 
immense respect from her team and would be greatly missed.  From a personal point of 
view, Mrs K Partington noted that Birmingham were very lucky indeed to have secured 
an excellent appointment.  The Chairman, on behalf of the Board, added his thanks and 
best wishes to Dr P Jumaa in her new role.  Dr P Jumaa responded to confirm it had 
been a huge privilege to have worked for the Trust and a lot had been learned during 
her tenure.  Dr P Jumaa wished everyone the best for the future. 

 
Resolution: 
 

• The Board received the report, noted the contents and acknowledged that 
detailed scrutiny of the report had been undertaken by the Safety and 
Quality Committee. 

• The Board noted the feedback from the Care Quality Commission on 
assurance on the infection prevention and control board assurance 
framework. 

• The Board approved the closure of the 2019/20 annual report noting the 
progress made during the year. 

• The Board approved the 2020/21 annual plan for infection, prevention and 
control. 

 
146/20 Infection prevention and control board assurance framework 
 

A report had been circulated with the agenda providing assessment against the NHS 
publication ‘Infection Prevention and Control Board Assurance Framework, 4 May 2020’ 
as a source of internal assurance that quality standards were being maintained, and Mrs 
C Silcock provided an overview of the contents for information. 

 
It was noted that the Trust had rapidly adapted in response to the Covid-19 pandemic 
and effective infection prevention and control was fundamental to efforts.  As 
understanding of the infection had developed, Public Health England and related 
guidance on required infection prevention and control measures had been published, 
updated and refined to reflect learning to which the Trust had to rapidly adapt.  The 
assessment highlighted the responsive actions taken to date and noted that there had 
been no further reported outbreaks of infection since 28 June 2020. 
 
The assessment report had been provided to the Care Quality Commission (CQC) for 
assurance and supporting evidence during the recent Relationship Team meeting at 
which the CQC had confirmed they were assured of the Trust’s robust processes and 
that the Trust learned lessons and implemented change. 
 
A question was asked regarding non-clinical staff, particularly estates and facilities staff, 
and whether there was a risk around this function to reduce the infection prevention and 
control risk.  Mrs C Silcock advised that there was no individual committee or oversight 
specifically relating to non-clinical staff rather a work stream had been introduced to look 
at safe working practices for all Trust staff.  In addition, it was recognised work on 
infection prevention and control had been required early on and all Trust employees had 
been included in appropriate training at the onset of the pandemic.  Significant 
communications had been issued on the Trust Intranet and social media platforms to 
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look at how all staff could contribute to the control of infection by going back to basics 
and actions had been taken following engagement with the estates team.  Reference 
was also made to the Trust’s philosophy of Always Safety First which was cascaded 
across all staff, not just clinical areas. 
 
Mrs A Pennell, as Chair of the Safety and Quality Committee, noted that both this report 
and the previous infection prevention and control annual report, had been presented and 
scrutinised at the meeting on 26 June 2020, changes identified at that meeting had been 
included and an update on the self-assessment would be presented to the September 
Committee meeting. 
 
Resolution: 
 

• The Board received the report and noted the content of the self-
assessment against the NHS publication and mitigating actions. 

• The Board noted the feedback from the Care Quality Commission on 
assurance of the infection prevention and control board assurance 
framework. 

• The Board noted the paper had received scrutiny at the Safety and Quality 
Committee meeting on 26 June 2020. 

• The Board approved the plan for the Safety and Quality Committee to 
receive a further update in September 2020 on adherence to the framework. 

 
147/20 Safeguarding annual report 2019/20 
 

A copy of the safeguarding annual report 2019/20 had been circulated with the agenda 
and Mrs C Silcock provided an overview of the contents for information.  It was noted 
that the report had previously been presented to the Safety and Quality Committee on 
26 June 2020.  Mrs C Silcock highlighted a number of key points as outlined within the 
executive summary and advised that the Mrs A Pennell, as Chair of the Safety and 
Quality Committee, had attended a couple of Safeguarding Operational Group (Adult 
and Child) meetings during the year.  In summary, it was noted that safeguarding was 
highly complex and significant improvements had been seen during the year particularly 
around the Mental Capacity Act and Deprivation of Liberty Safeguards; increased 
partnership working; and development of a number of innovative tools being used 
externally which had recently received positive feedback from the CQC.  The 
safeguarding team was not complacent and whilst the report described a successful 12 
months, the team recognised the need for further improvement work which would be 
progressed in 2020/21 utilising the Always Safety First methodology. 
 
Mr J Whitaker noted that incidents of self-harm were increasing and asked whether 
there was particular focus to address this jointly with partners, such as Lancashire and 
South Cumbria NHS Foundation Trust.  Ms S Cullen confirmed that joint meetings were 
being held to address the position and at last week’s safeguarding meeting it had been 
noticed that self-harm had increased in general.  Mitigation was being looked at and 
whether enough controls were in place and all partners were around the table so the 
increase in self-harm had been recognised.  In response to a question from Ms K Smyth 
regarding whether patient and service users were involved in Safeguarding Board 
meetings, Ms S Cullen explained that whilst there was no specific representation on the 
Safeguarding Board, information was provided from patient experience, feedback 
gathered from patients through the STAR framework and Trust members’ comments 
and case studies were presented to the Safeguarding Board along with actions taken. 
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Mrs T Whiteside noted that some adjustments had been made to safeguarding training 
due to the Covid pandemic through the introduction of e-learning and asked whether any 
other changes had been made, such as for elderly patients who would normally have a 
family member to support them which was not possible at the moment due to current 
restrictions.  Ms S Cullen explained that a range of reports were interwoven, for example 
the infection prevention and control report provided evidence on actions taken for 
vulnerable patients including how the Trust communicated with families.  A Family 
Liaison Officer role had been introduced and other elements had been built into the 
Patient Experience and PALS service, for example communications with family 
members.  Whilst the Trust had restricted visiting, allowances had been made for 
vulnerable patients, for example patients with a learning disability, so some adjustments 
had been made.  In response to a question regarding patients not yet admitted to an 
inpatient bed who may be classified as a vulnerable patient, Ms S Cullen confirmed the 
Safeguarding Team and Mental Health Matron provided daily in-reach to the Emergency 
Department so vulnerable patients were supported. 
 
Mrs K Partington noted the report was comprehensive and provided a significant amount 
of detail.  Attention was drawn to page 22 and the reference to perinatal mental health 
and in 2019 the Trust undertook a retrospective audit with only 50% assessment with a 
positive response.  It was recognised that people may have refused further assessment 
and Mrs K Partington asked if an audit was planned in future whether, at the start of the 
audit, patients who refused or declined further assessment could be identified.  Ms S 
Cullen confirmed this would be further explored if an audit was undertaken in future. 
 
Resolution: 
 

• The Board received the report, noted the contents and the points made 
during discussion and confirmed it was assured of the safeguarding 
arrangements in place within the Trust. 

 
148/20 Serious case review annual thematic review 2019/20 
 

A report on the serious case review annual thematic review had been circulated with the 
agenda providing a high level overview of Level 3 Strategic Executive Information 
System (StEIS) serious incident investigations reported to StEIS between the period 1 
April 2019 and 31 March 2020.  Details of the incidents had been presented throughout 
the year at the monthly Safety and Quality Committee meetings and in future greater 
granularity would be provided to the Committee with focus on delivery of actions and 
learning from incidents with a report produced on a quarterly basis as agreed at the 
Safety and Quality Committee meeting on 29 May 2020.  Ms S Cullen provided an 
overview of the key highlights in the report as detailed in the executive summary noting 
the report had been scrutinised at the Safety and Quality Committee on 26 June 2020 
when assurance had been provided on the management of serious incidents. 
 
A query was raised regarding how the Trust compared with local peers in terms of the 
number and types of incidences and how prescriptive the criteria was for serious 
incidents.  Ms S Cullen explained it was not possible to benchmark with peers as data 
was not published in any usable format.  However, it was noted that the Trust was not 
flagging as an outlier and was in the top 20% in the country of reporters of serious 
incidents which was seen as good practice.  In respect of the criteria for serious 
incidents, Ms S Cullen agreed to share with Board members the national document 
outlining the criteria. 
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Resolution and action: 
 

• The Board received the report, noted the contents and confirmed it was 
assured on the management of serious case incidents. 

• Ms S Cullen to share with Board members the national document outlining 
the criteria for serious case incidents. 

 
149/20 Safe working practices report 
 

A report had been circulated with the agenda providing the outcome of the Trust’s risk 
assessment against the Covid-secure standards issued by the Government earlier in the 
year to assist with employer and employee understanding of how to work safely during 
the pandemic.  The guidance outlined the requirement to carry out a risk assessment in 
order to decide what actions would need to be taken including who was at risk, the 
control measures already in place and further actions required to control the risks. 
 
Mrs K Swindley explained that 14 guides had been issued the majority of which affected 
the Trust due to the variety of workplace settings within the organisation.  A safe working 
group was convened to look at each set of guidance notes and a checklist was 
produced to ensure compliance with safety and security in all areas.  The framework 
was developed into a Trust-wide assessment, the report provided the initial findings and 
the information would be assessed as part of an ongoing process and as the position 
changed.  The key findings were detailed in the report with a number of areas of good 
practice identified.  However, it was recognised some areas required focus and actions 
had been agreed, in the main relating to enhanced cleaning in public and non-clinical 
areas and guidance on the use of paper towels which had recently changed and would 
be worked into the risk assessment, and the Trust would continue to promote safe 
working standards.  One of the main changes introduced due Covid was enabling 
people to work in a more agile way, this would continue as long as safe working 
guidelines were in place and a longer-term strategy for agile working would be 
developed.  It was confirmed that any new guidance would be reviewed against the risk 
assessment and compliance actions agreed where required.  Costs associated with 
complying with the guidance were included within the report which would be reviewed in 
six months and regularly monitored as changes to the guidance were introduced. 
 
Mrs T Whiteside asked whether any staff feedback had been provided about feeling safe 
at work and if any areas of concern had been raised outside the guidance.  Mrs K 
Swindley advised that a pulse survey had recently been undertaken with staff and 
qualitative feedback had been received which would be taken through the Workforce 
Committee.  Every area of work had been assessed as part of the risk assessment, 
there had been some issues raised regarding application and consistency of agile 
working and some themes around minor improvement work, for example installation of 
Perspex screens where there had been a delay in the supply chain so this had impacted 
on the ability to comply within the guidance in this respect.  Individual risk assessments 
had also been undertaken and the report covered all groups of staff. 
 
Resolution: 
 

• The Board received the report, noted the contents of the risk assessment 
and ongoing work that would be undertaken as further guidance was 
issued and confirmed it was assured of the arrangements in place to 
ensure workplaces across the Trust were Covid-secure. 



15 

150/20 Integrated performance report as at 30 June 2020 
 

A copy of the integrated performance report as at 30 June 2020 had been circulated 
with the agenda and Ms F Button provided an overview on key performance indicators 
aligned to Our Big Plan as detailed in the executive summary. 
 
It was noted that a scorecard risk assessment matrix had been added at the front of the 
report (pages 8 to 10) providing an at a glance view of the position in relation to 
consistently delivering excellent care.  During the reporting period urgent care 
performance was slightly down (88.86%).  There were a number of factors impacting on 
achieving the performance target, including the increase in attendances at the 
emergency department and in July the activity position had more or less returned to pre-
Covid levels.  There had been an increase in emergency levels and stranded beds had 
been lost due to the need for increased infection control procedures which had delayed 
people in the Emergency Department to above four hours to ensure safe allocation of 
beds.  It was noted that two medical wards were out of commission therefore there was 
a reduction in the bed estate.  A CT scanner had also been inoperative during June 
which had caused delays in progressing diagnostics in the Emergency Department.  
Some immediate actions had been put in place and additional empty space had been 
identified on the Day Case Ward allowing 10 beds to be introduced as an escalation 
area.  Plans for a further 26 beds were currently being worked up with the intention that 
these would be introduced in October.  Longer-term the Trust had submitted capital bids 
to support winter pressures and these were being considered at the moment.  Along 
with Ms S Cullen and the nursing team, a review had been undertaken to support 
reopening stranded beds and the infection control team had been helpful in supporting 
this work.  As mentioned earlier, attendance levels in the Emergency Department were 
increasing with 90% attendance levels reported during July. 
 
In respect of the referral to treatment (RTT) and elective positions, a number of 52-week 
waiters had been identified and a recovery plan had been developed across the 
Integrated Care System (ICS).  Clinical harm reviews were being undertaken by all 
teams, the Trust was part of the ICS recovery programme and continued to use the 
independent sector where appropriate although 52-week waiters would continue to be a 
risk.  The position in relation to cancer was described and it was noted there was a 
backlog of patients and the 62-day standard would not be met currently but there was 
priority focus on recovery plans for those patients.  Additional capacity in the 
independent sector had been identified for breast cancer patients.  The Trust had also 
received an offer of the use of a second robot free of charge for six months to assist with 
and support the 62-day cancer pathway. 
 
Reference was made to costs for additional domestic staff and whether these were 
aligned to the Covid budget allocation.  Mr J Wood confirmed these were ongoing costs 
recognised by the Government so the Trust should be able to recover the costs from 
Covid funds.  It was noted that Covid financial arrangements would be extended through 
to month 6 (September 2020) but finances from October 2020 to March 2021 were not 
yet clear.  The Department of Health and Social Care was being made aware of the 
challenges but there were multiple issues to consider in relation to budget pressures.  
Reference was made to recent discussions at a continuous improvement huddle where 
the issue of scanners was raised and Mr J Whitaker asked whether a broader solution 
was required in relation to scanners.  Mr J Wood advised that most systems had 
recognised problems with sufficient scanning capacity and as the Trust did not have 
additional resources it was trying to get the best efficiency out of current CT stock. 
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Professor P O’Neill referred to the national narrative which related to a recovery plan 
which would align to improvement work.  In terms of scheduled work, diagnostics and 
cancer the position was still deteriorating with patients waiting so it seemed to be more 
about a holding position rather than recovery.  There was no sense of when the waiting 
lists, in the short-term, would stop increasing and there would be a recovery or 
improvement.  Ms F Button explained that the Trust was working through restoration 
plans at the moment to aid the recovery piece.  A phase 3 letter had recently been 
received outlining expectations for restoration and recovery and scenarios would be 
developed around the guidance to predict the Trust’s position at the end of the year.  
However, it was emphasised that there were significant pressures in the system. 
 
Resolution: 
 

• The Board received the report, noted the contents and the key highlights 
provided within the executive summary and acknowledged that respective 
reports were scrutinised in detail by associated Committees of the Board. 

 
151/20 Covid-19 response update 
 

Ms F Button provided an update on progress with arrangements from phase 2 to phase 
3 restoration and recovery plans and acknowledged the hard work of clinical and non-
clinical staff to contribute to this work whilst also ensuring delivery of current services.  
An overview was provided of the number of Covid-19 patients occupying hospital beds 
which had reduced to ten patients from 133 in April and the Critical Care Unit had seen 
only one or two patients during July.  It was noted the Trust was working collaboratively 
with primary care colleagues on the restoration and recovery plan. 
 
As mentioned earlier, the Emergency Department was starting to see patient 
attendances increasing to pre-Covid levels.  Emergency Department activity was now 
back to 95% and the Major Trauma Ward had returned to pre-Covid occupancy levels.  
Easing of lockdown was being seen and the impact of the reduced bed base was putting 
pressure on the system.  There had been a significant reduction in day case activity 
which was reporting at 25% and work was being undertaken to look at restoration plans 
in relation to the waiting lists.  It was noted there were three pillars the regional team 
would be working on, i.e. restore, prepare, transform and the Trust would frame plans 
around those themes. 

 
152/20 GMC revalidation report 2019/20 
 

A copy of the medical revalidation annual report 2019/20 had been circulated with the 
agenda and Dr G Skailes provided an overview of the contents as detailed in the 
executive summary. 
 
It was noted that the annual report followed the format prescribed by the NHS England 
Revalidation Team.  The Trust had 573 doctors, 504 of which were due an appraisal in 
2019/20.  A total of 486 doctors (96%) had a completed appraisal between 1 April 2019 
and 31 March 2020; 17 doctors had an approved ‘missed or incomplete’ appraisal; and 
one doctor had an unapproved ‘missed or incomplete’ appraisal.  The report 
demonstrated an increased number of completed appraisals when compared to the 
previous year and a decreased number of approved ‘missed’ appraisals, due in part to 
the introduction of priming appraisals for doctors new to appraisal. 
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Changes introduced over the last 12 months were highlighted, including priming 
appraisals for doctors new to the NHS to agree their development plan; replacement of 
the in-house appraisal system with a nationally approved medical appraisal system 
which provided enhanced focus on the quality of appraisals; some changes introduced 
due to the Covid pandemic; and reduction in the requirement for organisational reports.  
It was noted that the requirement for an annual organisational report to be submitted in 
April had been cancelled, however figures had been included in appendix 2 of the report 
showing overall compliance with appraisal.  One action relating to self-assessment 
against the GMC governance handbook should have been completed in-year however 
this had not been possible and it was planned that this action would be completed by 
October this year. 
 
It was noted that the pandemic had resulted in a pause in revalidation and appraisal of 
doctors so it was expected that the report for next year would show a very different 
position.  However, there were a number of actions and developments planned for 
2020/21 including formalising arrangements for peer appraisals; increase in number of 
appraisers; and development of a quality assurance report detailing processes and 
actions around responding to concerns about doctors which would be reported through 
the Workforce Committee. 
 
Professor P O’Neill commended the report which clearly showed improvement from last 
year’s position.  The picture regarding doctors and revalidation was understood however 
a question was raised regarding whether there had been a negative impact on the 
revalidation cycle for nurses.  Ms S Cullen advised that there was 100% compliance with 
nurse revalidation and this had now been removed from the risk register.  A three month 
extension for nurse revalidation had been introduced and a number of colleagues had 
not completed revalidation due to the pandemic.  However, robust workforce procedures 
were in place around nurses who had not been revalidated and those nurses were 
stopped from practicing until such time as revalidation had been completed.  Mrs K 
Swindley added that an assessment had been presented at the last Workforce 
Committee meeting against Mersey Internal Audit Agency good governance guidance 
which included all requirements in respect of revalidation and the Trust was fully 
compliant against all conditions. 
 
Mr J Whitaker referred to some medics deciding not to be appraisers or some medics 
stepping down as appraisers and asked whether that choice was available.  Dr G 
Skailes explained that every doctor must undergo an annual appraisal.  Appraisers 
received additional training to provide high quality appraisals and must commit to a 
minimum of four appraisals per annum as well as undertaking regular training to 
maintain their skills. There were a number of reasons why medics chose to step down 
as an appraiser and it was not a mandatory requirement of their role or contract. 
 
Mr J Whitaker drew attention to section 4.4 and confirmation that the system for 
responding to concerns about a doctor was not currently formally presented to a 
Committee of the Board.  Mr J Whitaker advised the Board that he had met with Dr G 
Skailes to look at the information and noted that the concerns about a doctor did not 
relate to capability rather conduct which supported the proposal to report the information 
to the Workforce Committee as opposed to the Safety and Quality Committee. 

 
Resolution: 
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• The Board received the report, noted the contents and confirmed it was 
assured regarding the processes in place for medical revalidation and 
appraisal. 

• The Board approved the annual statement of compliance contained in 
section 7 of the report. 

 
153/20 Our Big Plan delivery targets 
 

A report had been circulated with the agenda containing further information on Year 3 
metrics aligned to Year 2 changes on the Big Plan delivery targets and analysis was 
contained within the appendix to the report. 
 
Mrs K Swindley emphasised the need to acknowledge there had been significant 
disruption to delivering the Big Plan this year and delay in the schedule for publishing 
the Big Plan in line with the strategic planning framework due to the impact of the 
pandemic.  In addition, significant progress had been made in terms of development of 
the ICS and ICP which would impact on the Trust strategy going forward.  It was noted 
that in September the Big Plan would be reviewed and Mrs K Swindley suggested a 
significant review be undertaken this year to publish a revised strategy starting with Year 
1 in acknowledging the significant changes due to Covid, the integration agenda and the 
expected announcement on how systems will work in the future.  It was suggested that a 
significant review of Year 1 would be undertaken in September with views from 
Governors, including their constituents, and involvement of Committees of the Board, all 
of which was outlined in the Big Plan refresh contained in appendix 2.  There would also 
be a need to ensure staff were aware of the requirements for this year due to the 
changes.  In summary, the Board was being asked to agree Year 2 metrics; approve the 
timelines and process within the report; and agree convening a Strategy Board or space 
in the corporate calendar to undertake quality discussions on strategy going forward. 
 
Mrs T Whiteside thanked Mrs K Swindley and her team for the additional work that had 
been undertaken on the Big Plan delivery targets to contextualise the impacts of Covid 
on the plan confirming she was supportive of the proposals, particularly around space 
required for strategy discussions. 
 
Mrs A Pennell confirmed broad support for the approach on refreshing the Big Plan and 
the proposed engagement plan but asked for additional information regarding the 
quarterly Strategy Board, who it would involve and how it would link to the Board of 
Directors.  Mrs K Swindley felt that the Strategy Board should be made up of all 
members of the Board of Directors and should not be seen as a Committee of the 
Board.  The question was whether the Board of Directors would want a separate 
meeting or incorporate discussions into current Board meetings although it was 
recognised that Board agendas were already extensive.  The question being asked of 
the Board today was to agree, in principle, to carve time into the calendar for strategy 
discussions.  Mrs A Pennell felt that strategy discussions should be incorporated into the 
current schedule as opposed to creating a separate meeting and supported the 
approach whilst recognising the extent of the current Board agendas.  In relation to the 
extensive Board agendas, Ms S Cullen felt consideration needed to be given to rapidly 
responding to the requirements of the Board, providing an example that iterations of the 
Big Plan delivery targets had now been presented to the Board on three separate 
occasions taking up significant space on the agenda. 
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In terms of the ICS/ICP and alignment of metrics, plans, etc., Mr J Whitaker asked 
whether the Board needed to be aware of any plans, such as what was measured and 
what would be helpful at ICS/ICP level.  The Chair noted the whole environment was in 
flux at the moment and whilst there was a draft ICS strategy there would be a need to 
take stock on the changes due to be announced which may involve some significant 
change in structure for the NHS.  A degree of flexibility would be important as strategies 
were aligned with the ICS/ICP.  Mrs T Whiteside asked whether there was an approved 
publication that could be circulated bearing in mind the ICS only had a draft strategy in 
place.  Dr G Skailes advised that the clinical strategy was at an early stage and needed 
more work before it could be circulated.  It was agreed that Mrs K Partington would pick 
up the status of the ICS strategy outside the meeting. 
 
Resolution and actions: 
 

• The Board received the report and approved the metrics for Year 2 of the 
Big Plan and the process and timescales for a full refresh of the Big Plan. 

• The Board recognised the need for quarterly strategy discussions and 
would pick this up outside the meeting. 

• Mrs K Partington to pick up the status of the draft ICS strategy outside the 
meeting. 

 
154/20 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.  The report identified that the NHS England Stage 2 
Gateway Assessment process had been initiated and was due to be completed around 
the end of September.  Contingent on a favourable assurance outcome and the decision 
of the Our Health Our Care Joint Committee, a public consultation could take place.  
Next steps were included in the report along with the progress towards developing 
consultation materials ahead of any public consultation. 
 
Mr J Pawluk referred to work being undertaken to plan for consultation to ensure 
readiness for meaningful consultation particularly around potential large scale meetings.  
A number of approaches would be taken including on-line seminars, hearings, focus 
groups, pop-up events, and interactive videos to ensure socially distant consultations 
could be held but the team was also looking at more traditional consultation methods to 
ensure inclusivity.  It was expected there would be a 14-week consultation period with a 
two week suspension period over Christmas and the New Year.  A statutory consultation 
would also be held with the Health Scrutiny Committee to receive comments on the 
proposal under consideration. 
 
Mrs T Whiteside referred to direct consultation with Trust staff and members and 
whether this was part of the plan.  Mr J Pawluk confirmed that the plan included 
Governors and members who were all seen as important stakeholders so specific 
targeted sessions would be arranged along with specialty-level engagement and 
engagement with other partners in the ICP as key strands of the plan.  In response to a 
question regarding the Trust’s readiness, it was noted that the decision business case 
would not be developed until summer 2021 as the intention was to develop a plan up to 
and including 2025. 
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Mrs K Partington mentioned that if consultation was activated this autumn then most of 
the consultation would be undertaken remotely or through technological means and 
asked whether consideration had been given to what mechanisms would be used to 
consult with hard to reach groups and whether those groups had been identified.  Mr J 
Pawluk advised that essentially any consultation at the moment would be undertaken 
predominantly online although not exclusively.  As part of the plan, printed materials for 
the public would be developed and arrangements would reach out to specific groups 
including equality and protected characteristic groups, along with community locations 
where people gather.  The consultation plan would be available in the public domain and 
market research on selected demographics would be undertaken to run through the 
principles and plan for consultation.  During discussion it was agreed that the plan for 
consultation would be shared with the Board of Directors.  Mrs K Partington also 
suggested that the consultation plan should be shared with Governors who represent 
the electorate as they would be a good source to identify any groups not included within 
the plan. 
 
Resolution and actions: 
 

• The Board received the report and noted the contents and points made 
during discussion. 

• Mr J Pawluk to forward the consultation plan for circulation to the Board of 
Directors and Governors who would identify any groups not included 
within the consultation plan. 

 
155/20 Continuous Improvement update 
 

A report had been circulated with the agenda providing a comprehensive update on 
progress of the pathway level improvement programmes being facilitated by the 
Continuous Improvement (CI) team as part of the Flow Coaching Academy programme 
and Mrs A Brotherton provided an overview of the contents for information. 
 
The report provided a detailed update on the work undertaken in each of the current Big 
Rooms; (colorectal cancer; frailty; inflammatory bowel disease; and sepsis).  A synopsis 
of the evaluation of Year 1 of the Flow Coaching Academy programme was presented 
along with the appendices which presented a CI storyboard for each of the Big Rooms.  
An overview of the work completed to date and an outline plan for the launch of the local 
Lancashire and South Cumbria Flow Coaching Academy was also presented for 
information.  A synopsis of progress made in the system and local level programmes 
was outlined, together with an overview of the work undertaken to support divisional 
level improvement projects and training and education to build improvement capability 
across the organisation.  The paper concluded with a summary of the key next steps 
which would be the focus of the next phase of CI work. 
 
Mr J Whitaker referred to Covid-related CI initiatives mentioning that anecdotally he 
heard lots of initiatives were being undertaken around changed ways of working and 
asked whether the right framework was in place to pick up and develop the initiatives.  
Mrs A Brotherton advised on her involvement with a large range of the Covid 
improvements which required CI methodology and the information would be collated and 
included as an appendix in the next report to the Board. 
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In response to a question regarding how outcome measures would be shared with the 
Board in future, Mrs A Brotherton referred to close working with the Business 
Intelligence Team to finalise the design of how progress would be tracked through 
Smartsheet.  The design template had now been finalised and data had started to be 
uploaded so progress with the CI programme would be tracked in future and the 
outcome measures shared with the Board. 
 
Mrs A Brotherton referred to a communications plan that had been developed on CI, 
work would be seen across the walls in the hospitals and would also be published 
virtually.  Mrs A Brotherton committed to including the communications plan in the next 
report to the Board. 

 
Resolution and action: 

 
• The Board received the report and noted progress made in the design and 

delivery of the pathway level continuous improvement programmes in the 
organisation and preparations to launch the local Flow Coaching Academy. 

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

• Mrs A Brotherton to 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. 

 
156/20 Strategic risk register  
 

A report had been circulated with the agenda providing an overview of the Risk Maturity 
Project and work undertaken to develop and refine the strategic risk register that informs 
the board assurance framework.  The report also detailed those risks that may 
compromise the achievement of the Trust’s high level strategic objectives.  It was noted 
that a Board Workshop was held in June where revised strategic risk records aligned to 
the strategic aims and ambitions were agreed.  Six strategic risks were developed and 
were presented for review in June and July to Committees of the Board to which each 
risk was aligned.  The six strategic risks were identified as: 
 
1. Risk to delivering the strategic ambition of Consistently Delivering Excellent Care 
2. Risk to delivering the strategic ambition of Delivering Value for Money 
3. Risk to delivering the strategic ambition of Being a Great Place to Work 
4. Risk to delivering the strategic ambition of Being Fit for the Future 
5. Risk to delivering the strategic aim of Providing a Range of the Highest Standard of 

Specialised Services across Lancashire and South Cumbria 
6. Risk to delivering the strategic aim of Delivering World Class Education, Training 

and Research 
 

A copy of the board assurance framework was included in appendix 1 and full details of 
the controls, assurances, gaps and actions being undertaken to mitigate the strategic 
risks were included in appendix 2.  It was noted that the report was the first iteration of 
the board assurance framework and strategic risks that the Trust had presented 
publically, demonstrating strengthened transparency, upholding the values and 
principles of the NHS Constitution and the ongoing governance maturity of the 
organisation. 
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The Board recognised the significant work that had been completed to develop the 
strategic risk register with input from Board members, respective Committees of the 
Board, Governors and the Trust’s Governance Team to develop a clear strategic risk 
portfolio. 
 
Mrs T Whiteside referred to the agreement at the recent Finance and Performance 
Committee meeting that communications and engagement would be included in the 
actions within the Fit for the Future risk but this did not appear in the report.  Dr G 
Skailes noted that the action was being picked up however there was a timing issue and 
the information would appear in the next report to the Board. 
 
Discussion was held regarding the next level of work on the strategic risk register.  It 
was intended to undertake a review in the next 12 months to see if the Trust’s risk 
appetite was appropriate based on the level of exposure of risk and continue to sharpen 
the risks and provide the appropriate level and depth of reports at Committee meetings.  
Most of the work would be around strengthening risk descriptions, what was reported 
and whether the register was fit for purpose or operating outside of risk aspiration and 
the Trust controls.  Mrs K Swindley noted that one issue signalled in the Big Plan refresh 
was a review of the aims which would trigger a review of the strategic risks as part of 
that process. 
 
In response to a question from Professor P O’Neill regarding how the Trust compared 
with peers on risk, Mr D Pilsbury noted that the Trust was advanced on risk maturity 
therefore it would be difficult to compare with peers.  Information was shared with other 
organisation but there was limited or no information provided in return.  Mrs K Partington 
noted this was the first time the strategic risk register had been presented in the public 
domain and commended the good piece of collective work undertaken by the Board.  In 
terms of what the strategic risk register had meant for divisions it had highlighted how 
they were involved, understood and managed risk and the report was a real Board to 
Ward example of a golden thread throughout the organisation. 
 
Mrs K Swindley referred to discussions at the last Education, Training and Research 
Committee meeting when some significant risks had been identified and a more detailed 
report would be presented at the next part II Board of Directors’ meeting due to the 
nature of some of the information to be presented which was commercially sensitive. 
 
Resolution and action: 
 

• The Board received the report, noted the contents and approved the six 
strategic risks. 

• The Board noted 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. 

• The strategic risks would be reviewed as part of the Big Plan refresh and 
further work would continue on operational risks. 

• A report would be presented to the part II Board meeting on significant 
risks in relation to education, training and research. 

 



23 

 
157/20 Risk Management Strategy 
 

A copy of the updated risk management strategy 2020-23 had been circulated with the 
agenda for approval.  Mr D Pilsbury noted that various improvements had been made to 
the document which outlined clear accountabilities and processes on risk management 
from an internal audit perspective.  The strategy would be refined over the next six 
months to improve elements of the document in relation to controls across the Trust and 
where assurance markers were landing.  The Governance Team would be working with 
the Council of Governors over the next few weeks to identify their role in the risk 
management strategy and recognising the good work they already undertook, such as 
supporting the STAR framework. 
 
Resolution: 
 

• The Board received the report, noted the contents and approved the risk 
management strategy 2020-23 as presented. 

 
158/20 Constitutional Review – Appointed Governor representation 
 

A report had been circulated with the agenda recommending amendment to the 
Constitution to allow for Appointed Local Authority Governors to identify a substitute 
Appointed Governor to attend meetings on their behalf.  It was noted that the Council of 
Governors considered the recommendation at its meeting on 30 July 2020 and 
unanimously approved the amendments to the Constitution. 
 
Mrs T Whiteside was comfortable with the proposed change to the Constitution, in 
principle, in relation to Appointed Governor representation.  However it was noted that 
the Appointed Governor was an elected official although the report did not include any 
information on who the substitute would be or any minimum expectations for attendance 
at meetings, for example 75% attendance by the Appointed Governor.  Mr D Pilsbury 
acknowledged the point and agreed that the description and requirements within the 
report could be strengthened but the important point would be approving the proposal 
for substitute representation from Local Authorities as important key stakeholders.   
 
During discussion the Board approved the approach and suggested that the Council of 
Governors pick up a discussion at their next meeting to provide a view on the level of 
substitute Local Authority representation and any minimum requirements for attendance 
at Council of Governor meetings.  The Board agreed that the amendment could be 
signed off by the Council of Governors without the need to revert to the Board as the 
Constitution amendment had been approved. 
 
Resolution and action: 
 

• The Board received the report, noted the contents and approved the 
changes to the Constitution in respect of the appointment of substitute 
Governors for Local Authorities. 

• 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. 
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159/20 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 18 June 2020 – there was nothing further to add to the report 

narrative. 
 

(b) Charitable Funds Committee on 16 June 2020 – Mr G Rossington confirmed there 
was nothing further to add to the report narrative. 

 
(c) Education, Training and Research Committee on 9 June 2020 – Professor P 

O’Neill reiterated the risk around education, training and research due to the impact 
of Covid and further discussions would be held at the October part II Board meeting. 

 
(d) Finance and Performance Committee on 23 June and 21 July 2020 – Mrs T 

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

(e) Safety and Quality Committee on 26 June and 31 July 2020 – Mrs A Pennell 
noted a typing error on 12.4(e), page 2, confirming that SART should be amended to 
STAR. 

 
(f) Workforce Committee on 14 July 2020 – Mr J Whitaker advised that the 

Committee had recognised the significant work undertaken by the Workforce Team 
to recruit and appoint a range of staff to manage the Covid-19 pandemic.  The 
Committee had approved the WRES and WDES reports which needed to be 
published by the end of July, copies of which were included in the Board papers for 
information. 

 
160/20 Reports for information 
 

The following reports had been circulated with the agenda and the contents were noted 
for information: 
 
(a) Governor activity report 
(b) Maternity and Neonatal Services update including CNST 
(c) 2019/20 Annual Report, Quality and Financial Accounts – laid before Parliament 
(d) Workforce Racial Equality Standard (WRES) report 
(e) Workforce Disability Equality Standard (WDES) report 
(f) Legal and regulatory bulletin 

 
161/20 Date, time and venue of next meeting 
 

The next meeting of the Board of Directors will be held on Thursday, 1 October 2020 at 
2.00pm using Microsoft Teams.  

 
 
 
Signed: ______________________________ 
 Chair 
 
Date: ______________________________ 
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Action log: Board of Directors (part I) – 6 August 2020 
 
  
 
 

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

1. 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 

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. 

2. 142/20 6 Aug 2020 
Chief Executive’s report – arrangements to be made 
for Non-Executive Directors to receive calendar 
invitations to Fab Feedback Friday events. 

K Partington Immediate 
Completed 
Update for 1 October 2020 – calendar 
invitations sent to Non-Executive Directors. 

3. 148/20 6 Aug 2020 

Serious case review annual thematic review 2019/20 
– the national document outlining the criteria for 
serious case incidents to be circulated to Board 
members. 

S Cullen 1 Oct 2020 

Completed 
Update for 1 October 2020 – Circulated to 
the Board 

4. 153/20 6 Aug 2020 
Our Big Plan delivery targets – the status of the draft 
ICS strategy to be picked up with the ICS. K Partington 1 Oct 2020 Update for 1 October -  

5. 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 1 Oct 2020 

Update for 1 October 2020 – Update report 
included on this agenda. 

6. 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 

Update for 1 October 2020 – Report included 
on this agenda 



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

7. 156/20 6 Aug 2020 
Strategic risk register – report to be presented to the 
part II Board meeting on significant risks in relation to 
education, training and research. 

K Swindley 1 Oct 2020 
Completed 
Update for 1 October 2020 – report included 
on the part II Board agenda. 

8. 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 ACTIONS (for information) 
 

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

 



 
 

 
 

Trust Headquarters 

Board of Director’s Report  

  
Chairman’s Report 

Report to: Board of Directors Date: 1 October 2020 

Report of: Chairman of the Trust Prepared by: 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 by the Chairman 
throughout August and September 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. 
 

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 by the Chairman since the last 
report to the Board and of key issues to draw to the Board’s attention. 

1.2 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. 

2. Chair’s attendance at meetings 
 
2.1 Due to the ongoing situation in relation to Covid-19, all external meetings or visits requiring attendance 

in person were either stood down or postponed.   
 
3. Items discussed in Part II of the Board meetings held on 6 August 2020 
 

The following items were discussed at the part II Board meeting on 6 August 2020 and a brief resume of 
the discussion on each item is provided for information: 

 
3.1 Resilience and Response: 9 Segment Plan – the Board received a report providing assurance on 

actions in relation to recovery and resilience planning within the Trust in line with the 9 segment plan. 
 
3.2 Lancashire Hospitals Pharmacy Limited – the Board received an update on work relating to 

Lancashire Hospitals Pharmacy Limited. 
 

3.3 Ophthalmology scheme: Guaranteed Maximum Price (GMP) – the Board received and approved a 
GMP and entry into a contract under the NHS ProCure 22 framework to commence construction of the 
new Ophthalmology unit at Chorley and South Ribble Hospital. 
 

3.4 External investigation – the Board received a detailed report on the outcome of an externally 
commissioned investigation and was assured that all necessary steps had been taken to thoroughly 
investigate the concerns raised.  The Board also approved the action plan created in response to the 
recommendations within the report. 

 
3.5 Board development plan – the Board discussed progress with arrangements for scheduling the 

development sessions outlined in the Board development plan and progress with the Non-Executive 
Director appraisal and 360 degree process.  

 
3.6 Minutes of committee meetings – the Board received copies of minutes of the meetings of 

Committees of the Board for information. 
 
4. Shadow Board Programme 
 
4.1 I am delighted to announce that a number of our senior clinical, nursing and professional managers 

have recently commenced on the ‘Shadow Board Programme’.  The programme is facilitated by The 
Inspiring Leaders Network and aims to deliver the following objectives: 
 
• To develop directors/leaders of the future and help to bridge the gap between being a functional 

specialist and a corporate/system director. 
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• To increase knowledge, experience and sphere of influence of senior and strategic decision-
making. 

• Add value and challenge within the topics of conversation at Board level and to enhance cognitive 
diversity and decision-making. 

• To support talent management and succession planning within the organisation and across the 
system. 

• To create a network of experienced individuals to be stretched and support organisational and 
system leadership. 

 
A welcome briefing with Facilitators and Programme participants was held on 10 September 2020 and I 
chaired the first Shadow Board meeting yesterday.  Further meetings are planned for December 2020 and 
February 2021. 
 
I would like to join the Board in congratulating all participants and wishing them every success with the 
programme to develop their skills and knowledge as potential directors and leaders of the future. 

 
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. 

 



 
  

 
Board of Directors Report 

  

Chief Executive’s Report 
Report to: Board of Directors Date: 1 October 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. Novel Coronavirus  
 
The numbers of Covid cases in our local communities has continued to rise. The local authority of Preston has 
seen additional restrictions in place since 8th August and on 22nd September, Lancashire (excluding Blackpool) 
had enhanced measures implemented to halt the spread of the virus.  
 
On 21 September, the national alert level increased from 3 to 4, and over the last ten days, the numbers of 
Covid-19 cases with our hospitals have begun to increase. This is also the case for other Trusts within our 
local Integrated Care System (ICS). 
  
We remain prepared for the potential for a second wave and want to thank our staff for their continued efforts, 
and our local communities for their support and understanding. We are urging people not to become 
complacent and reminding our staff, patients and the wider public of the importance of ensuring that they 
continue to comply with the enhanced measures along with social distancing, use of face masks and hygiene 
guidelines.  
 
It has been well publicised that as part of our response to the pandemic, the Emergency Department at 
Chorley and South Ribble Hospital was re-configured to a 24/7 Urgent Care Centre service. This allowed us to 
provide focused care for seriously ill patients with Covid-19 at Royal Preston Hospital and to reduce the risk of 
cross-contamination across two sites. We made it clear that this was a temporary measure as part of our 
Covid-19 response. In July we announced that we were working towards an end of September re-opening 
subject to a number of assurances including safe staffing and levels of Coronavirus and an update was 
provided at our August Public Board meeting. 

On 21 September, Trust Board met to discuss progress and noted the significant work that had been 
undertaken by our staff over the last few months in relation to this. The CDH Programme Board had 
continued to meet weekly, led by the Chief Operating Officer and monitored the progress of the 
deliverables within each core work-stream including estates; clinical modelling; clinical pathways; 
workforce; and finance as well as  a number of enabling work streams including Infection Prevention 
Control (IPC), Information Technology (IT) and Communications and Engagement. 
  
All of the work-streams have remained on track for delivery throughout the programme of work with the 
exception of the recruitment of sufficient numbers of senior decision making doctors.  
 
Having considered all the evidence and the risks, including the rising numbers of Covid-19 cases the Board 
concluded that the Trust is not yet in a position to re-open the Emergency Department at Chorley and South 
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Ribble Hospital but should continue to work towards this as soon as it was safe to do so. This means 
continuing with the recruitment campaign and the booking of the agency staff and regular reviews of progress 
with our regulators. Progress will be discussed in detail and a further update provided to the Public Board 
meeting on Thursday 3 December 2020. Communication to key stakeholders including Governors, staff, MPs 
and members of the public has taken place and the statement on the website is available here.  

We were very pleased to recently welcome Katherine Fletcher, MP for South Ribble, for a socially distanced 
meeting with members of our Executive Team, who briefed her about the breadth and quality of the services 
we have on offer here. Katherine visited our Emergency Department (ED) and new Critical Care build at Royal 
Preston before travelling to Chorley to check progress on the building works at ED. The visit also welcomed 
leadership colleagues from NHS England’s regional team, giving them the chance to look around our facilities 
and better understand some of our challenges.  I would like to thank all staff members who were involved 
either in the visit or during the preparations – you did us proud!   

Visiting is now subject to local discretion by each individual health care Trust. With our local area under 
enhanced measures, we have, for the time being, focused on supporting visiting for those patients with 
additional needs only. This has seen changes to, Maternity Department, Children’s Ward, Children’s 
Assessment Unit, Neonatal Intensive Care Unit (NICU) and Adult Inpatient Wards / Departments. All 
restrictions are under regular review in line with Government guidance and are subject to change. 
 

 
3.     INFLUENCING THE LOCAL HEALTH AND SOCIAL CARE ECONOMY  

 
a.       NHS 111 First  

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

NHS 111 First will ensure that patients can access the clinical service they 
need, first time, both in and outside of hospital, with the convenience of a 
booked appointment or time slot. Importantly, it will help to reduce the risk of 
transmission of COVID-19 between patients and to staff by reducing 
crowding in waiting areas across services. With Blackpool currently trialling 
the service, our Trust is set to come on board in late November.   

b. Winter plan.    

We are working with our partners within the Integrated Care Partnership (ICP) and across the wider ICS to 
develop our winter plan and ensure that messaging and processes are consistent and set up to deliver the 
most effective care for communities living across Lancashire and South Cumbria. The winter plan will run from 
September 2020 until Easter 2021 and will raise awareness of health and care services available for residents 
in order to help them to stay as well as possible throughout the winter period and ensure that they can access 

https://www.lancsteachinghospitals.nhs.uk/latest-news/chorley-south-ribble-emergency-department-update-4884


  
 

4 

 
 

the right care, in the most appropriate setting and to make services as safe and accessible as possible. 
Clearly, this year the winter plan needs to take into consideration the coronavirus pandemic and we need to 
remain prepared, vigilant and able to adapt.  

Part of our winter planning is focused on encouraging as many patients as possible to utilise the video clinics 
that we are offering so that we can reduce the numbers of people needing to physically come into hospital. 
The virtual clinics also mean that appointments can continue, reduce any delays in treatment and provide 
convenience for our patients who can access their video appointment from anywhere. 

We are also creating a new community-based area within the former Avondale unit on the Preston site, to use 
over the winter period, which will be a therapy-led department focusing on rehabilitation to help patients who 
need support but don’t need acute medical care. It is hoped that this new pathway will deliver the care that 
patients need and help to prevent them ending up in a hospital bed requiring more acute care. The team are 
working hard to get this up and running and the aim is to start treating patients there from November. 

4.  

 

Consistently deliver excellent care 

 
a. World Patient Safety Day   
 

To celebrate world patient Safety Day 2020 (17th September 2020) we created a short celebratory film with 
ward teams and staff to promote and share the vast amount of improvement work that has been happening 
across the trust, promoting ‘Always Safety First’.  Particular congratulations go to our wards who are 
participating in our virtual Pressure Ulcer Collaborative who have achieved a 50% reduction in pressure ulcers. 

 
b. Our flu vaccination campaign is underway  

We are fast approaching the winter season, which also means flu season. 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. 
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.  

c. New Acute Frailty Unit  

We have opened a new unit at Royal Preston Hospital to trial specialist 
services for elderly and vulnerable people in Lancashire. The new Acute 
Frailty Assessment Unit has been set up with the aim of catering for frail 
patients and making sure staff have the right pathways, specialist skills and 
equipment to deliver tailored care of the highest possible standard. The unit 
provides specialist training in areas such as falls and pressure ulcer 
prevention, helping to get elderly and frail patients the care they need to 
return home or to care in the community and helps to get patients out of hospital sooner. To date, the pilot 
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has got off to an excellent start and I’d like to thank all members of staff involved in the project. We were also 
delighted to invite BBC North West Tonight to Royal Preston Hospital to see the new unit. You can watch this 
here. We also saw coverage from the Lancashire Post and Blog Preston.  

 

d. New Acute Frailty Unit  

Linked to World Patient Safety Day, The Trust rolled out an innovative patient bed moves tracker during 
September. Unfortunately, in the past, some patients have been moved multiple times between wards and 
this not only contributes to loss of function but also the spread of infections and a poor patient experience.  
Now, however, we have develop a prompt on Quadramed which flags if a patient has been moved three 
times. The aim is to reduce avoidable moves. So far there are rave reviews not only of the flag but also the 
information now available to make sure we learn lessons and change our practices to minimise harm. In one 
week there has been a huge reduction in how many patients have moved more than 3 times. I’d like to 
congratulate Barry Hale in IT and Annette Frodsham, patient bed flow manager, on a great job done! 

5.  

 

A great place to work 

 
 

a. Assistant Finance Director raises more than £700 

Our Assistant Finance Director, Richard Hogger, has raised more than £700 for the Lancashire Teaching 
Hospitals Charity by taking on a 100-mile bike ride of Lancashire and Cheshire. 

Richard had originally taken one of our Charity’s places in Ride London, set to happen in August. Due to the 
pandemic, the event was cancelled, but later re-launched as a virtual My Ride London 2020. This enabled 
participants to still take part in their personal challenge (in Richard’s case 100 miles) and raise funds for their 
chosen charity. 

You can read more, including Richard’s thoughts, on the intranet here, or check out this coverage by Preston 
Hub. Well done, Richard! 

 

b. Memorial Garden project at Royal Preston Hospital 

A proposed Memorial Garden at Royal Preston Hospital, aimed at 
providing a lasting tribute to lives lost, has been selected by Aviva to 
benefit from their community fund.  

Lancashire Teaching Hospitals Charity want to create a space for 
people to remember those who have given the gift of life, 
highlighting the importance of organ and tissue donation across the 
region, as well remembering those sadly lost throughout the Covid-19 pandemic. 

https://www.facebook.com/watch/?v=2743811922608678&extid=p3UgHrE8Gjrmyi0G
https://intranet.lthtr.nhs.uk/latest-news/richard-hogger-gets-on-his-bike-to-raise-money-for-the-trusts-charity-7234
https://theprestonhub.co.uk/2020/09/07/nhs-staff-member-completes-100-mile-bike-ride-raises-700-for-for-local-hospitals/
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The Aviva Community Fund celebrates and supports charities doing great work all over the UK, providing 
thousands of causes with funding, skills and resources to help them develop and innovate in this time of need. 
A big thanks to Chirs Greaves-Thomas and Paula Wilson who were interviewed by That’s TV Lancashire 
about the plans. Read more on our website. 

c. World Suicide Prevention Day 
 
Thank you to all those who joined in the 40 second silence recently to mark World Suicide Prevention Day 
to remember those we have lost including, sadly, colleagues. We have set up a range of support services 
and sessions to help our staff who are feeling down or experiencing suicidal thoughts and we have support 
available for Managers who are supporting staff with low mood and suicidal thoughts.  

 

6.  
 

 
Deliver value for money 
 
 

a. Opportunity to transform healthcare in the region takes a step forward 

In partnership with University Hospitals of Morecambe Bay NHS Foundation Hospital Trust (UHMBT), we are 
moving forward as part of the second phase of Government’s flagship Health Infrastructure Plan (HIP). We 
have agreed to work collaboratively to maximise seed funding and healthcare opportunities to develop 
infrastructure plans which will range in scale across the region. This initial funding comes to around £10m and 
is a substantial investment to enable a business case to be created to access significant ‘final funds’ which will 
include a new build hospital upgrade. The transformation will also provide residents and other service users 
with access to up-to-date facilities. 

HIP sets out a long-term, rolling five-year programme of investment in health infrastructure, including capital to 
build new hospitals, modernise primary care estate, invest in new diagnostics and technology, and help 
eradicate critical safety issues in the NHS estate. 

The funding identified in the HIP has been allocated to schemes in two parts, with us and UHMBT included 
within the second phase: 

• HIP1 (2020-2025) includes six new hospital projects that are sufficiently developed in order to get the full go 
ahead now, subject to business case approvals 

• HIP2 (2025-2030) includes 21 more schemes for 34 new-build hospitals, with seed funding provided now to 
kick-start schemes and allow Trusts to proceed to the next stage of developing their hospital plans (and 
related business cases) 

Whilst unconfirmed, the final funding is likely to be in excess of £1bn, to transform the health and wellbeing of 
everyone in the area, not just within hospitals. We want to use the final funding to transform the health and 
wellbeing of everyone in the area. Ultimately, we want to help people stay healthy and well and remain out of 
hospital wherever possible. 

https://www.youtube.com/watch?v=ZDW78oNBRYU
https://www.lancsteachinghospitals.nhs.uk/latest-news/memorial-garden-project-at-royal-preston-hospital-given-the-green-light-thanks-to-avivas-community-fund-4860
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Plans will be developed in partnership with each Trust workforce, local communities and partners over the next 
12 months with the aim of having outline initial proposals to consult on later in 2021. More information about 
the HIP can be found at https://www.gov.uk/government/publications/health-infrastructure-plan 

7.  

 

Fit for the future 

   
a. Learning from Covid-19 workshop  

Our Continuous Improvement team has recently held a ‘Learning from Covid-19 workshop’ which was looking 
at how we dealt with the initial virus outbreak, any lessons learned, how we should prepare for the possibility 
of second outbreak and what we would do differently in the future. This was a really good opportunity to reflect 
on and assess how we have been working over the last six months. More work is underway with teams across 
our organisation and with our clinical commissioning group (CCG) to ensure that we take action based on the 
lessons learned and make any changes that are needed. We will provide further updates as this work 
progresses. 
 

b. Launch of our Local Lancashire and South Cumbria Flow Coaching Academy 

We launched our local Flow Coaching Academy (FCA) on 8th September 2020 with a keynote presentation 
from Dr Tom Downes, Clinical Lead for Quality Improvement at Sheffield Teaching Hospitals, an overview of 
our approach to continuous improvement from our Director of Continuous Improvement and a superb 
showcasing of the work undertaken in our four Big Rooms from our coaches who graduated from the Flow 
Coaching Academy programme earlier this year. Our FCA faculty have now commenced teaching the year-
long FCA programme to 30 colleagues and over the next few months we will establish a further fourteen big 
rooms. 

c. Identification of Patient Safety Specialists 

In response to the NHS England/Improvement request for all Trusts to identify individuals with the right skills 
and experience to take on the role as a Patient Safety Specialist, three individuals have been identified within 
the Trust. The Deputy Medical Director and the Deputy Nursing, Midwifery and Allied Health Professionals 
Director will support the Interim Director of Governance to undertake this role within the Trust.  

Our patient safety specialists will be the lead patient safety experts in our organisation. They will provide 
dynamic, senior leadership, visibility and expert support to our patient safety work. They will support the further 
development of our patient safety culture and safety systems, and engage regularly with the executive team 
and the Board.  

d. Research success  
 

https://www.gov.uk/government/publications/health-infrastructure-plan
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Our Research and Innovation team continues to be involved in a range of clinical trials, including several which 
are looking at possible new treatments for Covid-19 and trying to learn more about the virus. We now have 60 
Research Champions across our Trust who focus on promoting the importance of research and encourage 
others to get involved. Our Research Midwives are currently collecting data on the effects of Covid-19 in 
pregnancy. 

8. AWARDS, ACHIEVEMENTS AND OTHER NEWS 
 

a. Our maternity and neonatal teams have been shortlisted for an award 

Well done and congratulations to our maternity and neonatal teams, who have 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. To even be nominated is something to be extremely proud of, thank you for 
your outstanding work; we are all rooting for you! 

 

b. Research champion Sonia speaks at international event  

Well done and congratulations to Sonia Raj, one of our fantastic Research Nurses in 
Neurosciences, who was asked to speak at an international webinar about clinical 
research. Invited by the Principal of Rohilkhand College of Nursing at Bareilly 
International University in India, Sonia talked about the evolution of clinical research, 
the importance of the consent process in clinical trials, principles and guidelines of 
clinical research and the regulatory bodies that oversee these processes in the UK. 
Sonia received glowing feedback and has been asked to speak at future events. 
Sonia is a true research champion and we are really proud to call her our colleague! 
  

c. Baby Beat helping to make great improvements for our neonatal team 

Our neonatal charity Baby Beat has been busy helping to source 
materials and equipment to make improvements for staff and 
patients on our neonatal unit. Baby Beat volunteers are helping to 
create small silk sheets to lay premature babies on, as this helps 
to protect their delicate skin from damage. Kind members of the 
community have been donating the silk for our volunteers to use 
– read more on this here. 

We have also received a grant from local company Fort Vale to 
buy a neonatal heart scanner probe, which will enable staff to 
capture high quality scan images and reduce the risk of babies being moved to specialist hospitals that are 
further away from their families. More on this here – thank you to Baby Beat for their continued support, 
everyone who has kindly donated silk and of course our wonderful neonatal staff. 
 

9. RECOMMENDATIONS 
It is recommended that:  

https://www.lancsteachinghospitals.nhs.uk/latest-news/neonatal-charity-receive-donations-of-silk-to-help-protect-premature-babies-at-lancashire-teaching-hospitals-4857
https://www.lancsteachinghospitals.nhs.uk/latest-news/latest-news-21082020-burnley-charitable-trust-awards-grant-for-neonatal-heart-scanner-probe-to-lancashire-teaching-hospitals-4858
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I. The Board receive the report and note its contents for information. 



 
 

 
 

Trust Headquarters 

Board of Directors Report 

  
STAR Annual Report 

Report to: Board of Directors Date: 1st October 2020 

Report of: Nursing, Midwifery and AHP Director Prepared by: K Dickinson 

Part I √ Part II  

Purpose of Report 

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

Executive Summary: 

The purpose of this annual report is to provide an update of the Safety Triangulation Accreditation System 

(STAR) quality assurance activity within the organisation and demonstrate assurance of the process, actions 

and learning taken as a result. The STAR Quality Assurance Framework was developed by clinical teams and 

governors in 2017.  The assurance and audit system standardised and reduced the audits undertaken each 

month to provide meaningful data and a consistency of approach across the organisation and built in an 

additional line of defence by introducing an independent visit to test standards of care and experience for our 

patients. This is reported directly to Board each month. 

 

The results of STAR triangulate with the Care Quality Commission findings in the 2018 and 2019 report and, as 

such, can be used as a reasonable indicator of areas that require additional support and focus. In order to 

continuously improve the STAR framework and ensure the process is efficient and meets the priorities for the 

Trust, regular reviews are undertaken which incorporate feedback from clinical staff, Governors, matrons and 

professional leads and audit questions amended to reflect the areas of focus required. Phase four review was 

completed with improvements to the processes, feedback and new questions effective from 1st June, 2020. 

 

Despite the STAR accreditation programme being delayed due to Covid, the first GOLD star celebration event 

was held in June with five areas achieving three consecutive green outcomes. The Council of Governors and 

the Trust Board were invited with 5 members of each team to this event. Following this, each member of staff in 

the GOLD areas received a personal letter for their professional portfolio recognising their contribution towards 

achieving a gold rating. The staff in these areas have feedback this has been positively received.   

 

It is recommended that: 

The Board of Directors receive the report and note the improvements made as a result of implementing a 

quality assurance system. 

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 

N/A 
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1. Introduction 

 

The STAR Quality Assurance Framework has been designed by the clinical teams and Governors to 

provide an evidence base to demonstrate the standard of care delivery, identify what works well and 

where further improvements are required.  STAR is broken down into two elements: 

 

 STAR Monthly Reviews: these are a peer audit undertaken by the matron or professional lead for each 

area. 

 STAR Accreditation Visits: these are undertaken by the Quality Assurance Team (QAT) with 

support from clinical staff, Governors and volunteers from across the Trust using a risk based 

approach with the frequency of visit determined by the outcome of the previous visit.  

 

STAR was launched in June 2017 and up to the period ending 30 th June, 2020 there were 113 clinical 

areas registered on AMaT undertaking monthly reviews. The accreditation system applies to all clinical 

areas in both in and outpatient areas.  

 

2. STAR Monthly Reviews 

 

There are 10 STAR monthly review templates based on specific core standards. These are flexible to meet the 

individual areas own priorities: 

 

 Adult inpatients 

 Adult outpatients 

 Children and young person’s inpatients 

 Children and young person’s outpatients 

 Emergency Department 

 Children and young person’s Emergency Department 

 Theatres 

 Maternity 

 Neonatal Intensive Care Unit 

 Allied Health Professions  

 

Peer monthly reviews are completed before the 26th of each month by the matron or professional lead for 

each area and consist of 16 questions which are themed and relate to key care standards. Completion of the 

monthly reviews is monitored by the Quality Assurance Team and within the divisions to ensure compliance 

with audit activity. Compliance is included in the monthly report provided to each division.  

 

Phase four review of the STAR monthly questions was completed during March-May 2020 with collaboration 

from the clinical staff, Matrons and Professional leads and following review of the CQC recommendations. 

Changes were made to provide more rigorous guidance and highlight areas for improvement, as detailed in 

appendix 1. The new questions are adapted for the different versions as appropriate, and have been effective 

from the 1st June, 2020. 
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Graph 1: STAR Monthly Review Trust-wide Compliance by Month 

 

 
 

Peer-review of the STAR monthly reviews commenced during November 2019, to provide an extra level of 

assurance and encourage sharing and learning across the divisions. The matrons and professional leads 

operate in a buddy system to enable an independent oversight of any areas for improvement whilst remaining 

under the scrutiny of the divisional leads. 

 

3. STAR Accreditation Visits 

 

The aim of the STAR accreditation visit is to gain objective evidence in order to provide assurance of 

performance and to build knowledge and understanding across the multidisciplinary team of the 

standards expected ensuring patients and staff have the best possible outcomes and experience. 

 

STAR provides a framework of accreditation to facilitate wards and departments being awarded a series of 

star awards based on the outcome of the STAR accreditation visit. The visits are focussed on gaining 

assurance in 14 categories: 

 

 Well led 

 Quality improvement 

 Staff health and wellbeing 

 Infection, prevention and control 

 Safeguarding vulnerable adults and children 

 Medicine management 

 Performance data 

 Environment 

 Documentation 

 Listening to patients 

 Harm free care 

 End of life 

 Acutely unwell 

 Discharge 

 

Phase 4 audit 

questions changed 

Phase 1 audit 

questions 

commenced 

Phase 2 audit 

questions 

commenced  

Peer review of 

monthly audits 

commenced 
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Each of the categories has four domains: 

 

 Documentation 

 Environment 

 Staff feedback 

 Patient feedback 

 

The STAR accreditation visit results in a red, amber or green score depending on the level of assurance 

gained. The outcome of the visit will determine the revisit frequency. Since July 2017 to the end of June 

2020, a total of 105 current areas have had STAR visits completed. These have resulted in the current 

scores: 

 
 

There are eight new/off-site clinical areas outstanding and awaiting a first STAR accreditation visit, scheduled 

during the next two months.  

 

The outcome of the scoring informs the accreditation score awarded to the ward/department. All areas taking 

part in the STAR accreditation will commence on a white star to show participation in STAR and then the 

following criteria is applied based on the last visit score: 

 

 Bronze Star – an area has achieved a red or an amber rating. 

 Silver Star – an area has achieved a green rating. 

 Gold Star – an area has achieved three consecutive green ratings and has supported a peer ward/ 

department to achieve an improved rating. 

 

Graph 2 demonstrates the STAR accreditation visit ratings each month. There was a reduced amount of visits 

during April and May due to the exceptional circumstances of the preparation and impact of the Covid-19 

pandemic. During this time the Quality Assurance Team supported the matrons and professional leads with the 

STAR monthly reviews. 
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Graph 2: Overview of the STAR accreditation visits scores profile since STAR commenced in 2017 

 

 
 

4. 15 Step Challenge 

 

As part of the STAR accreditation visit, the 15 step challenge is undertaken by a member of the visit team and 

usually a Governor or volunteer that is not familiar with the clinical environment. The 15 step challenge is 

based on first impressions on entering the clinical environment and how confident the assessor is that the 

ward or department supports good care. In particular is it: 

 

 Welcoming 

 Safe 

 Caring and involved 

 Well organised and calm 

 Well led 

 

Areas are given a scoring based on the following: 

 

 A = Very confident 

 B = Confident 

 C = Not very confident 

 D = Not confident at all 

 

If a C or D rating is given for the 15 steps, an immediate response from the senior divisional teams is initiated.  

 

Table 1: 15 Step Challenge Outcome – Trust-wide up to the period ending 30th June, 2020. 

 

 A 
Very confident 

B 
Confident 

C 
Not very confident 

D 
Not confident at all 

Trust Overall 77 25 2 0 
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Areas receiving a C rated 15 steps challenge include Paediatric Assessment Unit and Oral Maxillofacial 

Department, Chorley District Hospital (CDH). Immediate actions were taken at the time of inspection and 

subsequent assurances gained to confirm an improved position.  

 

A divisional breakdown of the STAR monthly review compliance and the STAR accreditation ratings is detailed 

below for the period ending 30th June, 2020. 

 

4.1  Division of Medicine 

 

Within the medical division, a total of 32 areas were registered on AMaT for STAR for the period ending 30th 

June, 2020. 

 

Graph 3: STAR Monthly Review Compliance - Division of Medicine 

 

 
 

A total of 30 areas have had STAR visits completed in the Division of Medicine up to the period ending 30th 

June 2020.  There are two new areas outstanding a STAR visit: 

 

 Same Day Emergency Care (SDEC)  

 Ward 5 

 

The full table of results for the medicine division is tabled in appendix 2. 

 

There are currently 28% of areas achieving silver stars within the Division of Medicine, compared to the aim of 

50% by the end of March 2021. 

 

Phase 3 audit 

questions 

commenced  

Phase 1 audit 

questions 

commenced 

Phase 2 audit 

questions 

commenced  

Phase 4 audit 

questions changed 

Peer review of 

monthly audits 

commenced 
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4.2  Division of Surgery 

 

Within the Division of Surgery a total of 41 areas were registered on AMaT for STAR in June 2020. 

 

Graph 4: STAR Monthly Review Compliance - Division of Surgery 

 

 
 

A total of 38 have had a STAR visit completed for the Division of Surgery up to the period ending 30th June 

2020.  There are three areas awaiting STAR visits: 

 

 Adult audiology (new area) 

 Vanguard (new area)  

 Skelmersdale Special Care Dentistry (off site). 

 

The full table of results for the surgical division are available in appendix 3. 

 

There are currently 51% of areas achieving silver stars in the Division of Surgery, compared to the aim of 50% 

by the end of March 2021. 

Phase 1 audit 

questions 

commenced 

Phase 2 audit 

questions 

commenced  

Phase 3 audit 

questions 

commenced  

Phase 4 audit 

questions changed 

Peer review of 

monthly audits 

commenced 
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4.3  Division of Diagnostics and Clinical Support 

 

Within the Division of Diagnostics and Clinical Support a total of 23 areas are registered on AMaT for 

STAR for the period ending 30th June, 2020. There are two new areas awaiting their first visit which include: 

 

 Critical Care Unit on ward 20 

 Pharmacy 

 

Graph 5: STAR Monthly Review Compliance - Division of Diagnostics and Clinical Support (DCS) 

 

 
 

The full results for the Division of Diagnostics and Clinical Support are available in appendix 4. 

 

There are currently 56% silver stars achieved within the Division of Diagnostics and Clinical Support, 

compared to the aim of 50% by the end of March 2021.  

Phase 1 audit 

questions 

commenced 

Phase 2 audit 

questions 

commenced  

Phase 3 audit 

questions 

commenced  

Peer review of 

monthly audits 

commenced 

Phase 4 audit 

questions changed 
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4.4  Division of Women and Children  

 

A total of 16 areas have had STAR visits completed for the Division of Women and Children up to the period 

ending 30th June, 2020. There is one area awaiting their first STAR visit: 

 

 Ashton clinic (paediatric satellite clinic) 

 

Graph 6: STAR Monthly Review Compliance - Division of Women and Children  

 

 
 

The full table of results for the Division of Women and Children is available in appendix 5. 

 

There are currently 38% of areas achieving silver stars within the Division of Women and Children, compared 

to the aim of 50% by the end of March 2021. 
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4.5  Division of Corporate Workforce – Clinical Research Facility  

 

There is currently one clinical area within the Division of Corporate Workforce which had a STAR visit up to 

the period ending 30th June, 2020. 

 

Graph 7: STAR Monthly Review Compliance - Division of Corporate Workforce 

 

 
 

The results for the division of Corporate Workforce are available in appendix 6. 
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5. STAR Visit Supporters and Peer Review 
 

STAR quality assurance framework was designed to ensure a collaborative and multidisciplinary team 

approach, strengthened by including a diverse range of supporters and encouraging a ‘fresh eyes’ approach to 

the scrutiny and assessment of Trust standards. Peer review is therefore an essential part of the STAR 

framework, and this was strengthened further during 2019/20 by initiating a ‘buddy’ system for 

wards/departments. All ward/department managers and professional leads were matched across divisions and 

invited to support at least two STAR visits each year. Feedback given from those who support the visits is 

overwhelmingly positive, with many benefiting from shared learning from other areas, networking ideas and 

applying new learning back to their own ward/department. 

 

Currently, up to the period ending 30th June, 2020, there have been 31 ward/department managers and 

professional leads who have supported the STAR visits. This will be increased and promoted for future visits 

following a brief period of suspension during the peak of Covid in April/May. 

 

In addition to this, from November 2019 matrons and professional leads peer-review areas within their division 

for the STAR monthly reviews, which encourages exposure to each other’s areas, and sharing and learning 

good practices as well as ensuring increased objectivity in audit practice.  

 

Support from the Medications Safety Officer, Medications Governance Technician and Pharmacy teams has 

been essential in ensuring robust scrutiny of the medications safety standards and also facilitating prompt 

corrective actions of any issues or concerns were identified. 

 

Support from the Governors has been essential in the development and ongoing improvement of the STAR 

quality assurance framework. In particular a small group of six Governors have demonstrated sustained 

commitment to supporting the visit, with 48 visits supported by our Governors. The Governors greatly benefit 

the visits by modelling clear standards and portraying great support for the staff within the clinical areas.  

 

Going forward, it is planned to encourage wider involvement from the Governors, also multi-professional 

support including medical staff. Wider inclusion of the divisional teams for the visits has already received 

positive feedback, and it is planned to encourage inclusion of the wider divisional teams for future visits. 

 

6. STAR Visit Themes and Trends 

 

As a result of the STAR accreditation visits a number of themes and trends have been identified.  The STAR 

visit data triangulates with the monthly review data and compliments the monthly review themes and actions. 

 

Themes and trends for improvement are being shared within the Learning Bulletin and within a STAR page 

within the Learning Bank on the Trust intranet. These will be shared via the divisional harm free care meetings 

going forward. 

 

Themes that have been addressed through 2019/2020 have included: 
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Table 2: Themes, trends and actions 

 

Themes and Trends Actions / Improvements 

Documentation remains the most 

challenging element to achieve compliance 

with the STAR quality assurance standards 

Documentation themes for improvement 

include:  

 Bedside boards incomplete 

 Patient safety and repositioning charts  

 Nursing risk assessments 

 Mouth care  

 DNACPRs 

 Evidence of meetings and discussion of 

performance data 

Matrons and professional leads to continue diligent focus on 

this element during STAR monthly reviews and matrons 

checklists. 

  

Each ward/department to address their improvement plans. 

Divisional nurse directors (DNDs) and matrons to discuss 

how this will be improved at their divisional meetings. 

 

Question in STAR monthly regarding Mental Capacity Act 

(MCA) and Deprivation of Liberty Safeguards (DoLS) was 

changed and effective from February to be more robust. 

 

Risk assessments, management plans, checklists are to be 

improved as part of improving highly reliable systems as part 

of Always Safety First 

Environmental themes for improvement 

include:  

 Fridge temperatures including staff 

fridges  

 Dress code compliance including bare 

below the elbows and hand hygiene. 

 CD keys to be kept separate from other 

keys 

 Sharps waste  

 Medication storage including medication 

fridges 

 Equipment that is fit for purpose within 

service dates 

 Evidence that equipment is cleaned 

between use 

Professional leads to continue diligent focus on this element 

during STAR monthly reviews and matrons checklists. 

 

Each ward/department to address their improvement plans. 

DNDs and matrons to discuss how this will be improved at 

their divisional meetings 

 

Pharmacy support for STAR visits continues – proven to be 

extremely valuable. An overall improvement in storage of IV 

fluids has been observed since February 2020. 

 

Staff feedback themes for improvement 

include: 

 Staff awareness of incidents, learning 

from incidents, complaints 

 Staff awareness of the risk register for 

their areas 

 

To include in staff meetings and huddles 

 

Each ward/department to address their improvement plans. 

DNDs and matrons to discuss how this will be improved at 

their divisional meetings 

 

Patient feedback themes for improvement 

include: 

 Preparation of patients prior to mealtimes 

and provision of meals out of hours, if 

patients missed their meals. 

To include in staff meetings and huddles the importance of 

preparing patients for mealtimes and what service is available 

from catering. 

 

Each ward/department to address their improvement plans. 

DNDs and matrons to discuss how this will be improved at 

their divisional meetings 
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The inclusion of the improvement themes identified through the STAR accreditation process feed into the 

requirements of topics for Always Safety First continuous improvement collaborative focussing on embedding 

reliable and sustainable processes, designed by staff  who are involved in the day to day issues and 

understand the complexities and have ideas to promote a positive change. 

 

There have been many improvements already driven by the STAR framework, in particular an improvement in 

staff feedback. There has been a notable improvement in staff awareness of the expected standards, for 

example improved awareness of the freedom to speak up guardian, safeguarding standards and awareness of 

the training compliance standards. The Quality Assurance Team further support the staff feedback as they will 

clearly discuss and explain the correct standards to any staff who may not be aware or fully informed. 

 

Development of a dashboard for STAR visit data, currently in progress, will allow greater analysis of themes 

and trends and demonstrate improvements in performance over time. 

 

7. Celebrating Success 

 

7.1 Silver Celebration 

 

There was the first Silver celebration in November, 2019 which invited all the teams who had successfully 

achieved green ratings and silver stars. The Nursing, Midwifery and Allied Health Professions Director, Deputy 

Nursing, Midwifery and Allied Health Professions Director and the Quality Assurance Team led the celebration 

for the teams, and had the opportunity to receive some collective feedback from the teams regarding their 

progress and future for progressing towards a Gold star. 
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7.2  Gold Awards 

 

In order to achieve a Gold star rating the clinical area must demonstrate consistently that they have met all the 

standards set for their staff and patients. This means that the team have worked together to achieve three 

green rated STAR accreditation visits. In addition, the leaders must support a peer ward/department to 

achieve an improvement in their rating. There must be evidence that staff, learner and patient feedback is 

consistently responded to with evidence of high standards of audit practice and environmental cleanliness. 

Evidence that this criterion has been met should be presented to a panel which could incorporate senior 

nurses, midwives and allied health professionals. 

 

Three years after the STAR accreditation framework commenced, there are five clinical teams who have now 

achieved three consecutive green ratings and have achieved a coveted Gold star. These are: 

 

 Day case Theatres, Royal Preston Hospital (RPH) - January 2020 

 Chest Clinic, RPH - February 2020 

 Birth Centre, RPH - February 2020 

 Interventional Radiology Day Unit (IRDU) - March 2020 

 Neonatal Intensive Care Unit (NICU) - June 2020 

 

Some of the clinical team members who successfully achieved three consecutive silver stars and have 

progressed to achieving the first Gold stars are illustrated and demonstrated in appendix 7. 

 

The Gold award celebration was an inspirational event, supported by the Chief Executive, Chair, Board of 

Directors’, Divisional Leads and Governors. The Gold teams presented their progression to achieving the Gold 

star, many sharing very honest, inspirational stories. Leadership, teamwork, sharing and learning from each 

other, listening to staff and patients were key themes from the teams. A clear commitment and drive to 

improve, act upon feedback and deliver on improvement actions was clearly key. Demonstration of sharing, 

networking and collaboration with others was a strong factor in their progression.  The teams all showed 

determination and commitment to improving their services to ensure the best possible care for our patients, 

and their enthusiasm and dedication was truly moving and inspirational. 

 

Further examples of exemplar practice include: 

 

 Pre-Operative Assessment achieved a green rating (98%) on their third visit  

 Sellers achieved a green rating (96%) on their third visit  

 Core Therapies, RPH achieved their first green rating (96%) on their fourth visit.  

 Oncology Outpatients, RPH achieved a green rating (95%) on their fourth visit 

 Leyland Ward achieved a green rating (95%) on their fourth visit 

 Charles Beard Theatre achieved a green rating (97%) on their third visit 

 Core Therapies, CDH have achieved a green rating 96% on their fourth visit 

 Orthoptics achieved a green rating (99%) on their second visit 

 Children and Young People Outpatients achieved a green rating (98%) on their third visit 

 Ward 14 achieved a green rating (95%) on their third visit 

 Endoscopy, RPH achieved a green rating (98%) on their second visit 

 Bleasdale achieved a green rating (98%) on their third visit 

 Renal Home Therapies Chorley achieved a green rating (95%) in their first visit. 
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 Oral Max Fax, RPH achieved a green rating (95%) on their first visit 

 Lancashire Research Clinic achieved a green rating (99%) on their first visit 

 Renal Dialysis Westmorland achieved a green rating (96%) on their first visit 

 Acute Ambulatory Care, CDH achieved a green rating (97%) on their second visit 

 Rookwood A achieved a green rating (95%) on their third visit. 

 Fracture Clinic, CDH achieved a green rating (97%) improved from a red rating (79%) 

 Sharoe Green Ultrasound Department achieved a green rating (95%) on their second visit 

 Gynaecology Outpatients, RPH achieved a green rating (95%) on their second visit 

 Speech and Language Therapies achieved a green rating (99%) on their second visit. 

 Longton Day Case achieved a green rating (97%) on their second visit. 

 Surgical Assessment Unit demonstrated highly effective leadership and teamwork to maintain an amber 

rating while undergoing major renovations to their new unit  

 Renal Unit, CDH achieved a green rating (96%) on their second visit 

 Ashton Suite achieved a green rating (98%) on their second visit. 

 Main Outpatients Department, CDH achieved a green score (96%) on their second visit.  

 Endoscopy Unit, CDH successfully achieved a green rating (95%) on their first visit. 

 Respiratory High Care Unit achieved a green rating (90%) on their second visit 

 Discharge Lounge, RPH achieved a green rating (93%) on their fourth visit 

 Ward 15 achieved a green rating (90%) on their fourth visit 

 Coronary Care Unit, RPH achieved a green rating (95%) on their fourth visit. 

 

8. STAR Quality Assurance Framework Review and Continuous Improvement 

 

In order to continuously improve the STAR accreditation framework and to ensure the process is efficient and 

meets the priorities for the Trust the Quality Assurance Team  undertake a regular review which incorporates 

feedback from clinical staff, Governors and the CQC key lines of enquiry. The phase four review of the STAR 

monthly review questions and the STAR accreditation visits was completed in April/May 2020, in collaboration 

of the clinical teams, matrons and professional teams. Changes were made to the questions to provide more 

rigorous scrutiny of the standards, and have been in effect from 1st June, 2020. 

 

There have been improvements made to the process of the STAR visits including unannounced visits from 1st 

June, 2020 and changes to the times of visits to allow for observation of the morning handover period and 

capture any safety huddles, which has allowed greater vigilance for any vulnerable patients. The STAR visit 

feedback process has also been strengthened during 2020 to be shared with the wider divisional teams, which 

has proven extremely valuable and allows prompt escalation if any immediate risks and serious concerns. This 

will ensure the Trust is responsive, able to apply immediate supportive measures and can cascade for a wider 

response if required. This has been very successful receiving positive feedback from within the divisional 

teams. Improvements to the STAR visit reports have been made, which improve the report effectiveness, 

reduce the time spent reporting, and in turn release time for the Quality Assurance Team to deliver an 

increased number of visits. 

 

Review of the scoring system has been undertaken during 2020, with support from the Continuous 

Improvement Team. The parameters for achieving a green STAR visit rating have been reviewed and 

amended to 90% to be in line with Trust parameters for compliance, and are effective of 1st June, 2020.  

There is an exception to being awarded a green rating for those areas scoring 90% or over, if there are any 

immediate risks identified during the visit. In this instance, an amber rating with a maximum score of 89% 

would be awarded. 
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Review of the STAR Quality Assurance Framework Policy has recently been undertaken, which details 

continuous improvement and details clear roles and responsibilities for delivering the STAR framework and for 

escalation and actions for any serious concerns or risks. 

 

The Mersey Internal Audit Assessment (MIAA) undertaken in March 2019 concluded a rating of High 

assurance for the STAR assurance system. MIAA review of STAR action plan to improve shared learning from 

STAR was completed in December, 2019. Improvement actions include the development of a STAR page 

within the Learning Bank and features within the Learning Bulletin, and the progression of development of 

improved BI dashboard to improve capture of themes and trends, which is in progress. 

 

In order to increase the robust checking of MCA and DoLS standards, the STAR monthly review question was 

improved from February, 2020. It changed from asking staff of their awareness of how to recognise if someone 

lacked capacity and knowing what to do, now asking for documentation to be reviewed with clear robust 

guidance for matrons and professional leads for the standards to be assessed, including mental capacity 

assessments, least restrictive practice and informing relatives. 

 

The Quality Assurance Team are regularly involved in providing bespoke support to managers/professional 

leads such as supporting matrons and professional leads with STAR monthly reviews, supporting with any 

issues of concern or for escalation and supporting with a pre-visit walk-round for new areas and for those 

achieving repeated red ratings, which have received very positive feedback from the managers/professional 

leads as this supports them to realise the key standards and identify any areas for improvement. The Quality 

Assurance Team approach is very supportive, often sign-posting teams for help and advice, and facilitation 

and supporting with any escalation of unresolved areas for improvement. 

 

Pre-visit walk-rounds for new areas have proven very supportive, coaching and signposting new managers 

with potential pitfalls or concerns. An example of this recently was for ward 5, when the flooring in the 

bathroom was identified as potentially increasing the risk of falls and corrective actions were accelerated 

following this visit. Other examples include Surgical Assessment Unit following its move to ward 4 and SDEC 

has also recently received a pre-visit support from the team. This collaborative approach is key to ensuring 

teams understand we are working together to support high standards of care, rather than an ‘inspection done 

to’ the teams. The collaboration and support provided by the Quality Assurance Team has proven to be a key 

element of the success of the STAR Quality Assurance Framework. 

 

The STAR framework was adapted into a Short Focussed Inspection Framework (SOFI) to include the Ionising 

Radiation Medical Exposure Regulations (IRMER) for the Radiation areas, as requested by the Divisional 

Leads. The SOFIs performed by the Quality Assurance Team proved successful in giving the teams some 

assurance of preparedness n preparation of the CQC/HSE IRMER inspection on October 2019. 

 

There has also been a separately commissioned SOFI for one ward, assessing the caring elements at the 

request of the divisional lead in response to concerns raised and support was given with an improvement 

action plan. This led to development work within the area and has led to improvement.  

 

The STAR accreditation visits were temporarily on hold from mid-March 2020 in recognition of the exceptional 

circumstances from the impact of the Covid-19 pandemic which has resulted  in some reconfiguration of 

wards/departments and services.  In order to support the matrons and professional leads to gain assurance for 

safety within the clinical areas, the STAR monthly reviews will be facilitated by the Quality Assurance Team, 

with a focus particularly on the inpatient areas under an increased pressure during this period of time.  
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9. Next Steps 

 

The continual improvement in the STAR Quality Assurance Framework is key to ensuring it remains a 

successful, dynamic and robust framework, which will support our progression as an organisation. Future 

developments include performing the STAR visits out of hours, ensuring wider participation from medical leads 

and other professionals, and networking with other Trusts. There are also plans to expand the range of the 

teams involved within the STAR framework to include Pharmacy, Estates and Facilities, Phlebotomy service 

and the Mortuary. 

 

Sustaining and spreading the successful areas achieving Gold will be a key priority for 2020/21, alongside the 

big plan ambition of achieving silver stars for 50% of areas. 

 

10. Conclusion 

 

A total of 105 areas have had a STAR visit undertaken up to the period ending 30th June, 2020. To date, two 

areas are achieving a red rating, 54 areas are achieving an amber rating and 49 areas are achieving a green 

rating, which is an achievement of 49 silver stars and 56 bronze stars.  

 

The Trust has demonstrated an increase from six red rated areas, 71 amber-rated areas and 27 green rated 

areas since the period ending 31st March 2019, which is an improvement from 26% silver for the period 

ending 31st March 2019 to 43% silver for the period ending 30th June 2020. In addition, despite the delays 

secondary to Covid the Trust has achieved the first gold awards for five areas, which a significant sign of 

consistency in standards and evidence the clinical teams have shared learning.  

 

The Council of Governors and the Trust Board were invited with 5 members of each team to this event. 

Following this, each member of staff in the GOLD areas received a personal letter for their professional 

portfolio recognising their contribution towards achieving a gold rating. The staff in these areas have feedback 

this has been positively received.   

 

The STAR Quality Assurance Framework continues to demonstrate overall improvement for wards and 

departments, with some exemplary practice demonstrated. Sharing of learning is facilitated via the Quality 

Assurance Team, matrons and professional teams, is evidenced via the monthly STAR reports and the 

learning bank. Teams have a clear understanding of what STAR is, the standards we expect, and how STAR 

supports them to deliver the best possible patient care and experience. 

 

Continuous review and governance of the STAR Quality Assurance Framework has resulted in numerous 

improvements in the questions, processes and clarity of roles and responsibilities, which will be sustained 

and strengthened further in the next phase.  

 

11. Financial implications 

 

None.  

 

12. Legal implications 

 

None.  

 

13. Risks 
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None. 

 

14. Impact on stakeholders 

 

None. 

 

15. Recommendations 

 

It is recommended that the Board of Directors receive the report and note the improvements made as a result 

of implementing a quality assurance system. 
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Appendix 1: STAR Monthly Review Questions 2021 

 

 Question 

1 Environment - Is the environment clean, tidy, clutter-free, calm and quiet? 

2 Performance Data - is performance and governance data displayed? 

3 Medicine Management – Have the medicines management and controlled medication audit actions been 

completed? Check oxygen cylinders are stored correctly and oxygen is prescribed 

4 Infection Prevention and Control - Are infection control standards evident including hand hygiene, ANTT, 

appropriate use of PPE, are staff bare below the elbows, check waste is appropriately managed 

5 Well-led – Notes are safely stored 

6 Well-led - Can staff articulate how they would raise concerns about 1. a patient 2. staffing? 

7 Acutely unwell - Is resuscitation equipment clean, in date and daily checks completed? (including transfer 

equipment) 

8 Harm Free Care - Have patients been screened for falls and pressure ulcers within 6 hours of admission to the 

ward, also check assessments and plan for enhanced levels of care, and MUST compliance and NG feeding checks 

(inpatient areas ) Staff can describe the positive identification of patients in their care and what they would do if 

patient details / information were incorrect? (Non-inpatient areas). 
9 Documentation - Has the Patient Safety and Repositioning Checklist(intentional rounding) been fully completed a 

minimum of hourly during the day and 2 hourly at night? (Inpatient areas) Is documentation of a high standard, 

complete and appropriate? (Non-inpatient areas) 

10 Staff Health and Well-being - Do staff routinely take breaks when on duty? 

11 Safeguarding vulnerable adults/children – Are there identified patients who lack mental capacity due to 
cognitive impairment and have the standards within the guidance been achieved? 

12 Acutely Unwell - Is the fluid balance fully completed with all balances correctly added with evidence of 
an escalation plan if appropriate? Have the vital signs and CCOT audits met the standards(Inpatient 
areas) Staff can explain the actions they would take if a patient became acutely unwell / required urgent 
medical attention (Non-inpatient areas) 

13 Safeguarding vulnerable adults/children  - DNACPR – for any patients with a DNACPR decision – is it fully 

complaint with the guidance. (inpatient areas )If a person reported domestic violence, stalking or harassment to you 

what would you do? (non-inpatient areas) 

14 End of Life Care - Do you have any patients identified as being in the last days of life? If no then NA. 

If yes, does the patient have a completed medical and nursing care plan and is the appropriate intentional 
rounding chart in place? (inpatient areas) Do you see patients in this outpatient setting who are likely to be in 
the last year of life?  If yes can staff describe the process for identifying and supporting these patients? 

15 Patient Feedback – For any patients with additional needs - Do patients feel they have been adequately supported 

and received good care during their visit? 

16 Discharge/Communication - Are discharge checklists fully completed for patients who have been discharged 
either on the day of audit or the previous day? (Inpatient areas). Do you feel you have received enough 
information about your clinical progress and what will happen next (Non-inpatient areas). 
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Appendix 2: Medicine Results Per Area 

 

 

 

 

 

 

 

 

 

  

Area 1
st

 
Visit  
Score 

2
nd

 
Visit 
Score 

3
rd

 
Visit  
Score 

4
th

 
Visit 
Score  

5
th

  
Visit  
Score 
 

6
th

  
Visit 
Score  

15 Step Challenge 
 

Ambulatory Care RPH 80% 84% Closed     A & A 

Ambulatory Care CDH 88% 97% 
 

    A & A 

Barton (Neuro) 97% 98% 86%    A, A & A  

Bleasdale 92% 86% 98%    A, A & A  

Brindle 50% 80% 91% 87%   A previously A, A & C 

Cardiac Catheter Lab 87%      A 

Cardiorespiratory RPH 70% 76% 74% 86% 76% 82% A, previously B, A, B & B & B 

Cardiorespiratory CDH 74% 76% 85%    A previously B, and A 

Chorley Home Therapies, 
CDH 

95% 
 

     A 

Coronary Care Unit RPH 93% 80% 89% 95%   B, B & B &B 

Coronary Care Unit CDH  94% 80% 95%    B previously B & A 

Emergency Department RPH 
– Children and Young 
Persons areas 

67%  
55%  
 

 
60% 

 
79% 

 
86% 

 
93% 

A, B, B, A, B & B 

Emergency Department CDH 
– Children and Young 
Persons areas 

51% 
 

74%  
90% 

 
74% 

  A previously A, B & B 

Emergency Department CDH 78% 77% 86% 84% 81%  A previously A,  A & A & A 

Emergency Department RPH 77% 79% 76%  82% 63% 80% B previously A, A, B & A 

Hazelwood Ward 95% 83%  81%    B previously B & A 

Medical Escalation Unit 81% closed     B 

Medical Assessment Unit 
CDH 

77% 89% 77% 87%  88%  B previously B, A, A & A 

Rawcliffe Medical 80% 82%     A & B 

Renal Unit CDH 94% 96%     A & A 

Renal Unit RPH 91% 80% 89%    A, A & A 

Renal Dialysis, Westmorland 96%      A 

Respiratory High Care Unit 88% 88% 90%    A previously A &B 

Rookwood A 87% 77% 81% 95%    A previously B, A &  B 

Rookwood B 77% 90% 92%    A previously B & B 

Ward 17 86% 80% 84% 86%   B previously A, B & B 

Ward 18 86% 58% 78% 85% 82% 71% B previously B, B, B, C & A 

MAU/19 77% 80% 72% 76% 78% 84% B previously A, B, A, A and C 

Ward 20 
 

81% 70% 82% 65% 83% Closed 
to be 
CRCU 

B previously C, B, B & B 

Ward 21 79% 80% 86% 87%   A previously A B & B 

Ward 23 71% 76% 69% 88% 85% 80%  B previously A, A, B & B & A 

Ward 24 90% 82% 85% 83%   A previously A, C, & B 

Ward 25 84% 74% 76% 87% 86% 86% B previously A A, B and B 
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Appendix 3:  Surgery Results Per Area 
 
Area 
 

1
st

 
Visit  
Score 

2
nd

 
Visit  
Score 

3
rd

 
Visit  
Score 

4
th

 
Visit 
Score 

5
th

  
Visit 
Score  

15 Step Challenge 

Chemotherapy RPH 97% 93%    A previously A 

Chemotherapy CDH 97%     A 

Day Case Ward RPH 81%  97%    A previously B 

Fracture Clinic RPH 85%  91% 94% closed  A previously A & A 

Fracture Clinic CDH 82% 79% 97%   A previously A & A 

Leyland Ward 92%  78% 82% 95%  A previously A & A & A 

Longton Day Case 87% 97% closed   A previously A 

Major Trauma Ward 97%  95% 90%   B previously A and A 

Narnia Suite Outpatients CDH 91% 88%    A previously A  

Oncology Outpatients RPH 96% 92% 95%   A previously A and A 

Ophthalmology / OP Eye 
Assessment 

87% 90%    B previously B 

Orthoptics/Optometry 92% 99%    A previously B 

Radiotherapy outpatients 90% 97% 97% 
 

  A previously A and B  

Rapid Access Clinic and CVAT 90% 100%    A previously B 

Ribblesdale Ward 80%  70% 94% 91%  B, previously B, C and B  

Sellars 93%  94% 96% closed  A previously A & A 

Specialist Mobility Rehabilitation 
Centre (SMRC) 

93% 96% 95%   A previously A and A 

Dental Specialities & Oral 
Maxillofacial Department, RPH 

95% 
 

    A 

Dental Specialities & Oral 
Maxillofacial Department, CDH 

90% 92%     C previously A 

Speech and Language Therapy 85% 99%    A previously A 

Pre Op Assessment 82% 90% 98%   A previously A & B  

Surgical Assessment Unit RPH 63% 81% 84%   B previously A and C 

Ward 2A 82% 86% 85% 85% closed B previously B, B & B 

Ward 2B 83%  82% 72% 88%  B previously B, B & A 

Ward 2C 79% 85% 70% 77% 93% A  previously C,  A, A and A 

Ward 3 85%  79% 95% 93%  A previously A & A &  B 

Ward 4 80%  85% 80% 92% Merged 
with Ward 
3 

B previously A, B and B 

Ward 10 78% 85% 77% 82% 
 

 B previously A,  B and A 

Ward 11 76%  81% 85%   A previously A & A 

Ward 12 76% 90% 81% 93% 82% B previously A, A, A & C 

Ward 14 85%  85% 95%   A  previously A & A 

Ward 15 89%  89% 92% 90%  A previously A and A 

Ward 16 71% 88% 86%   A previously A & B 

Charles Beard Theatre 97% 89% 97%   A previously B and B 

Day Case Theatres RPH  95% 97% 97% Closed  B previously B and B 

Main Theatres RPH 72%  80% 85%   B previously A and B 

Main Theatres CDH 98% 98%    A previously A 

Sharoe Green Theatres 79% 95% 97%   A previously A & B 
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Appendix 4:  Diagnostics and Clinical Support Results Per Area 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Area 1
st

 Visit  
Score 

2
nd

 Visit 
Score 

3
rd

 Visit 
Score 

4
th

 Visit 
Score 

15 Step Challenge 

Ashton Suite Outpatients 94% 98% closed  B previously A 

Chest Clinic RPH 98% 96% 98%  A previously A and A 

CIU neuro Fellview – previously Day 
Treatment Centre and Neuro Day 
Treatment Centre 

96% 90%   A and A  

Clinical Investigations Unit, CDH 99% 100%   A previously A 

Core Therapies RPH 72% 69% 89% 98% A previously B, B and A 

Core Therapies CDH 79% 60% 89% 96%  A previously A, C and A 

Critical Care RPH 80% 84% 92%  A previously A and C 

Critical care CDH 87% 84% closed  A previously A 

CT Unit RPH 86% 92% 85%  A previously B & A 

Dermatology Clinic CDH 89% 95% 93%  A previously A and B 

Discharge Lounge RPH 75%  94% 94% 93% A previously B, B and B 

Endoscopy RPH 89% 98%   A previously B 

Endoscopy, CDH 95%    A 

Interventional Radiology (IRDU) 95% 99% 99%  A previously B and A 

Main Outpatients RPH 78%  98% 98%  A previously B & B 

Main  Outpatients CDH 92% 96% 99%  B previously B and A 

MRI Scan RPH 95%    A 

Nuclear Medicine 95% 91%   A previously B 

Sharoe Green Ultrasound 85% 95% Closed   A previously B 

Main X-Ray RPH 91% 90% 89%  B previously A and B 

Main X-ray CDH 87% 73% 86%  B previously B and A 
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Appendix 5:  Division of Women and Children Results Per Area 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Area 1
st

 
Visit  
Score 

2
nd

 
Visit  
Score 

3
rd

 
Visit  
Score 

4
th

 
Visit 
Score  

5
th

  
Visit  
Score 

15 Step Challenge 
 

Antenatal Clinic RPH 89% 89%    B previously A 

Birth Centre RPH 95% 96% 100%    A previously A and A 

Central Lancs Breast Clinic CDH 92% 89%    A previously A 

Children and Young Person 
Outpatients RPH 

82% 83% 98%   A previously B & C 

Delivery Suite 90%  92% 92%   A previously B and A  

Gynaecology Day Case Unit 88% 97%    A previously B 

Gynaecology outpatients RPH 80% 95%    A previously B 

Gynaecology ward 93%  86% 94%   A previously B and A 

Maternity A 96% 95% 87%   A previously A and B 

Maternity B 85%  96% 96%   A previously A and B 

Maternity Day Case RPH 85% 94%    A & A 

Neonatal Intensive Care Unit 
(NICU) 

88% 95% 97% 91%  A previously A, A and A 

SAFE centre, (Adult/CYP), RPH 92%     B 

Ward 8 78% 91% 77% 94% 80% A previously A, A, A & A 

Community Outreach Team 93%      Not applicable 

Paediatric Assessment Unit 75% 90%    C previously C 
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Appendix 6:   Division of Corporate Workforce Results Per Area 
 

 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Area 1
st

 Visit  
Score 

2
nd

 Visit Score 3
rd

 Visit Score 15 Step 
Challenge 

Lancashire Clinical 
Research Clinic 

100%  
 

 A 
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Appendix 7:  Exemplary Practice Gold Awards 
 

 
 
 
 

 
 
 

 



 
 

 
 

Trust Headquarters 

 

Board of Directors Report  

 

Patient Experience Annual Report 2019/20 

Report to: Board of Directors Date: 1st October 2020 

Report of: Nursing, Midwifery and AHP Director Prepared by: S Iaconianni 

Part I √ Part II  

Purpose of Report  

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

Executive Summary: 

 

The purpose of this report is to provide the Board of Directors with an annual summary of feedback gathered 

on patient experience and involvement during 2019/20. 

 

A key ambition of the Trust is to ‘Consistently Deliver Excellent Care’ and feedback provided by our service 

users on their experience is an important component to achieving that ambition.  In 2018 the Trust published its 

three year ‘Patient Experience and Involvement Strategy’ with one of the four principle aims being to deliver a 

positive experience. 

 

Patient experience and involvement is measured in different ways to ensure national and local requirements 

are met and that patients have a good experience.  The information in the report takes into account all the 

ways in which the Trust can demonstrate progress with patient experience and considers responses from a 

range of sources, including: 

 

 Friends and Family Test (FFT) data 

 Complaints and concerns raised by patients and family members 

 Information received from cases referred to The Parliamentary Health Service Ombudsman (PHSO) 

 Compliments and Thank You messages 

 National inpatient survey results 

 Patient Experience Involvement Group 

 Patient Information 

 Patient Experience and Involvement within the Trust 

 Our Partner Involvement 

 Translation and Interpreter Services 

 Development 2020/21 

 

As a learning organisation, the information received on patient experience and involvement is used to inform 

future services and improvement work.  As 2019/20 was year two of the Patient Experience and Improvement 

Strategy this report also contains information on progress with developments and future plans to improve 
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patient experience. 

 

It is recommended that: 

 

 The Board of Directors receive the report and note the contents. 

 

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 

 

A key ambition of the Trust is to ‘Consistently Deliver Excellent Care’ and feedback provided by our 

service users on their experience is an important component to achieving that ambition.  In 2018 the 

Trust published its three year ‘Patient Experience and Involvement Strategy’ with one of the four 

principle aims being to deliver a positive experience. Patient experience and involvement is measured 

in different ways to ensure national and local requirements are met and that patients have a good 

experience.  The following information takes into account all the ways in which the Trust can 

demonstrate progress with patient experience and considers responses from a range of sources, 

including: 

 Friends and Family Test (FFT) data 

 Complaints and concerns raised by patients and family members 

 Information received from cases referred to The Parliamentary Health Service Ombudsman 

(PHSO) 

 Compliments and Thank You messages 

 National inpatient survey results 

 Patient Experience Involvement Group 

 Patient Information 

 Patient Experience and Involvement within the Trust 

 Our Partner Involvement 

 Translation and Interpreter Services 

 Development 2020/21 

 COVID-19 pandemic 

As a learning organisation, the information we receive on patient experience is used to inform how we 

shape our future services and improve the ways in which we work.  As 2019/20 was year two of the 

Patient Experience and Improvement Strategy the report also contains information on progress with 

developments of year 2 of the strategy this in turn identifies future plans in the final year of the strategy 

to improve patient experience. 

 

Figure 1 – Patient Experience at LTHTR a glance  
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2. Patient Feedback 

2.1 Friends and Family Test (FFT)  

The Friends and Family Test (FFT) has been used as a national measure to identify whether patients 

would or would not recommend the services of the hospitals to their friends and family.  There is a 

national requirement to report on the following areas: 

 Maternity 

 Day Case 

 Outpatients 

 Inpatients 

 Emergency Department 

 

Graph 1 – Quarterly percentage of positive responses Friends and Family  

 
 

Historically, a target of 90% is set for patients who would recommend services to friends and family in 

four of the areas, with a target of 85% in the Emergency Department. Maternity, Daycase and 

outpatients have consistently achieved in excess of 90% with inpatients achieving this in two of the four 

quarters. The Emergency Department feedback achieved the highest score to date in quarter 2, and 

the target set in quarter 1 and 4 with a drop noted in quarter 3.  

 

Graph 2 – Children and Young People (CYP) Quarterly percentage of positive responses 

Friends and Family  
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Although not a national requirement, the Trust undertakes surveys in Children and young people (CYP) 

to ensure an equitable approach to measurement of experience. The neonatal service has maintained 

a sustained performance of 100% with the exception of one month. CYP feedback has shown an 

improving picture over the last 12 months as a result of significant focus and interventions following the 

suboptimal performance of the Picker annual survey in 2018. This includes the opening of a children’s 

area and specific children’s nurses in the ED and a disaggregated approach to the children’s services 

at inpatient level, separating the management of paediatric assessment unit from the inpatient ward, 

allowing greater focus on improvement.  

 

Graph 3 Friends and Family % Response Rates   

 
 

Graph 3 demonstrates an overall increase in responses compared to the previous year in 7 months of 

2019/20. 5 months of the year the response rate was lower than the previous year.  Response rate 

significantly affects the overall outcome of the feedback received. Moving to varied methods has 

contributed towards the increase in number of respondents, specifically inpatient areas are utilising the 

paper methods. Friends and Family collection ceased in March 2020 due to Covid.  

 

From April 2020 the Friends and Family Test data will change and the response rate will be based on 

the size of the service provided and there will no longer be a target mandated.  There is a new 

standard question for all settings “Overall, how was your experience of our service?”  There is a new 

response scale to this question: very good; good; neither good nor poor; poor; very poor and don’t 

know.  This replaces the numerical approach which proved difficult for patients to respond to and for 

the Trust to analyse with any degree of certainty whether or not the patient experience had met with 

their expectation and satisfaction.  From April 2020 the Trust has changed service provider for the 

Friends and Family Test data.  This has realised a small financial efficiency and collaborates with 

Blackpool Teaching Hospitals NHS Foundation Trust and East Lancashire NHS Trust, to use the same 

service provider.   

 

2.2 Complaints and Concerns  

During 2019/20 the Trust received 457 formal complaints, a decrease of 253 from 2018/19.  The 

decrease represents a percentage of 36%.  This has been as a result of focused attention on early 

resolution in partnership between the clinical departments and patient experience department.  

 

At multiple points around the organisation, on PC and on the intranet, information is provided to 

patients, carers, service users and to staff about how to make a complaint using patient information 
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leaflets, pull up banners across the organisation at entrances and on each floor of the ward blocks, 

advertising on the communications screens and desktop PC.   

 

Of the 457 complaints received between April 2019 to March 2020, 372 (81%) related to care or 

services provided at the Royal Preston Hospital (RPH), 83 (18%) to care or services provided at 

Chorley and South Ribble Hospital (CDH) and 1 (0.5%) to care or services provided by the Specialist 

Mobility Rehabilitation Centre (based at Preston Business Centre), and a further 1 (0.5%) categorised 

as ‘other’ complaint.  

 

A total of 457 formal complaints were closed during the period 1 April 2019 to 31 March 2020.  97% of 

complaints received in 2019/20 were closed within the 35-day timescale.  This is reported to Safety & 

Quality Committee on a monthly basis. Of note, the organisation is not mandated to respond within 35 

days, however the standard set is to ensure that complainants receive timely responses. The Patient 

Experience and PALS Team have dealt with over 2,344 issues. This is an increase of 23.82% on the 

same period last year, demonstrating a move to local resolution reducing the requirement for patients 

and their families formally complaining.  

 

The implementation of the risk maturity plan has led to the introduction of Datix 2 (the governance 

reporting system) for patient experience, this will provide opportunities going forward to ensure that 

there is a more complete understanding of the themes and trends from all concerns, not only 

complaints.  

 

Top 5 Themes from complaints by Division 

The following bar charts provide the top high level themes based on the number of complaints made in 

each area for each division.  

Graph 4 – Diagnostic Clinical Support     Graph 5 – Womens and Children’s  

 
 Graph 6- Medicine                     Graph 7 - Surgery 
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Communication and staff attitude are areas where there is an opportunity to make improvements that 

are not dependant on access and outcomes of treatments. This analysis has led to the commissioning 

of some organisational wide communication training that will be rolled out in quarter 3 of this year. In 

addition to this increased use of what the values do and do not look like will be undertaken in quarter 2. 

See Appendix 1 

  

2.3 The Parliamentary Health Service Ombudsman (PHSO) 

 

Complainants have the right to request that the Parliamentary and Health Services Ombudsman 

(PHSO) undertakes an independent review into their complaint in instances where local resolution has 

not been achieved.  Between the period 1 April 2019 to 31 March 2020 there were 4 cases referred to 

the PHSO with the outcome that 2 complaints were partially upheld; 1 was not upheld and 1 was 

explored and a local resolution was reached for the complainant.  During this period the PHSO sent 

final reports for 7 cases which were opened prior to 2019 and the outcome of these were that 2 were 

upheld; 3 were partially upheld and 2 were not upheld.  A further 4 cases are currently ongoing and a 

final decision is yet to be reached. 

 

It is not possible to compare data year on year in relation to the PHSO, as at any time complainants 

may raise a concern to the office of the PHSO which can date back several years.  The PHSO do not 

work to a set timescale and some cases can take several years to reach investigation and provide an 

outcome. Therefore, comparison year on year is not appropriate as the data may represent some 

historic cases.  Learning from these cases include 

 

 To ensure the National Early Warning Score and Vital Signs Observations (NEWS 2) are 

recorded appropriately via the electronic documentation system to reduce the risk of 

deterioration and potential cardiac arrest. 

 The Medical Assessment Unit (MAU) Team to have an awareness of the Procedure for the 

Timely Recognition and Response for Patients at Risk of Deterioration Policy and the 

Escalation Policy. 

 MAU to complete an SBAR (Situation Background Assessment Recommendation) Transfer 

form for each patient moving to a ward/department for further care and treatment with a clear 

management plan identified. 

 To ensure all documentation is completed in line with the Trust Clinical Record Policy and 

Procedures Policy and the Nursing and Midwifery Council’s (NMC) Code of Conduct. 

 The Ward Manager and Matron to implement the importance of clear communication for patient 

follow ups.  If the patient is under the Oncology team the Oncology Hotline contact details will 

be available on the ward for patients on discharge. 

 The Trust has adopted the safer methodology, an NHSI initiative.  The SAFER patient flow 

bundle blends five elements of best practice. When implementing all five together this initiative 

improves patient experience and promotes safer discharge. 

 Discharge facilitators have been introduced to the Trust are now an integral part of the ward 

based teams. Discharge facilitators help and assist health and social care colleagues to plan 

and facilitate timely safe discharges using agreed processes for patients from point of 

admission to hospital to discharge to their own home or alternative care facility. 

 Improved engagement and utilisation of CUR. Providing real-time evidence based clinical 

decision support. Helping to facilitate our patients receiving the right levels of care, in the right 

settings at the right time. 
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 Regular MADE, multidisciplinary agency discharge events, are held within the Trust. 

 There is now a senior lead nurse based on Chorley site, to support teams operationally, 

professionally and clinically. 

 The Trust have employed a Matron for mental health, learning disabilities, autism, dementia, 

Mental Capacity Act (MCA) and Deprivation of liberty Safeguards (DOLs), providing extra 

support for staff around complex discharge issues and other capacity related concerns.        

 To ensure that Next of Kin (NOK) is aware of any discharges 

 To complete discharge check list for every patient 

 All staff to comply with mandatory Trust compliance relating to MCA and DoLs  

 Staff have had an ‘away day’ on the ward where they have watched the trust values videos and 

discussions about attitude. 

 

The complaints process is being strengthened to ensure the quality of complaint response is of a 

higher standard.  This will reduce the need for complainants to approach the PHSO in the future.  The 

organisation has put in place a system of measuring patient satisfaction in relation to the complaints 

process.  This is to seek the views of complainants and what we could do better in the future to resolve 

complaints.   

 

2.4 Compliments 

The Trust receives formal and informal compliments from patients and their families in relation to their 

experience of care.  During 2019/20 a total of 5,214 compliments and thank you cards were received 

by wards, departments and through the Chief Executive’s Office.   

 

From April 2020, as part of the changes to Datix and subsequent rollout of the improvements, an 

additional module has been added to the tool to enable departments to record compliments directly 

onto the system and this also allows upload of associated documents.  Additionally, it will provide 

teams with the opportunity to celebrate success locally and as part of their wider teams and divisions. 

 

2.5 NHS Website Feedback (formerly known as NHS Choices) 

 

The NHS Website provides patients with the ability to post reviews for both Royal Preston (which 

includes Preston Business Centre) and Chorley and South Ribble Hospitals.  Information on the 

website also provides details of the current Care Quality Commission (CQC) rating.  The following 

information provides details from October 2019 to March 2020 inclusive.  There were a total of 52 

compliments and 18 concerns posted on the website. 

 

       Graph 8 – NHS Choices Compliments              Graph 9  - NHS Choices Concerns raised  
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It is difficult to establish themes due to the low numbers provided.  All concerns raised are passed on to 

the Patient Advice Liaison Service (PALS) and investigated and responded to.  Feedback is provided 

to the relevant divisions on all posts made on the website.  The concerns raised related to waiting times 

and car parking issues.  

 

3. National Survey Results 

 

There are several national surveys carried out across the organisation each year that provide a 

snapshot in time of the experiences of patients.  All surveys are administered externally by Picker UK 

and the results are provided once the CQC removes their embargo.  The results are then published to 

ensure transparency of information. 

 

3.1 Children and Young People’s Survey 2018 

 

 The Children and Young People’s Survey 2018 provides analysis of the experiences from July 2018.   

The previous Children and Young People’s survey was undertaken in 2016.  The survey is comprised 

of three age-appropriate versions: 

 Parent Version A – for parents/carers of inpatients and day case patients aged 0-7 years 

 Child Version B – for young inpatients and day case patients aged 8-11 years and their 

parents/carers 

 Young Person Version C – for young inpatients and day case patients aged 12-15 years and their 

parents/carers 

 

A total of 64 questions were used in the survey, of these 61 can be compared to questions in the 2016 

survey.  A total of 255 questionnaires were completed which is a response rate of 21%, an increase of 

2% from the 2016 survey.  The average response rate for the 66 Picker Trusts in 2018 was 26%. 

 

The CYP service achieved a suboptimal change in ranking, moving to a ranked 58 out of the 66 Trusts 

surveyed, compared to 65 out of 71 Trusts in 2016. Overall; 

 92% - Parent felt well looked after by staff 

 86% - Child felt well looked after in hospital 

 89% - Staff agreed a plan with parent for their child’s care 

 

It should be noted, the timing of the CYP survey did coincide with an unusual increase in adolescents 

with significant mental health disturbances leading to an unusually high level of disruption on the ward, 

it is therefore anticipated these results will demonstrate an improvement in the next survey. 

 

Table 1 – Top Scoring questions    Table 2 - Most Improved areas from last survey 
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 Table 3 Bottom Scores compared to the average 

 
 

Table 4 Least Improved from last survey  

 
 

 

Actions taken to improve Children and Young People’s services 

 

The Children and Young People’s team have put in place a number of improvements as follows: 

 Recruited 4 staff to the play team to enhance this service that has introduced a programme of 

events over the year, including craft work, interactive sessions and movie time.  

 An increase in the resources for children including all age groups, creating bedside play resource 

packs; 

 Held “Me First” training for 60 staff which is an advanced communication course focused on 

involving children and young people.  This has been shared with ‘you said, we did’ boards on the 

ward. 

 The Youth Forum have done the ’15 Step Challenge’ of all clinical areas. 
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 Raised awareness with staff regarding noise at night and keeping doors closed to reduce the 

impact; 

 Held a number of activities to engage children and young people’s interest and stimulation 

celebrating, Halloween, Children In Need, Cash 4 Kids, Superhero day, Rock your socks, Red 

Nose day, Nutrition and Hydration Week, World Book Day and held a Christmas Party; 

 Welcome postcards, information folders and leaflets designed; 

 Recruitment brochure designed;  
 Implemented Friends and Family Test feedback for outreach and specialist nurses; 

 Provision of accessible bathrooms within the Children and Young People’s area, and designated an 

additional bathroom on ward 8c for parents; 

 Privacy film added to windows and replaced the blinds and curtains on the ward; 

 Introduced hydration stations for cold drinks and free hot drinks are available at all times; 

 Introduction of a ‘snack shack’ in the relatives’ room with free food, snacks and toiletries; 

 Purchased additional recliner chairs for parents; 

 Introduced ‘Starlight’ distraction boxes for nursing staff to provide distraction when the play team 

are not available. 

In addition to this, to understand progress further in relation to the poor performing questions in the Picker 

survey the Divisional Nurse Director for CYP has repeated these questions to understand the effectiveness 

of the improvement actions. These will be reported to Safety and Quality Committee who have maintained 

an oversight of progress within CYP services whilst the service improves.  

3.2 Urgent and Emergency Care Survey 2019 

 

The Urgent and Emergency Care Survey provides analysis of the experiences of care provided in Type 1 

Emergency Department from September 2018. It specifies a series of questions related to and under the sub-

headings of arrival; waiting; doctors and nurses; care and treatment; tests; pain; hospital environment and 

facilities; leaving the Emergency Department and overall experience.  The survey is carried out every 2 years 

with the previous Urgent and Emergency Care Survey being undertaken in 2016. 

 

A total of 35 questions were used in the 2018 survey, of these 28 can be compared historically to questions in 

2016.  Compared to the 2016 survey, the Trust has achieved a positive score change of 8 points and is ranked 

47 out of the 69 Trusts surveyed, compared to 57 out of 75 Trusts in 2016: Overall; 

 80% rated care as 7/10 or more 

 97% treated with respect and dignity  

 97% doctors and nurses listed to patient 

 

Table 5 – Top Scoring questions    Table 6 - Most Improved areas from last survey 
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Table 7 – Bottom Scores Compared to average Table 7 Least Improved questions from the last survey 

 
 

Actions taken to develop urgent and emergency care services 

 

The Emergency Department Team have put in place a number of improvements as follows: 

 

 A dedicated pharmacy team commenced in ED in April 2019.  The teams purpose is to enhance 

the care of patients overall and in relation to medication counselling, prescription and administering. 

 Additional Healthcare Assistants have been added to the establishment and hot meals provided to 

patients when there are extended waits in the ED. 

 Increased presence of the discharge assessment teams aims to improve the coordination with 

community services and the experience of patients who have complex needs. 

 Overall increased staffing levels for Registered and Unregistered nurses aims to improve the 

experience of patients and families 

 Continued improvements to the ED pathways aims to reduce the time patients spend in the ED 

 Continued improvements to the ED estate aims to minimise the number of patients who are 

required to wait on a corridor 

 Plans to improve patient washing facilities in the ED aims to increase the experience of privacy and 

dignity in the ED 

 Separation of children from the adult pathways has resulted in paediatric nurses in the ED 

dedicated to CYP and aims to improve the experience of children in the ED and reduce time spent 

in the department.  

 CYP Leadership position created, linked with the CYP service to work on improvements to CYP 

pathways. 

 Creation of a new Surgical Assessment Unit has resulted in 10% fewer surgical patients attending 

ED leading to decreased occupancy levels.  

 The changes to the ED estate have demonstrated consistent compliance with the 30 minute 

handover standard, and this metric is expected to continue to improve. 
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3.3 Adult Inpatient Survey 2018 

 

The National Picker Inpatient Survey 2018 provides analysis of the experiences of inpatients from July 

2018.  A total of 397 returned a completed questionnaire, giving a response rate of 33% which was a 1% 

increase on the 2017 survey.  The results for the 2018 survey were published after the publication of the 

Quality Account for 2018-19 and are consequently presented in the 2019/20 Quality Account.  Patient 

comments from the survey about the Trust as a whole demonstrated: 

 

 Overall - rated experience as 7 out of 10 or more – 85% 

 Overall - treated with respect or dignity – 98% 

 Doctors - had confidence and trust – 97% 

 

Table 8 – Top Scoring questions    Table 9 - Most Improved areas from last survey 

 
 

Table 10–Bottom Scores Compared to average       Table 11-Least Improved questions from the last                                             

                                                                                        survey 

 
 

Actions taken to develop inpatient services 

  

The services have put in place a number of improvements as follows: 

 

 The Trust has developed information for patients explaining how to complain in a variety of 

ways, pull up banners are at the main entrances and on all floors of the ward block, ‘How Are 

We Doing’ provide information on how and where to raise concerns, information is published on 

the internet and intranet sites; 
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 Ward welcome boards identifying photos of the Ward/Department Manager and Matron and 

their contact details also how to raise a concern in the department.  

 The use of red shift leader lanyards to help patients and relatives identify who to raise concerns 

with.  

 Daily board rounds used to plan proactively for discharge using Estimated Dates of Discharge 

(EDD), supported by discharge facilitators to early communication with patients and families.  

 A number of resources have been developed to ensure that both staff and patients understand 

the discharge process. 

 The use of what the values ‘do and do not look like’. 

 Increased communication on how to access translation services.  

 Development of a flow operational group to focus on reducing the number of moves at night. 

 System flow improvement plan to reduce time patients spend in the ED.  

 Testing and commencement of the implementation of patient Centred Case notes (PCCN) 

within surgery to support patients in feeling more involved in their care.  

 Behind the bed boards with ‘what matters to me’ space.  

 Redesign of discharge processes led by a clinical lead to lead to increased patient focus 

 Implementation of 7 day length of stay reviews to identify complex patients early in the pathway 

and ensure coordinated approach to discharge planning 

 

3.4 Maternity Survey 2019 

 

Maternity services have received positive feedback in the annual national survey for 2019, 

demonstrating continuous improvements from the previous survey. 

 

The Trust was one of 63 maternity providers who participated in the survey during 2019.  A total of 303 

mothers cared for at the Trust were sent a questionnaire.  298 mothers were eligible for the survey, of 

which 94 returned a completed questionnaire, giving a response rate of 32%.  The average response 

rate for the 63 Picker Trusts was 36%.  

 

The results demonstrated an improved position for maternity services compared to the last national 

Picker survey in 2018.  The Trust is now ranked 10 out of 63 trusts nationally compared to 12 out of 68 

Trusts surveyed in 2018. 

 

The maternity services ranked significantly better than the last survey on the following 3 statements in 

particular: 

 

 Treated with respect and dignity – 98% 

 Had confidence and trust in staff – 99% 

 Involved enough in decisions about their care – 100% 
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Table 12 Top Scores compared to the average  

 

 
 

Table 13 Most improved scores from last survey  

 
 

Table 10–Bottom Scores Compared to average       Table 11-Least Improved questions from the last                                             

                                                                                        survey 
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Actions taken to develop maternity services 

 

The Maternity team has put in place a number of improvements as follows: 

 

 Implemented continuity of care teams to improve the overall patient experience and outcomes for 

women. 

 Plan to implementing a digital maternity system that will improve service user involvement and 

communication and access to medical history 

 Increase in use of digital in the community to improve access to information in the community 

 Plan to open Chorley Birth Centre at the end of October 20 to offer freestanding birth centre option 

to families. 

 Continue to work with Maternity Voices Partnership service user group to develop service provision 

including theatres as place of birth, antenatal waiting times and patient experience. 

 Plan to share results of the survey with Integrated Care Partnership Clinical Leaders forum  

 Midwife contact details routinely shared at each appointment 

 Launch of the homebirth service has led to an all-time high of 4% homebirths 

 

3.5 National Cancer Patient Experience Survey  

 

The Cancer Patient Experience Survey 2018 published September 2019 provides analysis of the 

experiences of care provided for adults aged 16 or over with a confirmed diagnosis of cancer, 

discharged from an NHS Trust after an inpatient episode or day case attendance for cancer related 

treatment, in the months of April, May and June 2018.   The survey is carried annually with the previous 

Cancer Patient Experience Survey undertaken in 2017. 

 

A total of 52 questions were used in the 2018 survey, of these 49 can be compared to questions in 

2017.  Compared to the 2017 survey rating of 8.8, the Trust has achieved a positive score change of 

0.1% increase in the average rating provided by respondents when asked to rate their care, with an 

overall score of 8.9: 

 

 88% rated overall care as very good/good 

 87% rated overall always treated with respect and dignity by staff  

 

When comparing the average results received across all other hospitals the Trust ranked best in the 

following areas: 

 

 Patient told they could bring a family member when first told they had cancer – 88% 

 Patient definitely given enough support from health or social services during treatment – 60% 

 Patient given a care plan – 40% 

 

Actions taken to develop services experienced by patients with Cancer  

 

 Each multi-disciplinary team (MDT) completed an action plan. Monitoring of the action plans will be 

through the tumour site operational meetings and the NSSG CNS meetings, overseen by the Trust 

Lead Cancer Nurse. Any tumour specific actions will be added to the Quality Surveillance Work 

Programme to facilitate change. 
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 Due to low numbers of responders local surveys will be performed for Sarcoma, UGI and Brain to 

enable monitoring on an ongoing basis. 

 Right by You manager post appointed to ensure personalised care in cancer is rolled out 

o All Patients have access to support / CNS at diagnosis; 

o Holistic Needs assessments are offered to all patients at diagnosis and post treatment; 

o Treatment Summaries are provided post treatment; 

o Cancer Care Reviews - developed with CCG/community teams; 

o Health and Wellbeing Events / programmes are available to patients; 

o Self management follow up pathways implemented for Breast Colorectal and Urology.  

 Patient Engagement Project funded by alliance to provide additional support to teams, expanding 

patient engagement and patient led projects. 

 Further development and expansion of the Macmillan Cancer Information and Support Service, 

(MCISS) following successful bid which will improve patient access to information and support and 

ensure information and support is available to all inpatients and day surgery patients, improving 

educational and training for staff in these areas. Increase support available for all patients for 

employment and financial advice provided by the MCISS. 

 Regular updates will be reported at the LTH Cancer Partnership Group meetings. 

 The lead cancer nurse will ensure CNS keyworker is known to the patient by finalising roll out 

Macmillan adoption of all cancer CNS teams and provide key worker Macmillan business cards to 

all patients. 

  
3.6 Summary of National Surveys 

 

For each of the national surveys the specialities are working to put plans in place to ensure priority is 

given to areas for improvement.  The results of the surveys are shared with teams in the respective 

areas to confirm their position within the surveys.  As the surveys are shared approximately 12 months 

after the fieldwork has been undertaken, divisional positions may have positively shifted on plans for 

improvement. The surveys are considered a core element of any CQC inspections. 

 

Table 12 – Picker survey overview 

Survey 
2016 

Overall score 

2017 

Overall score 

2018 

Overall score 

2019 

Overall score 

Maternity Survey 
No survey carried 

out in this year 
36 out of 68 12 out of 69 10 out of 63 

Urgent and 

Emergency Care 
57 out of 75 

No survey carried 

out in this year 
47 out of 69 -- 

Children & Young 

People’s Survey 
65 out of 71 

No survey carried 

out in this year 
58 out of 66 -- 

Inpatients Survey 

 
71 out of 83 69 out of 81 51 out of 77 Not yet available 

 

The overall position for all surveys with the exception of the CYP survey demonstrates an improvement 

since 2016. It should be noted, the timing of the CYP survey did coincide with an unusual increase in 

adolescents with significant mental health disturbances leading to an unusually high level of disruption 

on the ward, it is therefore anticipated these results will demonstrate an improvement in the next 
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survey. The results indicated above relate to NHS organisations where Picker UK has carried out the 

surveys. 

 

4. Patient Experience Involvement Group 

 

The Patient Experience Involvement Group was formed following the development of the Patient 

Experience and Involvement Strategy 2018-2021.  This group is made up of 64 members from across 

the diverse community, carers, former patients, members of staff and Trust Governor Representatives, 

along with a Non-Executive Director.  The group meet monthly to discuss new developments that may 

be of support to patients. 

 

In response to feedback received in 2019/20 there have been consultations and changes introduced in 

a number of areas to improve the quality of service provision.  Some of these include: 

 

 Consultation with patients and service users to change and redesign information for bereaved 

families 

 Therapy services to provide ward based patient services and enhanced experience. 

 New Patient Magnet to signpost Parkinson’s and getting medications on time. 

 Ward packs for patients with Parkinson’s disease. 

 Alarm clocks for medications to ensure patients who have Parkinson’s disease receive their 

medications on time. 

 AccessAble on the website for people with visual challenges and where English is not their first 

language. 

 Development of symbols on Quadramed for patients who have additional needs to support the NHS 

England Accessible Information Standard. 

 User group formed to drive forward implementation of the NHS England Accessible Information 

Standard. 

 Development of Easy Read information for patients requiring additional support. 

 Outpatients Charter development. 

 Digitisation of patient appointment letters. 

 Introduction of the ‘Patient Contribution to Case Notes’ (PCCN) diary for patients, carers and 

families. 

 The continuation of a Carers Charter in recognition of how carers can support their loved ones 

whilst in hospital. 

 Successful bid for funding to build a Changing Places Accessible space at Royal Preston Hospital. 

 Access to the Patient Advice Liaison Service (PALS) on the Chorley and South Ribble Hospital site 

to ensure a safe, comfortable environment for patients to raise concerns. 

 

5. Patient Information.   

 

Patient Information has been identified as an area of focus by the Trust, to ensure that information 

provided to patients is up-to-date, version controlled, and provided in an appropriate standard format 

for patients.  Formerly the organisation has allowed departments and areas to develop their own 

methods of patient information.  It had become apparent that departments were photocopying 

information that had been out-of-date for some time and the quality was compromised.  This did not 

support quality and professionalism across the organisation.   
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Within the past 12 months tighter governance controls have been implemented to ensure that there is 

more control with the information that is provided to patients.  This has involved  

 

 A review of information provided. 

 An amnesty within divisions to ensure that any out-of-date information is destroyed and up-to-

date information is provided to patients. 

 The re-institution of a Patient Information Group, including lay people, library services, 

Governors and staff to view leaflets for readability. 

 Removal of multi-access information from the intranet.  Information is now only accessible via 

one area on the Trust Website, reducing the risk of providing out-of-date information. 

 125 patient information leads have been established across the organisation. 

 Patient Information is included in the STAR accreditation visit criteria and measured accordingly 

to ensure compliance. 

 A sole printing provider has been identified (SF Taylor) to produce patient information and a 

standardised template put in place. 

 

6. Patient Experience and Involvement within the Trust 

 

There are several groups set up within the Trust which involve staff, patients, carers and service users.  

The focuses of the groups are to identify ways in which the organisation can identify areas for change 

in order to improve services.  The groups are: 

 

 Maternity Voices Partnership 

 Youth Forum 

 Renal Dialysis Service Group 

 Men’s Health Forum 

 Women’s Health Forum 

 Cancer Patient Experience Forum 

 Critical Care Experience Group 

 Learning Disabilities Easy Read Group 

 Inflammatory Bowel Disease forum 

 Cancer Alliance Group (up to April 2020) 

 Cancer Patient Experience Group 

 Patient Research Group 

  

7. Our Partner Involvement 

 

7.1 N-Compass 

  

N-compass is an organisation formed to improve the lives of vulnerable people across the region and 

an advocacy service to support patients. A primary focus is to provide support for carers and those who 

self-harm. 

The Trust meets monthly and is involved with the following organisations: 

 Lancashire Well Being Service 

 Lancashire County Council 
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 Chorley and South Ribble CCG 

 Progress Housing Group 

 Department of Work and Pensions 

 Community Gateway Association 

 Victim Support Hate Crime  

 Lancashire Police 

 Lancashire Care Services 
 

There has been a key focus on the development of services for the vulnerable, particularly those who 

are deaf and how services across the local community can be improved to support patients.  The deaf 

community have been consulted with in relation to what matters most to them and as a result of this 

there have been changes of the service provider used to meet their needs more effectively.  The 

organisation has implemented virtual communications for patients who are deaf.  This supports 

immediate access to British Sign Language (BSL) Interpreters. 

 

7.2 Lancashire Carers Service (LCS) 

 

Lancashire Carers Service provides support for carers on a 1-1 basis.  This in turn supports the Trust 

to ensure that these links can provide support to patients and their carers at the point of discharge.  

The Trust has established links to enable carers to have carers’ assessments and reviews in order to 

access support, including financial and emotional interventions.  Ward areas are aware of the support 

provided by the LCS, who are members of the Patient Experience and Involvement Group.   

 

7.3 Deafway 

 

Deafway is a national charity with strong links to Lancashire.  They are members of the Patient 

Experience and Involvement group providing key advice in terms of how we can support deaf patients 

whilst both inpatients and outpatients.  After meeting with the Chief Executive and Nursing, Midwifery & 

AHP Director  to share their annual report, Deafway have been instrumental in developing how the 

Trust moves forward with translation services, providing advice and guidance on the best services to 

use, such as the video translation service.  They were involved with the development of the refreshed 

Translation and Interpreter Services Policy and Procedure and the procurement of a new service to 

support this. 

 

Deafway have supported the organisation to produce a poster to help staff recognise the needs of the 

deaf community and influenced the purchased of in excess of 100 hearing loops installed across the 

organisation.  They have worked with the Trust to provide a short film on the experiences of the deaf in 

hospital and what it is like to be deaf.  This is to raise awareness for those who are not deaf.  Maternity 

services have produced some short films to support pregnant mothers with their journey to birth. 

 

7.4 Patient Experience Network 

 

In December 2019 the Trust engaged with a campaign with NHS England and NHS Improvement 

‘EyeWise 100 Voices’. 

EyesWise is an NHS project that aims to save sight and improve lives. Since April 2018, work has been 

underway in hospital eye services across the country to streamline and speed up outpatient treatment 

for patients who are at highest risk of sight loss. The Trust is awaiting the results and feedback from the 

‘Eyewise 100 Voices’ project evaluation of results. 



  

21 

 

7.5  AccessAble (formerly DisabledGo) 

AccessAble provide details regarding accessibility of the Preston, Chorley and Preston Business 

Centre sites, in relation to terrain, accessibility, toilet facilities for patients who have additional needs, 

including wheelchairs. The information provided is predominantly about accessibility to the hospital 

sites, for example car parking, door width, and in general the accessibility.  In November 2019 

AccessAble consulted with the Patient Experience Involvement Group as to how effective their service 

was and this involved our Estates Team who lead on this service. This involved the re-design of 

promotional material for their website.  The Patient Experience and Involvement Group were happy 

with the re-branding; as a result this is now on the Trust website.  AccessAble information is provided 

on the Trust Communication Screens and patient letters to signpost patients to the available support. A 

bid for central matched funding for a Changing Places at RPH was successful in 2019, whilst delayed 

due to Covid plans to complete this work before the end of the year will result in all three of the hospital 

sites being able to provide changing places facilities.  

7.6 Learning Disabilities and Mental Health 

There has been significant progress in the past 12 months with the recruitment of a Learning Disability 

and Mental Health Matron who has led a team of professionals to deliver changes with regard to how 

we treat vulnerable patients in relation to patient experience, including: 

 Provision of Easy Read information to patients. 

 Development of symbols to support patients with additional needs representing those who have 

a learning disability, dyslexia, dementia. 

 Involvement with the development of a flagging system on Quadramed to support the 

requirements of the NHS England Accessible Information Standard. 

 Ensure reasonable adjustments are put in place for patients.  

 Learning Disability mortality review will be presented to Safety & Quality Committee in July 

2020. 

 Recruitment to a dementia Clinical Nurse Specialist. 

 Drive for full compliance for the MCA & DOLS introduced on Quadramed to assess advanced 

levels of care on admission for patients to ensure least restrictive practice. 

 Dementia Strategy is in development with the Frailty Big Room Continuous Improvement 

programme. 

 Support by the Patient Experience and PALS Team to fast track patients who have dementia 

through outpatients. 

 On ward activity boxes to support patients who have dementia. 

7.7 Healthwatch 

The Trust has developed strong links with Healthwatch who are members of the Patient Experience 

Improvement Group.  In 2019 Healthwatch visited both Preston and Chorley hospitals to gather 

feedback from patients in the hospital about the services that we provide. The results of this feedback 

are outstanding at this time. 

 

8. Translation and Interpreter Services 

  

There have been some key developments in the provision of translation and interpreter services over 

the past year to include: 
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 ‘Anytime, Anywhere’ is a virtual, easy access interpreter service supporting the Outpatient 

areas of the organisation.  

 The Trust remains under contract with Big Word, however exploration of how East Lancashire 

and Blackpool is underway to ensure quality and cost effectiveness. 

 Co-Sign continue to provide British Sign Language support for patients who are deaf.  Co-Sign 

now provide video sign language for patients, which should reduce the waiting times for 

patients, for example in the Emergency Department. 

 Portable trolleys are now provided within areas to ensure that translation and interpreting is 

provided to support patient care and accessible by the patient’s bedside. 

 ‘Browsealoud’ continues to support the Trust website, allowing patients to have information 

translated into different languages, also supporting those who may have visual challenges. 

 

9.  STAR Quality Assurance Process  

 

Recognising the direct impact of staff on patient experience, there has remained two core questions in 

the monthly peer STAR audits that seek to understand how staff and patients feel about the clinical 

environment. The outcomes of these audits are reported on a monthly basis to Safety & Quality 

Committee. In addition to this, when undertaking STAR, the Governors or lay persons talk to patients 

and staff to reduce the bias that may be present in being asked about experience by a member of the 

clinical team. The 15 steps process is undertaken prior to entering the clinical department with lay 

people or Governors. This has led to some constructive feedback and increased ownership of corridors 

and walkways that, whilst they have an impact on patient and relative experience, they are not always 

owned by the departments they are attached to.  

 

Table 13: 15 Step Challenge Outcome – Trust-wide up to the period ending 30th June, 2020 

 

 A 
Very 

confident 

B 
Confident 

C 
Not very 
confident 

D 
Not confident at 

all 

Trust 
Overall 

77 25 2 0 

 

The star accreditation visits, the results of which are detailed within the STAR annual report are 

focused on 4 core areas. 1. Patient experience 2.Staff experience, 3. Environment 4. Documentation. 

The improvement in compliance for star has demonstrated an overall improvement in the elements 

affecting patient experience.  

 

10. Black, Asian, Minority Ethnic (BAME) patients  

The Preston Muslim Community continue to provide support to BAME patients and have donated over 

100 Quran Cubes to ward areas to provide BAME inpatients with spiritual comfort.  Each ward now 

also has a hard copy of the Quran.  Spiritual leaders welcomed across the organisation and involved 

with the community.  The catering team provide multicultural menus for BAME patients with a choice of 

halal food.  
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11. Developments for 2020/21 

There will be a continued focus on the Patient Experience and Involvement Strategy to ensure the 

areas highlighted through the initial consultation are met and delivered by the end of the third year of 

the strategy. Six monthly reviews of progress are presented to the Safety & Quality Committee.  

 

The outstanding deliverables from the strategy are:  

 

 Develop a system for departments to gather ‘real time’ feedback from patients. 

 Have a stock of Z beds for relatives to be able to stay with their loved ones. 

 Accessible refreshments in patient areas. 

 Further development service improvements to ensure that there is a patient voice as part of 

these. 

 Progress the involvement of Governors in patient experience programmes and service 

improvements. 

 Involve service users in the development of the new Changing Places facility at Royal Preston 

Hospital. 

 Ensure there is a patient representative on the Our Health, Our Care programme. 

 Ensure that there are virtual interpreting services provided in the PALS Team. 

 Develop the volunteer services to enable patients to ring when support is required on all sites. 

 Further develop patient information for those whose first language is not English. 

 Introduce dining companions. 

 Introduce reading groups. 

 Create social spaces. 

 Continue to develop patient stories for inclusion into a variety of meetings. 

 Develop and implement Patient Experience Dashboards. 

 

There will also be continued focus on gathering patient experience information through the various 

routes currently available.  Before the COVID-19 pandemic there was a plan in place for the Patient 

Experience and PALS Team to provide an outreach service to the wards across both hospital sites to 

gather real-time feedback directly from the patient’s bedside.  The team will be exploring how to 

continue with this work taking into account national guidance, local policy and measures that have 

been put in place in relation to social distancing. 

 

From July 2020 patient satisfaction information will be gathered regarding the complaints process using 

a variety of methods, including questionnaires and direct contact with patients following receipt of the 

Trust’s response to complaints. This will address the Big Plan aim of providing improved quality of 

complaint responses.  

 

There is currently a staff forum for Black, Asian and Minority Ethnic (BAME) staff; however this needs 

to be expanded and developed to include BAME patients, carers and relatives, to ensure that their 

healthcare and patient expectations needs are managed and realised. 

 

The Trust is involved with PRIDE, an annual event celebrating the Lesbian, Gay, Bisexual, 

Transgender Queer Plus (LGBTQ+) communities, as part of the national celebrations in particular 

Preston PRIDE and flying the flag across Trust sites during this time, as well as changing the 

background to the Rainbow Flag during the month of June each year.  The Senior Nursing, Midwifery 

and AHP Team have attended pride for the past 2 years to demonstrate support in this area. As an 
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organisation there has been a positive emphasis on working with the LGBTQ+ community.  The 

Blended Learning Team has produced eLearning for all staff to raise awareness of this group and to 

support the Rainbow Badge as part of this initiative.  The positive approach aims to improve the 

experience and feeling of safety for the LGBTQ+ community in our services.  

 

12. Conclusion 

 

In order to consistently delivering excellent care, a multifactorial holistic approach to improvement is 

required. The report seeks to outline how the organisation involves patients, families, staff and 

Governors in supporting improvement in this area. There is evidence that this is improving year on year 

with a significant number of actions taken in partnership with patients to improve their experience. The 

Ward to Board Quality Assurance Programme alongside the use of friends and family and PALS 

feedback enables the organisation to capture feedback. The next year will see an increased focus on 

the capture of live feedback, BAME involvement, roll out of patient Contribution to Case notes project 

and targeted communication training and values work to contribute towards strengthening positive 

patient centred cultures within services. 

 

 

12. Recommendation 

 

 The Board of Directors is asked to receive the report and note the contents. 
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Report to: Board of Directors Date: 1October 2020 

Report of: Medical Director Prepared by: S. Emery  

Purpose of Report  

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

Executive Summary: 
The purpose of this report is to provide an update and assurance to the Board that the Trust has robust 
governance arrangements in place to review, report and learn from patient deaths.   
This report presents a range of mortality review information, benchmarking data and audit outcomes to provide 
assurance to the Committee in the following areas: 

• COVID-19 Deaths 
• Mortality reviews including Secondary Structured Judgement Review (SJR) Reviews 
• Learning Disabilities (LeDeR) deaths 
• Medical Examiner Reviews 
• Perinatal, Neonatal and Child Deaths 
• Mortality Benchmarking  

As Serious Incident investigations and StEIS reported deaths are reported separately to the Safety & quality 
Committee and are not included in this report however, the learning from those deaths has been included in 
the narrative. 
 
Key Highlights from the Report 
During the 2019-20 a total of 1830 patients died of which 770 had a Mortality Review which equates to 42% of 
cases which is above the national average of 10%. 
 
The mortality benchmarking information highlights that the Trust is performing as expected or better than 
national and regional peers as is therefore high level assurance. 
 
This paper has been considered in detail at the Safety and Quality Committee  
 
It is recommended that the Board of Directors  

i. Note the content of the report for information and confirm it is assured of the robust arrangements 
in place relating to the management of patient deaths.  

ii. Consider the annual mortality review report be included on the Board cycle of business. 
Trust Strategic Aims and Ambitions supported by this Paper: 

Aims  Ambitions 

To offer excellent health care and treatment to our 
local communities 

☒ Consistently Deliver Excellent Care ☒ 

To provide a range of the highest standard of 
specialised services to patients in Lancashire and 
South Cumbria 

☒ Great Place To Work ☐ 
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To drive innovation through world-class education, 
teaching and research 

☐ 
Deliver Value for Money ☐ 

Fit For The Future ☐ 

Previous consideration 

Safety and Quality Committee 
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1. Introduction 
The purpose of this report is to provide an update and assurance to the Board that the Trust has robust 
governance arrangements in place to review, report and learn from patient deaths.   
This report presents a range of mortality review information, benchmarking data and audit outcomes to 
provide assurance to the Board in the following areas; 
 

• COVID-19 Deaths. 
• Mortality reviews including Secondary Structured Judgement Review (SJR) Reviews. 
• Learning Disabilities (LeDeR) deaths. 
• Medical Examiner Reviews. 
• Perinatal, Neonatal and Child Deaths. 
• Mortality Benchmarking. 

 
As Serious Incident investigations and StEIS reported deaths are reported separately these have been 
excluded from this report. 
 

2.0 NHS England published COVID-19 Deaths 
The current deaths from COVID-19 published 17/07/2020 on the NHS England website are: - England 29,162 
deaths, the North West Regional deaths are 4,796 and the Trust deaths are 248.  The discharge data was only 
available up to the 05/07/2020 and therefore not included in this report but the Trust has discharged 642 
patients.  National, Regional deaths by Trust are presented in Appendix 1 p.8. When considering this 
information alongside in hospital Covid deaths the Trust has continued to remain on the median line compared 
with regional peers in the funnel graphs Figures 1, 2 and 3 in Appendix 1, p.9.  
 
2.1 Adult Mortality Structured Judgement Reviews (SJRs)  
This report presents the annual data for 2019-20; quarter 1 information for 2020-21 is not currently available 
but will be presented in the next report to the Board.  In 2019-20 a total of 1830 patients died of which 770 had 
a Mortality Review which equates to 42% of cases which was above the National average of 10%.  The Trust 
data is presented by division in Table 2 in Appendix 2 p.11.  SJR Mortality Reviews with avoidability scores of 
1-3 are escalated for a Secondary SJR Mortality Review which is presented in Appendix 2 Table 3 p.11 and of 
these Secondary reviews there were two cases that were deemed avoidable after a Secondary SJR Review 
and those led to a StEIS investigation.  The avoidable deaths are reported in the NHS Improvement Mortality 
Dashboard in Appendix 4 p.14. Specialty level SJR review numbers, care and avoidability scores are 
presented in Appendix 3 p.12.   
 
It has been recognised that some Specialities particularly in the Division of Medicine have greater numbers of 
deaths to review and this has been an ongoing challenge due to capacity issues.  The Safety & Quality 
Committee has requested historically, the Trust Lead for mortality to attend Committee to update on the 
actions being taken to improve the historical performance relating to mortality reviews. The Medical Director 
and Medical Examiner have agreed the plan for 2020-21, this will ensure all patients have a review by the 
Medical Examiner and ensure the percentage of deaths reviewed using the SJR to be a minimum of 20% as a 
mandatory requirement across all specialties.   
 
The Medical Examiner service will be referring cases for Primary Mortality Review in the following criteria;  

• Deaths where the Medical Examiner has raised concerns. 
• Deaths where bereaved families have raised concerns. 
• Mental Health and Learning Disability patient deaths. 
• Cases of concern identified via the audit department. 

 
The specialties will also be provided with a list of all monthly deaths via the audit & effectiveness department 
to undertake additional cases to meet the mandated 20% target.  Performance will be monitored by the audit 
team and a clear escalation process put in place.  Monthly performance reports are provided to the Divisional 
Safety & Quality Committees and the Key Performance Indicator (KPI) of 20% reviews required has been 
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added to the divisional governance dashboards.  This process is presented in the flow diagram in Appendix 5 
p.15. 
2.2 Learning Disabilities (LeDeR) Deaths 
The Trust has reviewed 10 of the patients who have died with a diagnosed Learning between April 2019 and 
May 2020. The reliable identification of patients who die with a Learning Disability is an area that requires 
further work and is included in the work plan for the next year. Therefore, the deaths reviewed are those that 
are known to the Medical Examiner and do not necessarily represent all of the learning disability deaths. The 
Medical Examiner independently reviewed the structured judgment reviews AMAT proformas provided by the 
Clinical Audit Team and also undertook a focused Medical Examiner review of the electronic notes to assess 
the quality of the conclusions in the Structured Judgement reviews. This process has identified a number of 
areas that require improvement that are summarised within a LeDeR report presented to safety & Quality 
Committee in July 2020. Overall, the quality of reviews was good with respect to the quality of care provided 
and all patients received generally good or excellent care. No medical care deficiencies were identified by the 
initial SJR reviews or by the independent Medical Examiner assessment. There were no cases where the 
learning disability diagnosis was named as the cause of death. This is a positive finding for the organisation. 
 
2.3 Medical Examiner Reviews 
The Trust Medical Examiner (ME) service has been active since December 2019 although initially with limited 
ME capacity.  The Trust has recruited 9 Consultants that will provide the service every afternoon Monday to 
Friday.  The new Medical Examiners are being inducted and the Lead Medical Examiner expects the full 
service to be operational by September 2020.  In addition a Medical Examiner Officer (MEO) is also now in 
post to support the service.  There have been 1,129 deaths between January – June 2020 and the ME service 
has reviewed 181 cases (16%) and has also commenced escalation for Primary Mortality Reviews.   
 
2.4 Perinatal, Neonatal and Child Deaths  
The Trust uses the Perinatal Mortality Review Tool (PMRT) to review the deaths of babies.  The Trust mean 
has since December 2019 risen slightly to 4.9 per 1000 births compared to the regional and national crude 
mean of 4.2 per 1000 births, following a recent increase in cases regionally during the Covid 19 pandemic.  
Investigations into this rise have been undertaken, the outcomes of which are presented in the “Perinatal 
Mortality Tool and Healthcare Safety Investigation Branch Quarterly Update Report” which was also presented 
to the Safety & Quality Committee on the 31st July.  In quarter 1 (2020-21) there were 4 neonatal deaths, all 
were expected and have been reviewed with learning shared with the team and reported external as per 
policy.   
 
There were 4 child deaths, one was an unexpected death and is being investigated in line with Child Death 
Overview Panel (CDOP) process and two were expected deaths in tertiary hospitals and one died out of area 
who resided in Preston but was not known to the Trust.  All deaths have been reported to CDOP for reviews.  
The child death review meeting in June 2020 reviewed deaths from quarter 4 and a learning bulletin will be 
circulated to the wider team in the next few weeks. The team have been commended for being the first Trust in 
the Northwest to submit a “*CDOP form C” under the new guidance. 
 
* This proforma is used by the Child Death Overview Panel (CDOP) to evaluate information about a child's death; 
 
3.0 Mortality Benchmarking 
This section of the report provides a range of benchmarking mortality data including the Hospital Standardised 
Mortality Ratio HSMR, regional benchmarking from the Advancing Quality Alliance (AQuA) quarterly report, 
Case mix adjusted 30-day mortality post systemic anti-cancer therapy (SACT) rates and intensive care audit 
data.  
 
3.1 Hospital Standardised Mortality Ratio (HSMR) 
The Trust aim is to have “an expected or lower than expected risk adjusted mortality rate – HSMR”.  For the 
most current period March 2019 – February 2020** and for all ages, the HSMR (56 basket) is 84.9 and the 
relative risk for all diagnoses is 85.7 both of which are lower than expected.   
During 2019 the Trust had a mortality alert for “Chronic Renal Failure” which has been investigated and there 
was no cause for concern regarding the care and treatment.  The alert was related to the classification of 
admissions type where classification impacts on the way data is adjusted and thus triggers the alert.  The 



 

5 

 

issue is being resolved. In addition there was also a “Crushing Injury” alert which is currently under 
investigation but early indications show there to be no cause for concern.  An update on this alert will be 
included in the next mortality report to the Board.   
The HSMR and relative risk for adults, children and neonates are all within or lower than expected range which 
supports achievement of the Trust Big Plan year 2 metric “To maintain expected or lower than expected 
HSMR”; these are presented in Table 1 below (Green is lower than expected). 
 
Table 1 HSMR & Relative Risk – March 2019 – February 2020* 

Measure Month 
(Feb 20) 

Quarterly 
(Dec 19  – Feb 20) 

Yearly 
(Mar 19 – Feb 
2020) 

HSMR Adult 81.7 93.2 85.2 
Relative Risk - All Diagnoses Adult 82.1 93.7 86.1 
Relative Risk - All Diagnoses Child (>28 Days) 0.0 0.0 28.7 
Relative Risk - All Diagnoses Neonates (<1-28 Days) 38.7 32.6 64.7 

** This is the most current period available without signs and symptom (R codes) which relate to un-coded data and affect the accuracy of the HSMR 
and alerts. 
 
A peer comparison of the Trust HSMR is presented in the funnel chart in Figure 4 Appendix 6 p.16.  The Trust 
HSMR 3 year trend (2017 -2020) is presented in Figure 5 p.16. 

3.2 AQuA Quarterly Mortality Report June 2020 (Issue 29) 
The Advancing Quality Alliance (AQuA) provides North West Trusts with a quarterly mortality report which 
presents benchmarking information.  AQuA use the Summary Hospital –level Mortality Indicator (SHMI) and in 
this report data is for the period January 2019 – December 2019.  The Trust SHMI was 0.98 against the 
benchmark of 1.00 and is among the lowest Trusts in the North West see Figures 6 and 7 in Appendix 7 p.17.  

It should be noted that for SHMI reported from July 2020 publication, COVID-19 activity will be excluded. This 
is due to the fact that SHMI the statistical modelling used to calculate the SHMI is not designed to reflect 
pandemic activity and will not be as robust if such activity were included. 

The Trust Crude Mortality Rate was reported to be 2.06% in December 2019 which was also lower than the 
North West and England average see Figures 8 and 9 in Appendix 7 p.18.  The current Crude Mortality Rate 
according to Doctor Foster Intelligence (March 19 – February 2020) is 1.3%.  The Trust also performs well 
against regional and national peers with Palliative Care Coding for patients who died, with the Trust average at 
53%, compared to the North West 36.5% and for England 36.0%, see Figure 10 and 11 in Appendix 7 p 19.  
The impact of this is that it indicates expected deaths and consequently lowers the HSMR and SHMI.  The 
Charlson Co-Morbidity Index assigns a weighting to 17 different conditions, a higher weighting indicates a 
higher the risk of the patient dying.  Where there are high levels of recording comorbidities this also reduces 
SHMI and HSMR.  The Trust has improved in this index over the past few years and in 2019-20 this was 4.5 
and increase from 3.9 in the prior year and is now higher than regional peer (4.3) and comparable with 
England (4.5) average see Figures 12 and 13 in Appendix 7 p. 20. 
 
3.3 Case mix adjusted 30-day mortality post systemic anti-cancer therapy (SACT) rates 
The case-mix adjusted rate is the mortality rate the trust would have if all the trusts treated the same group of 
patients and includes all patients who have died within 30 days (inclusive) of their last treatment.  The Trust 
mortality for palliative chemotherapy is within the average for the peer groups.  The funnel plots for Lung, 
Pancreas, Gastric and Cancers of Unknown Primary (CUP) are presented in Appendix 8 p 21.  
 
3.4 Intensive Care National Audit & Research Centre (ICNARC) 2020 Data 
ICNARC data provides assurances that the Trust compares favourably with other intensive care units.   
• Data entry was recorded as complete for the time period specified. 
• It is positive to note that the mortality risk of 1.0 indicates that the observed mortality is reflective of  the 

expected mortality. 
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• The Trust had a low rate of unit acquired infections as compared to other units. 
• Rate of out of hours discharge was low compared to other units.   
• The number of readmissions to the unit(s) is low  

 
3.5 Learning from Deaths 
The main learning from SJR mortality reviews is at the Secondary Review stage which is shared at specialty 
morbidity & mortality meetings.  If there are specific issues and where there are more generic outcomes these 
have been shared with the Learning to Improve Group and published in one of the bulletins.  The process of 
sharing of learning from secondary mortality review is being strengthened with a plan for the outcomes from 
the secondary reviews undertaken in the divisions, to be presented at Case Review Group with actions taken 
to share the learning.  Where there have been continued concerns from the outcome of secondary reviews 
these have been raised for a Level 3/StEIS investigation.  In 2019-20 there were 2 cases of avoidable death 
both of which had a secondary review and a StEIS investigation, the learning from which related to: 

• Every patient needing a risk-benefit analysis of anticoagulation with any clinical change and a clear 
plan document in the medical record. 

• Comprehensive record keeping and inclusion of necessary information when requesting referrals from 
other specialities. 

 
Learning from Secondary SJR Mortality Reviews included:- 

• The need for clarification of responsibilities where there is shared team care. 
• More appropriate blood tests and timing. 
• More effective medications management. 
• Conservative management may have been more appropriate in some surgical interventions. 
• Delays in decision making. 

 
3.6 Quality of Care 
The quality of care is recorded in both the Primary and Secondary Mortality Reviews.  The avoidability scores 
at Primary Review is a trigger for a Secondary Review where the avoidability is finally determined and 
potentially raised for a Serious Investigation. The findings from the “Poor” and “Avoidable Death” scores 1-3 
reflect the findings above from Secondary Reviews. 

• Earlier recognition, diagnosis and treatment of cases may possibly have resulted in different outcomes. 
• Clinical pathways not always being followed e.g. Sepsis and Gastro-intestinal bleeding pathways 

 
There were many features of good and excellent care which included: 

• Excellent end of life care. 
• Care provided to the patients was of good medical practices and professional standards. 
• All aspects of care and treatment pathways e.g. Stroke were followed. 

 
In Summary 
This report has presented a summary of the adult, child, neonatal and perinatal deaths which have occurred in 
the Trust for the period April 2019 and March 2020 and quarter 1 where available.  Benchmarking framework 
information and data has been presented which demonstrates that the Trust is performing well in relation to 
National and Regional Peers.   

4.   Financial implications 
None currently 

5. Legal implications 
 None currently 
6. Risks 

No current risks 
7. Impact on stakeholders 

None currently 
 

8. Recommendations 
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It is recommended that the Board of Directors  

i. Note the content of the report for information and confirm it is assured of the robust 
arrangements in place relating to the management of patient deaths.  

ii. Consider the annual mortality review report being included on the Board cycle of business. 
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Appendix 1 NHSE website – ‘COVID-19-total-announced deaths-17July-2020’ 

NHS England Region Total 

England   29,162 
    0 
East Of England 3,402 
London   6,125 
Midlands   5,828 
North East And Yorkshire 4,263 
North West   4,796 
South East   3,474 
South West   1,274 

 

Trust Name Total Deaths 

NORTH WEST BOROUGHS HEALTHCARE NHS FOUNDATION TRUST 1 

MERSEY CARE NHS FOUNDATION TRUST 3 

ALDER HEY CHILDREN'S NHS FOUNDATION TRUST 4 

CHESHIRE AND WIRRAL PARTNERSHIP NHS FOUNDATION TRUST 4 

NHS NIGHTINGALE HOSPITAL NORTH WEST 6 

PENNINE CARE NHS FOUNDATION TRUST 6 

GREATER MANCHESTER MENTAL HEALTH NHS FOUNDATION TRUST 9 

THE WALTON CENTRE NHS FOUNDATION TRUST 10 

THE CHRISTIE NHS FOUNDATION TRUST 13 

LIVERPOOL HEART AND CHEST HOSPITAL NHS FOUNDATION TRUST 19 

WARRINGTON AND HALTON TEACHING HOSPITALS NHS FOUNDATION TRUST 136 

EAST CHESHIRE NHS TRUST 144 

SOUTHPORT AND ORMSKIRK HOSPITAL NHS TRUST 150 

UNIVERSITY HOSPITALS OF MORECAMBE BAY NHS FOUNDATION TRUST 169 

SALFORD ROYAL NHS FOUNDATION TRUST 179 

EAST LANCASHIRE HOSPITALS NHS TRUST 202 

ST HELENS AND KNOWSLEY TEACHING HOSPITALS NHS TRUST 207 

MID CHESHIRE HOSPITALS NHS FOUNDATION TRUST 213 

TAMESIDE AND GLOSSOP INTEGRATED CARE NHS FOUNDATION TRUST 214 

STOCKPORT NHS FOUNDATION TRUST 222 

BOLTON NHS FOUNDATION TRUST 226 

COUNTESS OF CHESTER HOSPITAL NHS FOUNDATION TRUST 226 

BLACKPOOL TEACHING HOSPITALS NHS FOUNDATION TRUST 237 

WIRRAL UNIVERSITY TEACHING HOSPITAL NHS FOUNDATION TRUST 238 

LANCASHIRE TEACHING HOSPITALS NHS FOUNDATION TRUST 248 

WRIGHTINGTON, WIGAN AND LEIGH NHS FOUNDATION TRUST 253 

MANCHESTER UNIVERSITY NHS FOUNDATION TRUST 437 

LIVERPOOL UNIVERSITY HOSPITALS NHS FOUNDATION TRUST 468 

PENNINE ACUTE HOSPITALS NHS TRUST 552 
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Figure 1 North West Acute Trusts rate of COVID-19 at 09/06/2020 

 

Figure 2 North West Acute Trusts rate of COVID-19 at 16/06/2020 

 



 

10 

 

Figure 3 North West Acute Trusts rate of COVID-19 at 30/06/2020 

 

The COVID-19 funnel plots highlight that the Trust deaths were in line with the North West mean. 
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Appendix 2 Trust level Mortality Review Data 
 

Table 2 Trust Level Mortality Review – 2019-20 
Division  Q1  

Deaths 
Q1 

Reviews 
Q2 
Deaths 

Q2 
Reviews 

Q3 
Deaths 

Q3 
Reviews 

Q4 
Deaths 

Q4 
Reviews 

Annual 
% 

Diagnostics 
& Clinical 
Support 

50 50 
(100%) 

34 34 
(100%) 

38 38 
(100%) 

39 39 
(100%) 

 
100% 

Surgery  70 55 
(79%) 

68 45 
(66%) 

68 35 
(51%) 

119 99 
(83%) 

 
72% 

Medicine 338 108 
(32%) 

290 83 
(29%) 

320 86 
(27%) 

393 97 
(25%) 

 
28% 

Women’s 
Health  

1 0 0 0 0 0 2 1 
(50%) 

 
50% 

Total 459 213 
(46%) 

392 162 
(41%) 

426 159 
(37%) 

553 236 
(41%) 

 
42% 

 
The avoidability scores from the Primary SJR reviews are presented below but to note some specialities no 
longer use the proforma in AMaT and therefore may not have scored for avoidability using the SJR scale.  
 
Table 3 Avoidability of Death Scores at Primary Review – 2019-20 
Rating Q1 Total Q2 Total Q3 Total Q4 Total** 

Score 1 Definitely avoidable 0 0 0 0 
Score 2 Strong evidence of avoidability 2 0 0 1 
Score 3 Probably avoidable (> 50:50)  2 2 0 1 
Score 4 Possibly avoidable but not very likely (< 50:50)  8 6 5 4 
Score 5 Slight evidence of avoidability  25 8 14 18 
Score 6 Definitely not avoidable  134 123 121 144 
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Appendix 3 Speciality level Mortality Review Data 

Diagnostics & Clinical Support 
In the Diagnostics division the only Speciality with reported deaths was Critical Care; this department reviews 
all deaths on a weekly basis.  The outcomes are as follows: 

Table 4  Number of Deaths & Reviews Critical Care 
Number of reviews Q1 Q2 Q3 Q4 
Critical Care 50 34 38 39 
 
Table 5 Avoidability of Death Scores at Primary Review Critical Care 
Rating Q1 Q2 Q3 Q4 
Score 1 Definitely avoidable 0 0 0 0 
Score 2 Strong evidence of avoidability 1 0 0 0 
Score 3 Probably avoidable (more than 50:50)  1 1 0 1 
Score 4 Possibly avoidable but not very likely (less than 50:50)  1 2 2 1 
Score 5 Slight evidence of avoidability  9 0 2 1 
Score 6 Definitely not avoidable  38 31 34 36 
 
Table 6 Overall Assessment of Care Critical Care 
Rating Q1 Q2 Q3 Q4 
Poor 5 1 0 1 
Adequate 3 0 2 0 
Good 12 13 9 12 
Excellent 30 20 27 26 

Surgery Division 
Table 7 Number of Deaths & Reviews - Surgery 
Speciality Q1 

Deaths  
Q1 

Reviewed 
Q2 

Deaths 
Q2 

Reviewed 
Q3 

Deaths  
Q3 

Reviewed 
Q4 

Deaths 
Q4 

Reviewed 
Oncology & Haematology 20 10 18 8 12 5 25 19 

Orthopaedics & Trauma 10 6 10 5 5 9 17 4 

ENT 0 N/A 1 0 0 N/A 2 1 
Colorectal & Upper GI 14 11 19 13 19 10 26 20 
Max fax 1 1 0 N/A 3 0 0 N/A 
Neurosurgery*  17 21 10 18 12 11 29 30 
Plastics 0 N/A 0 N/A 0 N/A 1 0 
Urology 2 1 2 1 4 0 2 0 
Vascular 6 5 8 0 13 0 17 11 
Total 70 55 68 45 68 35 119 87 

Percentage  79%  66%  51%  73% 

* Neurosurgery also review neurosurgical patient deaths allocated to critical care which is why the reviewed 
deaths are higher than those attributed to neurosurgery.   
 
Table 8 Avoidability of Death Scores at Primary Review - Surgery 
Rating Q1 Q2 Q3 Q4 
Score 1 Definitely avoidable 0 0 0 0 
Score 2 Strong evidence of avoidability 0 0 0 0 
Score 3 Probably avoidable (more than 50:50)  0 1 0 0 
Score 4 Possibly avoidable but not very likely (less than 50:50)  1 1 1 0 
Score 5 Slight evidence of avoidability  5 3 4 4 
Score 6 Definitely not avoidable  28 23 19 36 
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The Avoidability scores exclude Neurosurgery Q1-Q4 and Haematology Oncology patients in Q4 because 
these services do not formally score care via the SJR model in AMaT. 
 
9 Overall Assessment of Care - Surgery 
Rating*** Q1 Q2 Q3 Q4** 
Poor 0 0 0 0 
Adequate  4 0 2 2 
Good  20 17 15 19 
Excellent  10 10 7 19 
***Figures exclude Neurosurgery, Vascular and Haematology patients because these services do not formally 
score care via the SJR model in AMaT. 
 
Medicine Division 
10 Number of Deaths & Reviews - Medicine 
Speciality Q1 

Deaths 
Q1 

Reviewed 
Q2 

Deaths  
Q2 

Reviewed 
Q3 

Deaths 
Q3 

Reviewed 
Q4 

Deaths 
Q4 

Reviewed 
Cardiology 6 1 16 0 15 0 12 0 
Diabetes & Endocrine 43 4 40 2 24 8 30 5 
Elderly & Frail 29 13 26 15 38 19 58 15 
Emergency Department 55 41 33 12 54 20 51 23 
Gastroenterology 45 8 26 4 36 2 52 4 
MAU 46 9 39 15 45 7 50 6 
Neurology 3 0 1 0 0 0 2 0 
Renal 10 5 16 12 8 2 15 10 
Respiratory 70 1 74 4 75 3 90 2 
Stroke 31 26 19 19 25 25 33 32 
Total 338 108 290 83 320 86 393 97 
Percentage  32%  29%  27%  25% 
 
11 Avoidability of Death Scores at Primary Review - Medicine 
Rating Q1 Q2 Q3 Q4 
Score 1 Definitely avoidable 0 0 0 0 
Score 2 Strong evidence of avoidability 1 0 0 1 
Score 3 Probably avoidable (more than 50:50)  1 0 0 0 
Score 4 Possibly avoidable but not very likely (less than 50:50)  6 3 2 3 
Score 5 Slight evidence of avoidability  11 5 8 13 
Score 6 Definitely not avoidable  68 69 68 71 
 
12 Overall Assessment of care - Medicine 
Rating Q1 Q2 Q3 Q4 
Poor 5 1 1 1 
Adequate  6 6 8 12 
Good  52 35 40 52 
Excellent  24 35 29 23 
 
Women and Children’s Health 
In the division the only Speciality with reported deaths was Gynaecology. The outcomes are as follows: 

13 Number of Deaths & Reviews -Gynaecology 
Speciality Q1 

Deaths 
Q1 

Reviewed 
Q2 

Deaths  
Q2 

Reviewed 
Q3 

Deaths 
Q3 

Reviewed 
Q4 

Deaths 
Q4 

Reviewed 
Gynaecology 1 0 0 0 0 0 2 1 

(50%) 
 
The Mortality Review for the 1 patient carried out was given an avoidability of death rating as ‘Score 6 
Definitely not avoidable’ and an overall assessment of care as ‘Good. 
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Appendix 4  NHS Improvement SJR Mortality Dashboard 
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Appendix 5 Proposed Mortality Review Process 

Medical Examiners  
Review of all deaths 

Medical Examiners 
 Esclalate Cases for Primary MR into MR 

inbox hosted by Audit Department 

ME initiated Primary MR 
Documented on ME database 

Audit Department 
Issue request for Primary MR to CD 

ME Escalated - Primary MR Undertaken in AMaT/MaMR 
Audit Department monitor progress and escalate after  

1 week - CD 
2 weeks - DMD/cc ME 
3 weeks - MD/cc ME 

End Month deaths extract - BI 
Retrospective  approach provdes demnominator to calcalate the 

minimum number required for review to achieve 20% 
Audit Department will allocate to specialitity CD/Mortality Lead 

within  first working week  

MR Progress Sitrep 
Provide 1-2 weeks for  MR to be undertaken  

In week 3 sit rep and escalation to DMD 
 Permit additional 1 week 

Escalate to MD when required 
 

MR Reporting 
There will inevitably be some cases reviewed after month 

end so the reported data to divisional S&Q etc will be 
continually updated to capture the monthly actual deaths 

/reviews 
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Appendix 6 Hospital Standardised Mortality Ratio (HSMR) 

Figure 4 HSMR Regional Acute Peer Benchmark 

 

The current HSMR for the period March 2019 –February is 84.9 which is one of the lowest in the North West. 

Figure 5 HSMR Trust Trend March 2017 – February 2020 

 

The Trust HSMR trend has been within expected range (blue diamonds) or lower than expected (green 
diamonds) for the last 3 year period.  

 

Lancashire Teaching 
Hospitals NHS Foundation 
Trust (LTHTR) 
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Appendix 7 AQuA Mortality Report June 2020 

Figure 6 Summary Hospital-level Mortality Indicator (SHMI) North West Trusts 

 
The Trust SHMI was 0.98 against the benchmark of 1.00 and is among the lowest Trusts in the North West 

Figure 7 Trust Average Annual Summary Hospital-level Mortality Indicator (SHMI) 

 

Lancashire Teaching 
Hospitals NHS Foundation 
Trust (LTHTR) 
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Figure 8 Crude in-hospital Mortality Rate North West Trusts 

 

Figure 9 Trust Crude in-hospital Mortality Rate time series 

 

The crude rate trend remains below North West peers and England. 

 

LTHTR 
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Figure 10 Palliative Care Coding: Patient Died North West Trusts 

 

Figure 11 Trust Palliative Care Coding: Patient Died 

 

The Trust has the second highest level of Palliative Care: Patient Died coding in the North West 

LTHTR 
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Figure 12 Charlson Co-Morbidity Index Average Score North West Trusts 

 

Figure 13 Trust Charlson Co-Morbidity Index Average Score  

 

 

The Charlson Co-morbidity Index is now within range of the North West and England Trusts 

 

LTHTR 
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Appendix 8 Case mix adjusted 30-day mortality post systemic anti-cancer therapy (SACT) rates 

Figure 14 Lung Cancer Patients 18+ (Lancashire Teaching Hospitals is indicated in yellow diamond) 

 

 

The Trust mortality for lung cancer palliative chemotherapy is within the average compared to peer groups. 
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Trust caseload (2018) 

Risk-adjusted 30-day post chemotherapy mortality percentage,  
lung cancer patients aged 18+ and treated in 2018, England 

Data Average 2SD limits 3SD limits LANCASHIRE TEACHING HOSPITALS NHS FOUNDATION TRUST
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Figure 15 Pancreatic Cancer Patients 18+ (Lancashire Teaching Hospitals is indicated in yellow diamond) 

 

 

The Trust mortality for pancreatic cancer palliative chemotherapy is within the average compared to peer groups. 
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Risk-adjusted 30-day post chemotherapy mortality percentage, 
pancreatic cancer patients aged 18+ and treated in 2017-2018, England 

Data Average 2SD limits 3SD limits LANCASHIRE TEACHING HOSPITALS NHS FOUNDATION TRUST
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Figure 16 Gastric Cancer Patients 18+ (Lancashire Teaching Hospitals is indicated in yellow diamond) 

 

 

The Trust mortality for gastric cancer palliative chemotherapy is within the average compared to peer groups. 
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Risk-adjusted 30-day post chemotherapy mortality percentage,  
gastric cancer patients aged 18+ and treated in 2017-2018, England 

Data Average 2SD limits 3SD limits LANCASHIRE TEACHING HOSPITALS NHS FOUNDATION TRUST
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Figure 17 Cancers of Unknown Primary (CUP) 18+ (Lancashire Teaching Hospitals is indicated in yellow diamond) 

 

 

The Trust mortality for CUP cancer palliative chemotherapy is within the average compared to peer groups. 
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 Board of Directors Report 

Trust Headquarters 

Evaluation Report – Learning from Covid 

Report to: Board of Directors Date: 1 October 2020 

Report of: Director of Continuous Improvement Prepared by: 
A Brotherton, L Graham, T 
Pratchett and L Dunn 

Part I √ Part II  

Purpose of Report  

For approval ☐ 
For 

ratification 
☐ For discussion ☐ For information ☒ 

Executive Summary: 

NHS organisations have committed to capturing the learning from the Covid-19 pandemic, to both inform 

future planning in the event of a second wave of the pandemic and to inform how we transform our services as 

we move to a ‘new normal’, maximising the opportunities to use digital platforms, technology and innovations. 

A Task and Finish group was established at Lancashire Teaching Hospitals NHS Trust, chaired by the Director 

of Continuous Improvement, to ensure a co-ordinated approach to capturing the lessons learned from our 

response to the first wave of Covid-19. A qualitative approach was adopted, with interviews and focus groups 

being conducted with relevant teams across the organisation to harness learning using a free open access 

learning framework (Collaborate CIC, 2020). This interim evaluation report outlines the key preliminary findings 

from the qualitative interview data. 

A freely available open access learning framework (Collaborate CIC, 2020) was used to encapsulate the 

learning. The framework is divided into two sections, with the first capturing an overview of the core changes 

which have taken place, whilst the second focuses on context, exploring how collaboration, behaviours and 

leadership have impacted on these new ways of working.  

 

Data were collected during June 2020 and July 2020 by seven internal interviewers and some additional staff 

from AQuA. A total of 50 interviews and small focus groups (consisting of no more than four people), were 

conducted virtually using MS Teams and the interviewer recorded the notes of the meeting as the discussion 

occurred. To ensure a consistent approach to interviewing, a guidance document was developed and 

circulated to those conducting the interviews. 

 

The thematic analysis has been split between the two different sections of the CIC survey framework. The first 

section, which has captured some of the practical details about the changes made and what has and hasn’t 

worked, garnered 5 broad themes and a number of sub themes. The second section of the survey framework 

has captured the context, exploring how collaboration, behaviours and leadership have impacted on these new 

ways of working.  

Staff response, remote working, communication, implementing new processes and emergency preparedness 

and continuity planning were identified as key themes regarding how our teams worked differently in response 

to the pandemic. The second section of the survey framework enabled us to capture the context, exploring 
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how collaboration, behaviours and leadership have impacted on these new ways of working.  

Limitations and strengths are outlined. The report concludes with a discussion and recommendations 

regarding next steps. 

Acknowledgements: 

We would like to thank colleagues within the Advancing Quality Alliance (AQuA), The Healthier Lancashire 

and South Cumbria Integrated Care System (ICS) and The University of Central Lancashire (UCLan) for their 

input and support with the strategy and work of the Covid Learning Task and Finish Group.  

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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Interim Evaluation Report: Learning from Covid-19 

 
Executive Summary 

Our organisation is fully committed to being a learning organisation and we have therefore prioritised capturing 
our learning from the early phases of the Covid-19 pandemic. A task and finish group was therefore 
established, chaired by the Director of Continuous Improvement. External partners were invited to join the 
group to maximise shared learning across our system. 

The overarching remit of the group was to develop one central process for the capture of lessons learned, and 

to develop a programme which facilitated the entrenching of positive change but allowed for the development 

of safe exit strategies for the unsustainable or quality risk changes. Contributing to the Well-Led framework 

within the CQC inspection regime by providing assurance evidence that we have collectively delivered the 

improvements across the organisation, have a robust mechanism for learning at an organisational level and 

have a plan regarding sustainability of the improvements delivered in establishing our new processes and 

systems. 

The thematic analysis has been split between the two different sections of the CIC survey framework. The first 

section, which has captured some of the practical details about the changes made and what has and hasn’t 

worked, garnered five broad themes; our staff response; remote working; communication; implementing new 

processes; and emergency preparedness and continuity planning. The second section of the survey 

framework has captured the context, exploring how collaboration, behaviours and leadership have impacted 

on these new ways of working.  

LTHTR has gone through a period of very rapid and uncertain change during which we have had to redesign 

the way we deliver our existing services and, in some cases, develop new ones. This interim evaluation report 

has enabled us to bring together some of the key learning and experiences of staff across the Trust, focusing 

on the context, approaches and behaviours which have supported or hindered this period of rapid change. 

This report concludes with recommendations for the next steps. 

 

Acknowledgements: 

We would like to thank colleagues within the Advancing Quality Alliance (AQuA), The Healthier Lancashire 

and South Cumbria Integrated Care System (ICS) and The University of Central Lancashire (UCLan) for their 

input and support with the strategy and work of the Covid Learning Task and Finish Group.  
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1. Introduction  

As we plan for restoration from the first wave of the Covid-19 crisis, our intention is not to return to pre-Covid 

ways of working but to instead use the recovery as an opportunity to transform. Covid-19 has brought 

disruptive transformation and as an organisation our aim is to build upon the positive changes brought about 

by the crisis to enhance patient care and embed sustainable operational improvements. Alongside developing 

a programme to capture and embed the positive elements of the Covid-driven transformation, we must also 

acknowledge and encompass new ways of working which no longer add value and must be discontinued due 

to unsustainability or quality risks.   

Due to the scale and unprecedented nature of Covid-19 outbreak, LTHTR has had to redesign the way we 

deliver our existing services and, in some cases, open up some new ones. As a result, a Task and Finish 

group was established at Lancashire Teaching Hospitals NHS Trust to ensure a coordinated approach to 

capturing the lessons learned from our response to the first wave of Covid-19. A qualitative approach was 

adopted, with interviews and focus groups being conducted with relevant teams across the organisation to 

harness learning using a free open access learning framework (Collaborate CIC, 2020). This interim 

evaluation report outlines the key preliminary findings from the qualitative interview data. 

2. Background 

Learning from major incidents is challenging at national, organisational and individual levels (Coles, 2014). 

Whilst organisations and individuals are good at identifying lessons, these are not always well translated into 

learning. Pollock (2013) identified various reasons for organisations failing to learn, poor planning, lack of 

training, poor communication, no systematic approach, no audit, blame culture and poor leadership. Argyris 

and Schon (1978) identified two levels of learning, single loop learning and double loop learning. Whilst 

organisations tend to achieve single loop learning, the identification of problems and sourcing solutions, they 

find double loop learning challenging as it requires a deeper level of investigation and analysis, reviewing 

governance structures, policies and cultures to deliver transformational change (Coles, 2014). Coles (2014) 

also notes the importance of multi-agency learning from major incidents; information sharing mechanisms 

which reach all members of partner organisations. Responding to Covid-19 resulted in many changes being 

implemented at pace, this analysis will identify areas of key learning which will feed into planning for the 

second wave of Covid-19 and transform organisational culture in the longer term.  

 As part of the initial response to Covid-19 several different work streams were established, all with the similar 

goal of learning from and embedding the positive changes taken in our response to the crisis. 

2.1. A Summary of the immediate Covid-19 response 

2.11. Operations 

The operational teams responded proactively to the pandemic, establishing an incident management team 

which met seven days per week, (overseen by a Gold and Silver on call manager), a tactical meeting which 

was held every day at 4.30pm and a senior operational group met twice per week. These teams co-ordinated 

all of the work that was required and mandated by the centre. A detailed implementation plan for the Trust’s 

Covid-19 preparations was in place with robust project management. The operational teams also completed 

the stress testing exercises, led the capacity and demand modelling, managed the relocation and expansion of 

clinical services and had oversight of the stepping down of the elective programme. 

2.12. Clinical  

A Covid-19 Clinical reference group was established and led jointly by the Medical Director and the Nursing, 

Midwifery and AHP Director. A Covid-19 clinical reference group forum (ICP Level) was also established for 

our senior consultants and clinical community staff (including GPs) to review the national clinical guidance and 
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standard operating procedures that were developed nationally. This group led the implementation of clinical 

pathways at a local level, anticipating a significant increase in the number of ventilated patients, deaths and 

access issues for emergency and urgent non Covid-19 patients. An ethics group and end of life group were 

also established. 

2.13. Workforce 

As a result of the social distancing guidance from the government, our workforce had to introduce new ways of 

working at pace. People began working in a more agile way, either working from home or being located away 

from their normal place/office of work. A review was undertaken by the Deputy Director of Workforce and 

Organisational Development to understand staff experiences of agile working which was used to inform the 

Trust’s future direction around agile working practices.  

During Covid-19 there has been a massive change in culture, to enable decisions to be made quickly so that 

practice could be changed. We have seen devolved decision making and people working across departments 

as one team to deliver what is needed and maximise gains. Learning from Covid-19 will feed into the 

Workforce and Organisational Development Strategic Driver to create a positive organisational culture, 

complementing and building upon the findings from the Barrett Cultural Review which was conducted in 2019. 

2.14. Governance 

The local Nursing and Governance teams have developed an organisational critical decision log which aimed 

to build on learning during Covid-19. The logs were updated weekly and reviewed at the Covid-19 Senior 

Operational Group meeting, reviewing each critical decision that was taken and recording the rationale, 

actions taken, risks, controls and further action required. (Appendix A). There have been a total of 258 entries 

into the log since it went live in April 2020 on DATIX, with 39% of these entries being national decisions having 

strategic impact on the Trust. A full ‘Lessons Learnt’ report has been produced by the governance team, which 

details lessons learnt from the strategic and local decisions. 

2.15. Continuous Improvement 

The Continuous Improvement team were keen to understand how new processes and ways of working 

adopted during the Covid-19 pandemic would influence ongoing improvement efforts. Collaborate for Social 

Change provide resources and services to tackle complex social challenges. As part of their offer, they have 

developed an open access learning framework (Collaborate CIC, 2020) for organisations to learn from change. 

The Continuous Improvement team piloted this framework with one of the Microsystem Coaching Academy 

(MCA) teams, Paediatric Outpatients, who had developed a quantity of innovative working practices to enable 

their clinics to run effectively during the pandemic. 

2.16. Business Improvement team 

In response to the Covid-19 crisis NHS organisations were required to step down their non-Covid-19 related 

transformation programmes where appropriate and to suspend general programmes of cost improvement. 

This impacted on the Big Programme which formed part of several enabling factors aiding the Trust to move 

from small transaction change towards delivering large transformation cross the system. Adapting to this 

change the Business Improvement team offered its administrative support to the Covid-19 command and 

control structure as well working closely with Clinical Commissioning Group (CCG) colleagues to assess the 

key opportunities the Covid-19 brings in developing and pursuing transformational change, such as the 

Outpatients Programme. 

 



6 

 
 

2.17. Integrated Care System 

As part of the lessons learnt process the task and finish group engaged with the Healthier Lancashire and 

South Cumbria Integrated Care System (ICS) to ensure collaboration at a system level, with a representative 

participating in the task and finish group. This participation has ensured the Trust was aware of system level 

developments and progress and supported Trust feedback to a wider audience. 

The ICS developed and circulated a logic model template for capturing learning from Covid-19 at a regional 

level. The Trust used this to capture some of the work supported by the Continuous Improvement team during 

the pandemic and this was also used to inform the approach to capturing learning at an organisational level. 

(Appendix C). 

Through this process, the LTH team have been able to feed their lessons learned into wider system and 

regional groups. This link will ensure the themes and underlying principles of the Trusts findings are 

incorporated into future work and plans across the L&SC system and shared with regional improvement 

teams.  

2.18. Local Universities 

The Trust also linked in with the University of Central Lancashire (UCLan) and the Seed Alliance (a 

collaboration between local universities, supported by the Innovation Agency) who were exploring the use of 

the NASSSS framework, developed by Greenhalgh et al (2017) “to help predict and evaluate the success of a 

technology-supported health or social care program”. The NASSSS framework (Appendix D) considers a 

number of related and connected domains which may affect the adoption, non-adoption, abandonment, 

barriers to scale-up, spread and sustainability of health technologies. The Trust was keen to maximise 

opportunities to work with UCLan on capturing this learning. The work led by the Seed Alliance is currently 

being undertaken across the Integrated Care System (ICS). 

2.2. The Task and Finish Group  

In recognition of the various work streams that had been established during the initial crisis period of Covid-19 

and in order to reduce duplication and to amalgamate these key pieces of work, a Task and Finish group was 

established; it’s aim, to deliver a co-ordinated approach to capturing the lessons learned which would be 

aligned to the Trust’s Our Big Plan and Big programme. The membership of this group consists of the 

executive lead (the Director of Continuous Improvement), the Strategy and Planning manager, with 

representation from the Continuous Improvement team, Governance, the OD team, the Business Improvement 

team, AQuA (please see Appendix E) and the ICP: 

 Ailsa Brotherton – Director of Continuous Improvement 

 Lynsey Dunn – Senior Improvement Advisor 

 Louisa Graham – Deputy Director for Workforce and Organisational Development 

 Christine Morris - Interim Director of Governance 

 Jessica Partington - ICP programme Manager 

 Tracey Pratchett – Knowledge and Library Services Manager  

 Nina Carter – Strategy and Planning Manager  

 Kelly Jackson – Head of Business Improvement Team 

 Lisa Roberts – ICP Manager  

 Andrea McGuinness - Head of Improvement (AQuA) 

 Nicola Marland - Programme Director – System Reform (CCG) 

 Tracy Crumblehome - Quality Improvement Director (Lancashire and South Cumbria ICS) 
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The aims set out by the Task and Finish group are outlined below: 

 Develop a framework which will capture organisational learning from Covid-19 

 Collaborate across the ICS / ICP / local Universities to enable a shared approach 

 Identify an approach to share learning locally, regionally and nationally 

 Establish a criterion and framework for the identification and discontinuation of new ways of working 

which are unsustainable or a risk to quality. 

The overarching remit of the group was to develop one central process for the capture of lessons learned, and 

to develop a programme which facilitated the entrenching of positive change but allowed for the development 

of safe exit strategies for the unsustainable or quality risk changes. Contributing to the Well-Led framework 

within the CQC inspection regime by providing assurance evidence that we have collectively delivered the 

improvements across the organisation, have a robust mechanism for learning at an organisational level and 

have a plan regarding sustainability of the improvements delivered in establishing our new processes and 

systems. 

 

3. Methodology  

3.1. Rationale of design 

The learning capture aimed to fulfil several requirements, linking in with wider evaluation being undertaken by 

the ICS and local Universities, whilst providing a practical resource for future pandemic planning and other 

Trust wide developments.  The approach was established to ensure that rich and meaningful data was 

collected, capturing what had been done and the outcome and the context within which this has happened. 

The findings are intended to inform our response to a future pandemic as well as the scale up and roll out of 

any new procedures across the Trust.  

A freely available open access learning framework (Collaborate CIC, 2020) was used to encapsulate the 

learning (Appendix B). The framework is divided into two sections, with the first capturing an overview of the 

core changes which have taken place, whilst the second focuses on context, exploring how collaboration, 

behaviours and leadership have impacted on these new ways of working. Capturing the context was vital, 

because it facilitated an understanding of some of the barriers and enablers occurring when developing these 

across other areas.   

An initial pilot was run with the Paediatric Outpatients team to test the effectiveness of the framework. The 

initial test produced positive results, drawing out new ways of working, providing an overview of the main 

innovations which had taken place as well as providing additional context about the behavioural and 

leadership changes which supported the changes.  

The Task and Finish group appointed leads to coordinate interviews and focus groups with all relevant SBU’s 

to ensure the learning captured was representative of the clinical and non-clinical experiences during Covid-

19. Divisional Directors were contacted in order to identify the interviewees in the first instance. 
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Fig.1 (below) outlines the steps to the Task and Finish Group’s approach.

 

3.2. Data collection  

Data was collected during June 2020 and July 2020 by seven internal interviewers and some additional staff 

from AQuA also supporting. A total of 50 interviews and small focus groups (consisting of no more than four 

people), were conducted virtually using MS Teams and the interviewer recorded the notes of the meeting as 

the discussion occurred. To ensure a consistent approach to interviewing a guidance document was 

developed and circulated to those conducting the interviews 

4. Findings  

The thematic analysis has been split between the two different sections of the CIC survey framework. The first 

section, which has captured some of the practical details about the changes made and what has and hasn’t 

worked, garnered 5 broad themes and a number of sub themes. The second section of the survey framework 

has captured the context, exploring how collaboration, behaviours and leadership have impacted on these new 

ways of working.  

4.1. Practical learning from Covid 

Appendix F details a list of some of the new processes and services which have been introduced, all of which 

are taken from the information shared within the first section of the survey framework. It should be noted that 

this is not an exhaustive list of all of the activity undertaken during the pandemic in response to Covid and just 

those things which were captured within the interviews undertaken.  

There were many commonalities between the interviews, but these topics were mentioned most frequently as 

having an impact:  

4.11. Theme 1: Staff Response 

Team work and adapting to new ways of working: 

Team work was generally reported positively across the interviews undertaken, with staff across all four 

divisions and corporate services highlighting examples of where staff had worked together well as a team 

during the crisis. Interviewees reported teams working together with a shared purpose and ‘rallying round’ to 

support each other. One interviewee commented that ‘there has almost been a Dunkirk spirit’. 

Interviewees also reported that staff across the organisation had generally adapted well to new ways of 

working in response to the pandemic: 

‘Staff who have dealt with Covid patients directly have risen to the challenge extremely well. The support from 

junior doctors in particular has been very impressive’.   
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‘Staff willingness to challenge the status quo has increased in a very positive way. Staff have adapted 

extremely well.’ 

‘Teams have shown resilience and have worked well under pressure.’ 

‘The teams across portering have rallied round and supported each other really well.’ 

Cross-team collaboration: 

Cross collaboration across teams and divisions was also commonly reported.  A number of staff spoke about 

having more cross-team and cross-divisional meetings, using Microsoft Teams, and of talking to staff from 

other teams who they would normally not be in close contact with.  

A number of interviewees chose cross-team collaboration as an example of something they would like to see 

continuing across the organisation post Covid. When asked what the one thing they hoped changed as a 

result of the Covid-19 response, two of responses given were: 

‘The helpful and collaborative attitudes carry on and that feeling of working together cohesively. We’ve always 

previously worked together, but there has been a bit of resistance at times with people being under political 

pressure to achieve and being precious about the allocation of resources and selfish about sticking to their 

own priorities, rather than supporting success in all areas. During Covid this has shifted because everyone is 

working towards the same goal.’ 

‘Locally I hope that the teams remain close and supportive of each other – pre COVID teams were very 

segregated and worked in isolation.’ 

Many examples were given of cross team collaboration: 

‘Domestic services have been incredible, extremely responsive and started attending the bed meetings which 

was really helpful.’ 

‘There has been greater collaboration across all the nursing teams, better buy-in and understanding of what is 

going on across the board.’ 

‘Collaborating across clinical teams and with rota teams to co-ordinate the medical re-deployment. This 

worked effectively once we had the right people in the room.’ 

Some of the broader themes around collaboration are explored in more depth in section 4.2. 

4.12. Theme 2: Remote working 

The vast majority of interviewees mentioned remote and flexible working as being one of the biggest changes 

during Covid-19. Most staff were in praise of the new working arrangements, reflecting that it had eased many 

practical issues such as time spent commuting and parking, and also that it had helped them to manage their 

workload: 

‘Lot of benefits to working virtually – lean with time, collaborated more as a team and able to direct my own 

work effectively.’ 

‘It is quicker to engage with a variety of stakeholders.’ 

‘Working from home reduces travel and I get fewer interruptions and more time to concentrate.’ 

Although many interviewees praised the use of Microsoft Teams for keeping in touch with colleagues from 

home, some staff had a less positive experience, reporting that colleagues weren’t feeling as connected 
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because of the lack of face to face contact. Some staff said they hoped for more of a balance between home 

and on-site working: 

‘I find it difficult with the volume of people working from home. There is a dilution of leadership due to home 

working. There is more of an expectation on those staff on site to deal with issues because the people at home 

can’t as they aren’t on site.’ 

‘There is a limit to working from home. Psychologically I feel it is better to be in the room when talking to 

people.’ 

Nevertheless, more flexible and remote working was one of the most common themes when asked about one 

thing staff would like to see changed following the pandemic response.  

4.13. Theme 3: Communication 

Communication during the pandemic was generally reported on positively, with many interviewees supportive 

and complimentary of the central CEO briefings and the weekly Wednesday meetings led by Sarah Cullen: 

‘Weekly call with Sarah Cullen has been great, speaking to the nursing leads and AHP’s etc and gives us the 

local and national picture as well as divisional updates. This really helped us to plan for the peak and the 

rationales for this. Frank communication from nursing board to ward. Led me to do this with my own team.’ 

A number of staff felt that the use of Microsoft Teams had aided communication, with staff being able to 

‘access more staff’ than they would be able to normally: 

‘My daily contacts with my surgical team, ward staff and matrons...I can capture more staff in one go on teams 

than I could before to relay information. There is improved communication between areas.’ 

There were some exceptions however, particularly amongst staff from Medicine, and Estates and Facilities, 

who shared a number of examples of where they felt communication had been lacking between teams and 

from senior management.  Communication with care homes and communication around PPE issues were both 

noted as points of concern.  

There was recognition however, that some communication issues were caused by the rapid changes being 

made to the national guidance: 

‘Communication has been tricky due to fast changes from PHE guidance.’ 

‘Very vague guidelines from the government and we had to interpret them which was challenging. There 

wasn’t a conscious decision on how it impacted the front line, day to day operations.’ 

‘The guidance that has been received nationally has been very back and forth which has led to much anxiety 

for staff working in those areas.’ 

4.14. Theme 4: Implementing new processes 

Reduction in bureaucracy: 

A number of interviewees spoke about the ‘removal of red tape’ as being one of the key facilitators for 

implementing new processes in response to the pandemic: 

‘Making clinical decisions can be a slow process...a challenge will come in, divisional team will come up with 

solution etc and then have to await feedback from each division, some of those barriers just came down as 

clinicians.’ 
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‘One thing we have learnt is that most of the red tape we have prevents change is unnecessary and 

obstructive.’ 

‘Initially stopped having to get everything approved through committees so we were able to get things 

approved into practice, changed and done.’ 

IT solutions: 

IT solutions such as telephone and ‘Attend Anywhere’ video consultations were mentioned by the majority of 

interviewees as being instrumental in providing ongoing, routine care for patients: 

‘Attend anywhere has massively ‘sped’ things up for us.’ 

‘Telephone and video consultations definitely have a role to play even when back to business as usual.’ 

‘Virtual OT environmental assessments are effective and time saving. Easier for the family. More flexibility. 

Can do actions immediately/ during assessment rather than having to wait to come back to base.’ 

In some outpatient areas, all follow-up appointments have been moved to telephone consultations and some 

teams have already begun to collect patient feedback on these appointments. Many teams report that this 

activity will continue post-Covid-19.  

Although some teams have experienced stumbling blocks with setting up the ‘Attend Anywhere’ appointments, 

many interviewees were complimentary about the software and the speed at which it has been introduced 

across the Trust.  

Impact on Patient care: 

Many of the changes implemented during Covid-19 were made to maintain the safety of patients,  and the 

remote solutions mentioned above were praised by staff for the extent to which they had enabled some activity 

to continue, often offering a more flexible solution for patients and their families. However, a common theme 

from the interviews was around concern about the longer-term impact for patients, due to the large amount of 

routine, elective care which has been stopped: 

‘Thinking about options around routine patients etc, some patients could wait another year. Routine surgery 

has slipped. Waiting list is growing and will take us ages to get back through it all. Many patients also stopped 

going into A&E but then became really unwell because they left it too long.’ 

‘Cardiac clinics not working well due to the need for face to face contact and physical examination.’ 

‘Physical examinations can’t be done. A lot more telephone appointments but are delaying patient’s treatment 

because we need to see them face to face but haven’t deemed them urgent enough to risk bringing them into 

the hospital. Difficult for some of our patients who are elderly.’ 

A number of staff expressed anxiety around the delays to patient treatment. Colleagues from Surgery in 

particular noted concern about the volume of operations postponed during Covid-19. 

A number of interviewees did recognise the benefits of virtual appointments too.  

Pace of change: 

The pace of change that the Trust has undergone during Covid was another common theme from the 

interviews, with many staff reflecting on how the Trust’s response to the pandemic has demonstrated that 

change can be made at pace with staff feeling empowered to do so: 
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‘Things we have been trying to implement for a long time have started to happen.  These are radical changes.’ 

‘We continue to see the art of the possible. More patient focused. Use the latest technology.’ 

‘Research will be embedded now in the Trust’s philosophy and the impact that it can have on bringing in new 

ways of working and strategies.’ 

‘We don’t have to go through a million processes in order to change something. If something needs doing lets 

just do it.’ 

However, there was also some concern amongst interviewees about the pace of change with some reflecting 

that it could open up challenges for the future: 

‘No time to prepare for covid so every man to the deck and now there is having to deal with the issues that this 

has created. Lots of new processes have come into place and we haven’t had time to think about best way to 

do it so have just had to do it.’ 

4.15. Theme 5: Emergency Preparedness and Continuity Planning 

Many staff reflected on the preparedness of the Trust and the NHS as a whole during the interviews. Staff 

spoke about areas they think the Trust should focus on in the event of a second wave or future pandemic their 

hopes for improved support nationally: 

‘We need to think about instant preparedness – estates is so limited that we haven’t got the space to do the 

things that we need to do. Geography of estate is not enough – wards and offices. We also need to focus on 

the health and safety of our employees – big shift about being safe in work for people and I feel like this is now 

being focused on. We need to focus on vulnerable staff that need our support.’  

‘All staff should be properly FIT test on induction, provided with their own masks. This would remove the need 

for knee jerk reactions.’ 

‘Trust wide I hope specifically to physiotherapy that the specialist skill and expertise in respiratory are noted 

and invested in appropriately going forward (e.g. Critical care provision, respiratory inpatient provision, 

increased requirement over winter etc).’ 

‘We need to think about preparedness, I think we sat back and watch rather than sorted out contingency plan. 

Could have done more sooner, would have avoided some of the panic. A lot of that is government lead, but 

the NHS has waited for instruction.’ 

‘Pandemic preparedness needs to be taken more seriously.’ 

Many staff expressed an anxiety about coming out of the pandemic in terms of how the Trust and staff would 

be able to cope with the backlogs in patients care created by the pandemic: 

‘Routine surgery has slipped. Anxiety has now built under far more pressure than the peak of the crisis. Crisis 

itself was quite freeing, values had changed could do what you wanted to priorities patients, people more 

willing to chip in and help out. Now the targets are starting to come back in and there is a big backlog.’ 

4.2. Context and deepening insights 

 

The second part of the survey framework posed questions around specific pre-determined themes: 

collaboration, leadership, community, reimagining what we value and behaviours.  The key findings within 



13 

 
 

each of these themes are detailed below. Again, there were many commonalities between the interviews, but 

these topics were mentioned most frequently: 

4.21. Collaboration 

When asked about examples of collaboration, the majority of interviewees spoke about internal collaboration 

across teams. A number of examples were given: 

 Collaboration across multiple clinical teams to support the medical redeployment work with all clinical 

teams working together to deliver a joint rota. 

 Critical care collaborating with teams in Theatres and Estates for the sharing of space and equipment.  

 More cross-site collaboration across Facilities, Health and Safety and Stores. 

 Redeployment scheme encouraged more cross collaboration with staff from all areas working to 

support those with increased demand. 

 Research teams linking in with staff in the Education, Phlebotomy and Immunology. 

 More collaboration between Orthotics and Physio departments. 

External collaboration was more limited although there were some examples given: 

 The Women’s and Children’s division linked in closely with the regional and national networks for 

advice and guidance on patient care during Covid-19.  

 Colleagues in Surgery linked in with other local Trusts to share information about service delivery and 

procedures as well as the Royal Colleges for specific guidelines. 

 DCS staff linked in closely with the Cancer alliance and ICS for specific advice and as a ‘sounding 

board’ for implementing new procedures.  

 Research teams have linked in more with other Trusts undertaking Covid-19 studies. 

 Workforce and OD linked in with regional partners, sharing materials and guidance and attended 

regular ICS workforce meetings.  

Where external collaboration has occurred, it has tended to be where there were already some existing links, 

which staff commented had strengthened during the pandemic.  

4.22. Leadership 

There were a number of examples given in the interviews where effective leadership was demonstrated from 

staff not formally in leadership roles: 

‘Numerous junior managers and people in Band 3-5 positions, people have stepped up to the plate who you 

wouldn’t expect. People have been prepared to go on rotas and step up without question.’ 

‘Loads of people stepping up from different Bands, people addressing poor PPE use, picking up on nurse 

leaders, doctors and advising them on the best use of it. Everyone has been leading by example.’ 

‘I have been surprised by how the junior nursing staff have just been able to adapt to the situation.’ 

‘Housekeeper on the wards have made sure there is enough stock of PPE equipment. Ward clerks on the 

wards stopping people coming in if they haven’t washed their hands and got masks on.’ 

‘Great leadership in HCA and housekeeper teams - the way they all muck in on the wards, they keep things 

cheery and ok. These are the people who have kept the hospital going.’ 

Interviewees were generally very positive about the communication received from senior leaders and the 

executive team. Staff were particularly complimentary about the weekly meetings led by Sarah Cullen for Ward 

Managers, Matrons, AHP’s and Divisional Nurse Directors and of the daily CEO briefings. The majority of the 
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interviewees felt that their divisional leaders had shown effective leadership during the crisis and were visible 

and supportive. Members of the Exec Team also received specific praise: 

‘Sarah Cullen has embodied leadership qualities; providing care and compassion, focussed on kindness and 

wants to be there on the frontline supporting. There have been weekly cascades, she has been prominent on 

social media, offering thanks and praise. Supportive to us in committees, she listens and has been organised 

throughout.’ 

The interviews asked staff to reflect on what leadership skills have been most effective during the crisis. The 

most frequently mentioned skills are listed below: 

 Compassion, understanding and empathy 

 Adaptability and flexibility 

 Frequent and open and honest communication 

 Visibility and a willingness to ‘get stuck in’ 

 Remaining calm under pressure 

Interviewees were also asked to reflect on how decision making had changed. Many staff commented that 

decision making processes had been speeded up and that staff were managing this by both running decisions 

past members of their teams and/or keeping decision logs.  

The majority of interviewees felt that decision making had become more flexible: 

‘Critical decision logs and advice from peers has replaced numerous committees. We didn’t have to have 

multiple versions of a business case just wrote one short procedure or paper with short discussion and 

debate.’ 

‘Feel more autonomy to make decisions, flexibility. Decisions about spending money became a bit easier.’ 

‘Our team has adopted more of a Continuous Improvement approach - i.e. implementing things and seeing 

how they worked. The crisis has forced us to work differently. We used regular Team’s meetings to share 

feedback across the team.’ 

However, other staff felt some of the decision making had been taken off them. This seemed to be more 

common amongst colleagues in Medicine and Surgery divisions: 

‘Decisions have been made more top down as opposed to bottom up, as before.’ 

‘Some decisions have been taken off us. Decisions are being made by high up management as some things 

cannot be decided at the moment at a specialty level. This has calmed down a little bit but still there.’  

‘Some decisions are more cautious now that we are in the new normal. Not sure how long this will last for.’ 

4.23. Community 

Examples were given of teams working more closely with community services such as the community midwife 

teams, pharmacy teams and therapy teams in support of keeping patients at home as much as possible during 

the crisis. An example was also given of where colleagues had liaised with the ‘At Home’ team to arrange 

home visits for patients having injections who would normally have come into the hospital.  

A number of interviewees also mentioned the support that the Trust had received from their local communities 

including from community volunteers (e.g. The St John’s Ambulance and Heroes Hub) and food donations 

from local companies. Many commented that this had been a much needed morale boost for staff. 
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One interviewee expressed a note of caution however about feeling a loss of connection to the patient 

community during Covid: 

‘The patient and relative voice is really small at the moment. Whereas we usually get a lot of feedback from 

relatives etc we aren’t getting any friends and family feedback at the moment as lots of relatives aren’t coming 

into the Trust. Whilst we don’t necessarily want to bring visitors back into the Trust yet we do need to find a 

way to seek these voices out a bit more again.’ 

4.24. Reimagining what we value 

Interviewees were asked to reflect on whether the crisis had made them think differently about measurement, 

targets and the things that we value. Many interviewees felt that the pandemic had created an opportunity for 

the organisation to review what we should be working towards: 

‘In some ways it’s given us time to step back and look at what we measure and why.  Had the headspace to 

think about it as not so much burdened by other measurement and understand what it gives us.’ 

‘It’s made us question the value we get from activities – e.g. we stopped a lot of contractual conversations.’ 

‘The organisation has seen targets as less important and has focused more on person centred care.’ 

‘There have been less ‘nit-picking’ targets and more broader picture, higher level values based on an 

increased focus on patient need and staff well-being.’ 

Interviewees also gave some specific examples of where they felt the pandemic had led their focus to change: 

'I hope this is going to bring back the focus on quality for patients. It has made me think differently about 

different members of the team and treating everyone more as equals. I feel I am much more emphatic to 

personal circumstances and am advocating for all of my staff much more.’ 

'The 18-week RTT targets are hammered in across the NHS but the crisis has shown us that a lot of measures 

which are very generic. Everyone is on an 18-week pathway but this may not always be required. The targets 

do have a purpose but Covid has helped us to focus more on individual patient need and on prioritising the 

treatment of urgent patients.’ 

However, a number of interviewees also expressed an expectation that many of these targets and 

measurements would return: 

‘A lot of performance targets have been paused but the valuing of them will still be there.’ 

‘I don’t think this is going to have positive effects on KPI’s that we normally sign up to. They are all still there – 

a lot of them have suffered terribly and will be more difficult to obtain, but we won’t be given any great quarter 

for this.’ 

4.25. Behaviours 

A number of the behaviours most valued by staff across the organisation in response to Covid-19 were similar 

to those raised in the leadership questions. The most commonly valued behaviours were: 

 Compassion and kindness 

 Cross- team, supportive team working 

 Honest and open communication 

 A calm, ‘can-do’ attitude 

 Staff resilience 
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There were some very specific examples given of where this has been seen in the system, but the majority of 

interviewees stated that they had witnessed examples of these behaviours across the Trust. Generally the 

feedback was overwhelmingly positive about the behaviours demonstrated during the pandemic: 

‘I’ve really appreciated the can-do attitude and flexibility that has been demonstrated. People have been a bit 

kinder to each other, more forgiving and with an awareness to what others are going through.’ 

‘Ward staff have been really flexible – a lot of the teams got moved to support critical care, because   clinics 

got stood down or weren’t as busy. Flexibility of the team has been amazing. Staff did things completely out of 

their comfort zone because they knew the wards were struggling.’ 

Staff were also asked what behaviours and skills they most want to hold onto once they have moved past the 

crisis response. These were largely aligned to the behaviours described as having been exhibited by staff and 

valued highly during the crisis, as referenced above. Another common theme was around the attitude and 

willingness of staff to make changes: 

‘I hope we continue to work in collaborative way from leadership perspective and be willing to try things and 

empowered to change things. It is a massive ambition but by doing smaller quicker tests of change we are 

moving and changing things rather than it being such a big project.’ 

‘One thing is problem solving and people being empowered to do this. This can be a real frustration for me at 

times as sometimes people just don’t feel empowered to solve the problem that is around them. What we saw 

was that people just solved the problems that were around them.’ 

‘The speed of introducing new things and the speed of change. Want to maintain speedy decision making and 

not return to taking months. It’s refreshing not having to go to lots of meetings to make decisions, there has 

been rapid decision making.’ 

5. Limitations and strengths of the evaluation  

5.1. Limitations 

 The interviews and focus groups largely represent the experiences of senior staff within the 

organisation; but may not be representative of the experiences of staff working on the front line.  

 The CIC framework used to capture the feedback from interviewees included some pre-determined 

themes which may have limited the scope of the discussions. 

 Due to time limitations, no secondary review was undertaken of the thematic analysis. 

5.2 Strengths 

 The interview approach has allowed us to capture a significant amount of rich, qualitative data 

providing an in-depth insight into the experiences of staff during the pandemic. 

 Feedback has been collated across all four divisions and corporate services within the Trust. 

 The structured nature of the interviews has allowed us to complete the thematic analysis across a 

relatively large sample. 

 

6. Discussion  

LTHTR has gone through a period of very rapid and uncertain change during which we have had to redesign 

the way we deliver our existing services and, in some cases, develop new ones. This interim evaluation report 

has enabled us to bring together some of the key learning and experiences of staff across the Trust, focusing 

on the context, approaches and behaviours which have supported or hindered this period of rapid change. 
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There has of course been variation in people’s experiences during the pandemic, but this report has been able 

to draw out the common themes: 

 Overwhelmingly the feedback has been that staff have worked hard to support each other and the 

safety of patients during the crisis.  

 The staff health and wellbeing agenda has been raised significantly during the pandemic and leaders 

expressed wanting to ensure this is strengthened for the future.  

 Collaboration across internal teams within the Trust was invaluable and has helped to break down 

existing barriers.  

 IT solutions have played a huge part in the Trust’s response to the crisis, both supporting staff to stay 

connected and allowing patient care to continue. These digital solutions will continue to have a vital 

role to play during the coming months and moving forward. 

 Staff have recognised that change can be made at pace and many have felt empowered to do so 

during the last few months.  

 The importance of frequent, open and honest communication, particularly from senior staff across the 

organisation, cannot be underestimated.  

 Many staff feel anxious about the future, both in terms of preparedness for a second wave or future 

pandemic and also about how the Trust will cope with the backlog of patient demand. 

The interviews have captured a number of positives, chiefly around the way in which staff have responded 

over the last few months and there is significant learning in terms of practical solutions which will be important 

to retain in the event of a further crisis. The focus for the Trust now is on how the organisation can emerge 

from Covid-19 to more of a ‘business as usual’ state, whilst also using this period of rapid change to improve 

upon existing processes for the benefits of staff and patients. 

7. Recommendations and Next Steps  

Following the initial learning capture, the Task and Finish group will now review how to proceed with the next 

stages of the covid-learning framework (as outlined in Fig.1).  The immediate priorities for the group will be to 

focus on the following areas: 

 Identify from the learning gathered which activities we can stop, re-start and amplify.  

 Share the learning with those staff interviewed for the evaluation. 

 Dissemination of the key findings to staff across the Trust, for example via the Monday message from 

Karen Partington.  

 Highlight the findings wider across the ICS using existing mechanisms. 

 Explore publication of the learning outputs in an academic journal. 

 Highlight specific divisional themes and identify areas or projects which might benefit from further 

development, using a continuous improvement approach.  

 Review and incorporate the findings from the AQuA and Business Improvement Team led ‘Pre-Mortem’ 

event to be held in September.   

 Ensure that the findings from this evaluation are used to inform the Workforce and Organisational 

Development strategy and the Trust’s organisational planning framework.  
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Appendix E 

Statement of support from The Advancing Quality Alliance (AQuA): 

From May 2020 LTHTR invited representation from AQUA at the Learning from Covid Task and 

Finish Group. This was a unique opportunity for AQuA to show support for our members against the 

challenges and changes required from COVID -19.  AQuA had already prioritised 4 core areas for the 

remainder of 20/21 to support our membership organisations and the LTHTR group mapped strongly 

against these ambitions. 

 Hold the gains 

 New Delivery Models 

 Workforce Wellbeing 

 Safe Restart 

Our relationship with our members is based upon a collaborative model whereby we share the same 

values and ambitions for health and care services across our systems.  In working alongside LTHTR 

AQuA recognised a privileged position and a positive relationship where we were able to immediately 

and directly support the Trust and additionally collaborate to the sharing and learning across the local 

system and the wider NHS. 

AQuA’s commitment is to provide access to resources and to share learning by co-producing and 

connecting people to wider sources of knowledge.  AQuA supported the group and has collated 

insight and expertise to inform and sustain innovations through the formal learning capture and 

evaluation process led by the group.  In doing this collaboratively the shared intelligence contributes 

to business continuity across the system.  

The group has aligned itself and its membership to new approaches and to better understanding 

adaptive delivery models, to demonstrating positive system partnerships and to accelerating new 

ways of delivering services through practical, adaptive, quality improvement support.  

Workforce wellbeing is an essential priority which underpins the culture needed for shaping a 

sustainable future.  AQuA recognises the need to understand and configure mental and physical 

health capacity to meet anticipated recovery from and preparation for further COVID-19 related 

demand on the workforce.  The approach taken within the group has demonstrated that workforce 

wellbeing is a fundamental priority and it has encouraged the creation of safe spaces to discuss staff 

worries and concerns and to cascade staff learning, insight and their COVID-19 stories.  AQuA has 

been proud to help collate these stories for LTHTR and their partners to curate, reflect upon and 

share.  

AQuA is delighted to continue our membership support with LTHTR and their partners as they build 

improvement capability at all levels of the workforce, advance quality and improve outcomes from 

Covid-19 related learning and insight. 
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5  

6 Appendix F 

 

Practical activities undertaken during Covid-19 response across the Trust: 

N.B. this is not an exhaustive list of all activity undertaken during Covid-19, but a summary of the 

examples shared within the interview discussions. 

Examples given of ward/site configurations: 

 Wards designated Red/Amber/Green areas to separate patients by risk/infectious potential, 

and avoid e.g. discharge delays for otherwise well patients. 

 Emergency department at RPH was rearranged to include Red/Amber/Green areas.  

 ED use of day case theatres. 

 Ward reconfigurations to ensure sufficient workforce covering 'Red’ zones, Critical Care  

(CrCU) and Respiratory High Care. 

 Re-organisation of patient flow in Outpatient areas to ensure social distancing could be 

adhered to. 

 Isolation rooms set up for patients in the Rosemere  Cancer centre. 

 Set up of outdoor screening facilities for all patients on admission. 

 Relocation of Paediatric day-case unit. 

 Relocation of midwifery services to RPH rather than cross-site and reconfiguration of clinical 

areas. 

 Covid area set up within discharge lounge. 

Examples given of activity/services stopped during Covid-19: 

 Level 1 emergency department at CDH temporarily suspended. 

 All elective and non-urgent surgery. 

 Majority of face to face Outpatient appointments.  

 The NRU beds at RPH were closed to new admissions, following a direction from NHSE to 

discharge all medically fit rehab patients to community settings. 

 70-80% of existing research studies. 

 Patient visiting to wards. 

 Face to face student and staff training and interviews. 

 OT Orthotics service stopped for outlying patients. 

 Neuro Outpatient Physio service. 

 Face to face library services. 

 Face to face non mandatory training. 

Examples given of new activity/services introduced during Covid-19: 

 Telephone consultations and Attend Anywhere video consultations. 
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 Implementation of Microsoft Office 365 and Microsoft Teams. 

 Staff meetings moved to Microsoft Teams 

 Introduction of daily CEO briefing. 

 Weekly meetings for nursing colleagues providing a consistent message and opportunity for 

real time feedback. 

 Risk Assessments for BAME staff, especially males over 60, via their line managers. This was 

extended to any staff who felt that they were in a vulnerable group and/or requested a 

workplace risk assessment. 

 A psychological helpline was introduced to support staff. 

 Introduced ‘On call’ to support the organisation manage workforce issues. 

 Greater utilisation of web-based application to support advice and support to users virtually 

(chat box functionality). 

 Online ID checks completed virtually for recruitment. 

 Medical rotas redesigned in preparation for the potential peak of admissions.  Junior doctor 

redeployment from specialties outside of General Medicine (Surgical specialties, Oncology, 

Neurology, Women’s Health) increased the junior and middle grade workforce available to 

redeploy to Medicine and allowed for extended cover from teams in order to provide ward 

based teams as well as enhanced out of hours cover.  A full redesign of the junior, middle 

grade and consultant GIM rotas was completed as well as extended separate rota cover 

arrangements put in place for Respiratory, Renal and Neurology teams in order to deal with 

the COVID workload.   

 Physio – night shift working for respiratory physios was introduced as well as virtual 

environmental visits for patients. 

 Clinical Pathways and SOPs written and ratified to outline arrangements for cross-site 

transfers from Royal Preston Hospital to Chorley Hospital and to the North West Nightingale 

Hospital in Manchester. 

 The local Nursing and Governance teams developed an organisational critical decision log 

which aimed to build on learning during Covid.  

 24/7 Advice and Guidance arranged through the consultant teams for Cardiology and 

Diabetes. 

 Introduction of a HBA1C ‘drive through’ clinic for Diabetic patients. 

 The CrCU teams implemented new guidelines/SOPs for: 

o Critical care admission 

o Covid staff risk assessments 

o Intubation, tracheostomy and cardiac arrest in patients with Covid 

o Transfer and handover of patients with Covid 

o Covid thromboprophylaxis 

o Use of theatre anaesthesia machines for long term ventilation on CrCU 

o Prone positioning on CrCU  

o PPE for Covid and non-Covid patients on CrCU, including contributing to the Trust 

guidance 

o Treatment of ventilated patients on CrCU 

o Treatment of trauma patients with or without Covid 
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o New sedation protocols for Covid patients including alternative strategies for drug 

rationing 

 Provision of a transplant drop-in clinic for urgent bloods/collection of immunosuppressed and 

Urgent Rapid Review/Consultation area set-up away from main dialysis unit to review patients 

who still require F2F appointment. 

 Introduced partitions on the Trust e-learning & Development site to facilitate access to online 

learning for Bank doctors.  

 Utilised virtual forums for equality and diversity ambassador groups. 

 A daily medical staffing SITREP managed by the rota co-ordinators in order to have a robust 

and flexible approach to ensuring sufficient medical staffing levels were achievable across all 

clinical areas and redeploying staff members where required.   

 Support and guidance for staff and their leadership teams in dealing with bereavement. 

 Induction, orientation, buddy systems and refresher sessions were put in place supporting all 

redeployed staff for those adapting to working in a critical care environment.   

 Clinical education team started providing a 7-day service, expanded e-learning, supported the 

set-up of swab testing, took over the mask fitting and provided PPE training for staff. 

 Supporting shielding (non-research) staff at home to support with research activity. 

 Pharmacy pilot started on Ward 24 to reduce duplication of dispensing by dispensing on 

discharge rather than at time of request.  

 Weekly meetings with all HR deputies to share work across the region. 

 Developed an MOU for transfer of staff between Trusts. 

 Additional cleaning services implemented by estates and facilities. 

 Additional safety measures in place for patients receiving Cancer/urgent surgery, as per 

national guidelines. 

 Weekly podcast from senior staff (e.g. Gerry Skailes, Sarah Cullen). 

 Clear signage put up across the hospital (and where necessary improved and adapted) to 

inform the public of mask requirements, one way systems etc. 

 Divisional nursing directors held regular weekly meeting with staff. 

 Twice weekly Senior Operational Group (SOG) meetings to ensure senior discussion of key 

issues with responsibility taken for planned actions. 

 Daily Sitrep meetings attended by heads of department to address time critical issues of the 

day. 

 Ethics Committee was instigated and will continue as a valuable decision making support 

service. 
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Executive Summary: 
 

Consistently Deliver Excellent Care 
 
The month 5 performance report RAG rates the key metrics of operational delivery including the NHSI 
standards and local indicators versus the targets.  To note that Covid19 continues to significantly impact the 
Trust and inpatients.   
 
In addition to the usual dashboard and narrative report, for operational performance under consistently deliver 
excellent care, a Scorecard Risk Assessment Matrix has been provided that allows the board members at a 
high level to understand the management priority of each key metric, a forecast status, high levels actions for 
improvement and the accountable committee or group for monitoring and driving improvement.  This could be 
further developed across other areas. 
 

• Urgent Care - Overall A&E performance was 88.32% in August 2020 against the four hour standard.  
Whilst this is deterioration on the previous month, this put the Trust just below the national position of 
89.3%, 8th out of 19 acute trusts across the North West and 2nd across the ICS.  There were zero 
patients waiting over 12 hours in A&E in August 2020.   
 

• In August 2020, increased emergency activity and increased stranded beds (loss for periods of time) 
for IPC reasons put overall bed occupancy at just over 80% and medicine bed occupancy at over 90%. 
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. This decision is made on grounds of safety and risk 
assessed.  
 

• Some additional capital funding and estate was identified to increase the shortage of medical beds 
across the RPH site.  The acute frailty unit was opened on 10th August 2020 which has provided an 
additional 10 beds to medicine.  Early indications from the first 4 weeks are extremely positive.   
 

• In the first week there were 30 admissions through the frailty assessment unit, with these 
patients spending on average 6.6 hours in ED before transfer.  This compares with similar 
levels of admissions in week 4 but with an average time in ED for these patients significantly 
reduced to 4.2 hours.   

• Time to see a consultant also improved from 13.2 hours to 5.4 hours which is significantly less 
than the national standard of 12 hours.   

• In addition, the readmission rate fell from 13% in week 1 to 0% in week 4.  All of which are 
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measures of improved patient safety and patient experience.     
• The average length of stay for the patients who were subsequently admitted to a base ward 

from the acute frailty unit was 10.6 days, this compares with 15.3 days for a similar cohort of 
patients in August last year.  A reduction in 4.7 bed days. 

 
• Developing the integrated frailty model further forms part of the ICP winter planning priorities.   

 
• The Trust is also planning for an additional 28 beds at Avondale and an additional 17 beds at Fell View 

to support step down into the community.  Building work is due for completion in November with staff 
plans being developed for December 2020.  The staffing plans however are dependent upon receiving 
revenue support as part of the ICP winter bid process.      
 

• A list of all the potential schemes to mitigate the acute bed shortage and form part of the winter plans.  
This will be covered in a separate agenda item at the committee meeting in September 2020.   
 

• As part of the Trust’s recovery and resilience plan for 2020/21 work continues to take place on ward 
reconfigurations in response to the requirements for zoning Covid and Non Covid patients and 
increasing cancer and urgent elective work.  
 

• RTT and Elective - As part of the Covid19 preparedness, routine elective work was stood down during 
March 2020 and April 2020, which impacted onto waiting list and backlogs which are being monitored 
closely.  
 

• 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.   
 

• As reported to the board last month the Trust forecasted that a significant number of patients would 
continue to breach 52 weeks, 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.  August 2020 positon is reported at 1,881 with 6,897 predicted by March 21.  
 

• Clinical harm reviews are being under taken by clinical teams for all patients and mutual aid across the 
ICS is being 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 of March 2021.  The Trust 
continues to utilise IS capacity.    

 
• 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.  
 

• The 62 day cancer position remains challenging for the Trust with the Trust report 67% compliance 
against the standard.    
 

• As part of the phase 3 recovery plan, the Trust is planning to deliver activity levels in line with pre-
Covid19 levels by December 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 March 21.   The trust is 
developing tumour site specific actions plans by the end of September 2020 to underpin the delivery of 
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the increase in activity.   
 
The Trust sits favourably compared with other Trusts across the ICS from a cancer performance 
perspective, despite being a tertiary centre but 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.    

 
• Further breast capacity at IS being sourced from August 
• CNS continue to work with patients to encourage attendance  
• NICE guidance on requirements for isolation prior to elective admission/key diagnostic testing  
• Second robot has been offered to 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 August 2020, of the 93 ‘Must Do’s and Should Do’s’ included in the QIP, 63 (68%) 
have been assessed as ‘Green’ i.e. delivered, 26 (28%) as ‘Amber-Green’ i.e. not currently delivered, 
but likely to be delivered before the next inspection, and 4 (4%) 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. 
 

• In August 2020, the number of Must and Should Do's assessed as delivered has moved from 52 (56%) 
to 63 (68%). The ‘Should Do’s’ assessed as delivered were: 
 

• Access and Flow AF1 (2019) Urgent and Emergency Care RPH- The trust should continue to 
reduce the time patients wait in the department before receiving treatment or being admitted. 

• Access and Flow AF3 (2019) Urgent and Emergency Care RPH - The trust should take 
appropriate actions to improve waiting times in line with national standards. 

• Access and Flow AF4 (2019) Medicine RPH - The trust should continue with plans to improve 
access and flow through medical care services and minimise the number of bed moves per 
patient 

• Access and Flow AF5 (2019) Medicine RPH - The trust should continue with plans to reduce 
the numbers of medical outliers 

• Access and Flow AF11 (2019) Surgery RPH - The service should reduce the number of 
cancelled operations. 

• Access and Flow AF12 (2018) Surgery CDH - The Trust should ensure it takes action to reduce 
the number of cancelled elective operations 

• Access and Flow AF18 (2018) Maternity RPH - The Trust should continue to monitor the 
capacity of obstetric theatres in emergency situations 

• Environment and Equipment EE2 (2018) Surgery CDH - The Trust should ensure it takes action 
to reduce the length of the procurement process and repairs are carried out in a timely way. 

• Mental Health MH4 (2018) Outpatients RPH - The Trust should ensure that staff awareness of 
the arrangements necessary to support patients with mental capacity needs are consistent, fully 
understood and adhered to by all staff involved in direct patient care. 

• Mental Health MH5 (2018) Outpatients CDH - The Trust should ensure that staff awareness of 
the arrangements necessary to support patients with mental capacity needs are consistent, fully 
understood and adhered to by all staff involved in direct patient care. 

• Staffing S6 (2019) Critical Care RPH - The trust should continue with the business plan to 
recruit more allied health professional staff to meet best practice guidance. 
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• There are 4 (4%) recommendations that are unlikely to be delivered before the 31st October 2020 and 
have therefore been assessed as ‘Amber-Red’, 1 is linked to staffing and 3 are subject to the 
implementation of electronic records or electronic prescribing and administration (EPMA). 
 

• Grade 2 Pressure Ulcers - Although the year to date figure is exceeding the trajectory set for this 
year, the last two months has seen a reduction in monthly pressure ulcer figures due to the focussed 
work through Always Safety First. 

 
• HSMR - The Hospital Standardised Mortality Ratio (HSMR) data presented historically has been the 

most recent month, 3 month and rolling 12 months data available to the Trust, the timeframes of which 
were noted in the narrative.  The Doctor Foster Intelligence data is always 3 months in arrears due to 
national data processing. Where there are “Signs & Symptoms” codes (R Codes) in the data, this 
affects the accuracy of the data until the refresh the following month.  In these instances which have 
been for the past few months, 1 month lag is applied to remove the R codes.  This in effect results in 
the data being 4 months in arrears.  
 

• From this financial year it has been requested that the actual data for the month, quarter and year to 
date is presented.  Due to R codes in the current data, the HSMR for May 2020 is not available at the 
time of producing this dashboard.  The next Doctor Foster Intelligence update is on the 24th 
September 2020.  The May 2020 data will be added when available.       

 
• April 2020 HSMR (Adult) was 106.8 and within expected range.  For the 3 month period (February 

2020 -April 2020) the HSMR (adult) was 89.0 and lower than expected and the rolling 12 month period 
(May 2019 – April 2020) was 87.7 again lower than expected. 
 

• The Overall Mortality Rate (Adults) was 191.2 which is higher than expected and influenced by the 
COVID deaths, it was also higher than expected for the 3 month period (Feb 2020-April 2020) 114.0 
but for the rolling 12 month period it was 94.4 which was lower than expected.  The child and neonatal 
overall mortality relative risks were all within expected range.  
 

• There are 3 alerts – Crushing injury which has been investigated and a report is in progress but 
demonstrates no cause for concern, Chronic Renal Failure – again this has been investigated earlier in 
the year and the Clinical Director has reviewed all the cases again, there are no causes of concern.  
For these two alerts the main issues are related to coding which are being raised.  Intracranial Injury & 
Rest of Nervous system are now alerting which has been raised with the Divisional Triumvirate and 
clinical leads and currently being 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 - There was one fall resulting in major or above harm in August 2020. An annual thematic review 
of level 3/StEIS incidents detailing learning and actions for improvements in falls prevention   was 
presented at Board in August 2020.  
 

• 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 Accreditation - Overall, there are 119 clinical areas registered for the STAR quality assurance 
framework, undertaking STAR monthly reviews and receiving STAR accreditation visits. For the period 
ending 31st August 2020, a total of 110 have had STAR accreditation visits, with 9 new/off-site areas 
awaiting their first visit.  There are 6 clinical areas who have successfully achieved 3 consecutive silver 
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stars and have progressed onto their first gold star accreditation, with a Gold celebration event 
undertaken in July, 2020. The phase 4 review was completed and resulted in a refreshed set of audit 
questions for the STAR monthly reviews and STAR accreditation visits which commenced in June 
2020. There have also been improvements to the visit processes, feedback processes and reporting in 
order to deliver a robust framework, and allow an increase in the amount of visits. The parameter for 
achieving a green rating has been reviewed and is now 90% since 1st June 2020. 

 
• C Difficile Rates - There have been no infection, prevention and control objectives set by Public 

Health England for 2020/21 due to COVID-19. The annual objective of 84 from 2019/2020 is therefore 
being applied at present. The Trust is within the objective at present with 33 cases from April 2020 - 
August 2020.  

 
• In August 2020, there were 7 Hospital Onset Healthcare Associated (HOHA) cases and 4 Community 

Onset Healthcare Associated (COHA) cases. There have been a total of 21 HOHA cases and 12 
COHA cases from April 2020 to August 2020. The CDI cases for August 2020 are currently under 
review at the time of writing.  

 
A Great Place to Work 

 
• Sickness and COVID-19 Absence 

 
There was a slight reduction in the overall sickness absence rate in August.  Our absence rate over 
recent months has benchmarked favourably compared to other organisations and we have been asked 
by NHSi to share examples of best practice and provide peer support.  Evaluation of our psychological 
wellbeing helpline has produced very positive results with two-thirds of respondents to a user survey 
reporting that the support received has helped them to stay in work or return to work.  The helpline will 
be resourced on a permanent basis and we are trialling outreach calls to staff who are off sick for 
reasons related to mental health.  The staff flu vaccination campaign is now underway and the flu jab 
will be proactively offered to all staff to protect them and our patients from the flu virus as we move into 
winter. 
 

• Vacancies, Recruitment and Temporary Staffing 
 
Our main focus remains on recruiting the staff required to re-open our Emergency Department (ED) in 
Chorley, with shortlisting and interviews continuing particularly in relation to remaining middle grade 
and consultant gaps. International nurse recruitment has recommenced, with nine due to start in 
October and a potential further 19 by year-end.  Registered nurse recruitment remaining a concern, we 
are working with the Communications Department to develop a refreshed corporate-led approach to 
attract registered nurses to the Trust. 
 
The need for enhanced cleaning across the Trust  in response to the safe workplaces guidance  means 
that growing our domestic workforce remains a priority; as such, we are looking to recruit  significant 
number of additional   posts over the coming weeks, which will close the gap on the revised baseline 
now required for this workforce.  We held our first virtual careers fair over the week of Monday 14th 
September. The event was aimed at members of the public considering a career within the NHS, 
including school pupils and college learners from the local area.  
 
Significant work has taken place to reduce non-vend agency and to reduce rates.  Whilst overall spend 
has increase due to shift demand and significantly improved fill rates, we continue to see a reduction in  
use of non vend supply with only 3% of fill coming from non vend supply last month.   Our next focus is 
on controlling demand and in improving rostering practice and skill across the Trust. 
 
The team have been working collaboratively with Finance and Business Intelligence on the Phase 3 
ICS Workforce Plan was completed and submitted for the planning deadline of 21st September 
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• 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 breakeven position in Month 5 after £27.5m of Top Up funding and £22.4m of 

additional support funding YTD. 
• The Trust had a planned YTD deficit of £32.4m with the additional YTD costs of COVID of £22.5m this 

would have resulted in a YTD £54.9m deficit. The Trust had exc-COVID operational net favourable 
YTD variances netting to £5.2m which resulted in a YTD deficit of £39.8m. This has been mitigated with 
a £39.8m support funding (£22.0m top up and additional support £17.8m). The £5.2m exc-COVID 
favourable variances mainly include; £5.1m Pay, £1.5m Drugs, £4.1m Supplies and Services, offset 
with £5.5m of income underperformance. 

• In line with the emergency arrangements, the Trust has accrued income of £5.1m over and above the 
top up payment received on account to break-even in Month 5. 

 
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 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. 
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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 
 
 
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 Stable  * Additional spaces for medical beds identified in short 
term.  Provision of medical bed spaces now include an 
additional 10 beds available from August – Frailty 
Assessment Unit.  28 additional beds at Avondale and 
17 additional beds at Fell View – Dec 20 
* Review of IPC procedures with staff and faster testing 
turn around to minimise potential to close beds & bays 
Ongoing. 
* Digital health business case underway to prevent 
admissions ahead of winter- November 20 
*  ICP weekly winter planning meetings in place to 
support the production of ICP winter plan and bids for 
ICP winter funding 

 

ED Imp 
 Trust Only – Number of A&E Attendances   Minor Minor Stable   
 Total - Total time in ED < 4 hours (%)   Significant Significant Stable   
 Total  - Number of A&E Attendances   Minor Minor Stable   
 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 Stable   
 Number of attendances SDEC (RPH site)    On Track On track Improving   

            

Throughput 

 Delayed Transfers of Care   Minor Minor Stable 
 *  Weekly ICP winter planning meetings now in place, 

ICP winter plan prioritisation 18th September 20  FOG 
 Stranded Patient Rate (7+ Days)   Minor Minor Stable  *  Restarted 7+ day LOS meetings with renewed focus 

on discharge – July 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 Sep 20 

 

FOG 
 Super Stranded Patient Rate (21+ Days)   Minor Minor Stable   
 % Discharges Before Midday   Minor Minor At risk 

 

 
 Medical Outliers (Monthly Average)   On track On track Improving    
 Elective Inpatient Average LOS (Spell)   Minor Minor Stable    

DIFS 
 Non-Elective Inpatient Average LOS (Spell)   Minor Minor Stable    
 Inpatient Elective Spells   Minor Minor Stable    
 Non Elective Spells   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 for 6 weeks initially as part 
of the recovery plan from Sept 20 
* Harm reviews/close monitoring by clinical teams 
continues 
* 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 – Mar 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 

 

 

            

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    

Board of Directors Meeting 
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Scorecard Risk Assessment Matrix - Consistently Delivering Excellent Care 

Domain  Key Indicator  RAG 
Management 

Priority 
(last month) 

Management 
Priority 

(this month) 
Forecast 
Status  Actions 

 Act  
Meeting 

            

Productivity 

 Total Inpatient Elective Spells   Minor Minor Stable    

DIFS 

 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    

            

Efficiency 

 Did Not Attend (DNA) Rate   Minor Minor At risk  * Leading the Outpatient Restore and Transform work 
across the ICS   

DIFS 

 Emergency readmissions < 30 days   Moderate Moderate Improving    
 Pre-procedure elective bed days   Moderate Moderate Improving    
 Pre-procedure non-elective bed days   Moderate Moderate Improving    
 New to Follow-Up Rate   Moderate Moderate Improving    
 Day Case Rate (Basket of 25 procedures)   On track On track Improving    
 Bed Occupancy Rate   Significant Significant At risk  * See A&E update  
 Theatres overruns    Minor Minor At risk  

*  Impacted by PPE and IPC requirements  
 "Theatre ""In Session"" Utilisation Rate   Minor Minor At risk   
 Cancelled Operations - Non Clinical    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 Sep 20  
* Capital bids in to support more day case theatres (loss to 
ED configuration) and endoscopy capacity to mitigate loss 
under COVID – March 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  
 

Board of Directors Meeting 
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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 August 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 August 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% 49% 68% 68%

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% 39% 28% 28%

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% 12% 4% 4%

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%

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 399 170 34 50 29 37 34 28 116 62 178

Achieve the NHS Improvement (NHSI)  target of 28 days from referral to 
diagnosis - Compliance 77.6% 77.2% 81.9% 86.4% 83.0% 79.4% 84.8% 82.0%

4a Achieve the NHSI 62 day cancer trajectory 67.4% 61.3% 69.0% 72.5% 67.0% 66.2% 69.9% 67.7%

Maintain an ‘expected or lower than expected’ risk adjusted mortality rate – 
Hospital Standardised Mortality Ratio 
(56 Basket of cases - All Ages)

106.8 106.8 106.8

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

To reduce People Delayed within Hospital (previously DTOC) target, achieving 
3.5% 2.48% 2.99% 2.33% 2.92% 4.26% 2.60% 3.61% 3.02%

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% 81.9% 81.5% 81.7%

9a Total number of Complaints 14 19 27 23 33 60 56 116

9b Total number of concerns resolved through Patient Advice and Liaison Service 60 115 96 126 120 271 246 517

To improve the quality of complaints responses by measuring patient 
satisfaction

 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

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

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

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. 

Indicator

CDEC 1

100% must and should do’s 
rated Green

Progress towards CQC rating of good ongoing. Delivery of recommendations from previous inspections being assessed as completed by 31 
October 2020. 

Consistently deliver excellent care 1 

Key Actions 
 

CDEC1 - CQC: At the end of August 2020, of the 93 ‘Must Do’s and Should Do’s’ included in the QIP, 63 (68%) have been assessed as ‘Green’ i.e. delivered, 26 (28%) as ‘Amber-Green’ i.e. not currently delivered, but likely to be delivered before the next inspection, and 4 (4%) 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. 
 

In August 2020, the number of Must and Should Do's assessed as delivered has moved from 52 (56%) to 63 (68%). The ‘Should Do’s’ assessed as delivered were: 
  

• Access and Flow AF1 (2019) Urgent and Emergency Care RPH- The trust should continue to reduce the time patients wait in the department before receiving treatment or being admitted. 
• Access and Flow AF3 (2019) Urgent and Emergency Care RPH - The trust should take appropriate actions to improve waiting times in line with national standards. 
• Access and Flow AF4 (2019) Medicine RPH - The trust should continue with plans to improve access and flow through medical care services and minimise the number of bed moves per patient 
• Access and Flow AF5 (2019) Medicine RPH - The trust should continue with plans to reduce the numbers of medical outliers 
• Access and Flow AF11 (2019) Surgery RPH - The service should reduce the number of cancelled operations. 
• Access and Flow AF12 (2018) Surgery CDH - The Trust should ensure it takes action to reduce the number of cancelled elective operations 
• Access and Flow AF18 (2018) Maternity RPH - The Trust should continue to monitor the capacity of obstetric theatres in emergency situations 
• Environment and Equipment EE2 (2018) Surgery CDH - The Trust should ensure it takes action to reduce the length of the procurement process and repairs are carried out in a timely way. 
• Mental Health MH4 (2018) Outpatients RPH - The Trust should ensure that staff awareness of the arrangements necessary to support patients with mental capacity needs are consistent, fully understood and adhered to by all staff involved in direct patient care. 
• Mental Health MH5 (2018) Outpatients CDH - The Trust should ensure that staff awareness of the arrangements necessary to support patients with mental capacity needs are consistent, fully understood and adhered to by all staff involved in direct patient care. 
• Staffing S6 (2019) Critical Care RPH - The trust should continue with the business plan to recruit more allied health professional staff to meet best practice guidance. 
  

There are 4 (4%) recommendations that are unlikely to be delivered before the 31st October 2020 and have therefore been assessed as ‘Amber-Red’, 1 is linked to staffing and 3 are subject to the implementation of electronic records or electronic prescribing and administration (EPMA). 
  

CDEC3 - Pressure Ulcers: Although the year to date figure is exceeding the trajectory set for this year, the last two months has seen a reduction in monthly pressure ulcer figures due to the focussed work through Always Safety First. 
 
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. The 62 day cancer 
position remains challenging for the Trust with the Trust report 67% compliance against the standard.   As part of the phase 3 recovery plan, the Trust is planning to deliver activity levels in line with pre-Covid19 levels by December 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 March 21.   The trust is developing tumour site specific actions plans by the end of 
September 2020 to underpin the delivery of the increase in activity.  The Trust sits favourably compared with other Trusts across the ICS from a cancer performance perspective, despite being a tertiary centre but 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.   Further breast capacity at IS being sourced from August, CNS continue to work with patients to encourage attendance , NICE guidance on requirements for isolation prior to elective admission/key diagnostic testing , Second robot has been offered to 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) data presented historically has been the most recent month, 3 month and rolling 12 months data available to the Trust, the timeframes of which were noted in the narrative.  The Doctor Foster Intelligence data is always 3 months in arrears due to national data processing. Where there are “Signs & Symptoms” codes (R Codes) in the data, this affects the accuracy of the data until the 
refresh the following month.  In these instances which have been for the past few months, 1 month lag is applied to remove the R codes.  This in effect results in the data being 4 months in arrears.  
From this financial year it has been requested that the actual data for the month, quarter and year to date is presented.  Due to R codes in the current data, the HSMR for May 2020 is not available at the time of producing this dashboard.  The next Doctor Foster Intelligence update is on the 24th September 2020.  The May 2020 data will be added when available.       
April 2020 HSMR (Adult) was 106.8 and within expected range.  For the 3 month period (February 2020 -April 2020) the HSMR (adult) was 89.0 and lower than expected and the rolling 12 month period (May 2019 – April 2020) was 87.7 again lower than expected. 
The Overall Mortality Rate (Adults) was 191.2 which is higher than expected and influenced by the COVID deaths, it was also higher than expected for the 3 month period (Feb 2020-April 2020) 114.0 but for the rolling 12 month period it was 94.4 which was lower than expected.  The child and neonatal overall mortality relative risks were all within expected range.  
There are 3 alerts – Crushing injury which has been investigated and a report is in progress but demonstrates no cause for concern, Chronic Renal Failure – again this has been investigated earlier in the year and the Clinical Director has reviewed all the cases again, there are no causes of concern.  For these two alerts the main issues are related to coding which are being raised.  Intracranial Injury & Rest of Nervous system are now alerting which has 
been raised with the Divisional Triumvirate and clinical leads and currently being 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 6 1 1 3 2 0 1 6 1 7

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% 91.0% 85.0%

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 20.0 21.5 21.5

13a Overall Referral to Treatment Time (RTT) Patient Tracking list ( PTL) Size 
(Target based on January 2020 position) 35067 34165 34880 37281 38221 34880 38221 38221

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

Emergency Department (ED) - Time from arrival to treatment by a clinician 
(median) 33 38 42 54 56 38 55 45

ED - Time all patients spend in the department (at 95th percentile) 458 474 549 508 575 494 542 513

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% 89.61% 89.32% 89.47%

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

14c To reduce the number of waits in ED greater than 12 hours 2400 1000 200 11 37 60 38 42 108 80 188

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 0 0

To reduce moves at night across organisation 1920 800 160 142 132 117 87 59 391 146 537

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%

50% of clinical areas will achieve Silver Star and above accreditation 43.0% 41.0% 41.6% 41.7% 45.4% 43.6% 37.6% 41.3%

To maintain zero hospital acquired MRSA status 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 35 7 3 6 6 7 11 15 18 33

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%

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 4.02 4.68 4.48 4.32 4.32 4.40 4.36

CDEC 20

CDEC 21 100.0%

CDEC 22 4.5

CDEC 17 100.0%

CDEC 18 50.0%

CDEC 19 0

CDEC 16

CDEC 13 12.0

35616

0

CDEC 14

60 Mins

240 Mins

86.0%

0

CDEC 15 44

CDEC 12 100.0%

Indicator

CDEC 11

Consistently deliver excellent care -   continued... 2 

CDEC 11 – Falls: There was one fall resulting in major or above harm in August 2020. An annual thematic review of level 3/StEIS incidents detailing learning and actions for improvements in falls prevention   was presented at Board in August 2020.  
 
CDEC13 -RTT and Elective: As part of the Covid19 preparedness, routine elective work was stood down during March 2020 and April 2020, which impacted onto waiting list and backlogs which are being monitored closely. 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.   
  
As reported to the board last month the Trust forecasted that a significant number of patients would continue to breach 52 weeks, 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.  August 2020 positon is reported 
at 1,881 with 6,897 predicted by March 21.  Clinical harm reviews are being under taken by clinical teams for all patients and mutual aid across the ICS is being 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 of March 2021.  The Trust continues to utilise IS capacity.    
 
CDEC14 - Urgent Care: Overall A&E performance was 88.32% in August 2020 against the four hour standard.  Whilst this is deterioration on the previous month, this put the Trust just below the national position of 89.3%, 8th out of 19 acute trusts across the North West and 2nd across the ICS.  There were zero patients waiting over 12 hours in A&E in August 
2020.  In August 2020, increased emergency activity and increased stranded beds (loss for periods of time) for IPC reasons put overall bed occupancy at just over 80% and medicine bed occupancy at over 90%. 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. 
This decision is made on grounds of safety and risk assessed. Some additional capital funding and estate was identified to increase the shortage of medical beds across the RPH site.  The acute frailty unit was opened on 10th August 2020 which has provided an additional 10 beds to medicine.  Early indications from the first 4 weeks are extremely positive.  In 
the first week there were 30 admissions through the frailty assessment unit, with these patients spending on average 6.6 hours in ED before transfer.  This compares with similar levels of admissions in week 4 but with an average time in ED for these patients significantly reduced to 4.2 hours.  Time to see a consultant also improved from 13.2 hours to 5.4 
hours which is significantly less than the national standard of 12 hours.  In addition, the readmission rate fell from 13% in week 1 to 0% in week 4.  All of which are measures of improved patient safety and patient experience.   The average length of stay for the patients who were subsequently admitted to a base ward from the acute frailty unit was 10.6 days, 
this compares with 15.3 days for a similar cohort of patients in August last year.  A reduction in 4.7 bed days. 
  
Developing the integrated frailty model further forms part of the ICP winter planning priorities.  The Trust is also planning for an additional 28 beds at Avondale and an additional 17 beds at Fell View to support step down into the community.  Building work is due for completion in November with staff plans being developed for December 2020.  The staffing 
plans however are dependent upon receiving revenue support as part of the ICP winter bid process.  A list of all the potential schemes to mitigate the acute bed shortage and form part of the winter plans.  This will be covered in a separate agenda item at the committee meeting in September 2020.  As part of the Trust’s recovery and resilience plan for 2020/21 
work continues to take place on ward reconfigurations in response to the requirements for zoning Covid and Non Covid patients and increasing cancer and urgent elective work.  
 
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 119 clinical areas registered for the STAR quality assurance framework, undertaking STAR monthly reviews and receiving STAR accreditation visits. For the period ending 31st August 2020, a total of 110 have had STAR accreditation visits, with 9 new/off-site areas awaiting their first visit.  There are 6 clinical areas who 
have successfully achieved 3 consecutive silver stars and have progressed onto their first gold star accreditation, with a Gold celebration event undertaken in July, 2020. The phase 4 review was completed and resulted in a refreshed set of audit questions for the STAR monthly reviews and STAR accreditation visits which commenced in June 2020. There 
have also been improvements to the visit processes, feedback processes and reporting in order to deliver a robust framework, and allow an increase in the amount of visits. The parameter for achieving a green rating has been reviewed and is now 90% since 1st June 2020. 
 
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 is within the objective at present with 33 cases from April 2020 - August 2020.  
In August 2020, there were 7 Hospital Onset Healthcare Associated (HOHA) cases and 4 Community Onset Healthcare Associated (COHA) cases. There have been a total of 21 HOHA cases and 12 COHA cases from April 2020 to August 2020. The CDI cases for August 2020 are currently under review at the time of writing.  



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
* * *

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% 1.64% 1.28% 1.49%

2b Long-term sickness absence rate ≤ 2.75% 4.28% 4.02% 3.74% 3.70% 3.55% 4.01% 3.63% 3.86%

AGPTW 03 Reduce the number of vacancies by a further 5% ≤ 6% 9.34% 9.31% 9.86% 10.25% Under review 9.50% 10.25% 9.69%

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% 2.35% 5.28% 3.52%

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 16 11 27

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% 86.20% 88.67% 87.19%

AGPTW 07 Achieve 90% compliance against medical device competence 
requirements

≥ 90% 62.56% 61.23% 61.47% 59.94% 61.38% 61.75% 60.66% 61.32%

Organisational Development

AGPTW 08 Improve staff retention by 10%
(monitored against in-month turnover)

≤ 0.83% 0.73% 0.57% 0.70% 0.81% 1.46% 2.00% 2.27% 4.27%

AGPTW 09 Maintain high quality appraisals and achieve 90% compliance 
rate

≥ 90% 87.32% 86.36% 84.55% 85.84% 85.62% 86.08% 85.73% 85.94%

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% * * *

AGPTW 11
Reduce metric of staff reporting bullying / harrassment / 
abuse by 5%
Annual Metric | NSS Q15b

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 * * *

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 * * *

13b No. of teams initiating TED Tool 1 2 4 5 6 7 11 18

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% * * *

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% * * *

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

23 16 40 44 25 79 69 148

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% * * *

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 * * *

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 * * *

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 * * *

COVID-19

CV1 COVID-19 Total Absence 7.63% 5.27% 4.66% 3.25% 1.23% 5.83% 2.24% 4.41%

CV2 COVID-19 Sickness Absence 0.62% 0.54% 0.35% 0.21% 0.16% 0.50% 0.19% 0.38%

CV3 COVID-19 Special Leave Absence 7.01% 4.73% 4.32% 3.04% 1.07% 5.33% 2.06% 4.03%

CV4 All Absence 24.00% 22.34% 19.99% 21.60% 23.57% 22.09% 22.59% 22.30%
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A great place to work 3 

KEY ACTIONS 
 

Sickness and COVID-19 Absence 

There was a slight reduction in the overall sickness absence rate in August.  Our absence rate over recent months has benchmarked favourably compared to other organisations and we have been asked by NHSi to share examples of best practice and provide peer support.  Evaluation of 
our psychological wellbeing helpline has produced very positive results with two-thirds of respondents to a user survey reporting that the support received has helped them to stay in work or return to work.  The helpline will be resourced on a permanent basis and we are trialling 
outreach calls to staff who are off sick for reasons related to mental health.  The staff flu vaccination campaign is now underway and the flu jab will be proactively offered to all staff to protect them and our patients from the flu virus as we move into winter. 

Vacancies,  Recruitment and Temporary Staffing 

Our main focus remains on recruiting the staff required to re-open our Emergency Department (ED) in Chorley. with shortlisting and interviews continuing particularly  in relation to remaining middle grade and consultant gaps. International nurse recruitment has recommenced, with 
nine due to start in October and a potential further 19 by year-end.  Registered nurse recruitment remaining a concern, we are working with the Communications Department to develop a refreshed corporate-led approach to attract registered nurses to the Trust. 

The need for enhanced cleaning across the Trust  in response to the safe workplaces guidance  means that growing our domestic workforce remains a priority; as such, we are looking to recruit  significant number of additional   posts over the coming weeks, which will close the gap on 
the revised baseline now required for this workforce.  We held our first virtual careers fair over the week of Monday 14th September. The event  was aimed at members of the public considering a career within the NHS, including school pupils and college learners from the local area.  

Significant work has taken place to reduce non-vend agency and to reduce rates.  Whilst overall spend has increase due to shift demand and significantly improved fill rates, we continue to see a reduction in  use of non vend supply with only 3% of fill coming from non vend supply last 
month.   Our next focus is on controlling demand and in improving rostering practice and skill across the Trust. 

The team have been working collaboratively with Finance and Business Intelligence on the Phase 3 ICS Workforce Plan was completed and submitted for the planning deadline of 21st September 

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

DVFM 2

DVFM 3 S S S S S S S S

DVFM 4

DVFM 5

DVFM 6 S S S S S S S S

DVFM 7 S S S S S S S S

DVFM 8

DVFM 9

DVFM 10

DVFM 11

DVFM 12

DVFM 13

DVFM 14

Establish monitoring processes to report on the impact of the Capital programme on 
backlog maintenance

Maintain core revenue budgetary control. Develop systems to monitor the underlying 
financial position (after allowable COVID-related expenditure)

Ensure delivery of the Trust's Capital programme within the agreed resources

Ensure that all COVID-related expenditure is substantiated and that prior approval 
systems are in place where necessary

Support the delivery of Integrated Care System financial controls (Capital)

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

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

Deliver value for money 

The Trust reports a breakeven position in Month 5 after £27.5m of Top Up funding and £22.4m of additional support funding YTD. 
 
The Trust had a planned YTD deficit of £32.4m with the additional YTD costs of COVID of £22.5m this would have resulted in a YTD £54.9m deficit. The Trust had exc-COVID operational net favourable YTD 
variances netting to £5.2m which resulted in a YTD deficit of £39.8m. This has been mitigated with a £39.8m support funding (£22.0m top up and additional support £17.8m). The £5.2m exc-COVID favourable 
variances mainly include; £5.1m Pay, £1.5m Drugs, £4.1m Supplies and Services, offset with £5.5m of income underperformance. 
 
In line with the emergency arrangements, the Trust has accrued income of £5.1m over and above the top up payment received on account to break-even in Month 5. 



Target APR MAY JUN JUL AUG SEP OCT NOV DEC JAN FEB MAR Q1 Q2 Q3 Q4 YTD

Following the Our Health Our Care (OHOC) consultation, 
develop a clear plan for implementation of change and 
commence delivery

To engage with the Integrated Care System (ICS) informing 
the development of future service models, with particular 
emphasis on cancer, stroke, vascular, head and neck and 
women’s and children’s services

To develop a comprehensive clinical services strategy

To develop pathways for primary, community and acute 
hospitals to become integrated to deliver better seamless 
care for patients

Increase the number of non admitted patients managed 
through Same Day Emergency Care pathways

220 per month
(RPH Site) 34 197 248 298 231 546 777

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

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) 65.4% 75.5% 77.6% 79.9% 77.1%

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

10c CQUIN - Alcohol Interventions 90.8% 95.4% 94.8% 92.7% 93.9%

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 Report  

  
Guardian of Safe Working Report – Quarterly report 

June to August 2020 
Report to: Board of Directors Date: 1 October 2020 

Report of: Strategy, Workforce and Education 
Director Prepared by: Kendall D, Eccles L 

Part I X Part II  

Purpose of Report  

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

Executive Summary: 
 
The purpose of this report is to provide assurance to the Board of Directors that junior doctors are safely 
rostered within the trust and are working hours that are safe and in line with the new safe working rules as set 
out within the 2016 Junior Doctors’ contract.  

This report covers the period of 1st June 2020 to 30th August 2020 and outlines the following: 

• Number of exception reports submitted in the quarter with reasons - confirming that between the 1 June 
2020 and 30 August 2020 there were 45 exception reports raised.  There were no immediate safety 
concerns identified or raised.    

• Actions undertaken by GOSW in response to exception reports  - instigating work schedule reviews for 
two rotas in particular 

• Fines applied - no guardian fines have been made during the period of time this report covers. 
• Trust Vacancy position – a number of new posts have been added to the establishment at both Junior 

and Senior clinical fellow level which has resulted in an increase in the overall vacancy percentage in 
August 2020.   

• Update on the new junior doctor contract as agreed in June 2019 and timeline to deliver required 
changes – confirming that the Trust is now fully compliant with the contract changes 

 
It is recommended that: 
 

I. The board receive and note the content of 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 

☐ 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 
 
 
 

1.0 INTRODUCTION 
 

The purpose of this report is to provide assurance to the Board of Directors that junior doctors are safely 
rostered within the trust and are working hours that are safe and in line with the new safe working rules as set 
out within 2016 contract.  
 
This is a report for the period from 1st June to 30th August 2020 and outlines the following: 
 
• Number of exception reports submitted in the quarter with reasons 
• Actions undertaken by the Guardian of Safe Working (GOSW) in response to exception reports (work 

schedule reviews instigated) 
• Fines applied 
• Trust vacancy position  
• Update on the new junior doctor contract as agreed in June 2019 and timeline to deliver required 

changes.  
 
2.0 EXCEPTION REPORTS - 1st June – 30th August 2020 

 
Exception reporting is the mechanism used by doctors engaged through the 2016 contract to report variances 
from their agreed work schedule. Reasons for exception reporting include variance to hours/rest, difference in 
pattern of hours worked, educational opportunities and support provided.  
 
From Feb 2020 all doctors who are engaged on a national training program are employed through the new 
2016 junior doctor contract. In the trust there are 350 doctors in training who are employed on the 2016 JDC. 
 
Between the 1 June 2020 and 30th August 2020 there were 45 exception reports raised; the reasons for these 
are documented in the table below. There were no immediate safety concerns:    
 
Rota Rest/Natural 

Breaks 
Overtime Service 

Support 
Weekend 
frequency 

Educational 
(Missed 
teaching) 

Grand Total 

General Surgery & Urology 
(FY1) | 2016 

0 19 0 0 3 22 

General Surgery & Urology 
(Lower) | 2016 

0 0 0 0 1 1 

Medicine CDH (FY1) | 2016 0 8 0 0 1 9 
Trauma & Orthopaedics 
(FY1) | 2016 

0 5 0 0  5 

Vascular Surgery (Higher) | 
2016 

0 7 0 0 1 8 

Grand Total  39   6  
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All exception reports are sent to both the clinical and educational supervisor and a resolution is sought where 
possible within 7 working days however we are currently experiencing difficulties gaining responses within this 
timeframe. In response to additional hours worked, the trust offers time off in lieu and if the trainee is unable to 
take this by 3 months or the end of the rotation (whichever is first) then payment is made.  
 
During the COVID pandemic the number of exception reports dropped significantly. This was due to the 
suspension of the contract and implementation of COVID rotas.  
 
All COVID rotas were compliant with hours and rest requirements but some had high weekend frequency 
(more than 1 in 3 weekends worked). Only 1 rota had a weekend frequency which exceeded 1:2, this was the 
FY1 rota in Orthopaedics. 
 
The Guardian of Safe working has highlighted the need for the doctors to exception report and a recent email 
sent to all Consultants in the Trust form the Medical Director and GOSW emphasised the need to support and 
encourage the junior doctors to submit exception reports.  
 
2.3    On-Going Work Schedule Reviews  
 
Exception reporting, feedback from the junior doctor forum and queries/concerns raised by doctors directly to 
the Guardian of Safe working may result in a work schedule review. A work schedule review is to ensure rotas 
remain compliant with safe working rules and are fit for purpose with trainees being paid correctly for the work 
they do.  
 
Since August 2020 changeover there have been a number of exception reports from new FY1 doctors relating 
to having to work additional hours and lack of service support, this is mainly General Surgery and Urology 
(RPH) and Medicine (Chorley).  
 
Further work and monitoring is required to understand the issues that have been raised and to determine 
whether further work schedule reviews are required.  
 
Actions already taken to address similar concerns in medicine at Chorley early in 2020 included raising these 
concerns with the Medical Director, Director of Post Graduate Medical Education, the Foundation Programme 
Director, the relevant Clinical Directors and Business Managers at Chorley.  
 
The table below outlines ongoing issues identified through the exception reporting process and action being 
taken to address these issues. It also outlines potential risks identified: 
 
Specialty Grade Issue raised Actions Potential Risk 
Medicine 
(CDH) 

FY1 A rise in exception reports 
since August 2020 raised 
citing the following: 

• Workload 
• Service support 

 
 

The number of exceptions 
will be monitored going 
forwards and this will be 
raised by the GOSW at the 
Foundation board meeting 
in September 

Increased stress for the 
FY1s due to perceived lack 
of support. 
Risk to the Chorley training 
programme. 
 

General 
Surgery and 
Urology 
(RPH)  

FY1 A rise in exception reports 
since August 2020 raised 
citing the following: 
• Workload 
• Service support 

The number of exceptions 
will be monitored going 
forwards and this will be 
raised by the GOSW and 
the issue is being reviewed 
with the SBM and clinical 
director 

Increased stress for the 
FY1s due to perceived lack 
of support. 

All All Delays in getting response 
from Educational and Clinical 
Supervisors regarding 
exception reports causing 
frustration and undue delays 

Med Director and Guardian 
sent reminder to LTHTR 
consultants to highlight the 
need for compliance with 
time scales 

Problem exacerbated by 
COVID 19 and doctors 
unable to take TOIL, 
therefore plans to pay 
doctors for extra hours 



  

4 

 

in closing the exception 
reports. 

worked. 

 

2.4      Guardian Fines 
 

Following submission of exception reports from last quarter, the medical workforce team monitored the 
doctors’ hours and breaks for the duration of the Rota cycle.  No guardian fines have been made during the 
period of time this report covers. 
 
3.0 VACANCIES       

 
The table below shows the vacancy rates in April 2019 and the rate for the current period 
 
Grade August 2019 August 2020 
 % No Drs No Vacant % No Drs No Vacant 
FY1 2% 54 1 0% 54 0 
FY2 0 54 0 2% 57 1 
ST1-2 5% 108 5 6% 109 6 
ST3+ 8% 144 12 7% 147 11 
Junior Clinical Fellow 23% 35 8 43% 62 27 
Senior Clinical Fellow 16% 61 10 32% 91 29 
SAS 18% 92 16 20% 85 17 
 
The trust vacancy position had significantly improved throughout 2020 however a number of new posts have 
been added at both Junior and Senior clinical fellow which has increased the overall vacancy percentage in 
August 2020 (24 new posts added to A&E which are currently being recruited to plus additional juniors for 
ambulatory care). 
 
The trust has recruited 9 medical interns from Egypt who commenced their induction period in August 2020. 
These doctors will undertake 4/6 month rotations as well as undertake a post graduate qualification with the 
University of Manchester. These doctors are being utilised to fill vacant clinical fellow posts and if successful 
this program will recruit a further 10 doctors next year. These posts and continuation of this program will 
enable us to ring fence vacant clinical fellow posts for these doctors ensuring a constant supply to reduce 
gaps.    
 
In addition to the new medical interns we have a further 24 posts under offer currently which include (9 junior 
clinical fellows, 5 SAS and 10 SCF’s). 
 
4.0 JUNIOR DOCTOR FORUM  
 
A forum was held by Microsoft Teams on 17th June. Rotas with high weekend frequency (greater than 1 in 3) 
were discussed. The palliative care rotas were made complaint from August 2020 together with the 
ICU/anaesthetics rotas.  There was a discussion about annual leave that wasn’t taken during COVID and an 
agreement to pay for annual leave that hadn’t been taken. There were a few pay issues pertaining to high 
weekend frequency that were highlighted and these have now been agreed and actioned. The COVID re-
deployment was discussed and some communication issues were highlighted. Teaching was suspended 
during COVID but recommenced on 2nd July. The plans for the refurbishment of the junior doctor messes were 
also discussed. 
 
4.1 Mess refurbishment, sleep Pods and Rest Areas 
 
The Junior doctor mess refurbishment project is starting to get underway and the fixtures and fittings are just 
being agreed with the project manager and in association with the mess president and a number of junior 
doctor representatives. It is hoped that the work on the RPH mess will go ahead soon and both messes should 
be completed by the end of 2020. 
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The work to develop the rest and recreation area in the Charters restaurant and the sleep pod area under the 
Gordon Hesling block is also going ahead and the guardian of safe working is attending the steering group 
meetings. 
 
5.0     UPDATE TO JUNIOR DOCTOR CONTRACT CHANGES 

 
In June 2019 junior doctors voted in favour of proposed changes to the 2016 contract. Following this date and 
the issue of the joint agreement we have been working to ensure all changes are reflected within the Trust 
rotas.  
 
The biggest challenge was to ensure all rotas are compliant to the maximum weekend frequency of 1:3 and in 
August 2020 all rotas across the Trust reflect this so the Trust is now fully compliant to the contract changes. 
 
In Oct 2020, the fifth nodal point is being introduced for ST6 + doctors and we are currently updating our work 
schedules to reflect the changes in pay related to this change.  
 
The financial implications of the changes to the new junior contract have been presented separately and are 
being monitored through the medical workforce and finance teams.  
 
6.0 LEGAL IMPLICATIONS  

None 

7.0 RISKS 

The risks identified with work schedule reviews have been detailed in section 2.3 
 
There are clearly additional junior doctor workforce risks associated with the COVID 19 pandemic including 
staff sickness, reduced doctors on rotas due to shielding requirements or self-isolation, increased work-force 
stress and burnout due to redeployment and high weekend frequency of working, lack of access to training 
etc.  
 
The possibility of a second winter peak in COVID should be recognised, with the potential impact on rotas and 
possible further suspension of the junior doctor contract. Where possible it is recommended that weekend 
frequency on rotas should be kept as low as possible and rotas should be compliant with all rest and hours 
requirements. 
 
8.0 IMPACT ON STAKEHOLDERS 

Not applicable 

9.0 RECOMMENDATIONS 
 

It is recommended that the Board:  
 

I. Receive and note contents of the report 
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Board of Directors Report  

  
Our Health Our Care: Programme Update 

Report to: Board of Directors Date: 1 October 2020 

Report of: Medical Director Prepared by: J Pawluk 

Part I Yes 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 with respect to the current assurance position of 
the Our Health Our Care programme. 
 
The report identifies that the NHS England Stage 2 Gateway Assessment process remains in progress and 
that we continue to work constructively with NHS England/Improvement (North West) towards achieving a 
timely and successful outcome.  The current Stage 2 process follows an initial pre-consultation business case 
submission on the 16th March; a further submission which took account of Covid-19 on 20th July; and additional 
submissions on the 10th and 11th September.  The most recent submissions responded to requests made of 
the programme by NHS England/Improvement (North West) on 17th August.  Based on these most recent 
submissions, NHS England/Improvement (North West) indicated that a Stage 2 Assurance Checkpoint Panel 
meeting would take place on 30th October. 
 
Notwithstanding the difficult decision taken by the Trust Board that it is not presently safe to consider reversing 
the emergency measures enacted in late March arising out of Covid-19, the assurance position remains the 
same.  An approval of the pre-consultation business case by NHS England/Improvement (North West), and an 
approval of the same by the OHOC Joint Committee, will be required before a statutory Public Consultation 
may take place under s14z2 of the Health and Social Care Act 2012.  The programme team will be able to 
commence a statutory Public Consultation within six to eight weeks of the relevant approvals being received 
and continues to develop detailed plans to enable this to happen.   
 
However, unfortunately, the programme team are unable to set a definitive date for consultation at this time, 
nor provide certainty to the Board of Directors that Public Consultation is imminent.  This is because NHS 
England/Improvement (North West) has currently linked the re-opening of Chorley A&E to the possibility of 
consultation on strategic change options being supported.  This means that the programme’s initial focus is on 
responding to any further, relevant, requests for information received by us ahead of the Stage 2 Assurance 
Checkpoint Panel Meeting. Next steps are indicated in the paper along with the positive and continuing 
progress in terms of developing consultation materials. 
 
It is recommended that: 
 

I. The Board of Directors notes the contents of the report. 
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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 
 
Not applicable 

 
1. Introduction  

Alongside the strategic objectives of the Our Health Our Care (OHOC) programme, the ambition of all 
organisations commissioning and providing healthcare for the population of Greater Preston, Chorley and 
South Ribble is simple and crystal clear: we want to achieve the best possible outcomes for patients. 
 
Following the approval in meetings in public of the OHOC Joint Committee of the Case for Change 
(13/12/2018), Model of Care (13/03/2019), and long list of programme options (28/08/2019), the programme 
team have been engaged in conducting enhanced clinical scrutiny prior to the assimilation of the above 
information in to a Pre-Consultation Business Case (PCBC). 
 
This is shown on the infographic below – approval of the pre-consultation business case will allow the 
programme to complete the third phase (shown in purple and shown with a red ring) and move on to the blue 
phase.   
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2. Discussion 
 
2.1 Start of the Stage 2 Gateway Assessment Process 
 
Further to the previous updates provided to the Board of Directors, the programme received confirmation from 
the Director of Strategic Transformation / Locality Director at NHS England and Improvement (North West) on 
the 17th July that NHS England/Improvement (North West) were in a position to commence the Stage 2 
Gateway Assessment process relating to the PCBC.  The Board of Directors will recall that the process was 
paused in early April arising from the impact of Coronavirus.  NHS England/Improvement (North West) initially 
planned to work with the programme to facilitate a Stage 2 Checkpoint Assurance panel meeting on the 17th 
September.  On this basis, the programme was working towards a plan which could have delivered a statutory 
Public Consultation from Friday 30th October, subject to the necessary approvals being achieved. 
 
2.2 Pause of the Stage 2 Gateway Assessment Process – Material Review 
 
However, this process was initially paused by NHS England/Improvement (North West) on the 17th August 
following a request that a “material review” of the options took place.  NHS England/Improvement (North West) 
asked the programme to consider a range of factors including the impact of Health Infrastructure Plan (Wave 
2) funding on the service change proposals; the impact of NHS 111 First; lessons learned from the Covid-19 
pandemic; and the need to reflect on the proposed consultation strategy in light of the pandemic.  It was 
initially envisaged that this pause would run concurrently with the continued consideration of the PCBC 
materials.  However, in the event, the meeting did not take place on 17th September, a point confirmed a few 
days prior to the session.  
 
2.2.1 Material Review of the Options – starting point 
 
The starting position for the material review of the options was that the CCG, at this stage, intends to compare 
a do nothing/status quo proposition with two change propositions.  This was part of an open-minded approach 
where refinements and improvements to these options would be conscientiously considered, alongside any 
new options (taken from the initial long list or any new propositions).  These matters would be considered 
through an open, fair, and transparent Public Consultation.  
 
For the avoidance of doubt, the term “do nothing / status quo” means the currently commissioned service, 
which includes a 12-hour A&E service at Chorley and South Ribble DGH.  The change propositions were 
either an enhanced urgent treatment centre option or an urgent treatment centre option for the Chorley and 
South Ribble DGH site.  Both of these options feature improved critical care services, and each additionally 
encompasses the development of a centre of excellence for elective care.  The change propositions would 
also feature available improvements in terms of outpatients and primary care services.  This starting position 
had been presented and evidenced in the draft submissions made to NHS England/Improvement on the 16th 
March and on the 20th July. 
 
2.2.2 Material Review of the Options – process 
 
The factors cited were carefully considered by the programme team, with reference to a “check and challenge” 
panel incorporating senior clinical stakeholders and Lay Members.  This included cross-referencing the initial 
pre-consultation business case materials, in detail, for references and assurance material already provided 
relating to these themes.  This also included making new assessments where relevant – for instance linked to 
NHS 111 First, a service offer which did not exist in its current form at the time that the initial pre-consultation 
business case was submitted.  The review also included an assessment of the process used to arrive at the 
starting point, and the continued applicability of the NHS England service change tests.  This includes the 
need for any/all recommended options to demonstrate a high degree of confidence relating to “a clear, clinical 
evidence base”1. 
 

                                                           
1 https://www.england.nhs.uk/wp-content/uploads/2018/03/planning-assuring-delivering-service-change-v6-1.pdf page 8 

https://www.england.nhs.uk/wp-content/uploads/2018/03/planning-assuring-delivering-service-change-v6-1.pdf
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The findings from the material review were also referred to a number of authors of the original clinical evidence 
reports to see if circumstances had materially changed.  Submissions received from the operational delivery 
network for critical care were also considered.  Relating to public engagement processes, the advice of The 
Consultation Institute was also sought.  The senior clinical stakeholders from the “check and challenge” review 
panel further contextualised the draft findings in terms independent clinical scrutiny which had been sourced to 
support the Trust’s plans to re-open the A&E at Chorley and South Ribble DGH. 
 
2.2.3 Material Review of the Options – Consensus 
 
The consensus reached (from the senior clinical stakeholders and Lay Members) indicated that no material 
change to the options described was necessary.  Furthermore, the proper explanation of the do nothing/status 
quo (or currently commissioned service) proposition would support consultees to consider this possibility 
alongside two clinically viable alternatives, as a starting point for consultation.  This would also include the 
possibility that changes from the normal commissioned service models would also need to be fully defined. 
 
This position aligned with the clarification received from NHS England/Improvement (North West) about their 
expectations from the review process, which was received in the interceding time between the review 
commencing and formally concluding.  Detail from the material review and relevant clinical evidence will be 
published by the programme alongside the pre-consultation business case.  This will enable reviewers to 
assimilate this information alongside the other materials developed to support a Public Consultation.    
 
2.3 Re-submission of the Pre-Consultation Business Case 
 
Based on this consensus position, the programme team re-submitted the PCBC to NHS England/Improvement 
(North West) for Stage 2 gateway assessment. Based on these most recent submissions, NHS 
England/Improvement (North West) indicated that a Stage 2 Assurance Checkpoint Panel meeting would take 
place on 30th October.   
 
The programme is making necessary arrangement to support this review. The programme team has requested 
relevant timeline and process information from NHS England/Improvement (North West).   
 
2.4 Relationship between the Emergency Measures and OHOC Public Consultation 
 
Notwithstanding the decision taken by the Trust Board that it is not presently safe to consider reversing the 
emergency measures enacted in late March due to Covid-19, the assurance position remains unaltered.  
 
An approval of the pre-consultation business case by NHS England/Improvement (North West), and an 
approval of the same by the OHOC Joint Committee will be required before a statutory Public Consultation 
may take place under s14z2 of the Health and Social Care Act 2012.  The programme team will be able to 
commence a statutory Public Consultation within six to eight weeks of the relevant approvals being received.   
 
Unfortunately, the programme team are unable to set a definitive date for consultation at this time, nor provide 
certainty to the Board of Directors that Public Consultation is imminent.  This is because NHS 
England/Improvement (North West) has currently linked the re-opening of Chorley A&E to the possibility of 
consultation on strategic change options being supported.   
 
2.4.1 Programme Next Steps – in light of recent developments 
 
In these circumstances the programme shall initially focus on providing any further, relevant, material relating 
to the Stage 2 Assurance Checkpoint Panel Meeting.  This remains an antecedent requirement to deliver the 
Public Consultation and is anticipated to occur prior to the re-opening of the Chorley A&E department, which is 
a distinct and separate issue.  As a public body, NHS England/Improvement (North West) is responsible for its 
own assurance position, including how it determines the relationship between the emergency measures 
enacted by the Trust and the prospect/conditionality of any approvals for a Public Consultation to occur in 
relation to OHOC.   
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As the statutory decision-making body, the OHOC Joint Committee – reflecting NHS Chorley and South Ribble 
and NHS Greater Preston CCGs shall carefully consider these matters in taking the relevant decisions at the 
appropriate time.  The position of the CCGs also remains unaltered – they remain committed to a Public 
Consultation which can be achieved through the relevant assurance processes, delivered at the earliest 
possible stage.   
 
In principle, the CCGs continue to believe that an open-minded, fair, and transparent public consultation would 
allow the programme to describe a positive vision for improved hospital services in central Lancashire, based 
upon improving clinical outcomes and patient experience.  The programme team will continue to work in 
partnership with NHS England/Improvement (North West) to support them to conclude their review of the plans 
within the presently identified timescale.  Trust clinical leads and Executives will also support the stage two 
process.  
 
2.5 Assurance and Information Requirements of Stage 2 Gateway Assessment 
 
As indicated above, the assessment process at the Stage 2 Gateway is detailed and independent from the 
programme.  It comprises an appraisal of the process followed, information gathered, and evidence presented 
linked to OHOC from a number of perspectives including the clinical case for change; workforce, financial and 
other impact assessment modelling; delivered and planned communication and engagement; and technical 
assurance.  This information is contained in either the main PCBC document, or one of several of technical 
appendices and annexes.   
 
More details of the NHS England process and key lines of enquiry can be found in the Major Service Change 
guidance (see hyperlink below – in particular, the references to Annexes 4, 6 and 9):  
https://www.england.nhs.uk/wp-content/uploads/2018/03/planning-assuring-delivering-service-change-v6-1.pdf 
 
The depth of information presented in the PCBC is distinct from the more detailed requirements of a Decision-
Making Business Case (DMBC) and an implementation plan, which will follow and be informed by the findings 
of a Public Consultation. 
 
2.6 Publication Status of the PCBC / Relevant Materials 
 
The information presented to NHS England in the PCBC has been prepared in advance draft format.  It is both 
expected, and is normal, in Stage 2 assurance processes that the presentation of proposals will be refined and 
improved as part of an iterative process. 
 
The Board of Directors should also be aware that, in consultation with clinical stakeholders from the Trust, 
account has been taken of the impact of Coronavirus in terms of the presentation of information in the PCBC.   
 
It is expected that the PCBC will be published prior to the relevant meeting of the OHOC Joint Committee.  As 
indicated previously to the Board of Directors, the salient points contained within the document will be 
simplified and summarised in a variety of ways, and through a variety of mediums. This will help the public to 
interact with its contents and provide intelligible consideration of the proposals under consideration.  The 
PCBC publication will include ancillary materials developed during the course of the submissions shared 
between the programme and NHS England/Improvement (North West). 
 
2.7 Preparing for a Public Consultation 
 
Further to previous updates provided, the programme team has also developed a wide range draft 
consultation materials, which it is currently in the process of refining and improving, working with external 
partners such as Healthwatch, and the Consultation Institute, and internal programme forums such as the 
Patient Advisory Group.  The Council of Governors has supported this process through representatives 
attending two Patient Impact Assessment workshops which took place in late August.  
 
These materials will support the development of a consultation plan, which is currently being refined and will 
be subject to the review of the programme’s Communication and Engagement Group and Stakeholder 

https://www.england.nhs.uk/wp-content/uploads/2018/03/planning-assuring-delivering-service-change-v6-1.pdf
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Reference Panel, once finalised.  Engagement activities linked to the consultation materials have been 
advised to the Council of Governors, with a range of opportunities available to influence and improve design.   
 
The consultation plan will take account of the range of media, mediums, and settings by which members of the 
public may wish to interact with the consultation itself.  This includes the increasingly likely prospect that the 
consultation will need to be managed in accordance with prevailing public health restrictions, due to Covid-19.  
A broad ranging stakeholder mapping analysis will seek to ensure that interested bodies can easily find out 
about the proposals and share their views as relevant.  This will include staff, patient representative forums, 
and the other Members of the Foundation Trust. 
 
Overall, the consultation materials will ensure that:  

• The options being considered are properly and succinctly communicated for intelligible consideration in a 
range of effective formats to support accessibility and understanding. 

• The potential advantages and possible challenges of each option are outlined in a balanced way.  
• The similarities and differences between the options are highlighted. 
• The opportunities to consider new possibilities is explained; and  
• The abilities for respondents to respond either positively, neutrally, or critically to the proposals are put 

forward in a reasonable way.  
• The decision-makers conscientiously consider all feedback received.    
 
The substantive progress on all of the above means that we will be able to execute a Public Consultation 
within six to eight weeks of the relevant approvals being made. 
 
3.  Financial implications 

 
None 
 

4. Legal implications 

None 

5. Risks 

Programme risks are managed via a risk register held by the programme and the clinical commissioning 
groups respectively.  A copy of the programme risk register can be found via accessing the OHOC Joint 
Committee papers for the 28th August on the CCG website.  

6. Impact on stakeholders 

The Our Health Our Care programme management team has a comprehensive stakeholder communication 
plan, which identifies the relevant programme stakeholders, their communication needs and the types and 
formats of programme messaging to ensure effective understanding of work products and other materials 
developed by the programme.   
 
A Communications and Engagement group stands part of the programme governance structure and involves 
partners across the Integrated Care Partnership and broader system.  A Stakeholder Reference Panel also 
operates to ensure that the communications strategy being developed is effective and likely to meet the 
programme’s requirements.  The communications strategy involves working with established patient and staff 
reference forums.  An equality analysis has been developed by the programme as part of the Pre-Consultation 
Business Case.  No further impacts on stakeholders are identified, beyond those referred to in the report.  

 
7. Recommendations 

It is recommended that the Board of Directors notes the content of the report provided. 
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Continuous Improvement Report  
Report to: Board of Directors Date: 1st October 2020 

Report of: Director of Continuous Improvement Prepared by: A Brotherton and M Dudley 

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 
local level improvement programmes being facilitated by the Continuous Improvement team, as part of our 
Microsystem Coaching Academy (MCA) programme. It provides a detailed update of the work completed in 
undertaking the MCA training and outlines our plans for the launch of our local MCA on 24th November 2020. A 
synopsis of the evaluation of year one of the MCA programme is presented along with the Appendix which 
presents a CI storyboard of the work undertaken to date. The paper also provides a synopsis update of the 
system and flow coaching academy programmes and an update on the progress made on the next key steps 
to embed CI across the organisation presented in the August 2020 Board paper. 
 
It is recommended that: 
 

I. The Board note the progress made in the design and delivery of the local level continuous 
improvement programmes and preparation to launch our local Microsystem Coaching Academy. 

II. The Board note 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 our second CI strategy. 

 

Trust Strategic Aims and Ambitions supported by this Paper: 

Aims  Ambitions 

To offer excellent health care and treatment to our 

local communities 
☒ Consistently Deliver Excellent Care ☒ 

To provide a range of the highest standard of 

specialised services to patients in Lancashire and 

South Cumbria 

☐ Great Place To Work ☐ 

To drive innovation through world-class education, 

teaching and research 
☐ 

Deliver Value for Money ☒ 

Fit For The Future ☒ 

Previous consideration 

 

 



 
1. Introduction  

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 will therefore focus on a specific area of 

the CI programme in detail with a synopsis of the other programmes. This paper focuses on the local level 

improvements delivered through the Microsystem Coaching Academy programme. 

The paper provides a detailed update on the work undertaken in each of the wards/departments participating 

in the MCA programme. A continuous improvement storyboard for each participating ward/department is 

included in the appendices, outlining the global aim, the driver diagram, the work undertaken, the measures, 

the impact of the work and the priorities for next steps. The experience of the team of MCA coaches in the 

programme and their work will be showcased at the Trust’s Microsystem Coaching Academy launch. 

A synopsis of the progress made in the system and pathway level programmes is also outlined in this paper, 

together with an overview of the work undertaken to support divisional level improvement projects and training 

and education to build improvement capability across the organisation. The paper concludes with an update 

on the progress made against the key CI next steps outlined in the August Board paper.  

 

2. Discussion 

A summary of the progress made in undertaking the MCA programme in 2019/20 is outlined below and the 

impact of Covid-19 on the programme. 

 

2.1 Microsystem Coaching Academy  

LTHTR joined the Sheffield MCA programme in November 2019 and as part of the training the first 

microsystem coaches were assigned to the following areas; Ward15, Paediatrics, Medical Assessment Unit 

CDH, Medical Assessment Unit RPH, Critical Care Unit and Theatres. For the coaches, developing their own 

coaching style was a vital aspect of the training whilst at the same time adopting continuous improvement 

methodology and skills at the microsystem level within our organisation. 

 

The coaches have worked with each area through a programme designed to engage each microsystem in the 

techniques of continuous, quality improvement. These skills included how to use effective meeting skills, how 

to assess a microsystem, theming areas for improvement, setting specific aims, looking at change ideas and 

measures and introducing staff to the methodologies of testing through Plan Do Study Act (PDSA) cycles. 

 

Impacts/Results         

The impact and work undertaken in each area is presented within the story boards in Appendix 1  

 

The MCA programme is having a direct and indirect positive impact on staff and patients at a very local level. It 

is designed to leave the system with the capability to see improvement as part of their everyday way of 

working. It opens staff up to the concept that they can make changes and improve their own areas using a 

proven methodology. The MCA provides a platform for all areas of the Trust to test and deliver improvements, 

not just clinical areas.  

 

Despite some Covid-19 related challenges, successes have been delivered in all areas. The Children and 

Young People services have been outstanding, embracing the MCA concept to develop a new paediatric 

observation chart. The teams have also embraced coaching into their out-patient areas and audiology service.   

The MAU team in Preston has also seen important successes, reducing the time it takes to transfer patients 

from the unit to a ward, enabling the team to proactively take patients from the emergency department, 

positively impacting on patient flow.     

 



 
The planning for the launch of our own local Microsystem Coaching Academy has continued.  The 

Microsystem coaching academy lead is also working directly with the Business Improvement team to capture 

the impact of the local level improvement programmes against the quadruple aim and impact will be tracked 

over time. 

    

 

Impact of the Covid-19 pandemic: There have been significant impacts on the MCA programme as a result 

of the Covid-19 pandemic in terms of: 

 

 MCA Coach re-deployment to support essential preparations for Covid-19. 

 Ward and department reconfigurations in order to focus on managing the pandemic response  

 Re-deployment of ward staff and re-deployment of resources to focus on essential news ways of 

working   

 Restricted access to clinical areas and group gatherings  

 

The coaches training has been delayed but is now completed and where they have not been able to work 

directly with teams they have managed to re-engage with areas in different ways using digital platforms.  

 

 

2.2. Launch of our local Microsystem Coaching Academy (MCA) 

The Lancashire Teaching Hospitals NHS Foundation Trust MCA will be launched on 24th November 2020 with 

the course commencing on 30th November 2020. The launch event will include a keynote presentation and 

showcasing of the work from the team of coaches who completed the MCA training.  

Recruitment of coaches for our local MCA programme is underway using the trust communication channels. 

Our plan is to deliver two MCA training programmes per year, training up to 24 coaches per cohort. 

 

2.3 Evaluation 

The focus of our evaluation during the first year of the programme has been on the experiences and learning 

of the coaches who have been trained to deliver the programme. We undertook a small focus group to capture 

feedback  

2.3.1 Learning from Year 1 

Training 

Coaches felt that the training programme at Sheffield Teaching Hospitals had given them a good overview of 

improvement and coaching skills. The coaches particularly valued the sessions where practical examples were 

shared, for example as part of the sub-group discussions: 

“I personally found the practical break-out sessions the most useful, and being given examples of things that 

were and weren’t working in our sub group discussions” 

The ‘Fishbowl exercise’, where coaches had the opportunity to watch a team being coached live via video link, 

was flagged as being a key highlight of the training, providing an opportunity for coaches to observe coaching 

skills and improvement techniques being applied in ‘real time’: 

“It was great to be able to see a live team being coached and I was able to pick up lots of hints and tips from 

this which I applied when coaching my own team.” 



 
A key recommendation for the delivery of the training at LTH is that additional time is dedicated for more peer 

to peer learning. Practical examples from existing coaching teams should also be incorporated into the general 

course content as much as possible. 

Skills application 

Whilst all of the coaches felt that they had learnt key improvement skills as part of the training, those who had 

limited prior knowledge of improvement felt that they benefited from being able to link up with members of the 

central LTH CI team who helped them to apply this knowledge practically: 

“I felt comfortable coaching the team because I knew I had additional support from the CI team for the specific 

improvement knowledge. We were able to pair up to support each other.’ 

Coaches expressed that they felt confident applying the coaching skills and one coach gave an example of 

where they had been able to apply these effectively to overcome some initial resistance from staff: 

‘It was tricky at the start because there was definitely some resistance from the team I coached during the first 

three weeks but I was able to apply some of the coaching skills to deal with this. I think it would also help to 

have some sort of mentoring or shadowing of staff working on the ward or department so as coaches you 

could have that additional knowledge.’ 

It was noted that amongst two of the teams being coached, there were external issues which delayed some of 

the improvement work initially. These were linked to changes in management and a perceived lack of buy-in 

from senior leaders. Moving into year 2 of delivery, teams will be assessed for readiness to take part in 

improvement work (using the MUSIQ1 tool or similar), and buy-in from senior leaders will be assured before 

teams are established.  

Team engagement 

Although attendance varied across the teams taking part, many of the coaches spoke about having a core 

group of staff in their teams who were attending the weekly meetings regularly and beginning to lead the 

improvement work. Practical issues such as varying shift patterns amongst staff did delay progress in some 

cases and not all of the coaches felt they had the right balance of staff groups in the meetings. 

‘”The staff that did attend were eager and committed but we didn’t always have the right mix of people in the 

room to be able to take things forward and progress the in the way that we needed.’ 

 

2.3.2 Local MCA Evaluation Plan 

As we embark on our own Local MCA, we recognise the importance of understanding the impact that it 

is having on Trust processes and patient outcomes. The CI team has developed a detailed evaluation 

plan (see Appendix 2) and for 2020/21 will be adopting a ‘Rapid Cycle Evaluation’ (RCE) approach. This will 

allow us to capture learning ‘as we go’ rather than waiting until the end of the delivery period. We 

will feed back the learning into our projects in ‘real time’, aiding their ongoing development and helping us to 

avoid wasting time on things that aren’t working. As part of this approach we are building 

in quarterly RCE meetings, which will focus on understanding what is working well and what could be 

improved. These meetings will be embedded as part of our local programme delivery and will act as a practical 

tool for the coaching teams, as well as providing robust feedback for a comprehensive evaluation of the 

programme.  

 

 

                                                           
1
 https://qi.elft.nhs.uk/resource/the-model-for-understanding-success-in-quality-2/ 



 
2.4 Synopsis of the other improvement programmes 

Table 1 provides a summary of the other improvement programmes being facilitated by the CI team: 

System/organisational level 
improvement programmes  
 

Trust  
 

 Always Safety’ First: Risk Assessment and Care Planning - (prototype 
development of new process and collection tool), Safety Surveillance 
System development and testing, Pressure Ulcer Virtual Improvement 
Collaborative with ten wards, MCA / DoLs documentation and decision-
making process development 

 Patient Flow: Discharge process support and whiteboard 
implementation, site managers e-learning, discharge process from ED to 
nursing/residential homes 

 Co-ordinating End of Life Care: End of Life & Bereavement 
Improvement Pathway and Tissue Donation Improvement Pathway, 
Roles and responsibilities, governance and Medical Examiner function  

 Temporary nurse staffing programme 
 
ICP  

 Respiratory Improvement Pathway; Improvement to four pathways – 
COPD, Pneumonia, Asthma and Covid Recovery. 

 
ICS 

 Stroke Ambulatory Pathway and HASU implementation (part of Stroke 
Breakthrough series collaborative)  

 

Pathway level improvement 
programmes (Flow 
Coaching Academy) 
 

Existing Pathways; 
 

 Frailty – a new frailty unit launched, measuring its impact. 

 IBD – the team are currently focussing on the virtual biologic clinic and 
understanding impact. Early data shows that this has been a successful 
project. The team are now exploring further improvement projects as part 
of the Big Room. 

 Sepsis – This Big Room has set up with MAU in Chorley and have started 
to understand their problems in order to set a global aim. They are 
currently in the diagnostic stage and forming their theory for change. 

 Colorectal – This Big Room is working on removing the delays patients 
experience in the two week colorectal cancer pathway. 

 
Lancashire & South Cumbria Local FCA 
 

 Our local FCA launched on 8th September 2020 

 30 new coaches commenced their training on 16th September 2020. The 
initial three days of training were held virtually due to the Covid-19 
pandemic. 
  

Divisional level 
improvement projects  
 
 
 

Surgical Division 

 Enhanced Recovery After Surgery ward 11 

 SBAR handovers Emergency Department, MTW,SAU,RIBBS,MAU CDH 

 Pancreatic Cancer Pathway 

 Pre-Op Pathway 
  
Medicine Division 

 Flow Operations Group Improvement Support 

 SBAR handovers Emergency Department, MTW,SAU,RIBBS,MAU CDH 

 Renal Dialysis Unit care plan development   

 Covid-19 follow ups (Chest clinic) 
 



 
Diagnostics & Clinical Services Division 

 Pharmacy (‘6 Rights of Medicine’ – aligning to patient safety & reducing 
medication waste) 

 Waiting List’s in Psychology Services 

 Discharge Lounge Visual Management 
 
Women’s and Children’s Division 

 Paediatric Audiology 

 Gynaecology theatres 
 

Building Improvement 
capability across the 
organisation  
 
 
 

 35 people trained in the new Virtual Improvement Programme. Mini-
series commenced 8 July, 2 cohorts of up to 20 people have joined a 6-
week applied learning programme. The CI team have tested 2 cohorts, to 
ensure that this workshop is successful. Therefore, the CI team will look 
to scale this up and enable more delegates per cohort. 

 Pre COVID, 53 people had attended the 1-day Improvement Basics 
programme. 

 Plot the Dots Measurement Masterclass provided by NHS England / 
Improvement for the Senior Management teams. CI team to develop 
further measurement training. 

 Development of an eLearning module for CI has been developed and the 
CI team are working with the Blended Learning team to make this widely 
available for staff. 

 Collaborative working with the Workforce and Organisation Development 
team as part of the wider Continuous Improvement strategy to further 
develop our CI capability and capacity across the organisation. 

 

Progress made on key next steps  

The CI team worked collaboratively with the Executive team and Executive Management Group to agree the 

key next steps to further embed CI across our organisation. An update on these actions is presented in 

Appendix 3. 

Development of our second CI Strategy 

The Covid-19 pandemic has completely changed the way in which the CI team is currently designing, 

facilitating and delivering CI programmes across our organisation, utilising digital platforms.  The CI team has 

identified that our current CI strategy is therefore now out of date. The team has reviewed our current CI 

Strategy and propose to the Board that we launch our second CI strategy a year earlier than originally planned 

to maximise the opportunities created by digital platforms. Working collaboratively with a number of teams 

across the organisation, including the organisational development team, our second CI strategy has been 

developed. The CI team is currently undertaking a consultation process and seeking feedback. It is proposed 

that the new strategy is launched later in October, when all feedback is received and incorporated into the 

draft. If the Board is supportive of this proposal, our second CI strategy will be circulated later in October for 

final approval from the Board.  

Request of the Board 

In the June 2020 Board meeting, the Director of Continuous Improvement was asked to highlight to the Board 

any specific requests for Board support. The following requests have been identified; 

 Would Board members, where possible, please prioritise attending the Microsystem Coaching 

Academy virtual launch event on 24th November 2020 

 

 



 
3. Financial implications 

 

The CI team has worked with the Business Improvement team to design and build the templates to enable 

CI programme reporting and the tracking of measures against the quadruple aim. A dashboard now 

enables the tracking of progress of the programmes including the financial impact of the CI programmes. 

Work is now complete to transfer the CI programmes and projects onto Smart Sheet. 

 

4. Legal implications 

 

None identified  

 

5. Risks 

The impact of the Covid-19 pandemic on the delivery of the continuous improvement programmes continues to 

be 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 is being delivered for the CI programmes of work 

which is ensuring timely communications, both internally and externally.  

7. Recommendations 

It is recommended that:  

I. The Board note the progress made in the design and delivery of the local level continuous 

improvement programmes in the organisation. 

II. The Board note the progress made in the design and delivery of the system and local level continuous 

improvement programmes, the divisional projects, the plans to further build improvement capability 

across the organisation and the development of our second CI strategy.
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Appendix 1: CI Storyboards 
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Appendix 2: Evaluation Plan 

 

 

 

 

 



 
Appendix 3: Priority Next Steps for the CI team 

Deliverables Plan Date for 
completion / 
launch  

Update 

1) CI Strategy - Review the existing CI 
strategy, report on progress and 
develop a new CI strategy in line with 
the new, developing national 
improvement framework and the new 
ways of working during the Covid-19 
pandemic.  

1)  Review existing strategy and produce a 
report re: the implementation of the 
existing strategy 

2) Write our second CI strategy and consul 
on the new strategy (July / August) with 
senior leaders and the Board, including 
the new NHSI/E national QI Framework 

3) Plan official / formal launch 

31st August 2020 
 
 
Ready to launch 
our second 
strategy in Oct 
2020 

The existing strategy has been reviewed 
and a new strategy developed. 
Consultation has been undertaken in 
September 2020 and the new strategy will 
be ready for Board consultation and 
approval in October 2020. 

2) Board Development – a ‘Plot the 
Dots’ Board development workshop 
has recently been arranged for the 
Board (and the wider leadership team 
if helpful) with Samantha Riley, NHS 
Improvement to discuss and agree 
inclusion of measures for improvement 
(including SPC charts) in the integrated 
performance report. 

1) Board and wider leadership team 
development session with Sam Riley, 
NHSI planned for 7th July 2020, 
including a plan to create S&Q 
Dashboard Prototype  

2) Review existing Trust dashboards to 
discuss and agree how to incorporate 
the recommendations from NHSI re: 
inclusion of measures for improvement 
(including SPC charts) 

3) Develop a plan to cascade as 
appropriate e.g. incorporate into 
business as usual ward to board 
reporting 

July 2020 
 
 
 
 
September 2020 

Completed  
 
 
 
 
This work has been undertaken in 
September 2020, with the initial focus on 
Safety and Quality and Workforce. 
Feedback is currently being sought from 
Committees prior to completion of the new 
dashboards being fully adopted. 

3) CI training for senior leaders – we 
would like to run a 2-day training 
course for EMG which would ensure 
we all have a shared understanding of 
CI. This would include details of the 
FCA and MCA programmes, the basics 
of CI and a Measurement Masterclass. 

It has been suggested that we provide training 
over four shorter sessions to minimise the 
impact on services. The four sessions are 
therefore proposed and will be scheduled over 
the next few months:  

1) Introduction to Measurement Training 
(Measurement for Improvement core 
essentials) 

2) Quality Improvement Essentials for 
Senior Leaders (Improvement 
approaches, Driver Diagrams, 
Incremental testing, Creating the 
Conditions for continuous improvement 

To commence on 
7th July and 
delivered by 31st 
October 2020 

 
 
 
 
 
NHS I session held on 7th July 2020 
 
 
 
QI Essentials – 21st  October 2020 
 
 
 



 
within your divisions and teams) 

3) FCA and MCA at LTH; what are these 
programmes, how will they be 
developed and delivered, what have we 
achieved to date and understanding 
your unique role as a leader in these 
programmes 

4) Measurement Masterclass 
(understanding variation (when to 
intervene as a system or process isn’t 
reliable), interpretation of improvement 
tools, visualisation, understanding local 
system performance and co-designing 
our new safety surveillance system. 
 

 
 
Delivered 8th September 2020 
 
 
 
 
 
 
Measurement Masterclass – 23rd October 
2020 
 

4) Adopt a formal Executive 
Sponsorship role for CI 
programmes – it is clear that 
outstanding organisations have 
connected their executive and senior 
leadership teams to the frontline 
delivery of CI projects. We propose the 
adoption of a formal executive 
sponsorship approach so that all teams 
delivering CI projects have access to 
an executive sponsor to help unblock 
barriers.   

 

1) Building on the success of the executive 
sponsorship roles to date (e.g. the 
Medical Director is the formal executive 
sponsor for the Flow Coaching Academy 
and the Nursing, Midwifery and AHP 
Director is the formal executive sponsor 
for Always Safety First), every CI 
programme will be supported by a senior 
leader within our system. The CI team to 
develop the sponsorship programme 
and liaise with individual leaders to 
support the programmes of work  

In place by 31st 
July 2020 

 
 
 
 
Completed: All significant CI programmes 
have an executive sponsor  

5) Begin to adopt CI as ‘business as 
usual’ – we propose that all senior 
leaders in the organisation have a 
personal objective that includes 
delivering a CI project in 2020/21 and 
that all employees have a personal 
objective to undertake CI training (this 
could be the basic  introductory 
eLearning module or a short virtual 
masterclass or the one day basic 
course) 

1) Incorporating a personal improvement 
objective for all leaders across the 
organisation will be added to the 
appraisal documentation. 

2) Over time this will be extended to 
include all staff (when improvement 
training has been widely undertaken) 

31st July 2020 In development – on going discussions 
between CI and OD to look at how this is 
achieved and how CI becomes a pivotal 
part of an employee’s personal 
development plan. 
 
 
 
 
 
 
 



 
6) Build a Quality Management System 

with good visual data management 
(strategy deployment). We propose a 
small ‘task and finish group is 
established to co-design this as it 
needs to be owned by all and reflect 
the objectives of the organisation as 
outlined in the Big Plan. This will 
enable us to track improvement at 
ward level with visual management 
boards, data displays and CI boards 

 

1) Establish a Quality Management System 
(in line with the recommendations 
outlined in the new national QI 
framework when published), working in 
partnership with the Business 
Improvement Team and PMO (and 
aligned to the planning function as this is 
developed). To work with Divisional 
teams to test the design of this 
approach.   

31st December 
2020 

In development – led by Stephen Dobson 
and the Associate Directors of CI (note the 
national framework is delayed due to 
Covid-19).  

7) Adopt an approach of goal setting 
and statistical change over time 
measured via SPC for the 
improvement work undertaken (rather 
than compliance targets and KPI’s eg 
RAG rating). This is the one of the 
ways the regulators can assess how 
embedded CI is in an organisation. 
This will be supported by the 
development of dashboards to track 
progress in the improvement projects. 

1) See actions above; this work will 
commence with the board reporting 
workshop on 7th July 2020  

31st December 
2020 

On track (see above update re: board 
reports and dashboards) 

8) Fully align the OD and CI strategy to 
ensure a co-ordinated approach across 
the organisation 

1) Both the OD and CI strategies are 
currently being updated and will be 
aligned 

2) The CI strategy will contain a section on 
OD (written jointly with the OD team) 
and the OD strategy will contain a 
section on supporting CI development 
across the organisation, with a particular 
focus on leadership development 

See timeline above In-development - CI and OD have been 
working together to consider how LTHTR 
ensures that both offers are embedded into 
the respective programmes.  
 
Currently, consideration is being given to 
how CI, OD and Education can align more 
closely to provide a more coherent 
approach for staff to access training and 
education. 

9) Induction training - Fully embed CI 
training into induction process and staff 
training 

1) To include the introductory CI module for 
all new starters 

2) To offer virtual CI training which can 
form part of the staff local induction and 
on-boarding training programme 

3) To have virtual training available for 
existing staff at all levels (accessed 

 
31st July 2020 

In-development - CI are to provide 
information to be embedded in the 
eLearning Induction, given the current 
COVID situation.  
 
CI are planning to work with the Blended 
Learning team to create a eLearning CI 



 
through blended learning) module which will contribute to the overall 

CI Organisational Capability Building 
Strategy, ensuring that all staff have 
knowledge of CI and how it relates to their 
working practices. 

10) Sharing the CI approach - Produce 
some CI display boards, summarising 
the CI work to date. 

1) Work with teams participating in the CI 
programmes to create CI storyboards. 
As a minimum to include the system 
level improvement work, the FCA and 
the MCA 

30th September 
2020 

Completed  
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Central Lancashire Integrated Care Partnership Governance update  

Report to: Board of Directors  Date: 01 October 2020 

Report of: Sarah James  Prepared by: L Roberts 

Part I   Part II  

Purpose of Report  

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

Executive Summary: 
 
The attached materials have been provided to all Central Lancashire ICP partner organisations as an update 
in relation to the revised governance structure.   
 
They include 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 our health and care economy. 
 
It is recommended that the Board; 
 

I. Notes the update and shares the materials with their respective teams 
II. Continues to support the development of the Central Lancashire ICP through participating as members 

within the relevant System Delivery Boards and ICP Board 
III. Participates in developing the Committees in Common (CIC) starting with the Quality and Safety 

Committee  
 

Trust Strategic Aims and Ambitions supported by this Paper: 
Aims  Ambitions 

To offer excellent health care and treatment to our 
local communities 

☒ Consistently Deliver Excellent Care ☒ 

To provide a range of the highest standard of 
specialised services to patients in Lancashire and 
South Cumbria 

☒ Great Place To Work ☒ 

To drive innovation through world-class education, 
teaching and research 

☒ 
Deliver Value for Money ☒ 

Fit For The Future ☒ 

Previous consideration 
 
N/A 
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23/09/2020 

Central Lancashire 
Integrated Care Partnership  

Governance Structure  



Recommendations and the specific feedback and context 
from Lancashire Teaching Hospitals Board  
• The following slide deck is the standard presentation submitted to all ICP partners for 

them to note at their respective Statutory Boards/Bodies / Committees, and to ask for 
them to;  

• Note the update and share the materials with their respective teams 
• Continue to support the development of the Central Lancashire ICP through 

participating as members within the relevant System Delivery Boards and ICP Board 
•  In preparation for this update to Lancashire Teaching Hospital Board, the ICP team 

have met with the Board at the Trusts Executive Management team meeting, and one 
to one's with most Non Executive Directors. It is worth, therefore, reflecting on these 
conversations before getting into the detail of the ICP Governance Structure. 

• The next slide therefore sets out the themes from these discussions, and some 
clarification points.  These will be expanded on verbally at the Trust Board meeting on 1 
October, but give a flavour of conversations to date.  

• The remainder of the slide deck focuses on the standard presentation outlining the 
structure of the ICP.  
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• Strategic Fit with the ICS, 
Commissioning Reform and CCGs 

• Strategic Fit with Local Government 
Reorganisation  

• ICP Strategy, Aims and Objectives 
 

• ICP Partners - Do we have 
involvement, commitment from all 
partners and can the partnership 
hold us all to account? 

 
• Decision making and statutory 

bodies  
• Getting beyond the structures to 

making a real difference in 
outcomes  

• How could a committee in common 
work and how could it add value 
rather than duplicate?  
 

• Alignment with ICS System Reform developments 
(Commissioning reform, ICP Development) is integral, 
continual and ongoing as we move through a time of 
change  

• Structure can flex and develop to take account of any 
changes as a consequence of Local Government 
Reorganisation 

• The aims of the ICP Board & System Delivery Boards 
are of facilitation, collaboration and and  enablement 
to agree an agenda of mutual benefit and working 
together to make things happen. They do correlate 
closely to the LTH organisational aims which can help 
to align the work of the partnership and the Trust. 

• High levels of partner contribution within our local 
system, and new collaborative Board structure 
enables us to hold each other to account for delivery 
through System Delivery Boards 

• Decision making remains within statutory bodies  - 
this paper is not seeking to change any decision 
making authority - Statutory providers will need to 
take on the mantle of strategy, planning and 
prioritisation in partnership with others but decisions 
will remain within existing bodies. 

• The presentation shows the priorities  set for 
2020/21 which will be the focus for real change and 
outcomes across the partnership 

• Early stages of development – next stage would be to 
have a discussion with NEDs and Lay Members about 
balance of assurance at a partnership  level, and 
some of the practical ways in which it could work  

 

 

Trust Discussion Point            ICP Clarification   
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Context   

• This report has been prepared to provide Statutory Boards/Bodies / Committees with 
an update on the new Integrated Care Partnership Governance Structure and 
arrangements for Central Lancashire  

• This new Governance Structure has been developed to enable partners within Central 
Lancashire to progress integrated working at place and at pace, so that we can work 
efficiently across all organisations and sectors to jointly improve services for our public 
and patients.  

• It fits within a wider ICS structure across Lancashire and South Cumbria 
• The slide deck contains information on;  

• ICP Governance Structure and detailed information on the main aspects  
• ICP Priority Setting Process and  
• ICP Priorities for 2020/21 
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Central Lancashire Integrated Care Partnership  
Vision and Aims  
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Best health 
and 

wellbeing  

Best quality 
Care 

Best use of 
resources 

Joy, pride 
and 

resilience in 
work for staff 

“Together, we will create a resilient health and care 
system, which will drive significant improvements in the 
wellbeing of our local communities, and will contribute 

to a sustainable Central Lancashire economy.” 

ICP Quadruple Aim 

ICP Vision 



Central Lancashire ICP Partner Organisations 
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 Chorley Council  
 Chorley & South Ribble CCG 
 Greater Preston CCG 
 Lancashire County Council  
 Lancashire Teaching Hospitals NHS Foundation Trust  
 Lancashire & South Cumbria NHS Foundation Trust  
 North West Ambulance Service 
 Preston City Council  
 Primary Care Networks  
 South Ribble District Council 
 Voluntary, Community, Social Enterprise sector  



Central Lancashire Integrated Care Partnership  
Governance Structure  



Central Lancashire ICP Governance review  

The governance structure has evolved to enable: 

• Integrated system working to progress at pace 

• Development and delivery of the ICP’s end model 

• A ‘whole system’ collaborative approach 

• Collaboration between staff across the wider system 

• Increased efficiency across the ICP to achieve the best for our population 

• ICP governance to encompass the whole health and social care economy 

• Development of ICP priorities that are clinically and professionally driven  

• End to end pathway transformation 
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GOVERNANCE: Central Lancashire ICP  
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GOVERNANCE: Integrated Care Partnership Board 
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The purpose of the ICP Board is to deliver the vision and aims of the 
central Lancashire ICP.  It provides the strategic direction for 

collaborative, system-wide responses to improve the health and 
wellbeing of the central Lancashire population. 

 

The ICP Board enables the organisations to hold each other to account 
for the delivery of effective leadership and facilitates the coming 

together of statutory organisations and other key partners to work 
across organisational boundaries. 



GOVERNANCE: Senior Leadership Team 
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The Senior Leadership Team, (SLT) is the executive 
leadership function within the ICP providing leadership 

development and acting as an escalation point within the 
system prior to matters being sent to the ICP Board.  The SLT 

will consult on all matters within the partnership and will 
also influence the strategy of the ICP Board.  



ASSURANCE: Clinical & Professional Forum  
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The Clinical and Professional Forum will drive the strategy 
of the ICP by proposing the prioritised workstreams, 

developed through the ICP priority setting process.  This 
will enable us to quickly identify and agree our priorities 
and ensure a systemwide focus on Recovery, Restoration 

and Health Inequalities. 



ASSURANCE: ICP Assurance Committee 
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Assurance upon the planning process will come from the ICP 
Assurance Group, coming together to act as the single assurance 

gateway across the ICP.  Senior members of all four Committees in 
Common will consider the proposed priorities before submitting 

final proposals to the ICP Board for approval.   



ASSURANCE: Committees in Common  

Established to provide assurance throughout the ICP (other than at ICP 
Board) and act as individual assurance gateways in respect of the 

planning function.  The Committees in Common will each develop ICP 
strategies upon their subject matter expertise and will ultimately 

become committees of the ICP Board.  Each will develop at a different 
rate based on their subject matter and context. 
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DELIVERY: System Delivery Boards  

Established to drive the delivery of local ICP priorities, and 
contribute service specialist knowledge to enable end to end 

pathway transformation.  Held to account for delivery as a 
‘system’ by the ICP Board 
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The System Delivery Boards are: 
• Determinants of Health  
• Primary/Community Care  
• Long term Care 
• Elective Care  
• Urgent & Emergency Care  
• Children, Young People & 

Maternity 



DELIVERY: The Localised ICS Working Groups  

Reflect the programme boards within the ICS  

Enable the local delivery and implementation of ICS led pieces of work  

Enable the development of local nuances, deemed necessary for our population 

Ensure that the ICS led priorities are embedded properly within our local system 

Enable us to flex as a local system, in the event of urgent changes.  
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The Localised ICS Working Groups LIWGs) are: 
• ICP Time Limited Strategic Boards (Inc. OHOC)  
• Prevention  
• Cancer 
• Mental Health 
• Learning Disability & Autism 
• Regulated Care 
• ICS In /Out of Hospital Cells 



PRIORITES: ICP Priority setting process 
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Data to 
inform CPF 
discussions. 

Discussions at 
CPF with key 
clinicians ‘in 
attendance’.  
Global aim to 
be set per 
priority. 

If to proceed 
with priority, 
Gateway 
Checklist to be 
complete. 

ICP Assurance 
Committee to 
review Gateway 
Checklist. 

ICP Board 
Approval 

ICP 
Transformation 
Methodology 
ICP System Delivery 
Boards will adopt a 

consistent approach to 
improvement 

methodology including: 
 

• Continuous 
Improvement 
Methodology 

 
• Flow Coaching 

Academy and Big 
Rooms 

 
• CPF will stipulate 

whether a Big Room 
is required or not, as 
some allocated 
matters will not 
require big pathway 
re-design work 

‘Problem 
Statement’ to 
be identified 

by the CPF 

If rejected, CPF to decide 
whether further discussions 
would be beneficial upon the 
issues raised for refusal. 



PRIORITIES: System Delivery Board Priority areas for 
2020/21 
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PRIORITIES: Developing our ICP Priorities  

•  The identified outcomes of each agreed ICP priority will formulate the KPIs for the 
respective System Delivery Board which will in turn inform the ICP performance 
framework 

• The Clinical and Professional Forum are now looking to hold deep dives with each System 
Delivery Board to endorse current work, if applicable, and map existing ICP-wide 
transformation schemes.   

• If existing schemes relate to the current focus upon restoration, recovery and health 
inequalities (in light of Covid) they will be allocated to a particular System Delivery Board 
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• This will support the development of 
further KPIs within relevant System 
Delivery Boards which will again inform 
the ICP performance framework 

• In time, the identification of KPIs 
throughout the SDBs of the ICP will form 
part of the cycle of business in line with 
the planning cycle 



Central Lancashire ICP Governance structure 

• For further reading, please refer to the 
ICP Governance Manual, as approved by 
the ICP Board in June 2020. 

• This document will continue to be 
updated to reflect developments within 
the central Lancashire health and care 
economy  and the wider system. 

• For any queries in relation to version 
control please consult the ICP Core 
Team. 
 

20 



 
 

 
 

Trust Headquarters 

Board of Directors Report 
 

Changes to the Scheme of Delegation during the Covid-19 Pandemic 
Report to: Board of Directors Date: 1 October 2020 

Report of: Director of Corporate Affairs Prepared by: D Pilsbury 

Part I √ Part II  

Purpose of Report (tick only one then delete this instruction) 

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

Executive Summary: 
 
The Board is asked to consider the implementation of a robust governance process for its delegated decision 
making capacity during the Covid-19 pandemic. 
 
Under the initial phase of emergency measures Trusts were supported by NHSE/DHSC to achieve a break 
even position. Under this situation the governance for decision making is relatively low risk. The next phase is 
more uncertain with no guarantee of funding and NHSE have referred to the fact that they expect some 
organisations to potentially overspend. As a result, we need to have a robust process in place that will provide 
support to the Executive’s for the decisions they make, whilst ensuring transparency and assurances to the 
Board. 
 
The Board are requested to consider the following three options: 

a) The Board sits more regularly to make decisions 
b) The Board uses existing powers in consultation with the Chair 
c) The Board empowers the executive to make the right decisions which are then subsequently reported 

to Finance and Performance Committee and/or Board of Directors for oversight. 
 

Recommendation: 
That the Board of Directors approves Option C. 
 

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 ☒ 
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1. Background 

Under the initial phase of emergency measures Trusts were supported by NHSE/DHSC to achieve a break 
even position. Under this situation the governance for decision making is relatively low risk. The next 
phase is more uncertain with no guarantee of funding and NHSE have referred to the fact that they expect 
some organisations to potentially overspend. As a result, we need to have a robust process in place that 
will provide support to the Executive’s for the decisions they make, whilst ensuring transparency and 
assurances to the Board.  

The ICS will be responsible as a non-statutory body to agree the priorities for any prospective spending 
and the associated Covid budget. With unclear governance this may lead to organisations having to 
approve things at risk.  

 
2. Existing arrangements 

Under the Trusts current approved Scheme of delegation, the Executive have the authority to use 
emergency powers to make urgent decisions.   

Definition of urgent matters which might require the use of Emergency Powers Board of Directors  

During the COVID-19 outbreak, it may be necessary to use emergency powers on the grounds of civil 
emergency; natural or man-made disaster; matter of serious public health; matters regarding the care, 
health and wellbeing and safeguarding of patients and staff; or where the Trust is at risk of serious 
reputational damage; loss or claims; or any other matters where the Chief Executive or in her absence the 
Deputy Chief Executive has declared that an urgent decision is required.  

 Urgent Decisions: Board   

If a decision would normally be required to be made by the Board of Directors, the decision may be made 
by the Chief Executive or in her absence the Deputy Chief Executive (or in their absence their nominee) in 
consultation with the Chair (or in his absence the Deputy Chair), on the following grounds:  

• The decision-maker is satisfied that the matter is urgent and cannot await the next meeting of the 
Board of Directors or an urgently convened meeting of the Board of Directors;  

• The decision is reported for information to the next available meeting of the Board of Directors;  
• The provisions of any relevant legislation and guidance are complied with;  
• Advice has been taken from the appropriate Executive Director and the Director of Finance as 

required; and  
• All Members of the Board are notified of the decision taken by electronic means.  

As this process places quite an onerous task on the Chair of the Trust, the Board is asked to consider 
other options to expedite any such decisions, such as the Board sitting more frequently or authorising 
delegated authority to the Executive to make timely decisions in the best interests of the Trust. 

Additional Board meetings would place additional time constraints on the Board and may still not be 
meeting  at the right time for a decision to be made, alternatively, granting authorisation to the Executive’s 
will allow them to effectively respond to the emerging crisis in a timely manner. 

Any delegated decisions taken will adhere to the existing approved criteria process in place. In addition all 
delegated decisions will be recorded centrally and submitted to the next Finance and Performance 
Committee for scrutiny and/or the Board of Directors to maintain transparency of our decision making 
processes. 
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3. Financial implications 
 
The Trust will be committing non-recurrently to a range of expenditure for which there will be no clarity on 
funding. This is consequently likely to result in a deficit position. Any associated cash funding gap is 
considered a low risk, thanks to the national emergency cash funding measures introduced for NHS 
organisations. 
 

4. Legal implications 

The Trust needs to ensure that it has decision making processes in place that are robust and transparent 
and give the relevant assurances to the Board. 

5. Risks 
 
If decisions are not taken at the right time, the Trust could place the Hospitals response to COVID 19 at 
risk by not being able to financially respond to the emerging crisis. 
 

6. Impact on stakeholders 

Not applicable.  

7. Recommendations 

It is recommended that:  

 That the Board of Directors approve Option C. 



 
 

 
 

Trust Headquarters 

Board of Directors Report  

  
Raising Concerns/Whistleblowing Annual Report 

Report to: Board of Directors Date: 1 October 2020 

Report of: Strategy, Workforce & Education 
Director Prepared by: S O’Brien 

Part I  Part II  

Purpose of Report  

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

Executive Summary: 
 
The purpose of this report is to provide an update on recent Freedom to Speak up (FTSU) and whistleblowing 
activity since the June report. Performance in quarter 1 is summarised along with performance to Mid-
September in quarter 2. 
 
Partly as a result of amalgamating the Freedom to Speak Up and Valuing your Voice reporting systems, we 
continue to see increasing numbers of contacts with Freedom to Speak Up services with numbers in excess of 
quarter 1 performance by Mid-September. 
 
The FTSU action plan is appended to this report 
 
The Board of Directors receive the contents of this report 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 
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1. Background  
 

Within Sir Robert Francis’ Freedom to Speak Up Review (2015) failings in the ability of staff within the NHS to 
be able to speak up safely about any concerns into patient safety were identified, with staff often discouraged 
staff from raising concerns and those that did sometimes not being treated fairly. Simple cultural failings have 
been identified in subsequent enquiries into other healthcare organisations (including Gosport, Winterbourne 
reviews). 
 
Sir Robert identified as urgent, the need to promote an honest and open culture within mature organisations 
where hearing uncomfortable truths was welcomed as part of an aim to improve the quality of patient services, 
patient safety and to improve the experiences of staff. As part of the plan to support this ambition Sir Robert 
recommended that each Trust should appoint a Freedom to Speak Up (FTSU) Guardian and that a National 
Independent Guardian should be appointed to oversee the NHS as a whole in relation to speaking up and 
raising concerns, and to support local guardians. We appointed our guardian in October 2016. 
 
The requirement for a FTSU Guardian was made mandatory in the NHS Standard contract and the CQC 
requires Trusts as part of the well-led inspection to provide evidence of robust arrangements to listen to and 
respond to the concerns raised by staff. 
 
The Raising Concerns Annual Report provided to the Trust Board in November 2017, which identified a 
number of key actions planned to promote ‘Freedom to Speak up’ across the Trust, initiated a process of 
review and improvement that has continued since. This report provides an update on key information, themes, 
trends and activity since the previous report provided in June 2020 and is attached to the report as Appendix 
1. 
 
2. Discussion  

 
a) Access to service 

 
The FTSU team can be contacted through a number of routes including: 
 

• Via the valuing your voice/raising concerns webpage 
• Telephone 
• Email  
• Direct contact with the Guardian, Executive or Non-Executive Lead Directors or one of 25 FTSU 

champions distributed across the Trust and from a range of staff groups. 
 

New staff are provided with information on the service at induction and a web-based app and revised webpage 
are in the early stages of development.  

 
b) Activity 

 
Quarter 1 2020/21 
 
82 separate contacts were made with the FTSU team during 
quarter 1. Of these, 71 were classified as concerns. 22 
expressed concern about patient safety or quality of care and 
16 about bullying and harassment. 
  
Other key themes included unfair treatment, leadership and 
car parking issues. No staff members have reported suffering 
any detriment as a result of contacting the service though two 
considered that there was potential for this based on previous 
experiences. Reassurances were provided by the FTSU 
Guardian. 
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20 concerns related to Covid-19 issues mainly in relation to workwear/Personal protective equipment (PPE) 
compliance and issues with social distancing. 
 
Quarter 2 2020/21 
 
To 16 September there have been 83 contacts with the FTSU team. Of these, 70 were classified as concerns. 
30 colleagues expressed concerns about safety and quality, an increase compared to Q1 but only 5 expressed 
concerns about bullying and harassment, down from 16 in Q1.  
 
24 concerns related to Covid-19. The majority concerned the provision of safe environment, specifically related 
to the supply of Perspex screens in reception areas. This concern now appears to have been resolved. Other 
concerns were mainly related to staff compliance with workwear policy. 
 

 
c) Themes and Trends 
 
Bullying and Harassment 
 
The overall trend in contacts relating to bullying and harassment is 
decreasing against rising numbers of contacts. This could reflect 
dilution caused by increased awareness among staff of the range of 
concerns that can be raised through the FTSU team. It could reflect 
impact from actions taken with teams and individuals in relation to 
awareness and impact of behaviour and values. 
 
Patient safety 
 
Again, the overall trend in contacts is increasing numbers but the 
trend in relation to patient safety concerns is reducing. This may 
reflect greater awareness of safety reporting arrangements 
elsewhere and also improved responses to the raising of concerns. 
Work is ongoing to promote the reporting of safety incidents through 
the manager and Datix and it is recognised that there is scope for 
further improvement. 
 
d) Whistleblowing 

 
Two whistleblowing incidents were reported in the last quarter. One, reported to the CQC, referenced 
concerns that medicines and care were given at inappropriate times during the night on two wards at Royal 
Preston Hospital (RPH). A review of medication records, nursing records and incident reports failed to find 
evidence to support the concerns raised. A wider review of other departments is in progress to seek further 
assurance. 
 
Further concerns were raised separately with the National Guardians Office (NGO) regarding practice within 
the critical care unit at RPH. The concerns related to; medical staffing levels; the administration of medicines; 
and infection control practice. The subsequent investigation confirmed that medical staffing numbers were 
sufficient. The situation regarding the administration of medicines occurred within the context of the rapidly 
changing circumstances associated with the early days of the Covid-19 response where a need to conserve 
PPE supplies informed practice in the short term. Since then, however, guidance in respect of administration 
of medicines has been reviewed and is consistent with current policy and professional guidance. 
 
As part of the investigation into the concern raised with the NGO, the reasons why a colleague reported their 
concerns directly to the NGO rather than report the concerns internally was also considered.  There were no 
reported incidents, conversations with managers or with the FTSU Guardian or either of the local FTSU 
Champions in relation to the concerns raised. In response, the critical care leadership team will include the 
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issue of raising concerns through team engagement sessions and the FTSU champions in critical care have 
taken action to raise their profile and visibility within the unit. 
 
e) Feedback 

 
Feedback on the use of the FTSU service is regularly sought and 95% of staff who provided feedback after 
using the service stated that they would speak again. Feedback about their experiences has been very 
positive as can be seen from the following examples: 
 

“… gave me the time to explain my concerns, and was really fair, supportive and compassionate in … response and 
advice…helped me to see different sides of the situation, and reassured me that my concerns were valid and I had 
done the right thing by approaching .... I felt safe in the knowledge that my concerns were entirely confidential, and I 
felt a great sense of relief to get it off my chest with someone who wasn't in my team and could be entirely impartial.” 
 
“Felt listened to, non-judging, very knowledgeable on different Trust rules and policies, honest about areas where 
further guidance would need to be sought from other relevant departments. Felt less isolated, felt like there was a 
neutral line of support available out there if the rules were not being adhered to and you was being treated unfairly. 
You didn't have to face the situation on your own.” 
 
“… was extremely helpful… listened to my concerns and gave me advice about how to word my queries in line with 
protocols/law. Made the process very simple but also gave me the confidence to speak about my concerns, which I 
may not have pursued had … not been available to speak to. I was able to deal with the situation directly myself but 
knew that if I had to I had the chance to have it dealt with in a different manner too.” 
 

f) Learning 
 

Staff who raise concerns provide an invaluable opportunity for learning and empowering staff to speak up 
safely is a key enabler for improved safety, quality and staff experience. Recent FTSU activity along with 
intelligence gathered through incidents, complaints, workforce matters and a review of feedback from a 
number of sources including social media have provided intelligence to inform focussed intervention at 
individual, team and Trust levels. Examples include: 
 

• Opportunities to address leadership concerns at individual levels 
• Improved engagement within and between teams 
• Improved working environments for public facing clerical colleagues 
• Opportunities to address and improve safety culture within a team 
• Action to improve levels of cultural awareness within teams along with improved consultation 

processes 
 

g) FTSU Index report 
 

The second annual FTSU index report has been published by the NGO. The Index seeks to compare an 
aspect of FTSU culture between different organisations through an index score calculated on performance 
against four staff survey questions, chosen because of their relevance to speaking up culture. In 2019 the 
Trust score was 78 and this has risen to 78.7 reflecting the national average. Actions are already underway to  
further improve responses in these areas and progress is reviewed through the Trust Raising Concerns group, 
which reports to the Workforce committee. A copy of the report can be found here1  

 
h) NGO Case Review 

 
The NGO recently undertook a case review of processes for raising concerns at Whittington Health NHS Trust. 
In response a benchmarking exercise took place against the findings of the review and a number of actions 
have been identified that will be included in the Trust FTSU action plan. A copy of the benchmark report is 
attached to this paper and the NGO publication can be found here.2 

                                                           
1 https://www.nationalguardian.org.uk/wp-content/uploads/2020/07/ftsu_index_report_2020.pdf 
2 https://www.nationalguardian.org.uk/wp-content/uploads/2020/06/casereviewwhittington.pdf 

https://www.nationalguardian.org.uk/wp-content/uploads/2020/07/ftsu_index_report_2020.pdf
https://www.nationalguardian.org.uk/wp-content/uploads/2020/06/casereviewwhittington.pdf
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2 Financial implications 
 
There are no financial implications related to this report. 
 
3 Legal implications 

 
There are no legal implications related to this report, however, the Trust’s arrangements for raising and 
responding to concerns (included Board responsibilities) are referenced in the standard NHS contract; are 
subject to review by the Care Quality Commission (CQC) as part of the Well-led domain; and are monitored by 
the National Guardians Office (NGO), which is sponsored by the CQC and NHS England (NHSE). 
 
4 Risks 
 
No new risks have been identified by the FTSUG.  
 
5 Impact on stakeholders 

 
Access to support when raising concerns continues to improve, following initial improvements in 2018/19 and 
further action last year as detailed in the annual report. Improved staff awareness is demonstrated through 
staff responses during STAR audit accreditation visits 
 
6    Recommendations 
 
The Board of Directors is asked receive the contents of this report for information. 



Support your FTSU Guardian

There were nine key expectations within this Action Plan, articulated by the National Guardians Office (NGO); as follows:

In July 2019 revised guidance was published with a focus on the following expectations, replacing those above, published in May 
2018:

Leaders are knowledgeable about FTSU

Leaders have a structured approach to FTSU

Leaders actively shape the speaking up culture

Leaders are clear about their role and responsibilities

Leaders are confident that wider concerns are identified and managed

Leaders receive assurance in a variety of forms

Leaders engage with all relevant stakeholders

Leaders are focused on learning and continual improvement

Individual responsibilities

 Appendix 1 - Freedom to Speak Up (FTSU) ACTION PLAN

Structure of the Action Plan

Be assured your FTSU culture is healthy and effective

Behave in a way that encourage workers to speak up

Demonstrate commitment

Have a strategy to improve your FTSU culture



Risk Rating
Green
Amber
Red

The Trust provides a quarterly report to the National Guardians office.

Risk Rating Methodology

It is proposed that audit of arrangements will be incorporated into the 2019/2020 internal audit programme to check the actions 
are embedded within the organisation. Furthermore, the CQC well led inspection  will test the impact of the action plan.

Definition
Complete/ Not currently complete, but on track to complete before defined deadline
Not currently complete, with concerns about completion before defined deadline
Not completed by deadline

This action plan incorporates actions from the original plan with new actions identified out of the July 2019 expectations of the 
NGO.
In addition the plan includes actions identified in response to NGO case reviews in their Health care organisations where 
recommendations have not previously been identified. A serperate action plan is in place addressing the operational detail 
around the Call it out campaign. This is available on request from the Freedom to Speak up Guardian (FTSUG)

Monitoring and Assurance Arrangements:

In order to provide a robust methodology for assessment of risk, the following risk rating has been developed as follows:

The Raising Concerns Group will scrutinise and monitor delivery against the action plan and test the impact of the actions on a 
quarterly basis. This group will report to the Workforce Committee will oversee delivery of the action plan and hold the Raising 
Concerns Group to account for delivery. An annual report will be presented to the Board of Directors along with a six monthly 
update that will include a report of progress against the action plan.



Lead Deadline Rating
Evidence/update 

(Updated August 2020)

1.5 FTSUG Feb-2019 and ongoing Ongoing

Board reporting schedule includes annual report and 
quarterly monthly update. 
Cross disciplinary raising concerns group established 
with chairs report to Workforce committee and 
subsequent chairs report to board.
Action plan reviewed to incorporate NGO guidance and 
case review recommendations

1.6

Exec Dir lead TBC Delayed Workshop agreed in principle with CEO and Chair. Date 
to be confirmed but delayed in response to Covid-19 
restrictions

1.7
Exec Dir Lead TBC Complete Review to be undertaken once Covid-19 restrictions 

eased. Scheduling to be agreed with executive lead

1.8
Exec Dir Lead TBC On target Decision to be confirmed following review of initial 

workshop

1.9
Exec Dir lead TBC On target Agreed in principle. Date of workshop to follow Board 

workshop

         are visible and approachable and welcome approaches from workers

Design and facilitate Governor workshop to develop understanding of 
speaking up and behaviour and Trust actions to improve it

         have insight into how their power could silence truth 

         thank workers who speak up

         demonstrate that they have heard when workers speak up by providing feedback

         seek feedback from peers and workers and reflect on how effectively they demonstrate the trust’s values and behaviour

         accept challenging feedback constructively, publicly acknowledge mistakes and make improvements. 

Consider undertaking review utilising revised FTSU review tool 

Schedule further workshops on biannual basis to seek assurances 
and reflect further on culture development progress

Maintain Board of Directors awareness of FTSU strategy, policy 
development and activity through effective reporting arrangements

Actions in response to guidance and relevant reviews

Action

Design and facilitate Board development workshop to develop Board 
members understanding of speaking up and behaviour that 
encourages or inhibits it

FTSU Expectations as identified by National Guardians Office (July 2019)

1. Behave in a way that encourages workers to speak up
Executive Directors:

         are able to articulate both the importance of workers feeling able to speak up and the trust’s own vision to achieve this 

         speak up, listen and constructively challenge one another during board meetings 



Lead Evidence/assurance

1.1

Strategy, 
workforce & ed 
director
N,M & AHP 
Director
NED lead

Board meeting minutes
Raising concerns group terms of reference
Diary entries
Intranet/connect magazine

1.2

FTSUG
Strategy, 
workforce & ed 
director
N,M & AHP 
Director
Lead FTSU NED

Meeting minutes
Cultural review rep[ort
Workshop attendance
Raising concerns report to Board of Directors

1.3 FTSUG
Board meeting minutes
Raising concerns group terms of reference
Diary entries

1.4
FTSUG Action planInitial action complete. Future case reviews to be 

incorporated as appropriate by FTSUG
Review and revise Trust action plan to acknowledge Board guidance 
and output from FTSU case reviews

A formal Board visiting schedule to maximise visibility of 
the Board via monthly Board visits to clinical and non-
clinical areas is in place
Action plan reviewed to incorporate NGO guidance and 
case review recommendations

Senior leaders at board and divisional level use 
qualitative and quantitative data to help identify any 
concerns or themes where intervention may be required.
The Trust Board commissioned a cultural review which 
has resulted in rich feedback from staff across the 
organisation, and a series of workshops took place to 
support senior leaders in responding to the feedback.
The introduction of a quarterly integrated raising concerns 
report will further enhance opportunities for senior leaders 
to challenge themselves and the organisation in respect 
of responsiveness to the challenges faced

Board approved appointment of FTSUG
The FTSUG is line managed by the organisation, 
workforce and education director and meets on at least a 
monthly basis
The Executive (ED) and Non-Executive Director (NEDS) 
with responsibility for FTSU provide support to the 
Guardian as required and are members of the Raising 
concerns group (meetings are chaired by the designated 
ED
The FTSUG meets on at least a quarterly basis with the 
CEO and Chair and has access to them at all other times.

Ensure that senior leaders seek and act on feedback from staff

Ensure effective partnership between the FTSUG and senior leaders

Action Update

Enhance the visibility of senior leaders

Completed actions in response to current and previous guidance



Lead Deadline Rating
Evidence/update 

(Updated August 2020)

2.7
FTSUG

Ongoing Achieved
To include staff stories as part of planned Board 
workshop. Stories identified by FTSUG

2.8

Head of 
Diversity, 
Inclusion and 
Blended 
Learning

Feb-20 Complete

Paper presented at workforce committee. Key findings:
- There is significant overlap between the personal

values of the staff, the desired culture values and the
Trust values, reinforcing the validity of the engagement
work carried out in developing the values originally.
- There is a need to address challenges in the current

culture as there are a number of potentially limiting
values, impacting our staff’s experience of the Trust.

2.9

Head of 
Diversity, 
Inclusion and 
Blended 
Learning/ 
FTSUG

TBC Complete

Focus on standards and behaviours including bullying 
and harassment will form key part of workshop seeking 
concensus on promotion and reinforcement of positive 
behaviours and effective challenge of negative ones. 
Numbers of local championms increased 

Lead Evidence/assurance

2.1 FTSUG Board meeting minutes

*Call it Out campaign to be launched with a focus on bullying and 
harassment, all forms of discrimination and patient safety

Identify FTSU Executive Director and Non-executive director and 
provide induction 

K Swindley confirmed as ED support for FTSU,  
T Watkinson confirmed as NED support.
Induction completed by P Hemmings

Action Update

2. Demonstrate commitment

Revised Expectations Identified in the National Guardians Office Guidance for Boards (August 2019) - with incomplete actions from the May 2018 plan incorporated

Completed actions in response to current and previous guidance

         having a well-resourced FTSU Guardian and champion model

         supporting the creation of an effective communication and engagement strategy that encourages and enables workers to speak up and promotes changes made 
                as a result of speaking up

         inviting workers who speak up to present their experiences in person to the board

The Board  will demonstrate its commitment by:

         having named executive and non-executive leads responsible for speaking up 

         including speaking up and other related cultural issues in its board development programme

         having a sustained and ongoing focus on the reduction of bullying, harassment and incivility 

         sending out clear and repeated messages that it will not tolerate the victimisation of workers who have spoken up and taking action should this occur

         investing in sustained and continuous leadership development

FTSUG to identify individuals willing to share their experiences with 
the Board of Directors

Actions in response to guidance and relevant reviews

Action

*The Barrett culture survey will be undertaken across the 
organisation during 2019/20



2.2
FTSUG/ Trust
Secretary

Induction materials
Trust induction attendance registers

2.3 FTSUG Apr-19 Complete
Posters distributed across all sites

2.4 FTSUG Feb-19 Complete
Options appraisals for introduction of FTSU app
considered by raising concerns group. Decision taken to
develop app in-house

2.5
FTSUG/ 
Dig. Comms 
officer

Feb-19 Complete Webpage content reviewed, webpage redesigned.

2.6
FTSUG/
Comms & PR 
manager

Meeting minutes

*  National Guardians Office Case review Royal Cornwall Hospitals December 2018

Review intranet webpage content (valuing your voice, FTSU and 
raising concerns to improve accessibility, clarity and visibility

Develop formal communication plan
Communication plan completed by L Kelly
Agreed by Raising concerns group

Include FTSU information as part of new ED and NED induction 
programmes, 

Develop and circulate posters and associated products,  including in 
the content, introduction of FTSU guardian (FTSUG) and champions

Produce options appraisal with a view to purchase of app to ensure 
all staff have capability to speak up anonymously or confidentially



Lead Deadline Rating
Evidence/update 

(Updated August 2020)

3.16
Exec Dir lead
FTSUG

Jun-20 Complete and ongoing

Final draft approved by Raising concerns group.Meeting 
arranged with comms re launch

3.17 E&F director Oct-19 Strategy not yet available

Awaiting confirmation of completion of E&F strategy. 
Further communication sent to E&F Director 19/5/20. 
Relevant strategy/actions may be evident from the 
Divisions action plan

3.18
Strategy, 

workforce & ed 
director

Sep-20 Complete and ongoing

Meeting dates the FTSUG, the CEO and Chair,
scheduled and underway. Last meeting took place in
March 2020
Wider support for the FTSUG is provided through
members of the Raising Concerns group which include
the designated ED and NED. 
Other senior managers are available at the request of the
FTSUG

3.19 FTSUG Jul-20 Not currently complete
Options appraisals for introduction of FTSU app
considered by raising concerns group. Decision taken to
develop app in-house

Implement regular ring-fenced meeting time between the FTSU team, 
the Chair and CEO to specifically  discuss FTSU matters.

Develop in house app as agreed as a portal for staff contact with 
FTSU team

Revised Expectations Identified in the National Guardians Office Guidance for Boards (August 2019) - with incomplete actions from 
the May 2018 plan incorporated

         ensure that the Guardian has access to the Chief Executive and Chair, and other senior leaders

         enable their Guardian to develop bilateral relationships with regulators, inspectors, and other Guardians

3. Have a strategy to improve your FTSU culture
The Board will:

         ensure that Guardians and their Champions are well resourced.

Actions in response to guidance and relevant reviews

Action

Develop FTSU strategy in line with national policy

Ensure that the development of a positive raising concerns culture is 
reflected within all key organisational vision and strategies, specifically 
in respect of Estates and Facilities (E&F) strategy.



Lead Evidence/assurance

3.1 FTSUG
Policy will be reviewed in 2020 as part of internal audit of 
effectiveness of FTSU services

3.2          Trust vision and values
Strategy, 
workforce & ed 
director

3.3
         Workforce and organisational 
development/leadership

Dep dir. of 
workforce & OD

3.4          Patient experience and involvement
N,M & AHP 
Director

3.5          Patient safety
Assoc Dir. Of 
Governance

3.6          Continuous improvement Director of CI

3.7 FTSUG
Minutes
In house app under development

3.8
FTSUG/ 
Dig. Comms 
officer

Webpage  

3.9 FTSUG
Champions database
Training records

3.10
Develop and circulate posters and associated products,
including in the content, introduction of FTSU guardian
(FTSUG) and champions

FTSUG Apr-19 Complete
Posters distributed across all sites

3.11
Produce options appraisal with a view to purchase of app
to ensure all staff have capability to speak up
anonymously or confidentially

FTSUG Feb-19 Complete
Options appraisals for introduction of FTSU app
considered by raising concerns group. Decision taken to
develop app in-house

3.12
Review intranet webpage content (valuing your voice,
FTSU and raising concerns to improve accessibility,
clarity and visibility

FTSUG/ 
Dig. Comms 
officer

Feb-19 Complete Webpage content reviewed, webpage redesigned.

Implement the communication plan, specifically:

Recruit FTSU champions to support awareness raising and 
availability of effective support to those wishing to speak up. Include, 
where possible representatives of vulnerable groups and from areas 
where staff engagement is known to be lower than in other areas

Currently 17 champions with 8 further applicants awaiting 
induction. 3 BME representatives, 7 male and 18 females. 
Representatives from all Divisions with exception of 
Finance.
Recruitment now suspended to ensure that current 
champions retain opportunity to maintains skills through 
caseload

Patient experience and improvement and continuous 
improvement reflect FTSU priorities in terms of staff 
empowerment

Patient safety strategy has significant focus on reporting 
incidents and near misses of all kinds

Options appraisals for introduction of FTSU app 
considered by raising concerns group. Decision taken to 
develop app in-house

Webpage content reviewed, webpage redesigned.

Produce options appraisal with a view to purchase of app to ensure all 
staff have capability to speak up anonymously or confidentially

Review intranet webpage content (valuing your voice, FTSU and 
raising concerns to improve accessibility, clarity and visibility

Continuous improvement strategy and vision reflect FTSU 
priorities in terms of staff empowerment

Ensure that the development of a positive raising concerns culture is 
reflected within all key organisational vision and strategies, 
specifically:

Action

Trust documents

Workforce and leadership strategy revised to include 
explicit reference to responding to and learning from 
concerns raised. 
Workforce and strategic plans include specific actions to 
support the FTSU agenda, consistent with this action plan

Completed actions in response to current and previous guidance

Update

Revise the Raising concerns policy to ensure:
                          -articulation of vision and accessibility and clarity 
                            of process,
                          -Clarity re avoidance of detriment and importance 
                            of prompt escalation of safety concerns
                          - Clarification of terms 'confidential' and 
                            'anonymous'
                          - Use of wording ('Public Interest') in respect of 
                             whistleblowing

Policy revised and approved



3.13

Strategy, 
workforce & ed 
director 
FTSUG

Mar-20 Complete

Integrated report in development presented to Board in
Feb-19. Subsequent reports scheduled in Board calendar 
Raising concerns group established to review and
triangulate data 
Options appraisals for introduction of FTSU app
considered by raising concerns group. Decision taken to
develop app in-house

Ensure that the FTSUG has access to applicable sources of data



Lead Deadline Rating
Evidence/update 

(Updated August 2020)

4.6 FTSUG Jun-21 On target

August 2020 - ppolicy content/scope reviewed against 
recommendations within latest NGO case review

4.7
Exec Dir lead

Mar-21
Awaiting 

confirmation

Proposed for inclusion in 2020/21 programme. Deadline 
revised.

4.8
FTSUG/ Clinical
risk manager

Aug-20 Delayed
Datix implementation programme revised. Inclusion of 
FTSU delayed until phase 2 (Summer 2020). Deadline 
revised.

4.9 FTSUG Ongoing On target
Surgical team presented to March meeting. Further 
presentation/update scheduled for September meeting

4.10
FTSUG/ Non
executive lead

NA

Auguest 2020- Action revised to reference enhanced 
support to reflect changes in NGO processes for 
responding to concerns raised through them

4.12 FTSUG Ongoing On target
Awaiting STAR audit feedback - requested again August
2020

FTSUG Ongoing Ongoing

4.13
N,M & AHP
Director
Director of CI

Ongoing

On target 

Ongoing

Key organisational learning identified following thematic
review undertaken by the Raising Concerns Group and
reported to the Board.

Ensure that lessons learned are considered as part of Trust 
Continuous improvement programmes

*The Datix reporting system will be developed to allow review of 

incident reporting rates and identify any areas which appear to be 

Revised Expectations Identified in the National Guardians Office Guidance for Boards (August 2019) - with 
incomplete actions from the May 2018 plan incorporated

Review raising concerns policy on an biannual basis to check it is fit 
for purpose. Review will include peer review, comparison with national 
guardian recommendations and consultation with staff users. 

Liaise with MIAA to include internal audit of FTSU processes during 
2019/20

Include examples of cases for review as standing item at Raising 
Concerns meetings

Where there are concerns about responses to concerns, consider the 
option of case review/enhanced support by National Guardians office 
available if required.

Assess level of awareness of and effectiveness of FTSU service  
through the following:

Review STAR audit performance re awareness of service and target 
areas for further focus based on findings

              - Survey all users of the service to assess value of 
                support given to staff member

         receive assurance and regular updates from the Executive Director lead

         receive reports from the Guardian on at least a six-monthly basis.

        consider seeking external support where it is not assured that its worker are confident and safe to speak up

4. Be assured your FTSU culture is healthy and effective
The Board will:

         seek assurance on a regular basis through a range of measures as suggested by the National Guardians office

         seek additional assurances where is change or significant issue leading to negative experiences

Actions in response to guidance

Action



4.1
FTSUG/  Raising 
concerns Group

Raising concerns meeting minutes
Chairs report to workforce  committee
Board minutes and papers

4.2

FTSUG

4.3 FTSUG
Board papers/ minutes confirm receipt of reports as 
scheduled

4.4
FTSUG/ 
champions

Feedback form created and in use

4.5
FTSUG/ Clinical
risk manager

Datix system identified as tool of choice

*  National Guardians Office Case review Royal Cornwall Hospitals December 2018

Completed actions in response to current and previous guidance

Develop improved intelligence through triangulation of data sources, 
including FTSU activity, valuing your voice, exit interviews, staff 
surveys etc., identifying key organisational learning

Source data/intelligence shared at 
Raising concerns group. Integrated 
scheduled for February Board 
meeting. Awaiting guidance from 
NHSI re KPI’s/reporting content 
format.
Potential for development of Datix 
Freedom to Speak up module in 
February. Reviewing HR system 
(selenity) capability against Datix in 
advance of decision to proceed

Provide quarterly report to the Board of Directors including an update 
on delivery of this action plan and other information as identified by 
the National Guardians Office

Establish reporting system for FTSU activity during 2019/20. Ensure 
chosen system support triangulation and extraction of learning

Datix system identified as tool of 
choice

Reporting schedule avaulable on 
intranet

Review current education provision against NGO guidance on FTSU 
training, ensuring that appropriate training is provided at the following 
levels:
           - core training (All staff)
           - Line and middle management training  (All line managers,  
             middle managers - up to 8B, and senior leaders -8c 
             upwards)
          - Senior Leaders (Band 8c and above)

The new workforce strategy 
supported by core people 
management training resources 
includes clarity on roles, 
responsibilities and delivery. A 
managers guide to responding to 
concerns has also been produced.

Induction and mandatory training 

FTSUG and champions to seek individual feedback on cases sought 
from all staff raising concerns on case is closed

Feedback form created and un use



Lead Deadline Rating
Evidence/update 

(Updated August 2020)
Intelligence shared as output from Raising concerns 
group activity, through quarterly performance meetings 
and through Board reports and site visits

Action plan to be shared with NHSI, CCG and CQC as 
well as with National Guardians office
To date we have not shared reviews or audits externally 
to support improvement elsewhere. The FTSUG and 
champions are attending regional and national meetings 
where opportunities to share may be presented.

The FTSUG has agreed informal buddying arrangements 
with colleagues at both Bolton and East Lancashire 
Trusts 

5. Be open and transparent with external stakeholders
The Board will:

Revised Expectations Identified in the National Guardians Office Guidance for Boards (August 2019) - with 
incomplete actions from the May 2018 plan incorporated

5.1

Introduce speaking up intelligence as part of performance 
data shared with regulators and commissioners.

Assoc Dir 
Governance

Ongoing Ongoing

         discuss progress against the strategy and themes and trends from speaking up in the public part of the Board meetings

         discuss learning from speaking up reviews, audits and complex cases

Actions in response to guidance

Action

5.2

Share reviews and audits externally to support 
improvement elsewhere

FTSUG Ongoing Ongoing



Key to postholders (updated August 2019)
Executive Director Lead/Strategy, Workforce and Education Director Karen Swindley
Non-executive Director Lead Tim Watkinson
Freedom to Speak up Guardian Steve O'Brien
Communications and Public relations manager Helen Lea
Director of Estates & Facilities David Hounslea
Deputy Director of Workforce and Organisational Development Louisa Graham
Nursing, Midwifery and Allied Health Professionals Director Sarah Cullen
Director of Continuous Improvement Ailsa Brotherton
Head of Diversity, Inclusion and Blended Learning Mandy Davis
Associate Director of Governance Christine Morris
Digital Communications Officer Christopher Leap
Governance and Risk Manager Katy Lonergan
Senior Multimedia developer Adrian Hawtin
Associate Director of Workforce Business Partnering & Advice Rachel O'Brien
Leadership Development Advisor TBC



 

 

 

 
Appendix 2 - NGO Case Review – Benchmarking Exercise 

Executive Summary 

This review compares current practice in the Trust with findings from a case review conducted by the 
National Guardians Office and published in June 2020. The review focused on responses to staff 
concerns in Whittington Health NHS Trust and speaking up in the Trust. The findings from this 
exercise will be presented to the Raising concerns group meeting scheduled for 14 September 2020 
and any areas for improvement incorporated into the Trust Freedom to Speak Up Action Plan. 

Key Findings of the Review 

Good Practice Trust Position 
Increased allocation of resource to full time 
guardian position 

LTH has invested in 0.6wte resulting in significant 
increase in speaking up activity.  
Further review regarding admin and clerical 
support may be appropriate in the near future 

Guardian receives regular supervision and 
support with well-being 

LTH FTSUG reports that full support and advice 
received from executive lead 
No further action required 

FTSUG has initiated regular meetings with HR 
business partners 

LTH FTSUG reports excellent relations with 
workforce colleagues with associate directors a 
valuable resource for support and advice. 
Workforce is represented on Raising Concerns 
group membership 
No further action required  

  

Other Findings Trust Position 
Policy not in accordance with the national 
standard integrated policy 

LTH Trust policy reviewed in July 2019 against 
national standard integrated policy and amended 
accordingly. 
No further action required at this time  

There were examples of a lack of understanding 
of the purpose and remit of the FTSUG role 
among staff. 

LTH has undertaken a poster campaign 
referencing contact details and role for both the 
Guardian and Champions. 
The role and availability of the Guardian is 
articulated in various training and e-learning 
programmes including mandatory training 
The question about awareness of the Guardian 
role is measured through the STAR audit 
programme and the Guardian makes himself 
available to staff where a need for greater 
understanding is identified.  
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The FTSUG contributes to new staff induction 
training (though training has been delivered by a 
trainer during Covid) 
FTSUG will undertake a review of staff 
training materials and communication 
strategy 

Board member with responsibility for speaking up 
gave incorrect advice – training needs identified 

LTH Board members with responsibility for 
speaking up have received training and are 
active members of the Raising Concerns Group 
No further action required 

The FTSU board report should be drafted and 
presented by the FTSU Guardian.  

The FTSUG drafts the board report but it is 
presented by the executive lead for FTSU. The 
FTSUG is available should clarification/ challenge 
be required by the Board of Directors. This 
appears to be in keeping with the spirit of 
previously published NGO guidance which stated 
that the report should be delivered by aa member 
of the FTSU team 
FTSUG will clarify Trust position with the 
regional NGO lead 

The Trust had not undertaken a gap analysis 
against case reviews 

All case reviews prompt gap analysis and 
findings are presented to the Raising Concerns 
group. Learning is incorporated where 
appropriate into the Trust action plan 
No further action required 

An audit should address all aspects of the FTSU 
Guardian role as set out in NGO and NHSI board 
guidance. 

Audit of Trust policy is scheduled for 2021 
and will include a review of roles and 
responsibilities as advised through national 
guidance – No further action required at this 
time 

Workers were not thanked for speaking up FTSUG acknowledges the difficulties 
experienced and thanks staff for speaking up. 
Evidence is available in email correspondence 
(subject to confidentiality agreements)  
FTSUG to consider utilising Trust ‘Thank You’ 
process for those who openly speak up. 

There were delays in Trust response to 
allegations of bullying and harassment and 
grievances. Allegation was made that a matter 
raised was not investigated (disputed) 

LTH is developing a resolution policy designed to 
speed up resolution and reduce the adversarial 
nature of grievance procedures. 
Areas where delays/lack of response have been 
identified are reviewed by the FTSUG/workforce 
team and are escalated to the raising concerns 
group who determine response and escalate as 
necessary 
No further action required at this stage 
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Line managers unsure of processes and 
procedures to be followed in the event of staff 
speaking up 

LTH has dedicated workforce business partner 
support for all Divisions and services. 
There is an electronic management system to 
help business partners monitor activity and 
responses 
LTH has 24 FTSU local champions to support 
managers and staff as required 
FTSUG will undertake a review of staff 
training materials for line managers 

No feedback received by worker raising concern FTSUG contact all staff raising concern before 
closing case 
Training for FTSU champions includes the need 
to provide feedback 
Datix system incorporates feedback system for 
staff completing forms 
Some responses are limited by need for 
confidentiality (specifically where disciplinary 
investigation is involved) 
Need to consider whether line managers 
consistently provide feedback when addressing 
concerns raised 
Raising concerns group to determine 
possible further action 

A potential conflict of interest arose in respect of 
a manager with responsibility for implementation 
of learning presented as a witness for the person 
about whom a grievance had been raised 

LTH has a grievance policy but conflict of interest 
is not directly referenced within it 
Associate workforce director to consider 
need for reference within the resolution policy 

Exit interviews were not consistently offered to 
leavers 

To be discussed at Raising concerns group 
meeting in September 

 

Other actions/recommendations Trust Position 
Closer contact with other NHS Trusts LTH FTSUG attends monthly regional meetings 

with FTSUG colleagues across the North West 
and is in regular contact with colleague from 
LCFT 
No further action required 

 



 
 

 
 

Trust Headquarters 

Board of Directors Report  
 

Strategic Risk Register 
Report to: Board of Directors Date: 1 October 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: 
 
This paper provides the Board of Directors with an update on the Strategic Risk Register that informs the 
Board Assurance Framework (BAF). This paper also details those Operational 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.  
 
In line with the Risk Management Strategy, it is those Strategic Risks highlighted that score 15 and above that 
are reported to Committees of the Board and subsequently Board. Therefore, it was agreed in August 2020 
Safety and Quality Committee that the Risk to Delivering the Strategic Aim of Providing a Range of the Highest 
Standard of Specialised Services across Lancashire and South Cumbria, which is scoring 8 would not be 
reported to the next Safety and Quality Committee and Board but would continue to be reviewed and managed 
via the active risk register on Datix. 
 
There is currently one operational high risk that has been escalated to the Board within the BAF. This is 
related to Covid-19. 
 
The follow up to the recommendations from the MIAA Divisional risk maturity review which was delayed due to 
Covid-19 has now been completed. Overall, MIAA have identified that the Trust has made significant progress 
in response to the actions raised in the 2018/19 Risk Maturity Review.  
 
It is recommended that Board of Directors: 

i. Note the updates on the five strategic risks and their contents. 
ii. Note the Covid-19 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 is an effective and comprehensive 

process in place to identify, understand, monitor and address current and future risks in line with 
statutory requirements. 
 

Appendix 1 – Board Assurance Framework 
Appendix 2 – Strategic Risks 

Trust Strategic Aims and Ambitions supported by this Paper: 
Aims  Ambitions 
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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 
 
Committees of the Board – August and September 2020 
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1. Background  
 

1.1 This paper provides the Board of Directors with an update on the Strategic Risk Register that informs the 
Board Assurance Framework (BAF). This paper also details those Operational 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 Appendix 2 provides full details of the controls, assurances, any gaps and actions that are being 
undertaken to mitigate the strategic risks. These risks were all reviewed and updated in September 
2020.  
 

2.2.2 In line with the Risk Management Strategy, it is those Strategic Risks highlighted that score 15 and 
above that are reported to Committees of the Board and subsequently Board. Therefore, it was agreed 
in August 2020 Safety and Quality Committee that the Risk to Delivering the Strategic Aim of Providing 
a Range of the Highest Standard of Specialised Services across Lancashire and South Cumbria, which 
is scoring 8 would not be reported to the next Safety and Quality Committee and Board but would 
continue to be reviewed and managed via the active risk register on Datix. 

 
2.3 Operational Risk Register 

 
2.3.1 Operational risks are those that sit on the divisional and corporate risk registers and may affect and 

relate to the day to day running of the organisation. They mainly affect internal functioning and delivery 
and are managed at the appropriate level within the organisation. 
 

2.3.1 As part of the Risk Maturity Project, work continues to further review and cleanse the operational risk 
register. Prior to commencing the Risk Maturity Programme of work in November 2019, the Trust had 
648 active operational risk registers. As of the August 2020, the Trust has 513 active operational risks 
on the risk register. This is a reduction of 135 operational risks, despite new operational risks that 
continue to be added when identified. The extract below from the Trustwide Governance Dashboard for 
August 2020 highlights the improvements. 
 

 
 

2.3.2 There is currently one operational high risk that has been escalated to the Board within the BAF. This 
is related to Covid-19. 
 

2.3.3 The follow up to the recommendations from the MIAA Divisional risk maturity review which was delayed 
due to Covid-19 has now been completed. Overall, MIAA have identified that the Trust has made 
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significant progress in response to the actions raised in the 2018/19 Risk Maturity Review, with 77 out 
of 78 actions assessed as completed. The remaining action is in relation to an annual benchmarking 
exercise which was not due for completion at the time of the follow up. 
 

3. Financial implications 
 

3.1 None 
 

4. Legal implications 
 
None 
 

5. Risks 
 

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

6. Impact on stakeholders 
 

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

6.2 All risk records impact upon patient experience, staff experience, Integrated Care System, Integrated Care 
Partnership and cross divisional work. This is captured within individual risk register entries on Datix. 
 

7. Recommendations 
 

7.1 It is recommended that Board of Directors: 
i. Note the five strategic risks and their contents. 
ii. Note the Covid-19 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 is 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 – October 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 Change Dec 2020 

Score 
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  

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  

Risk to delivery of Strategic Ambition: 
A Great Place to Work 856 20 4-6 16 16  

Risk to delivery of Strategic Ambition: 
Deliver Value for Money 857 20 8-12 12 15  

Risk to delivery of Strategic Ambition: 
Fit for the Future 858 20 8-12 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. 

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. 



Appendix 2 – Strategic Risks 

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:  14th September 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   
Current  20 20   
Target  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 
A) 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, C0005, 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 C0002, C0008, C0011, C0031 

• 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 

C0002, C0032 
• Limited progress in reducing turnover. Ref C0002, C0011, C0032 
• Challenges to transforming models of care Ref C0004, C0012, C0013, C0014, C0015, C0017, C0029 

 
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.  
 

B) 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. 
 
External Controls 
C) 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.  
 

 
 
 
 
 
 
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 
 
D) System  
• Integrated Care Partnership remains in its infancy. Ref C0003, C0004 
• 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 
• Lack of ICP population health approach limits connectivity with communities and ability to 

articulate closure of health inequalities. Ref C0030 
Assurances 
Internal Assurances 
 
E) Staffing 
• Bi annual Nurse and Midwifery staffing reviews in place providing an overview of the 

impact of staffing on patient outcomes.  
• Monthly triangulated staffing papers containing audits on patient outcomes on cycle of 

business for Safety & Quality Committee.  
• CCG Quality and Performance Lead is a member of the Safety & Quality committee.  
• Board and committee level performance dashboards.  
• Divisional Improvement Forums in place underpinned by an accountability framework 

that determines accountability levels for each division driving improved levels of 
performance. 

 
 
B) Occupancy Levels 
• Live Business Intelligence on current Cancer, RTT, Urgent Care and 4 hour target 

situation. 

Gaps in Assurances 
Internal Gaps in Assurances 
 
G) Staffing 
• Sickness levels continue to exceed 4% target. Ref C0011 
• 9.47% vacancy within the trust for all positions is likely to be contributing towards pressure 

ulcer incidence elevation. Ref C0017 and C0019 
• There is currently a reliance on temporary workforce due to sickness and vacancy levels 

resulting in variation in care delivery. Ref C0001 and C0011 
• Child and inpatient adult patient experience feedback is identifying room for improvement. 

Ref C0012, C0013, C0014, C0015 
 
 
 
B) Occupancy Levels 
• Prior to Covid-19, patients delayed within hospital persistently exceeded the 3.5% national 

standard. Ref C0010, C0035 and C0040 
• Occupancy levels in the previous 12 months have frequently exceeded 98% leading to an 



• 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. 
 
F) System  
• System Urgent Care Board in place to monitor delivery of system pathway work. 
• System level indicators included in Board reporting.  
 

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, C0035, C0016 

• 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 
H) 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 C0004, C0006, C0025 

• As the ICP structures develop uncertainty in configuration will be present. Ref C0003 
• There is currently a lack of joint planning framework in place. Ref C0004 
• Lack of a system wide live bed status to support onward discharge. Ref C0010 

 

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. 
30 Sept 2020 Strategy, Workforce and Education 

Director 
C0003 ICP governance structure to be agreed. 06 October 2020 Chief Executive Officer  

C0004 Joint planning framework requires development and implementation. 30 Sept 2020 Finance Director  
C0005 International recruitment for Doctors, international fellow programme to commence. 30 Sept 2020 Strategy, Workforce and Education 

Director 
C0006 Urgent Care Delivery Board should oversee appropriate use of the Better Care Fund.  30 Sept 202 Chief Operating Officer 
C0007 Strengthened social media presence to improve reputation. 30 Nov 2020 Director of Communications 
C0008 Development of Organisational Development programme using NHS Improvement Culture programme, halted due 

to Covid, recommence date to be confirmed, this aligns to the Organisational development strategy.  
31 Oct 2020 Strategy, Workforce and Education 

Director 
C0009 International recruitment for Nurses, Year 2 recruit 50WTE nurses. 30 April 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 March 2021 Nursing, Midwifery & AHP Director 
C0013 Improve adult inpatient experience by creating training on effective communication and civility.  30 March 2021 Nursing, Midwifery & AHP Director 
C0014 Improve paediatric experience by increasing registered children nurses in ED to 24 hours per day.  31 October 2020 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.  
31 December 2020 Nursing, Midwifery & AHP Director 

C0016 Implement the new discharge guidance NHS Improvement published Aug 2020 30 November 2020 Director of Continuous Improvement  
C0017 Influence the commissioning of ICS vascular and major trauma rehabilitation and local frailty provision.  30 December 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. 30 November 2020 Chief Executive Officer  
C0030 Population health work stream to be included in the ICP governance arrangements.  31 October 2020 Chief Executive Officer 
C0031 Develop a refined leadership development offer as part of the organisation workforce strategy post Covid.  31 October 2020 Strategy, Workforce and Education 

Director 
C0032 Health and wellbeing strategy execution.  30 April 2021 Strategy, Workforce and Education 

Director 
C0033 Provide a response to implementing Covid phase 3 .  31 October 2020 Chief Operating Officer 
C0034 Develop relationship with community services that enable the organisations to work in an integrated way. 

Integration event planned. 
30 November 2020 Nursing, Midwifery & AHP Director 

C0035 Strengthen the model for discharge in central Lancashire. (Appoint system and clinical discharge lead) 31 November 2020 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.  31 October 2020 NHS Improvement  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



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:  9th September  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 :   4-6  

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.   
 

Risk Rating Tracker  
 Q1 Q2 Q3 Q4 
Initial  20 20   
Current  16 16   
Target  4-6 4-6   

 

Future Risks 
• Ageing workforce profile in some services, leading to significant gaps 

post retirements. 
• Development of new roles may be hindered by inability to fund 

training posts and service posts simultaneously. 
• Impact of COVID on ability to undertake international recruitment. 
• National pay and reward contract negotiations. 
• Non-delivery of OHOC impacting on ability to utilise available 

workforce effectively. 

Future Opportunities 
• There are opportunities to work across the ICS to support workforce 

supply, i.e. international recruitment, creation of new role. 
• Changes to models of care present opportunities to remodel 

workforce. 
• Continued opportunity to use the multi professional skills of our 

workforce in different ways to help tackle specific workforce shortages. 
• OD programme to increase staff engagement 

 

Controls  
• Performance management regime in place and performance reports to Board Committees. 
• Black Asian Minority Ethnic Group forums with Executive team in place.  
• Regular temperature checks in place for staff satisfaction, culture, with action plans e.g. 

Gaps in controls  
• National workforce shortages cannot be fully mitigated locally. Ref G0001, G0003, G0009, 

G00010, G0013, G00014 and G0018 
• Capability of local managers in managing people issues. Ref G0002 and G0012 



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 authorisation 

processes via management structures 
• Staff representatives in place, including union representatives, staff governors and 

• 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, G0006, G0007 and G00012 
 

 



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 G0006, G0007and G0011Leadership 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, G0006 
• 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.  30 Sept 2020 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’. 
30 Sept 2020 Deputy Strategy, Workforce and Education Director 

G0009 Complete LTH Clinical Strategy. 15 Dec 2020 Director for Project Support 
G0010 Deliver on the identified outcomes of the ICS temporary staffing collaborative project. 15 Dec 2020 Director for Project Support/Director of 

Transformation at CCG 
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 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



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: 4th September  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 a £35m gap on 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 disruption to supply chain relating to personal protective 
equipment and other scare equipment which is driving costs up. 

• Covid-19 will have a detrimental 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 
July 2020 

Q2 
Sep 2020 

Q3 Q4 

Initial  20 20 20   
Current  9 12 15   
Target  8-12 8-12 8-12   

 
It should be noted that the risk has increased 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 
• At some point the NHS financial framework will transition back 

towards a ‘normalised’ state. This transition will increase 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. 



• It is likely that the Trust will require additional capital funding to 
support improved infection, prevention and control measure and this 
will be subject to a national funding exercise. 
 

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.  

 
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. 

• 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. 

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 

• Determinants of Health – Partnership working is required to tackle the wider 
determinants of health and reduce the overall impact on healthcare services. Ref D-0001 

• Healthcare planning – Healthcare planners will be appointed to support the 
development of HIP2. Working with the clinical strategy and best practice pathways 
will be transformed to reduce complexity and improve efficiency of shared models of 
care for long terms conditions, scheduled care and emergency services. 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 
• Workforce assurance and unit labour costs – Suitability of controls where demand in 

excess of supply giving risk to excess cost. Workforce planning needs to be more 
closely aligned to core planning and the availability of supply. Ref D-0005 

• 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 

• Big 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 



• Planning and capital investment - Establishment of Capital Planning Forum to assist in 
the prioritisation of investment. Reports to the Executive Management Group with 
escalation to Finance and Performance Committee.  

• Planning and change - Operational plans focussing on dealing with the needs of 
responding to covid.  

• Reporting and financial planning - Approval and monitoring of revenue and capital 
financial plans with mitigations where appropriate.  

• Reporting and drivers of spend - Monthly information (plus quarterly patient level 
costing) to check and validate progress per business unit, specialty and point of 
delivery (inpatients, day cases, outpatients, attendances and other modalities of care).  

• Reporting on the quadruple aim - Cost improvement plan within the Big Programme 
designed to focus on the quadruple aims establish (focus has reduced in current 
situation). This is regularly reported through to the Finance and Performance 
Committee. 

• Reporting and performance Framework- Accountability framework in place through 
divisional improvement forums directly reporting into each committee of the board  

 
Capital and estates 

• Backlog maintenance – Annual update to the ‘six facet’ condition survey to inform 
prioritisation of capital resources and the associated approval of the capital plan by 
the Board of Directors. 

• Capital Planning – The Trust has created the Capital Planning forum to support the 
prioritisation of all capital resources and to recommend a capital plan to the Board for 
approval . The CPF reports to the Finance and Performance Committee. 

• Case for change – Partnership arrangement in place to develop the Pre Consultation 
Business Cases for the medium term strategy (OHOC - 2 to 5 years) for Central 
Lancashire and the longer term strategy (HIP2 – 5 years +). 

 
External controls 

• 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 

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 

• Organisational Development – Need to align OD strategy and continuous 
improvement with the elimination of waste. Ref D-0002 

• Planning alignment - Planning processes require further integration, bringing the right 
skills and expertise together within the corporate function. Requirement to build 
capacity and capability. Ref D-0006 

• Planning and clinical strategy - Capacity currently does not meet the demand of local 
and regional population. Requires greater clarity in the production of the clinical 
strategy. Ref D-0010 

• Planning and clinical strategy – Identification, prioritisation and delivery 
transformational plans. Ref D-0024 

• Planning and public sector reform – Understanding the impact of wider public 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. 

• Continuous Improvement – As yet there is not established programme for continuous 
improvement across Central Lancashire to support change processes with a consistent 
methodology. This will be an important control in pathway redesign. 

• Commissioning strategy – The Trust has no direct control of wider commissioning 
strategies and the delivery of solutions by partners to improve service efficiency. 



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 
 

• 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 – Anticipation of 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. 

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 
 
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 

Gaps in Assurances 
General 

• Business cases and post implementation review - Systematic benefits review arising 
from business case implementation. Any lessons learned need to support the 
development of planning processes to drive improved outcomes.D-0007 

• 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 
 



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 (Big Programme) at 

Finance and Performance Committee. 
 
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 
D0003 Develop the continuous improvement strategy to support change across Central Lancashire and pathway redesign. 30 Sept 2020 Director of Continuous 

Improvement  
D0005 Develop a report on unit labour costs. 30 Sept 2020 Finance Director  
D0006 Establish a planning function to better support the coordination of resources and track the delivery of the Big 

Programme. 
30 Sept 2020 Director of Projects 

D0007 Strengthen processes for business case approval in line with Trust scheme of delegation and build in lesson learned. 30 Sept 2020 Finance Director 
D0008 Identification, track and development of continuous improvement schemes to support long term sustainability and 

reduce waste 
30 Sept 2020 Finance Director 

D0009 Update business continuity plans for supply disruption. 30 Sept 2020 Finance of Projects 
D0010 Approve clinical strategy. 15 Dec 2020 Chief Executive 
D0011 Present ‘Right care’ an annual update to Finance and Performance. 30 Sept 2020 Finance Director 
D0012 Produce specialty benchmarking. 31 Dec 2020 Finance Director 
D0014 Update site development plan. 30 Nov 2020 Finance Director  
D0015 Report on updated backlog maintenance position. 30 Nov 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 April 2021 Finance Director  
D0018 Submit bidding applications for capital investment when the opportunity presents itself (Quarterly updates). 

 
ONGOING Finance Director  

D0019 Audit of workforce controls (Internal audit plan). 
 

To be 
confirmed  

Director of Governance  

D0023* Submit HIP2 Strategic Outline Case  April 2022 Finance Director 
D0024 Update Big Plan 31 October 

2020 
Strategy, Workforce and Education 
Director 

D0025 Update annual people plan 31st April 2021 Strategy, Workforce and Education 
Director 

D0026 Provide a quarterly set of income contribution reports for discussion at Finance and Performance Committee 31st December 
2020 

Finance Director 



D0027 Update information management and technology strategy 31st December 
2020 

Chief Information Officer 

D0028 Board to receive and update on the scheme of delegation and proposals for the oversight of resource approvals 2nd October 
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 April 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  
 

 

 

 

 

 

 

 

 

 

 

 



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:  10th September 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. 

Risk Rating Tracker  
 

 Q1 Q2 Q3 Q4 
Initial 20 20   

Current 20 20   
Target 8-12 8-12   

 



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. 

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 
• 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 
• Challenges in responding to unpredictable events e.g. Covid-19 pandemic. Ref F0013 
• 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 
• Not as sophisticated at calculating return on investment with respect to Continuous 

Improvement Programmes of Work. Ref F0002 
• 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 

 
 
 



• 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. 
 

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). 

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. 30 Sept 2020 Chief Information Officer 
F0002 Establish process for calculating ROI on CI projects and prioritise accordingly. 30 Sept 2020 Director of Continuous Improvements 
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 March 2021 Director for Project Support 
F0008 Complete Public Consultation for OHOC Acute Sustainability. 30 April 2021 Medical Director 
F0009 Lead and influence delivery of an integrated ICP. 30 April 2021 Director of Integration 
F0010 Complete HIP2 pre consultation business case.  30 April 2022 Director of Finance 
F0013 Ensure Learning from unpredictable events such as Covid 19 is embedded in Trustwide Learning ONGOING Strategy, Workforce and Education Director 
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 
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 

 

 

 



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: 9th September 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. 
• Impact of COVID on the delivery of apprenticeship programmes and 

achievement of apprentice targets and lost income.  
• Economic impact on Higher Education Institution (HEI) income and their 

ability to support Trust Education, research and innovation activities. 

Risk Rating Tracker  
 

 Q1 Q2 Q3 Q4 
Initial  6 6   
Current  16 16   
Target  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. 
• The impact of a potential future waves of Covid on student and learner 

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. 
• Development of a Trust innovation hub. 
• Development of hi-tech education programmes including robotics and 



activity and the ability to deliver our full educational portfolio. 
• Impact of COVID restrictions on the ability to provide face to face research 

and achievement of recruitment targets. 
• Short 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. 

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 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  
 

 



 
 

 
 

 

Committee: Audit Committee 

Date and time: 24 September 2020 at 10.00am 

Location: Virtually using Microsoft Teams 

Chairperson and role: Tim Watkinson, Non-Executive Director 

Core membership:  
Ann Pennell, Non-Executive Director 
Tim Watkinson, Non-Executive Director 
Jim Whitaker, Non-Executive Director 
Tricia Whiteside, Non-Executive Director 

Attendance: Quorate: Yes Not 
Quorate:  

If not quorate, state reason:  

Key items discussed: 

1. Minutes of the meeting held on 18 June 2020 

2. Matters arising and action log 

3. Cyber Security Measures 

4. EPRR audit report: update on progress with 
actions 

5. Completion of patient records/risk 
assessments audit 

6. Internal Audit progress report 

7. Combined internal and anti-fraud follow up 
summary report 

8. MIAA Insight: Audit Committee update 

9. Technical update including National Audit 
Office Audit Code 

10.  Counter-fraud progress update 

11. Counter-fraud annual report 2019/20 

12.  Self-Review Toolkit (SRT) 

13.  Counter Fraud Authority – Standards for  
Providers 

14.  Losses and special payments report 

15.  Single Tender Waiver Report 
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16.  Clinical audit and effectiveness report 

17.  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. Good progress and assurances gained from 
the outcome of the EPRR audit report. 

2. Good progress against the Annual Counter-
fraud report 

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. Concerns were raised through a recent MIAA 
report on Third Party Clinical Contracts, but 
the Committee noted the amount of work 
being undertaken to turn around. 

2.  

3.  

4.  

5.  

Committee to committee escalation:  

Refer the need for regular team briefings across the Trust to the Workforce Committee. 

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: 

 

 



 
 

 
 

 

Committee: Charitable Funds Committee 

Data and time: 15 September 2020 at 1.00pm 

Location: Virtually using Microsoft Teams 

Chairperson and role: Geoff Rossington, Non-Executive Director 

Core membership:  

Three Non-Executive Directors (Chair) 
Finance Director/Deputy Chief Executive 
Nursing, Midwifery and AHP Director 
Medical Director 
Chief Officer, Rosemere Cancer Foundation 
Head of Fundraising and Charity Governance 

Attendance: Quorate: Yes Not 
Quorate:  

If not quorate, state reason:  

Key items discussed: 

1. Minutes of the meeting held on 16 June 2020 

2. Matters arising and action log 

3. Finance update 

4. Lancashire Teaching Hospitals’ Charity 
(a) Update report including Baby Beat Appeal 
(b) Charitable Funds Policy 

5. Rosemere Charity update 

6. Review of spending plans and balances 

7. 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. Approval of funding for a CPET system 
(exercise bike with single breath gas analyser. 
ECG monitor and blood pressure oximeter). 

2. Approval to proceed with the staff rest and 
recreation areas project as scoped and 
agreed by the staff rest and recreation 
steering group following a significant donation 
from the Hall family. 

3. Approval in principal to provide funding for a 
memorial garden at CDH and RPH. (funding 
of a sculptured tree for RPH is being provided 
by the tissue and organ donation fund) 
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4. Approval of funds for a project to support staff 
disproportionally affected by Covid-19. 

5. The Charities Office at Royal Preston Hospital 
is now open. 

Items for negative escalation: 
(where a challenging matter has not yet been 
successfully resolved, assurance cannot yet be 
provided & organisational wide learning might be 
available, but the ‘parent’ committee needs to be 
aware) 

1.  

2.  

3.  

Committee to committee escalation: 

 

Name of committee for escalation: Board of Directors 

Chair’s Narrative on the meeting: 

 

Date, Time & Location of next meeting: 

15 December 2020, 1.00pm, Microsoft Teams 

  



 
 

 
 

 

Committee: Finance and Performance Committee 

Data and time: 18 August 2020 at 2.00pm 

Location: Virtually using Microsoft Teams 

Chairperson and role: Jim Whitaker, Non-Executive Director (on behalf 
of Tricia Whiteside) 

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 21 
July 2020 

2. Matters arising and action log 

3. Lancashire Procurement Collaboration update 

4. IM&T Strategy introduction 

5. Finance report – July 2020 (month 4) 

6. Debt to Public Dividend Capital (PDC) 
conversion 

7. Capital priorities and Critical Infrastructure 
Risk (CIR) funding 

8. Performance assurance report 

9. Big Programme update report (actions from 
strategic risks) 

10. Quality Impact Assessments update 

11. Strategic Risk Register: 
(a) Deliver Value for Money 
(b) Fit For the Future 

12. Items for escalation to the board or items 
to/from other committees 
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13. Action plans from Divisional Improvement 
Forum meetings 

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. Improved patient flow 

2. IM&T Strategy 

3.  

4.  

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. Capital funding 

2. 52 week waiters position 

3.  

4.  

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: 

22 September 2020, 2.00pm, Microsoft Teams 

 



 
 

 
 

 

Committee: Finance and Performance Committee 

Data and time: 22 September 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 18 
August 2020 

2. Matters arising and action log including 
update on CDH ED re-opening 

3. POSHH Standards action plan 

4. Renal tender update 

5. (a) Finance report – August 2020 
(b) 2020-21 financial forecast 

6. Corporate services benchmarking: analysis of 
non-corporate administrative costs 

7. Budget setting 2021-22 

8. Big Programme reset 

9. Performance assurance report 

10. Phase 3 and winter plan update 

11. Car parking update 

12. Strategic Risk Register: 
(a) Deliver Value for Money 
(b) Fit For the Future 
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13. Items for escalation to the board or items 
to/from other committees 

14. Action plans from Divisional Improvement 
Forum meetings 

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 expressed concerns about the 
growing size of the waiting lists, however it felt 
assured that the Trust was continuing to 
mobilise its response. The Committee 
congratulated the early successes of the pilot 
frailty service and SDEC services that will 
help to mitigate the risks. 

2. The Committee welcomes the awarding of the 
Renal Dialysis and Outpatients satellite 
service tender provision across South 
Cumbria and East Lancashire but would like 
further assurances around early exit clauses. 

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. Recognises the key challenges facing the 
Trust to deliver 100% services, even though 
with pathway reform underway, robust 
workforce working arrangements and 
partnership working with the independent 
sector. 

2. Understands the fluidity of the financial 
position against the backdrop of changing 
national and regional funding arrangements 
but accepts that the Trust is doing everything 
it can under the circumstances. 

3.  

4.  

5.  

Name of committee for escalation: 
(parent committee) Board of Directors 

Committee to committee escalation:  

Referral to Workforce Committee 
• Finance Report – To track and monitor the use of agency staff across the Trust. 

Chair’s Narrative on the meeting: 
(if applicable, covering points otherwise not discussed elsewhere in the template) 

 

Date, Time & Location of next meeting: 

20 October 2020, 2.00pm, Microsoft Teams 

 



 
 

 
 

 

Committee: Safety and quality committee 

Data and time: 28 August 2020 

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.  

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.  

2.  

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 25 September 2020, at 12.30pm via Microsoft Teams 

 



 
 

 
 

 

Committee: Safety and Quality Committee 

Data and time: 25 September 2020,  

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. Chair and quorum 

2. Minutes of the previous meeting held on 28 
August 2020 

3. Chorley ED  

4. Medical Leadership Strategy 

5. Safety and Quality Dashboard (including new 
SPC presentation  of information) 

6. Winter Plan Update  

7. Patient Story 

8. Annual Maternity Safe Staffing Report 

9. Always Safety First 

10. 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. The Committee  received an update on the 
Board’s decision with respect to Chorley ED 

2. Consideration of a Patient Story at Committee 

3. Work being undertaken by the Continuous 
Improvement Team to improve Board 
performance reports was trialled with a  
presentation of the Safety and Quality 
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Dashboard 

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:  
 
Refer to Education, Training and Research Committee – Review of the Medical Leadership Strategy 
(staff training perspective) 
  
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: 

 

 



 
 

 
 

 

Committee: Workforce Committee 

Data and time: 8 September 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 14 
July 2020 

2. Matters arising and action log 

3. Workforce performance report 

4. Temporary staffing report 

5. Employee relations performance report 

6. National standards for disciplinary 
investigations 

7. External investigation (Ibexgale) 

8. Staff story – Leadership for Leaders 
Programme 

9. Staff experience survey 

10. Medical leadership strategy and action plan 

11. Strategic risk report 

12. Items for escalation to the Board or items 
to/from other Committees 

13. Exception reports from Divisional 
Improvement Forums 

Items for positive escalation: 1. Sickness absence.  Significant improvement 
in short-term sickness absence meaning the 
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(where a previously challenging matter has been 
successfully resolved, assurance can be 
provided & organisational wide learning might be 
available for sharing) 
 

Trust was reporting one of the lowest sickness 
rates in the North West and NHSE/I had 
invited the Trust to provide peer support to 
poorer performing organisations. 

2. Psychological support helpline (see narrative 
below). 

3. Shift fill rates.  Positive actions taken to 
reduce the number of shifts filled by non vend 
agency staff. 

4. Staff experience survey.  Significant 
improvement seen in the results for the 
Division of Medicine.  The Trust had 
introduced a local survey to replace the Staff 
Friends and Family Test which had been 
stood down due to the Covid-19 pandemic.  
The Committee was pleased to note the 
improvements within Medicine particularly as 
the Division had been rated as ‘Requires 
Improvement’ at the last CQC Inspection. 

5. Disciplinary process.  The Committee 
received evidence of improvements in the 
disciplinary process in terms of time taken to 
investigate and close disciplinary 
investigations and a reduction in the number 
of formal disciplinary investigations within the 
Trust. 

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. Medical Devices.  The Committee noted 
underperformance with training on medical 
devices.  However, it was acknowledged that 
the definition covered a significant range of 
medical devices (ranging from plasters to hi-
tech equipment) and the Committee was 
assured that appropriate controls were in 
place, such as contract clauses with 
equipment suppliers and professional codes 
of conduct, to mitigate and limit the risk. 

2.  

3.  

4.  

5.  

Committee to committee escalation:  

None 

Name of committee for escalation: 
(parent committee) Board of directors 



3 

 

Chair’s Narrative on the meeting: 
(if applicable, covering points otherwise not discussed elsewhere in the template) 
 
The Committee received a detailed report on sickness absence and the improvements that had been 
seen to sickness rates during the Covid-19 pandemic.  A key element of the absence management 
process had been the introduction of the Psychological Wellbeing Helpline introduced early on in the 
pandemic and an analysis of usage of the service had been provided.  It was found that two thirds of 
staff had confirmed the Helpline had assisted them to return to work.  The remaining third of staff 
using the Helpline had remained in work due to the support that had been provided.  45% of staff had 
confirmed that the initial brief psychological intervention provided enough support that they did not 
require further deeper psychological counselling.  The Committee commended the approach to 
providing the psychological support services which used a holistic triage service to ensure staff were 
signposted to the most appropriate level of support. 
 

Date, Time & Location of next meeting: 

10 November 2020, 1.00pm, Microsoft Teams 

 
 



 
 

 
 

Trust Headquarters 

Board of Directors 

Maternity and Neonatal  Services Update (including CNST) 

Report to: Board of Directors Date: 1 October 2020 

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

Part I √ Part II  

Purpose of Report  

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

Executive Summary: 

 
The purpose of this report is to provide an overview of the safety and quality initiatives in progress within the 
maternity and neonatal services specifically relating to the ten CNST maternity safety actions included in the 
2020 scheme. 
 
On the 23 March 2020 in recognition of the current pressure on the NHS and maternity services, the majority 
of reporting requirements relating to the attainment of the maternity incentive scheme 10 safety actions were 
paused with immediate effect. The maternity service has recently been notified that the CNST scheme will 
resume as from 1 October 2020. 
 
As of the 15 September 2020 only the safety actions relating to the management of cases using the perinatal 
mortality tool and the submission of maternity service dataset have continued. This report confirms that the 
specified requirements of the two ongoing actions have been met during this reporting period. 
 
This report confirms that full compliance with safety action two that relates to the maternity services dataset is 
at risk due to the delay in the implementation of the integrated care system maternity digital system. The 
impact of the delay in the implementation of the new system has been benchmarked and the service can only 
collate 68% of the required data fields to achieve compliance with Information Standards Notice ISN1513 by 
the 28 February 2021 without full implementation of the new maternity digital system.  Further clarification 
regarding the detail of the additional rescheduled digital data requirements is also awaited in the formal 
relaunch of the programme. 
 
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 ☒ 
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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 - none 
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1. INTRODUCTION 

The third year of the Clinical Negligence Scheme for Trusts (CNST) maternity incentive scheme   

commenced on the 20 December 2019 to continue to support the delivery of safer maternity care. On the 

23 March 2020 in recognition of the current pressure on the NHS and maternity services, the majority of 

reporting requirements relating to the attainment of the maternity incentive scheme 10 safety actions were 

paused with immediate effect. NHS Resolution has recently confirmed that the CNST scheme will resume 

as of 1 October 2020. Trusts were asked to continue to apply the principles of the 10 safety actions, given 

that the aim of the maternity incentive scheme is to support the delivery of safer maternity care. This 

report details progress of the current ongoing safety actions as of the 15 September 2020. 

 

2.  PROGRESS TRACKER 

A summary of progress to date is detailed in the progress tracker. The tracker highlights the two ongoing 

actions are progressing well.  

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 
procurement exercise is now in 
progress. 
 
The impact of the delay in the 
implementation of the new digital 
maternity system has been 
assessed in relation to fulfilment of 
the digital data submission 
requirements and implementation of 
the maternity information standards 
notice requirements by February 
2021. The delay in the 
implementation of the new digital 
system poses a risk to the 
attainment of this action. 

Safety Action 3 - ATAIN Paused  Monthly audit ceased from April 
2020 onwards as transitional care 
activity was relocated back to the 
NNU during Covid pandemic until 
October 2020. 

Safety Action 4 – Clinical 
Workforce planning 

Paused  Neonatal workforce and neonatal 
nursing workforce data has been 
collated in anticipation of the 
scheme reopening. 

Safety Action 5 – Midwifery 
workforce staffing 

Paused  The annual staffing review paper 
was presented to Safety and Quality 
Committee in September 2020. 

Safety Action 6 – SBLV2 Paused  Carbon monoxide monitoring 
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 ceased. 
 
The lack of an end to end digital 
system may impact upon attainment 
of this action. 
 
Audit compliance remains below the 
required target of 90% due to the 
pause in face to face training during 
the Covid pandemic. A virtual 
training option is being procured to 
mitigate the lack of face to face 
training. 
 

Safety Action 7 – Maternity 
Voice Partnership (MVP) 

Paused  Virtual MVP meetings have 
recommenced 

Safety Action 8 - Training Paused  Face to face training paused thus 
compliance has reduced during the 
Covid pandemic.  
 
Face to face training is being 
replaced by virtual training and this 
method is supported by NHS 
Resolution. 
 

Safety Action 9 – Safety 
Champions 

Paused  All activities have continued.  

Safety Action 10 – NHS 
Resolution 

Paused as from 1 April 
2020  

 All actions defined in the year three 
scheme have been completed. 

 

Currently only two of the ten maternity safety actions remain in progress and an update of progress of 

the ongoing actions is provided.  

3.    MATERNITY SAFETY ACTIONS 

Safety Action 1 – Are you using the National Perinatal Mortality Review Tool to review perinatal 

deaths to the required standard? 

 

a) 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 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. 

b) At least 50% 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 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, within four months of each death.  

c) For 95% of all deaths of babies who were born and died in your trust from Friday 20 December 2019, the 
parents were 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.  

d) Quarterly reports have been submitted to the trust Board that include details of all deaths reviewed and 
consequent action plans. The quarterly reports should be discussed with the trust maternity safety 
champion. 
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As of the 15 September 2020 twenty one 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. 

 

Assurance can be provided of full compliance with all standards detailed above. 

 

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. Evidence of data submission has to be presented for review by the 

Board in update reports. 

 

NHS Digital has issued a digital scorecard to confirm the data submission (Appendix 3) 

 

Assurance can be provided all data has been submitted as requested to date. Full compliance with 

this safety action is however at risk due to the delay in the implementation of the maternity digital 

system. 

 

Area of concern 

 

In order to meet the data submission requirements of the revised maternity data set and information 

standards requirements a digital maternity system is required to collate the data fields. The implementation 

of an integrated care system maternity digital system has commenced and the service has been advised 

that exchange of contracts will take place at the end of September 2020. The new system will be 

implemented by January 2021.The impact of the delay in the implementation of the new digital maternity 

system has been benchmarked and the service can only collate 68% of the required data fields to achieve 

compliance with ISN1513 by the 28 February 2021 deadline without the new maternity digital system.   

 

Further clarification regarding the rescheduled digital data requirements is awaited in the formal relaunch 

of the programme. Preliminary guidance has been issued as follows: 

 

 Trust conformance with the Maternity Services Data Set (MSDS)v2 (MSDSv2) Information Standards 

Notice DCB1513 And10/2018, which was expected for April 2019 data, will now be reported to NHS 

Resolution. Timescales and detail will be given in the main announcement on the Maternity Information 

System, including the ability to declare that a plan is in place to complete the work. 

 Submission of the post-implementation questionnaire is no longer being part of safety action two.  

 Submission of defined data fields were due to be assessed on MSDS data for April 2020 and May 

2020. The assessment will now be made on data for December 2020 and be submitted to NHS Digital 

for the 28 February 2021 deadline. 

 The Maternity Record Standard has been removed from action two and will be progressed separately 

by NHSX.  

 

This report confirms that full compliance with the requirements of this safety action is at risk due to the 

delay in the implementation of the maternity digital system. 
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5.    CONTINUITY OF CARER 

During Quarter One the maternity service reported a mean 35.2% continuity of carer compliance rate. This 

reflects the percentage of women booked onto a continuity of carer pathway.  

The current national trajectory has recently been amended and requires Trusts to deliver 35% of continuity 

of carer by March 2021 and 51% compliance by March 2022. Achieving this target will require an 

additional 26.4WTE registered staff to be appointed. A business case will be submitted for consideration 

given the amount of financial investment required. 

Table 1: Percentage of women booked onto a continuity of carer pathway up to September 2020 

 

6.     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 following recommencement of the scheme on the 1 October 

2020. 

This report highlights that the specified requirements of the two ongoing actions have been met during this 

reporting period.  

 

This report confirms that full compliance with safety action two that relates to the maternity services 

dataset is at risk due to the delay in the implementation of the integrated care system maternity digital 

system. The impact of the delay in the implementation of the new system has been benchmarked and the 

service can only collate 68% of the required data fields to achieve compliance with Information Standards 

Notice ISN1513 by the 28 February 2021 without full implementation of the new maternity digital system.  

Further clarification regarding the detail of the additional rescheduled digital data requirements is also 

awaited in the formal relaunch of the programme. 
 

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/ 
gestation 

Stillbirth/ 
Neonatal 
death 

Narrative PMRT 
upload 
date 

PMRT 
ref 

Parents 
informed 

MDT 
review 
PANEL 

Report 
complete 
within 4 
months 

Actions 
ongoing 

Comment 

14594 02/01/20 
30+5 

Neonatal 
Death 

Clinical deterioration 
at 31hrs of life 

07/01/20 66817 Yes 
03.01.20 

29.04.20 Yes 
 
Published 
30.05.20 

Complete- CO 
monitoring fed back 
in PMRT learning 
tool 

Review 
Complete 

14515 08.01.20 
39+5 

Stillbirth Fetal heart not heard 
during auscultation at 
antenatal check 

09/01/20 66869/
1 

Yes 
09.01.20 

27.04.20 
04.05.20 

Yes  
 
Published 
04.05.20 

No actions identified Review 
Complete 

14965 13.01.20 
29+0 

Neonatal 
Death 

Baby born at 29 weeks 
gestation on 8.1.2020 
by Cat 1 section due 
to maternal factors. 

21/01/20 67071/
1 

Yes 16.03.20 Yes 
 
Published 
18.03.20 

No actions  Review 
complete 

16781 04.02.20 
33+2 

Stillbirth Admitted via ED 
generally unwell IUD 
confirmed. LSCS due 
to maternal factors-
ICU following birth- 
Acute fatty liver. 

17/02/20 67461/
1 

Yes  
05.02.20 

16.03.20 Yes  
 
Published 
18.03.20 
 

Fundal height was 
not taken at 31week 
appointment- action 
assigned  

Review 
complete 
 
 

16841 27.01.20 
22+0 

Neonatal 
death 
05.02.2020 

22+0 infant died at 8 
days. Extreme 
prematurity-care 
withdrawn.  

10/2/20 67388/
1 

Yes  
05.02.20 

08.06.20 Yes  
 
Published 
09.06.20 

No actions identified Review 
complete  

17854 19.02.20 
26+3 

Stillbirth Antepartum stillbirth, 
no fetal movements 
felt for 3 weeks. 

21/02/20 67558/
1 

Yes 
03.03.20 

11.05.20 Yes  
 
Published 
14.05.20 

No actions identified Review 
complete 

19928 
20050 

08.03.20 
23+ triplets 

Neonatal 
death  
 
13.03.20 
 
14.03.20 

Neonatal deaths of 
two of three 23 week 
triplets. Extreme 
prematurity.  

18.03.20 67978/
1 

Yes  
13.03.20 

 Yes  
 
Published 
09.07.20 

No actions identified Review 
complete 

20471 24.03.20 
35+0 

Stillbirth Antepartum stillbirth, 
reduced fetal 
movements for 12 
hours 

26.03.20 68100/
1 

Yes 
24.03.20 

Awaiting 
post-
mortem 
result 

Yes  
 
Published 
09.07.20 

No actions identified PMRT data 
input started 

20915 04.04.20 
37+0 

Stillbirth Antepartum stillbirth, 
maternal renal failure 
secondary to blocked 
stoma 

15.04.20 68331/
1 

Yes 
14.04.20 

03.08.20  Yes  
 
Published 
13.08.20 

CO screening was 
not completed at 
booking- share via 
learning tool once 
CO screening in re-
started.  
 
Telephone triage 
guideline to be 
updated 

Review 
completed 

21625 18.04.20 
39+6 

Stillbirth Antepartum stillbirth, 
reduced fetal 
movements 

23.04.20 68506/
1 

Yes  
20.04.20 

08.06.20 Yes  
Published 
16.06.20 

No actions Identified Review 
completed 

21868 20.04.20 
25+0 

Neonatal 
Death 

Neonatal death at 1 
day old, extreme 
prematurity 

27.04.20 68646/
1 

Yes 
21.04.20 

17.08.20 Yes 
Published 
18.06.20 

No actions identified  Review 
completed 

22014 25.04.20 
24+2 

Neonatal 
Death  

Neonatal death 1 day 
old, vaginal breech, 
extreme prematurity. 

27.04.20 68647/
1 

Yes  
27.04.20 

08.08.20  Yes 
 
Published 
05.08.20 
 

Aspirin in pregnancy 
assessment 
completed 
incorrectly- fed back 
to staff in July 
incident learning 
points 

Review 
completed 

22345 05.05.2033
+5 

 Stillbirth Antepartum stillbirth, 
low risk. Admitted 
with reduced fetal 
movements.  

14.05.20 68832/
1 
 

Yes 
08.05.20 

08.06.20 Yes 
Published 
16.06.20 

DNA policy not 
followed - fed back 
to staff in July 
incident learning 
points 

 
Review 
Completed 
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23230 18.05.2024
+6 

Stillbirth Antepartum stillbirth, 
admitted with 
reduced fetal 
movements.  

22.02.20 69020/
1 

Yes 
21.05.20 

20.07.20 Yes 
 
Published 
06.08.20 

Aspirin in pregnancy 
assessment 
completed - fed back 
to staff in July 
incident learning 
points 

Review 
completed 

24584 08.06.20 
40+6 

Stillbirth  Antepartum stillbirth, 
APH and placental 
abruption 

17.06.20 69301/
1 

Yes 
12.06.20 

Awaiting 
placental 
histology 

Due 
17.10.20 

  

25623 18.06.20 
30+2 

Stillbirth Antepartum stillbirth, 
known fetal 
abnormalities 

23.06.20 69523/
1 

Yes 
23.06.20 

Declined 
placental 
histology 

Due 
23.10.20 

  

25474 20.06.20 
39+1 

Stillbirth Intrapartum stillbirth, 
PM declined. Case 
referred to HSIB 

23.06.20 69499/
1 

Yes 
23.06.20 

Awaiting 
placental 
histology 

Due 
23.10.20 

 Case referred 
to HSIB for 
investigation 

28508 27.07.20 
26+5 

Neonatal 
death 

Antepartum stillbirth, 
known fetal 
abnormalities 
incompatible with life- 
baby for palliative 
care 

06.08.20 70069/
1 

Yes 
27.07.20 
Parents 
do not 
wish to 
be 
involved 
in the 
investigati
on 

N/A 
investigati
ons 
declined 

Due 
06.12.20 

  

29097 13.08.20 
26+2 

Stillbirth Intrapartum stillbirth, 
poor prognosis 
following USS for 
reduced FM and 
abnormal AN CTG, no 
fetal heart identified 
during IOL process. 

18.08.20 70361/
1 

Yes 
20.08.20 

Awaiting 
Placental 
histology 

Due 
18.12.20 

  

29363 16.08.2022
+5 

Neonatal 
death  

Neonatal death due to 
extreme prematurity 
22+5 weeks gestation 

Awaiting 
MBRRAC
E upload 

TBC Yes 
20.08.20 

Awaiting 
placental 
histology 

TBC 
following 
MBRRACE 
upload 

  

30430 20.08.20 
25+3 

Stillbirth Antenatal stillbirth 
25+3 weeks gestation.  

02.09.20 70457/
1 

Yes 
25.08.20 

Placental 
histology 
TBC 

02.01.21   
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Appendix 2: Ongoing PMRT Action plans 

ACTION PLAN 
 
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 

 

ACTION PLAN 
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 
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Appendix 3 – NHS digital scorecard confirming submission of the December 2019 dataset 

 

Organisati
on Code 

Organisation Name 
(Provider) 

Region 
May 
2020 

Jun 
2020 

Jul 
2020 

Aug 
2020 

Sep 
2020 

Oct 
2020 

Nov 
2020 

Dec 
2020 

RXN 

Lancashire Teaching 
Hospitals NHS 
Foundation Trust 

North 
West 

10 9             
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