
 

 

 
  

 
 
 
 
Blackpool Teaching Hospitals NHS Foundation Trust – Board of Directors Meeting 
 
The next meeting of the Board of Directors of the Blackpool Teaching Hospitals NHS 
Foundation Trust will be held in public on Thursday 4th November at 9.30.a.m. via Microsoft 
Teams. 
 
Members of the public and media are welcome to observe the meeting via Microsoft Teams, 
but are advised that it is a meeting held in public, not a public meeting.  If you wish to join the 
meeting, please email the Corporate Governance Team at:  
(bfwh.corporate.governance@nhs.net) 
 
Any questions relating to the agenda or reports should be submitted in writing at least 3 days 
(72 hours) in advance of the meeting.  The Board shall endeavour to respond to the submitted 
questions, either in the meeting or outside of the meeting, dependent upon the number of 
questions received. 
 
Enquiries should be made to the Corporate Governance Team on 01253 951505 or 
bfwh.corporate.governance@nhs.net. 
 

 
A G E N D A 

 
v = verbal 

p = presentation 
d = document 

✓ = document attached 

Item 
Number 
 

Agenda Item Lead  Purpose/ 
Expected 
Outcome 

01 (79/21) 
 

Chairman’s Welcome and Introductions Chairman v  Information 

02 (80/21) 
 

Declarations of Interest Chairman v  Information 

03 (81/21) 
 

Apologies for Absence  Chairman v  Information 

04 (82/21) 
 

Minutes of the Board of Directors Meeting held in public on 2 
September 2021                     

Chairman d✓ Approval 

05 (83/21) 
 

Matters Arising and Action List     Chairman d✓  Information 

06 (84/21) 
 

Patient Story   Director of Nursing, 
AHPs and Quality 

v/p Information 

07 (85/21) 
 

Chairman’s Update  Chairman v  Information 

08 (86/21) 
 

Chief Executive’s Report     Chief Executive  d✓  Information/ 
Assurance 

09 (87/21) 
 
 
 
 
 

Performance 
a) Integrated Performance Report     
 i) Executive Summary 
 
 
b)   Elective Recovery and Restoration  
 
 
c) Winter Plan Update      
 

 
Executive Director 
of Integrated Care 
and Performance 
 
Chief Operating 
Officer 
 
Chief Operating 
Officer 

 
d✓  
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Assurance 
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Assurance 
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Assurance 
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Corporate Governance Team 
Telephone: 01253 951505 

bfwh.corporate.governance@nhs.net 
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Outcome 

10 (88/21) 
 

 

Improvement: 
a) Quality Improvement Update    

Mrs Katharine Goldthorpe, Associate Director of Quality 
Improvement to join the meeting for this item 

 

 
Director of Nursing, 
AHPs and Quality  

 
d✓  
 
 

 
Information/ 
Assurance 
 

11 (89/21) 
 

Engagement 
a) Health & Wellbeing Promise Programme and Pledges 

 
Joint Director of HR 
& OD 

 
d✓ 
 

 
Information/ 
Assurance 

12 (90/21) 
 
 

Governance: 
 

a) WRES & WDES Data Submission Summary 
 

 
b) Corporate Risk Register     

 
 

c) Board Assurance Framework    
 
 
d) Board Committee Assurance: 

i. Audit Committee Minutes (26 July 2021) and update (25 
October 2021) and update   

 
ii. Quality & Clinical Effectiveness Minutes (13 August 

2021 & 13 September 2021) and update (26 October 
2021)      

 
iii. Operations Committee Minutes (26 August 2021) and 

(30 September 2021) and update (28 October) 
   

 
Interim Operational 
Director of HR & 
OD 
Director of Nursing, 
AHPs and Quality  
 
Director of 
Corporate 
Governance 
 
Committee Chair 
 
 
Committee Chair 
 
 
 
Committee Chair 
 

 
d✓ 
 
 
d✓ 
 
 
d✓ 
 
 
 
d/v✓ 
 
 
d/v✓ 
 
 
 
d/v✓ 
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Assurance/ 
Approval 
 
Assurance/ 
Approval 
 
 
Information/ 
Assurance 
 
Information/ 
Assurance 
 
 
Information/ 
Assurance 
 

13 (91/21) 
 

Any Other Business 
a) Emergency Preparedness Resilience & Response  

                                                                 

 
Executive Director 
of Integrated Care 
and Performance 

 
d✓ 

 
Information 

14 (92/21) 
 

Formal Meeting Review 

 
Chairman 
 

 Discussion 
 

15 (93/21) 
 

Date of Next Meeting:  
Thursday 6th January 2022 at 9.30.a.m. to 12.00 noon. 

Chairman  Information 
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Minutes of the Blackpool Teaching Hospitals NHS Foundation Trust 

Board of Directors Meeting (held in public) 

on Thursday 2 September 2021 at 9.30am 

via Microsoft Teams 

 

Present   

Mr S Fogg Chairman  

Mr K McGee Chief Executive  

Mrs J Barnsley Executive Director of Integrated Care and Performance Non-voting 

Mr M Beaton  Non-Executive Director  

Mr K Case Non-Executive Director  

Mr M Cullinan Non-Executive Director  

Dr J Gardner Medical Director  

Mrs N Hudson Chief Operating Officer Non-voting 

Professor N Latham Deputy Chief Executive / Director of Strategic Partnerships  

Mr K Moynes Joint Director of HR and OD  

Mr P Murphy Director of Nursing, AHPs and Quality  

Mr F Patel Interim Director of Finance  

Mr J Wilkie Non-Executive Director  

Miss S Wright Joint Director of Communications  Non-voting 

   

In Attendance   

Mrs A Bosnjak-Szekeres Director of Corporate Governance/Company Secretary  

Miss K Ingham Interim Head of Corporate Governance Minutes 

Mrs K Goldthorpe Associate Director of Quality Improvement For item 74/21c 

Ms Russell Advanced Podiatrist in High-Risk Foot Care For item 72/21 

Ms Wilford Advanced Podiatrist in High-Risk Foot Care For item 72/21 

   

Apologies   

None to record   

 

 

64/21  Chairman’s Welcome and Introductions 

Mr Fogg welcomed Directors to the meeting, particularly the newly appointed Non-Executive Director 
members of the Board.  He went on to formally recognise that this Board meeting was the last for Mr 
McGee, who would be leaving the Trust to take up his new role of Chief Executive at Lancashire 
Teaching Hospitals NHS Foundation Trust later in the month. 
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65/21  Declarations of Interests  

The Chairman reminded Board members of the requirement to declare any interests in relation to the 
items on the agenda. 

It was noted that the following declarations applied: 

a) Mr McGee is also appointed as the Trust’s Chief Executive at East Lancashire Hospitals NHS 
Trust and is a member of the Atlas Board. 

b) Mr Moynes is also appointed as Director of HR and OD at East Lancashire Hospitals NHS 
Trust. 

c) Mr Wilkie is also a Non-Executive Director on the Atlas Board. 

d) Miss Wright is also appointed as Director of Communications at East Lancashire Hospitals NHS 
Trust. 

RESOLVED: Directors noted the position of the Directors Register of Interests and the 
declarations made at the meeting. 

 

66/21  Apologies for Absence 

Apologies were received as recorded above. 

 

67/21  Minutes of the Previous Board of Directors Meeting held in Public 

The minutes of the previous meeting were approved as a true and accurate record. 

RESOLVED: Directors approved the minutes of the previous meeting as a true and accurate 
record. 

 

68/21  Action List  

Directors noted that items on the action list were either completed, or on the agenda for this and future 
meetings. The following updates were provided: 

53/21: Matters Arising/Acton List – Mr Moynes confirmed that the initial discussion with colleagues 
at NHS England have taken place and the main session with the Board members will be arranged at 
the earliest opportunity. 

RESOLVED: Directors noted the position of the action list. 

 

69/21  Patient Story 
Mr Murphy introduced the patient story and confirmed that it focused on the journey of Mr and Mrs 
Gibson into parenthood. He reported that they discussed the support that they received from the Trust’s 
OCEAN team, whose focus is to provide continuity of care throughout pregnancy and how this impacted 
on their overall treatment.  The link to the patient story can be found here. 

Mr Moynes commented that it was pleasing to hear praise for student nurses and midwives through the 
patient story.  Mr Fogg thanked the OCEAN team for their efforts. 

RESOLVED: Directors noted the content of the patient story and extended their thanks to the 
team involved.  

 

70/21  Chairman’s Update 

Mr Fogg reiterated the points made in the introduction regarding the recruitment of Non-Executive 
Directors. 

https://www.youtube.com/watch?v=c0jxnouHCwM
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He went on to thank Mr McGee once again for his work over the past two years to move the Trust from 
a difficult position to one of growing stability, through the implementation of a number of new Executive 
appointments and the development of solid foundations for Mrs Armstrong-Child to build upon. 

Mr Fogg also thanked Dr Bedi and recognised the work that she had undertaken whilst in the Trust. 

RESOLVED: Directors noted the update provided. 

 

71/21  Chief Executive’s Report 

Mr McGee thanked Mr Fogg for his kind words and recognised that it would be his last Board meeting 
at the Trust.  He wished Mrs Armstrong-Child well in her new role as Chief Executive. 

He went on to highlight several matters from the previously circulated report, specifically the positive 
work of the local and national vaccination programmes and the roll out of the programme to younger 
members of the public.  Directors noted that the COVID-19 booster vaccination programme would be 
rolled out in the coming weeks. 

In terms of regional matters, Mr McGee highlighted a number of changes, including the retirement of 
Professor Bill McCarthy and the appointment of his successor, Dr Amanda Doyle as Regional Director 
for NHS England/Improvement. 

Directors were informed that the Integrated Case System (ICS) had appointed a Chair Designate in 
David Flory and the role of ICS Chief Executive is currently being advertised. 

Mr McGee stated that much work had taken place at Provider Collaboration Board level, including the 
implementation of a formal governance framework which included the independent Chair, Chief 
Executives and Chairs from across the five constituent Trusts.  

He went on to report that the New Hospitals Programme was progressing, and the work was an attempt 
to bring in new capital into the area and shape the provision of services across the area.   

Directors noted that the Trust had received approval for the full business case for the Emergency Village 
and whilst the main focus of the work was not just on increasing physical space but also on redesigning 
the pathways of care for the benefit of patients. 

RESOLVED: Directors received the report and noted its contents. 

 

72/21  Celebrating Brilliance: Diabetic Foot Amputation Data Presentation 

Dr Gardner provided an overview of the work and the implications of good and poor diabetic footcare 
for both the patient and service.  He reported that diabetic footcare was a significant issue for the local 
population and as a result the Trust had developed a service to improve patient care.   

Ms Russell and Ms Wilford gave a presentation to Directors which included both national and local data 
on major amputations and minor lower limb amputations between 2015 and 2018, the average number 
of days patients stayed in hospital following amputations.  They went on to highlight the goals that had 
been set in 2018 upon commencement of the service and the achievements realised in 2020, including 
the news that there had only been one lower leg amputation in the year, a 57% reduction in amputation 
rates in 2020 when compared to 2019, a 70% reduction in the length of stay for diabetic foot related 
problems since 2014, successful audits of MDT paperwork and training provided to staff regarding 
diabetic foot care. 

Mr Fogg thanked the team for the presentation and commented that it had been both informative and 
inspirational. 

Mrs Hudson and Mr Case echoed the comments made by Mr Fogg and Mr case asked how the team, 
had been developed as it was clear that they were a well-functioning and cohesive team.  In response, 
Mrs Russell confirmed that the overriding passion and the high levels of involvement of the team 
members had been key to the success of the service. 
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Professor Latham congratulated the team on its success and the work that had been done to encourage 
patients to take control of their health and work in a holistic way with the team. 

Mr Fogg offered to spend some time within the team to understand how the service worked and to 
develop a better knowledge of the way the team worked.  He went on to ask Dr Gardner what public 
health work was being undertaken to assist the work and prevent patients from getting into such a 
difficult situation.  Dr Gardner reported that the work from public health was to signpost and inform the 
public and the Trust had a public health consultant in post who was working across the wider economy 
on prevention. 

RESOLVED: Directors received the report and noted its contents. 

 

73/21  Performance 

a) Integrated Performance Report 

i. Executive Summary 

Mrs Barnsley provided an overview of the performance of the Trust since the last meeting and confirmed 
that there continued to be strong performance in some areas, including there being no never events 
reported or cases of MRSA identified, in addition to there being no health and safety incidents reported. 

Directors noted that areas of challenge remained, including Clostridioides difficile (C-Diff) and E-Coli, 
which were both reporting higher numbers than the same period the previous year.  Directors noted 
that this was in part due to the lower patient levels in 2019/20 as this was during the first two phases of 
the COVID-19 pandemic. 

Mrs Barnsley reported that the number of patients waiting in excess of 52 weeks for treatment was 
lower than the forecast position, but it remained higher than desired and work continued to reduce this 
number further.  She went on to confirm that there had been a decline in the type 1 and total health 
economy performance throughout the Trust’s Emergency Department and the previous two weeks had 
been particularly challenging. 

Directors were presented with the draft performance dashboards and Mrs Barnsley provided an 
overview of the content.  In relation to the performance dashboards, Dr Gardner confirmed that there 
would be a number of new infection prevention and control indicators launched in the coming weeks 
and these would be included in the dashboard when available. 

Mr Patel provided an overview of the financial dashboard and confirmed that he and the finance team 
would be meeting with the divisional triumvirates in the coming weeks to review their financial positions.  
He went on to highlight the risk to the cash position and the potential requirement to borrow funds in 
October or November 2021.   

Directors were informed of the training programme that was being rolled out to staff who used the Trust’s 
requisitioning and receipting system to highlight the importance of paying invoices in a timely manner 
as the Trust’s performance against the Better Payment Practice Code (BPPC) was currently at 83% 
against the requirement of 95%.  

Mr Cullinan asked about the Trust’s cash position and asked what actions were being taken to mitigate 
the risk of needing to borrow funds. In response, Mr Patel confirmed that there was a significant amount 
of work being undertaken, particularly in relation to restoration funding, however he confirmed that there 
was a wait of around four months to receive payment for restoration work which had been completed 
and as such there would be additional work undertaken by the Directors of Finance within the ICS to 
provide temporary mutual financial aid which would reduce the need to borrow from the centre and incur 
interest payments.  

RESOLVED:  Directors received the report and noted its contents. 
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b) Elective Recovery and Restoration 

Mrs Hudson confirmed that there had been a decrease in performance in the emergency care pathway 
since the last meeting, due to an increase in demand for the service, the ongoing issues with the 
availability of staff, local GP practices struggling to meet increased demand for their services and the 
lack of available social care packages. 

She confirmed that performance within the Trust’s outpatients departments was 94% for the reporting 
month along with diagnostics being at 100%, both of which were noted to be strong performance, 
however, they were both short of the required 120%. 

Directors noted that there had been several workforce related matters that had contributed to the 
performance being below the required position, including the need for staff to continue to self-isolate 
when required and the levels of annual leave taken over the summer months. Mrs Hudson confirmed 
that the Board had previously discussed the use of in/outsourcing companies, however, they had also 
been in similar positions and therefore unable to meet the requirements of the Trust. 

Mrs Hudson confirmed that the Trust had commenced an Elective Improvement Programme and had 
been working with an external provider regarding theatre productivity which will focus on low complexity 
work.  In addition, the Trust had received a visit from the ‘Get It Right First Time’ (GIRFT) team and had 
discussed opportunities to maximise elective orthopaedic work.  

Directors noted that a business case was being developed for a modular theatre.  Mrs Hudson reported 
that whilst this was the preferred solution to the Trust’s lack of a cold site for elective care, there would 
likely be a time lag of around six months between the business case being approved and the theatre 
opening. 

It was agreed that modelling would be presented to show the trajectory for reaching the required 120% 
of elective capacity.  

Mr Case suggested that there was a need to be supportive of the modular theatre business case when 
it was presented.  

RESOLVED: Directors received the report and noted its content. 

It was agreed that modelling would be presented to show the trajectory for 
reaching the required 120% of elective capacity. 

 

c) Winter Plan Update 

Mrs Hudson referred Directors to the previously circulated report and confirmed that it had been 
developed following national guidance and refined through iteration and review, with oversight from 
respective Senior Responsible Officers, Divisional Directors of Operations, Divisional Nurses and 
Clinical Leads across the Trust, ICP and ICS.  Directors noted that the plan includes a number of 
sections, including but not limited to lessons learnt from 2020/21 winter plan, supporting a COVID 
secure environment, bed modelling and escalation, staff and patient vaccination programmes, 
community response and mental health support. 

In response to Mr Cullinan’s question, Mrs Hudson confirmed that the main element of risk to patient 
flow through the winter period related to timely discharge of patients to their place of residence or a 
suitable place of care with appropriate health and social care packages in place.  She went on to confirm 
that work was being undertaken on this matter with primary care colleagues, but in terms of wider 
primary care, there was further work to do to be able to provide Directors with assurance about there 
being a robust step-up of services to take pressure off the Trust’s emergency department throughout 
the winter period. 

Dr Gardner agreed with the comments made by Mrs Hudson regarding the pressure being felt in primary 
care (particularly GP practices) as they have had an increase in the workload regarding mental health 
services as a result of the ongoing pandemic.  

Mr Cullinan went on to ask whether these issues needed escalation to the ICS region or at a national 
level in advance of the winter plan being put into effect. 
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Mr Patel provided an overview of the funding provision that had been set aside for winter and he 
confirmed that, unlike in previous years, there was no additional funding from CCG partners for winter 
planning. 

Mr Case thanked Mrs Hudson for the plan and asked for assurance regarding the schemes that would 
not be progressed and the potential impact on patient care and risk.  Mrs Hudson confirmed that there 
was a reserve list for winter schemes which would be progressed if/when appropriate.  She gave the 
example of a potential scheme for additional staffing in the Trust’s emergency care pathway; this 
scheme was unlikely to be acted upon due to the difficulties in recruiting under normal circumstances 
and a lack of available funding to progress the recruitment.  However, if additional funding became 
available, the scheme would be reconsidered. 

Mr Fogg commented that the Trust had developed a plan that responded to the challenges that would 
be faced over the winter period and suggested that a wider place-based plan be developed to anticipate 
the issues that were likely to arise across the area.   

In response to Mr Fogg’s query about the development of an ICS-wide winter plan, Mrs Hudson 
confirmed that the plan presented at the meeting was the Trust specific version of the overarching ICS 
plan. 

Mr McGee thanked Ms Hudson for the work on the plan and stated that it was more cohesive than in 
previous years. He went on to comment that there was a lot to achieve during the current month to 
stress test the plans across the ICS and reminded Directors that the NHS as a whole would be under 
extreme pressure over the winter months and therefore providers across the ICS needed to work 
together for the benefit of patients. 

In response to Mr Fogg’s comments, Mr McGee confirmed that the ICS had worked throughout the 
summer to determine and agree the elective care plans.  He advocated that there needed to be a long-
term and large-scale workforce solution and plan.  

RESOLVED: Directors received the report and noted its content. 

 

d) COVID-19 Vaccine Update 

Mrs Barnsley referred Directors to the previously circulated report and confirmed that 93% of staff had 
received the first dose of the COVID-19 vaccine and that 90% of staff had received both vaccinations. 

She went on to report that there had been a deterioration in the percentage of bank staff who had 
received their vaccinations, however this related to the recent onboarding of a significant number of 
staff to the bank.  Directors noted that HR colleagues were currently working with these staff to 
determine their vaccination status and offer the vaccine to any staff who had not receive it. 

Mrs Barnsley stated that she was optimistic that the flu vaccination programme would be carried out in 
a shorter timeframe this year as it would be delivered via the Vaccination Hub.  She went on to suggest 
that the COVID booster programme may also include cohorts of people from primary care. 

RESOLVED: Directors received the update and noted its content.  
 

e) Emergency Preparedness Resilience and Response (EPRR) 

Mrs Barnsley confirmed that, due to the required timeframes for submission, the Trust’s EPRR return 
would be presented to either the Quality and Clinical Effectiveness Committee or Operations Committee 
at the end of September for review prior to inclusion on the agenda for the Board Strategy session in 
October where sign off would be sought.    

Directors noted that the submission was different to those seen in previous years as there were a total 
of 47 standards that the Trust was required to rate itself against.  Mrs Barnsley confirmed that there 
were no areas which the Trust had declared non-compliance with, however, there were five areas which 
had been declared as being partially compliant and each had an improvement plan in place to ensure 
compliance for the 2022/23 return. 
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RESOLVED: Directors received the update and noted its content. 

 

74/21   Improvement  

a) Quality Improvement Update 

Mrs Goldthorpe attended the meeting for this item and referred Directors to the previously circulated 
report and confirmed that work was taking place to standardise the processes across the Trust.  She 
went on to confirm that there had been good results reported from the pressure ulcer collaborative work 
and that there had been a reduced number of category three and four ulcers, although further work was 
required to reduce category two ulcers. 

Mrs Goldthorpe reported that the team had received around 300 responses to the recent safety culture 
programme survey and a detailed set of results will be presented to a future meeting.   

Directors received an update on the development of the Clinical Quality Academy.  Mrs Goldthorpe 
confirmed that there had been a total of 27 applications for the programme, of which 14 have been 
shortlisted and would be interviewed prior to the commencement of the programme in October 2021.  
Mr Case welcomed the news about the Clinical Quality Academy and congratulated Mrs Goldthorpe on 
the work being done to bring together different teams across the Trust in this way. 

Mrs Goldthorpe confirmed that the Board members would be invited to the Clinical Quality Academy 
launch and the team was in talks to secure a high profile internationally known speaker. 

In relation to the last 1,000 days of life programme, Mr Murphy confirmed that there would be a small 
number of care homes involved in the programme in the first tranche and the plan was to develop the 
programme into a care home collaborative in order to spread the learning across the area. 

Mr Fogg congratulated Ms Goldthorpe and her team on the work being undertaken. 

RESOLVED: Directors received the report and noted its contents. 

Detailed results of the safety culture programme survey will be presented to a 
future meeting. 

 

75/21  Governance 

a) Corporate Risk Register (CRR) 

Mr Murphy referred Directors to the previously circulated report and confirmed that it was a further 
iteration of the documents provided to the previous Board meetings.  Directors noted that the document 
had been reviewed by the Operations Committee and Quality and Clinical Effectiveness Committee 
prior to presentation at the Board.  He highlighted the addition of a new risk (Risk ID3516:  There is a 
risk that the Trust could not achieve the acceleration plan. This has the potential to adversely affect the 
Trust from a financial perspective, a reputational impact and have a risk to patients due to long waits) 
which had already been discussed earlier in the meeting.   

He went on to confirm that the risk relating to Brexit (risk ID 3028) had been rescored and the proposed 
risk score had been reduced.   

Directors noted that in excess of 400 risks had been reviewed since the last Board meeting, including 
the updating of actions, mitigations and timelines for completion. 

Mr Fogg suggested that for future meetings, the Divisional Directors be invited on rotation to attend the 
Board, in the new year, to better understand the journey of the Division and their risks and the 
management of risks.   

RESOLVED: Directors received the report and noted its content. 

Divisional Directors will be invited on rotation, in the new year, to Board 
meetings to present their risks on the register. 

b) Board Assurance Framework (BAF) 
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Mrs Bosnjak-Szekeres presented the BAF to Directors and confirmed that the document had been 
reviewed and updated prior to the meeting and presented to the Board Committees in advance of the 
meeting. 

Directors noted that the risk scores had not changed and there had been positive movement in the 
actions/updates, particularly a number of actions being completed and moving into the sources of 
assurance column.  

Mr Wilkie asked for a better understanding of the scope and timescales for implementation of the 
Provider Efficiency Programme.  Mr Patel confirmed that there was considerable work being undertaken 
and reported that Mr Fogg was the Chair of the ICS level Corporate Collaboration Board which was 
currently working to identify any potential quick wins across the ICS.  He went on to confirm that the 
Trust had engaged with its external auditors to carry out some of the scoping work, but a timeframe had 
not yet been determined.  In response to Mr Wilkie’s suggestion that this matter be addressed through 
the finance reporting to the Board in the future, Mr Patel agreed that this was a good idea.  He went on 
to confirm that weekly finance briefings were shared between the various Directors of Finance across 
the ICS and suggested that they could be shared with Board members.  
Mr Fogg agreed that this was a good idea and suggested that the aforementioned ICS updates be 
included as a standing agenda item to future Board meeting agendas.  

RESOLVED: Directors received the report, noted its contents and approved the updated 
document. 

It was agreed that the ICS updates be included as a standing agenda item to 
future Board meeting agendas for information. 

 

c) Board Committee Assurance 

i. Audit Committee Minutes and Update 

Mr Cullinan referred Directors to the minutes included for reference. He went on to provide an overview 
of the meetings held since the last Board meeting, including the improved Head of Internal Audit Opinion 
which is something to be proud of in the year of the unprecedented COVID pandemic. 

RESOLVED: Directors received the minutes of the previous meeting and noted the update 
provided. 

 

ii. Quality and Effectiveness Minutes and Update 

Mr Case referred Directors to the previously circulated minutes and provided a brief overview of the 
discussions that had taken place at the last Committee.  He confirmed that the Committee had been 
informed that the first Get It Right First Time (GIRFT) Oversight Board had recently taken place.  

Mr Fogg suggested that there be a statement be included in the minutes of the Committee meetings to 
confirm the level of assurance that had been gained during the meeting.  

RESOLVED: Directors received the minutes of the previous meetings and noted the update 
provided. 

 

iii. Operations Committee Minutes and Update 

Mr Wilkie referred Directors to the previously circulated minutes and confirmed that the majority of the 
Committee’s discussions had been reflected throughout the course of this meeting.   

He went on to confirm that the Committee was working well and considered a large and varied agenda 
at its meetings.  He highlighted the number of ways in which the Committee had input into the Trust, 
including the development of the performance dashboards.  

He went on to confirm that he had taken part in the Shadow Committee which had been well attended 
and that it had provided a good opportunity for the Governors to engaged with NEDs and ask questions. 
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In response to Mr Cullinan’s question regarding staff turnover, Mr Wilkie confirmed that there were 
regular discussions at the Committee on this matter.  Mr Moynes confirmed that there was much work 
being undertaken but there was also more to do.   

RESOLVED: Directors received the minutes of the previous meetings and noted the update 
provided. 

 

76/21  Any Other Business 

There were no further items of business raised under this item. 

 

77/21 Formal Meeting Review 

Mr Fogg invited feedback and comments from Directors on the meeting and whether the discussion 
that had been undertaken were open and transparent with the appropriate levels of challenge.  

Mr Wilkie commented that the escalation process from the Committee’s tended to be towards the end 
of the meeting and suggested that it could be better incorporated throughout the meeting as a whole.   

Mr Fogg agreed and confirmed that he and Mrs Bosnjak-Szekeres would discuss this matter outside 
the meeting. 

 

78/21  Date of Next Meeting 

The next meeting will take place on Thursday 4 November 2021, 9.30am, via MS Teams. 



Minute 

Ref/No 

Date Of 

Meeting

Agenda Item Heading Action To Be Taken Person 

Responsible

Date To Be 

Completed

Change Of 

Date

Progress RAG Status

73/21

Performance: Elective Recovery and 

Restoration

It was agreed that modelling would be presented to show the 

trajectory for reaching the required 120% of elective capacity 

when available.

Mrs Barnsley 04.11.2021 An update will be provided at the Board of Directors on the 4 November 

2021. G

74/21
Improvement: Quality Improvement Update Detailed results of the safety culture programme survey will 

be presented to a future meeting.

Mr Murphy 

(Mrs Goldthorpe)

06.01.2022 This item will be included in the report to the Board meeting in January 

2022.
Not Due Yet

75/21a

Corporate Risk Register (CRR) Divisional Directors will be invited on rotation, in the new year, 

to Board meetings to present their risks.

Corporate 

Governance Team

06.01.2022 The Divisional Directors will be invited to attend starting with the 

January 2022 Board of Directors. Not Due Yet

75/21b

Board Assurance Framework (BAF) It was agreed that the aforementioned ICS updates (finances 

etc) be included as a standing agenda item to future Board 

meeting agendas for information.

Corporate 

Governance Team

06.01.2022 This will be added as a standard agenda item starting with the January 

2022 Board of Directors. Not Due Yet

56/21

Chief Executive's Report Arrangements will be made for Mr David Flory to attend a 

future Board meeting

Mr Fogg/ 

Mrs Bosnjak-

Szekeres

06.01.2022 Invitation has been sent to Mr Flory to attend the Board of Directors on 

the 6 January 2022. G

57/21b
Integrated Performance Report: Elective 

Recovery and Restoration

Mrs Barnsley to provide an update on the development of the 

Digital Hub.

Mrs Barnsley 02.09.2021 28.10.21 There was an update provided to the Operations Committee on the 28 

October 2021. 
G

58/21a
Engagement: Freedom to Speak Up Report The National Guardian Office report will be presented to the 

Board when received.

Mr Moynes 04.11.2021 Update will be provided in the Chief Executive Report and discussion by 

the Board of the 4 November 2021. 
G

60/21c

Governance: Provider Licence Self 

Certification

Mrs Bosnjak-Szekeres will work with Mr Fogg and the Council 

of Governors in relation to succession planning for the Board , 

particularly in relation to Non-Executive Board members.  

Mrs Bosnjak-

Szekeres

02.09.2021 Completed for the succession planning for NEDS and Mr Moynes will 

continue to work on succession planning with the Chief Executive.
G

41/21

Chief Executive’s Report It was agreed that the Executive Directors would develop a 

simple performance dashboard relating to costs, investments, 

performance, quality and experience.

Mrs Barnsley 01.11.2021 Discussions are taking place with Board members to determine the 

content requirements. Scoping will commence and be supported by 

Value Circle.  Once Head of Performance is in place (September 2021) 

the scorecard will be developed and presented to the Board in 

November 2021

G

42/21a

Integrated Performance Report: Executive 

Summary

The Board will undertake a ‘stop and check’ review on health 

and safety at a future meeting.

Update (01.07.2021): the Board will receive an update on 

the progress at the Board meeting in September 2021 and 

will have a formal report/stop and check review at its 

meeting in November 2021.

Mrs Barnsley 02.09.2021 04.11.2021 The metrics were reported in September and will be again in 

November.  A wider review of the IPR is currently being undertaken and 

this matter will be addressed as part of the review.

G

43/21b

Reciprocal Mentorship Criteria A further update on the selection criteria for the programme 

will be provided when available. 

Mr Moynes 01.07.2021 06.01.22 Update 28.10.21 - the Trust is still awaiting information from the NHS 

Leadership Academy.  A meeting will be arranged prior to the Board 

meeting in January 2022, when an update will be provided. A

RAG Rating

Green Completed

Amber Pending

Red Overdue

06.05.2021

01.07.2021

02.09.21
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Formal Board of Directors Meeting 

04 November 2021 

Chief Executive’s Report 

 

Author of Report: Trish Armstrong-Child, Chief Executive 

Executive Director Sponsor:  Trish Armstrong-Child, Chief Executive 

Date of Report:  28th October 2021 

Executive Summary (to include, where appropriate, the level of assurance and position on trajectory) 

The attached briefing paper provides some high-level updates on activities within the Trust since the previous 
meeting of the Board of Directors. These include: 
 

• Awards and Recognition 

• News and Developments 

• Trust News 

• Reportable Issues Log  

• Risk Register and Board Assurance Framework 
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CHIEF EXECUTIVE’S REPORT 

 
 
1. Awards and Recognition 
 

SAS Doctors’ success 
 
The Trust’s SAS doctors (Specialty Doctors and Associate Specialists) were recognised at the inaugural 
Local SAS Awards as the Trust celebrated the Clinical Excellence of these vital doctors within the Trust. 
The Local SAS Awards were introduced by Mr Praveen Rao, Associate Specialist Urologist and SAS 
Tutor for the Trust.  He was present as the awards were presented to the five winners.  The awards were 
presented by Dr Jim Gardner, Medical Director and Dr Kate Goldberg, Director of Medical Education, with 
the event broadcast live on this month’s Grand Round. 
 
Winners were Dr Sandhya Balakrishnan, Dr Jane Willoughby, Dr Gosia Lutaaya, Dr Ahmed Salman, 
Mr Moorthy Srinivas. 
 
Nursing Times Awards Finalists 
 
Two teams from Blackpool Teaching Hospitals are finalists in the prestigious Nursing Times Awards, they 
are The South Neighbourhood MDT and Blackpool Health Visiting Service. 
 
South Neighbourhood MDT was shortlisted in the HRH The Prince of Wales award for Integrated 
Approaches to Care.  The team’s award submission focused on the MDT and their extended partnerships 
they have within the group. 
 
The Blackpool Health Visiting Service was shortlisted in the Public Health Nursing category after 
introducing a range of initiatives which have increased health visitor contacts and reduced gaps between 
nationally mandated visits. 
 
Who Cares Wins Award 
 
Jackie Brunton, Lead Nurse for End of Life and Bereavement Care, was recently named Nurse of the 
Year at the Who Cares Wins ceremony. 
 
She was chosen after being nominated by Sue Ayrton of Blackpool, whose father Neville died from Covid 
at Blackpool Victoria Hospital early in the pandemic, Jackie supported Sue when visiting ceased. 
 
The work done by Jackie and the team during the pandemic laid the foundations for the Trust’s full-time 
Swan bereavement support service and establishing the Swan Suite. 
 
This award is a fantastic achievement for Jackie personally, but also a great reflection of the work being 
done across the Trust by all our hard-working colleagues. 
 
Rostering Team wins national award 
 
The Trust’s e-Rostering team won the Allocate Software ‘Operational Rostering Excellence’ Award. 
 
This award is in recognition of the work undertaken by the team to roll out the ‘Safecare’ system during 
the COVID-19 pandemic.  The Safecare system enables staff members to take the steps required to 
ensure adequate staffing levels on each shift to meet patient needs. 
 
The e-Rostering team has rolled this system out to 42 inpatient areas, including providing training both 
face to face and then via Microsoft Teams during the pandemic, along with configuring the system to 
provide meaningful reporting. 
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2. News and Developments 
 
CQC Well Led Inspection 
 
The CQC carried out a Well Led Inspection on the 13th & 14th of October 2021. This involved a series of 
interviews and focus groups with senior leaders and staff within the organisation.  Running in parallel to 
this the Trust has also had a series of unannounced CQC inspections into a variety of our core services, 
including the Emergency Department, Medicine, Elective and Critical Care services. 
 
We anticipate that a draft report will be received within the forthcoming weeks.  
 
New appointments 
 
The Trust has recently recruited four new Non-Executives to the Board, they are Adrian Carridice-Davids, 
Sue McKenna, Andrew Roach and Fiona Eccleston.  A very warm welcome is extended to them as they 
take up position at their first Board meeting. 
 
Return of Our Volunteers 
 
The Trust are delighted to see the return of our volunteers.  The volunteers were stood down from their 
roles at the beginning of the pandemic, however, are now back offering invaluable support to staff and 
patients. 
 
The Loss of a Colleague  
 
It is with great sadness that I report the recent loss of Pakho Li who has worked for many years within our 
Business Intelligence Team and was known to many.  His sudden and unexpected death recently has 
been felt by many colleagues and friends across the organisation.  He was regarded as a great role model 
and ambassador for this Trust and will be greatly missed.  Our heartfelt wishes go out to his wife and two 
sons. 

 
3.  Trust News 
 

Urgent Care Demand 
 
Pressures within the Emergency Department remain extreme due to the increase in attendances, 
complexity of acuity and we continue to see significant levels of patients not meeting the criteria to reside 
due to capacity constraints in social care packages.  All these factors are impacting significantly on our 
ability to manage capacity at the front door.  This is having a significant impact on the number of patients 
waiting over 12 hours within our ED following a decision to admit.  In addition, it is impacting on ambulance 
delays, since July ambulance handover delays of between 30 and 60 minutes have increased from an 
average of just over 200 per month to 380 per month, more concerning are the delays over 60 minutes 
which were averaging at 50 per month and increased to 272 in September and are currently at 225 for 
October. 
 
Work continues with our system partners to create capacity within alternative community settings. 
 
COVID 19  
 
The urgent care pressures are further compounded with an increase in Covid presentations and 
subsequent admissions and at the time of writing this report, the Trust is reporting 83 positive inpatient 
cases. 
 
The vaccination programme continues in offering booster doses for staff fully vaccinated who require a 
6-month booster jab.  At the time of writing this report 92% of substantive staff are fully vaccinated. 
 
The seasonal flu vaccination programme is also under way and we are currently reporting that 36% of 
substantive staff had been vaccinated for flu. 
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Implementing Same Day Emergency Care  
 
Blackpool Teaching Hospitals began a programme of works recently to meet the requirements to provide 
Same Day Emergency Care for medical and surgical services – 12 hours a day, seven days a week. 
 
Under the NHS Long Term Plan, all hospitals with a Type 1 Emergency Department like Blackpool Victoria 
Hospital, must provide the care for medical and surgical services, ideally operating during peak demand 
times. 
 
The first phase of the move was to relocate the existing Ambulatory Emergency Care Service, based in 
Ward 18, to the modular build on Whinpark 2 car park just outside the Emergency Department. 
 
The main aim of the new clinical model is to rapidly assess and treat patients in the same day and avoid 
unnecessary admission and long waits in A&E.  The second phase is to move the Surgical Assessment 
Unit on Ward 19 to the vacated space on Ward 18.  The third phase of these moves is to create a medical 
Short Stay Unit on the vacated space on Ward 19. 
 
This will be for a period of 12 months until the new Critical Care building, which is currently being built, is 
ready for operation in August 2022. 
 
Transfer of Care Hub launched 
 
The Trust has recently implemented the new Transfer of Care Hub which has been established in the 
Berry Offices 
 
The Transfer of Care Hub is a system level co-ordination centre linking together all local Health and Social 
Care services to aid timely discharge from the hospital.  The Hub will bring the current Discharge Services 
and agencies together in one space for the first time, with Single Point of Discharge (SPoD), Home First, 
Hospital Discharge Team (HDT), Discharge Facilitators, Adult Social Care and Age UK and Red Cross 
all working under one roof. 
 
The Transfer of Care Hub aims to meet the demand of the number of daily discharges required.  Having 
everyone co-located in the Transfer of Care Hub will improve communication between all organisations 
and help share the responsibility of discharging our patients. 
 
Trust launches Clinical Quality Academy 
 
Eleven improvement projects from around the Trust have been selected for inclusion in the 2021/22 
Clinical Quality Academy which launched in October. 
 
The academy will now run a series of quality improvement seminars over the next eight months.  The 
chosen teams were selected following a rigorous application process, with a large number of clinical leads 
from across many disciplines within the Trust applying for inclusion. 
 
Training began when the Trust welcomed two of the world’s leading quality improvement exponents, 
Maureen Bisognano and Zoe Egerickx to open the academy, and lead the teams off on their quality 
improvement journey. 
 

4. Reportable Issues Log  
 

Issues occurring between the last Trust Board (03.09.21 – 28.10.21) 
 
Serious Incidents and Never Events 
 
One never event reported in relation to wrong site procedure. 
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Four STEIS reportable incidents, two relate to category four pressure ulcers, two relate to delays in 
treatment.  All are being investigated in line with the Trusts policy. 
 
High Risk Complaints 
 
None to report during this period. 
 
Regulation 28 Reports 
 
No formal regulation 28 reports have been received during this period.  
 
HSE Enforcement Notice 
 
Following a visit to the Trusts laboratory services in October the Trust has received an enforcement notice 
in relation to compliance of COSHH regulations.  Immediate actions have been put in place and the Trusts 
has until the 29th December 2021 to provide a formal response to the HSE. Actions will be monitored 
through the Health & Safety Committee. 
 
National Guardians Office (NGO) Report 
 
In October the Trust received the final report from the NGO following a case review of speaking up 
arrangements and culture within Blackpool Teaching Hospital.  The investigation dates back to 2019 and 
publication has been delayed due to the pandemic.  The Trust has been able to demonstrate progress 
since the initial review, however, we remain focussed on embedding and evaluating the changes already 
implemented. 
 

5. Risk Register and Board Assurance Framework (BAF) 
 

No significant changes to report.  However, it is recognised that a comprehensive review of the BAF will 
be required during Q4. 
 

 
 
Trish Armstrong-Child  
Chief Executive 
Date 28th October 2021 
 



 
Board of Directors Meeting  

 
September 2021 

 
Integrated Performance Report 

 

Author of Report:  William Wood - Head of Performance 

Executive Director Sponsor:  Janet Barnsley - Executive Director of Integrated Care and Performance 

Date of Report: 21st October 2021 

 
Executive Overview Summary: 

Positive News 

• There were 0 Never Event incidents reported this month. 

• FFT - Inpatients, 99% of patients said they would rate their care experience as very good or good. 

• FFT - Maternity, 96% of patients said they would rate their care experience as very good. 

• FFT - Community, 97% of patients said they would rate their care experience as very good. 

• FFT - Mental Health, 100% of patients said they would rate their care experience as very good. 

• 99% of people referred to an IAPT service started treatment within 6 weeks of referral against the 
national target of 75%. 

• 52% of people who completed treatment with Supporting Minds in August recovered against the 
national standard of 50%. 

• The Trust’s data quality index continues to be above national average. 

 

Areas of Reporting Impacted due to COVID-19 

• National VTE collection remains suspended. Case note review completed on 102 sets of notes 
finding 92 with completed assessments giving 90.2% compliance.  

• Reporting of the Dementia Standard suspension continues. The Trust has submit 25 cases as part of 
a voluntary case note audit with the Royal College of Psychiatrists. Feedback from the audit will be 
shared at the Dementia Advisory board once published. 

 
Areas of Challenge 

• 11 C.Difficile infections attributed to the Trust in September bringing the overall total for 2021/22 to 
60 cases against threshold of 104. 

• 1 case of MRSA bacteraemia was reported in September 2021. This brings the total number of cases 
for 2021/22 to 4. 

• 9 cases of E. coli were reported in September 2021. This brings the total number of cases for the 
year to 48. The E. coli case threshold for 2021/22 has been set at 105. 

• There were 0 new patient safety alerts received in September with 5 ongoing. 

• Latest SHMI is at 84.75 (April 2021), HSMR is 89.83 (June 2021) and Crude Mortality for September 
2021 is 1.62%. 

• The Trust received 27 formal complaints in September, compared to 24 in August 2021. 



• FFT – A&E, 74% of patients or their carers said they would rate their care experience as very good 
compared Trust target of 92%. 

• There was 1 mixed sex breach in September 2021. 

• 1 incident reported in September for an over 7 day incapacitation of a worker. 

• In September 2021 there has been one Specified Injury to Worker following a fall. 

• The Trust did not achieve the Referral to Treatment (RTT) open pathway standard in September, 
delivering 71.5% against the target of 92%. (August performance: 72.7%). There were 22,491 open 
pathways against the trajectory of 18,900. 

• There were 1,165 patients waiting 52+ weeks in September which is a reduction from the previous 
month where 1,184 patients were reported and remains below the trajectory of 1,567. 

• The Trust failed to achieve the Cancer 62 Day Wait standard for all cancers in August with 
performance at 77.3%; an improvement on Julys performance of 72.34%. There were 7.5 patients 
treated in August after day 104. 

• 72.64% of patients received their diagnostic test within 6 weeks against a standard of 99%. This is an 
improvement on August performance of 70.49%. Over 6 week breaches have decreased from 1010 
in August 2021 to 959 in September 2021. 

• Staff sickness increased to 6.56% in September 2021 vs 5.99% in August 2021. Trust target is 4%. 
Anxiety and stress related absences remain the most common reason for both short and long term 
absence however staff absent with short term anxiety has reduced from 24.85% in August to 24.24% 
in September. 

• Staffing turnover is currently above the 11% target at 11.7% and a slight increase on Julys figure of 
11.48% but still below the high period seen earlier in the year. The highest turnover recorded is in 
Medical and Dental which reported as 13.31% in September 2021. 

• A further reduction has been seen in the proportion of temporary staff to 8.3%. 

• Total agency spend is showing a slight increase but still below the 18 month average at £2.96m. 

• Type 1 performance for August was 43.8%, a decline compared to August performance (47.92%). 
Total Economy Performance also fell to 79.45% (August: 80.72%). 

 
Please note: Finance data not available. 
  
For Information/Assurance: 
 
 
 
 

For Discussion: 
 
 
 
 

For Approval: 
 
 
 
 

Recommendations:  
 
The Board of Directors is requested to note and approve the Integrated Performance Report. 

Sensitivity Level: 

Not Sensitive: 
(for immediate publication)  
 
 
 
 
 

Sensitive In Part: 
(consider redaction prior to 
release) 
 
 
 
 

Wholly Sensitive: 
(consider applicable exemption) 
 
 
 
 
 

 

 x x 

x  



/

1

September - 2021Level 1: Domain/Trust High Level Summary

Crude Mortality (%)
 

SPC

1.62
Never Events

 
KPIs

0
VTE (%) SPC

 

0.00
C.Difficle

 
SPC

11
MRSA

 
KPIs

1
E.Coli

 
SPC

9
Pat. Safety Alerts

 
SPC

0

Complaints
 

SPC

27
RTT Incomp. (%)

 
SPC

71.50
Staff Sickness (%)

 
SPC

6.56
A&E + UCC

 
SPC

79.45
Financial Plan

 
SPC

 
FFT Inpatients (%)

 
SPC

99.00
FFT A&E (%)

 
SPC

74.00
FFT Maternity (%) SPC

 

96.00
FFT Comm. %

 
SPC

97.00
FFT Mental H. %

 
SPC

100.00
Mixed Sex Breaches
 

KPIs

1
Emerg. C Section %

 
SPC

15.50

62 Day Cancer %
 

SPC

77.30
6WW Diag %

 
SPC

72.64
Dementia Std. %

 
SPC

0.00
IAPT Wait %

 
SPC

99.00
IAPT Rec. % SPC

 

52.00

Staff Turnover (%) SPC
 

11.70

DQMI (%)
 

SPC

92.70

Temp. Staffing %
 

SPC

8.30
Capital Service SPC

 

 
Liquidity SPC

 

 
I&E Margins %

 
SPC

 
Agency Spd. (£M)

 
SPC

2.96
EuR Rating

 
KPIs

 

Safe Effective Caring Responsive Efficient Strategic Well Led

SHMI
 

SPC

84.75

Definitions

Spec. Injur. to Wrks.
 

KPIs

1
Over 7 Day Inc Wrks
 

KPIs

1



/

2

Level 2: Domain Level Summary
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Level 2: Domain Level Summary
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Level 2: Domain Level Summary
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Level 2: Domain Level Summary 
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Level 2: Domain Level Summary
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Level 2: Domain Level Summary
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Level 2: Domain Level Summary
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Never Events

Full assurance

Risks
 

Mitigation

   

Issues
 

There were no Never Event incidents reported this month.

Actions

There were no Never Event incidents reported this month.
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Statistical Control Process

Key Risks, Mitigation & Assurance

VTE

Limited assurance

Risks
 

Mitigation

   

Issues

The national VTE collection is currently suspended Using the ward and base trackers as a
starting point, to try and understand true compliance we are retrospectively reviewing
case notes as currently unable to send audit teams to all wards. There are challenges
around compliance and accuracy. The base trackers always show 100% compliance
(mandatory field requiring completion before moving to other assessments)For VTE
assessments, the data from the ward trackers and/or case note reviews is being used to
understand true compliance. Although the sample sizes are small, the findings from the
case note reviews in Aug 2021 are as follows:
IMPF care wards reviewed AMU, AEC, 2, 3, 8, 25, 26, C  
91 identified, only 9 out of 91 showing completed assessments on ward trackers. Case
notes then reviewed on the same ward, 43 out of 47 completed in case notes reviewed. i.e
approx. 91% compliance 
SACCT wards reviewed 15A, 15B, 16, 34,35, SHCU, SAU, HDU, ITU  
102 identified on ward tracker, 10 out of 102 showing completed assessments on ward
trackers. Case notes reviewed on same wards, 33 out of 38 Reviewed notes showing
completed assessments, i.e 87% compliance. 
Additional Tertiary wards this month 
CDCU, CITU -17 identified on base tracker, 4 out of 17 showing completed assessments
on ward trackers. Case notes reviewed on same wards, 9 out of 10 Reviewed notes
showing completed assessments, i.e 90% compliance) 
FICC Ward D -11 identified on base tracker, 0 out of 11 showing completed assessments
on ward trackers. Case notes reviewed on same wards, 7 out of 7 Reviewed notes showing
completed assessments, i.e 100% compliance)

Actions

Great and promising improvement across divisions compared to 12 months ago, both in
terms of assessments completed as well as compliance to preventive measures.  
Unscheduled Division appearing to indicate moving away from mechanical measures
and have submitted new guidance for approval. Anticipate working on this but waiting
for new appointments as there is currently no admin lead within governance for VTE 
Have set up a help group with Dr Rostami and Jayne Thomas and Dr Goode to be
guided better in improving VTE for the Trust. Also to help plan how to get ourselves a
full time VTE specialist Lead Nurse or similar role. This has become URGENT now with
the loss of the governance and admin lead for VTE for the trust. I have escalated this to
Jayne and Dr Goode and await some affirmative action and this is delaying matters now.  
Keeping alive the message on VTE assessments and prophylaxis, especially on account of
its correlation to COVID patients due to almost 20-70 percent increase in VTE related
events in symptomatic critical COVID patients.  
Request regular and monthly communication from Medical and Nursing Leads to
reiterate to wards and teams responsible for maintaining the accuracy of trackers  
Have contributed to the induction material by creating a small video and ppt on VTE
awareness and assessments etc 
WE NEED AN VTE ADMIN LEAD and a FULL TIME VTE LEAD NURSE.
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C.Difficile

Limited assurance

Risks Mitigation
 

   

Issues

Eleven cases of CDI were reported in September 2021. This brings the total number of
cases so far to 60. The NHS Standard Contract 2021/22 ‘Minimising Clostridioides difficile
and Gram-negative Bloodstream Infections’ document sets out the threshold of 104 CDI
cases for BTH.

Actions

The clinical divisions continue to conduct RCAs into all cases of CDI. At the recent
WHIPC meeting 12th October CDI RCA reports and action plans were reviewed from
each division and feedback was provided. 

All divisions are now conducting monthly CDI panel meetings to review their respective
CDI cases and to establish learning and actions to take forward. Antibiotic prescribing
has recently been raised as an issue in some CDI cases and as a result, antimicrobial
pharmacists are now joining the divisional CDI panel meetings. 

A new loose stools care plan has been trialed on a number of wards and has received
positive feedback. This document is soon to be utilized across divisions.  

Continued significant focus on CDI and actions to take forward from RCA themes
remains a key priority for all divisions.
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Issues

One case of MRSA bacteraemia was recorded in September 2021 (a COHA case). This
brings the total number of cases to 4.

Actions

This case relates to a patient who had an A&E attendance the day before he re-
presented to hospital with an MRSA BSI reported on admission in A&E. Under the new
reporting arrangements this case is attributed to the Trusts figures. 

A Post Infection Review has found that there were no lapses in care associated with this
case and no learning was identified.

Click icons to Access other Levels
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Key Risks, Mitigation & Assurance

E.Coli

Limited assurance

Risks Mitigation
 

   

Issues

Nine cases of E.coli BSI were reported in September 2021. This brings the total number of
cases for the year to 48. The E. coli case threshold for 2021/22 has been set at 105.

Actions

The Infection Prevention team will undertake Root Cause Analysis investigations on
Hospital Onset Healthcare Associated GNBSIs from Quarters 1 & 2 in Quarter 3 to
establish if any trends or themes can be identified. Previous investigations have
determined that Urinary Tract Infections (and to a lesser extent Catheter Associated
Urinary Tract Infections) are a common source of hospital onset GNBSI. These findings
will also be shared at the WHIPC meeting and appropriate recommendations will be
made.
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Key Risks, Mitigation & Assurance

Patient Safety Alerts

Limited assurance

Risks Mitigation
 

   

Issues

There were 0 new patient safety alerts received this month:

There are 5 ongoing patient safety alerts: 

NatPSA/2021/003/NHSPS - Eliminating the risk of inadvertent connection to medical air
via a flowmeter. 
NatPSA/2021/005/MHRA - Philips ventilator, CPAP and BiPAP devices: Potential for
patient harm due to inhalation of particle. 
NatPSA/2021/007/PHE - Potent synthetic opioids implicated in increase in drug
overdoses. 
NatPSA/2021/008/NHSPS - Elimination of bottles of liquefied phenol 80%. 
NatPSA/2021/009/NHSPS - Infection risk when using FFP3 respirators with valves or
Powered Air Purifying Respirators (PAPRs).

Actions

Due response date for the ongoing patient safety alerts: 

NatPSA/2021/003/NHSPS - 16/11/2021 
NatPSA/2021/005/MHRA - 17/12/2021 
NNatPSA/2021/007/PHE - 16/11/2021 
NatPSA/2021/008/NHSPS - 25/02/2022 
NatPSA/2021/009/NHSPS - 20/08/2021

Click icons to Access other Levels
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Statistical Control Process

Key Risks, Mitigation & Assurance

DQMI

Full assurance

Risks Mitigation
 

None None

Issues

The Trust’s data quality index continues to be above national average overall for the past
5 reporting periods including the latest and also above average in each of the 7 distinct
minimum data sets submitted :- 

Accident and Emergency (AE) 
Admitted Patient Care (APC) 
Community Services (CSDS) 
Improving Access to Psychological Therapies (IAPT) 
Mental Health Services (MHSDS) 
Maternity Services (MSDS) 
Outpatient (OP) 

Overall quality continues to remain consistent for the last 4 months recorded in the
national report, with June's value of 92.7%, 10.7% above national average.

Please note data refreshes can affect DQMI values going forward

Actions

None
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SHMI Statistical Control Process

Key Risks, Mitigation & Assurance

Mortality

Limited assurance

Risks Mitigation
 

Need for 100% mortality reviewing by MEs and team New ME and MEO appointments are being made.|New mortality processes are planned
by the Mortality Improvement Group

Issues

Mortality data for the recent CQC well-led visit was compiled from a number of different
sources manually 
All nosocomial reviews have been completed with modified SJRs. The final report is being
completed. 
Use of the Learning from Deaths (LfD) App is slowly increasing but leadership in some
areas needs strengthening 
The Timeliness of Qualified Attending Practitioners (QAPs) completing Death certification
and Medical Examination information needs to improve. 
Medical Examiners (MEs) and Medical Examiners Officers(MEOs) need to be available to
ensure all deaths are reviewed and families contacted 
The Death Certification process for all documentation to the Registrars office needs to be
more timely as BTH is an outlier. 
SJRs need to be documented on the LfD App 
Lessons learned need to be available via the LfD App to allow immediate access and
reassurance regarding actions 
LEDER (learning difficulties / and autistic spectrum) cases need to be captured effectively
via the LfD App screening page 
Community deaths need to have statutory ME scrutiny by April 2022. 
The SHMI is at its lowest values with last monthly figure of 85 and 12 month cumulative
value of 105.

Actions

An Associate Medical Director for Mortality and audit has been appointed 

New systems are being developed to ensure the LfD screening page is being universally
completed. 
The aim will be to provide dashboards and visibility that all deaths have been reviewed. 
New systems are being developed to streamline death certification for doctors on the
wards. 
New systems are being developed for ME paperwork to be completed electronically. 
Job adverts for new ME and MEO posts are out to advert. There will then be full rota
coverage of the ME office. 
A process is being developed, with CCG support, at the Mortality Interface meeting to
plan for the community mortality work due April 22. 
Heather Catt, Public Health consultant is part of this group. 
The Swan Team are now becoming integral to the Mortality Improvement Group to help
action mortality learning and end of Life planning.  
A new process has been organised for LEDER death reviews

Click icons to Access other Levels
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Statistical Control Process

Key Risks, Mitigation & Assurance

Complaints

Limited assurance

Risks Mitigation
 

   

Issues

In September 2021 27 formal complaints were received which required investigation
compared to 24 in August 2021, an increase in cases of 13%. 100% of complaints were
acknowledged within 3 working days in the Trust. There were 30 complaints to be
responded to between the divisions in September. 21 were sent out in time (70%), 9
breached the local target of 25/40 working days. A breakdown for the divisions with
complaints to respond to is below: 
Clinical Support – 100% (1 out of 1 responses were sent out on time) 
Corporate - 25% (1 out of 4 responses were sent on time) 
FAIC – 75% (3 out of 4 responses were sent on time) 
IMPF – 70% (7 out of 10 responses were sent on time) 
SACT - 83% (5 out of 6 responses were sent on time) 
Tertiary - 80% (4 out of 5 responses were sent on time) 

During September 2021, 5 complainants were dissatisfied with their first response from
the Trust and requested further information from the division. This is a decrease in the
number of second responses received by 38% from August. There was were 2 second
complaints due to be responded to in September one of which was sent out on time
(50%).

Actions

The Patient and Family Relations Team are working to resolve more issues informally and
are triaging all cases they receive. All calls into the service are answered within 24 hours
now and acted upon. Since April 2021 there has been a 17% decrease in registered
formal complaints and an 18% increase in cases resolved via a more informal approach.
A weekly complaint performance dashboard continues to be circulated to service leads
with individual cases discussed in the weekly PTL meeting. In Quarter 2 81% of cases met
the 25-40 working day timeframe, a 28% increase when compared to data from the start
of the year (Q4). The first Complaint Review Panel meeting was held in September with
the IMPF division, reviewing their handling of a historic complaint about AEC and the
Emergency Department. The next meeting will take place on 1st November with the
FAICC division.
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Statistical Control Process

Key Risks, Mitigation & Assurance

FFT Inpatients

Limited assurance

Risks Mitigation
 

   

Issues

In September 688 inpatient FFT surveys were completed, by inpatients in either Clifton or
Victoria hospital. This is a 13% decrease from last month. 99% of the inpatients in
September said they would rate their care experience as very good or good, the same as
August.

Actions

Service managers continue to receive alerts and reminders from the Experience platform
when action is required on the back of a low scoring survey. The Patient Experience
department send a monthly report out to the divisions which show which wards are
engaging, providing comparisons around their eligible numbers.

Click icons to Access other Levels
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Key Risks, Mitigation & Assurance

FFT A&E

Limited assurance

Risks Mitigation
 

   

Issues

In September 214 patients completed a FFT survey by SMS or paper after attending the
Emergency Department. A decrease of 18% from August. 74% of the patients or their
carers said they would rate their care experience as very good, a 3% decrease in the
satisfaction rate from last month.

Actions

The Patient Experience Department are mentoring a member of staff in the Emergency
Department to respond to constructive FFT comments on the Experience platform. The
customer service training which was due to take place this week with A&E staff, has been
rescheduled to the beginning of November. This was due to limited staff availability with
the CQC inspection taking place.

Click icons to Access other Levels
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Key Risks, Mitigation & Assurance

FFT Maternity

Limited assurance

Risks Mitigation
 

   

Issues

In September 79 FFT surveys were completed about maternity services, a 71% increase in
their survey numbers from August. 96% of the patients or their carers said they would
rate their care experience as very good, the same as the previous month.

Actions

FFT Forms were sent out to the maternity services in September who were not engaging
in the survey, after a delay from the print supplier. This has led to an increase in the
responses along with regular reminders about their response rates from the patient
experience department.
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21

SPCL1

Target

96
Actual (%)

96



/

Apr-20
May-20
Jun-20
Jul-20
Aug-20
Sep-20
Oct-20
Nov-20
Dec-20
Jan-21
Feb-21
Mar-21
Apr-21
May-21
Jun-21
Jul-21
Aug-21
Sep-21

0.0%

10.0%

20.0%

30.0%

40.0%

50.0%

60.0%

70.0%

80.0%

90.0%

100.0%

110.0%

x̄ = 53.9%

UCL = 70.7%

LCL = 37.2%

Statistical Control Process

Key Risks, Mitigation & Assurance

FFT Community

Limited assurance

Risks Mitigation
 

   

Issues

852 patients in the community completed a FFT survey at home or in clinic in September,
a 8% decrease from last month. 97% of the patients or their carers said they would rate
their care experience as very good, a 1% increase from August in satisfaction.

Actions

The Patient Experience department send a monthly report out to the divisions which
show which services are engaging in the FFT, providing comparisons around their
eligible numbers. A number of services were highlighted for community which were no
longer in operation or had moved into another division. Work is underway to ensure all
community services are mapped appropriately on the Experience system.
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Key Risks, Mitigation & Assurance

FFT Mental Health

Limited assurance

Risks Mitigation
 

   

Issues

In September 49 patients who require mental health support completed a FFT survey at
home or in a clinic, a 9% decrease in responses from August. 100% of the patients or their
carers who used the services said they would rate their care experience as very good, a
7% increase in satisfaction from last month.

Actions

Work has begun with informatics to get SMS texting in the Intermediate Mental Health
Team, with the hope it can be rolled out to all mental health services if successful.
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Key Risks, Mitigation & Assurance

Mixed Sex Breaches

Limited assurance

Risks Mitigation
 

   

Issues

There was 1 mixed sex breach in September 2021. This took place on HDU and was a
result of a stepdown bed being available.

Actions

New posters have been produced highlighting the importance of chaperones. They have
been displayed in outpatient waiting areas and A&E in September.
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Key Risks, Mitigation & Assurance

Emergency C Section

Full assurance

Risks Mitigation
 

   

Issues

Medical complexity of pregnancies continues from month to month impacting on our
emergency caesarean section rates. 
A comparison with our peer group maternity units also reflects a similar pattern. 
COVID positive status prior to birth has impacted on a small number of our caesarean
section deliveries.

Actions

Monthly review of emergency caesarean sections is reported on and monitored by the
Quality, Patient Safety and Experience Team
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Key Risks, Mitigation & Assurance

RTT Incomplete Open Pathways

Limited assurance

Risks
 

Mitigation

• Increased absence of staff due to Covid and sickness|• Escalation into day case and
Inpatient beds for medical patients is impinging on Surgical activity|

• Additional staff recruited to support Pre-op service|• Efficiency programme being
undertaken to improve Pre-op delivery|• Staff being asked to work additional hours
and agency staff been used to cover sickness|• Trust wide programmes are being
initiated to support staff health and wellbeing |

Issues
 

The Trust did not achieve the RTT open pathway standard in September with performance
at 71.5% a slight reduction from previous months (August 72.7%). There were 22,491
open pathways against the trajectory of 19,000. The Trust has 1,165 patients waiting 52+
weeks, which is a reduction on last month reported at 1,184 and below the trajectory of
1,620. There is increasing pressure around patients waiting an excess of 100 weeks. 

The Outpatient restoration activity for September was 112.5% for new patients (excluding
the pre-op swabbing activity) and 102.5% for follow ups. Outpatient Procedures activity
delivered was 146.9% for new and 98.8% for follow ups. 24.45% of all activity was
delivered virtually.

Actions
 

• The Trust has recruited additional staff to support pre-op and improve capacity 
• The Trust is working with a company called Changeology who have assisted with
reorganising Pre-op templates to increase capacity 
• Referrals of appropriate patients to Spire continues with General Surgery being the
predominant speciality utilising these services. Consultants in Urology are also looking at
utilising the lists.  
• The Trust has, in collaboration with Changeology initiated an efficiency programme to
improve utilisation of theatres weekly 
• Waiting list initiatives are being considered where appropriate 
• Additional Outpatient sessions are being commissioned where required and external
providers are also being utilised. An outpatient efficiency programme is progressing in-
house. 
• Patients that are over 104 weeks are being prioritised where feasible
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Key Risks, Mitigation & Assurance

62 Day Cancer Referrals

Limited assurance

Risks Mitigation
 

• Gastroenterology’s capacity has been reduced due to the need to cover Gastroenterology
On Calls. |• The Trust has experienced Locum consultants declining posts at short notice |•
Due to the relatively low number of consultants in post (3.8 WTE against an establishment
of 7) lists cases are being cancelled to ensure that on call commitments are covered|•
Insourcing companies are being affected by staff absences due to Covid in a similar way to
that experienced by the Trust|• The project team are struggling to identify a satisfactory site
that can accommodate a Modular build which provides sufficient electricity, draining and
water supplies|• The high volume of Colorectal referrals is placing pressure on the surgical
team|• The lack of pre-assessments is preventing all patient being prepared for theatre|•
Bed availability could impact on the General & Colorectal surgical programme|

• The Trust is exploring all opportunities to source locum staff|• Gastroenterology are
actively recruiting into Consultant posts at NHS locum and NHS agency Locums to
make up shortfall|• The Insourcing company being asked to undertake additional
outpatient and scope sessions|• Cancer patients are being prioritised for
preassessments. |• Additional Fast track capacity is being introduced where feasible. |

Issues

The Trust failed to achieve the Cancer 62 Day Wait for all cancers in August at 77.27%.
This represents an improvement from previous months with July’s performance at 72.34%.
All patients who breach this target are monitored closely, subject to close review which
also includes patients waiting over 104 days. The number of patients treated in August
after day 104 is 9; the number of patients waiting over 104 days (diagnosed and not
diagnosed) is 23.  

In August the Trust has not achieved the 2-week target at 92.49%, symptomatic breast has
been achieved for August at 97.22%. 

We are challenged in gastroenterology with the main areas for delay resulting from
capacity issues which have been exacerbated by the backlog due to Covid are within
Endoscopy, Gastroenterology and Colonoscopy. This is then placing pressure on
colorectal surgery at the end of the pathway.

Actions

• Efforts to recruit Locum consultants continues  
• An Executive lead Recruitment meeting has been introduced or Gastroenterology 
• Insourcing capacity from Elective Services continues for gastroenterology with OP
capacity also now in place. 
• A Locum has been recruited to undertake virtual only outpatient appointments 
• Work continues with Atlas and Insourcing companies to establish a Modular Gastro
Unit, issues still remain regarding a suitable site 
• Waiting list initiatives continue to be utilised where feasible and considering individuals
workloads
• Additional fast track appointments are being provided to deal with the increased
number of Colorectal cases to the surgical team
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Key Risks, Mitigation & Assurance

% Over 6 Week Wait Diagnostic

Limited assurance

Risks Mitigation
 

• The Trust is still unable to identify a suitable site for the Modular Gastroenterology Unit|•
Both the Trust and Insourcing companies are being affected by staffing absences due to
Covid related issues|• There are still a group of patients that are reluctant to attend the
hospital |• Limited number of insourcing companies provide echocardiography |•
Additional outpatient activity is increasing the number of required diagnostics in some
specialities|

• Additional Overtime and agency staff being used where appropriate|• The Trust is
working closely with a number of companies and local Councils to identify an
appropriate site for a Gastroenterology Unit. |• The Trust is working closely with
procurement to secure additional Echo Cardiography activity|• Mobile scanning
facilities being utilised where feasible and available. |

Issues

The impact of Covid has resulted in non-delivery of this standard, reporting 72.64% of
patients receiving their diagnostic within 6 weeks which represents an increase from last
month’s position which was 70.49%. The over 6-week breaches have reduced this month
to 959 (September 2021) from the previous month of 1010 (August 2021). 

The challenged areas continue to be Gastroscopy, Sigmoidoscopy, Colonoscopy and
Echocardiography.

Actions

• The Trust is utilising insourcing companies to improve the Gastroenterology diagnostic
pathway  
• The Trust is attempting to source a modular Gastroenterology Unit  
• Additional Locum consultant staff are being sourced for Gastroenterology  
• It is anticipated in Gastroenterology that activity will improve in October  
• The Trust continues to use Modular CT and MR scanners where appropriate 
• The Trust is attempting to source an Echocardiography insourcing service but are
struggling to provide a consistent service  
• Additional sessions and overtime are being utilised where possible
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Key Risks, Mitigation & Assurance

Dementia Standard

No assurance

Risks Mitigation
 

   

Issues

The Royal College of Psychiatrists (RCP) invited organisations to volunteer to participate in
a case note audit between June and September 2021. The audit reviews people who are
expected to be inpatients for 72 hours or more and require a dementia assessment to be
completed. We have now completed this audit and submitted the data from 25 cases.
Feedback from audit will be shared at the Dementia Advisory board once this has been
published. No timeline for this report has been identified for this yet.

Actions

Tier 2 dementia training returned in September 2021 with updated content which was
both well attended and received positive feedback. 
The updated training package reflects the amendments to the Dementia Training
Standards Framework. The Dementia champions meeting scheduled for September was
also well attended.  
Work on the new dementia strategy is underway following the consultation event which
took place in June 2021. The identified themes and areas of work identified at this event
have been used to form key actions and work streams. The leads for each identified
workstreams have developed their actions plans and are reporting monthly on progress
with a quarterly update to the dementia advisory board. A further update will be
provided to the Quality and Clinical Effectiveness meeting in November 2021
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Key Risks, Mitigation & Assurance

IAPT Wait Times

Full assurance

Risks Mitigation
 

• Anticipated increase in referrals due to COVID19.|• Increased waiting times for some - due
to people needing or wanting to be seen face to face Limited room availability for socially
distanced face to face therapy (insufficient rooms that are large enough to allow therapist
and client to sit 2m away from each other).|

Ensuring as many groups as possible are accessible on-line due to current restrictions
on group-work due to Covid-19. |Patients are still being actively encouraged to accept
remote or online therapy wherever possible, unless face to face therapy is clinically
indicated. Limited face to face working is continuing in a risk assessed socially
distanced way for those patients who have a clinical need for face to face therapy or
where difficulties accessing therapy remotely cannot be overcome. Staff are being
flexible with their working hours in order to maximise room usage. Ensure that all
planned groups are ready to go as soon as face to face group work possible|

Issues

National standards state that 75% of people who are referred to an IAPT service should
start treatment within 6 weeks of referral. Supporting Minds March waiting times are
within National Targets for IAPT services. The figure for Supporting Minds for September
was 99%. 
Regarding those patients who have waited for more than 6 weeks, this is mostly due to
patients booking a place on a group intervention and then electing to postpone this until
the next group. Also due to if patients have very specific appointment requests regarding
times, location or gender of therapist.  
However, we continue to work extremely hard to reduce our secondary waiting times,
which are still being impacted upon by Covid-19 as plans to increase more face to face
groupwork at Step 3 are still on hold.

Actions

• We are attempting to recruit additional CBT therapists to provide more out-of-hours
therapy slots. 
• Ensuring some groups are accessible on-line until face to face groups can commence –
our new psychological well-being group for stroke survivors has commenced and is
receiving good feedback. This is being delivered in conjunction with the Stroke
Association. The pilot compassion-focussed group has now completed with positive
feedback and recruitment has commenced for the next group. We also have a new
Anxiety Management Group in the final stages of development, due to be piloted in
September 2021. 
• Working with staff to ensure that the DNA policy is adhered to, and monitoring DNA
rates through caseload management supervision - ongoing 
• Monitoring and reviewing the number of sessions offered at Step 3 to ensure that
these are aligned to, and in keeping with, NICE and IAPT guidance - ongoing  
• Review individual practitioner’s targets at Step 3 and how they meet these and
ensuring overbooking is kept to a minimum but is used when necessary to ensure
targets are met – ongoing.
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Statistical Control Process

Key Risks, Mitigation & Assurance

IAPT Recovery

Full assurance

Risks Mitigation
 

• Increased waiting times due to people needing or wanting to be seen face to face; Some
patients choosing to wait for a face to face appointment where no clinical need for this
identified, potentially increasing the risk of their mental health difficulties further
deteriorating. Patients who have been seen face to face initially are being encouraged to
transfer across to remote therapy once they have settled into therapy (if their needs can be
met in this way) in order to free up capacity for others.

Patients are being actively encouraged to accept remote or online therapy wherever
possible, unless face to face therapy is clinically indicated. |Limited face to face working
is continuing in a risk assessed and provided in socially distanced way for those
patients who have a clinical need for face to face therapy or where difficulties accessing
therapy remotely cannot be overcome. |Staff are being flexible with their working hours
in order to maximise room usage.|

Issues

There are issues impacting on service delivery that we continue to monitor to ensure they
do not impact on Recovery. 
Reduced face to face appointments due to Covid-19. We have limited room availability for
socially distanced therapy (insufficient rooms that are large enough to allow therapist and
client to sit 2m away from each other) and some GP surgeries declining use of the rooms
usually used by our service.  
Covid -19 exacerbating pre-existing mental health difficulties 
Some referrals received fall outside the remit of an IAPT service (a service for people with
mild to moderate mental health difficulties) in terms of their complexity. These have the
potential to impact on recovery.

Actions

• We are working hard to safely increase the availability of face to face appointments for
those patients where face to face therapy is clinically indicated by maximising use of
available space. 
• Administrators actively encouraging as many patients as possible to accept remote
therapy to enable them to access therapy as quickly as possible and to ensure that those
who need face to face therapy can access this in a timely way. 
• In order to maintain recovery rates at over 50% fortnightly enhanced caseload
supervision monitors individual practitioner’s recovery scores and supports the
monitoring and reviewing of the client’s progress. The number of sessions offered is
monitored to ensure that these are aligned to, and in keeping with, NICE and IAPT
guidance and so that the patient receives the optimum amount of therapy. In addition,
any barriers to clients progress is discussed. This is ongoing and meetings with staff
occur twice per month. 
• Complex cases that potentially fall outside the remit of the service are routinely
discussed at the interface meeting between Supporting Minds and IAPT so that the most
appropriate service can be identified. We are currently liaising with the CCG regarding
the management of those patients who do not meet the criteria for either service. This is
ongoing. Cases are logged so that we can demonstrate the wider impact of this to the
service.
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Statistical Control Process

Key Risks, Mitigation & Assurance

Sickness

Limited assurance

Risks Mitigation
 

Stress and Anxiety continues to be our highest reason for absence for both short term and
long absence. A number of staff still absent due to long covid and a number of staff off
long term due to delays in treatment due to the pandemic.

Health and wellbeing offer to continue. Investment in psychological support to be made
for the next 12 months. Encouragement of staff to have flu vaccinations and covid
boosters. Deep dive into specific areas to offer additional support.

Issues

We have seen an increase in the total sickness absence percentage across the Trust this
month rising from 5.99% to 6.56%. Sickness has also risen in all the divisions apart from
facilities that have seen a reduction. Current figures are: Families Division 7.59%, SACCT
6.16%: Tertiary Services 5.66%; Clinical Services 4.79%; Corporate Services 5.74%; IM&PF
8.22 % and R&D 7.70%. Facilities has reduced to 4.68%. 
Anxiety and stress related absences remain the highest reason for both short and long
term, however the percentage of staff absent with short term anxiety has reduced
minimally to 24.24%. Long term sickness cases due to anxiety remain higher at 39.09%.
The other reasons for short term cases are Infectious diseases at 12.89% and
Injury/fracture at 11.67%. Long term cases are MSK at 10.30% and injury/fracture at
9.06%. 
As at the 18th October 21, the Workforce Advisory Service are supporting managers with
122 sickness absence cases which is an increase of 12 compared to last month. 96 of
which are long term cases. Out of these LTS cases.  
As expected, during covid we have continued to report on staff absence due to covid. This
absence has been fluctuating in terms of numbers, and as of the 19th October 2021 we
had 91 staff reporting as absent due to covid sickness. We also have 6 staff members
currently off with long covid and these are being supported through OH and the
Workforce Advisory Service.

Actions

The Trust is currently doing a deep dive into the areas with high sickness percentage to
see what additional support is required to help assist these individuals back into work.
We are also looking in depth at reasons for absence due to stress and anxiety to ensure
that all staff are receiving the required support. A Trust wide action plan will be
developed in how to reduce sickness across the Trust. OH are also continuing their
provision with offerings from local mental health services, including Supporting Minds,
the Resilience Hub which offers psychological support for the impact of Covid-19,
Workplace Trauma Support Training for Line Managers and Wellbeing and Engagement
Champions. Individual work is also continuing with OD and Wellbeing works to look at
psychological safety for staff. OH are offering wellbeing checks for all staff and we are
encouraging managers to undertake a health and wellbeing conversation with all staff. 
We have commenced the flu vaccination campaign and the communication strategy for
this programme is now up and running across the Trust. The OD team are working
alongside OH to distribute well packs for all staff and the vaccination hub has now
commenced the role out of the covid booster vaccinations.
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Statistical Control Process

Key Risks, Mitigation & Assurance

Turnover - Staffing

Limited assurance

Risks Mitigation
 

Care needs to be taken to ensure we commit to the completion and roll-out of the
retention work and we continue to monitor and review to ensure it remains effective,
currently we are making excellent progress and we need to explore new initiatives to
continue the progress we have made.

Other Recruitment and Retention work includes:|The HCA working group meets to drive
an initiative to mitigate the lead time between leavers and onboarding of new recruits
through a redesign of the recruitment process. This will include standardised induction,
training, and pastoral support.|Working for Longer retention strategies around our later
career staffing group continue with planned launch of key information around
Menopause accreditation, and Musculo-skeletal preventative health promotion for
October.|Recruitment & Retention leads, have launched ART- Attract, Retain our Talent
in line with the NHS People Plan. Recent ART meeting included the Widening
participation lead presenting current Trust position with regards to ‘growing for the
future’ and apprenticeship provision.|

Issues

The Trust Turnover target is set at 11% however we are currently operating at 11.70% this
is a slight increase from August but is still a reduction from April as the figure kept
increasing, we are still above expectation by 0.70%. 

Medical and Dental Turnover is set at 11% and is currently operating at 13.31% which
again is a reduction on the previous months. It has been consistently over the 11% target
over the last 12 months. 

Medical and Dental recruitment has been impacted by overseas recruitment delays and
the impact of coronavirus on travelling, issuing of visas etc. Hopefully with the change in
the Government Travel traffic light system, this will help ease the delays. 

Nursing and Midwifery Turnover is set at 11% and is currently operating at 10.28% which
is 0.72% below target and remains consistently below the 11% target over the last year. 

There has been a considerable amount of recruitment taking place during the pandemic,
with bring back staff, students and trainees taking up temporary posts since April 2020.
This has a negative impact on turnover as once hired they are counted in the
establishment.

Actions

The Trust currently has 9.61 RN vacancies and 0 unregistered nurse vacancies (44.93 WTE
HCA over recruited) against current baseline templates. This unregistered nurse vacancy
figure includes other Band 2 roles who are not in patient-facing care delivery teams. The
dataset is still under review to provide clearer visibility and this is supported by a
moment in time review of skill mix and vacancies coordinated by the Deputy Directors of
Nursing and Divisional nursing leadership teams and ward managers. This will then
reflect the true unregistered nurse vacancy figure, taking into account planned uplift in
September. COVID requirements and increased numbers of cognitive impaired patients
requiring enhanced care is continuing to drive an increased requirement for extra HCAs
on shift in clinical areas.  
Please note these vacancies are recorded at the point in time they were extracted from
the workforce dashboards. 

• The main recruitment pipeline continues to be via our overseas nurse recruitment
programme. 6 OSNs passed OSCE examinations in August and are being supported to
gain NMC registration. There are currently 36 overseas nurses in the Trust working as
adaptation nurses and preparing for their OSCE examinations. 
• The restricted entry requirements to the UK from countries placed on the red list due
to Covid has affected the numbers of OSN able to arrive in recent months. This remains
targeted for approx. 15 per month. 
• Of the student nurse cohort on the adult nursing pathway due to qualify as RNs in
September, 31 have confirmed job offers within the Trust.
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Statistical Control Process

Key Risks, Mitigation & Assurance

Temporary Staffing

Limited assurance

Risks Mitigation
 

Vacant shifts not being approved for Bank usage Work on the retention programme will contribute to longer term staffing solutions.

Issues

September has seen a slight increase usage, however this may be due to the template
uplift which came into effect on 13th September and Annual Leave being higher.

Actions

Monitor agency usage and ensure vacant shifts are being sent to Bank in a timely
manner.
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Statistical Control Process

Key Risks, Mitigation & Assurance

Agency Spend

Limited assurance

Risks Mitigation
 

Ensure rate card reduction is communicated effectively and dates are stuck to Effective comms between wards, Retinue and temp staffing teams

Issues

Agency spend has reduced this month which is primarily down to the reduction of agency
Nursing rates that came into effect as of 13th September and a further decrease comes
into effect on 4th October.

Actions

Rate card reduction to continue throughout the year to bring ICS Agency Nursing rate
cards near to capped rates.
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Statistical Control Process

Key Risks, Mitigation & Assurance

A&E + UCC Performance 

Limited assurance

Risks
 

Mitigation

Delay to ambulance handovers during periods of surges in attendances

Nursing and medical sickness rates / vacancies remain high. Sickness linked to COVID and
work related stress
The easing of lockdown has significantly increased the number of ED attendances -
overwhelming to the ED / Trust

This is monitored at the flow meetings with actions to de-escalate as soon as possible.
Rapid handover in place at triage
Support from workforce and organisational development and recruitment has been
given to the department
NHS 111 advice given to all attendances. Social Distancing and Covid pathways
continue. Escalation and Surge policy updated and reviewed regularly.

Issues
 

ED performance for September was 43.80 %, this is a decrease on the previous month.
Total Economy Performance was 79.45% . The team continue to implement service
improvements within the departmental action plan and this is supported by the divisional
triumvirate and the Executive Team. We saw a slight decrease in attendances for the
month but still remained higher than previous months overall with over 200 attendances
a day, with occasions reaching up to 250. These figures are higher than pre-covid
attendances putting extreme pressure on the department. The attendance profile is
seeing an increase in majors patients and surges in those attendances mean that the
department continues to struggle with social distancing. Triage times and Time to see a
clinician has increased due to lack of capacity in department due to limited admission
beds being available. This has resulted in long lengths of stay for many patients. The 111
First booked appointments continue to remain low. The department reported at total of
297 DTA breaches compared to 61 from the previous month. The 297 breaches consisted
of 16x Mental Health, 255x Medical, 6x orthopaedic, 2x Cardiology, 16x Surgical, 2x ENT.
Patients attending the department with a Mental Health presentation increased for the
month. Only 7.9% of these patients were identified as being suitable to be transferred to
the MHUAC. The trust had the second highest ambulance attendances in the region
totalling 2611 presentations. Arrival to handover was over target at 31mins and the total
turnaround times increased to 41 mins so was over target. We have also seen an increase
in ambulance turnaround delays with 399 30-60 minute delays and 272 over 60 minutes
delays. This is linked to the lack of bed availability in the Trust resulting in capacity
challenges in department.

Actions
 

The team have developed an action plan to improve ED performance and reduce both
admitted and non-admitted breaches. This is reviewed on a bi-weekly basis. NHS 111
First continues to encourage the public to use this service if they think they may need to
go to ED. Although the numbers of patients that use this service remain low, the process
sees patients spending less time in ED. The department has commenced an initial
change to both nurse and medical staffing to support the triage area when those peaks
in attendances occur. Escalation processes are now in place for nurse triage and
Interventional triage areas and these are monitored on a daily basis and PDSA cycles
continue. 
The patients waiting for a bed within the trust are monitored by the patient flow team
and actions are put in place to maintain patient safety and reduce any delays. The
medical team in reach to ED every day to ensure medical patients have a robust plan in
place whilst waiting an admission and may be discharged wherever possible. The DTA
escalation policy is in place to support early escalation through the division. The Mental
Health Urgent Assessment Unit opened on 5th May 21. The attendances continue to be
monitored and pathways will continue to be reviewed. A new Rapid Handover Process
commenced on 5th May 21 and continues to be imbedded working in collaboration wit
NWAS colleagues. This is seeing positive reductions in ambulance delays and getting the
NWAS crews back into the community quicker The Ambulatory Emergency Care team
has now re-located outside of the Emergency Department and has been re-branded to
Same Day Emergency Care . They continue to implement clinical pathways for
appropriate patients to reduce ED attendances and support the zero day length of stay
target for the Trust.
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Historical & Future (Forecast) Performance

Key Risks, Mitigation & Assurance

Over 7 Day Incapacitation of a Worker

Risks Mitigation
 

Risk 3574 - Risk of harm to staff and patients through insufficient moving and handling
training availability and lack of training on specific items of moving and handling
equipment in use in community|Risk 2820 - Potential risk of injury when completing
moving and handling of objects / equipment|Risk 2478 - Maintenance of Dental
Equipment

Moving and handling training is mandatory for all staff|Training from bespoke items eg.
ceiling track hoists is sourced from manufacturer / supplier|Staff compliant with core skills
training in Moving and Handling of Loads / Objects|Staff to inform senior manager if
equipment is unavailable to support the task|Risk assess (dynamic) all objects that are to
be moved|CDS has taken over responsibility for arranging maintenance of equipment|

Issues

Staff incident - Injured during procedure; Staff member undertook dental procedure with
a patient using a wheelchair in the wrong position and continued the task with faulty
equipment.

Actions

Staff member failed to follow procedure and should not have undertaken procedure
until suction tube was replaced and the equipment was correctly positioned. The staff
member will be advised accordingly.

Limited assurance
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Historical & Future (Forecast) Performance

Key Risks, Mitigation & Assurance

Specified Injury to Worker

Risks Mitigation
 

Risk 2496 - Old Theatres 7-10 - Health Records Storage Facility/Environmental Issues|Risk
2497 - Medical Record - Main Offices, working environment

Working conditions - Building new rest room facilities, developing an on site scanning
bureau to reduce the paperwork stored.|Computer related occupational injuries
|Mandatory Training for lifting and handling|Health and safety training

Issues

Staff incident – Slip, trip & fall; Member of staff sustained a fractured wrist as result of the
fall due to getting their foot caught in the wire from a scanner.

Actions

The scanners have now been relocated against the wall with all wires behind the
scanners.. A 72 hour rapid review has been submitted by the Medical Records
department.

Limited assurance
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This links you back to the Strategic page - Level 2

This links you back to the Well Led page - Level 2



Operations Committee -

Restoration

September 2021



Restoration – activity and financial value

Sep-21

Point of Delivery September 

Plan - Core

September 21 

Actual

Diff % Diff September 19 

Out-turn

Plan 

compared to 

Jun 19 out-

turn

August 21 

outurn 

compared to 

August 19

NHSEI 

Financial 

Baseline (£)

Financial 

Threshold 

(95% of 

Baseline)

Draft 

September 21 

Actual (£)

Variance (£)

Elective IP 461 457 (4) (0.8%) 515 (54) (58) 2,131,513

Day Case 3,978 4,165 187 4.7% 4,476 (498) (311) 1,880,803

Outpatient Procedures 4,379 4,163 (216) (4.9%) 4,291 88 (128) 458,254

Total Elective Procedures 8,818 8,785 (33) (0.4%) 9,282 (464) (497) 5,384,515 5,115,289 4,470,570 (644,719)

New Outpatient 7,220 8,677 1,457 20.2% 7,106 114 1,571 1,527,507

Follow Up Outpatient 19,307 18,909 (398) (2.1%) 19,071 236 (162) 1,670,799

Total Outpatient Activity 26,527 27,586 1,059 4.0% 26,177 350 1,409 2,812,212 2,671,601 3,198,306 526,704

Diagnostics 11,543 11,687 144 1.3% 10,429 1,114 1,258

Total 46,887 48,058 1,171 2.5% 45,888 999 2,170 8,196,727 7,786,891 7,668,876 (118,015)



Key Points to Note
• 94.6% restoration of elective work compared to 93.6% in August.  

DC reduced compared to last month to 93.1%, slight improvement 

on Elective IP to 88.7%. September activity higher than August, 

8,785 compared to 8,395.

• 105.4% restoration of outpatient activity compared to 109.6% last 

month. September activity higher than August, 27,586 compared to 

26,252.

• 112.1% restoration of diagnostic activity compared to 110.5% last 

month.  Activity levels slightly higher than the previous month, 

11,687 compared to 11,208.

• Financial variance reduced below the threshold to (£118K) from 

£560K.

• Overall financial value of £7,669K compared to £7,684K in August.



Challenges
• Impact of operational pressures on ability to delivery Restoration:

– Continued emergency pressures resulting in escalated general and 

cardiac day surgery facilities and increased number of outliers in 

surgical and tertiary bed base

– Increasing numbers of patients not meeting criteria to reside due to 

shortfalls of care packages and subsequent increases in 7, 14 and 21 

day length of stay

– Increases in elective/day-case cancellation on the day and day before 

due to escalation

– Cancellations of medical outpatient clinics (e.g. Respiratory) to release 

consultants to support flow

• Challenges experienced with third party suppliers’ ability to deliver 

insourced/outsourced activity

• Ability to generate ERF funding to cover the costs of delivering 

additional activity



Key Activities
• New Gastroenterology consultants commenced in September 2021

• Continuing to progressing site selection for modular endoscopy 

solution and reviewing supplier proposals

• Modular theatre proposal for elective Orthopaedics: developing 

detailed designs with supplier and working through commercial 

proposal and contracts 

• Revised IPC guidance received to permit further DC throughput on 

green pathways, regional implementation guidance under 

development

• Expansion of in-house pre-operative capacity

• Targeted Investment Fund capital bids submitted to support 

enhanced general and respiratory care, Orthopaedic modular ward 

and cardiology virtual ward









2 week wait – monthly activity compared to restoration trajectory



2 week wait – weekly referrals
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62 day treatments– monthly activity compared to restoration trajectory



Winter 21-22
Update October 21



Theme Div Scheme Impact Recruitment KPIs
PYE

Cost (K)
Bed Opp

Start 

Date
Note

RSV FICC

Paediatric Wards and Medical 

Staffing

5 xB5; 2xACPs, Equipment (£30k)

Response to RSV & other respiratory conditions
TRAC IDs to 

follow
Agreed

150

Inc 30k 

equipment

Enabler Sept 21

5.36 vacancies and 8 staff recruited

Winter uplift of 5WTE:  2.36 WTE 

left to recruit to. TRAC IDs to follow.

RSV FICC

7 Day Children’s Community 

Nursing

2xB6; 1.5xB5

Response to RSV & other respiratory conditions

Facilitates early discharge from wards/CAU

Inc from 8.30-16.30 Mon-Fri to 08.00 – 21.00 7d/w

On track

TRAC IDs
Agreed

103

LSC Plan
4.0 Sept 21 From 1st sept – current staff doing 

additional hours to cover core w/e

Flu

Covid
Corp

Staff Vaccination Booster 

Programme

Staffing funded from Vacc budget.

Vaccination of 17k staff (85% of 20k) total across 

health and social care. Shortfall of 6,800 vaccines 

cost included within Winter Plan submission.

N/A Agreed 43 Enabler
Sept 21

Commenced 24th September 21

Capacity IM Escalation: Clifton 2B (Medical) Escalation area. Staffing model and costs tbc In progress Agreed TBC 12 18th Oct 
Staffing details received.  Costings 

required.  TRAC IDs rec’d.

LOS IM

Home First and Outreach

3xB6, 3xB4 (Home First)

10xB3, 1xB4, 1xB5 (Outreach)

30 additional slots p/wk (inc by 4 per w/e)

Outreach capacity increased from 12-24 patients on 

the caseload

On track

TRAC IDs
Agreed 346 10.4 8th Nov

Recruitment in process. Update 

received. Targeting w/c 8th Nov.

LOS IM

Discharge Lounge

1 x FY; 1x Flow Fac B6;  1x Nurse B 5 

3.8 x HCA B2; 0.8 Ward Clerk B2

Extended hours from 6pm to 9pm 7d/w
TRAC IDs to 

follow
Agreed 150 1.3 Oct 21

Recruitment in progress, awaiting 

TRAC IDs

LOS IM
Additional Patient Transport (1) 12 

hr, daily 2) + vehicle/crew 2pm-8pm)

Transporting 9-10 patients/day. 

Inc Walk in centres/HCP admits, Trial Tertiary.
N/A Agreed 203 Enabler

Oct 21

Nov 21
To also trial for Tertiary. 

LOS IM ED Portering 7.8 xB2 Supporting flow.
At advert

TRAC IDs
TBC 112 Enabler Nov 21

Trac IDs received, at advert

Start date TBC

LOS CSS

Pharm Led Discharge (SATC Div)

1.4 x B8A pharm; 4.1 x B7 pharm

2.2 x B5 tech; 1 x B3 asst

1) Replicate IM pharmacy discharge model

2) Cover ward outliers not currently covered by 

Pharmacy  - improved safety & TATs

Bench & O/T
Agreed

197 TBC Oct 21
Bench and overtime and locums. In 

progress. Start date tbc

AA SACCT

SDEC: Surgical In-Reach & SRAC

1 Cons, 0.8 HCAs (of 3.8)*, 3 B8 

ANPs (phased); 3.7 Registered 

nurses; 1 B5 Pharmacy Tech;  

+ 3 x temp assessment Units (Capital)

7d/w 8am-9pm provision for SRAC and In Reach: 

SRAC slots inc from 36 to 61 (weekdays) and to 89 

(inc w/e). Foundation for EV/SDEC.

Improved 4h ED performance

In progress

TRAC IDs 

received

Agreed
314

10 (Non-

staff)

5.6

Dec 21

TBC

Jan 22 
(In reach)

Recruitment in progress. All posts 

on TRAC. Consultant recruited, 

start date Jan 22

ACP & nurses at advert stage.

AA TER

SDEC: Cardiology Hot Clinics and 

Extended In Reach 

1 CNS (In reach); 2PAs (Clinic)

Retain clinic capacity of 10 patients per week

Foundation for EV/SDEC.

Extend in-reach from 9pm to midnight 7d/w

At advert

TRAC ID

Agreed
56

Maintain 

Capacity

Sept 21 Hot Clinics continue on track.

Recruitment underway for CNS. In 

Reach Start date tbc.TBC

AA IM

SDEC: Interim/Modular AEC

1.79 Cons; 4,77 x B6 Nurses; 2.49 x 

B5 Nurses; 2.55 x B3 HCA; 9.23 x B2 

HCA; 2.6 x B2 Admin

Reduces reliance on inpatient admission
TRAC IDs to 

follow
Agreed 280 TBC Sept 21

Interim move completed 20/9. 

Awaiting further detail on 

recruitment status.

Winter 21-22: Scheme Detail and Status (R/A/G)



Theme Div Scheme Impact Recruitment KPIs
PYE

Cost (K)
Bed Opp

Start 

Date
Note

Capacity CSS

Pharmacy Band 3 Runners

5xB3
Reduce errors and improve flow. TRAC IDs Agreed 65 Enabler Oct 21

Shortlisting stage. TRAC IDs 

confirmed. Start date tbc

Pharmacy Med Ward Stock 

Management

1xB2

Improve Ward Capacity and Safety: Ward C/Ward 26 

priorities.
TRAC IDs Agreed 12 Enabler Oct 21

Shortlisting stage. TRAC IDs 

confirmed. Start date tbc

Pharmacy porter 1xB2 Frees up nursing time, improves flow TRAC IDs
Agreed

12 Enabler Oct 21
Shortlisting stage. TRAC IDs 

confirmed. Start date tbc

Capacity CSS

MRI – additional capacity

Additional 6 mobile scanners per 

month 

Maintain capacity of c. 432 scans per month plus an 

additional 108 scans per month
N/A

Agreed
103 Enabler Oct 21

6 MRI scanners now secured with IS 

provider. Contracted and scheduled.

Capacity CSS

X-Ray additional capacity: 

4 locum B5 Radiographers & 2 B2 

porters 

C. 24 additional/day– learning from 20-21

Additional capacity to ensure full coverage of 

theatres within the wider trust

TRAC IDs
Agreed

117 Enabler Nov 21

Porter recruitment completed, 

extension of current temporary porter 

staff for a further 6 months to cover 

winter pressures.

Appointed 3 xB5. TRAC IDs 

confirmed – start dates tbc

Capacity CSS
General pathology – resilience

5x B2 runners, 2x B4, 2x B 6 TL
Resilience to maintain TATs and aid patient flow TRAC IDs

Agreed
121 Enabler Nov 21

All roles on TRAC, start date of Nov 

21 estimated.

16 Schemes 

- approved 23/8/21

109.53 

WTE
£2.4M

New Schemes Approved at Execs 4/10/21

Capacity

NEW

SACCT

Short stay Surgical Unit 

Staffing Breakdown TBC

Nurses, HCAs

Provide the division with additional capacity for 

elective surgical day case patients
Bank Agreed £536k 8 Oct 21

Approved at Execs 4/10. Start date 

TBC

Capacity

NEW
TER

Short Stay Cardiac Unit

3.2 Nurses, 3.2 HCAs

Provide the Division with additional capacity for 

elective and day-case patients 
Bank

Agreed
£155k 8 Oct 21

Approved at Execs 4/10. Start date 

TBC

18 Schemes approved as at 

4/10/21
tbc FTE £3.1M

Winter 21-22: Scheme Detail and Status (R/A/G) - continued



Theme Div Scheme Impact Recruitment KPIs
PYE

Cost (K)

Bed 

Opp

Start 

Date
Note

Flu/

Covid
FICC

Community Vaccination

Resourced by existing teams by 

standing down existing activity for 6 

wk window

National Mandate – Watching brief - ongoing

1) Flu and covid vaccinations as required to 

Housebound and Care Home residents (100% 

offer, 85% uptake)

(100% offer, 70% uptake)

N/A Funded 0.9 Oct 21 On target for 6th October

Capacity FICC
Community Nursing Relief Team 

9xB5, 1 coordinator (flex on B5s)
Maintain contacts to meet demand. Funded Enabler Dec 21

Recruitment in progress. Roles at 

advertising stage.

Start Date- to be implemented by 

end of 21 

Capacity SACCT
Enhanced Care Beds BC 

(8 bedded area: Ward 14): 

Post-operative. Patients need monitoring not 

necessarily High Care.
Underway Agreed Funded TBC Dec 21

Recruitment underway, 4MGs 

interview 7/10. 

AA SACCT
No-one at Home: 
350 pp/a; 175 winter

c. 175 winter patients overnight stay diverted to 

nursing home
N/A Agreed Funded 1 TBC

To be scoped and assessed as part 

of Theatres Programme

Capacity IM

Medical High Care Unit 

(10 bed capacity: 5 on W10; 5 on 

W5)

Phase 1 delivered (Respiratory)

Phase 2 HCU

TRAC IDs to 

follow
Funded TBC

1) In 

place

2) Dec 

21

Staffing model being confirmed and 

Plan being drawn up:

Respiratory wards 5 and 10 open

Medics recruited.  Nurses – awaiting 

TRAC IDs

LOS IM
Discharge Facilitators 
13xB4, 2 x B8a (BV & Clifton)

13 additional discharge facilitators to improve 

discharge by xx

TRAC IDs to 

follow
Agreed Funded 20 Oct 21

Recruitment in progress. Start date 

to be confirmed

AA IM
Frailty: In Reach to AMU
2 Cons, 2 Nurse, 2 Therapists

Reduced LOS and admissions (cohort)

To review scope with Community
TBC Funded 8.5 Jan 21 Start date to be confirmed

Capacity SACCT
Protecting Elective Capacity, and 

Medical Escalation Area

Ringfencing of  Lancashire Suite for Winter 21-22 for 

orthopaedics and Ward 16 for General Surgery.

W34 flips for Medical Escalation
TBC Funded TBC Oct 21

14th November funding decision.

No additional cost for Lancashire 

Suite and W16 (GS).

W34 flips to Medicine. Escalation.

8 Associated Schemes
c. 30 

max

Winter 21-22: Supporting Schemes (not funded through Winter)



Winter 21-22: Update and Next Steps
Update 

• Approval to recruit for Priority Schemes communicated to Scheme Leads and the Wider Stakeholder Group, 23rd August 2021.

• KPI Tracker set up and KPIs drafted for review and approval by Divisions

• Recruitment Tracker in place for monitoring status from TRAC  - (TRAC IDs being confirmed for all roles)

• Cost Tracker to be set up with Finance for October month end reporting

What Detail Target 

Date

Revised 

Date

Status Note

Recruitment Recruitment approval 

communicated

Additional approval: CDCU/SDCU

23/8/21

4/10/21

Complete Complete Communication to Scheme Leads and wider 

Stakeholder Group

All approved Posts on Trac 31/8/21 11/10/21 Some delay Ongoing validation of recruitment status across all 

posts, schemes, divisions

Recruitment tracker implemented 31/8/21 4/10/21 Complete Recruitment tracker in place, confirming TRAC 

IDs for all posts from Divisions for robust 

monitoring.

Escalation Plan Winter Escalation plan 21-22 

prepared for approval

30/9/21 On Track Final paper to SLT 28/10/21

Winter Plan Full Winter Plan Approved 30/9/21 On Track Winter Plan Document went to Trust Board 

02/09/21

Monitoring and 

Governance

Status Report set up: 

• Recruitment

• KPIs

• Costs

Governance Model agreed

30/9/21

(Trackers 

set up)

11/10/21 Some delay Recruitment/start date reporting commenced w/c 

11/10.

Full KPI reporting commenced w/c 18/10

Full cost reporting commences mid-November
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Executive Summary (to include, where appropriate, the level of assurance & position on trajectory): 
This report provides brief updates on the progress of each of the Trust’s main QI programmes: 
 
Eliminating Pressure Ulcers Collaborative – Programme on track. Data shows statistically significant 
improvements, with activities planned to drive further reductions. 
 
Identification and Management of the Deteriorating Patient Collaborative – Programme is on track. There 
has been a 50% increase in time between events. During the majority of Phase I, the Trust had a cardiac arrest 
rate per 1000 admissions that was below the mean line (5 out 8 months).  Work continues on breakthrough 
activities such as treatment and escalation planning. 
 
Improve the Last 1000 Days Collaborative – Programme on track. Launched on the 24th of September, with a 
focus on building strong partnerships with care home teams and to gain consensus on the collaborative aim. 
Eight care home teams attended from across the Fylde coast and have commenced improvement work. 
 
Safety Culture Programme – Programme on track.  Preliminary results for the Safety Culture Survey, collected 
within the Surgery, Anaesthetics, Critical Care and Theatres (SACCT) division have been received from AQuA. 
The results showed that, compared to results from other Trusts surveyed by AQuA, within SACCT, the Trust are 
statistically above average for many areas of safety. 
 
Clinical Quality Academy – Programme on track. Launched 3 day event on 20th October with 10 clinically led 
teams. Opened by Chairman and attended by key note speaker, Ms Maureen Bisognano, Institute for Healthcare 
Improvement. Attended by other Trust Executive Directors and CEO.  Feedback from participating teams has 
been very positive.  
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Quality Improvement Strategy: Update for Trust Board of Directors 

4th November 2021 
 
 
1. PURPOSE 

 
The purpose of this report is to provide assurance to Trust Board of Directors on progress made towards the 
goals outlined in Blackpool Teaching Hospitals NHS Foundation Trust’s (BTHFT’s) Quality Improvement 
(QI) Strategy (2019-22) 1 and to outline further plans.  
  
2. BACKGROUND   

 
2.1 QI Strategy 
 
The BTHFT QI Strategy 1 describes an approach to achieving the Trust’s high-level QI goals. These are: to 
reduce preventable deaths, to reduce avoidable harm, and the Trust and its partners also have the system-
wide aim of improving the last 1,000 days of life for patients. The Trust is delivering three breakthrough 
series collaboratives, each one focuses on one of the high-level aims. This report provides brief updates for 
each of these collaboratives (Section 3). In addition to providing updates for the progress of the Safety 
Culture Programme (Section 4) and building improvement capability within the Trust (Section 5).   
 
3. COLLABORATIVE PROGRAMME DELIVERY  

 
3.1   Reduce Avoidable Harm – Eliminating Pressure Ulcers 
3.1.1 Executive Sponsor: Director of Nursing, AHP and Quality 
 
3.1.2 Specific Aims - for Phase I & II teams to achieve the following by March 2022: 

- 50% reduction category 2 hospital acquired pressure ulcers 
- 50% reduction in community acquired pressure ulcers 
- 80% reduction in category 3 and 4 hospital acquired pressure ulcers 

 
3.1.3 Assessment - for Phase I & II   
- 62% reduction category 2 hospital acquired pressure ulcers  
- 43% reduction in community acquired pressure ulcers 
- 47% reduction in category 3 & 4 hospital acquired pressure ulcers  

(76% increase in time between) 
 
The most recent pressure ulcer data indicate that the collaboratives have had a positive impact on reducing 
category 2 pressure ulcers within the participating teams. Furthermore, there has been an improvement in 
the average number of days between category 3 & 4 pressure ulcer events. Teams are being supported by 
divisional directors and the executive sponsor to improve further. A virtual forum called the “Pressure Ulcer 
Cafe” will provide continued support and guidance to teams and outputs will be monitored. Additionally, an 
online Microsoft Teams channel has been created to share data with all of the acute teams involved in all 
phases, and their divisional leaders, who will help to provide direction and support. 
 
To further reduce community pressure ulcers, a ‘clinical community’ launched on 13th October with 6 teams 
from Phases I & II. By using the clinical community model, there will be even more focus on enhancing the 

sharing of knowledge and peer learning through continuous networking.2 
 

 
 
 



 

2 
 

3.1.4 Data   

 
Figure 1 - C Chart to show Cat 2 Pressure ulcers at acute and Clifton, Phases I and II, between 

January 2020 – October 2021 

 
 
Phase I & II acute & Clifton teams have achieved a 62% reduction in category 2 pressure ulcers from pre-
Covid 19 position.    
 
Figure 2 -Time between chart to show cat 3 & 4 Pressure Ulcers at acute and Clifton, Phases I and II, 

between August 2019- October 2021 
 

 

 
 

 
Since January 2021, there have been 5 instances of category 3 and 4 pressure ulcer harm incidents within 
acute and Clifton Phase I and II teams. The teams have seen a 47% reduction in numbers and a 76% 
increase in time between hospital acquired category 3 & 4 pressure ulcer events. 
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Figure 3 - C Chart to show category 2-4 pressure ulcers in Phase II community teams between June 
2019 – Oct 2021 

 
 

Phase I and II community teams have achieved a 43% reduction in category 2-4 pressure ulcers. 

 
3.2   Reduce Preventable Deaths – Identification and Management of the Deteriorating Patient 
 
3.2.1 Executive Sponsor: Joint between Director of Nursing, AHP and Quality and Medical Director 
 
3.2.2 Specific Aims:  
Reduce the number cardiac arrests (outside of critical care units) by 50% by February 2022. 
 
3.2.3 Assessment  
 
Due to the fact that cardiac arrests are relatively rare events, time between run charts have been used to 
display data. There has been a 50% increase in time between events. During the majority of Phase I, the 
Trust had a cardiac arrest rate per 1000 admissions that was below the mean line (5 out 8 months). 
 
To ensure that all participants were able to share their work and learn from others, two summit events were 
held for Phase I of this programme (14th September and 1st October). During these events, stakeholders, 
expert faculty members, team members and CQC visitors were able to view the collaborative summit 
posters. Furthermore, three teams have been preparing videos to share their experiences of taking part in 
Phase I, which will be used to engage more colleagues.  
 
During Phase I, it was highlighted by participants, the expert faculty and learning from other Trusts that 
certain large-scale interventions have a significant potential for improving care of the deteriorating patient. 
For example, using Treatment Escalation Plan (TEP) documents, therefore, collaborative wards continue to 
test the use of TEP documents. It has been found at other Trusts that using TEP documents significantly 
reduce the likelihood of deteriorating patients receiving non-beneficial interventions. 3 Other interventions 
that are being focussed on are the standardised ward round proformas, NEWS2 boards, escalation 
documentation stickers, simulation training and the use of the Trust’s standardised safety huddle template.  
 
Another beneficial change that has been occurring since March 2021, which is currently being scaled up, is 
the way each cardiac arrest occurring in ward areas undergoes a review process. This review is undertaken 
by the Critical Care Outreach Service using the Rapid Evaluation after Cardiac Arrest for Lessons Learned 
(RECALL) proforma which is shared with the ward team to support debriefing, identification of areas for 
improvement and of good practice.  
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3.2.4 Data   
 

Figure 4 - Time between run chart to show the days between 2222 activated Cardiac Arrests VS933 
completed in combined Phase I collaborative acute inpatient areas between January 2020 – October 

2021 

 
 
Combined data for collaborative inpatient teams have shown a 50% increase in the median number of days 
between cardiac arrests.   
 
Figure 5 - U chart to show the rate of adult cardiac arrests per 1000 admissions in the BTH acute site 

from January 2019 – October 2021 
 

 
Phase I of this collaborative occurred for 8 months (February – September 2021). During the majority of 
Phase I, the Trust had a cardiac arrest rate per 1000 admissions that was below the mean line (5 out 8 
months).  
 
3.3 Improve the Last 1,000 days of life: Reducing Fracture Neck of Femur (#NOF) 

 
3.3.1 Executive Sponsor: Director of Nursing, AHP and Quality   
 
3.3.2 Specific Aim (under development):  
70% reduction in the number of fracture neck of femur which occur in identified care homes by March 2022.   
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3.3.3 Assessment:   

 
The programme launched on the 24th of September, with a focus on building strong partnerships with care 
home teams and to gain consensus on the ambitious collaborative aim. Eight care home teams attended 
from across the Fylde coast, baseline #NOF data for these 8 teams has been presented in Figure 6. In the 
first action period, teams will be to be supported to: gain an in-depth understanding of their baseline data, 
learn how to investigate changes in their data, and learn how to investigate statistically significant changes 
that may have occurred prior to the collaborative. Contact with teams has included hourly team coaching 
meetings, which are being held weekly. These meetings are occurring both virtually and face-to-face and 
include: reviewing of teams’ data, discussions surrounding the use of the change package, process mapping 
relating to resident falls and fractured neck of femurs and other uses of QI methodology. 

Early coaching meetings with one care home has already identified that a contributory falls risk is non-
prescribing of walking aids. Lack of assessment and measurement of these aids can be counterproductive 
to resident mobility and the last two falls were attributed to non-prescribed equipment not used as intended. 
In addition to the equipment not fitting correctly residents have no education on the use of equipment.  Out 
of 40 residents only 14 had assessed and prescribed equipment, the remaining 26 had walking aids 
purchased privately by family members or carers. An ‘MOT walking aid clinic’ has been offered to this team 
with documentation to support walking aid assessments and monthly audits. 
 

 Figure 6 - C Chart to show the number of #NOF (Neck of femur fractures) per month from the 8 
collaborative care home teams between January 2019 – September 2021 

 
  
 
4. SAFETY CULTURE PROGRAMME 

 
4.1 Executive Sponsor: Joint between Medical Director & Director of Nursing, AHP & Quality  
 
4.2 Specific Aims:  
This programme is split into ‘patient safety pillars’ based on the aims of the national patient safety strategy, 4 
sections 4.2 – 4.5 highlight the progress of each one. 
 
4.3 Insight 
Preliminary results for the Safety Culture Survey, collected within the Surgery, Anaesthetics, Critical Care 
and Theatres (SACCT) division have been received from AQuA. The results showed that, compared to 
results from other Trusts surveyed by AQuA, within SACCT, the Trust are statistically above average for 
many areas of safety, (see Appendix A). These results are in line with findings from the staff survey over the 
last few years that have shown slight improvements in safety culture, however, the AHRQ Safety Culture 
survey allows to expand on safety culture by looking at 12 different areas of safety culture. Out of these 12 
areas of safety culture, there were six out of 12 areas with higher than average results, albeit only slightly 

higher than average, these included:  
 

• Overall Perceptions of Safety 
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• Organisational Learning – Continuous 
Improvement 

• Communication Openness 

• Feedback and Communication about Error 

• Non-punitive response to error 

• Staffing 
 
No areas of safety culture were below average and the other six areas that were measured were found to be 
average compared to other Trusts, these were:  
 

• Frequency of Event Reporting 

• Supervisor/Manager expectation and actions promoting safety 

• Teamwork within organisational units 

• Organisational management support for patient safety 

• Teamwork across organisational units 

• Organisational handoffs and transitions 
 
The SACCT Triumvirate will be supported to conduct discrete pieces of improvement work within the 
division to understand what it is that makes safety culture better in some areas, and how they can learn and 
scale up positive practices associated with safety culture. The survey will be repeated around March 2022 to 
ensure statistically significant improvements are seen following work undertaken.  
 
4.4 Involvement 
The Safety Movement Group will next meet on the 14th December 2021, participants will be updated on 
each of the Patient Safety Pillars, and then be asked to cascade information back to their teams. The 
Framework for Involving Patients with Patient Safety has been published and the Trust will make plans to 
respond accordingly. 5 
 
4.5 Improvement 
Alongside the QI collaborative programmes described in this report, the Trust is linking to the National 
Patient Safety Improvement Programmes (SIPs), of which there are 5: – Managing Deterioration, Medicines, 
Maternity and Neonatal, Mental Health and Adopt and Spread. The National Patient Safety team have 
highlighted that the activities of all five national SIPs are being currently being reviewed and are on hold due 
to COVID19. 
 
4.6 Inspiration 
The Maternity department continues to test “Learning from Excellence” to capture episodes of excellence. A 
series of promotional awareness events were held on the inpatient maternity areas between 29th Sept-3rd 
Oct. The Patient Safety Specialist and other representation from the trust attended the national Learning 
from Excellence & Civility Saves Lives conference on the 8th October, the Trust had a poster on display 
showcasing the work with the maternity teams (see Appendix B). Learning from Excellence reports were 
included in the Families divisions report that was submitted to the Learning from Incidents and Risks 
Committee (LIRC) meeting held on the 4th October 2021. 
 
5. IMPROVEMENT CAPABILITY  

 
5.1 Dosing strategy 
As per the Trust’s Building Capability Dosing Strategy, that was presented to Board in March, the QI Hub 
have been facilitating various improvement training. At time of writing, 402 staff have received improvement  
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training in the current financial year. It should be noted that the live QSIR programmes (Fundamentals, 
Practitioner and Associate College) remain on hold due to the COVID-19 restrictions, but plans are being 
submitted for resurrection of these 2022 and QSIR Virtual continues. 

5.2 Clinical Quality Academy 
The Clinical Quality Academy (CQA) launched on the 20th October with a 3-day programme for 10 clinically 
led multi-disciplinary teams attending CQA Session 1. Details of the 10 teams and their projects can be 
found in Appendix C. Session 1 was opened by the Trust Chairman, with key note from Ms Maureen 
Bisognano, President Emerita, Senior Fellow and former Chief Executive Officer (CEO) of the Institute for 
Healthcare Improvement (IHI). Ms Bisognano is globally renowned for being an advocate for improvement 
and has suggested she would like to come back again to offer further support and has an interest in how we 
are delivering improvements during the Covid-19 pandemic. Other Trust Executives were in attendance and 
CEO was a speaker on the final day.   
 
The faculty delivered an engaging academic programme which was well received with the majority of the 52 
team members remaining in attendance for the full 3 days. Initial feedback is extremely positive, with 
comments such as “Take away is that transformation of self is where to start”, “Felt like learning a new 
language but so much easier under Prof Mohammed”, “Feel enthused and energised”. Consultants 
explained that they feel grateful to be invested in and supported to do this programme. 

 
5.3 Quality Improvement Projects 
There have been 7 additional quality improvement projects logged by divisions with the QI Hub, since the 
September report. This brings the total of logged projects in 2021 to 81. There may be other QI projects 
within the Trust as projects are only logged when teams wish to share their work or ask for QI support. 

6. RISKS 

 
6.1 Virtual learning sessions 
Due to social distancing restrictions, the teaching and collaborative Learning Sessions continue to be held 
“virtually” using MS Teams.  This deviates from the methodology and may result in less favourable results in 
some cases.  To mitigate this, “Virtual Action Learning Sessions” and individual coaching is offered to teams 
and individuals.  Options for a return to meeting in person will be explored in line with IPC guidance. 
 
6.2 QI Hub team space allocation  
Space allocated for QI Hub team is not fit for business activities that lead to improvement and innovation 
(e.g. space to involve multiple employees, Kaizen suite). To mitigate this, space has been allocated and 
works will be complete by December 2021. 
 
7. FINANICAL AND LEGAL IMPLICATIONS 

 
7.1 Financial Implications 
The business case for funding has been presented and agreed. 
 
7.2 Legal Implications  
There are no legal implications. 
 
8. RECOMMENDATIONS 

 
Trust Board of Directors are asked to consider the matters raised in this report for assurance. 
 
REFERENCES 
1.  Blackpool Teaching Hospitals. Quality Improvement Strategy 2019 – 2022.; 2019. 

2.  Gould LJ, Wachter PA, Aboumatar H, et al. Clinical communities at Johns Hopkins Medicine: an emerging approach to 
quality improvement. Jt Comm J Qual Patient Saf. 2015;41(9):387-AP1. 
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framework-for-involving-patients-in-patient-safety.pdf 

 
 

APPENDICES  
 
Appendix A – Overall Safety Culture Survey results  
 
  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
How to read the chart above: 
 
 

• The blue bars show the proportion of positive scores across all safety culture areas. The higher the 
bar goes, the better.  

 

• The red lines show an average of all similar teams that have submitted safety culture surveys to 
AQuA for each of these culture areas.  

 

• The black lines show the 95% confidence intervals. There is always a degree of uncertainty to these 
results based on the sample size. Statistically we are 95% certain the “true” value for you’re the 
results for the team surveyed lies within these black lines.  

 
If the red line overlaps the black lines, statistically, it is not possible to discern a difference between the team 
surveyed and similar teams who have been surveyed.



 

9 
 

 
 
 
Appendix B - Poster presented at the 4th Annual Learning from Excellence Conference (8th October 2021) 
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Appendix C – Successful CQA Teams 

 
 
 

 
  

 
Clinical Lead 

 
Clinical Quality Academy Projects 

1 Dr Tarek Saba 
Consultant 
Respiratory 
Physician 

Cystic Fibrosis (CF) Digital Service - The Blackpool Adult Cystic Fibrosis service was 
launched in May 2017 and is growing fast. The team will redesign the service around the 
patient needs and aim create the best digital CF service in the UK. 

2 Dr Samuel Guest 
Emergency 
Medicine 
Consultant 

Emergency Department (ED) to Acute Medical Unit (AMU) Pathway – The interface 
between ED and AMU is known to generate incidents that can impact on patient safety.  
The team will improve the handover process between the two areas, with a focus on 
communication. ED plan to scale their improvement working to other areas in the Trust. 

3 Dr Daniel Lokko  
Trust Grade Staff 
Associate 
Specialist (SAS) 
Doctor 

Same Day Emergency Care Centre (SDEC) – The project will focus on establishing a 
sustainable medical ambulatory care service in line with NHSI guidance to improve patient 
flow and ED type 1 performance.  A key element of this project is improved patient 
experience through the whole pathway, working collaboratively with stakeholders and 
having a clearly defined and agreed quality matrix. 

4 Dr Ranjit More 
Consultant 
Cardiologist 

Fast Track for severe symptomatic aortic stenosis - Patients with severe aortic stenosis 
have a poor prognosis (worse than for most cancer patients) and poor quality of life unless 
they have their aortic valve replaced in a timely manner. This project will develop a fast 
track, streamlined referral and management service for patients with severe symptomatic 
aortic stenosis in the Lancashire & South Cumbria region.  

5 Dr Robert 
McDonald 
Consultant 

Standardised Ward Processes – The team will refer to the Royal College of Physicians 
guidance on ‘Modern Ward Rounds’ to develop a structure to the working day and 
practices of a medical and surgical ward with the aim to standardise basic care and 
handover, improve compliance with national audits (e.g., VTE prophylaxis), improve 
patient/relative communications and decrease length of stay. 

6 Mr Steve 
Mannion 
Consultant 
Orthopaedic 
Surgeon 

Virtual Fracture Clinic - Patients presenting to the Emergency Department with traumatic 
injuries who do not require hospital admission will typically, once emergent treatment has 
been provided, be followed up in an orthopaedic fracture clinic. The other group of patients 
attending these clinics are those who have undergone inpatient care after a traumatic injury 
but are then, after discharge, followed up as they proceed through the rehabilitation phase 
of their treatment. The team will work together to design and deliver a new virtual fracture 
clinic, to improve patient experience and reduce non-attendance at clinic appointments. 

7 Dr Alison Seed 
Consultant 
Cardiologist 

Heart Failure (HF) Pathway - Over the last decade a strong multidisciplinary HF team 
based on the Fylde Coast has looked to improve the experience and outcome of every 
patient facing HF. This project will further examine the pre-admission pathway, with a focus 
on reducing the number of patients who need to be admitted to hospital. 

8 Mr Anoop Anand 
Consultant 
Orthopaedic 
Surgeon 

Paediatric wrist and forearm fractures – The majority of paediatric upper limb fractures 
needing manipulation and plaster application are admitted to ward, taken to theatre next 
day and procedure performed under anaesthesia. This involves overnight stays, theatre 
time and difficulties for the children and families. In a 3-year period there were 189 
paediatric patients who went to theatre for manipulation and plaster application alone. The 
team believe that many these patients could have been treated with manipulation at the first 
attendance in A&E and discharged home the same day, with appropriate fracture clinic 
follow up. This project aims to change the process and address system complexity while 
doing so. 

9 Dr Adeline Israel 
Emergency 
Medicine 
Consultant 

Misuse of drugs and alcohol - This project will focus on the patients who misuse 
alcohol and drugs and present with a host of problems in ED. Blackpool has one of the 
highest rates of drug related deaths in the UK. There is an urgent need to address this 
complex problem to save lives and livelihood. The team have experience of interventions 
that will be tested to support these patients. 

10 Dr Jawad Islam 
Consultant 
Urologist 

One stop prostate cancer clinic – Aims to implement a one stop prostate cancer clinic. 
The 62-day pathway for prostate cancer is often not achieved because of the complexity of 
the pathway and the NHS already is moving towards a 31-day pathway. This target can be 
achieved by undertaking the clinic appointment, MRI and the prostate biopsies in one day. 
This will significantly reduce patient waiting lists, avoid wasted days and drastically improve 
the time of diagnosis prostate cancer thereby reducing harm to the patient.  
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Signing up to the North West staff wellbeing programme 

 

Author of Report:  Lee Barnes, Associate Director Staff Wellbeing & Engagement 

Executive Director Sponsor:  Kevin Moynes, Executive Director of HR & OD 
 

Date of Report: 21st October 2021 

Executive Summary (to include, where appropriate, the level of assurance and position on trajectory): 
 
In September 2021, Chief Executives, Chairs, Wellbeing Guardians and Staff Side Chairs were invited to a 
North West workshop to discuss staff health and wellbeing. Attendees were asked to commit to organisational 
actions to enhance and enable holistic health and wellbeing. This report provides the Board of Directors with 
an overview of the pledges and the next steps to support implementation.  
For Information/Assurance: 
 
 
 
 

For Discussion: 
 
 
 
 

For Approval: 
 
 
 
 

Recommendations:  
 
It is recommended that the Board of Directors: 
 

• Note that there has been an improvement in our staff health and wellbeing indicator following the 
progress we have made with our new staff health and wellbeing approach. 

• Support the sign up to the North West wellbeing programme and ethos. 

• Commit the organisation to this programme, pledges and actions within the outlined timescales.   

• Individually commit to participate in the programme by role modelling healthy leadership behaviours 
and demonstrating that an enhancing staff health and well-being lens is applied to all decisions.  

• Agree to receive a draft enhancing staff health and wellbeing enabling plan for sign off at the Board of 
Directors meeting in Jan 2022.  
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4th November 2021 

 
Signing up to the North West staff wellbeing programme 

 
1. Introduction  

 
1.1 The NHS People Plan and People Promise set out actions to support transformation across the whole 

NHS. It focuses on how we must all continue to look after each other and foster a culture of inclusion and 
belonging, as well as action to grow our workforce, train our people, and work together differently to 
deliver patient care. The actions are organised around four pillars: 

• Looking after our people- with quality health and wellbeing support for everyone. 

• Belonging in the NHS- with a particular focus on tackling the discrimination that some staff face. 

• New ways of working and delivering care- making effective use of the full range of our people’s skills 
and experience. 

• Growing for the future- how we recruit and keep our people, and welcome back colleagues who want 
to return. 

 
1.2 The NHS People Promise has come from those who work in the NHS. People in different healthcare 

roles and organisations have made it clear what matters most to them, and what would make the 
greatest difference in improving their experience in the workplace. The below infographic depicts what 
we should all be able to say about working at BTH and across the NHS, by 2024: 
 

 
 
1.3 The National Staff Survey has been identified as the principal way to measure progress across the 7 

themes. Our National Staff Survey position can be seen below: 
 

 
 It can be seen from the above that there has been an improvement on the previous year’s score for the 

health and wellbeing indicator and this is a statistically significant change. However to support our 
continuous improvement approach to staff health and wellbeing it would be of benefit to go further with 
our efforts and sign up to the North West staff wellbeing programme. 

 
 
2. Programme and pledges overview 
 



2 
 

2.1 In September 2021, Chief Executives, Chairs, Wellbeing Guardians and Staff Side Chairs were invited to 
a North West workshop to discuss staff health and wellbeing. During the North West wellbeing workshop 
it was emphasised that across the NHS the historic predominant focus has been on reducing sickness 
absence which is focusing on the 5% not the 95% of our people. The workshop also highlighted it is 
imperative we re-focus and apply a holistic evidence based health and wellbeing approach to have both 
a proactive preventative approach to keep our people safe and healthy along with a compassionate and 
inclusive reactive restorative approach if colleagues become unwell.    

 
2.2 During the workshop each organisation was asked to commit to a set of pledges and actions to help shift 

the emphasis to holistic health and wellbeing by: 

a) Preparing our Board for the change:  

• Why presenteeism is of at least equal importance to sickness absence. 

• Significant policy shift - from a focus on sickness absence to holistic well-being and from rigid 
attendance management to a more person centred & flexible approach. 

• Considerations for ethics, equality, diversity and inclusion - moving away from treating everyone the 
same to more individualised and person-centred approaches. 

• How the approach aligns with embedding a just culture.  

b) Evidencing that well-being is a priority at our Board by: 

• Understanding the well-being of our people and how we are meeting their needs, giving staff a safe 
voice. 

• Showing how a well-being lens is applied to all decisions. 

• Understanding our organisation’s culture, including what has been normalised, taking positive action 
to address the issues and support our People. 

c) Committing to the three NW themes of enabling work: 

• Well-being services that support the 95%. 

• A new person-centred well-being and attendance management policy framework.  

• Leadership development that supports managers in our new approach. 

 
2.3 The timescales and next steps for signing up to the programme are: 

• By the end of November 2021 - Pledges and reflections discussed at the Board of Directors with the 
recommendation of a commitment for the organisation to sign up to the pledges and programme.  

• By the end of December 2021 - Agree our organisation’s enabling health and wellbeing action plan 
via a participative approach with key stakeholders. 

• At the January 2022 Board of Directors sign off the enabling health and wellbeing action plan.  

• Monitor progress at Board and sub-committees on a quarterly basis. 

 
3. Conclusion  

3.1 BTH has made progress with our staff health and wellbeing indicator and has started to shift the focus to 
a holistic evidence based health and wellbeing approach. Further organisational commitment and 
support aligned to the North West health and wellbeing programme will help BTH to continue our 
improvement journey and ambition to meet the people promise for all of our staff.  

 
4. Recommendations 
 
4.1 It is recommended that the Board of Directors support the sign up to the North West wellbeing 

programme and ethos commit the organisation to this programme, pledges and actions within the above 
timescales.   

 



 

Insert organisation logo 

Signed……………………………… 
 
Name………………………………. 
 



Workforce Race & Disability 

Equality Standards
(WRES & WDES)

2021 Results



Overview of Results

WRES 2020/21

• Improved on 7 metrics

• 0 metric deteriorated

• 1 metric requires 
improvement

• 1 metric remains the 
same

WDES 2020/21

• Improved on 5 metrics

• 0 metric deteriorated

• 3 metrics require 
improvement

• 2 metrics remain the 
same



WRES INDICATORS
Indicator 2020/2

1
2019/2
0

RAG
Rating

Narrative – the implications of the data 
and any additional background 
explanatory narrative

1 Number of BAME staff, VSM inc Exec 

Board members and Senior Medical staff 

compared with White staff in the overall 

workforce

943 596 Overall BAME staff in the workforce has 

increased in the last 12 months from 8.35% to 

12.4% and is over representative of the local 

BAME population of 3.3%

2 Relative likelihood of White staff being 

appointed from shortlisting compared with 

BAME staff

0.28 0.26 The likelihood of BAME staff being appointed 

after shortlisting shows a small decrease in 

favour for 2020/21 compare to 2019/20. 

Indicating that the work on ED&I training, 

unconscious bias and other interventions for 

recruiting managers requires further 

improvement.

3 Relative likelihood of BAME staff entering 

the formal disciplinary process, compared 

to White staff

1.4% 1.6% The gap between BAME staff going through the 

formal disciplinary process has decrease in 

2020/21 compared to 2019/20

4 Relative likelihood of White staff 

accessing non-mandatory training and 

CPD as compared to BAME staff

79.7% 85.09% The Trust Learning Management system shows 

3621 accessed non-mandatory training in 

2020/21; 543 were from a BAME background 

and 2886 were White with 193 not stating their 

ethnicity.

This is compared to a total of 130 BAME staff 

accessing training in 2019/20



Staff Survey Indicator 2020 2020/
21
Whit
e

2020/
21
BAM
E

2019/
20
White

2019/
20
BAM
E

Rag 
Rating

Narrative – implications of the data 
and any additional background 
explanatory narrative

5 % Staff experiencing harassment, 

bullying or abuse from patients, 

relatives or the public in the last 12 

months

26.7% 26.6% 28.4% 38.3% For BAME staff the figure has seen a 

reduction from last year

6 % of staff experiencing, 

harassment, bullying or abuse from 

staff in the last 12 months

24.9% 26.7% 27% 35% For BAME staff the figure has seen a 

reduction from last year

7 % of staff believing the Trust 

provides equal opportunities for 

career progression or promotion

88.9% 78.6% 87.6% 72.3% For BAME staff there has been an increase 

from last year

8 In the last 12 months you have 

personally experienced 

discrimination at work from your 

manager, team leader or other 

colleagues

6.4% 13.7% 5.9% 17.8% Although there is a decrease in the number of 

BAME staff experiencing discrimination at 

work; BAME staff are still more likely to 

experience discrimination at work compared 

to White staff

9 Boards are expected to be broadly 

representative of the population 

they serve

67% 6% 68% 6% Our Board remains similar to last year, it is 

broadly representative of the community it 

serves. Further work is required to make the 

Board more diverse. 



WDES INDICATORS

Indicator Overall Staff 2021 2020 Rag
Rating

Narrative – the implications of the data 
and any additional background 
explanatory narrative

1 % of staff in AfC pay bands or medical 

and dental subgroups and VSM inc

Exec Board members compared with 

the percentage of staff in the overall 

workforce

3% 2.8% The percentage of disabled staff in both the 

non-medical and medical workforce is very 

low. It also highlights there is a high 

percentage of the workforce which record as 

either ‘unknown’ or a ‘null’ response

2 Relative likelihood of staff without a 

Long-term condition (LTC) or illness 

being appointed from shortlisting 

compared to disabled staff

4.3% 3.75% RED A figure above 1.00 indicates that t disabled 

person is less likely than a non-disabled 

person to be appointed from shortlisting. A 

figure below 1.00 indicates a disabled person 

is more likely than a non-disabled person to be 

appointed. The Trust is part of the DWP 

scheme and is a Disability Confident Employer 

operating a guaranteed interview scheme for 

disabled applicants who meet the minimum 

criteria.

The Trust was part of the NHS Learning 

Disability Programme pilot

3 Relative likelihood of staff with a LTC or 

illness entering the formal capability 

process compared to non-disabled staff

6% 9% There is a reduction in the number of staff with 

a LTC or disability who entered the formal 

capability process compared to last year



Staff Survey Indicators 
2020

LTC or
Illnes
s
20/21

No 
LTC or
Illness
20/21

LTC or
Illness
19/20

No 
LTC
Or
Illness
19/20

RAG 
Rating

Narrative – the implications of the 
data and any additional background 
explanatory narrative

4a % of staff with a LTC or 

illness experiencing 

harassment or bullying of 

abuse from 

Patients/Service user, their 

relatives or other members 

of the public

32.9% 25.3% 34.8% 27.7%

GREEN

For staff with a LTC or illness 2020/21 

saw a decrease in staff experiencing 

H&B or bullying compared to 2019/20

% of staff with a LTC or 

illness experiencing 

harassment, bullying or 

abuse from managers

16.6% 9.6% 19.4% 10.7% GREEN For staff with a LTC or illness 2020/21 

saw a decrease  in staff experiencing 

H&B or bullying compared to 2019/20

% of staff with a LTC or 

illness experiencing 

harassment, bullying or 

abuse from other 

colleagues

28.4% 18.1% 30.8% 20.4% GREEN For staff with a LTC or illness 2020/21 

saw a decrease in staff experiencing 

H&B or abuse compared to 2019/20

4b % of staff with a LTC or 

illness reporting

harassment, bullying or 

abuse at work

52.2% 49.6% 55.3% 49.7% GREEN For staff with a LTC or illness 202021 

saw a decrease in staff reporting H&B 

or abuse compared to 2019/20





Indicator Overall Staff 2020/21

LTC or 

Illness

2019/20

LTC or 

Illness

Tracki

ng 

Progre

ss

Narrative – the 

implications of the data 

and any additional 

background explanatory 

narrative

9b Has your Trust taken action to 

facilitate the voices of staff with a 

LTC or illness in your 

organisation?

Yes Yes AMBE

R

The Trust has a Staff ED&I 

Ambassador Network 

covering all protected 

characteristics including 

disability

10 % difference between the 

organisation’s Board voting 

membership and its 

organisation’s overall workforce, 

disaggregated:

• By voting membership of the 

Board

• By Executive membership of 

the Board

3% 

disabled

Not 

declare

0%

Total

97%

2.8% 

disabled

Not 

declared

0%

Total

97.2%

AMBE

R No change from last year .

No Board members have 

declared a disability.

Requires investigation and 

clarification.
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Board of Directors 
 

4 November 2021 
 

Corporate Risk Register update (September 2021)  
 
 
 

Author of Report:  Helena Lee, Governance, Risk & Patient Safety Manager 
Louise Cheung, Deputy Director of Quality Governance 

Executive Director 
Sponsor:  

Peter Murphy, Director of Nursing, AHPs and Quality 
 

Date of Report: October 2021 

Executive Summary: 
 

• The Risk Management team continue to improve the management of risks across the 
organisation, with an increased focus on divisional risk review and visibility. 

 

• There are currently 23 risks on the Corporate Risk Register (CRR) Part A and 24 on Part B. 
 

• One new risk has been added to Part A of the CRR in October 2021.  This risk (3533) relates 
to the current Stroke Unit investigation and is currently scoring 20.   

 

• Two new red risks are currently being reviewed for possible escalation to the CRR Part A 
(3611/3612), in relation to incomplete discharges and the loss of the e-discharge system. 

 

• An additional new risk was identified on the 29 September 2021, relating to the risk of staff 
leaving the Trust or needing redeployment if it becomes mandatory for all NHS staff to have 
the Covid-19 and Flu vaccination.  This links to BAF 2.2 and will be reviewed for adding to the 
CRR. 

 

• Two risks have been de-escalated from Part A of the CRR, as they have now been resolved. 
 

  
For Information/Assurance: 
 
 
 
 

For Discussion: 
 
 
 
 

For Approval: 
 
 
 
 

Recommendations:  
For the Board to note the updated Corporate Risk Register (Part A) 

Sensitivity Level: 

Not Sensitive: 
(for immediate publication)  
 
 
 
 
 

Sensitive In Part: 
(consider redaction prior to 
release) 
 
 
 
 

Wholly Sensitive: 
(consider applicable exemption) 
 
 
 
 
 

  

X 

X 



 
 

2 
 

 
Summary of Risks: 
 

1. There are currently 23 risks on Part A of the Corporate Risk Register and 24 on Part B. 

2. The risks within Part A of the CRR are comprised of divisional, departmental, and corporate 
service risks, which, if materialised (in part or full), have the potential to result in significant 
adverse consequences for Staff, Patients, Visitors and the Trust so therefore require executive 
input or overview.  

3. As of 30 September 2021, there were a total of 1915 risks on the Safeguard Risk Management 
System, with 61 requiring review (3.18%).  
 

4. As of 30 September 2021, there were a total of 1072 open actions, with 269 overdue (25.9%).   
 

 
Progress Update: 
 
The Board are asked to note that meetings have been held with the Executive Directors and Risk 
Owners to review and update their risks, and the CRR has been duly updated in October and is 
attached.   
 
The Risk Assurance Meeting (RAM) is now held on a bi-monthly basis and has a high level of 
attendance.  The Terms of Reference will continue to be reviewed, to further refine the process.  The 
next RAM meeting is scheduled for the 3 November 2021. 
 
 
New Risks for agreement to be escalated onto the CRR 
 
One new risk has been added to Part A of the CRR in October 2021.  This risk (3533) relates to the 
current Stroke Unit investigation and is currently scoring 20.   
 
Two new red risks are currently being reviewed for possible escalation to the CRR Part A (3611/3612), 
in relation to incomplete discharges and the loss of the e-discharge system. 
 
An additional new risk was identified on the 29/09/2021, relating to the risk of staff leaving the Trust or 
needing redeployment if it becomes mandatory for all NHS staff to have the Covid-19 and Flu 
vaccination.  This links to BAF 2.2 and will be reviewed for adding to the CRR. 
 
Risks increased and decreased  
 
Two risks have been de-escalated from Part A of the CRR in October: 
 
3096 – There is a risk that Covid-19 continues to increase escalations to critical care, creating a 
backlog of scheduled work including day cases.  This has been removed as the day case unit  is no 
longer used as critical care escalation. 
 
 
3475 – Vacant Divisional Director Post – this post has now been filled. 
 
 
CRR  attached. 
 

Copy of Copy of 

BTH_CRR 6.10.21 - Final .xlsx
 



Last Updated: 29/10/2021 Blackpool Teaching Hospitals

NHS Foundation Trust

Corporate Risk Register

STEP 4 - FOLLOW-UP

Risk of Impact / Consequences

3014 2506, 

2532& 

2512

17.11.20 Quality Information 

Governance

Medical Director There is a risk that the Trust does not 

adhere to records management 

requirements due to the insufficient 

storage space. 

This could cause; damaged folders, 

incomplete records and unable to locate 

records. This could lead to monetary 

penalties, regulatory action due to the 

General Data Protection Regulation 

(GDPR), loss of reputation and reduce the 

quality of care provided to our patients.

(4 x 5)  

20

• Additional storage areas awarded: above old Laundry and Loft 2

• Availability of health record folders is monitored via: KPI's, audits 

and Incident reporting.

• Regular assessment by the Fire Officer and the Health and 

Safety Officer 

• Utilising NHS BSA offsite scanning bureau and other spaces in 

mean time

• Procured a service to scan health records on our behalf in order 

to create space. This procurement is complete and the contract 

has been signed.  

Partially 

Effective/Partiall

y Adequate

(3 x 5) 

15

• Estates working on making Theatres 7 – 10 fit for purpose

• Implementation of the scanning bureau will ease some of the 

storage areas

• EDMS programme in place

18.03.22 (2 x 5)

10

• EDMS roll out is due to be complete by March 2022

• All Medical Records risks are being reviewed to esnure they are 

current and up to date  

3016 2836, 009 

& 2711

17.11.20 Quality Clinical Director of Nursing There is a risk that the Trust may not fully 

comply with the fundamental standards 

required by its license. 

The Trust could be at risk of not meeting 

regulatory requirements and not providing 

the correct level of care for our patients.

(4 x 5) 

20

• Systems and processes in place to enable staff to deliver care 

and treatment in line with the fundamental standards

• Trust’s Quality Improvement Strategy is in progress 

• Deputy Medical Director appointed for professional standards 

• Check and challenge for CQC action plan

Partially 

Effective/Partiall

y Adequate

(3 x 5) 

15

• The Trust will deliver 3 large scale programmes, as described in 

the Quality Improvement Strategy.

     o Elimination of pressure ulcers           

     o Identification and management of the deteriorating patient  

     o Improving the last 1000 days  

     o Safety Culture  

• CQC action plan

• RCP action plan

• HENW Action Plan

• Reports submitted to the SIB on the improvement agenda

• Due to recruit DMD for Public Health expected Q2 21/22

• COAST accreditation visits to the wards and programme 

31.03.22 (2 x 5)

10

• Revising system improvement plan

• Elimination of pressure ulcers – planning for 3rd phase initiated 

which will focus on community settings.

• Identification and management of the deteriorating patient –  

summit will be held in September 2021 & early discussions 

regarding potential phase II initiated.

• Improving the last 1000 days – Expert faculty have been 

recruited and plans are being developed to work with community 

partners. Safety culture Programme - Safety Culture Survey 

launched in SACCT, 267 responses received so far,  Check and 

challenge session for IMPF division held and a number of actions 

on the CQC action plan signed off as complete and evidenced and 

moved to blue.   Agreed at Operations Committee to a further 

review of CQC action plan montioring and evidencing to be 

commenced oist well-led inspection to ensure continuous 

improvement and robust assurance.

2243 2778 02.05.14 Quality Clinical Medical Director There is a risk that the Trust does not 

comply with infection control standards 

leading to hospital acquired and 

nosocomial infections. 

This could result in patient harm and 

regulatory action.

(4 x 5) 

20

•	Policies, procedures, and training sessions are provided for all 

staff

•	Process in place to manage outbreaks and escalation in place 

•	A post infection review process (PIR) is embedded 

•	Monitor of Daily Defined Dosage of antimicrobials and managing 

any supply problems 

•	The Team use ICNet which is designed to assist with the 

management of alert organisms and conditions

•	IPC Team enhanced during Covid and implemented actions in line 

with Covid Guidance 

•	Resource has been allocated for dedicated improvement support 

to work with ward teams 

Partially 

Effective/Partiall

y Adequate

(3 x 5) 

15

• Monthly reports to the Quality and Clinical Effectiveness 

Committee to provide information and assurance 

• A new business case is being developed although no completion 

date has been set 

31.12.21 (2 x 5) 

10

• HENW risk assessment has moved from a Level 2 (Serious) to 

Level 3 (Significant) 

3026 1208, 

1438, 

2833 & 

2764

16.11.20 People and 

workforce

Staffing Director of HR and 

OD

There is a risk that the Trust is unable to 

attract the appropriately skilled and 

representative workforce. Linked to BAF 

2.1 

This has the potential of adversely 

impacting the care provided to patients 

and sufficing the regulatory requirements 

under safe staffing.

(4 x 4) 

16

•	Operations Committee oversight on the action plan inc. attracting 

new talent

•	Working with International recruitment agencies and Health 

Education England on the Global Health Exchange programme

•	International Recruitment programme

•	Workforce panel reviewing if appointments can be converted into 

apprenticeships

•	Agency agreed to cover for gaps in rota

•	Bid approved for funding with ELHT to provide support for working 

carers with NHSE/I

•	People Plan has been socialised

•	Improved staff survey results 

•	Bid successful to help with pastoral support and Objective 

Structural Clinical Examination (OSCE). At present there are 2000 

nurses in post

•	Job Planning Consistency Committee developed to provide 

scrutiny, equity and fairness to all Job Plans

Insufficient (4 x 4) 

16

• Convert locums into substantives staff

• Collaborative bench across ICS and refreshing rates to reduce 

contingent labour

• ICP workforce transformation

• Grow your own scheme

• Planned corporate review of workforce 

• Identify staff for carers passport and legacy mentorship 

programme

• Monitor skills mix through Safe Care tool

31.03.22 (3 x 4)

12

• Team Job Planning meeting guidance and training to match 

service needs and objectives with individual job plans

• Corporate review is in the implementation phase and the 

vacancies are currently in the process of recruitment

• Workforce panels are held weekly.  Total workforce review 

undertaken with Medical Director and Director of Nursing. 

Substantive overseas nursing recruitment drive undertaken.

3038 2778, 

2440, 

2821 & 

1734

17.11.20 People and 

workforce

Staffing Director of HR and 

OD

There is a risk that the Trust could be 

unable to provide the required standards 

of care linked to the national recovery 

programme because of uncertain staffing 

numbers due to post Covid fatigues and 

low levels of staff resilience. Linked to BAF 

2.2

This could have an adverse effect on 

patient care, staff wellbeing and the 

delivery of the service.

(3 x 5) 

15

• Workforce Transformation

• Strategy including; education, training, support, health and 

wellbeing and development plans are in place

• National Wellbeing initiatives in response to COVID pandemic.   

ICS resilience hub for staff facing COVID related trauma or stress.

• Wellbeing apps from NHS England

• IAPT stress awareness training for staff

•	As part of the long-term plan, fit for purpose service 

reconfiguration and new ways of working have been established 

and at system level in the longer term

Partially 

Effective/Partiall

y Adequate

(3 x 4) 

12

• Review COVID guidance on a regular basis 

• National, Regional, and local initiatives

• Health and well-being conversations for all staff as part of 

appraisal process  Review COVID-19 and Flu Vaccination 

Programmes.  Undertake a deep dive into areas where sickness 

exceeds 6%. 

• Behaviour framework 

• Big Conversation ‘listening into action’ sessions 

• Identify candidates to participate in the Shadow Board 

Programme (on hold) 

• Exploring additional options from partners as part of People 

recovery

• Work is ongoing with the Good Governance Institute to look at 

staff across the divisions  

• ICS working group on health and wellbeing national initiatives to 

decide what to retain

• Behaviour Framework is in progress and the Trust are in the 

process of reviewing the values.  Access to 1.6 million wellbeing 

fund.

31.03.22 (2 x 4)

8

• Clinical Psychology Consultant appointed to support the 

workforce wellbeing.  Annual leave being monitored quarterly to 

ensure people are taking time off to recover.  Staff encouraged to 

work from home.

STEP 3 - PLANSTEP 2 - EVALUATE

Current 

Risk 

Rating 

(L x I)

Inherent 

Risk 

Rating 

(L x I)

Target 

Risk 

Rating 

(L x I)

STEP 1 - IDENTIFY

Ref. Date Identified
Risk Category / 

Type

Risk Sub- Category 

/ Type

Accountable 

Director (Risk 

Sponsor)

Risk Description

Linked to 

Part B 
Progress since last updateControls in place 

Assurance  

(RAG) rating for 

the strength of 

controls

Actions to address the risk 
Action 

Deadline

1



3027 2608 & 

2761

17.11.20 People and 

workforce

Staffing Director of HR and 

OD

There is a risk that the Trust is unable to 

retain and sustain the appropriately skilled 

and representative workforce. Linked to 

BAF 2.1 

This has the potential of adversely impact 

on the health and wellbeing of staff, the 

care provided to patients

and it has the potential for reducing 

training and education income into the 

Trust.

(4 x 4) 

16

• Health Education England (NW) action plan

• Workforce Service Improvement Plan

• Health Education England (HEE’s) STAR workforce planning and 

Clinically Led Workforce and Activity Redesign (CLEAR) 

programmes and tools.  All jobs advertised with option for flexible 

working.

• Medical Engagement Scale survey and associated working 

groups

• Accountability and Performance Management Framework

• Job planning activity for doctors

• Piloting the NHS National Leadership Academy High Potential 

Scheme across the ICS

• Workforce Transformation Strategy including education, training, 

support, health and wellbeing and development plans are in place

• North West Regional Trauma Hub

• National Wellbeing initiatives in response to COVID pandemic

Insufficient (4 x 4) 

16

• Monitoring and managing the number of non-medical appraisals 

undertaken and having health and well-being conversations with 

all staff 

• Behaviour framework 

• Big Conversation ‘listening into action’ sessions to be re-

established

• Identify suitable candidates to participate in the Shadow Board 

programme (on hold)

• National, Regional, and local initiatives

• Collaborative working to increase number of students next year

• Ensure employees work at the top of their license

• ICS working group on health and wellbeing national initiatives to 

decide what to retain

• Advert for 100 HCAs 

• Equality and diversity inclusion workshop with BAME clinical 

leaders.  Assurance - Improved staff survey results

• Working carers initiative with ELHT progressing

• Vaccination programme ongoing  

• Charity bid funding for staff rooms and recreational facilities.  

NWLA shadow board programme.

31.03.22 (3 x 4)

12

• Commencement of AHP workforce redesign programme.  

3032 17.11.20 Performance Reputational Executive Director 

of Operations

There is a risk that the Trust could fail to 

deliver the National Access Targets for the 

62 day Cancer Pathway.  Linked to BAF 

4.1 

This has the potential of adversely 

impacting the time taken to diagnosis 

which could lead to poor patient outcomes 

which could have an impact on the 

reputation. This could impact on the 

achievement of National cancer targets, 

therefore, impacting the Trusts financial 

position. 

(4 x 4) 

16

• Local service accountability and reporting with escalation in place                                          

• Weekly – patient tracker list meetings for Cancer and RTT

• Bi-monthly – Cancer Alliance Board 

• Cancer action plan and performance improvement plan in place 

• Bi-monthly - Trust Internal Cancer Board, Outpatient and 

Theatres Efficiency Programme and Efficiency Programme

• Monthly – Integrated care partnership level meetings for planned 

and unplanned care including A&E Delivery Board, NHSI/E 

monthly performance review, System Improvement Board

• Cancer Board terms of reference and membership reviewed        

• Integrated Care System (ICS) transformation programmes for 

theatres, outpatients, and cancer

Partially 

Effective/Partiall

y Adequate

(5 x 4) 

20

• A further review of Cancer action plan 

• Ensure 105% recovery of cancer by monitoring demand to 

ensure its sufficient and flex accordingly

31.12.21 (3 x 4)

12

• Cancer action plan being revised and to be shared at first cancer 

meeting

• H2 guidance received. D&C to be updated

• New weekly cancer performance meeting established to be 

chaired by COO/Deputy COO

3034 165 18.11.20 Performance Reputational Executive Director 

of Operations

There is a risk that the Trust could fail to 

deliver the National Access Targets for 18 

week RTT.  Linked to BAF 4.1

This has the potential of adversely 

impacting the time taken to diagnosis 

which could lead to poor patient outcomes 

which could have an impact on the 

reputation. This could have a negative 

impact on patient flow, capacity and the 

care provided to our patients.

(4 x 4) 

16

• Local service accountability and reporting with escalation in place 

• Outpatient steering group focusing on advice and guidance 

• Green pathways for elective patients agreed and in place 

although impacted due to trauma ward COVID outbreak  

• OPD – steering group membership agreed

• Divisional supernumerary managerial and clinical teams to 

support flow

Elective Orthopaedics restarted in March 2021

•	Bed management reports and performance dashboards created 

and launched 

• IS contract agreed and elective work being transferred                 

•	Orthopaedics has returned to a 12 bedded elective ward 

•	Suitable patients are being sent to our local IS provider and other 

NHS organisations 

Partially 

Effective/Partiall

y Adequate

(5 x 4) 

20

• Deliver Trust part of ICP transformation programme on frailty, 

cancer, and outpatients

• Agreed new waiting list category who have agreed to defer due 

to COVID and exploring whether these can be removed from 

waiting list count - divisions working with clinicians and applying a 

watchful wait if clinically appropriate to continue to defer.

• Demand and capacity modelling

• Divisional and corporate review of flow and discharge

• Working with UCLAN for minor dental surgery as additional 

capacity

• Ensure 105% recovery of cancer by monitoring demand to 

ensure its sufficient and flex accordingly.  Continued focus on 

restoration and acceleration.

30.9.21 (3 x 4) 

12

• Utilisation of insourcing to increase endoscopy and daycase 

capacity

• Review of pre-op assessment processes and capacity to 

increase slots  

• Develop business case for elective theatre at Clifton to provide 

ringfenced orthopaedic capacity  

3036 165 19.11.20 Performance Reputational Executive Director 

of Operations

There is a risk that the Trust could fail to 

deliver the 4 hour and 12 hour targets, 

within the Emergency Department.

 Linked to BAF 4.1

This has the potential of adversely 

impacting the time taken to diagnosis 

which could lead to poor patient outcomes 

which could have an impact on the 

reputation. This could have a negative 

impact on patient flow, capacity and the 

care provided to our patients.

(4 x 4) 

16

•	Oversight and assurance reporting to the Operations Committee 

and Quality Committee

•	Local service accountability and reporting with escalation in place

•	Emergency village: Minors completed, Mental Health assessment 

unit opened, Urgent Treatment centre was co-located with the 

Emergency Department

•	Hospital discharge ward has been established

•	Concentrate on making improvements to discharge pathways

•	Bed management reports and performance dashboards created 

and launched 

Partially 

Effective/Partiall

y Adequate

(5 x 4) 

20

• CSU focus on frailty and respiratory pathways to improve flow 

and length of stay

• Divisional supernumerary managerial and clinical teams to 

support flow                                                                                                        

• Business case to support the expansion of the patient flow team 

has been approved  

30.12.21 (3 x 4)

12

• Recruitment to expand the patient flow team is in progress

• Daily 8am Exec led site call in place with all Divisional and clinical 

leads

• Integrated transfer of care hub established to monitor and 

minimize discharge delays

3094 05.01.20 Performance Reputational Executive Director 

of Operations

There is a risk that the Trust cannot meet 

its required ambulance offloading time 

requirements due to a full emergency 

department.

This could result in reduced patient flow 

affecting quality and timeliness of care, 

reduced reputation and potential 

regulatory action.

(5 x 4) 

20

• Covid and non-Covid split pathways 

• Previous work on footprint and ambulance handover to reduce 

ambulance waits

• Electronic monitoring on Nexus system for ambulance arrivals 

• Standard Operating Procedure at system level has been agreed 

and is in place 

• ED senior clinician to review patients in event of backlog 

• Escalation procedure in place to Patient Flow Matron and on call 

manager

• Ambulance handover discussed and escalated at each flow 

meeting

• Standard Operating Procedure at system level in place 

•	Bed management reports and performance dashboards created 

and launched  

• Ambulance diverts taking place agreed across provider 

collaboration and NWAS                                                                              

• The division have worked with NWAS to produce a SOP to 

ensure full escalation of the ED and agreed a rapid handover 

process to ensure timely offloading of ambulance patients

Partially 

Effective/Partiall

y Adequate

(4 x 4) 

16

• Plans to transfer patient with senior emergency department team 

• Joint Ambulance improvement plan to be created 

31.10.21 (5 x 2) 

10

• Completed SOP in place

2



3095 06.01.20 Performance Reputational Executive Director 

of Operations

There is a risk that our endoscopy 

department continues to suffer delays and 

lack capacity, impacting on our cancer and 

referral to treatment pathways.

This could result in patient harm from 

delays to treatment and regulatory action 

for not adhering to diagnostic standards.

(4 x 4) 

16

• Maintaining P1 and P2 activity including GP fast tracks 

• All referrals clinically triaged and harm reviews for long wait 

patients (45 weeks) 

• Patient Tracker List (PTL) meetings to track cancer waiting lists 

• Nursing for endoscopy at establishment 

• Waiting list initiatives including insourcing sessions for weekends 

• Incentivised shifts for waiting list initiatives is in place 

• Consultant job plans reviewed to increase triage capacity

• Endoscopy trajectory and action plan for recovery including 

national bowel screening programme plan in place                                                                       

•	The incentivised shifts for waiting list initiatives is in place which is 

helping to attract staff     •	Insourcing companies are being used 

Partially 

Effective/Partiall

y Adequate

(4 x 4) 

16

• Recruiting for additional Endoscopes' utilising national campaign 

initiatives 

• Prioritisation in relation to post COVID

• Increase endoscopy capacity and monitor through the endoscopy 

action plan                                                                                   

•	Single patient pathway is being embedded with support of IP

30.9.21 (3 x 4)

12

• Capital provided for increasing estate and department capacity 

including recovery area to better utilise endoscopy (July 2021) 

• Locum Gastroenterologists and a modular build is being 

considered from September 21 

3015 2616 17.11.20 Performance Clinical Executive Director 

of Operations

There is a risk that patients with mental 

health issues will not be seen or treated in 

a timely manner. This is due to a lack of 

capacity to meet the service demands.                                                           

This could result in poor patient experience 

with potential impact on the patients long 

term condition as well as slow patient flow 

impacting on Emergency Department (ED) 

targets.

(4 x 5) 

20

• Performance monitored through the operations committee

• Improvements in place since April 2020 there has been a step-

change in the level of documentation recorded for the escalation 

for these patients’ waits

• Senior clinicians remind doctors during hand over if there are 

patients in the department who need their capacity assessed

• Mental Health delays escalated to gold command by the reginal 

teams 

 Emergency village; Minors completed and Mental Health 

assessment unit opened May 2021

Insufficient (4 x 4) 

16

• Review and monitoring through the Audit Committee as part of 

the internal audit plan and recommendations

• Re-design service provision

• QIP project to be undertaken

31.08.21 (3 x 3)

9

• MHUAC opened August 21

• Utilization of MHUAC to be monitored and review of SOP to be 

undertaken to increase usage  

3037 242 & 

2514

14.11.20 Finance Financial Director of Finance There is a risk that the level of funding the 

Trust is able to generate is insufficient to 

cover the costs of providing services in a 

safe and effective way.

This could result in a further risk that costs 

increase beyond what was planned driven 

by two main factors – shortage of an 

appropriately skilled workforce and / or 

significant changes in the way in which 

services are delivered.

(4 x 5) 

20

• Weekly Cash Action Group, Finance deep dives, Reports on 

variances and forecasts and Medium term financial strategy

• Quality and Efficiency Board 

• Standing Financial Instructions recently updated, Standing 

Orders and Scheme of Delegation 

• System Improvement Plan

• ICP Cost Improvement/Quality Innovation, Productivity 

(CIP/QIPP) programme

• Shareholder Panel

• Articles of Association with Atlas

• Counter fraud strategy

• Capital programme

• Long term plan

• Submit 13 week cash flow forecasts to NHSI&E’s Cash and 

capital Team

• Financial plan completed for 20/21 

Insufficient (4 x 5) 

20

• Financial plan for rest of 21/22

• Develop medium term financial strategy

• Training for all staff on financial management

• To report against the winter plan and include progress against 

recruitment

• Review of the Operational and Clinical Management Structure

• Review the Strategic Estates Infrastructure within the ICS

• Report against the share of resource for COVID in the financial 

forecast

• The Trust will be part of ICS wide provider efficiency programme 

which is currently being developed in conjunction with the Provider 

Collaborative Board. 

• Work with the divisions to ensure they are all working towards 

financial sustainability

• Maximise the planned activity and reduce the emergency 

admissions

• Recruit to substantive posts across the Trust

• Improve negotiations with Commissioners and ICS

• Report income and spend in relation to the Trust's restoration 

plans

30.9.21 (3 x 5)

15

• The Trust received the H2 Planning guidance for the remainder 

of 2021 on the 30th September.  The system plan needs to be 

completed by the 16th November and the Trust plan needs to be 

completed by the 25th November.  The H2 planning work has 

commenced and updates will be provided to relevant colleagues, 

the Executive Directors, Operations Committee and Board of 

Directors in due course.

3039 2531 17.11.20 Finance Cyber Security Director of Finance There is a risk that the Trust could sustain 

a cyber-attack due to the increasing 

sophistication of attacks and failure to 

provide assurance that our IT systems are 

protected. Linked to BAF 3.2

This could have an effect on the delivery 

of services and care provided to our 

patients, financial loss due to fraud, 

regulatory action due to information 

governance breaches and reputational 

damage.

(3 x 4) 

12

• Threat scanning software in place Signed up to national CareCert 

system

• CIO network communications in place to rapidly escalate 

immediate threats

Partially 

Effective/Partiall

y Adequate

(3 x 3)

9

• Trust to seek help on specific issues through NHS Digital team to 

ensure protection from any cyber threat

• Any specific instances must be reported and escalated to the 

senior management

03.11.21 (2 x 2)

4

• Reviewed following a thorough assessment of all associated risk 

. SIDEXIS Dental system at end of life

3065 16.11.20 Finance Financial Director of Finance The Trust is at risk of not understanding 

how effectively the use of resources is to 

provide high- quality, efficient and 

sustainable care for patients. This is due to 

not improving the use of resources 

assessment.

This has the potential to impact the quality, 

efficiency and productivity of the service 

which could result in negatively impacting 

on the financial position.

(4 x 4) 

16

• Tools in place to assess own efficiency i.e. model hospital, 

service line management and right care

• Cost and engagement programme

• Updated audit and Operations committees in previous months

• System improvement financial forecast check and challenge for 

each business case since 2019                                                            

•	Divisional Performance Reviews are conducted quarterly as per 

the performance management accountability framework 

Partially 

Effective/Partiall

y Adequate

(4 x 4) 

16

• Work with the divisions to ensure they are all using the use of 

resources assessment framework, to understand their current 

state

• Work with the divisions ensure they are living in their budgetary 

allocation and delivering their services in the most efficient manner

• Set up a Quality and Efficiency Programme

• Set up monitoring meetings between divisions and ED's

• The Trust is developing a quality efficiency and productivity 

improvement board to be implemented after the peak of COVID 

pandemic                                                                                                              

• Work with the Divisional Directors of Operations to provide 

updates on actions                                                                                          

• Budgetary allocations have been issued to Divisions and their 

budget holders.  A budget sign-off process has been implemented.  

In additonal the Director of Finance is holding a series of meetings 

with Divisons to ensure that there is a full understanding of the 

resources avaulble to them.

31.10.21 (2 x 4)

8 

• The Trust received the H2 Planning guidance for the remainder 

of 2021 on the 30th September.  The system plan needs to be 

completed by the 16th November and the Trust plan needs to be 

completed by the 25th November.  The H2 planning work has 

commenced and updates will be provided to relevant colleagues, 

the Executive Directors, Operations Committee and Board of 

Directors in due course.  A further assessment will be undertaken 

in the coming weeks.

1370 02.03.09 Performance Clinical Executive Director 

of Operations

There is a risk that the Pharmacy's 

Dispensing Robot could fail as the system 

is no longer supported by the company 

(over 10yrs old) and a Capital replacement 

project is required.  

This could have a negative impact on 

medication supply to patients, impacting 

turn-around-time & patient- flow. This 

could then effect the service provided to 

our patients.  

(4 x 4) 

16

•	Service contract provides out of core hours engineer on-call

•	User manual available next to the interface p.c.

•	Twice weekly full system shutdown to ensure the system is 

working to optimum performance

•	Number of Pharmacy staff trained who can manage problems

•	Automation system has an internal UPS allowing 30-40 minutes 

run time in the event of power failure

•	Part packs of some products are available in Dispensary and 

some stock located within 3 satellite Pharmacies

•	Super users can output packs using the emergency output 

function 

•	Purchasing team can purchase packs based on BCP

•	Senior Technicians can manage and prioritise workloads

•	Suppliers of emergency shelving units are identified in the BCP if 

shelving is required

•	Interface system has been upgraded to ARiM web-based system 

allowing greater access for Pharmacy staff 

Insufficient (4 x 4) 

16

• Scenarios or Robot incidents to be written up as guides 

• All pre-preventative maintenance issues to be actioned and 

followed up 

• Business case to be planned for replacement robot 

01.09.21 (1 x 4)

4

• Contractor been on site to review scope and plans

• Escalated to Chief Finance Officer to confirm funding stream for 

a replacement

• Current issues with accountability and were the Robot should sit 

3



3042 17.11.20 Partnership 

Working

Health and Safety Director of 

Strategic 

Partnerships

There is a risk that, due to the ambiguity 

around the number of properties used and 

lack of capacity to meet the demand, the 

infrastructure and facilities could not be 

well maintained or built for purpose.

Linked to Atlas TRPR04 and TRPR12. 

Linked to Part A 005.

This could result in potential financial 

penalties, breach of regulations and/or 

litigation.

(4 x 5) 

20

• Health and Safety and Environmental Assessments and its 

related policies in place

• Liaison has been undertaken with all service leads to identify 

properties in use

• Access ceased with immediate effect to high-risk third-party 

properties 

• All schools have been contacted regarding assurance 

documentation

• Property co-ordinator has been appointed

• Letters issued to CEO’s at LCC and BC regarding assurance 

documents

• Handover procedure document being produced to ensure 

notification of change of use/ new builds etc.

• Meeting held with insurance brokers and current year policy 

renewal being discussed

• Information currently being gathered via the relevant operational 

teams regrading services occupying properties where NHS PS are 

the landlord

• Filing now needs to be kept in the basement

• A big clean-up has been done in the basement and lighting and 

other measures fitted to reduce flooding

Partially 

Effective/Partiall

y Adequate

(4 x 5) 

20

BTH Actions 

• Storage area to be reallocated will also incorporate the scanning 

bureau

Limitations of electrical capacity within Pharmacy is beyond the 

remit of Clinical Support Division

• An assessment into storage including basements must be 

complaint with the HSE regulation

• All sites of storage to be planned for the relevant risk 

assessments in Q3 2021

ATLAS Actions 

•	Set up Property Risk Subgroup

•	Re-circulate copies of the property spreadsheet and email issued 

to all Trust divisional staff & all relevant stakeholders to establish 

an exact list of which properties are used by the Trust

•	Prepare a compliance template for schools to gain documented 

assurance that the required regulatory checks are being 

undertaken

•	Establish List of Landlords

•	Prepare detailed register of leases

•	Prepare contract variation to ensure funding in place

•	Gain a full and detailed understanding of Trust occupancy across 

the various sites

30.09.21 (2 x 5)

10

• Atlas Property Team are now liaising closely with Trust 

operational staff to understand and finalise the NHSPS property 

templates, regarding actual usage/occupancy

• Atlas to work with the Trust to establish formal processes for 

notifying the Trust of non-compliant properties so that relevant 

action can be taken

• Meeting held with Director of Strategic Partnerships and Chief 

Operational Staff, from the Trust to agree focus on 43 NHSPS 

properties

• Dedicated temporary additional resource in the form of a 

Property co-ordinator has been appointed to retrieve the land 

registry. There are issues surrounding this from  financial 

prospective. 

• Several schools have now responded, and access is being 

arranged to Blackpool Council’s database to provide assurance on 

a further 60 schools

3355 26.04.21 Partnership 

Working

Staffing Director of 

Strategic 

Partnerships

There is a risk that there is a lack of 

governance within the divisional structures 

to provide the correct level of assurance. 

This has the potential to impact the 

maturity of the divisions and the divisional 

triumvirates being held to account.

This has the potential to adversely impact 

on finance, quality, performance, and the 

quality of care provided to patients. 

(4 x 4) 

16

•	Blackpool teaching Hospitals have worked with the Good 

Governance Institute to devise a new divisional re-structure

•	Divisional Performance Reviews are conducted quarterly as per 

the performance management accountability framework

•	The divisions hold governance meetings on monthly basis 

divisions governance meetings

•	The divisions are required to report to various committees and 

meetings across the Trust 

Partially 

Effective/Partiall

y Adequate

(4 x 4) 

16

• Positions have been recruited to to ensure the correct level of 

governance 

• GGI are working with the divisions to complete a self-assessment 

31.10.21 (2 x 4)   

8

•	All divisional triumivrate posts now recruited to.  GGI Maturity 

Matrixes all completed.  Divisions have set up/updated their 

governance meetings and divisional boards.  Deputy Medical 

Director for Professional Standards now in post.  Deputy Director 

of Public Health now in post.  AMD for Mortality and Governance 

Interviews taking place 7.10.21

3120 18.02.21 Partnership 

Working

Health and Safety Director of 

Strategic 

Partnerships

There is a risk to the Trust that the Local 

Exhaust Ventilation (LEV) systems and fire 

dampers could cause unsafe levels of 

formaldehyde due to unsuitable fans and 

infrastructure. This could lead to staff 

exposure to formalin.

This could result in significant health and 

safety breaches including an increased 

risk of unsafe levels which has the 

potential to cause harm to staff working 

directly with formalin.

(3 x 5) 

15

•	Histology staff wearing powered respirators where necessary

•	Formalin vapour is monitored on weekly basis 

•	Use of existing downdraft benches where possible 

•	work exposure limits of formalin calculated on annual basis as per 

requirements

•	Weekly airflow checks performed in all relevant areas

•	Fire doors operational, fire extinguishers in place and a weekly 

fire alarm check

•	Full evacuation of laboratory staff to assembly points in the event 

of fire alarm sounding

•	COSHH assessments in place 

•	Compliance checks are carried out each month

•	SOPs and training, competency documents in place for processes 

in laboratories, CL3 room and the mortuary

Partially 

Effective/Partiall

y Adequate

(3 x 5) 

15

• Atlas to review the findings and work closely with Pathology 

• To relocate Histopathology above the mortuary 

28.02.22 (1 x 5)

5

• Risk was last reviewed on 26.09.21, update as follows:

• Architects plans and LEV requirements have been signed off. • 

Asbestos survey took place w/c 26.09.21 for assurance re knock 

through.

• Construction planned to start Sept 21

3317 22.04.21 Quality Clinical Director of Nursing The Trust is at risk of failing to meet the 

Accessible Information Standard (AIS), 

which became a legal requirement in 2016; 

this is due to not providing information in 

different formats to our patients.   

The Trust is at high risk of disability 

discrimination and severe financial loss 

after complaints and claims continue to be 

made about not offering appointment and 

other information in other formats. If the 

Trust continues to take its current stance 

then there is a high possibility of further 

substantial financial claims being made.

(4 x 4) 

16

•	Oversight team in place to monitor and update actions required to 

meet the AIS

         o	The oversight team includes heads of informatics, HR, 

Patient Experience, Legal, Operations and Programme 

Management. 

Insufficient (4 x 4) 

16

• PMO have been selected to raise awareness at a service level 

around the AIS, ensuring that clear visual stickers / alerts are 

placed on the patients’ medical notes, hardcopy and electronic.  

They are also putting a training package together for staff to 

collect, record and utilise information in generating patient 

correspondence. 

• Informatics are liaising with neighbouring Trusts and primary care 

services to understand how they meet the AIS requirements

• Patient Experience has worked with N-Vision and sent a comms 

out to 2000 people with a visual impairment to see if they would 

like a VI flag placing on their record

31.10.21 (2 x 4)

8

• There has been a business case and 2 companies (Healthcare 

Corp and Synertec) have bid for the work in July and August 2021.

• Awaiting confirmation whether either option has been financially 

approved

• At present we need a minimum of 48 hours to produce Braile (A 

company in Liverpool) and if partially sighted Blackpool council can 

produce Tactile letters.

5 31.10.18 Partnership 

Working

Health and Safety Director of 

Strategic 

Partnerships

There is a risk that the Trust could 

encounter total loss of Pathology service 

due to age (>50 years old) of electrical 

components & lack of electrical capacity in 

Pathology. 

The loss of service would have a 

significant impact on the Trust's ability to 

deliver emergency and critical care which 

would increase risk of patient harm or 

mortality. 

(4 x 5) 

20

• Escalated to the Divisional Performance Review Meeting  

(August 20)

• Contingency plans in place at neighbouring laboratories & with 

POCT devices

Insufficient (4 x 5) 

20

• Explore opportunity to improve electrical capacity in current 

location or review possibility of alternative solutions

• To work with Atlas to understand immediate and long-term 

mitigations for Pathology electrics and to create an action plan to 

treat the risk 

•	Liaise with Atlas every time a new piece of equipment requires 

installation & also had to extend into adjacent area to 

accommodate new Covid testing platforms

31.10.21 (1 x 5)

5

• Awaiting written feedback & meeting from Atlas on how to 

proceed

• The risk is unlikely to be reduced until Histology has been re-

located (end of Q3) 

3516 26.05.21 Performance Financial Executive Director 

of Integrated Care 

and Performance 

There is a risk that the Trust could not 

achieve the acceleration plan. This has the 

potential to adversely effect the Trust from 

a financial perspective, a reputational 

impact and a risk to patients due to long 

waits. 

Failure to achieve the activity levels in the 

accelerator plan may result in a financial 

risk to the organisation as costs may be 

incurred but income not received in the 

event of non-achievement.  There will also 

be a reputational risk to the Trust and a 

risk of patient harm if long waiters remain.

(3 x 4)

12

•	Weekly monitor of the restoration numbers, but respective 

(previous week/month) and prospective - next and following week / 

month.

•	Reporting to Executives, Operations Committee and Board.

•	ICS level working on delivery - system approach.

•	Process for mutual aid in place.

•	Further improvements in weekly retrospective and prospective 

reporting.

•	Weekly monitoring against initiatives and them coming on line / 

delivering.

•	Weekly meetings with the procurement team in relation to 

insourcing and outsourcing activities.

•	Weekly discussion at system level - COOs, ECRG etc.

•	Weekly meetings with DDOPs and monitoring of RTT waiting 

times.

•	Escalation process in place for potential cancellations of 

restoration activities

•	ED System improvement plan in place - aim to maintain bed 

occupancy levels to allow elective inpatient activity to continue

Partially 

Effective/Partiall

y Adequate

(5 x 4)

20

• Modular endoscopy and modular theatre being explored. 31.10.21 (3 x 4)

12

• Insourcing for surgery has commenced.  Progressing the 

escalation plan for winter and have begun to action some 

initiatives as part of the winter plan.  Discussions commenced with 

system leaders regarding the high volume of patients not meeting 

the criteria to reside due to capacity issues for care 

packages/placements.  Working across the system to secure 

mutual aid for our long waiting patients - 104 week waiters.  

• Refining plans for the remainder of the year in line with National 

requirements for H2.

4



3533 21.07.21 Quality Reputational Director of Nursing There is is a risk to operational reputation 

and patient confidence with regards to 

potential prosecution following the Stroke 

Unit investigation.  

Negative impact on reputation with local 

community, patients and staff.

Negative impact on ability to recruit staff to 

stroke unit and wider trust.

Increased likelihood of regulatory 

actions/criminal proceedings.

(4 x 5) 

20

•	Support given from Senior Divisional Triumvirate and Exec Team 

to the Departmental Triumvirate.

•	COAST accreditation introduced to bedded divisions to ensure 

that standards are set and maintained

•	Establishment of hub to centrally coordinate any CQC response 

to police enquiries.

•	NHSI review chaired by Regional Medical Director, significant 

improvement from the 2019 to the 2020 review.

•	Engaged with CQC & Police to provide comprehensive and timely 

response

•	Open and honest communications with staff, and wider 

community

•	Individual clinical risks well managed within Stroke Unit

•	Mortality rate data is now as expected

•	SSNAP data has moved from an E to a high level B

•	Current Coast Assessment Score is Gold and associated action 

plan in place.

•	Very experienced legal team supporting the Trust in response to 

investigations

Effective (4 x 5) 

20

• Robust communication strategy to be developed in preparation 

for organisational response to the outcome of both investigations

• Director of Nursing, AHPs and Quality & Medical Director 

reviewing all the PACE CQC investigation response.

10.10.21 (1 x 5)

5

• Escalated to CRR - new risk.  Majority of PACE response now 

reviewed.

5
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Board of Directors 

4 November 2021 

Board Assurance Framework 

 

Author of Report:  Mrs A Bosnjak-Szekeres, Director of Corporate Governance 

Miss K Ingham, Acting Head of Corporate Governance 

Executive Director 

Sponsor:  

Professor N Latham, Deputy Chief Executive 

Date of Report: 27 October 2021 

Executive Summary (to include, where appropriate, the level of assurance and position on 

trajectory): 

• No additional risks have been added to the Board Assurance Framework (BAF) 

• Although there have been no changes to the risk scores for the BAF risks since the last report 

to the Board, progress has been made with many of the actions and some actions have been 

completed and moved across to the controls/assurance sections. 

• In the refreshing of the Corporate Risk Register, the BAF has also been updated to reflect this 

where appropriate at a strategic level. 

• The Board Assurance Framework has continued to be used as a tool to drive the Committee 

agendas, with updates in the BAF reflecting committee papers. 

 

The Board is asked to: 

• Note the latest updates to the Board Assurance Framework (highlighted in Green)  
For Information/Assurance: 

 

For Discussion: 

 

For Approval: 

 

Recommendations:  

1. The Board is asked to discuss the suggestion to incorporate BAF risk 5.2 (There is a risk that 
the Trust’s systems and processes are unable to support the transformation in clinical 
services and business functions that emerge from more integrated working) into the other 
BAF risks where appropriate and remove this risk from the framework.  The rationale for this 
is that BAF risk 5.2 was included on the BAF as a result of the Divisional restructure work that 
was undertaken earlier in the year and has now been completed.  

2. The Board is asked to note the report including the changes to the BAF since the last update 
and the progress made in the utilisation of the BAF in driving the business of the 
Committees.  

3. The Board is asked to approve the revisions made to the document as recommended by the 
Board Committees.  

  
Sensitivity Level: 

X X X 
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Not Sensitive: (for 

immediate publication)  

 

Sensitive In Part: (consider 

redaction prior to release) 

 

Wholly Sensitive: (consider 

applicable exemption) 

 

 

X  
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Context 

1. This paper is the latest version of the Board Assurance Framework following the review by the 

Operations Committee on 30 September and 28 October 2021 and the Quality and Clinical 

Effectiveness Committee on 28 September and 26 October 2021. 

2. The BAF will remain an item on Committee agendas each month, supporting a focus of agenda 

items and papers.  

3. No additional risks have been added to the BAF since the last report to the Board. 

4. Although there have been no risk score movements since the last Board report on the BAF, 

progress has been made with many of the actions. 

5. In the refreshing of the Corporate Risk Register, the BAF has also been updated to reflect this 

where appropriate at a strategic level. 

 

Recommendations:  

6. The Board is asked to discuss the suggestion to incorporate BAF risk 5.2 (There is a risk that 

the Trust’s systems and processes are unable to support the transformation in clinical services 

and business functions that emerge from more integrated working) into the other BAF risks 

where appropriate and remove this risk from the framework.  The rationale for this is that BAF 

risk 5.2 was included on the BAF as a result of the Divisional restructure work that was 

undertaken earlier in the year and has now been completed.  

7. The Board is asked to note the report including the changes to the BAF since the last update 

and the progress made in the utilisation of the BAF in driving the business of the Committees.  

8. The Board is asked to approve the revisions made to the document as recommended by the 

Board Committees. 
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Strategic Priorities/ 

Domain 

Strategic Risks Assurance Committee 

 

Risk Score and Profile 

Initial 

Risk 

Score 

Current 

Score 

Target 

Score 

Risk 

Movement 

Since last 

Board 

Risk Appetite 

Quality and Clinical 

Effectiveness 

1.1 There is a risk that the Trust does not meet 

fundamental standards of quality and care, does 

not learn from poor performance and does not 

continuously improve, resulting in patient harm 

and reputational damage. 

• Quality and Clinical 

Effectiveness Committee  

• Audit Committee 

20 15 10 none The Trust has an OPEN risk appetite for risk, which balances the delivery of 

services and quality of those services with the drive for quality improvement 

and innovation. 

The Trust has MINIMAL risk appetite for any risk which has the potential to 

compromise the Health & Safety for patients, staff, contractors, the general 

public and other stakeholders, where sufficient controls cannot be guaranteed. 

We have a SEEK appetite for some financial risks where this is required to 

mitigate risks to patient safety or quality of care. We will ensure that all such 

financial responses deliver optimal value for money. 

People and 

Workforce 

2.1 There is a risk that the Trust is unable to 

attract, recruit and sustain appropriately skilled 

and representative workforce. 

• Quality and Clinical 

Effectiveness Committee 

• Operations Committee 

16 16 12 none We will value our people and equip them with the skills to provide the right 

care. However, we recognise that to achieve our necessary workforce 

objectives in terms of recruitment, training and culture, we need to have a SEEK 

appetite towards finance, innovation, reputation and compliance. Such actions 

and decisions would be subject to rigorous assessment and be signed off by the 

Board. 

2.2 There is a risk that the Trust fails to foster, 

grow and continuously nurture the right culture 

where everyone feels they belong, safe, healthy 

and well 

16 12 9 none 

Finance  3.1 There is a risk that the level of funding the 

Trust is able to generate is insufficient to cover 

the costs of providing services in a safe and 

effective way. There is a further risk that costs 

increase beyond what was planned driven by 

two main factors – shortage of an appropriately 

skilled workforce and / or significant changes in 

the way in which services are delivered (e.g. due 

to the need for social distancing).  

• Operations Committee  20 20 12 none The Trust has an OPEN risk appetite for any risk which has the potential to 

reduce of cost base. 

We have a SEEK appetite for some financial risks where this is required to 

mitigate risks to patient safety or quality of care. We will ensure that all such 

financial responses deliver optimal value for money. 

3.2 There is a risk that the Trust’s digital systems 

and processes are unable to support clinical 

services and business functions  

15 15 8 none 
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Strategic Priorities/ 

Domain 

Strategic Risks Assurance Committee 

 

Risk Score and Profile 

Initial 

Risk 

Score 

Current 

Score 

Target 

Score 

Risk 

Movement 

Since last 

Board 

Risk Appetite 

Performance 4.1 There is a risk that the Trust is unable to 

manage demand caused by, insufficient 

resources, volume of attendances and referrals 

as well as fundamental process issues resulting 

in an ability to meet the regulatory 

requirements as required by the NHS 

Constitution and the potential of patient harm 

or reduced patient outcomes.  

• Operations Committee 20 20 12 none We will deliver the right care, at the right time, and in the right place for our 

patients. To achieve this, we will need to have a CAUTIOUS appetite towards 

financial decisions, regulatory compliance and innovation. However, we will 

have a SEEK appetite towards our reputation as an organisation. 

The Trust has MINIMAL risk appetite for risks which are non-clinical but 

affecting the day-to-day services the Trust provides. 

Partnership 

Working 

5.1 There is a risk of a lack of timely and 

effective integrated solutions emerging from 

system development and ICP modelling 

• Operations Committee 16 16 9 none The Trust has a MINIMAL risk appetite for risk, which may affect the reputation 

of the organisation. 

We will work with all our partners, including patients and the public, to deliver 

our strategy. We consider the risks associated with innovation, creativity and 

clinical research to be an essential part of the Trust’s risk profile. Our appetite 

for risk in this area will be SEEK in order to maximise the opportunities to 

improve patient outcomes and the Trust’s sustainability. A decision to take this 

level of risk would be based on a rigorous assessment and a review of the 

robustness of the controls and would require support of the Board. 

We will collaborate within the provider collaborative, integrated care system, 

integrated care partnership as well as with local authorities, our other partners 

and other care providers to prevent ill health, plan and deliver services that 

meet the needs of our local population and deliver operational and NHS 

constitutional standards. In this regard our risk appetite is CAUTIOUS. 

The Trust will AVOID any risk which has the potential to compromise data 

security. 

5.2 There is a risk that the Trust’s systems and 

processes are unable to support the 

transformations in clinical services and business 

functions that emerge from more integrated 

working.  

• Quality and Clinical 

Effectiveness Committee 

 

16 16 12 none 
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QUALITY AND CLINICAL EFFECTIVENESS 

ACCOUNTABILITY: 
Lead:  Executive Medical Director and  
 Executive Director of Nursing, AHP and Quality. 

Committees:  Quality and Clinical Effectiveness Committee 
  Audit Committee 

Risk Appetite:  The Trust has an OPEN risk appetite for risk, which balances the delivery of services and quality of those services with the drive for quality improvement and innovation 
   The Trust has MINIMAL risk appetite for any risk which has the potential to compromise the Health & Safety for patients, staff, contractors, the general public and other stakeholders, where sufficient 
   controls cannot be guaranteed. 
   We have a SEEK appetite for some financial risks where this is required to mitigate risks to patient safety or quality of care. We will ensure that all such financial responses deliver optimal value for 
   money. 
Principal Risk Key Controls Potential Sources of Assurance Gaps Action, Timeline and Progress 

Risk There is a risk that the Trust does not meet 
fundamental standards of quality and care, does not learn 
from poor performance and does not 
continuously improve, resulting in patient harm and 
reputational damage. 
 
Impact 
Patient harm 
Reputational damage 
 
 

Risk Score 

Initial Current Target 

20 
5 Impact  
4 Likelihood  

15 
5 Impact  
3 Likelihood 

10 
5 Impact  
2 Likelihood 

 
 

Risk Score Trend 
 

—   No Change  

⇧ Score Increased 

⇩ Score Decreased 
 

Last update 
(September) 

Current 
(October) 

—  — 
 

• Systems and processes to enable staff to deliver care and treatment in line 
with the fundamental standards, in order to deliver on the three quality 
aims as outlined in the Trust’s Quality Improvement Strategy: 

 
o Reducing preventable deaths 
o Reducing avoidable harm 
o Improving the last 1,000 days of life 

 

• System Improvement Plan has been submitted to the System Improvement 
Board (SIB) that includes all Care Quality Commission (CQC) actions which 
will be monitored by the Quality and Clinical Effectiveness Committee 
(Q&CE) and through CQC Engagement Meetings.  
 

How effective overall these controls are (tick one)?  

 Effective 

✓ Partially Effective 

 Insufficient 
 

Internal 
- Whole Health Economy Infection Prevention 

and Control Committee (WHIPC) 
- Antimicrobial Governance Committee 
- Mortality Governance Committee 
- VTE Committee 
- Blood Transfusion Committee 
- Assurance via reports to the Q&CE 

Committee including: 
o Patient stories 
o Quality dashboard 
o Harms Report 
o Serious Incident/Duty of Candour Report 
o Safe staffing Reports 
o Learning from Deaths Report 
o Clinical Audit Reports 
o National Confidential Enquiry into 

Patient Outcome and Death Reports 
o National Safety Standards Invasive 

Procedures Report 
o Medical Engagement Survey updates 
o Ward and Community Team 

Accreditation Programme  
o Pressure Ulcer Collaborative  
o Care of the Deteriorating Adult 

Collaborative 
o Fractured Neck of Femur (FNOF) 

Collaborative launched 
o Clinical Quality Academy launched 

October 2021. 
o Dissemination of learning to staff from 

newsletters  
o Patient Safety Walkabout Summary 

reports on a quarterly basis 
o Quarterly divisional reviews 

- Medical Examiners office fully functional and 
from March  

- Safety at a glance information boards rolled 
out to all clinical areas.  

- Strategic objectives and strategic risks 
updated following the Board workshop in 
October 2020 

- Royal College of Physicians (RCP) action plan 
is incorporated into the Fylde Coast 
Respiratory Board.  

- Infection, Prevention and Control (IPC) 
Board Assurance Framework (BAF) at Trust 
and divisional level and checklist audits. 

- Monthly report on infection control to Q&CE 
Committee highlighting board to ward 
approach. IPC BAF version 1.4 submitted to 
NHSE/I.  

• Reoccurring themes in serious incidents such 
as poor documentation and record keeping.  
Thematic review through the Incident Panel 
scheduled in October 2021. 

• Quality improvement programmes are being 
undertaken virtually due to Covid-19 
restrictions 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

• Regulatory breaches per the CQC inspection 
report including person-centred care, safe 
and caring, equipment and premises, good 
governance, staffing. 

 
 
 
 
 

• High bed occupancy levels 
 
 
 

 

• Delivery and implementation plan for the three 
quality aims in the Trust’s Quality Improvement 
Strategy: 
Reducing preventable deaths - Phase 1 for improving 
identification and management of the deteriorating 
patient summit took place in September with 9 teams 
engaged. We are now observing a 50% increase in 
days between cardiac arrests, full evaluation 
underway and review of the evidence-based change 
package. The Trust has appointed an Associate 
Medical Director for Mortality Governance and 
Clinical Audit (4PA’s).   
Reducing avoidable harm - Pressure ulcer 
collaborative results continue to show sustained 
improvement. The participating bed-based teams 
have seen a 62% reduction in category two pressure 
ulcers, a 47% reduction in numbers and a 76% 
increase in time between hospital acquired category 3 
& 4 pressure ulcer events. There has been a 43% 
reduction in community acquired pressure ulcers. 
Work continues in all areas to improve further. 
Improving the last 1,000 days of life – Following 
Board approval the programme launched September 
with 9 care home teams.  The first test phase will 
focus on reducing fracture neck of femur in care 
homes, working in partnership with system 
stakeholders. 

• Safety Culture Programme – Safety Movement Group 
are meeting regularly to support the measurement 
strategy (insight) and co-create a syllabus of activities 
to improve the safety culture (involvement).  A Safety 
Culture survey has been completed and results are 
currently being analysed.  Preliminary results for the 
Safety Culture Survey, collected within the Surgery, 
Anaesthetics, Critical Care and Theatres (SACCT) 
division have been received from AQuA. The results 
showed that, compared to results from other Trusts 
surveyed by AQuA, within SACCT, the Trust are 
statistically above average for many areas of safety. 

• Clinical quality academy is launching on the 20th 
October with 10 clinically led multi-disciplinary teams 
attending. The Trust have partnered with UCLan to 
provide CPD points for participants and guest 
lecturers are leaders in the field of improvement 
science from UK and overseas.  There are 9 learning 
events and teams will be supported during action 
periods to deliver projects that link to the Trust 
aspiration to achieve “no harm”. 

• In relation to the CQC action plan, 227 of the 229 
actions from the 2019 plan have been completed 
(99%).  Of the 50 actions from the January 2021 
inspection 43 have been completed (86%).  
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- Regular updates on nosocomial work to 
executives weekly, Q&CE Committee 
monthly and Board bi-monthly  

- Mortality Governance Committee 
- Mortality Reduction Programme and 

Learning from Deaths 
- Clinical Strategy version 1.9 gone through 

New Hospitals Plan, discussed at Informal 
Board in April 2021. The Board received a 
briefing update on Clinical Strategy 
Development on 6 May 2021. 

- Completion of RCP action plan by end of Q4, 
revised date for completion by Q2 2021/22. 
The Respiratory Programme Board monitors 
the action plan going forward and reporting 
through to the ICP 

- Governance process for the Emergency 
Village is driving the clinical developments.  

- Ongoing Mortality Reduction programme 
with NHSI.  With one of the key actions 
being improved learning from deaths. A 
Mortality App has been developed and is in 
use, this is supported by NHSE/I.  Training 
for Structured Judgement Reviews (SJRs) has 
taken place and the process commenced.   

- Mass roll-out of vaccination programme (see 
BAF 2.1).  Ongoing LAMP testing programme 
also in place. 

 
 

External 
- System Improvement Board 
- CQC visits and reports 
- NHSI reports 
- Friends and Family Test 
- Inpatient survey 
- Quality Surveillance of tertiary services in 

relation to specialised commissioned services 
- The Trust SHMI was a persistent outlier. The 

Trust is now consistently within statistically 
normal limits and focus is on clinical sub-
groups that are outliers. 

- HEENW Review completed final report 
received and risk status improved. 

- GMC Doctors in Training Report 
 

 
 
 
 
 
 
 
 

• Patient safety visit learning to be compiled. 

• Using lamp staff screening not been able to 
roll out to extent of infection control 
standards. Improvements made in numbers 
of staff enrolled and reliability over the last 
month. Currently at around 50% of staff 
taking part.  A new version of LAMP testing 
software is being released in the coming 
week (as at 18.10.2021) 

• Latest HEENW report maintains focus on 
acute medical take and Acute Medical Unit 
(AMU)  

 

• Simplified assessment forms. E-Prescribing (EpR) 
coming into place pilot commencing in Cardiac Care, 
training rolled out (see BAF 3.2).  Implementation 
delayed into Q4 of 2021/22 due to a software update.  

• To date (18.10.2021) 85 COAST visits have taken place 
(since 5 January 2021) with 45 areas having now been 
visited. All adult inpatient areas and the Emergency 
Department have received at least one assessment 
with non-inpatient areas, theatres and critical areas 
now being included in the scheduled assessments 
during Q3 and Q4 2021/2022.  There are 22 Gold, 20 
Silver and 3 Bronze areas. The first area to achieve 
Gold was reassessed during October 2021 and they 
were successful in maintaining this standard. The 
COAST PATH peer assessment tool continues to be 
used and the implementation of this in community-
based services is currently being developed. 
Supportive visits by the COAST team have continued 
during Quarter 2 with shared learning also taking 
place at the weekly COAST learning forum. 

• Developed Senior Support and Sharing leadership 
visibility templates to support services walkabouts 
which have re-commenced in June 2021 and are being 
facilitated.  They take place on alternate weeks, 
including across Community Services. Regular 
informal walkabouts take place with Executive 
Medical Director, Executive Director of Nursing, AHP 
and Quality in person and also take place through MS 
Teams.  Enhanced walk rounds including NEDs and 
Governors will recommence as COVID restrictions 
allow. Being undertaken and collating themes for 
inclusion in plans. 

• Key work is undertaking modified Structured 
Judgement Reviews (SJRs) regarding patients with 
nosocomial infections. Reporting will take place 
through the Board at its closed session on 4 
November 2021. 

• Agreement at SIB to re-run the Medical Engagement 
Survey (MES) in Q1/2 of 2022/23. Update provided on 
8 July at SIB 

• Patient Safety Walkabouts – process agreed for 
executive, non-executive and governor safety 
walkrounds, which have re-commenced in 
September.  
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PEOPLE AND WORKFORCE 

ACCOUNTABILITY: Lead – Director of Human Resources and Organisational Development Committee – Quality and Clinical Effectiveness Committee and Operational Committee 

Risk Appetite:  We will value our people and equip them with the skills to provide the right care. However, we recognise that to achieve our necessary workforce objectives in terms of recruitment, training, and  
   culture, we need to have a SEEK appetite towards finance, innovation, reputation, and compliance. Such actions and decisions would be subject to rigorous assessment and be signed off by the Board. 

Principal Risk Key Controls Potential Sources of Assurance Gaps Action, Timeline and Progress 

Risk 
There is a risk that the Trust is unable to attract, recruit 
and sustain appropriately skilled and representative 
workforce 
 
Impact 
Staff motivation and morale 
Poor patient care 
Sustainability and delivery of services 
 

Risk Score 

Initial Current Target 

16  
4 Impact 
4 Likelihood 

16 
4 Impact 
4 Likelihood 

12 
4 Impact 
3 Likelihood 

 

Risk Score Trend 
 

—   No Change  

⇧ Score Increased 

⇩ Score Decreased 
 

Last update 
(September) 

Current 
(October) 

— — 
 

• Tea and Toast Induction with Executive Directors for all new starters 

• Employee Engagement Sponsor Group established in Q2 2021 

• 100 x Health and Wellbeing Champions appointed (Sept 2021) 

• Well Team established  

• Appointment of a joint Mediation Coordinator with ELHT 

• Funding received from NHSE/I to support the Trust to become a 
carer friendly workplace 

• Development and implementation of an internal transfer policy 

• Monthly Wellbeing Directory published 

• National 3-year CPD funding programme for nurses and AHP’s 

• Covid-19 and flu vaccination programme 

• Introduction of Health and Wellbeing conversations 

• Monitoring of annual leave taken each quarter to ensure people are 
taking time off to recover 

• Appointment of a Clinical Psychology Consultant to support the 
workforce wellbeing 

• Establishment of the multi-disciplinary Attract, Retain and Talent 
group 

• Trust commitment to support the NW regional ‘Support the 95% of 
the workforce who remain in work’ programme 

• WRES 202 identifies an improvement in 7 out of 9 indicators 

• Health Education England (HEE’s) STAR workforce planning and 
Clinically Led Workforce and Activity Redesign (CLEAR) programmes 
and tools 

• Compassionate Leadership and Just Culture strategies presented at 
the January Board. Implementation plan in progress. 

• Inviting staff identifying as future senior leaders via the succession 
planning process to participate in the Senior Collaborative 
Leadership programme 

• Trust values and behaviours framework 

• Medical Engagement Scale survey and associated working groups 

• Close monitoring of disciplinary and grievance cases 

• Trust appraisal process 

• Close partnership working with Staff Side colleagues  

• Big Conversation ‘listening into action’ sessions 

• NHS North West Leadership Academy (NWLA) Shadow Board 
programme 

• Trust succession planning and talent management processes 

• Quarterly People Pulse surveys 

• Employee Assistance Programme for all staff to access 

• Occupational Health services including self and management 
referrals for counselling and MH practitioner support fully recruited 
to 

• National Wellbeing initiatives in response to COVID pandemic 
including access to nationally funded wellbeing apps 

• IAPT stress awareness training for staff 

• Staff encouraged to work from home 

• Wobble rooms for staff to relax 

• Trust’s Leadership Development programmes 

• Access to ICS health and wellbeing £1.6 million funding bid 

• ICS Resilience Hub for staff facing COVID related trauma and stress 

• ICS Violence Reduction programme 
 

Internal  

• Annual & Quarterly Guardian of Safe Working 
Report. 

• CQC Action plan on engagement and culture 
change. 

• Recruitment dashboard in place with Statistical 
Process charts. 

• Growing for the future Trajectories. 

• Monthly safer staffing report to Operations 
Committee. 

• Regular audits on returns to work. 

• Recruitment, retention, and re-design plans. 

• Conversion rate of internal recruits. 

• Divisional Performance reviews re-instated 
(assurance process re agency spend). 

• Pastoral support team implemented, and they 
work with the Trust’s Professional 
Development Sisters to support the overseas 
nurses qualify into RCN registered nurses. 

• 87 nurses passed OSCE in May and once PIN 
numbers are issued will commence in post. 

• Local People Board and Workforce Planning 
Group set up for ICP and ICS.  Meetings are bi-
monthly. 

• Substantive Chief AHP in post. 

• Deputy Director of Nursing in post. 

• Tertiary divisions have been recruited to (3x 
Deputy Director of Operations appointed and 
have started in post (internal candidates and 
are already acting into the posts). 

• Substantive Executive Director of Finance now 
in post. 

• 100 Health Care Assistants recruited to the 
Trust Bank following recruitment drive, this is in 
addition to the normal bench recruitment. 

• Medical Workforce Committee and Divisional 
Medical Recruitment and Retention/Roster 
meetings have been put in place and 
commenced in September 2021.   

• Deputy Director of Quality Governance 
recruited and in post. 

• Newly appointed CEO in post from 20 
September 2021. 

 
 

External 

• National Staff survey results – improvement 
in overall results 2020. 

• Staff Friends and Family Test. 

• Pulse survey on People Plan. 

• HEENW have reduced the level of concerns 
from level 3 to level 2 which is reflective of 
the progress being made. 

 

• Gaps in Integrated Medicine and Patient Flow 
division of medical workforce. 

• Retention/turnover of nursing workforce due to 
aging workforce profile.  

• Uncertainty about Integrated Care Partnership 
(ICP) progression and opportunities to share 
resources. 

• Restoration phase three has highlighted gaps in 
workforce for delivery. 

• Inability to grow our own at the pace required to 
meet gaps in professional roles- lead in educational 
time required and unfunded. 

• Application of policies and procedures. 

• Long term effect of COVID-19 impact on sickness 
and staff availability. 

• Need for increased engagement in relation to rota 
issues with junior doctors. 

• Risk to funding from Health Education England in 
relation to improvements to training offering in 
particular areas (emergency medicine). 

• National skills shortages in key professional groups. 

• COVID-19 has had an impact on the pipeline for 
international recruitment due to the restrictions for 
travel.  

• Awaiting clarity about medical establishment/ 
vacancies. 
 

• Plans to be drafted on conversion of locums to 
substantive staff, plan shared at Operations 
Committee in September 2021 linked to the 
Divisional Performance.  Therefore, asking the 
Divisions to complete plans for conversions. 
Monthly recruitment meetings with Divisions 
commenced in June 2021 and are being used to 
address staffing/recruitment agency, long-term 
locum use, redeployment opportunities and what 
can be done to address areas of pressure, including 
hard to recruit to areas (workforce transformation 
filling gaps with alternate staff) and drive down 
spend.  This is specifically focused on the reduction 
in locums from AMU and other areas of pressure 
and ongoing push to reduce agency/locum spend. 
A list of consultant positions, including the split 
between locum and substantive posts including 
spend to be provided to the Operations Committee 
in October/November 2021.   

• Medical Workforce Committee and Divisional 
Medical Recruitment and Retention/Roster 
meetings have been put in place and commenced 
in September 2021.  These meetings link to the 
recruitment and retention meetings that take place 
elsewhere in the Trust.  Medical Workforce 
Committee will report into the Trust’s Operations 
Committee and also link to the Divisional 
Performance meetings. 

• Measuring demand and capacity from a job plan 
and rotas perspective to ensure job plans are 
accurate and staff are working to the top of their 
license. This work is ongoing, plan to conclude end 
Q3 2021/22 Medical Director to sign off, this work 
will continue into Q’s2 and 3.  

• Non-Medical job planning capital project underway 
across the ICS – due to complete 30th September 
2021 – hand off to Workforce services 1st October 
for BAU – requirement to fund resource to 
administer and develop achievement of levels of 
attainment for NHSE/I and re-contract for system 
platform from March 2022 onwards – business 
case to be submitted on Nexus.  

• Roll out of Allocate roster system in progress.  The 
Trust is currently 90% live with 2 areas ready to go 
live by the end of October.  The project was due to 
be completed by April 2021, however due to 
COVID this has extended until October 2021.  

• NHSE/I capital funded project to set up an ICS AHP 
collaborative bank has commenced which will run 
until 31st March 2022.  Currently in early 
implementation phase looking at supplier contract 
for system platform and preliminary discussions 
with digital passporting team to integrate the 
process. This remains ongoing and on-track for 
commencement in March 2022.  A presentation 
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How effective overall these controls are (tick one)?  

 Effective 

✓ Partially Effective 

 Insufficient 
 

 
 

 
 
 
 
 

was recently provided to the Social Partnership 
Forum to provide an update on the collaborative 
bank.   

• Unfunded Bank and Agency harmonisation for the 
ICS.  There has been a financial audit and 
recommendations made by MIAA in January 2021. 
An options paper has been developed to 
harmonise bank pay across the ICS.  The focus has 
shifted since this project commenced in 2019 from 
one of pure cost improvement to offsetting agency 
costs for nursing by incentivising Trust banks. 
Alongside the Bank harmonisation (pay and other 
elements such as mandatory training), an ICS rate 
card for nurse agency will be set and implemented 
from 1 September 2021. The delivery on objectives 
expected by the end of the financial year 2022. 

• Recruited Chief AHP lead to review use of AHP 
roles to improve MDT working. Update to be 
provided at future date as part of workforce 
transformation agenda. This work is ongoing, 
funding for CLEAR project received from HEE. 

• Grow your own scheme in progress – talent 
management approach in place and working with 
ELHT on joint/secondment roles. Nursing 
establishment has been increased by around 80 
posts.   

• ICP review of workforce plans across the footprint 
to improve collaboration.  Executive Director of HR 
and OD is the lead and plans are in place to 
develop a workforce plan for ICP. Trust fed into the 
plans and awaiting sight of collated plan.  This work 
is ongoing. 

• The final internal audit reports on recruitment, 
employee life cycle and nursing bank agency and 
rosters have been received and will be reported to 
the to the Audit Committee along with the 
associated action plans which have been 
developed.  The Audit Committee will monitor 
implementation of actions. This work is ongoing. 

• An internal audit on sickness absence is currently 
being undertaken by MIAA which is planned for 
completion in November 2021, the results of which 
will be reported to the Audit Committee when 
completed (next available AC meeting is January 
2022). 

• HR dashboard is being developed and will include 
workforce/staffing metrics (both Trust and ICS level 
metrics) and is influenced by the NHS People Plan 
and will be presented to the Operations 
Committee at its meeting in October 2021.  

• There are currently 83 overseas nurses who have 
commenced within the Trust (currently Band 3 
Adaptation nurses).  Of these, 50 have passed their 
OSCE and are awaiting PIN’s, 33 are undergoing 
OSCE training. There are 15 individuals with OSCE 
exams booked for October and a further 8 in 
November 2021. 

• Bid for funding with ELHT to provide support for 
working carers with NHSE/I. Bid approved. Next to 
identify staff for carers passport and legacy 
mentorship programme.  MOU now signed off, 
additional funding of around £50k received and 
recruitment can now commence for a temporary 
member of staff to progress this work.  
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Risk 
There is a risk that the Trust fails to foster, grow and 
continuously nurture the right culture where everyone 
feels they belong, safe, healthy and well 
 
Impact 
Patient harm 
Staff motivation and morale 
Loss of staff and their skills 
 

Risk Score 

Initial Current Target 

16 
4 Impact 
4 Likelihood 

12 
4 Impact 
3 Likelihood 

9 
3 Impact 
3 Likelihood 

 

Risk Score Trend 
 

—   No Change  

⇧ Score Increased 

⇩ Score Decreased 
 

 

Last update 
(September) 

Current 
(October) 

— — 
 

• Health Education England North West (HEENW) action plan 

• Workforce Service Improvement Plan 

• Health Education England (HEE’s) STAR workforce planning and 
Clinically Led Workforce and Activity Redesign (CLEAR) programmes 
and tools 

• Compassionate Leadership and Just Culture strategies presented at 
the January Board. Implementation plan in progress. 

• Inviting staff identifying as future senior leaders via the succession 
planning process to participate in the Senior Collaborative 
Leadership programme 

• Trust values and behaviours framework 

• Medical Engagement Scale survey and associated working groups 

• Close monitoring of disciplinary and grievance cases 

• Trust appraisal process 

• Close partnership working with Staff Side colleagues  

• Big Conversation ‘listening into action’ sessions 

• NHS North West Leadership Academy (NWLA) Shadow Board 
programme 

• Accountability and Performance Management Framework 

• Trust succession planning and talent management processes 

• Job planning activity for doctors 

• Piloting the NHS National Leadership Academy High Potential 
Scheme across the ICS 

• Workforce Transformation Strategy including education, training, 
support, health and wellbeing and development plans are in place. 

• A buddy ward system is n in place for senior managers. 

• COVID-19 BAME focus groups held in June 2020 led by CEX, MD, 
DON & HRD to check in with staff and ensure they understood 
reasons for completing risk assessments. 

• People Pulse surveys completed fortnightly 

• Employee Assistance Programme for all staff to access 

• Occupational Health services including self and management 
referrals for counselling and MH practitioner support fully recruited 
to 

• People Plan to become a standing agenda item on all divisional 
management meetings 

• North West Regional Trauma Hub 

• National Wellbeing initiatives in response to COVID pandemic 

• Wellbeing apps from NHS England 

• IAPT stress awareness training for staff 

• Staff encouraged to work from home 

• Wobble rooms for staff to relax 

• Shiny Mind app 

• Flu campaign and flu plan 

• Health and wellbeing induction in staff handbook 

• Staff risk assessments for COVID and DSE  

• Part of NHS Leadership mentorship programme  
 
How effective overall these controls are (tick one)?  

 Effective 

✓ Partially Effective 

 Insufficient 
 

Internal 

• Regular monitoring and assurance through the 
relevant committee(s) 

• Monthly monitoring of appraisal compliance 
rates 

• Number of disciplinary and grievance cases 

• Number of people promoted  

• Executive, divisional and occupational 
succession plans  

• Trust Board, with its new leadership to engage 
with front line staff – 4Ss walkabout in place 

• Occupational Health (OHD) KPI’s to measure 
and monitor performance 

• Sickness absence levels 

• Employee Sponsor Group for improving culture 

• Charitable funding utilised to continue wobble 
rooms 

• Associate Director of Health and Wellbeing 

• NED champion for Health and Wellbeing 

• Wellbeing directory in place and champions in 
place across the Trust. 

• Staff vaccination programme 

• Occupational Health involved in COVID vaccine 
roll-out 

• Temporary funding of some national wellbeing 
initiatives to continue in 2021/22.  

• The number of staff shielding has reduced 
significantly as people return to work onsite.  
 

External  

• Health Education England (NW) action plan 

• CQC inspection – Well Led Domain 

• NHS NSS results 

• Annex 23 of Agenda for Change pay deal 

• NHS People Pulse survey results 

• SEQOHS accreditation  

• Internal Auditor report on sickness  
 

• Staff who do not have an appraisal 

• Staff unclear of the responsibilities and 
accountabilities. 

• Identifying candidates to attend the Shadow Board 
programme. 

• Lack of fully developed internal plan and response 
to the NHS People plan. 

• Lack of succession planning within divisions. 

• Better marketing of the health and wellbeing offer. 

• Working carers passport to be implemented. 
 

 
 

• Monitoring and managing the number of non-
medical appraisals undertaken in the appraisal 
window to ensure 100% compliance by April 2021– 
window was deferred due to COVID and extended 
as part of restoration.  Current compliance is at 
21.91% for the Trust. 

• Health and well-being conversations for all staff as 
appropriate and are be linked to the appraisal 
process in the future. This is ongoing in line with 
the appraisal window being re-opened and is 
planned to be completed by the end of Q3 
2021/22. 

• Behaviour framework (ICP) is in development and 
needs to link to the revised Trust Values when 
agreed. 

• Employee Engagement Sponsor Group, lead by the 
CEO established in July 2021 and will take place on 
a bi-monthly schedule where Divisions are held to 
account.  

• Big Conversation ‘listening into action’ sessions will 
re-commence in Q1 2022/23 following conclusion 
and results of the current NHS National Staff 
Survey.  

• The Shadow Board programme is currently 
paused.  Prior to launching this programme, the 
Trust will need to undertake and Talent and 
Succession exercise at Exec and Deputy levels, 
which has not yet taken place.  It is advised that 
although the SB Programme will present a control 
measure around supporting effective succession, it 
is taken off the CRR until the Inspiring Leaders 
Network (delivery partner) are in a position to 
consider running the programme again post 
COVID-19. 

• National, regional and local initiatives. 5 ways to 
health and wellbeing guide. Signposting in place. 
Other communication of health and wellbeing 
campaign measures are being progressed with 
Communication team on an ongoing basis. Health 
and Wellbeing national initiatives circulated and 
updated regularly and targeted for staff.  Exploring 
additional options from partners as part of People 
Recovery (ongoing). Once completed this will 
influence future HWB work/planning of activities. 

• Recruiting HCAs onto bench as part of long-term 
plan to fill HCA permanent vacancies via talent 
pool programme.  Linked to actions in risk above.  
These will be included in the talent pipeline as 
preliminary work will have been undertaken whilst 
on bench. 

• 92% of substantive staff have received both doses 
of the COVID-19 vaccination.  The Trust has 
commenced the COVID-19 booster vaccination 
programme in addition to the annual flu 
vaccination programme.  

• Plans are in progress for an equality and diversity 
inclusion workshop with clinical and education 
supervisors to support newly appointed clinical 
staff for October 2021.  
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FINANCE 

ACCOUNTABLITY: Lead – Director of Finance Committee – Operations Committee 

Risk Appetite:  The Trust has an OPEN risk appetite for any risk which has the potential to reduce of cost base. 

   We have a SEEK appetite for some financial risks where this is required to mitigate risks to patient safety or quality of care. We will ensure that all such financial responses deliver  
   optimal value for money. 

Principal Risk Key Controls Potential Sources of Assurance Gaps Action, Timeline and Progress 

Risk 
There is a risk that the Trust is not able to generate sufficient 
resources to cover the costs of providing services in a safe 
and effective way. There is a further risk that costs increase 
beyond what was planned driven by two main factors – 
shortage of an appropriately skilled workforce and / or 
significant changes in the way in which services are delivered 
(e.g. due to the need for social distancing).  
 
Impact 
Financial sustainability 
Regulatory intervention and enforcement 

Risk Score 

Initial Current Target 

20  
4 Likelihood 
5 Impact  

20  
4 Likelihood 
5 Impact 

12 
3Likelihood 
4 Impact 

 

Risk Score Trend 
 

—   No Change  

⇧ Score Increased 

⇩ Score Decreased 
 

Last update 
(September) 

Current 
(October) 

— — 
 

• Weekly Cash Action Group  

• Quality and Efficiency Programme Board  

• Standing Financial Instructions updated, Standing Orders and 
Scheme of Delegation  

• Operational Plan 

• Medium term financial strategy 

• System Improvement Plan 

• ICP Cost Improvement/Quality Innovation, Productivity 
(CIP/QIPP) programme 

• Shareholder Panel 

• Articles of Association with Atlas 

• Contract reviews 

• Counter fraud strategy 

• Capital programme 

• Finance deep dives 

• Long-term plan 

• Business case process 

• Reports on variances and forecasts 

• Divisional performance reviews relaunched 
 
How effective overall these controls are (tick one)?  

 Effective/Adequate 

✓ Partially Effective/Partially Adequate 

 Insufficient 

 
The key factor in which the effectiveness of the controls remains 
partial is due to the uncertainty of the funding streams and how the 
ICS distributes system funding. 

Internal 

• Financial Performance Dashboard 
developed and reports to the Operations 
Committee on a monthly basis. 

• Counter Fraud report 

• Losses and Compensation report 

• Annual Report and Accounts 

• National cost collection report 

• Waivers report 

• Financial forecast including cash 
forecasting that is stress tested 

• Financial flash results 

• Financial performance report includes: 
High level pay/non-pay trajectory 
forecasting 
Cashflows 
Stress testing 

• Operations Committee 

• Financial forecasts to ICS 

• Workforce Planning Group 

• The Trust has significantly invested in the 
replacement of medical equipment in 
the previous 18 months. This will be 
monitored on an ongoing basis through 
capital replacement programme. 

• Current financial regime to continue for 
the remainder of 2021/22. Continuing 
with financial planning process 
internally. Internal budgets have been 
set and issued for 2021/22. 

• Current COVID-19 costs have been met 
within the ICS system resource. 

• QEP Board. 

• Procurement process training sessions 
underway 
 

External 

• CQC Use of resources assessment 

• External audit 

• Internal audit 

• NHSI Report  

• The System Improvement Board has 
ratified an investment programme to 
meet the CQC actions from the visit in 
June 2019.  

Income, Expenditure and Cash 

• Failure to manage cost pressures and / or new 
investments (including capital) and agency 
expenditure within the affordability envelope 
agreed with the ICP. 

• Lack of clarity on future financial regime does 
not support good financial decision making 
beyond 2021/22  

• Unclear cash position post COVID-19. 

• Unclear deficit position post COVID-19 but 
likely to have worsened. 

• Potential for the recurrent services badged as 
‘winter’ created an increasing deficit. 

• Significant shortfall in substantive staff and 
therefore increased spend of agency and bank 
staff. Nursing position is improving, but 
medical staffing remains a concern.   

• Staff sickness, particularly within the nursing 
service has the potential to negatively impact 
the Trust. 

 
 
 
 
 
 
 
 
 
 
 
Sustainability 

• No cold elective site, but a bid has been 
submitted to develop a cold site, outcome of 
bid awaited. 

• Current funding regime is not needs-led 
meaning it does not support the population 
demographic or activity that Trust currently 
serves. 

• Business cases are financially assessed from 
an economic perspective rather than an 
affordability one. 

• Pressure to respond to quality and safety 
issues leads to circumstances of operating 
outside financial control procedures. 

• Further rigour and scrutiny needed of current 
financial management. 

Income, Expenditure and Cash 

• Financial plan for H1 has been developed, agreed 
with the ICS, and submitted to NHSI on 22 June 
2021. Planning guidelines for H2 have been 
received with the planning window due to run 
until 16 November.  Trust is in the process of 
completing the requirements of the return. 

• The organisation has been given a share of the 
resource for COVID and will report against this 
value in the monthly financial position reports – 
this will be ongoing for the whole of 2021/22. It 
is still unclear whether the sharing arrangements 
for the H2 COVID funding will remain the same or 
change.  It is anticipated that the allocation to 
Trusts will be confirmed as part of the H2 
planning process. 

• The Trust was in receipt of revenue support in 
April 2021 and will continue to prepare 13-week 
cashflow forecasts but to date there has been no 
need to request further revenue support from 
NHSI/E’s Cash and Capital Team.  

• Refresher training on the financial processes to 
all budget holders and holders of management 
roles.  Training on the procurement process 
(including requisitioning and receipting) is 
ongoing. Further budget holder training sessions 
will be held throughout the remainder of the 
year. 

 
Sustainability 

• The Trust will Develop a medium-term (1-5 years) 
financial strategy in Q1 of 2022/23 to include a 
costed, resourced and affordable plan to ensure 
the Trust meets all safety requirements and can 
achieve operational performance standards and 
go beyond 2021 to return to at least a financial 
balance in the future. This will require both 
transformational change which reduces costs 
and / or recurrent additional income to support 
the cost base and will be reported to the 
Operations Committee when agreed.  

• An ICS wide Provider Efficiency Programme has 
commenced across a range of workstreams.  
Reports on initial findings are expected during 
Q3/4 of the year. 

• The Trust’s Quality and Efficiency Programme 
(Cost Improvement) has been refreshed and 
implemented. QEP Board meetings have 
commenced to review and update on progress 
towards identification and delivery of QEP 
efficiencies.  
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• Review the Strategic Estates Infrastructure within 
the ICS to be picked up as part of ICS Strategic 
Estates Group which has been re-established 
following it being stood down due to COVID-19.  
Joint Director of Estates leading on a piece of 
work, including a 5-year capital plan submission 
being prepared. 

• The Trust has had an independent review of the 
financial performance and has resulted in a 
number of financial improvement 
recommendations.  These have been presented 
to the Operations Committee and the Board of 
Directors. An action plan is being prepared and 
will be implemented across the remainder of the 
year, reporting on the progress against the 
action plan will be through the Trust’s 
Operations Committee. 
 

Risk 
There is a risk that the Trust’s digital systems and processes 
are unable to support clinical services and business 
functions. 
 
Impact 
Poor patient care 
Poor service delivery 
Reputational damage 
Financial performance and efficiency 
 

Risk Score 

Initial Current Target 

15  
5 Impact 
3 Likelihood 

15 
5 Impact 
3 Likelihood 

8  
4 Impact 
2 Likelihood 

 

Risk Score Trend 
 

—   No Change  

⇧ Score Increased 

⇩ Score Decreased 
 

Last update 
(September) 

Current 
(October) 

— — 
 

• Seeking system level resource to improve digital infrastructure 

• Health Informatics Committee – engagement with Trust on 
informatics 

• Health Informatics strategy 

• Electronic Document Management Project (EDMS) 

• Electronic Prescribing and Medicines Project (EPMA) 

• Health Informatics programme team 

• Utilised capital to improve health informatics infrastructure 

• 5-year plan for informatics on ‘rainbow model’ 

• Continuous daily monitoring and senior team twice weekly 
meeting on health informatics obligations and prioritisation. 
External resource available if necessary.  
 

 
How effective overall these controls are (tick one)?  

 Adequate 

✓ Partially Adequate 

 Insufficient 

 
 
 

Internal 

• Ongoing tracking and assurance through 
the Operations Committee with 
escalation and exception reporting to 
the Board. 

• Health Informatics Committee reporting 
to Operations Committee 

• Information governance report and data 
quality to Health Informatics Committee 

• Chief Clinical Information Officer in post, 
Chief Nursing Information Officer job 
description developed 

• Quarterly report to Operations 
Committee on Health Informatics. 

• Commenced the Directorate Risk 
Assurance Meeting cycle, allowing more 
time for discussion of items than in the 
past. 

• EPR Programme Board set up.  
 

 
External 

• Internal and External audit report 
findings 

• Active involvement by Chief Information 
Officer at ICS level, regional and national 
events to ensure the trust implementing 
the health informatics infrastructure for 
the future 
 

 
 
 
 

• Trust is well placed with technology 
architecture to meet current national and 
regional standards and the trust has a well-
developed route to digital maturity however 
not yet implemented due to funding 
constraints. 

• 5-year financial forecast for requirements but 
is dependent on resources being made 
available. 

• Old digital systems infrastructure such as 
Patient administration system (PAS) reaching 
end of life needs careful planning to replace. 

• Although Electronic patient record (EPR) 
procurement started aligning with the ICS, the 
Trust’s financial position may mean we cannot 
implement the EPR within the stated 
timeframes.  

• In addition, other resource constraints may 
mean more focus is placed on operational 
delivery rather than strategic development. 

• Physical location of the scanning bureau 
delayed due to requirement to change 
location.  There is significant pressure in 
relation to the current storage locations for 
records, specifically the main records storage 
area in the basement of the Blackpool Victoria 
Hospital site which was flooded on 10 May 
2021.  this is thought to be as a result of the 
building work currently being undertaken in 
the Emergency Department.  2 water pumps 
have been installed to alleviate the issue of 
flooding however there remain ongoing issues 
with pump failures and heavier rain. 

• Medical records have been informed that the 
space occupied on theatres 7-10 will need to 
be vacated in 2022 to facilitate the 
rectification of the aerated concrete issues. 

• Board only assured every six months of Health 
Informatics progress 

• Capital allocation for 2021/22 received which 
falls short of calculated requirement and will 
have an impact on programmes of work.  

• Emergency funding for Health Informatics 
projects acquired for 2021 part offset due to 
funding not released from the Department for 
Health and Social Care/Centre for COVID related 
purchases. COVID funding component has been 
received and has offset some 2020/21 spend. 
Emergency funding of £2.5m that was deferred 
from 2020/21 received as capital (not revenue), 
however this value has been included in the 
informatics total for 2021/22.                                                                                     

• Funding from HLSI available across ICS to move 
digital system roadmap forward. However, this 
has been revised and is at a more reduced level 
than anticipated.  Additional funding anticipated 
from national elective recovery fund, £300,000 
bid for BTH specific digital schemes submitted.  
Outcome anticipated November 2021.   

• Procurement of EPR started aligning with ICS –
RFIs received, now analysing RFIs across ICS 
(discovery phase) as ELHT and Lancashire have 
signed separate agreements. Full business case 
and mini competition initiated to determine BTH 
best suited supplier. Update provided to the 
Executive Team on 12 July 2021, only outstanding 
component at this stage is the funding of the 
programme.  ICS Senior Leadership Team 
requested that the BTH procurement be used to 
procure core EPR for the ICS region.  Timelines 
being redrawn to take account of the expanded 
requirements.  Milestones set for 15 December 
2021 for first phase of procurement plan to be 
completed.  BTH EPR Programme Board 
commenced, decision made that if milestones 
not achieved for ICS BTH would move forward on 
procurement on its own. 

• Agreement reached with current PAS supplier to 
trigger two-year extension to support as per SBS 
framework agreement. Long-term discussions 
taking place for PAS future. Issues remain with 
underlying database and support arrangements 
that need a clear mitigation plan.  Exec Team 
agreed mitigation, via movement to full EPR 
solution including new PAS.  

• Market analysis of electronic observation 
procurement project. Specification in place. Q1 
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decision on whether to start procurement 
exercise. Remain on course for decision in Q1. 
Decision deferred pending outcome of EPR 
discussion as it will be included in the 
programme.  Formal decision scheduled for 
November 2021.  

• Scanners for electronic document management 
project have been delivered – full move into 
Parkwood was expected completion by February 
however to be demolished so changed to old 
Theatres 7 to 10. Estates working on making area 
fit for purpose. Of the three areas where 
scanners are to be located, all estates work is 
complete. Contract now in place with external 
scanning facility to enable faster scanning of 
paper records. 25,000 records sent to date 
(30.09.2021) pace was increased to expedite 
removal of case notes from mortuary void space 
(complete).  

• Health Informatics Strategy to be reviewed to 
ensure alignment with the ICS – ongoing looking 
both over the next 12 months and 5 years. 
Agreement reached with East Lancashire Health 
Informatics Service to produce a combined 
Health Informatics Strategy (2021-2026). This 
work is ongoing and final version will be 
dependent on EPR procurement decision.  

• Review of IG processes and culture to be 
undertaken.  Progress to date includes: Review of 
current structure and requirements to meet 
demand with IG senior management, completion 
of a draft paper supporting restructure to be 
agreed at the Health Informatics Divisional 
Board.  In addition, discussions are being 
undertaken around Information Governance risk 
reports and approvals of information requests 
with Caldicott Guardian, Chief Clinical 
Information Officer (acting as Trust responsible 
Clinical Safety Officer) and Senior Information 
Risk Owner to determine a way forward.  
Agreement reached with CIO, CCIO, Deputy CEO 
and Medical Director that where IG flag risks or 
concerns CCIO acting as Caldicott Representative 
and CIO acting as SIRO will take a risk-based 
approach to decision to proceed.  
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PERFORMANCE 

ACCOUNTABILITY: Lead – Directors of Operations Committee – Operations Committee 

Risk Appetite:  We will deliver the right care, at the right time, and in the right place for our patients. To achieve this, we will need to have a CAUTIOUS appetite towards financial decisions, regulatory 
   compliance and innovation. However, we will have a SEEK appetite towards our reputation as an organisation. 

   The Trust has MINIMAL risk appetite for risks which are non-clinical but affecting the day-to-day services the Trust provides. 

Principal Risk Key Controls Potential Sources of Assurance Gaps Action, Timeline and Progress 

Risk 
There is a risk that the Trust is unable to manage 
demand caused by, volume of non-elective 
attendances insufficient resources and capacity, and 
the national ask to restore activity to pre-COVID levels 
resulting in an inability to meet the regulatory 
requirements set out in the NHS Constitution and the 
potential of patient harm or reduced patient 
outcomes.  
 
Impact 
Regulatory scrutiny and enforcement 
Poor patient care 
Reputational damage 
 

Risk Score 

Initial Current Target 

20  
Impact 4 
Likelihood 5 

20 
Impact 4 
Likelihood 5 

12  
Impact 4 
Likelihood 3 

 

Risk Score Trend 
 

—   No Change  

⇧ Score Increased 

⇩ Score Decreased 
 

Last update 
(September) 

Current 
(October) 

- - 
 

Internal 

• Operations Committee – focus on Trust-wide performance 
and reporting to Board 

• Operational Delivery Plan and Restoration plan 

• CQC Action Plan focus on operational issues  

• Daily – Emergency Department reporting, Referral to 
treatment (RTT) over 30-week position, delayed transfers of 
care etc 

• Weekly – patient tracker list meetings for Cancer and RTT, 
weekly performance dashboards and forward view 

• Weekly restoration information – prospective and 
retrospective view 

• Monthly – Review of performance and improvements plans 
at Operations Committee and subsequent Integrated 
Performance dashboard provided to the Board.  

• Monthly outpatients and theatres efficiency programmes 

• Bi-monthly – Trust Internal Cancer Board  

 
External 

• Monthly – Integrated care partnership level meetings for 
planned and unplanned care including A&E Delivery Board, 
NHSI/E monthly performance review, System Improvement 
Board 

• Weekly meeting of Chief operating Officers focused on 
operational delivery and mutual aid 

• Bi weekly elective Care Recovery Group - ICS 

• Bi-monthly – Cancer Alliance Board 

• Provider collaboration including mutual aid support 

• ICS wide programmes for restoration and recovery 

• Mutual aid process in place for Critical Care supported by 
daily meetings. 

 
How effective overall these controls are (tick one)?  

 Effective 

✓ Partially Effective 

 Insufficient 
 

Internal 
Ongoing tracking through various reports, 
including: 

• Patient tracker actions escalated 

• Weekly performance report and forward 
view subject to scrutiny by Executives with 
actions noted 

• Reporting to Cancer Board Quarterly 
Divisional Performance Reviews. 

• Internal Audit reviews 

• Integrated Performance Report 

• RTT improvement plan – monthly 
monitored at division and operational 
management group and monthly Patient 
Tracker List (PTL) 

• Integrated care system wide agreement to 
enhanced pay rates for non-medical staff 
to support additional sessions 

• Monthly meetings of A&E delivery board  

• Deliver all actions from Urgent and 
Emergency Care Improvement Plan - 
update reports to ICP Oversight Board 
and Ops Committee at each agenda.  

• Working with UCLAN for minor dental 
surgery for additional capacity  

• Flow team in place with administrative 
support, revised patient flow meetings 
and reporting.  

• Supernumerary managerial and clinical 
teams in each division supporting flow 

• COVID-19 virtual ward led by primary care  

• Nursing home for positive Covid patients 
who meet criteria to reside  

• Cancer action and performance 
improvement plan in place and subject to 
ongoing refinement –Cancer Board terms 
of reference and membership reviewed.  

• Ring fencing of key elective provision 
(ward 16 currently only ward area that 
has been ringfenced). Agreed escalation 
plan and side-room management of 
COVID patients to maximise elective 
capacity.  

• Expanded insourcing of endoscopy 
programme commenced July 2021.  

• Resumed further theatre sessions and day 
surgery has been de-escalated and 
elective programme recommenced. 

• Endoscopy capital expansion works 
completed and green pathway 
commenced from 19 July 2021. Appointed 

• Managing elective and non-elective 
pressures – often competing due to no cold 
site facilities 

• Insufficient capacity in some areas – i.e. 
diagnostics 

• Infection prevention and control 
requirements resulting in reduced 
throughput compared to performance pre-
COVID-19. 

• Concerns re potential increases in COVID-19 
presentations following observations at 
other ICS providers. 

• Workforce issues – as well as ongoing 
recruitment and retention (link to BAF risk 
2.1) 

• Resources to fulfil extra sessions due to 
COVID - 19 that may have an impact on staff 
wellbeing and maintaining a healthy work life 
balance 

• Understanding current and future demand 
and capacity to plan and utilise resources 
effectively  

• Business intelligence capacity not sufficient 
to support operational delivery. 

• Lack of understanding or ability to utilise 
performance data at divisional level 

• Service transformation has not kept up with 
demand 

• Patient choice and confidence.  As lockdown 
lifts there is a reluctance to self-isolate prior 
to planned surgery/admission. Concerns re 
ongoing COVID from the population as 
current lockdown measures extended. 

• Inability of the Trust to directly affect the 
capacity of external organisations which 
impairs ability to discharge patients in a 
timely fashion.  

• The existing estate configuration is not ‘fit 
for purpose’ in some areas i.e. outpatient 
suites, inpatient wards 

• Ambulance handover delays 

• Large vacancies in AMU/ambulatory care 
middle grade doctor rota. 

• Increasing demand/attendances through ED, 
particularly walk-ins and UTC minor injuries 
service currently closes at 10.00pm.   

• Increasing numbers of patient with COVID-19 

• Increased requests for self-isolation of staff. 
 

• We are exploring options of cold site elective 
provision at Clifton Hospital (Ward 2b and a 
modular theatre).  Mobile theatre deemed 
unsuitable, proposal for modular unit received.  
Capital bid been submitted to the ICS and onto 
Region/National Teams on 1st October, response 
awaited thereafter.  Revenue consequences 
being worked through, to be available by the 
end of September. 

• Revised site identified for modular diagnostic 
hub, full site evaluation underway prior to 
progressing procurement in October 2021. 

• Revenue bid submitted to the ICS for onward 
submission to region/national to support 8 
enhanced care and 10 respiratory high care beds 
for the remainder of 2021/22, outcome 
expected in October. 

• Work is ongoing regarding right-sizing of elective 
and non-elective bed provision. Bed modelling 
specification written, procurement to be 
undertaken now with aim to commence Q3. 

• An accelerator programme funding request for 
those schemes/ enablers that do not attract 
tariff – a response is still awaited. Due to non-
achievement of the ERF the acute providers 
have been asked to review 
restoration/acceleration on schemes, Execs to 
consider this on Monday 4th October 2021 

• Scoping of business intelligence requirements to 
take place with a paper having been presented 
to the Executive Team.  The scoping paper was 
supported.  An initial business case has been 
considered, this is being refined for further 
consideration at Planning and Delivery and then 
Execs in October 2021. 

• Validation programme undertaken to assign P 
codes to all admitted waiting list. Further work 
now being undertaken to ensure P code 
application has been consistent across 
specialities.  Issue identified with incorrect 
automatic assignment of P codes following 
cancellation, PAS provider to apply a fix in 
October and a robotic programme in place to 
autocorrect. 

• National validation programme now underway, 
expected completion 

• Peer review of the AMU model, including 
medical rotas utilising ELHT clinical colleagues 
took place in May 2021 to evaluate current 
model and support development of future 
vision. Findings reported end of Sept 21 and 
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12-month NHS locum gastroenterology 
consultants.  

• Pre-op insourcing commenced 10 July 

2021 and weekend day case agreed to 

commence 30 July 2021.  

• Phase 1 of Divisional restructure 
completed to enable streamlined 
reporting going forward 

• Ongoing utilisation of locally agreed 
Independent Sector capacity via the 
National Contract with Spire.   

• MHAU opened and in operation 

• Ambulance Handover Improvement plan 
in place and monitoring is ongoing to 
measure improvements.  

• Substantive appointments made to the 
Divisional Directors of Operations and all 
now in post 

• Head of Performance in post from 20th 
September 2021 

• Head of Clinical flow in post from 20th 
September 2021 

• Adopted the national guidance in relation 
to self-isolation for applicable staff 

 
 

External 
• Minutes and action notes for integrated 

care provider meetings and Cancer 
Alliance Board 

• Oversight Framework report 

• Emergency Care Improvement 
Programme report  

• Working with external partners to support 
delivery of reduction in LoS and improved 
flow system wide Hospital Discharge 
Board in place focusing on national 
criteria to reside and streamlining of 
discharge pathways.  

• AEDB system level review of urgent and 
emergency performance 

• Daily reporting into Gold Command 
structure. 

• ICP work programme for advice to 
specialist opinion 

• ECRG restoration oversight across ICS 
area. 

 
 

actions to be reviewed and incorporated into 
AMU improvement plan and emergency village 
developments. 

• FCMS agreed to extended opening hours for 
minor injury stream. Aiming to staff 7 days per 
week from October 2021 with recruitment 
ongoing. 

• New IPC guidance for elective pathways 
published and being progressed internally, relies 
on full vaccination of staff and patients.  New 
process to be in place by October as applicable. 

• Restoration – insourcing contracts being 
progressed by procurement for cardiac. 

• Task and finish group being established to 
progress heatwave plan linked to wider EPRR 
assurance, plan to be in place by March 2022. 

• Site identified for a virtual OP hub and business 
case being worked up, for consideration in late 
October/early November.  Requires capital 
investment 

• Review of the national standard oversight 
framework and revising internal reports to 
reflect the changes. Meetings in place with 
Executives to finalise, with new reporting 
commencing from October. 

• Anticipating national guidance to exclude 
patients self-deferred due to Covid from the live 
WL numbers.  Process agreed and ready to 
adopt once guidance received. 
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SYSTEM AND PARTNERSHIP WORKING 

ACCOUNTABILITY: Lead – Director of Strategy and Innovation and Director of Finance Committee – Operations Committee 

Risk appetite:   The Trust has a MINIMAL risk appetite for risk, which may affect the reputation of the organisation. 

   We will work with all our partners, including patients and the public, to deliver our strategy. We consider the risks associated with innovation, creativity and clinical research to be an essential part of 
   the Trust’s risk profile. Our appetite for risk in this area will be SEEK in order to maximise the opportunities to improve patient outcomes and the Trust’s sustainability. A decision to take this level of 
   risk would be based on a rigorous assessment and a review of the robustness of the controls and would require support of the Board. 

   We will collaborate within the provider collaborative, integrated care system, integrated care partnership as well as with local authorities, our other partners and other care providers to prevent ill 
   health, plan and deliver services that meet the needs of our local population and deliver operational and NHS constitutional standards. In this regard our risk appetite is CAUTIOUS. 

   The Trust will AVOID any risk which has the potential to compromise data security. 

Principal Risk Key Controls Potential Sources of Assurance Gaps Action, Timeline and Progress 

Risk 
There is a risk of a lack of timely and effective integrated 
solutions emerging from system reform and ICP modelling. 
  
Impact 
Future commissioning of services 
Reputational damage 
The future system configuration may result in not fit for 
purpose and misaligned incentive schemes within the 
system 
Trust sustainability 
Unclear role in design and delivery of placed based 
modelling 

 

 
 
 
 
 
 
 
 

Risk Score 

Initial Current Target 

16  
Impact 4 
Likelihood 4 

16  
Impact 4 
Likelihood 4 

9  
Impact 3 
Likelihood 3 

Risk Score Trend 
 

—   No Change  

⇧ Score Increased 

⇩ Score Decreased 
 

Last update 
(September) 

Current 
(October) 

- - 

• ICS system reform and engagement with the Trust  

• Fylde Coast strategy development programme in place 

• Interim governance arrangements are in place 

• Fylde Coast ICP Board in place, regular meetings 

• Fylde Coast ICP strategy 2020 – 2025 in place 

• Focused discussion through boards on ICP priorities Respiratory, Frailty and 
Outpatients  

• Partnership Boards such as A&E Delivery Board 

• Regular reporting on ICS and ICP decisions to Trust Board 

• Provider Collaboration Board CEO representation 

• Provider Collaboration Board Co-ordination Group Representation 
 
How effective overall these controls are (tick one)?  

 Effective 

✓ Partially Effective 

 Insufficient 
 

Internal  

• Trust Board and sub-committees 
reports 

• Systems partnerships report to Board 

• CEO update including ICP and ICS 
developments 

• ICP strategy in place 

• ICS Strategy in place 

• ICP development group meeting 
monthly 

• MD and Deputy Chief Executive on 
provider collaborative within ICS 

• ICP work programmes and strategic 
narrative in place 

• Joint Executive Director of 
Communications in place.  

• Substantive Executive Director of 
Finance appointed on 14.06.2021. 
 

 
External 

• Regular meetings with Fylde Coast 
(Monthly meeting papers) 

• The ICP Programme Director now sits 
on the System Improvement Board to 
ensure links to our local place-based 
partnerships. 

• ICP DAG has the Deputy Chief 
Executive as a member, thus there is 
Trust representation at the meeting. 
 

• Need to develop the Trusts input and engagement 
into ICP development. 

• Unclear place-based population health modelling is 
specific to the needs of each of the five ICPs. 

• Refined programme management approach to the 
delivery 

• Further developed collaborative and partnership 
framework that is agreed with all partners 

• Need for strengthening stakeholder engagement 

• Potential changes to ICP boundaries, which at this 
time would introduce a significant level of risk in 
delivering on existing large-scale change 
programmes. 

• Depleted Executive Team in local CCGs as a result 
of the reconfiguration. 

• Active engagement in the development of the 
collaborative framework and ICP development 
process with focus on delivery through robust 
programme management, partnership and 
relationship development to influence the 
developments – ICP Development Group in place 
which reports to ICS Board.  

• System reform across ICS ongoing. Provider 
Collaboration Board in place. CEO playing key role 
on Provider Collaboration Board.  

• Next meeting of the PCB Board (including 
constituent organisations Board members) 
scheduled for 29 October. 

• ICS funding model agreed for Q1 and 2, further 
information required for Q3 and 4.  

• Three Board Strategy Sessions have taken place 
with a further two planned to develop a five-year 
strategy to align to the ICS.  

• Regular task and finish group meetings are set up 
to progress the Trust’s 5-year strategy. 

• The ICP Programme Director now sits on the 
System Improvement Board to ensure links to our 
local place-based partnerships 
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Risk 
There is a risk that the Trust’s systems and processes are 
unable to support the transformations in clinical services 
and business functions that emerge from more integrated 
working.  
 
 
Impact 
Staff recruitment and retention 
Lack of strategic delivery 
Quality of care 
 
 
 
 
 

 
 
 
 
 
 
 

Risk Score Trend 
 

—   No Change  

⇧ Score Increased 

⇩ Score Decreased 
 

Last update 
(September) 

Current 
(October) 

-  - 
 

Risk Score 

Initial Current Target 

16 
Impact 4 
Likelihood 4 

16  
Impact 4 
Likelihood 4 

12  
Impact 4 
Likelihood 3 

• Divisional and corporate restructure plan including creation of tertiary division 

• Internal clinical transformational plan 

• Trust working closely with Health Education England and other strategic 
partners before COVID to address some of the gaps in the workforce and 
System wide approach to workforce issues and Robust workforce plan and 
close working with the strategic partners and local workforce plan and 
succession planning for key roles 

• Clinical leadership 

• Embedding performance management assurance framework 

• Quality Improvement and Vital Signs 

• Atlas Shareholder Board 
 
 
 

How effective overall these controls are (tick one)?  

 Effective 

✓ Partially Effective 

 Insufficient 
 

Internal 

• Trust governance and board 
committees.  

• Internal Respiratory Programme 

• RCP Board chaired by Dr Goode. 

• Performance management quarterly 
Review meetings 

• Executive team meetings 

• Delivery roadmap for 
transformation of corporate services 

• Divisional review completed by 1 
April 2021.  

• Tertiary services division set up. 

• Strategy for Atlas approved March 
2021. 

• Deputy Medical Director appointed 
for professional standards 

• Joint Director of Estates in post from 
4 May 2021. 

• New MD in place for Atlas, 
commenced on 4 May 2021. 

• Agreed KPIs with Atlas and 
monitoring taking place. 

• Deputy Medical Director for Public 
Health commenced in post 

• The Trust has now developed an 
organisational True North  

• Exec Team session held with D 
Fillingham (Executive Sensei)  

 
 
External 

• ICP Respiratory Programme Board 

• ICP Frailty Programme Board (to be 
developed) 

• ICP outpatients programme board 

• ICP Frailty Programme Director in 
post, ICP Frailty Programme Board 
and Delivery Roadmap in place. 

 

• Limited resources in the system due to COVID-19 
and required rate of response to address the 
challenges faced in workforce. 

• Lack of leadership capacity and oversight to ensure 
delivery. 

• Lack of permanent staff at Atlas. 

• Uncertainty about how ICSs will develop the 
leadership, capabilities and governance required to 
deliver in 2021/22 and take on their anticipated 
statutory responsibilities from April 2022 and 
develop an implementation plan for managing their 
organisational and people transition into the future 
arrangements. 

• Atlas recruitment programme in place, Director of 
Finance has been appointed and will commence 
in post shortly.  

• D Fillingham and will undertake a Board session, 
details of which are to be agreed. The session 
planned for July did not take place as a result of 
the continued COVID-19 restrictions. 
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Minutes of the Audit Committee Meeting 
held on Monday 26 July 2021 at 3.00 pm 

via Microsoft Teams 
 

 
Members:   
Mr M Cullinan Non-Executive Director Chair 
Dr S Bedi  Non-Executive Director   
   
In Attendance:   
Mrs S Adams Operational Director of HR and OD For item 6 
Mrs A Bosnjak-Szekeres Director of Corporate Governance  
Ms Louise Cobain  Assurance Director, MIAA  
Mr P Cunday Associate Director of Finance  
Miss K Ingham Corporate Governance Manager / Assistant 

Company Secretary 
Minutes 

Mrs E Palmer-Rigby Acting Associate Director of HR and OD For item 6 
Mr F Patel Interim Director of Finance  
Ms Zainab Patel Principal Auditor, MIAA   
Ms H Taylor External Auditors, Deloitte  
Ms N Wright External Auditors, Deloitte  
   
Apologies   

Mr M Beaton Non-Executive Director  
Mrs S Cudlip Assistant Director of Assurance, MIAA  
Mrs J Wainwright Engagement Manager, MIAA  

  
 
 
1. Welcome/Apologies for Absence 

Mr Cullinan welcomed members to the meeting. Apologies were received as recorded above. 

 

2. Declaration of Interests  

There were no declarations of interests.  

 

3. Minutes of the Previous Meeting  

Members having had the opportunity to review the minutes of the previous meeting, approved 

them as a true and accurate record. 

RESOLVED:  The minutes of the previous meeting held on 6 July 2021 were approved 

  as a true and accurate record.  

 

4. Matters Arising and Action Matrix 

Members noted the position of the action matrix. 
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Members received the action matrix and noted that matters were either completed, or for the 

agenda at this or future meetings.  The following updates were provided:  

7: External Audit ISA260 - Mr Cullinan asked for clarification on the remit of the Charitable 

Funds report that would be provided to a future meeting of the Board.  Mrs Bosnjak-Szekeres 

provided an overview and confirmed that the report would be to provide an understanding of 

spend and plans for future fundraising and use of funds.  Mr Cullinan suggested that there 

was a need for the report to include opportunities for utilisation of funds. 

Mr Patel confirmed that he was meeting with the Charity Fundraising Manager later in the 

week and would ensure that this request was communicated. 

RESOLVED: Members noted the position of the action matrix. 

 

5. Internal Audit  

a) Internal Audit Progress Report  

Mrs Cobain referred members to the previous report and confirmed that Mersey Internal Audit 

Agency (MIAA) had now completed the final handover meeting with KPMG.  She went on to 

confirm that the scoring of the quality spot-checks had been completed and a session with the 

Council of Governors had been carried out following the completion of the recent survey to 

assess their baseline understanding of the role and identify any areas of development. 

Members noted that the follow-up of internal audit recommendations would be presented to 

the next meeting of the Committee. 

Mrs Cobain referred members to the MIAA insights document and confirmed that all Audit 

Committee Chairs, for Trusts that MIAA work with, are offered sessions with herself and 

colleagues and would liaise with the Corporate Governance Team to circulate some potential 

meeting dates for consideration.  Mr Cullinan thanked Mrs Cobain for the handover her went 

on to comment that a number of the Governors had provided positive feedback on the session 

that they had undertaken with MIAA.  

Mr Patel asked whether the final half of the year would be sufficient to carry out the work 

required to ensure the Head of Internal Audit Opinion at year end to which Mrs Cobain 

confirmed that there were no delays anticipated and that despite the challenges of Q1 all 

should be in order for the opinion at the end of the year.  

RESOLVED: Members received the report and noted its contents. 

 

b) Internal Audit Technical Update  
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Mrs Cobain confirmed that the document was presented to share the best practice from across 

the sector and the constituent auditors made up 50% of the NHS auditors.  Dr Bedi commented 

that the information had been useful. 

RESOLVED: Members received the report and noted its contents. 

 

6. Management response to Internal Audit Report  

a) Payroll  

Mrs Adams and Mrs Palmer-Rigby attended the meeting to provide the management response 

to the payroll audit.  Mrs Adams confirmed that she had requested the audit in order to assess 

the design of the operational processes that were in place.  She provided an overview of the 

outcome of the audit, confirmed that there had been eight recommendations made and gave 

a summary of the work that was being undertaken to address them. 

Members noted that the majority of the actions undertaken related to tightening the process 

around starters/leavers, including the timely completion of assignment change forms and the 

processing of payments. 

Members were informed that three of the actions that were due for completion by 1 August 

2021 had already been completed with the remainder being due for completion in either 

September or December 2021. The remainder were all on track for completion by their 

required dates, with the December actions being focused on development of 

policies/procedures.  Mrs Adams stated that Trusts usually followed the Electronic Staff 

Record (ESR) guidance and confirmed that the Trust had contacted a number of other Trusts 

across the wider Integrated Care System (ICS) to see if they used non-ESR guidance, but all 

had confirmed that they did follow the guidance. 

Mrs Palmer-Rigby confirmed that the work was in progress to develop the policies and 

Standard Operating Procedures (SOPs) but there had been an overreliance on tacit 

knowledge in the past and there was a need to formalise the information. 

In response to Dr Bedi’s question about the creation of SOPs, Mrs Palmer-Rigby reported that 

the Trust had previously used the ESR information, but this was the first time that these issues 

had been raised. Mrs Adams reported that the groundwork was being completed to develop 

the SOPs and policies and would be in a position to assist other Trusts. 

Mr Patel thanked Mrs Adams for the response and confirmed that there were no surprises in 

the report and that all of the matters raised in the report were already known to the Trust. 

Mr Patel went on to confirm that a number of other Trusts had already been involved in shared 

services and therefore had needed to manage these issues a while ago. 
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Mrs Palmer-Rigby reported that the shift from office working to working from home had 

highlighted a number of relatively small issues which needed to be addressed, such as 

physical signatures on document.  

Mrs Cobain stated that payroll was included within this year’s audit plan. 

It was agreed that a further update on progress would be provided to the meeting in October 

2021. 

Mrs Adams and Mrs Palmer-Rigby left the meeting at this point (13.08) 

RESOLVED: Members noted the report and its contents.  

  An update on progress will be provided to the meeting in October 2021. 

 

7. External Audit  

a) External Audit Progress Report 

Ms Taylor reported that the internal debrief had been carried out and the same meeting with 

the Trust would take place later in the day. She confirmed that the external audit team would 

be commencing work on the Trust’s charity accounts and those of the Trust’s subsidiary (Atlas) 

in the coming weeks. 

In response to Mr Patel’s question, Ms Taylor confirmed that the final report on the audit of 

the Trust’s financial accounts would be completed in the coming weeks and could them be 

included in the Trust’s Annual Report in readiness for laying before Parliament and publication 

at the Annual General Meeting. 

RESOLVED: Members received, discussed, and approved the internal audit plan. 

 

8. Financial Focus  

a) Losses and Compensations  

Mr Cunday referred members to the previously circulated report and confirmed that in the first 

three months of the year (Q1), there had been 16 compensation payments totalling just over 

£7,000.  He provided an overview of the debts and confirmed that none had been written off 

at this stage.  He also highlighted the comparative figures for embers information and interest.  

RESOLVED: Members received the report and noted its content.  

 

b) Waivers 

Mr Cunday referred members to the previously circulated report and confirmed that for the first 

three months of the year (Q1), there had been a total of three waivers approved, totalling 
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£81,000, all were listed in the report for information.  He reported that two of the waivers had 

been approved as they were the sole supplier of the item/service and the third waiver related 

to ensuring continuity of service during COVID-19. 

Mr Cullinan commented on the reminders regarding the Standing Financial 

Instructions/Scheme of Delegation when waivers were sought and the general understanding 

of them by managers.  

Mr Cunday thanked Mr Cullinan for his comments and confirmed that he and Mr Patel 

continued to engage with the Lancashire Procurement Cluster (LPC).  He went on to suggest 

that there was a need to undertake some refresher training across a range of staff groups 

regarding requisitioning, receipting of goods and services as these matters were impacting on 

the Trust’s ability to meet the Better Payments Practice Code. 

He went on to suggest that there was a need to focus training on new starters and ensure that 

they were aware of what to do when dealing with finance related matters as well as target 

training at existing staff within the Trust’s Divisions.  

Mr Patel agreed and confirmed that the finance team had an awareness of which staff had 

access to the systems and could ensure that there was annual training offered to them in 

addition to an annual declaration of understanding to maintain the ability to use the system. 

Mr Cullinan suggested the need to ensure that the training was not too onerous.  

RESOLVED: Members received the report and noted its content.  

 

9. Counter Fraud  

a) Counter-Fraud Progress Report 

Mr Marsden referred members to the previously circulated report and confirmed that the 

functional standards self-review had been submitted at the end of March 2021 and had been 

acknowledged by the NHS Counter Fraud Authority (CFA).  Members noted that the Trust had 

rated itself as having 10 green and 3 amber ratings and some suggestions for improvements 

in the amber areas had been included.  Mr Marsden confirmed that there was a more detailed 

report included with the papers for information. 

Mr Marsden went on to provide an overview of the remainder of the report, specifically the 

current cases that were open and provided summaries of the cases relating to a locum 

consultant who had been undertaking mental health assessments during NHS time and the 

processes that had been out in place as a result. 

Mr Cullinan thanked Mr Marsden for the update and, in response to his question about whether 

the matter had been escalated to the Chief Executive, Mr Marsden confirmed that it had not 

yet been escalated to him but would be once all the details were available. 
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Mr Cullinan went on to ask whether there was a likelihood that the case would result in criminal 

prosecution, Mr Marsden agreed and confirmed that this work would be taken forward if at all 

possible. 

 

b) Annual Self-Review against NHSCFA’s Standards 

This item was covered as part of item 9a: Counter-Fraud Progress Report. 

 

10. Committee Effectiveness Annual Review  

Mrs Bosnjak-Szekeres provided members with a verbal overview of the findings of the 

Committee Effectiveness Self-Assessment survey and confirmed that two thirds of the 

responses to the had been either ‘strongly agree’ or ‘agree’.  She also highlighted the 

comments that had been provided by members throughout the survey.  It was agreed that the 

results would be presented to the Committee at the next meeting for discussion and to the 

Board for information.  

RESOLVED: Members received the update provided. 

The results of the survey will be presented to the next meeting of the 

Committee and to the Board of Directors for information.  

 

11. Workplan 

Mrs Bosnjak-Szekeres presented the Committee workplan to members and confirmed that it 

had been aligned to the revised terms of reference and the comments received at the previous 

meeting.   

Mrs Cobain asked for an Internal Audit Progress Report to be added to the workplan for April, 

the Head of Internal Audit Opinion to be included on the May agenda and the Internal Audit 

Terms of Reference to be re-named as the Internal Audit Charter. 

In response to Mr Patel’s question about the scheduling of the Value for Money Statement, it 

was confirmed that this item should remain in-line with the year-end dates. 

Members approved the workplan pending the aforementioned revisions. 

RESOLVED: Members approved the workplan, pending the aforementioned changes. 

 

12. Items Recommended for Escalation to the Board  

Mr Cullinan sought the views of members about the possible items for escalation to the Board.  

It was agreed that the submission of the NHS Counter Fraud Authority Standards would be 

escalated to the Board for information.  
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RESOLVED: Members agreed to escalate the NHS Counter Fraud Authority Standards 

to the Board of Directors for information. 

 

 

13. Formal Meeting Review  

Mr Cullinan sought feedback from members on the meeting that had taken place.  

She asked about whether it was useful to circulate the best practice report.  

Mrs Cobain thanked members for the meeting and as a first-time attender commented that 

the agenda had allowed for good discussion of items etc.  

RESOLVED: Members noted the comments made. 

 

14. Any Other Business 

There were no further matters of business raised. 

 

15. Declaration of Confidentiality 

Mrs Bosnjak-Szekeres reminded members that all items be declared confidential unless they 

were already in the public domain. 

 

16. Date and Time of Next Meeting 

The next meeting will take place on 25 October 2021 at 12.30pm, via MS Team.  
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1. Welcome/Apologies for Absence 
Mr Case welcomed members to the meeting and requested that papers be taken as read and, in the 
interests of time, summaries of key matters be provided. 
 
Apologies were received as recorded above.  

 

 
2. Minutes of the Previous Meeting held on 13 August 2021.  
Members, having had the opportunity to review the minutes of the previous meeting held on 13 August 
2021 approved them as a true and accurate record subject to the removal of Mrs Lewis from the present 
list and register her apologies. 
RESOLVED:  The minutes of the previous meeting held on 13 August 2021 were approved as 

an accurate record subject to the above amendment.  
  

3. Matters Arising 

a) Action List  

Members noted that the items on the action list were either completed, or on the agenda for this or 
future meetings. The following updates were provided: 

160: Action List – Matters Arising – Mr Case requested that a conversation was to take place and 
the action to be closed. 

ACTION: The Corporate Governance Team close the action 160.  

 
 
  
WELL-LED 
4. a) Quality and Improvement Outcomes Framework for Library Services 
(i) Library Annual Report  
The Annual Report of the Trust’s library service was presented to members for information. 
  

 (ii) Library Strategy  
 Dr Gardner advised that, given the limited amount of time at the meeting, he would concentrate on the 

Self-Assessment which was to be submitted to NHS England.  Members  received an update from Mrs 
Kalinda on the governance behind the Trust’s Library Services and  the information that was to be 
submitted to NHS England/Improvement (NHSE/I) as part of the return. 
 
Mrs Kalinda provided an overview of the library service offer  and confirmed that the service was 
proactive across the Trust, particularly in terms of their demonstration of the positive  impact on service 
users by providing access to knowledge to staff across the Trust and beyond.    
 

  Ms Kalinda advised that there were lots of staff using the Library and some clinicians were using the 
Library service as evidence for their training.  It was noted that 24,164 people visited the Library over 
the course of the year and that this number was expected to increase .  Ms Kalinda reported that there 
had been 124 requests for evidence from managers and 103 from nurses  which would be included in 
appraisal and revalidation portfolios 
 
It was noted that the strategy would be sent out to various departments and the Library team would 
attend as many departments as possible to promote their services.  Mr Case commented that the Self-
assessment was a very comprehensive document and asked  that he be updated on feedback on the  
service . It was noted that in comparison with other Trust’s Blackpool Teaching Hospitals were doing 
very well and NHSE had developed a framework regarding how the library service was used across  
the Trust. It was agreed that Ms Kalinda could provide a chart to the next Committee to show where the 
Trust was, which was currently in the top 40%.   
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It was further agreed that Ms Kalinda would be included on the 28 September 2021 agenda under 
“Celebrating Brilliance” which would outline what the Library were particularly good at. 
ACTION: The Committee endorsed the Self-Assessment and its submission and agreed to bring 

back Library Services to the next meeting under the agenda Item “Celebrating 
Brilliance”. 

 
 

b) Quality Improvement Update  
Mrs Goldthorpe referred members to the previously circulated paper and provided an update on the 
work undertaken   with regard to the Deteriorating Patient Collaborative and the  work being undertaken 
to showcase this work on 14 September 2021.  Mrs Goldthorpe reported that the first launch of the Last 
1,000 Days of Life Collaboration was being launched on the 24 September 2021.  
 
It was noted that there had been almost 300 responses to the Culture Safety Survey which had taken 
place across the Trust.   
 
Mrs Goldthorpe advised that work was ongoing to improve compliance with regard to category three 
and four Pressure Ulcers. Mrs Goldthorpe confirmed that it was more difficult to establish the causes of 
pressure ulcers acquired by patients within the community than those identified whilst in hospital and 
that a paper had been developed by colleagues within the Trust’s Community Services to establish any 
potential themes and identify learning and actions for improvement. Mrs Cheung reported that this was 
also being addressed through Safety Panels. 
 
With regards to the Quality Academy, it was reported that there had been a good response with 27 
applications that had been received from consultants.   It was noted that 11 submissions had been 
shortlisted and the team were awaiting acceptances from those shortlisted. Mrs Goldthorpe advised 
that in relation to the unsuccessful applicants, they were being offered support and would be 
encouraged to take up the offer of coaching via the Trust’s Innovation Team.  
 
 
c) Emergency Department Internal Audit Report 
It was noted that the KPMG Report provided details on the Emergency Department and Mrs Horkin had 
provided a summary and had included KPMG’s initial findings.  Mrs Anderton highlighted the 
recommendations set out within the report and the progress being made towards their completion.   
 
Mrs Anderton advised that the necessary requirements had been submitted, some of which were on-
going and were being taken through to regular meetings for them to review evidence and actions. It 
was noted that this would provide assurance that all recommendations were complete and those that 
were on-going had robust systems in place.    
 
 
SAFE  
5. a) Guardian of Safe Working Quarterly Report  
It was noted that the report set out the recognition that Medical Staffing was a risk to the Trust. It was 
noted that Dr Wiggans and Mrs Adams were jointly chairing the Medical Workforce Committee. Dr 
Gardner advised that the Medical Register rotas would be discussed at the JLNC due to an issue with 
the rota structure.  

 
Dr Gardner advised that this report was quarterly and perhaps in the future it could be packaged with a 
broader view of Medical Staffing.  It was noted that in relation to staffing, there was a gap on Allied 
Health Professionals (AHPs). It was mentioned that Mr Nick Lane, Chief AHP presented a report at the 
Senior Leaders’ Team Meeting last week which would bring this all together, albeit that there were still 
some gaps that they were working on.  Mr Case asked if the report could come to this meeting and Dr 
Gardner advised that there are some parts of it in relation to Patient Safety issues could be provided to 
this Committee.  Mrs Anderton commented that in terms of the NHS England/Improvement Safer 
Staffing guidance and requirements would be reported through to the Board Committees, which Mr Nick 
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Lane will do in the future, and they were working on when that would happen.  It was noted there was 
a plan for the report to come through on a regular basis.  
 
 
b) The National Confidential Enquiry into Patient Outcome and Death (NCEPOD) Update  
Dr Gardner reported that Dr Ranjit More was an Ambassador for NCEPOD and that they now had 
leadership in place, but now need more admin support staff. It was agreed to invite Dr More to talk 
about his role at a future Committee.  Dr Gardner advised that the Trust had to look into how this role 
aligns with the Medical Examiners and other mechanisms.  It was noted that the integrated governance 
piece of work naturally overlaps this and ultimately, they need to bring all these pieces together as they 
were linked. 

 
 

c) Getting It Right First Time (GIRFT) Update   
Dr Gardner reported that the Trust now had GIRFT Oversight group which Dr Goode chaired and the 
most recent GIRFT visit was Urology where the Trust received positive feedback.  It was noted that 
more events were upcoming and the teams were keen for Non-Executives Directors to attend. Dr 
Gardner advised that Mr Tim Briggs, the National GIRFT lead, who was linked in with government 
offices, was very enthusiastic about the Trust’s plans.   

 
 
d) Clinical Safer Staffing Report  
Mrs Anderton commented that the new templates now covered the staffing establishment on inpatient 
areas and following the professional judgement report, that had been agreed at the Board of Directors 
Meeting on the 2 September 2021, was now being put into the templates. It was noted that a recruitment 
campaign would take place to recruit 120 Health Care Assistants. Mrs Anderton advised that there was 
a lot of pressure to support one-to-one care and registered nurses were needed and will continue to 
recruit from overseas. 
 

 
e) Infection Prevention Control  

i) Infection Prevention Control Report  
Mrs Mawdsley reported that NHS England had issued new standards on Clostridioides difficile (c-diff) 
and details were provided within the report. It was noted that there was a new layout of the report on 
hospital onset cases and the Trust now reports on Community figures.    
 

It was noted that the NHS Standard Contract Annual Programme was awaiting thresholds to be 
released and it had been drafted and would go to the Audit Committee in October 2021. 
 

ii) Board Assurance Framework  
It was reported that Covid-19 cases had increased and outbreaks had occurred due to issues with the 
rescreening of patients.    

 
iii) Infection Prevention Annual Report      

Mr Case reported the importance of encouraging staff to take part in FIT and Lamp testing as the figures 
for Lamp testing were low. Mrs Mawdsley advised that C-Diff was a concern and that they had discussions 
this issue with clinical colleagues in divisions and arranged a deep dive to look into this. It was noted that 
it was divisions responsibility to look into the root causes and that they had been asked for a report on 
their findings and would do an amended action plan on the findings.  

 
 
f) Serious Incident Report, Duty of Candour Report & Health and Safety Report  

Mrs Cheung reported that 2 new Serious Incidents (SIs) were reported to StEIS in July 2021 which 
compared to 3 in June, 1 in May, and 2 in April 2021. It was noted that the first SI was a ‘Misplaced 
Nasogastric Tube’ in CITU and the investigation was now complete.  Mr Cheung advised the members 
that the second incident involved the retention of a gauze Raytec swab, left in the patient following 
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delivery and repair of episiotomy (incision), following delivery on the Delivery Ward.  It was noted that the 
second never event was included in last month’s report to the Committee however, due to that paper not 
being seen by the Committee it has been included in this report. 

 
Mr Cheung drew members attention to the Health and Safety Report and advised the Committee that the 
top three causes of staff incidents reported in July were: exposure or contact with harmful substance (36), 
contact with sharps (7), and then jointly; injured whilst handling/lifting/carrying (6) and slips/trips/falls (9). 
It was noted that the Trust had received 3 Field safety notices (FSNs) and that they were communications 
sent out by medical device manufacturers or their representatives in relation to actions that they may 
have taken in relation to their product that was on the market. 
 
Mrs Cheung informed members that following discussion at the Health, Safety, Security and 
Environmental Governance Committee meeting and, subsequently, at the Quality and Clinical 
Effectiveness Committee meeting, the aim was to significantly reduce / eliminate the number of needle 
stick / sharps injuries. It was noted that the Divisions were given a breakdown of their areas where 
(repeat) needle stick / sharps injuries had occurred over the last 12 months and work was ongoing to 
provide focused plans to reduce / eliminate the number of needle stick / sharps injuries in their Division. 
 
In response to Mr Case’s query with regards to gaining assurance after SIs, Mrs Cheung advised that all 
learning was reported through action plans and deep drives were arranged to look into certain areas 
where a SI had occurred.  
 
Dr Gardner reported that to provide assurance to the members with regards to SI, that every SI was 
discussed in detail with the General Medical Council (GMC) and the incident panel process at the Trust 
was detailed and thorough. 

 
 
 

6. Quality and Clinical Effectiveness Indicators from the Integrated Performance Report 
Dr Gardner drew members attention to the result shown in the Trust’s Summary Hospital-level Mortality 
Indicator (SHMI) mortality measure and reported that it was the lowest the score had ever been and 
was now well within expected tolerance. It was noted that partial assurance was given instead of no 
assurance that was incorrectly written within the report.  

 
ACTION: Amend the IPR to reflect partial assurance.  
 
WELL-LED 
 

7. a) Corporate Risk Register  

Mrs Bosnjak-Szekeres advised the members that bi-monthly reporting of the Corporate Risk Register 

(CRR) had been discussed. Mr Case requested a conversation outside of the meeting to discuss 

whether or not this would be still required on the agenda every month. 

ACTION: Mr Case and Mrs Bosnjak-Szekeres to discuss the reporting of the Corporate Risk 

Register. 

 
 

b) Board Assurance Framework: Committee Specific Risks  

Dr Gardner advised that the Board Assurance Framework (BAF) was updated monthly and updates 

were provided to the Committee in font colour green. It was noted that the risk score remained the 

same at 15.  

 
c) Committee Effectiveness Annual Review 

It was agreed that this agenda item would be deferred to the next meeting.     
 

d) Annual Work Plan 2020-21 

The Annual Work Plan was noted by the Committee.  
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e) Items Recommended for Escalation to the Board  

It was noted that the Library Self-Assessment had been reviewed and approved for submission by the 

Committee.  

 

Dr Gardner advised that the Committee had been rearranged at short notice to ensure all actions were 

being captured and that there was an audit trail. It was noted the importance of ensuring the Board 

were aware that this was a short meeting which had resulted in limited challenge from the Non-

Executive Directors.  

 
 

CLOSING MATTERS 
 

8. a) Any other Business 
There were no other matters of business raised.  
 

b) Formal Meeting Review  
Members agreed that the meeting had been positive and well-focused but the limited time for the 
meeting had made effective challenge by NEDs difficult.  

 
c) Date of the Next Meeting: 

The next meeting will take place on Tuesday 28 September 2021 at 1.00 pm via MS Teams. 
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Mrs S Mawdsley Infection Prevention Nurse Consultant  

Mr P Murphy  Director of Nursing, AHPs and Quality   
 
 
 
1. Welcome/Apologies for Absence 
Mr Case welcomed members to the meeting and requested that papers be taken as read and, in the 
interests of time, summaries of key matters be provided. 
 
Apologies were received as recorded above. It was noted that the meeting was not quorate and 
therefore no decisions were able to be made.  

 

 
2. Minutes of the Previous Meeting held on 13 September 2021.  
Members, having had the opportunity to review the minutes of the previous meeting held on 13 
September 2021 approved them as a true and accurate record. 
RESOLVED:  The minutes of the previous meeting held on 13 September 2021 were approved 

as an accurate record.  
  
 

3. Matters Arising 

a) Action List  

Members noted that the items on the action list were either completed, or on the agenda for this or 
future meetings. The following updates were provided: 

179: Action List – Corporate Risk Register – Mr Case reported that the meeting with Mrs Bosnjak-
Szekeres was to be arranged. 

ACTION: The Corporate Governance Team to ensure this meeting is arranged.  
 
 
CARING 
4. a) Patient Story  
Mrs Anderton introduced the patient story and advised that it related to the interventions of the 
Occupational Therapy/Physiotherapy Team involved with the care of a young patient and how that care 
and treatment provided to the patient and her family during the pandemic resulted in a vast improvement 
of her condition resulting in her not requiring surgery.     
 
Mr Case commented that it highlighted the difficulties experienced by many patients during the 
pandemic and thanked the team for their efforts and support provided to the family.  Mr Lane stated that 
it was exceptional work by the team and noted the important involvement of other health professionals 
across patient care.   The Committee noted the patient story. 

  
 

b) Celebrating Brilliance – Library Services Presentation  
Mrs Kalinda introduced herself to the members and provided a detailed presentation of the services 
provided by the Library Services, such as, evidence at the point of need, training in digital literacy, 
knowledge management and expertise in searching for evidence.  Members noted that most academic 
research, approximately 90% was sourced from the deep web.   
 
In response to Mr Case’s query about what would enhance the Library services, Mrs Kalinda stated that 
remote access would be a key priority and better resources, such as patient record access for evidence-
based learning.  Mrs Anderton commented that a lot of the junior clinical workforce preferred IT access 
and invited Mrs Kalinda to attend the next nursing forum. 
ACTION: Mrs Anderton to invite Mrs Kalinda to attend the next nursing forum. 
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SAFE  
5. a) Mortality Quality Report  
Dr Goode reported on the main highlights including the reduction in the Trust’s SHMI, which had 
reduced to 105.  Members noted that this was the lowest ever recorded for the Trust.  Dr Goode went 
on to report that the three main conditions with the highest level of deaths were pneumonia, stroke and 
diabetes mellitus. Mr Case queried that the number of out of hospital deaths within 30 days of discharge 
appeared high, and Dr Goode confirmed that work was being undertaken to ensure that correct 
recording of deaths was undertaken along with the support of General Practitioners.  
 
In response to Mr Case’s query in relation to Duty of Candour and family notification, Mrs Cheung 
confirmed that regional and national discussions were being undertaken, but explained that it was a 
complex area, with differing views on the best course of action to take.  Mr Case sought assurances 
around the timescale, but Mrs Cheung stated that assurance of this nature was difficult, but assured Mr 
Case that she would discuss with Mr Murphy and report back. 
ACTION:  Mrs Cheung to discuss Duty of Candour Mr Murphy and report back to the 

Committee.  
 
 
b) Serious Incident Report, Duty of Candour Report & Health and Safety Report  
Mrs Cheung reported that three new Serious Incidents (SIs) were reported to Strategic Executive 
Information System (StEIS) in August 2021 which compared to two in July, three in June and one in 
May 2021. It was noted that there had been one Never Event 2021 since the last meeting, which 
involved a patient who had a chest drain inserted in the wrong side,and had now been confirmed as a 
‘Wrong Site Surgery’. Mrs Cheung confirmed that initial learning has been identified and shared. It was 
noted that two previously reported Never Events had been investigated and had either been closed, or 
where about to be closed. Mrs Cheung confirmed these had all been in different areas and of different 
classifications and did not indicate a systemic issue. However, clearly attention had to be paid to the 
never events and work undertaken to prevent reoccurrence. She reported that a review of the current 
serious incident investigation report templates and tools was currently being undertaken.  
 
Mr Case queried the way incidents were being raised and sought assurance that final classification was 
undertaken appropriately. Mrs Cheung talked through the current process and confirmed this would be 
included in the next meeting’s report. Mr Kay stated that he would be happy to feedback on the process 
of the Never Events investigations to the next Committee.  
 
In response to Mr Fogg’s query on how the never events were identified, and had they been identified 
early in the care.  Mrs Cheung assured the Committee that the chest drain never event had been 
identified during the same surgery, reported by the divisional team.   
ACTION:  Mr Kay to report on the Never Event investigation process reported in August 
 

 
c) Infection Prevention Control (IPC) Report and Board Assurance Framework (BAF) 
Mr Mannion reported that the Trust had reported one case of Methicillin-resistant Staphylococcus 
aureus (MRSA) during August 2021, which related to a patient with a deep-seated infection that had 
proved difficult to treat.  Two cases of methicillin-susceptible Staphylococcus aureus (MSSA) had been 
reported during August 2021, which totalled 19 for the year to date.  Members noted that no threshold 
had been set for 2021/22.  A total of 14 cases of Clostridioides difficile had been attributed to the Trust 
in August 2021, which totalled 50 for the year to date.  Members noted that the threshold for 2021-22 
had been set at 104. A total of nine cases of Escherichia coli (E. coli) infection were reported during 
August 2021, which totalled 39 for the year to date.   Mr Mannion confirmed that action plans were 
being developed and regular meetings were being undertaken to monitor.  
 
Mr Mannion confirmed that the BAF had been updated and highlighted one area of concern around the 
mis-screening of Covid-19 patients, it was confirmed that IPC training for all staff was being undertaken.  
Mrs Anderton confirmed that the number of Covid-19 wards had been reduced, but that challenges 
remained with preventative screening of patients due to operational pressures.  
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Members noted that it was still a challenging time but were assured that process and procedures were 
in place. 
  
 
d) Clinical Safer Staffing Report  
Mr Walton-Pollard drew members attention to the previously circulated report and provided assurance 
to the Committee that the Trust was in line with national guidance.  He confirmed that the current 
compliance was reported against the old template, however, from next month reporting would be 
against the new template. Members noted that the current overall recruitment compliance was at 96.3%.   
Mr Walton-Pollard reported that 21 wards were under 90% compliance with no known harm.  
 
Mr Fogg’s queried what the major issues were on those 21 wards, and whether they were around staff 
health and wellbeing, staff working extra hours, or the amount of pressure staff were working under.  Mr 
Walton-Pollard confirmed that issues of health and wellbeing would be monitored during a staff 
appraisal and whether to consider an occupational health review if performance was reduced.   
 
There was a short discussion around how to monitor working hours of staff in order to prevent burn out 
and it was agreed to arrange a meeting between Mr Fogg and Mrs Anderton to discuss how to collect 
this data. 
 
Mrs Anderton reported that the Trust currently had 9 registered nurse (RN) vacancies against current 
baseline templates, with more than 30 newly qualified RNs starting with the Trust during August 2021.  
She confirmed that the overseas recruitment would continue.  Mrs Anderton provided assurance, but it 
was noted that the workforce was quite a junior one and required a lot of support during this challenging 
time.  However, it was noted that excellent health and wellbeing support was in place.  Members noted 
the excellent work that had been undertaken in this area. Dr Goode confirmed that a parallel piece of 
work was being undertaken for medical staffing and the group was chaired by Dr Wiggans.    
 
Mr Lane stated that a lot of work had been undertaken with Mr Murphy on the staffing of Allied Health 
Professionals (AHPs) and that he would report on this to the next Committee meeting.  
ACTION:   To arrange a meeting with Mr Fogg to discuss progressing how to collect staff 

working hours data. 
ACTION: Mr Lane to report to the next Committee meeting on the staffing work undertaken 

for AHPs. 
 
 
e)  Responsible Officer for Revalidation Annual Report  
Dr Goode reported that it was an annual requirement that doctors needed to be revalidated by the 
General Medical Council (GMC).  Members noted the recommendations made within the report by Dr 
Gardner and further noted that the report would be shared with the GMC.  
 
EFFECTIVE 

6. a)  Quality and Clinical Effectiveness Indicators from the Integrated Performance Report 
Mrs Anderton reported that positive feedback had been received via the Friends and Family Test, but 
that focus was required on improving response rates, particularly in the Accident and Emergency 
department.   Members noted that reporting on dementia standards had been suspended, but the Trust 
still participated in Royal College of Physician case note audits and a dementia strategy would be 
reported to the Committee in due course.  Mrs Anderton commented that CQC had commended medical 
care services work around dementia care.    
 
Mrs Anderton reported that non-hospital acquired pressure ulcers had increased compared to July and 
work was ongoing in order to improve on this standard.  
 
Mrs Anderton reported that 24 formal complaints were received which required investigation compared 
to 30 in July 2021, a decrease of 20%, which had resulted from more timely responses and more 
engagement at the point of contact.  Mr Case requested a presentation from the Patient Experience Team 
to showcase the work undertaken to improve their service.  Mrs Anderton stated that that Mr Heath and 
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Mrs Walsh would be happy to present on the wider arm of the Patient Liaison Team.  It was agreed to 
add to the Celebrating Brilliance forward planner. 
 
Dr Goode noted that mortality data had been previously discussed.  He reported that Venous 
thromboembolism (VTE) reporting had been nationally suspended, however, there were some concerns 
and work was being focussed in this area.  
It was noted that partial assurance was given instead of no assurance that was incorrectly written within 
the report.  
 
 
RESPONSIVE 
7. a) CQC Action Plan 

Mrs Cheung reported that the CQC had undertaken an unannounced core services inspection of 

Medicine and Emergency Services on 14–16 September 2021 and an announced Well Led Inspection 

was planned for 13–14 October 2021.  She reported that data requests were being received an actioned 

and that a further unannounced visit was expected. 

 

Mrs Anderton stated that a number of immediate concerns had been raised during the core services 

inspection and all actions had been taken and relative evidence produced to CQC action plans, with no 

intention for further action.  Members noted assurance that medical and emergency services were safe.  

 

 

WELL-LED 

8. a) Quality Improvement Update 

Mrs Goldthorpe drew attention to the previously circulated report which had provided an update on the 

main areas of the Trust’s Quality Improvement programmes.  Members noted the next phase of pressure 

ulcer work was due to commence on 13 October 202.  Mrs Goldthorpe invited members to attend a 

showcase event on Friday 1 October 2021.  

 

Mrs Goldthorpe reported that the first Neck of Femur learning session was due to be launched in 

collaboration with nine local nursing homes.  

 

Members noted that a lot of work was ongoing with the Clinical Quality School and that the improvements 

were being embraced well by staff.  Mrs Goldthorpe stated that a full report analysis from the first culture 

survey deep dive would be provided at the next Committee. 

 

In response to Mr Case’s query about the 1,000 days, Mrs Goldthorpe confirmed that Mr Murphy had 

discussed this with Dr Catt and that this was in development. 

ACTION:  To present a full report analysis following the first culture survey deep dive to 

the next Committee meeting.   

 

 

b)  Board Assurance Framework: Committee Specific Risks  

Mrs Anderton advised that there had been no change to the risk score which remained at 15.  Mrs 

Anderton reported that the Trust had 20 wards on GOLD COAST status and discussions were being 

undertaken to agree the process of implantation of Platinum status.  Members noted that CQC had 

provided positive feedback in relation to wards visits.   
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c) Committee Effectiveness Annual Review 

Miss Ingham drew members attention to the report and confirmed it had been developed in line with 

Healthcare Financial Management Association (HFMA) guidance.  Members noted two main 

considerations for future development: contributions from broarder bases, and the construction of the 

agenda to flow and ensure assurance is gained by members. 

 

Mr Case stated that the report had been positive overall but agreed there were areas that required further 

development. Mrs Anderton agreed that the report had been quite positive, however, she thought further 

engagement was required, but a balance needed to be found as meetings often ran over time.   

 

Mr Case stated that the shorter meetings had been introduced as part of the response to the pandemic, 

and that perhaps a review was required.  Mrs Cheung confirmed that discussions were being undertaken 

around the Committee’s structure with key questions on the frequency and purpose of the Committee.   

 

 

d) Items Recommended for Escalation to the Board 

Mr Case confirmed that the following agenda items would be escalated to the Board of Directors: 

 

4a)   Patient Story. 

4b)  Celebrating Brilliance - Library Services Presentation.  It was noted that there would be more to 

report following the discussions between Mrs Anderton and Mrs Kalinda. 

5b) Serious Incident Report, Duty of Candour Report & Health and Safety Report (Never Event). 

 

 

e) Annual Work Plan 2020-21 

The Annual Work Plan was noted by the Committee.  

 

 
CLOSING MATTERS 
 

8. a) Any other Business 
There were no other matters of business raised.  
 

b) Formal Meeting Review  
Members agreed that the meeting had produced good challenge and had received assurance.  It had 
been positive and well-focused. 
  

 
c) Date of the Next Meeting: 

The next meeting will take place on Tuesday 26 October 2021 at 1.00 pm via MS Teams. 



 
Minutes of the Operations Committee Meeting 

held on Thursday, 26 August 2021 at 2.00 pm  

via Microsoft Teams 

Members   

Dr S Bedi Non-Executive Director Chair 

Mrs J Barnsley Executive Director of Integrated Care and Performance  (from 2.30 pm) 

   

In Attendance   

Mrs S Adams  Interim Operational Director of Human Resources and 

Organisational Development 

 

Mrs A Bosnjak-Szekeres Director of Corporate Governance  

Mrs T Callaghan-Sheppard  Corporate Governance Officer  Observer 

Miss L Cheung  Deputy Director of Quality Governance   

Mrs J Gaynor  Corporate Governance Officer Minutes 

Mr S Gratrix Public Governor   

Miss K Ingham Acting Head of Corporate Governance  

Miss L Kavanagh Corporate Governance Officer  Observer 

Ms L McNeill Patient Level Information & Costing Systems (PLICS) & 

Statutory Liquidity Ratio (SLR) Accountant 

 

Mrs L Smith-Payne Deputy Director of Workforce  

Mrs T Squire-Evans Associate Director of Finance (Financial Planning & 

Commissioning) 

 

   

Apologies   

Mr M Beaton Non-Executive Director   

Mr P Cunday Associate Director of Finance (Operational Finance)  

Mr F Patel Director of Finance  

Professor N Latham Chief Operating Officer  

Mr K Moynes Joint Executive Director of HR & OD  

Mr J Wilkie Non-Executive Director   

 

1. Welcome/Declarations of Interests/Apologies for Absence  

Dr Bedi welcomed members and attendees to the meeting and explained that in the absence of Mr 
Beaton she would chair the meeting.  Dr Bedi informed the Committee that this would be her final 
meeting as she would be leaving the Trust at the end of the month.  It was further noted that Mrs 
Barnsley would join the meeting from 2.30 pm as she was involved in urgent operational duties and Mrs 
Bosnjak-Szekeres would join the meeting for her agenda items only.  



 

 

It was noted that the meeting was not quorate.     

Apologies were received as recorded above. 

 

2. Minutes of the Previous Meeting 

Members having had the opportunity to review the minutes of the previous meeting held on 29 July 
2021, approved them as a true and accurate record pending an amendment of the word ‘gastrology’ to 
‘gastroenterology’ on page 9. 

RESOLVED: The minutes of the previous meeting held on 29 July 2021 were agreed as a 
correct record, pending an amendment of the word ‘gastrology’ to 
‘gastroenterology’ on page 9.    

  

3. Matters Arising 

a) Action List 

Members noted the position of the action list. The following updates were provided: 

4b: Care Quality Commission (CQC) Action Plan Progress Update – Breakdown by Divisional 
/Department Out of Date Policies (Reference 206 & 207) – Miss Cheung confirmed that a full list had 
been circulated to Mr Wilkie and the Committee members on 25 August 2021 and that the action list 
had now been update accordingly.  

6d: Human Resources & Organisational Development Performance Update - Belonging to the 
NHS (Reference 210) – Mrs Adams stated that a revised dashboard was due to be presented in August, 
however, this would now be presented to the September meeting and requested this action be kept 
amber. 

8d: Human Resources & Organisational Development Performance Update - Belonging to the 
NHS (Reference 199) – Mrs Adams advised that Mr Moynes had provided a verbal update at the July 
meeting and that the action could now be closed. 

RESOLVED: Members received the report and noted its contents. 

ACTIONS: Corporate Governance Team to update the actions reference 206 and 207 as per 
Miss Cheung updates. 

 Corporate Governance Team to add the dashboard to the September meeting 
agenda and keep the action as amber.  

 Corporate Governance Team to close the action reference 199. 

      

4. Care Quality Commission (CQC) Action Plan: Progress Update (items relating to 
Operational and HR & OD matters) 

Miss Cheung referred to the previously circulated report and advised that little had changed since the 
last meeting.  She confirmed all actions had been completed, with the exception of the 2021 action plan 
actions at 93%.  She confirmed that the monthly ‘confirm and challenge’ sessions continued to take 
place, to review evidence submitted and this had resulted in improved supporting evidence.  
 
Miss Cheung referred to the recently published CQC Inspection report for University Hospitals of 
Morecambe Bay NHS Foundation Trust and stated that it had been a challenging report, but one that 
the Trust could use for its preparation in order to understand what the CQC would possibly focus on. 
Dr Bedi commented that this was helpful, and queried whether it had changed the perspective of the 
Trust.  Miss Cheung confirmed that it had not dramatically changed its direction against Key Lines of 
Enquiry (KLOEs), however, the report had highlighted on areas of training, such as, doctors’ full level 3 
safeguarding training, which during the pandemic had not been able to be undertaken on a face-to-face 
basis.   
 



 

Dr Bedi stated the report was clear and impressive, but suggested working on a shorter list for the next 
meeting.  In response to Dr Bedi’s query in relation to the submitted evidence as noted on page 20 of 
the full set of papers circulated, which indicated that over the last three months the evidence submitted 
to close the ‘SHOULDs’ had done well, but that had it indicated the evidence for the ‘MUSTs’ had been 
static, Miss Cheung confirmed that the session for signing off the evidence had not been scheduled, 
and it was agreed that these sign off sessions needed to be scheduled in. 
 

RESOLVED: Members received the report and noted its contents. 

ACTION: To ensure that the sign off evidence sessions were scheduled in.  

 

5. Corporate Risk Register (CRR)  

Miss Cheung referred members to the previously circulated document and provided an overview of the 
ongoing developments to the CRR; a total of 48 risks on the Corporate Risk Register, 23 on Part A and 
25 on Part B,  a total of 155 risks to be reviewed; and a total of 1893 open risks across the Trust. 

 
It was reported that a discussion had taken place during the CQC preparation meeting for  additional 
support in reducing the number or risks to be reviewed.  Members further noted that the long-term 
mechanism was being reviewed to prevent the cyclic process. 

 
Mrs Bosnjak-Szekeres suggested that the reporting of the CRR be brought in line with the 2-monthly 
Board of Directors meeting reporting cycle.  She confirmed that there was a divisional system in place 
to review and monitor risks.  Miss Cheung agreed that from an assurance point of view this would be 
welcomed.  Dr Bedi confirmed that this would provide a more standardised approach, but stated it would 
be for the new Chair of the Quality and Clinical Effectiveness Committee and Mr Beaton, as Chair of 
the Operations Committee to consider.  

 

RESOLVED: Members received the report and noted its contents. 

 

6. Finance Performance 

a) Performance Metrics and Board Assurance Framework (BAF) Update  

It was noted that there had been no significant changes to the relevant sections of the BAF or the overall 
assurance and risk scores.   

RESOLVED: Members received the update and noted its contents. 

 

b) Finance Performance Presentation 

Mrs Squires-Evans drew members’ attention to the previously circulated report and highlighted the 
following key areas: 

Key Financial Risk  

Cash position - only limited assurance could be given that the Trust will not need further interim 
financial support in the H2 of 2021/22 financial year. 

Sustainability – only limited assurance could be given.  

Quality, Efficiency & Productivity (QEP) - only limited assurance could be given in the identification 
and delivery or recurrent savings to the value of £20.7M  

Based on current performance and latest guidance, only an overall limited level of assurance could 
be provided at this stage. 

Better Payment Practice Code  

Mrs Squires-Evans informed member that the national target to pay supplier invoices with 30 days of 
95% and during June this had been reported at 75% and 83% during July.  Members noted that this 



 

had come under national scrutiny and work was being undertaken to ensure payment of invoices within 
the 30-day timescale.  

 

Cash Position 

Mrs Squires-Evans informed members that the cash position continued to be challenging, but there 
would be no requirement for cash support until the end of quarter 3.  

 

Quality, Efficiency & Productivity Programme 

Mrs Squires-Evans confirmed the QEP target to be £20.7M and reported that there had been some 
slippage on planned investments, but this would not continue in H2.  

 

Emergency Village Project 

Members noted that the transfer of the Emergency Village project to Atlas was now due to take place 
in October 2021.  

 

In response to Dr Bedi’s query about how confident the Trust was in delivery the QEP target, Mrs 
Squire-Evans confirmed there were limited plans in place and operationally it was difficult currently to 
identify schemes. She confirmed that short-term savings were being made with non-recurrent savings, 
but in the long-term recurrent savings needed to be identified across the system, and confirmed that a 
group had been set up to progress this forward. Dr Bedi commented that only a certain level of 
assurance could be provided from a system level, but assurance could be given that the Trust was 
involved in conversations at system level. 

 

RESOLVED: Members received the report and noted its contents. 

 

c) Month 4 Position Report 

Members noted that the Trust had delivered a surplus, which included system funding, efficiencies, 
restoration and Elective Recovery Fund  (ERF) of £2.7m against a break-even plan and was £2.7m 
better than plan.  The receipt of the full H1 ERF funding of £6.9m during month 3 had resulted in a 
break-even position. Members noted that the continued risk of agency usage due to staff sickness would 
continue to impact H2. 

RESOLVED: Members received the report and noted its contents. 

 

d) National Cost Collection Report 

Mrs McNeill referred members to the previously circulated report and highlighted the good progress that 
continued to be made by the Patient Level Costing team and the internal developments in Patient Level 
Costing, including Service Line Reporting, Clinical Engagement and Data Quality.   

 

In response to Dr Bedi’s query on how well clinicians and staff were engaging with the programme, Mrs 
Mc Neill confirmed that all staff were engaging well with the programme and were happy to support with 
the development of data and work towards improvements.  Dr Bedi stated that it would be good to see 
clinical champions to highlight the improvements being made and the help roll out across other areas 
of the Trust.  

RESOLVED: Members received the report and noted its contents. 

 

7. Operational Performance 

a) Performance Metrics and BAF Update 



 

Members were informed that the planned and unplanned care performance metrics were related to BAF 
item 3.1, and that there had been no change in the scoring (20 against a target score of 12). 

Mrs Barnsley drew attention to the operational dashboard, which provided an overview of both planned 
and unplanned care activity, including; cancer indicators, referral to treatment (RTT) indicators, 
diagnostic 6 week waits and emergency department indicators (including Accident & Emergency (A&E) 
performance, length of stay (LoS) and discharges. Members noted that there had been an improvement 
in 2-week wait cancer indicator, due to an increase in consultant capacity.  It was noted that some of 
the cancer diagnostic standards had not been achieved, apart from 31-day diagnosis to treatment.  
Members noted that there had been a slight increase in 52 week waits, but plans were in place to 
encourage 52 week waits and 104 week waits to come in for treatment. It was noted there had been a 
further deteriorate in diagnostic 6 week waits, and it was confirmed that the Trust was still trying to 
identify a suitable site. Members noted there had been a reduction in Accident and Emergency (A&E) 
performance for both Type 1 and overall type.  Mrs Barnsley confirmed that A&E was still under 
tremendous pressure and that a backlog in social care packages was adding to this pressure.  She 
confirmed that an emergency meeting was due to take place ahead of the bank holiday weekend to 
ensure as many discharges as possible were actioned.  She confirmed that consideration was being 
given to reducing the options open to patients and families in relation to the social care packages.  

In response to Dr Bedi’s query as to who would make that decision to reduce the number of options, 
Mrs Barnsley confirmed that it would be social care following confirmation from the Integrated Care 
Partnership (ICP). 

Mrs Barnsley reported an improvement with length of stay (LOS) in line with the trajectory and confirmed 
that Clifton Hospital data had been excluded from the data.  It was noted that bed occupancy had 
improved to 91% in line with the trajectory. 

Mrs Barnsley confirmed that the Covid-19 snapshot, requested by Mr Beaton, had been circulated as a 
daily dashboard last week and confirmed it would be included in the presentation going forward. It was 
noted there were 40 patients across the Trust with 1 in critical care. 

Dr Bedi commented that the dashboard provided a clear overview and provided the necessary 
assurance that things were moving in the right direction.   

In response to Mr Gratrix’s query about NHS 111, Mrs Barnsley confirmed that the NHS 111 service 
was continually being promoted to patients as their first point of call.  

In response to Dr Bedi’s question about what type of patients was creating the blockage, Mrs Barnsley 
confirmed that the block was down to patients requiring admission but that the discharge flow was not 
being generated.  She confirmed that walk ins and minors were undertaking great assessments.   

 

RESOLVED: Members received the report and noted its contents. 

 

b) Operational Restoration 

Members were updated on the July 2021 restoration figures noting that 92.8% of elective work had 

been completed, however, it was noted that the July 2019 figure had far exceeded other months during 

2019/20, which had caused a decrease in the restoration percentage. It was noted that elective patients 

continued at 100% for July and outpatients restored at 94%. Mrs Barnsley advised that a piece of work 

would be undertaken to understand why the figures were so high in October 2019. 

Members noted that a green pathway had commenced in endoscopy to increase utilisation.  It was 

noted that external validation for waiting list had commenced in August 2021.   Mrs Barnsley confirmed 

that site selection for a modular endoscopy solution was being progressed.  It was noted that the 

national Getting It Right First Time (GIRFT) visit had been completed, which supported the plan for an 

orthopaedic elective site at Clifton Hospital.  

In response to Dr Bedi’s query about feedback from staff, Mrs Barnsley confirmed that staff were very 

tired and were finding the additional ask challenging, but were in support of the alternative insourcing 

solutions.   



 

RESOLVED: Members received the report and noted its contents. 

 

8. Human Resources (HR) & Organisational Development (OD) Performance Update 

a) Performance Metrics and BAF Update 

Mrs Adams provided a short presentation which included the following updates: Board Assurance 
Framework (BAF) monthly review; nursing trajectory, overseas nursing programme; nursing agency 
spend trajectory; medical staffing trajectory; recruitment and retention actions, succession planning 
update; Covid-19 vaccination program update; sickness absence update;  core skills and appraisal 
compliance and an update on equality and diversity. 

Mrs Adams reported that the two BAF risks remained at scores of 16 and 12 respectively, and that 
these were regularly reviewed.   

It was noted that the assurance level remained as partial assurance.      

 

RESOLVED: Members received the report and noted its contents. 

 

b) Growing for the Future  

Mrs Adams drew attention to the nursing trajectory and reported an increase of 43 posts which would 
be included in the establishment from September 2021 resulting in the Trust being at full establishment 
in January 2022, when the Overseas Nursing Programme would cease.   

Mrs Adams reported that 138 overseas nurses had been identified by the Trust and that 107 had now 
successfully passed their Objective Structured Clinical Examinations (OSCEs). She confirmed that 
there had been 12 new arrivals in July 2021 and advised that a further 150 were expected between 
September 2021 and March 2022.   

Mrs Adams drew members’ attention to the medical staffing trajectory and explained that a lot more 
work was required in relation to work plans, study leave and salaries.  She confirmed that the work of 
the Medical Workforce Committee would feedback into the Operations Committee.  

Members noted that work being undertaken to cleanse the Trust’s Electronic Staff Record system with 
the support of Kelly Jackson from the Quality Improvement team would be completed within the next 
couple of months.  

Dr Bedi commented that the trajectory had not indicated the significant reduction in medical vacancies 
as stated and Mrs Adams confirmed this was due to a lack of data feeding into the establishment figures, 
however, she confirmed that a deep dive would be undertaken with divisions to gain more reliable data 
and to see where the gaps were and enable plans to be put in place.  It was agreed that an update be 
provided at the September meeting to indicate what and where the discrepancies/gaps are  

RESOLVED: Members received the report and noted its contents. 

ACTION: A further update to be provided to indicate where and what the 
discrepancies/gaps are.   

 

c) Looking after our People 

Mrs Adams referred to the previously circulated presentation and confirmed that succession planning 
templates were being completed by all Executive Directors for each key leadership and business critical 
role.  She confirmed that the process would then commence to inform successors and identify their 
career aspirations, produce a personal development plan and identify any gaps.  She confirmed this 
would then be presented to the Board of Directors Meeting in October 2021.    

 

Mrs Adams reported that 90% of the Trust’s workforce had been vaccinated and confirmed that 
Occupational Health continued to contact staff to encourage uptake of the vaccination. Members noted 
that the Department of Health and Social Care (DoH&SC) were considering undertaking a consultation 



 

on mandatory vaccinations for all frontline NHS staff, and confirmed that regular updates would be 
feedback to the Committee.   

 

Mrs Adams reported total sickness levels for the Trust at 6.14% and explained that if COVID sickness 
was removed it amounted to just over 5.56%.  

Mrs Adams updated members on Core Skills Training (CST) compliance.   Members noted the poor 
performance in relation to higher level 3 face to face safeguarding and resuscitation had been due to 
restrictions during the pandemic, but it was noted that this would improve over the coming months.  She 
also confirmed that appraisals had now recommenced after being put on hold earlier in the year. 

RESOLVED: Members received the report and noted its contents.  

ACTION:  Regular feedback to be provided to the Committee on the DoH&SC vaccination 
consultation.  

 

d) Belonging to the NHS  

Mrs Adams confirmed there had been an improvement in 7 out of the 9 Workforce Race Equality 
Standard (WRES) indicators and 5 out of the 10 Workforce Disability Equality Standard (WDES).  She 
confirmed that the reports would be submitted to the NHS Digital Strategic Data Collection service by 
31 August 2021 and reported to the Board of Directors Meeting in October 2021.  

In response to Mr Gratrix’s query on how to improve the uptake of responses to these type of surveys, 
Mrs Adams confirmed that work was being undertaken within this area.   

RESOLVED: Members received the report and noted its contents. 

 

In response to Dr Bedi’s query in relation to the morale of staff heading into the winter period and with 
the challenges of restoration and system changes, Mrs Adams confirmed that staff were generally tired, 
but that they were starting to take their annual leave, however, as Mrs Barnsley had previously alluded 
to the pressure within the Emergency Department was relentless.  Mrs Adams noted that staff had 
provided positive feedback that they felt listened too and recognised by senior leaders.  Dr Bedi stated 
this was good news and that it needed to be continued with a formal plan of what was working.   

 

9. System & Partnership Working 

a) Performance Metrics and Board Assurance Framework (BAF) Update  

In Professor Latham’s absence this item was deferred.  

RESOLVED: Members received the report and noted its contents. 

 

10. Board Assurance Framework (BAF) 

Members noted that this item had been covered during the rest of the meeting. 

 

11. Integrated Performance Report (IPR) 

Members noted that this item had been covered during the rest of the meeting. 

 

12. Lancashire Procurement Cluster (LPC) Update 

Mrs Robson referred members to the previously circulated presentation and provided a detailed update 
on the ongoing collaborative work of the LPC and the savings made across the cluster versus the 
trajectory.  She confirmed there had been a shift to more key proactive planning measure, such as,  
compliance with Standing Financial Instructions (SFIs), reducing the number of waivers, changing 
behaviours and culture, an improvement in the catalogue process and the submission of purchase 
orders.  



 

Members noted that ongoing work of the LPC and that it was important to gain compliance of staff and 
to get the process correct. 

 

RESOLVED: Members received the report and noted its contents.   

 

13. Committee Self-Assessment Feedback 

Mrs Bosnjak-Szekeres drew attention to the previously circulated report and reported that overall, the 
feedback had been positive, and Mr Beaton had been pleased with the outcome.  De Bedi commented 
that it had been a positive exercise and that the commentaries would provide an opportunity for further 
discussion by Mr Beaton.  

 

Mr Gratrix commented that he thought the Committee was well run and that he provided significant 
assurance to the Council of Governors that the Committee undertook its role.  

 

14. Items Recommended for Escalation to the Board  

Dr Bedi noted that Chair’s action in relation to the Pathology Business Case would be escalated to the 
Board of Directors.   

Mrs Barnsley suggested that both the Operational and Finance dashboard could be sent as 
supplementary papers to give the Board of Directors oversight.  Mrs Bosnjak-Szekeres stated that she 
would brief Mr Beaton accordingly.  

 

15. Any Other Business 

a) Pathology Collaboration Business Case Update/Pathology Collaboration Update  

Mrs Barnsley commented that a monthly update would be provided to the Committee now that the 
pathology collaboration was rapidly progressing. 

Mrs Barnsley confirmed that the business case was last presented to the Collaboration Board in July 
2021, but that NHS Improvement had indicated there would be a delay in approval of the outline 
business case due to a review of all capital spending.  However, to progress with the project and 
commence a procurement process to source a SBS modular contractor with each Trust underwriting a 
£250k minimum risk outlay.  Members noted that Mr Patel had agreed to this plan of action subject to 
approval by the Operations Committee.   

Due to the meeting not being quorate, Mrs Bosnjak-Szekeres agreed to execute Chair’s actions from 
Mr Fogg.  She confirmed that for audit purpose, a brief outline of the plan including deadlines would be 
required and which detailed the support of 3 x Executive Directors and the Committee members. 

 

RESOLVED: Members received the report and noted its contents.   

ACTIONS: Mrs Barnsley to provide monthly updates on the Pathology Collaboration to be 
provided to the Committee. 

Mrs Bosnjak-Szekeres to arrange for Chair’s action to be sought for approval of 
the Pathology Business Case.  

Mrs Barnsley to provide a brief outline of the plan in order Mrs Bosnjak-Szekeres 
could execute Chair’s action on the Pathology Business Case.  

 

16. Formal Meeting Review  

Members agreed that it had been a good meeting, which was a tribute to the preparation and reporting 
of papers to the Committee.   



 

Mrs Bosnjak-Szekeres passed on thanks on behalf of the Committee to Dr Bedi, that she would be 
missed and wished her luck in the future.   

Dr Bedi stated that she would miss everyone and for everyone to keep doing an amazing job.  She 
further stated she would be happy for staff to contact her she could help in any way.  

 

17. Date of Next Meeting  

The next meeting will take place on Thursday, 30 September 2021 at 2.00pm via MS Teams. 



 
Minutes of the Operations Committee Meeting 

held on Thursday, 30 September 2021 at 2.30 pm  

via Microsoft Teams 

Members   

Mr M Beaton Non-Executive Director Chair 

Mrs J Barnsley Executive Director of Integrated Care and Performance   

Mrs N Hudson Chief Operating Officer  

Professor N Latham Deputy Chief Executive/Director of Strategic Partnership  

Mr K Moynes Joint Executive Director of Human Resources (HR) & 

Organisation Development (OD) 

 

Mr F Patel Director of Finance  

Mr J Wilkie Non-Executive Director  

   

In Attendance   

Mrs S Adams  Interim Operational Director of HR & OD  

Mr A Carradice-Davids Associate Non-Executive Director  Observer  

Mrs L Cheung  Deputy Director of Quality Governance For item 4 

Mr P Cunday Associate Director of Finance (Operational Finance)  

Mr Z Hameed  Public Governor  Observer  

Miss A Ibbotson  Corporate Governance Officer Observer 

Miss K Ingham Acting Head of Corporate Governance  

Miss L Kavanagh Corporate Governance Officer  Minutes  

Mrs L Smith-Payne Deputy Director of Workforce  

Mrs T Squires-Evans Associate Director of Finance (Financial Planning & 

Commissioning) 

 

Mr W Wood Head of Performance Observer  

   

Apologies   

Mrs A Bosnjak-Szekeres Director of Corporate Governance  

Mr S Gratrix Public Governor    

 

1. Welcome/Declarations of Interests/Apologies for Absence  

Mr Beaton welcomed members and attendees to the meeting.  apologies were received as recorded 

above.  

No declarations of interest were reported.  

 



 

2. Minutes of the Previous Meeting 

Members, having had the opportunity to review the minutes of the previous meeting held on 26 August 

2021, approved them as a true and accurate record.  

RESOLVED: The minutes of the previous meeting held on 26 August 2021 were agreed as a 

true and accurate record.  

  

3. Matters Arising 

a) Action List  

Members noted the position of the action list. The following updates were provided: 

6a: Operational Performance Update (Urgent & Emergency Care) - Key Performance Metrics and 

BAF Update - Mrs Hudson confirmed that the Gastroenterology Department had recruited four 

consultants, three of whom were appointed on fixed term contracts and one to a substantive post.  

6b Operational Performance Update (Urgent & Emergency Care) Restoration - Mrs Barnsley 

reported that there were delays with establishing an outpatient’s digital hub due to issues finding a site, 

although, a business case would be provided to the next meeting outlining the plan for this.  

7c Financial Performance (Month 3 Position Report) - Mr Patel reported that planning guidance on 

2021/22 H2 Operational Plan guidance had only been received by the Trust on Thursday 30 September 

2021 and an update would be provided to the next meeting. 

7d: Human Resources & Organisational Development Performance Update (Belonging to the 

NHS) - It was noted by the members that the Black, Asian and Minority Ethnic (BAME) session with the 

Board was still to be arranged and Mrs Adams reported that the Trust were awaiting an outline from 

NHS England/Improvement (NHSEI) for the session. It was agreed that an update on the Board of 

Directors BAME session would be provided by Wednesday 6 October 2021.  

8d Financial Performance (Nurse Staffing Professional Judgement Review) - Mr Patel stated that 

all the professional judgement actions would be condensed into one to ensure they were all completed.  

ACTION: Mrs Adams and Mr Moynes to provide an update on the BAME Session with the 

Board.  

 Mrs Barnsley to provide the Outpatients Digital Hub Business Case to the next 

meeting on the 28 October 2021.  

      

4. Care Quality Commission (CQC) Action Plan: Progress Update (items relating to 

Operational and HR & OD matters) 

It was noted that Mrs Cheung had been appointed as Deputy Director of Governance and would cover 

this CQC agenda item going forward. Mrs Cheung referred to the previously circulated report and 

advised that little had changed since the last meeting.  She confirmed that all actions had been 

completed, with the exception of the 2021 action plan actions which had a current completion rate of 

93%.   

Members noted that the monthly ‘check and challenge’ sessions continued to take place to review 

evidence submitted, with the most recent Division that had been through the sessions was Integrated 



 

Medicine.  Mrs Cheung reported that as a result of these sessions there had been an overall 

improvement in the supporting evidence that could be provided to the CQC.  

 

Mrs Cheung reported that the Trust had received an unannounced CQC Inspection within the 

Emergency Department (ED) and Medicine Division and were currently working on preparations for the 

Well-Led Inspection on the 13 and 14 October 2021.  

 

In response to Mr Wilkie’s query about the outstanding action within the plan, Mrs Cheung confirmed 

that it related to the lack of rooms in the ED without ligature points and that this matter would be resolved 

as part of the Emergency Village work was completed as there would be three rooms created where 

there were no ligature points.   

 

Mr Beaton referred to the modelling of the Emergency Village and requested an update to be provided 

to the Non-Executive Directors (NEDs) to provide the assurance that adequate mapping had taken 

place. Mrs Hudson advised that there were options to utilise other areas of the site should the ED 

become filled to capacity. It was agreed that the update on the Emergency Village, that Dr Gardner was 

due to provide to the 2 September 2021 Board of Directors, would be shared with NEDs.  

 

In response to Mr Beaton’s question regarding the frequency of the ‘check and challenge’ sessions, 

Mrs Cheung advised that the process was being reviewed to ensure assurance was provided. It was 

agreed that an update would be included in a future report.  

ACTION: Corporate Governance Team to share the presentation produced by Dr Gardner 

regarding the Emergency Village.  

ACTION: Mrs Cheung to provide an update on the ‘check and challenge’ sessions at a future 

meeting.  

 

5. Operational Performance 

a) Performance Metrics and Board Assurance Framework (BAF) Update  

Members were informed that the planned and unplanned care performance metrics were related to BAF 

item 3.1, and that there had been no change in the scoring (20 against a target score of 12). 

Mrs Barnsley drew attention to the operational dashboard, which provided an overview of both planned 

and unplanned care activity, including; cancer indicators, referral to treatment (RTT) indicators, 

diagnostic 6 week waits and emergency department indicators (including Accident & Emergency (A&E) 

performance, length of stay (LoS) and discharges. 

Members noted that there had been a decrease in 2-week wait cancer indicator, although this was still 

within higher than the Integrated Care System (ICS) position. It was noted that some of the cancer 

diagnostic standards had not been achieved, apart from 31-day diagnosis to treatment.  Members noted 

that there had been a slight reduction in 52 week waits and plans were in place to encourage 52 week 

waits and 104 week waits to come in for treatment. It was noted there had been a further deteriorate in 

diagnostic 6 week waits, and it was confirmed that the Trust had an action plan in place.  



 

Members noted there had been a reduction in Accident and Emergency (A&E) performance for both 

Type 1 and overall type.  Mrs Barnsley confirmed that A&E was still under tremendous pressure and 

that a backlog in social care packages was adding to this pressure.  It was noted that this had been 

escalated to the Clinical Commissioning Groups (CCG).  

Mrs Barnsley reported that length of stay (LOS) was at 4.6 which was higher than the ICS position. It 

was noted that bed occupancy was currently at 94%. 

Mrs Barnsley reported that a new metric had been including within the dashboard which was percentage 

of attendances that had spent 12 hours in the department, the Trust were currently at 4.5% which was 

below the ICS position of 4.7%.  

Mrs Barnsley confirmed that there were currently 39 positive Covid-19 patients across the Trust.  

Mrs Hudson reported that limited assurance was given on the emergency pathways as September had 

been difficult for the Trust on their non-elective pathways. It was noted that ambulance pathways and 

waiting 12 hours for a bed in the department had increased which had resulted in pressure within the 

Emergency Department.  Members noted that the Trust currently had 2 wards designated to positive 

Covid-19 patients.  

Mrs Hudson confirmed that there were currently 90 patients throughout the Trust that required care 

packages and were not required to still be in hospital.  

It was noted that significant pressure had been put on the Trust due to the acuity being more complex 

and that the winter plan had been discussed at the A&E Delivery Board to try and help with the 

pressures. 

In response to Mr Beaton’s query regarding long terms plans to help resolve the issues within the 

Emergency Department, Mrs Hudson confirmed that the Emergency Village would help, going forward, 

to resolve the issues. It was noted that a SDEC unit had been opened to help manage flow throughout 

the department.  

Mr Beaton requested that the A&E action plan should be shared with the Committee to gain assurance 

that plans were being taken and improvements would be made.  

ACTION: Mrs Hudson to provide the A&E action plan to the 28 October 2021 meeting.  

Mrs Hudson reported that there would be an improvement on the Trust’s Type 1 as the data would be 

reported differently next month.  

 

b) Operational Restoration  

Members were updates on the August 2021 restoration figures noting that 92.5% of elective work 

compared to 92.8% in July 2021. It was noted that there was a restoration figure of 106.1% of outpatient 

activity compared to 94.0% last month and August 2021 activity was lower than July being 25,422 

compared to 26,739. 

Mrs Barnsley advised that financial variance had reduced to £560K from £816K as unfortunately, the 

Trust were having to cancel some elective work due to pressures within the Trust.  

It was noted that the challenges the Trust was experiencing with regards to restoration was due to the 

cancellations of medical outpatient clinics to release consultants to support flow, the increasing numbers 



 

of patients not meeting criteria to reside due to shortfalls of care packages and the continued emergency 

pressures resulting in escalated general and cardiac day surgery facilities. 

Mrs Barnsley reported that the Trust were awaiting revised Infection Prevention and Control (IPC) 

guidance which should permit further day cases throughout on green pathways. It was noted that ICS 

capital bids had been submitted to support enhanced general and respiratory care, an orthopaedic 

modular ward, and a cardiology virtual ward. 

It was noted that the assurance level was partial assurance and that the pressures within A&E had 

affected the level of assurance.   It was further noted that 20% acuity was to be noted by the Board and 

an update was to be provided at every meeting.  

ACTION: Mrs Barnsley and Mrs Hudson to provide an update on acuity at every meeting.     

 

c) Pathology Collaboration Update 

Mrs Barnsley referred members to the previous circulated Pathology Collaboration update that was 

presented to the Board. It was noted that the paper highlighted the need for additional capital and this 

was due to several factors including inflation, but mainly new policy requirements relating to carbon net 

zero which was significant. Mrs Barnsley advised that the Board discussed the potential avenues for 

securing the additional capital and it was agreed to draft a letter to the regional team in the first instance 

with the expectation that the ICS would be asked to support the resolution of this issue. 

It was noted that at the October Pathology Board, new governance arrangements would be put in place 

with representatives from the Executive Directors and Non-Executive Directors at the Trust, which was 

to be agreed formally as part of the collaborative agreement.  

Mrs Barnsley reported that at the Pathology Board there had been discussion about mutual aid with 

regards to stabilising histopathology across the network and that positive discussion ensued with offers 

of support made to East Lancashire Hospital Trust (ELHT). It was noted that possible solutions were 

discussed including exploring the extension of roles and different ways of processing samples. 

 

In response to Mr Wilkie’s query regarding ventilation, Mrs Barnsley advised that there was a plan in 

place, going forward, to address the ventilation issues.  

 

 

6. HR & OD Development Performance 

a) Performance Metrics and BAF Update 

Mrs Adams provided a short presentation which included the following updates: Board Assurance 

Framework (BAF) monthly review; nurse staffing trajectory, overseas nursing programme; nursing 

agency spend trajectory; medical staffing trajectory; recruitment and retention actions, succession 

planning update; COVID-19 vaccination program update; sickness absence update; core skills and 

appraisal compliance and an update on equality and diversity. 

Mrs Adams reported that the two BAF risks remained at scores of 16 and 12 respectively, and that these 

were regularly reviewed.   

It was noted that the assurance level remained as partial assurance. 



 

 

b) Growing for the Future  

Mrs Adams drew attention to the nursing trajectory and reported an increase in establishment from 

October 2021 assumes at 63 but advised that the final figures may be subject to change once the 

Professional Judgement Review was fully complete. 

Mrs Adams reported that 83 overseas nurses had been identified by the Trust and that 50 had now 

successfully passed their Objective Structured Clinical Examinations (OSCEs). She confirmed that there 

had been 2 new arrivals in August 2021 and the Trust were expecting 21 new arrivals in September 2021. 

It was noted that a further 107 oversea nurses were expected between October 2021 and March 2022.   

In response to Mr Beaton query regarding no reduction in agency spend, Mrs Adams advised that this 

was due to staff being off sick and August being a popular month for annual leave. It was noted that a 

piece of work had commenced to support those teams, with a high number of absences to make sure 

they had adequate cover. It was noted that the professional judgement review had taken place to 

establish how many qualified nurses were required to ensure the Trust was safe.   

In response to Mr Beaton’s questions regarding why the Trust was not recruiting to a 7% sickness rate, 

Mrs Adams agreed to progress this and provide an update on the reasoning behind recruiting to 5% 

sickness.  

ACTION: Mrs Adams to provide an update on recruiting to a 7% sickness absence instead of the 

current 5% in the baseline. 

Members noted the importance to building our own workforce and not incurring costs of agency. It was 

agreed to look into departments where agency staff were working and provide an update.  

ACTION: Mr Patel and Mrs Adams to look into departments across the Trust that currently had 

agency staff.  

In response to Mr Wilkie’s query regarding a dip within the nursing trajectory, Mrs Adams advised that 

this was due to guidance to stop the recruitment of oversea nurses, but it had been confirmed this was 

no longer advised and that the data would reflect this in October 2021. 

Mr Patel reported that before the Covid-19 pandemic, all agency expenditure had to be signed off by the 

Director of Finance and HR and the Trust would commence actions to reintroduce this process.  

ACTION: Mr Patel to action recommencing the agency expenditure sign off process.  

Mrs Adams reported that 3 substantive Consultants were appointed on the 29 July 2021 and 3 

Haematology Speciality doctors had commenced in post. It was noted that 11 ST1/2 for General medicine 

had been appointed and were working through onboarding with 5 already commenced in post, 3 due to 

start in September and 4 awaiting visa clearance. Mrs Adams advised that Cardiology Tavi Fellow had 

commenced on 6 September 2021 and was awaiting Occupational health clearance for Cardiology 

Clinical Research Fellow Onboarding of ST1/2 in General medicine.  

In response to Mr Wilkie’s question with regards to what the Trust had to offer medical staff to convince 

them to work for the Trust, Mrs Adams advised that the Trust were currently working on enhancing 

pastoral support and reviewing the approach on how the Trust can support medical staff with housing 

and schools.  

 



 

c) Looking after our People 

Mrs Adams reported that 92% of the Trust’s workforce had been vaccinated with their Covid-19 vaccine 

and that the Trust’s Flu campaign had commenced on the 24 September 2021 with 14% of the workforce 

already being vaccinated.   It was noted that the Occupational Health continued to contact staff to 

encourage uptake of the vaccinations.  

Members noted that the Department of Health and Social Care (DHSC) were undertaking a consultation 

on mandatory vaccinations for all frontline NHS staff, and confirmed that regular updates would be 

feedback to the Committee.   

Mrs Adams reported total sickness levels for the Trust at 5.99% and explained that if Covid-19 sickness 

was removed it amounted to just over 5.58%.  

It was noted that a focused review to identify any wards/departments of particular concern was taking 

place and the Trust were ensuring all measures were being provided to support the earliest return to work 

with a continuation of support for Anxiety/Stress/Depression.  

Mrs Adams updated members on Core Skills Training (CST) compliance and the Trust were currently at 

88.98% which a target of 95%.  Members noted the poor performance in relation to higher level 3 face to 

face safeguarding and resuscitation had been due to restrictions during the pandemic, but it was noted 

that this would improve over the coming months when guidance on social distancing changes.    

She also confirmed that appraisals had now recommenced after being put on hold earlier in the year. 

It was noted that the Board of Directors would be made aware of the great work that had taken place on 

reducing the nursing gap. It was further noted that work would now focus on reducing the medical 

workforce gap and that an update on the number of locums in the Trust and how many consultants posts 

the Trust had, would be provided to the next meeting. 

ACTION: Mrs Adams to provide an update on the number of locums in the Trust and how many 

consultant vacancies the Trust had.  

 

7.  Finance Performance 

a) Performance Metrics and BAF Update 

It was noted that there had been no significant changes to the relevant sections of the BAF or the overall 

assurance and risk scores.   

 

b) Finance Performance Presentation  

Mr Patel drew members attention to the previously circulated reports and highlighted the following key 

areas:  

Key Financial Risks  

Cash Position – only limited assurance can be given that the Trust will not need further interim financial 

support in the 2021-22 financial year. 

BAF – Quality and Efficiency Programme (QEP) 2021/22 -, only limited assurance could be given in the 

identification and delivery of recurrent savings to the value of £20.7m. 

Sustainability – only limited assurance could be given. 



 

Based on current performance and latest guidance, only a limited level of assurance could be provided 

at this stage. 

 

 

2021-22 H1 Financial Plan   

Mr Patel referred members to the previously circulated slides and provided a detailed update on the H1 

financial position. Members noted that an updated H1 financial plan was submitted to NHSI in June 2021 

showing a breakeven position after receipt of an additional £6.9m in Elective Restoration Fund (ERF) 

income above projected restoration costs, which included core, core plus and accelerator data based on 

three different scenarios: 

• scenario 1: year to date (YTD) month 2 run rate continues.  

• scenario 2: YTD month 2 run rate excluding non-recurrent winter continues (£0.2m winter month 1).  

• scenario 3: YTD month 2 run rate continues; 50% planned QEP target month 3 – month 6 delivers. 

 

Better Payment Practice Code (BPPC)  

Mr Patel reported that the NHS needs to be able to demonstrate that it pays suppliers promptly, potentially 

faster than contractual terms asked for and the national standard requires that the NHS pays at least 

95% of all invoices in line with contract terms, typically 30 days. It was reported that the trust had an 

action plan in place to improve BPPC performance and ensure achievement of the national standard by 

the end of the 2021/22 financial year.  

 

c) Month 5 Position Update  

Mr Patel provided a detailed update to members regarding the financial position of the Trust at the end 

of the reporting month (August 2021), the Trust had incurred a deficit of £0.01m against a break-even 

plan and was therefore of £0.1m worse than the plan.  

Mr Patel reported that based on the current cash trajectory the Trust would need further interim revenue 

support in 2021/22. 

Mr Patel reported that the Quality Efficiency Programme (QEP) had delivered month 5 savings of £1.44m 

which was £6k short of target and year to date, the QEP programme savings amount to £7.27m which 

exceeds target by £20k. Members noted that a QEP structure had now been implemented with a QEP 

Oversight Group reporting to the Operations Committee. 

 

 

d) H2 Update  

Mr Patel reported that Operational guidance was issued by NHSE&I on 25th March 2021 stating that 

financial arrangements from H2 of 2020/21 would continue into H1 of 2021/22. 

It was noted that in line with all organisations across Lancashire & South Cumbria, the Trust included a 

3% efficiency target in H1 plans (£8.7m) and a 5% stretch target had been requested for H2 (£12m) 

bringing the total target for 2021/22 to £20.7m. 

 



 

 

8. Board Assurance Framework (BAF) 

Members noted that this item had been covered during the rest of the meeting. 

 

 

9. Integrated Performance Report (IPR) 

Members noted that this item had been covered during the rest of the meeting. 

 

10. Emergency Preparedness Resilience and Response (EPRR) Assurance 2021  

Mrs Barnsley referred members to the previously circulated report on EPRR and reported that this report 

was required to be submitted to the Committee to ensure the members were aware of the EPRR 

assurance process and compliance. It was noted that there were 0 areas of non-compliance with regard 

to the core standards however there were 5 areas of partial compliance out of a total of 46.  Mrs Barnsley 

advised that plans were in place to ensure the Trust were full complaint in all areas by June 2022.  

 

Members agreed that this report would be reported to the Board Strategy Session.  

 

11. Items Recommended for Escalation to the Board  

It was agreed that the Emergency Preparedness Resilience and Response (EPRR) Assurance 2021 

paper would be reported to the Board Strategy Session on the 7 October 2021. 

ACTION: Corporate Governance Team to add the Emergency Preparedness Resilience and 

Response (EPRR) Assurance 2021 paper to the Board Strategy Session agenda for the 7 October 

2021.  

 

12. Any Other Business 

a) QEP Board Terms of Reference  

Mr Patel informed the Committee that the QEP Board Terms of Reference was presented to the 

Committee for information.  

RESOLVED: Members received the report and noted its contents. 

 

b) Board Assurance Framework (BAF) 

Mrs Barnsley reported that updates had been made to the BAF and that the updated document would be 

circulated after the meeting.  

ACTION: Corporate Governance Team to circulate the updated version of the BAF.  

 

c) Staff Survey  

Mrs Adams advised members that the staff survey went live on the 20 September and updates would be 

provided going forward.  

ACTION: Mrs Adams to provide updates on the staff survey going forward.   

. 



 

13. Formal Meeting Review  

Members agreed that it had been a good meeting, which was a tribute to the preparation and reporting 

of papers to the Committee.   

It was agreed that the agenda would follow the following order going forward; Operational Performance; 

Human Resources (HR) & Organisational Development (OD) Performance and Finance Performance. It 

was further agreed to ensure that the Operational Performance section was given 50 minutes on the 

agenda.  

ACTION: Corporate Governance Team to ensure the ordering of the agenda is Operational 

Performance; HR and OD Performance and Finance Performance and the Operational 

Performance section was given 50 minutes on the agenda.  

Members agreed that it had been a good meeting, which was a tribute to the preparation and reporting 

of papers to the Committee.   

 

14. Date of Next Meeting  

The next meeting will take place on Thursday, 28 October 2021 at 2.00pm via MS Teams. 
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Board of Directors Meeting 
4 November 2021 

 
Emergency Preparedness Resilience and Response (EPRR) Assurance 2021 

 

Report Prepared By:  Janet Barnsley – Executive Director of Integrated Care and Performance.  
Neil Williams, Emergency Planning Manager - Ext: 52479 

Executive Sponsor:  Janet Barnsley – Executive Director of Integrated Care and Performance  

Date of Report: 2 September 2021 

Purpose of Report:  
 
TO NOTE:  This paper was approved under Chair’s action on 7 October 2021 and submitted in line with 
the required timelines.  The Board members have received the full report at the Board Strategy Session 
on 7 October 2021.  
 
 
The Emergency Preparedness Resilience and Response (EPRR) Lead and Executive Director of Integrated 
Care Performance and EPRR/Accountable Emergency Officer have recently completed this year’s EPRR 
Assurance submission on behalf of the Trust.  The detail and results can be found below. 
 
The purpose of this report is to make the Board of Directors aware of the EPRR assurance process and 
compliance along with supporting information. 
 
The report provides the following: 

• Timeline for the assurance process 

• Breakdown of scoring criteria 

• Statement of compliance 

• Action Plan 
  

1 
 
 
For information 

2 
 
 
For Discussion 

3 
 
 
For Approval 

Recommendations  
 
The Board of Directors is asked to note the report.  

Sensitivity Level: 

1 
 
 
Not sensitive: 
For immediate publication  
 

2 
 
 
Sensitive in part: 
Consider redaction prior to 
release 
 

3 
 
 
Wholly sensitive: 
Consider applicable exemption 

 

x 
 

 

X 
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Summary of Key issues: 

 
The results of the self-assessment were as follows: 
 

Number of 
applicable standards 

Standards rated 
as Red 

Standards rated as 
Amber 

Standards rated as 
Green 

46 xx 5 41 

Acute providers: 46 
Specialist providers: 38 
Community providers: 37 
Mental health providers:37 
CCGs: 29 
NWAS: 32/163* 
NHS111:29** 

   

 

This year’s assessment criteria has been slightly reduced by NHSE/I to reflect the ongoing response 
to covid particularly in the reporting period over the last 12 months.  
 
There are 0 areas of non-compliance with regard to the core standards however there are 5 areas 
of partial compliance out of a total of 46.  These can be found in table 3 along with an action plan to 
bring them in to the fully compliant category.  The action plan progress will be reviewed and 
monitored via the Emergency Planning Steering Committee.  
 
Overall compliance with the standards is confirmed as ‘Substantial’.  This report will be formally 
submitted to the CCG’s following Trust Board approval.  It will then be discussed at the Local Health 
Resilience Partnership (LHRP) meeting prior to submission to NHSE/I. 
   
This report highlights the current Trust position and recommendations of further actions to be taken 
to improve the compliance with the expected standards. 
 
Assurance Level: 
Significant assurance is provided organisationally in relation to compliance with the standards. 
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Emergency Preparedness, Resilience and Response (EPRR) Assurance 2021 

 
The timetable for this year’s EPRR process is highlighted in table 1.  Internally the submission is required 
to go through our own governance process and this schedule is below table 1. 
 
 

 
Table 1 
 

The timetable of the internal governance process, where this report will be presented, is identified below: 
 

• 26th August – BTH Emergency Planning Steering Committee 

• 26th August – Executive Directors’ Meeting (summary for information only) 

• 28th September - Quality and Effectiveness Committee 

• 07th October – BTH Informal Trust Board 

• 08th October – Submission to CCG 
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Breakdown of Scoring 
Table 2 below illustrates the breakdown of scoring for each of the assurance criteria.  Table 3 towards 
the end of this report is an action plan of how the Trust aims to become fully compliant in each of the 
partially met criteria areas. 
 
This year’s Deep Dive challenged the process of medical gases, in particular Oxygen supply.  This 
element is not a formal reporting topic as part of the core standards and therefore the scoring does not 
count towards the Trust’s overall compliance rating.  There were 7 questions in relation to the deep dive, 
3 areas are fully compliant with 4 being partially compliant and the action plan to make these fully 
compliant are contained in table 3. 
 

 
Table 2 
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Emergency Preparedness, Resilience and Response (EPRR) Assurance 2021-22 

 
STATEMENT OF COMPLIANCE 

 

Blackpool Teaching Hospitals NHS Foundation Trust  has undertaken a self-assessment against 
the NHS England Core Standards for EPRR. 
 

Following self-assessment, and in line with the definitions of compliance stated below, the organisation 
declares itself as demonstrating the following level of compliance against the 2021-22 standards: 

Substantial 
 

• Compliance Level • Criteria 

• Fully compliant 
• The organisation if fully compliant against 100% of the relevant NHS EPRR Core Standards 

•  

• Substantial 
compliance 

• The organisation is fully compliant against 89-99% of the relevant NHS EPRR Core Standards 

• Partial compliance • The organisation is fully compliant against 77-88% of the relevant NHS EPRR Core Standards 

• Non-compliant  • The organisation is fully compliant up to 76% of the relevant NHS EPRR Core Standards 

 

The results of the self-assessment were as follows: 
 

Number of 
applicable standards 

Standards rated 
as Red 

Standards rated as 
Amber 

Standards rated as 
Green 

46 xx 5 41 

Acute providers: 46 
Specialist providers: 38 
Community providers: 37 
Mental health providers:37 
CCGs: 29 
NWAS: 32/163* 
NHS111:29** 

   

*NWAS should report two assurance ratings, demonstrating compliance with the core standards for EPRR and Interoperable capabilities. 

**NHS111 should be reported separately. 
 

Where areas require further action, this is detailed in the attached EPRR Action Plan and will be 
reviewed in line with the organisation’s governance arrangements. 
   
I confirm that the above level of compliance with the EPRR Core Standards has been or will be 
confirmed to the organisation’s board / governing body. 
 
 
 
 

______________________________________________________________ 
Signed by the organisation’s Accountable Emergency Officer 

 
 
 

07/10/2021 ____________________________ 
Date of board / governing body meeting Date signed 
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Organisation: Blackpool Teaching Hospitals NHS Foundation Trust 

Plan owner: Janet Barnsley (Accountable Emergency Officer) / Neil Williams (EPRR Manager) 

Core 
Standard 
reference 

Core Standard description Improvement required to achieve compliance Action to deliver improvement Deadline 

12 Major Incident Plan 

The plan is in date however due to a full 
organisational restructure this has 
created gaps within the plan/action 
cards that are already being addressed 
through review with divisions. 

Continued engagement with divisions to 
review the plan/action cards to bring it in 
line with the recent organisation 
restructure.  The plan will be reviewed 
by the time it expires. 

Dec 2021 

20 Shelter and Evacuation 

With the recent purchase of a manual 
evacuation system to support an 
evacuation this requires the current 
Trust policy to be reviewed and 
developed.  Training and 
implementation will follow. 

1 – Update the Trust Evacuation Plan 
2 – Train across the Trust 

June 2022 

65 

The current HAZMAT/ CBRN 
Decontamination training lead 
is appropriately trained to 
deliver HAZMAT/ CBRN 
training 

To attend NWAS annual CBRN CPD 
day when the sessions restart post 
covid.  

Training lead to attend NWAS annual 
CBRN CPD sessions when they restart 
post covid. 

Date dependent 
upon NWAS. 
Apr 2022 as a 
guide 

67 

The organisation has a 
sufficient number of trained 
decontamination trainers to 
fully support its staff HAZMAT/ 
CBRN training programme. 

To attend NWAS annual CBRN CPD 
day when the sessions restart post 
covid. 

Trainers to attend NWAS annual CBRN 
CPD sessions when they restart post 
covid. 

Date dependent 
upon NWAS. 
Apr 2022 as a 
guide 

69 

Organisations must ensure 
staff who may come into 
contact with confirmed 
infectious respiratory viruses 
have access to, and are trained 
to use, FFP3 mask protection 
(or equivalent) 24/7.   

Continue to provide training for staff. Continue to provide training for staff. Dec 2021 

DD1 
The organisation has in place 
an effective Medical Gas 

Medical Gas Committee to meet. Medical Gas Committee to meet. Oct 2021 

Table 3 – Emergency Preparedness, Resilience and Response (EPRR) Core Standards Action Plan 
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Core 
Standard 
reference 

Core Standard description Improvement required to achieve compliance Action to deliver improvement Deadline 

Committee as described in 
Health Technical Memorandum 
HTM02-01 Part B.   

DD2 

The organisation has robust 
and tested Business Continuity 
and/or Disaster Recovery plans 
for medical gasses. 

Contingency plans to be reviewed and 
exercised by the relevant plan owner as 
per the terms of reference for the 
Medical Gas Committee. 

Medical Gas Committee to ensure that 
contingency plans in relation to medical 
gas are reviewed, current and 
exercised. 

Nov 2021 

DD3 

The organisation has used 
Appendix H to the HTM 0201 
part A to support the planning, 
installing, upgrading of its 
cryogenic liquid supply system. 

Review and assure that HTM0201 is 
used to support planning, installation 
and upgrades of cryogenic liquid supply 
system. 

Medical Gas Committee to provide 
assurance that the organisation has 
used Appendix H to the HTM 0201 part 
A to support the planning, installing, 
upgrading of its cryogenic liquid supply 
system. 

Oct 2021 

DD4 

The organisation has reviewed 
the skills and competencies of 
identified roles within the HTM 
and has assurance of 
resilience for these functions. 

To be reviewed as per item 11 of the 
medical gas committee terms of 
reference. 

Medical Gas Committee to provide 
assurance that the organisation has 
reviewed the skills and competencies of 
identified roles within the HTM and has 
assurance of resilience for these 
functions. 

Oct 2021 
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