
MEETING OF THE BOARD OF DIRECTORS (PUBLIC) 
TUESDAY, 24th SEPTEMBER 2019 AT 9:30AM – 12:30PM 

TRAINING ROOM 3&4, EDUCATION & TRAINING CENTRE 

A G E N D A  

Apologies: Non-Executive Director, Mr A Higgins & Non-Executive Director, Ms R Fallon. 

FORMAL BUSINESS 
09:30am 1. Chair 

09:30am 2. Chair 

09:35am 3. Director of Nursing 
and Quality 

09:45am 4. Chair 

09:50am 5. Chief Executive 
Officer 

10:00am 6.

Welcome and Apologies  

Declarations of Interest 

To receive a patient story 

To receive and approve the Board of Directors’ minutes of 
meeting held on 25th June 2019 and matters arising (Attached) 

To receive a CEO update (Attached) - page 10

To receive and agree the Quarter 1 Board Assurance Framework 
2019-20 (Attached)  - page 15

Chief Executive & 
Executive Team 

SAFE 
10:10am 7. Executive Medical 

Director 

10:20am 

10:30am 

8. 

9. 

Director of Nursing 
and Quality 

Non-Executive 
Director, Mrs Hannah 

10:40am 10.

To receive the Learning from Death’s Quarterly Report (Attached) 
- page 28

To receive the inpatient survey results (Attached) - page 46

To receive a report from the Chair of the Quality & Safety 
Committee – 3rd September 2019 (Attached)  - page 66

To receive the Annual Organisational Audit for 
Revalidation (Attached) - page 69

Executive Medical 
Director 

EFFECTIVE 

10:45am 11. To review the Integrated Performance Report  as at Month 3 & 
4 (Attached)  - page 82

Executive Team 
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11:05AM – 11:10AM    -     COMFORT BREAK 

11:10am 

11:20am 

12. 

13. 

To review the Finance Report Month 5 2019/20 (Attached)  
- page 148

To receive a report from the Chair of the Finance & 
Performance Committee (Attached) - page 170

Director of Finance 

Non-Executive 
Director 

WELL LED 
11:30am 14. To approve the Trust’s Clinical Strategy (Attached) - page173 Executive Medical 

Director 

11:50am 15. To ratify the Freedom to Speak Up Policy (Attached) - page199 Deputy Chief 
Executive Officer 

11:55pm 16. Deputy Chief 
Executive Officer 

12:00pm 17. Interim Trust 
Secretary 

12:05pm 18. Interim Trust 
Secretary 

12:10pm 19. Audit Committee 
Chair 

12:20pm 20.

To receive the Freedom to Speak Up Report (Attached) - pg 213

To agree a change to the Trust’s Constitution (Attached)- pg231

To approve Integrated Care Partnership (ICP) terms of 
reference and endorse the ICP business plan (Attached) -pg234

To receive a report from the Chair of the Audit Committee – 
10th July Audit Committee 2019 (Attached) - page 300

Items for noting and receipt (sent under separate cover): 
- Draft minutes of the Charitable Funds Committee – 9th July

2019;
- Minutes of the Charitable Funds Committee – 9th April 2019;
- Minutes of the Extra-Ordinary Audit Committee – 20th May,

2019;
- Minutes of the Audit Committee – 10th July, 2019;
- Minutes of the Quality Safety & Patient Experience

Committee – 22nd May 2019;
- Minutes of the Finance & Performance Committee – 23rd

July, 2019.

12:25pm 21. Date and Time of Next Meeting: 
Board of Directors Meeting 
26th November 2019 – 9:30am, Training rooms 3 & 4, Education 
and Training Centre.  
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Attendance 

Chair Sir D Nichol  

Non-Executive Director Mr A Higgins  

Non-Executive Director Mr E Oliver  

Non-Executive Director Mrs R Hopwood  

Non-Executive Director Ms R Fallon  

Non-Executive Director Mrs C Hannah  

Chief Executive Officer Dr S Gilby  

Executive Medical Director Dr D Kilroy  

Director of Finance Mr S Holden  

Director of Nursing & Quality/Acting Deputy 
Chief Executive 

Mrs A Kelly  

Interim Director of People and Organisational 
Development 

Mrs A Hall  

Chief Operating Officer Ms L Burnett  

ICP Managing Director Ms A Lee  

In attendance: 

Mrs D Bryce, Interim Trust Secretary  
Mrs N King, Head of Midwifery and Paediatric Nursing 

FORMAL BUSINESS 

B54/19 WELCOME AND APOLOGIES 

The Chair welcomed members to the Board of Directors meeting. 

B55/19 DECLARATIONS OF INTEREST 

There were no declarations of interest received. 

MINUTES OF THE BOARD OF DIRECTORS (PUBLIC),  
HELD ON TUESDAY, 25TH JUNE, 2019, AT 9:30AM-11:30AM, 

TRAINING ROOM 3 & 4 
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B56/19 TO RECEIVE AND APPROVE THE BOARD OF DIRECTORS MINUTES OF MEETING HELD ON 21ST  MAY, 
2019, AND MATTERS ARISING 

The minutes of the Board of Directors’ meeting held on 21st May, 2019, were received as a true and 
accurate record.  

B57/19 TO RECEIVE A CEO UPDATE 

The Chief Executive Officer referred to the written CEO update paper. In addition to the paper, the 
Chief Executive Officer made reference to the national announcement that the previous policy of 
reducing acute beds had gone too far and that the Trust will be looking to review its bed base, and 
that she had attended a meeting with the Regional Director of NHS England/Improvement yesterday 
where the transformation priorities had been outlined which included the emergency department 
standard, 12 hour mental health breaches, 52 week waits, financial control totals, Place based 
integration and system planning, and acute service configuration within the Health Care Partnership 
(HCP).  

Non-Executive Director, Mrs Hopwood, made reference to section 3.3 of the paper regarding the 
resource plan for the Integrated Care Partnership (ICP) of £125k.  The Managing Director of the ICP 
referred to negotiations with the CCG and NHS England/Improvement to find funding, noting her 
conflict, as part of the ICP team.  It was raised by the Chief Executive Officer that the Trust cannot 
afford to fund more and also that resource is currently being contributed ‘in kind’ to the ICP. 

There was a discussion on the NHS Interim People Plan and the benefits of the Board, along with 
Finance & Performance Committee, considering the implications and opportunities of this.  
Reference was also made to the plan for Health & Wellbeing being led by Public Health, the Trust’s 
forthcoming Clinical Strategy and Five Year Strategy. 

The Board received the CEO update. 

SAFE 

B58/19 

B59/19 

TO RECEIVE A PATIENT STORY 

Mrs Natasha King, Head of Midwifery and Paediatric Nursing, was introduced by the Director of 
Nursing & Quality prior to the viewing by the Board of the patient story video which covered 
developments in the continuity of carer and the progressing of services to meet the Better Births 
strategy.   

The Board received the patient story 

TO APPROVE THE MATERNITY INCENTIVE STANDARDS 2019/20 SUBMISSION 

The Director of Nursing & Quality referred to the compliance with the standards and their link to 
ensure the delivery of safe maternity care.  It was raised that two items identified as 
green/compliant will be compliant by the August deadline for the submission.  

The Board approved the Maternity Incentive Standards 2019/20 submission. 
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B60/19 TO RECEIVE THE ANNUAL NURSING & MIDWIFERY STAFFING REPORT 

It was raised by the Director of Nursing & Quality that in future the report will be a six monthly 
report, mapped to the national quality standards, and that the report uses evidence based tools 
triangulated to quality and safety metrics.  Some gaps were referenced, with mitigations in place 
and further work required.   The Director of Nursing & Quality asked the Board to note the content, 
and recognise the challenges and compliance against the national Quality Board Standards, 
including a few red areas of non-achievement. 

Non-Executive Director, Mrs Fallon, asked how sustainable the flexibility of staffing was and 
enquired regarding the expected outcome of the collaboration with Cheshire & Merseyside.  The 
Director of Nursing & Quality referred to the red area for flexibility of working and the staff 
wellbeing challenges and, in relation to collaborative working, made reference to her involvement in 
the collaborative work and the considerations of up-scaling of good practice.   

A remark was made by Non-Executive Director, Mrs Hannah, to the key findings regarding the 
under-establishment of nursing and the nursing assistant staffing gap, as this was not her previous 
understanding of the situation.  The Director of Nursing & Quality commented that there were 70 
regular nurse vacancies but the care hours gap shows nursing assistant depletion, i.e. what we need, 
that there is consideration of how the apprentice levy can be utilised and that if all vacancies were 
filled it would not solve the current problem.   

There were points raised by Non-Executive Directors regarding the turnover rate not comparing well 
with peers, along with a potential future number of nurses due to retire;  the Director of Nursing & 
Quality outlined that the retention rate had reduced from 14% to 9% but that there was still more to 
be done on this and that there are a number of nurses who have a registration but are not practicing 
and there is a plan in place to look at this.  The Chief Operating Officer commented that more is 
being asked of nursing staff currently in terms of quicker turn-around of patients. 

The Board received the Annual Nursing & Midwifery Staffing Report 

B61/19 TO RECEIVE A REPORT FROM THE CHAIR OF THE QUALITY, SAFETY AND PATIENT EXPERIENCE 
COMMITTEE (QSPEC) 

On behalf of the QSPEC Chair, Non-Executive Director, Mrs Fallon, referred to the report and the 
progress with falls, but that there was still more work to do.  The Sepsis and CQUIN positions were 
also highlighted.  The Chair remarked that there was not a reduction in ‘moderate or above’ falls 
and the Director of Nursing & Quality commented on the need to minimise the risk of severe falls 
with fractures and head injuries and that the right measures have been put in place. 

The Board received the QSPEC Chair’s report. 
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EFFECTIVE 

B62/19 TO REVIEW THE INTEGRATED PERFORMANCE REPORT AS AT MONTH 1 2019/20 

The Chief Operating Officer highlighted the following from the integrated performance report: 

• Emergency Department (ED) performance was at 82%, below the 95% target but
above the national average;

• 18 week referral to treatment (RTT) was at 82.6%;
• Six week diagnostic performance was at 92.9% (7.1% in the new format of reporting)

and that this was disappointing; and
• Cancer performance was 82.4% in March but 90% in April.

There was an enquiry from Non-Executive Director, Mrs Fallon, as to the sustainability of the 
improvements implemented and the Chief Operating Officer, with reference to ED performance 
informed that historic patterns had been worked against and that the trajectory should be 
achievable but that there is a requirement to map workforce with capacity.  And with regard to RTT 
and cancer, improvements are just starting to be shown and they should be more sustainable, 
especially with a payment by results contract in place.   

In response to an enquiry from the Chair regarding staffing, the Chief Operating Officer highlighted 
that ED have a high use of agency pay, that there is a national shortage of middle grade doctors and 
that different roles are being considered in a phased approach to rises in demand.  The Chief 
Executive Officer commented that doctors are at the maximum of what they are allowed to do 
within their job plans, that an ED workforce plan is in place and that a different offer is needed 
within the health system for patients.  

Non-Executive Director, Mrs Hannah, queried if the October trajectory for Diagnostics was 
achievable and noted that the Sepsis exception report and trajectories had improved, but that more 
detail was needed of what interventions lead to which improvement, so that it is not waited until 
the end of the year to achieve the target overall.   The Chief Operating Officer referred to the 
improvement in Endoscopy and Echo waiting times, that there is now a focus on vascular scanning 
and that the comments on the Diagnostics reporting detail would be considered for a future 
improved integrated performance report. 

The Director of Nursing and Quality outlined the work in place for Sepsis, that benchmarking work is 
underway in relation to Sepsis and that the mixed sex accommodation breaches are being explored. 

There was an enquiry made by Non-Executive Director, Mrs Fallon, in relation to what can be done 
to improve appraisal rates. The Interim Director of People & OD informed that this was currently 
under consideration, along with mandatory training levels.   

In response to Non-Executive Director, Mrs Hopwood, enquiring as to trajectories for agency and 
variable pay, the Chief Executive Officer informed that there is an expectation that the new Finance 
& Performance Committee will consider pay and agency pay, and that reference to the term 
“variable pay” should cease in future.  
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The Board reviewed and received the integrated performance report for month 1 (April, 2019). 

B63/19 

B64/19 

TO REVIEW THE FINANCE REPORT MONTH 2 2019/20 AND NOTE THE FINANCIAL PLAN UPDATE 

The Director of Finance raised the following in relation to the month 2 Report and also made 
reference to the updated financial plan for 2019/20: 

• The Trust are £220k off the £8m deficit plan at the end of May and work is required to
ensure that quarter 1 performance achieved plan to achieve a share of the Sustainability &
Transformation Fund;

• There are significant overspends in medical and nursing pay;
• The VAT system issue was resolved on 27th May, 2019,  but the CHP system is still down and

should be fixed in early July;
• Cost Reduction Strategy (CRS) is £20k down on plan, but is back loaded; and
• Urgent and essential capital is awaited.

In response to Non-Executive Director, Mrs Fallon, the Director of Finance remarked that the 
variation in neonatal activity is due to births being substantially down over the last 2-3 years.  The 
Chief Executive Officer referred to the piece of work in place across the region to consider the 
sustainability of maternity/obstetric services and stated that this work could take 1-2 years to 
complete and that clinical interdependencies of services should be considered.   

There was a discussion regarding the over performance in the English contract income.    The 
Director of Finance outlined that this was not sustainable from a Commissioner viewpoint and that 
the driver was not clear at this point.   

The Board reviewed and received the finance report for Month 2 and noted the updated financial 
plan for 2019/20. 

TO AGREE THE NATIONAL COST COLLECTION 2019 PRE-SUBMISSION REPORT 

The Director of Finance referred to the report on patient level costing and the different 
methodology being introduced this year on an apportionment basis for the costing process - 
National Cost Collection, previously reference costs. 

It was raised by Non-Executive Director, Mrs Hopwood that the cost base is fairly fixed and that 
patient numbers is an underlying variable indicator which would make comparisons on previous 
years difficult. The Director of Finance referred to the national pilot, that benchmarking would be 
carried out against similar Trusts and that the data would be available for review in October. 

The Board agreed the National Cost Collection 2019 pre-submission report. 
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B65/19 

WELL LED 

B66/19 

PATHOLOGY COLLABORATION PAPER 

The Chief Operating Officer referred to the paper and asked the Board to consider approving and 
entering the NHS pathology partnership collaborative, based on the microbiology model.  It was 
outlined that £1 - £1.5m of savings were predicted, that delivery would be over 2020-2022, and that 
a joint management board was planned.   

In response to queries from Non-Executive Directors, Mrs Hannah and Mrs Hopwood, with regards 
to the governance arrangements of the shared savings, how the joint management board will work 
and any staff transfers, the Chief Operating Officer responded that further details would be required 
before the go-live date.   

The Board agreed the recommendation to enter the NHS pathology partnership collaborative, 
subject to detail being provided to the Trust on the governance arrangements of the collaborative. 

TO RECEIVE A REPORT FROM THE CHAIR OF THE AUDIT COMMITTEE 

The Chair of the Audit Committee referred to the report and the recent work of the Committee 
which had considered a number of reviews including cyber security and conflicts of interest. 

The Board received the Audit Committee Chair’s report. 

B67/19 TO APPROVE THE GOVERNANCE IMPROVEMENT PLAN AND TERMS OF REFERENCE FOR FINANCE & 
PERFORMANCE COMMITTEE AND QUALITY & SAFETY COMMITTEE 

The Chief Executive Officer informed that there had been further review of the terms of reference 
for the new Finance & Performance Committee and Quality & Safety Committee, following the 
agreement by the Board in May to disestablish the previous Finance & Integrated Governance, 
People and OD and Quality, Safety & Patient Experience Committees.  The Board were asked to 
approve the terms of reference, along with the 12 month high level governance improvement plan. 

In response to a query from Non-Executive Director, Mrs Hopwood, as to why estates was included 
within the Quality & Safety Committee terms of reference, the Chief Executive Officer responded 
that estates issues will be considered at both, with sign-off at one Committee.  The Director of 
Nursing & Quality raised that estates issues link to the quality agenda in other trusts regarding 
patient experience. 

The Board agreed the 12 month governance improvement plan and the terms of reference for the 
new Finance & Performance Committee and Quality & Safety Committee, as per the 
recommendations. 

B68/19 ITEMS FOR NOTING AND RECEIPT 

The Board noted and received the following: 

- Minutes of the Audit Committee – 16th April, 2019
- Minutes of the People & OD Committee – 7th May 2019
- Minutes of the Quality Safety & Patient Experience Committee- 16th April 2019
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B69/19 DATE AND TIME OF NEXT MEETING 

Board of Directors Meeting 
24th September 2019 – 9:30am-12:30pm, Training rooms 3&4, Education and Training Centre. 
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Item Reference and Title Agenda item 5 - Chief Executive’s Update 

Date of Meeting Board of Directors Tuesday 24th September, 2019 

Accountable Executive Susan Gilby 

Author(s) Susan Gilby 

Alignment to Board Assurance 
Framework risk 

CR7 Failure to maintain robust corporate governance and overall 
assurance. Overall risk score 12 

Alignment to CQC Domains Well Led 

Document Previously 
Considered by:  

N/A 

Summary 
This report is intended to: 

• Provide an update on local, regional and national issues
within the NHS / Countess of Chester Hospital

Recommendation(s) The Board is asked to note the update. 

Corporate Impact Assessment: Legal and regulatory impact: 
Financial impact: 
Patient Experience/Engagement: 
Risk & Performance Management: 
NHS Constitution/Equality & Diversity/Communication: 
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CEO report September 2019 

1. Regional/national issues

1.1 The rollout of the National Retention Programme as part of the NHS people plan by NHS England and 
NHS Improvement to support a co-ordinated approach to tackling workforce shortages. 

1.2 The publication of the NHS Long Term Plan Implementation Framework which sets out further detail on 
how the commitments in the Long Term Plan will be 
delivered.  https://www.longtermplan.nhs.uk/implementation-framework/ 

1.3 The first ever national patient safety strategy has been published to support NHS staff and 
organisations to ensure wherever NHS care is delivered it is provided in the safest possible way. The 
strategy published by NHS England and NHS Improvement sets a vision of continuous safety 
improvement, underpinned by a safety culture and effective safety 
systems.  https://improvement.nhs.uk/resources/patient-safety-strategy/ 

1.4 The new approach as outlined in the NHS Oversight Framework 2019/20 by NHS England and NHS 
Improvement.  It outlines the joint approach the two organisations will take to oversee organisational 
performance and identify where providers and commissioners may need support.  It replaces the NHS 
single oversight framework for providers.    
https://www.england.nhs.uk/wp-content/uploads/2019/08/nhs-oversight-framework-19-20.pdf  

1.5 We are pleased to have signed up to developing a Cheshire & Merseyside Health & Care Partnership 
Prevention Pledge to support the delivery of the prevention priorities. 

2. Local Issues

2.1 The Coroner recently heard an inquest touching the death of Ms Deborah Spark at the Countess of 
Chester Hospital NHS Foundation Trust. Executive Medical Director Dr Darren Kilroy said: “We are deeply 
sorry for the failings in our care that contributed to Ms Deborah Spark’s death. Whilst we appreciate that 
this is of little comfort, we offer Ms Spark’s family our sincerest condolences. We have conducted a full 
systematic review of the care provided to Deborah.  Where deficiencies in care are identified as in this 
case, we always seek to understand the root causes and to identify learning opportunities be it for 
individuals or for the organisation. 
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2.3 Increasing awareness of sepsis around the Trust has been a high priority this summer, with Sepsis Lead 
Dr Santokh Singh and his team leading a successful training campaign in the run up to World Sepsis Day 
focusing on the ‘Sepsis 6’. The team initially set themselves a challenge of training 600 people in 60 days 
but ended up far exceeding this total by training over 900 members of staff. During the week of World 
Sepsis Day screensavers around the Trust displayed messages highlighting the treatment of sepsis and 
support available. On the day itself (13 September), with the support of ICU Steps Chester, the team held 
fantastic interactive stands in both the main corridor and Staff Restaurant, giving out information to 
colleagues, patients and visitors alike about this life-threatening but treatable illness. 

2.4 I am delighted to announce that, following a broad range of applicants from a high calibre pool and a 
rigorous selection process, we have successfully made an appointment to the role of Director of 
Communication & Corporate Affairs. 

Anna Collins will join the Executive Team in November once having completed some critical work 
programmes and worked her 3 months’ notice period in her current role in the Staffordshire Clinical 
Commissioning Groups and Sustainability Transformation Partnership. Anna’s experience in 
communication, engagement and corporate services spans 3 years in the NHS, 14 years in Cheshire 
Constabulary and in the private sector before that.  

2.5 I am delighted to announce that Alyson Hall has been appointed as Director of Human Resources and 
Organisation Development. 

Alyson first joined us as Interim Director of Human Resources and she will now take on the position full 
time. Alyson brings a significant amount of experience from her previous positions and has already made 
an impact on the trust in her interim role. I am looking forward to continuing to work with Alyson. 

2.6 We have welcomed Phil Orwin, Director of Improvement to the organisation to provide senior 
oversight and support to our transformation and improvement programme.  Phil has as strong track record 
of delivery from working with a wide range of NHS services. 

2.6 The results of the Governors’ elections will be announced at the Annual Members Meeting on the 
afternoon of 24th September. 

3. Cheshire West Integrated Care Partnership (CWICP) Board – 27th June 2019

The following is an update from the recent Cheshire West Integrated Care Partnership Board for which 
Alison Lee is the Managing Director and Chris Hannah is the Chair: 
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Report 
Cheshire West Integrated Care Partnership (CWICP) Board – June 27th 2019 

Notes and actions of meeting held on May 23rd 2019 

• A comprehensive map of staff from the partner organisations who are directly involved in the work
of CWICP has been developed.

• Alison Lee has held conversations with CWICP partner chief executives about resource planning.
Clarification is anticipated on partner contributions to core funding for CWICP.

• Anomalies in aligning Care Community data with postcodes are being worked through.

People Story – Presentation by Ian Ashworth, Director of Public Health, on Community 
Conversation Stakeholder Event 

• 1,200 hours of Community Conversations have been conducted in recent months involving more
than 550 residents who either live with long-term conditions or are carers.

• Health and care professionals and third sector representatives discussed the key recommendations
with Community Conversations participants at a stakeholder event on June 19th.

• Participants are set to work with Care Community practitioners to help turn their recommendations
into reality. A final report is due to be published in July 2019.

• Many participants want to continue to be part of the solution.

Managing Director’s Report 

• An independent Human Resources director has been working with CWICP to develop a job
description for the role of Medical Director. The post will be filled via open competition with an
advert due to go out in the first week of July.

• The next post to be appointed to will be a Director of Service Delivery. This role will be funded from
existing resources.

• Staff from the CCGs’ Primary Care and Communications and Engagement teams are due to align to
CWICP from July 1st. Both will be underpinned by service specifications to support the delegation of
functions from the CCGs.

• West Cheshire’s Medicines Management service transferred to the Countess of Chester on April 1st.
This service could be in scope for CWICP but is not at the present time and there is confusion in
some quarters about where responsibility currently sits. This is being clarified.

• Clarity is also required around timescales for transfer into CWICP of Local Authority and CCICP
services which have been agreed as in scope of the ICP.

Partners agreed: 

• CWICP Directors Group will take responsibility for signing off service specifications for aligned CCG
functions and use them as “worked examples” to work through associated governance
considerations.
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• Alison Lee to speak to Tim Welch about options for a potential transfer of the West Cheshire
Medicines Management service under CWICP.

• Alison Lee to pursue further discussions with CCICP about services in scope for CWICP.

CWICP Business Plan 
• Louise Barry, Tina Cookson and Andrea Campbell helped CWICP refine the wording of its

transformation goals to make them more user-friendly. Work is required offline to respond to
feedback on the strategic objectives.

Partners agreed: 

• To sign off the CWICP Business Plan, noting that there are some further suggested amendments
which will be considered, albeit not material to the agreement.

• To circulate to CWICP Board members for dissemination in the week commencing July 1st.
• To incorporate the Business Plan into the CWICP Integration Agreement and report via individual

partner boards.

Transformation Plan 

• The Long Term Care mandate should include wider considerations such as housing. This is a really
important point which was discussed recently at Health and Wellbeing Board.

• It is important to be clear which aspects of each mandate relate to West Cheshire, Vale Royal and
Cheshire West as a whole.

• CWICP was successful with transformation bids to a total value of £862k. Details of this are awaited
from the Place lead.

• Recommendations for future working of Care Community Teams will be contained in a report in
September following Care Community Team diagnostic work.

Partners agreed: 
• To receive further updates to the mandates for virtual sign-off in July.

Governance Update 

• The title Lead Nurse may need to change to reflect the position on CWICP Directors Group.
Partners agreed: 

• CWICP Board members to identify named deputies in the week commencing July 1st.
• CWICP Board support conversations with the CCGs to ensure that, where possible, CWICP

resource gaps are filled by staff from within the CCGs to recognise the transfer of functions between
CCGs and ICPs.

• To sign off the Draft Terms of Reference for the CWICP Board subject to amends identified, noting
these will now be submitted to partners’ boards.
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Item Reference and Title Agenda item 6 - Board Assurance Framework – Quarter 1 2019/20 

Date of Meeting Board of Directors – 24th September, 2019 

Accountable Executive Chief Executive Officer and Executive Team 

Author(s) Debbie Bryce, Interim Trust Secretary 

Alignment to Board Assurance 
Framework risk 

Risks CR1 to CR10 

Alignment to CQC Domains Well Led 

Document Previously Considered 
by:  

The Board Assurance Framework was previously considered by Board of 
Directors on 21st May 2019 (the Quarter 4 Board Assurance Framework, 
2018/19). 

Summary 
This report provides the updated proposed Board Assurance Framework 
for Quarter 1, 2019/20, covering the organisation’s ten key strategic 
risks.  

Overall total risk scores have remained the same since the 2018/19 
Quarter 4 Board Assurance Framework, with the exception of risk CR1 
which has reduced from 12 to 9 (CR1 - Failure to maintain and enhance 
the quality and safety of the patient experience and ensure regulatory 
compliance). 

It should be noted that: 
• Interim strategic objectives have been aligned to the strategic

risks on this Quarter 1 2019/20 Board Assurance Framework.

• The Board Assurance Framework is due for a radical refresh
following a refreshed organisational strategy.

Recommendation(s) (i) The Board note the alignment of interim strategic objectives to
the strategic risks;

(ii) The Board note the reduction of the total risk score for strategic
risk CR1 from 12 to 9; and

(iii) The Board agree the Quarter 1 Board Assurance Framework for
2019/20.

Corporate Impact Assessment: Legal and regulatory impact: 
Financial impact: 
Patient Experience/Engagement: 
Risk & Performance Management: Yes; The BAF covers the strategic 
risks to the organisation. 
NHS Constitution/Equality & Diversity/Communication: 
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REF STRATEGIC RISK ALIGNMENT TO INTERIM STRATEGIC OBJECTIVES EXECUTIVE DIRECTOR BOARD COMMITTEE
for 

reference: 
Q4 18/19

Q1 19/20 Change in total risk 
score - at Q1 2019/20

CR1 19/20
Failure to maintain and enhance the quality and 
safety of the patient experience and ensure 
regulatory compliance

Safe - People are protected from abuse and avoidable harm. Director of Nursing & Quality Quality & Safety 4x3=12 3x3=9 Reduction in total risk 
score from 12 to 9.

CR2 19/20 Unable to meet the demand for services within 
available resources

Effective - We deliver effective and sustainable clinical services within 
the local health economy. Chief Operating Officer Finance and Performance 4x4=16 4x4=16

CR3 19/20 Failure to collaboratively innovate and transform 
the Trust's clinical services

Safe - We deliver safe, high quality care and improving services 
pushing to be in the top 25% of our peers
Effective - People's care, treatment and support achieves good 
outcomes, promotes a good quality of life and is based on the best 
available evidence

Executive Medical Director & 
Director of Nursing & Quality Finance and Performance 4x3=12 4x3=12

CR4 19/20 Failure to deliver the Trust's culture, values and 
staff engagement plan

Caring - Our service involves and treats people with compassion, 
kindness, dignity and respect;
Caring - Work with compassion and in partnership with patients, staff, 
families, carers and our community partners.

Director of People & 
Organisational Development Finance and Performance 4x3 =12 4x3 =12

CR5 19/20
Failure to deliver in year financial plan and 
manage consequences of delivering a deficit 
budget

Effective - We deliver effective and sustainable clinical services within 
the local health economy.
Well-led - We are a high quality employer of choice and deliver 
financial and clinical sustainability around a patient centred, clinically 
led leadership model.

Director of  Finance Finance and Performance 4x5=20 4x5=20

CR6 19/20 Failure to comply with Compliance Framework Responsive - Our services meet peoples needs; we continue to be 
the secondary care provider of choice for the people in our community Chief Operating Officer Finance and Performance 4x4=16 4x4=16

CR7 19/20 Failure to maintain robust corporate governance 
and overall assurance

Well-led - Our leadership, management and governance of the 
organisation assures the delivery of high-quality person-centred care, 
supports learning and innovation, and promotes an open and fair 
culture

Director of Communications 
& Corporate Affairs / Chief 
Executive

Quality & Safety 3x4=12 3x4=12

CR8 19/20 Failure to maintain Information Governance 
standards

Well-led - Our leadership, management and governance of the 
organisation assures the delivery of high-quality person-centred care, 
supports learning and innovation, and promotes an open and fair 
culture

Director of Communications 
& Corporate Affairs Finance and Performance 3x4=12 3x4=12

CR9 19/20

Failure to provide appropriate Informatics 
infrastructure, systems and services that effect 
high quality patient care in-line with the business 
objectives of the Trust

Safe - We deliver safe, high quality care and improving services 
pushing to be in the top 25% of our peers Executive Medical Director Finance and Performance 3x4=12 3x4=12

CR10 19/20 Failure to recruit, train and retain professional staff

Safe - People are protected from abuse and avoidable harm;
Well-led - We are a high quality employer of choice and deliver 
financial and clinical sustainability around a patient centred, clinically 
led leadership model.

Director of People & 
Organisational Development

Finance and Performance 4x4=16 4x4=16

COUNTESS OF CHESTER HOSPITAL NHS FOUNDATION TRUST

ASSURANCE FRAMEWORK - CONTENTS AND OVERVIEW
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COUNTESS OF CHESTER HOSPITAL NHS FOUNDATION TRUST
ASSURANCE FRAMEWORK - KEY 

Controls

Reporting
Negligible Minor Moderate Major Catastrophic

1  Rare 1 2 3 4 5
2  Unlikely 2 4 6 8 10
3  Possible 3 6 9 12 15
4  Likely 4 8 12 16 20
5  Almost Certain 5 10 15 20 25

Movement
Likelihood score 1 2 3 4 5 The direction from last reported quarter
Descriptor Rare Unlikely Possible Likely Almost certain  Indicates improvement from last reported quarter

Indicates same level from last reported quarter
 Indicates slippage or further required work from last reported quarter
New item added since last quarter
●

A fuller description and explaination of the impact and likelihood categories are contained within
the Risk Management Strategy and Policy

Reporting to a committee is in place, regular but not always providing assurance against each of the 
controls.
Reporting to a committee is in place, regular and providing assurance against each of the controls.

Frequency(broad 
descriptors of 

frequency)

This will 
probably never 
happen/recur

Do not expect it 
to happen/recur 

but it is 
possible it may 

do so

Might happen 
or recur 

occasionally

Will probably 
happen/recur 
but it is not a 

persisting issue

Will 
undoubtedly 

happen/recur, 
possibly 

frequently Exception Report required if deadline not achieved

LIKELIHOOD

CONSEQUENCE / IMPACT

The extent to which the reporting to a committee is providing assurance against each of the 
controls.Almost no 

impact on 
achievement of 

objectives

Small impact 
on achievement 

of objectives

Sgnificant 
impact on the 

achievement of 
objectives

Major impact 
on the 

achievement of 
objectives

Objectives 
could not be 

achieved Reporting to a committee is in place, but is not regular and only provides limited assurance against 
each of the controls.

Strategic risks will be reviewed as part of the annual business planning process and can also 
be identified in-year.  They are managed as part of a complex process as opposed to discrete 
events.  The Trust Board needs to be satisfied that strategic risks are being properly identified 
and managed robustly.  

The extent to which the controls in place are satisfactory impacting on the mitigation of the 
strategic risk.

Effective control partially in place and thus only impacting in a limited way on the mitigation of the 
strategic risk.

Risk score= consequence/impact x likelihood
The matrix below can be used to calculate a risk score, which will determine what category the 
risk falls within, that score informing follow up action, its urgency, and the required performance 
management to ensure the risk is managed effectively.

Effective control  in place but only partially impacting on the mitigation of the strategic risk.

Effective control in place and positively impacting on the mitigation of the strategic risk.

This Assurance Framework assesses the most important risks that the Trust faces to date, 
and which have the highest potential for external impact.  Such risks differ in magnitude and 
complexity to operational risks and often require comprehensive risk mitigation plans which 
span over a longer timescale than most operational risks.  The Trust defines strategic risk as a 
strategic control issue that could:

· Close down a service / services.
· Seriously prejudice or threaten achievement of a principal objective.
· Threaten the safety of service users.
· Threaten the reputation of the Trust/NHS.
· Lead to significant financial imbalance and/or the need to seek additional funding to allow 
to be resolved and/or result in significant diversion of resources from another aspect of the
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Apr-19
4x2=8 3x3=9 4x2=8

REF R6
R1
R1
R1
R1
R1

REF R1
R6

R1/R6
R1
R1
R1
R1

REF
O1
O2
O3
O4
O5
O6
O7
O8
O9 Single Oversight Framework 2019/20

O10

REF RAG REF RAG

STRATEGIC RISK Patient & Staff Stories Each Board

Sepsis Q1 Programme update 16.04.19

PC2 Risk to Registration & Licence to operate

CQUIN update Quarter 4 18/19 22.05.19

PC3 Poor patient experience - impact on Trust reputation 

CR1
19/20

Failure to maintain and enhance the quality and safety of the 
patient experience and ensure regulatory compliance

Director of Nursing and Quality Quality & Safety 
Committee Amber

LINKED CORPORATE PRIORITIES (up to top 3) POTENTIAL CONSEQUENCES OF THE RISK


Monthly

COUNTESS OF CHESTER HOSPITAL NHS FOUNDATION TRUST
Board Assurance Framework - Quarter 1 2019/20

STRATEGIC RISKS
IMPACT x LIKELIHOOD = RISK SCORE

CURRENT 
ASSURED 

LEVEL

M
ov

em
en

t

These are the POSITIVE ASSURANCES received…
INITIAL 

RISK SCORE
PREVIOUS QUARTER 

RISK SCORE
CURRENT 

RISK SCORE
TARGET RISK SCORE

Mar-20 What are the key positive assurances received through reporting that a control has remained effective (up to 20)
4x3=12 4x2=8 REPORT 

REF
POSITIVE ASSURANCE DATE LAST REPORTED 

TO COMMITTEEWhat is the strategic risk to be controlled?
EXECUTIVE DIRECTOR BOARD COMMITTEE

What is the report received that provided that assurance?

QSPEC Dashboard - metrics & nurse staffing (monthly)
Clinical Rounds - six month summary report 16.04.19

Falls Project Update - Quarter 4 18/19 22.05.19
Aggregated Report - Complaints, Litigation, Incidents & Coronial Cases (CLIC) Oct 18 - Mar 19

PC4 Breach of NHSI's Terms of Authorisation as a Foundation Trust

Learning From Deaths - Quarterly report 19.03.19

Safe - People are protected from abuse and avoidable harm
What are the key potential consequences (up to 4) of the risk?

PC1 Non compliance with regulatory standards & commissioner contracts
Adult Safeguarding Annual Report 2017/18 18.12.18

MIAA: Adult Safeguarding Action Plan update 16.04.19

C.diff Infection objective for 2019/20 22.05.19
Risk & Safety Annual Report 2018/19

INTERDEPENDENCIES: CR2;CR3;CR4;CR5;CR6;CR7

Potential or actual origins that have led to the risk… What are the most significant origins (up to 10) which could or 
have led to the risk?

NQB National Guidance on Learning from Deaths
Workforce skills/competencies GAPS IN CONTROL (as reflected in Divisional Risk Registers)CQC Fundamental Standards (including Well Led)
Compliance with Trust policies and procedures What are the remaining key gaps in the controls (up to 10)

ORIGIN
Kirkup Report

Capacity issues - patient experience 
G1

NNU Police Investigation 

Failure to observe Trust values - cultural issues
REF GAP ACTION PLAN / EXCEPTIONS RISK REGISTER 

REF DEADLINE
Demographic/needs of local population

CONTROL REPORTING MECHANISM FREQUENCY
G4

CQC Inspection outcome - deterioration 
from Good to Requires Improvement

Task & Finish Group for 'must do' actions. 'Should Do' actions 
being addressed at Divisional level. Staff focus groups being 
formulated. CQC engagement mtgs in placeM

ov
em

en
t

What are the key controls (up to 10) that are in place to mitigate these 
risks?

Red
Amber
Green

What are the key reporting mechanisms (up to 10) that will 
provide assurances that the key controls are effective? (E)  = 
External assurance.

Red
Amber
Green

G3

G2The risks are CONTROLLED by… Strength

M
ov

em
en

t The REPORTING mechanisms are… Strength

C1 Completion and regular review of Provider Compliance 
Assurance (PCA) framework Green  R1

C2 Monitoring of performance with Commissioners including 
visits Green  R2 Patient Experience Operational Group Monthly Green 

Quarterly Quality & Safety Committee 
(NED Chair) Monthly Green

Q3 19/20

C4 Scheduled Regulatory Engagement meetings Green  R4 Governor related Forums Monthly

CCG assurance  meetings Monthly Green 

G6

Medicines Safety - poor compliance

Green 

G5

C3 Regular reviews of CQC Insight data & Assessment 
framework Green  R3

Q4 18/19

C6 Model Hospital Behavioural Standards (culture & behaviours) Green  R6 Board of Directors Monthly Green

Monthly Green
G7 Learning from Deaths

Process of reviewing mortality in place, governance in place 
via Learning from Deaths Group, ongoing data & dashboard 
refinement .



G8 End of Life Care
Action Plan in place monitored through the End of Life/Pall 
Care Group. Director of Nursing exec lead. Programme of 
engagement in development.Training in place

C5 Implementation of Patient Experience Strategy Amber  R9

C7 Workforce Committees (Medical and Nursing & Midwifery) Green  R7 External Stakeholders visits e.g. 
Healthwatch As required Green



Director of Nursing named DIPC. External IPC review 
completed. Action plan in place to support recommendations. 
Workshops planned  (Oct 2019)

Q2 19/20

Q2 19/20

C9 Clinical Rounds/unannounced clinical reviews Green 

C8 Integrated Services agenda Finance & Performance Committee Monthly Green

22.05.19

Learning From Deaths - Board of Directors Report 18.12.18

Increase in falls with harm
Falls Q1 practice being embedded. Numbers of falls 
decreased however falls with harm persists. Deep Dive review 
planned. 

Ref 1362 Q2 19/20

Q2 19/20

Poor Compliance with management of 
Sepsis

Deteriorating Patient Group in place with training programme 
integrated into work plan. Trajectory for improvement. NEWS2 
training in place.

Q2 19/20

NNU risks 
Police investigation continues. Staff support in place. Unit 
Activity, acuity & staffing monitored daily. Discussions 
underway re future service provision

Ref 1508 Q2 19/20

22.05.19

Action plan in place. Focus on accountability on wards and 
improvement of infrastructure. Ref 1095/474

Amber  R8

Gap in provision and knowledge re. Adult 
Safeguarding

Training in place. Adult Complex Care Team in place. Lead 
recruited to, who will facilitate Adult Safeguarding action plan 
completion 

Ref 1785 Q3 1920

Ref 1749



Ref 1979
Senior Leadership Group



Ref 1817 Q2 19/20

G10 Increased incidence of C.Difficile and 
MRSA. 

G9 National shortage of a large number of key 
drugs- potential unknown impact of Brexit

Monitored via Director of Pharmacy and Q&S Committee. 
National guidance re Brexit & Medication. Risks escalated as 
appropriate. Close monitoring re any patient harm via QG 
Group.
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Apr-19
4x4 = 16 4x4=16 4x2=8

REF R3
R5
R7
R3
R3 Quarterly cancer update to board

REF R4
R1
R8
R5
R1
R7
R4

REF
O1
O2
O3 Demographic of local population
O4 constraints on budgets across west Cheshire system
O5
O6
O7
O8
O9

O10

REF RAG REF RAG

COUNTESS OF CHESTER HOSPITAL NHS FOUNDATION TRUST (GUIDANCE TEMPLATE)
Board Assurance Framework - Quarter 1 2019/20

STRATEGIC RISKS
IMPACT x LIKELIHOOD = RISK SCORE

CURRENT 
ASSURED 

LEVEL

M
ov

em
en

t

These are the POSITIVE ASSURANCES received…
INITIAL 

RISK SCORE
PREVIOUS QUARTER 

RISK SCORE
CURRENT 

RISK SCORE

STRATEGIC RISK Integrated Performance Report Monthly  

Red

TARGET RISK SCORE
Mar-20 What are the key positive assurances received through reporting that a control has remained effective (up to 20)

4x4 = 16 4x2=8 REPORT 
REF

POSITIVE ASSURANCE DATE LAST REPORTED 
TO COMMITTEEWhat is the strategic risk to be controlled?

EXECUTIVE DIRECTOR


Weekly Operational Performance meeting Weekly
West Cheshire A&E Delivery board Monthly )

Sep-18

BOARD COMMITTEE
What is the report received that provided that assurance? E = External Assurance

LINKED CORPORATE PRIORITIES (Up to 3 ) POTENTIAL CONSEQUENCES OF THE RISK Jul-19
Effective - We deliver effective and sustainable clinical services within 
the local health economy

What are the key potential consequences (up to 4) of the risk?

PC1

Update on winter planning to Board

Monthly 

PC2 failure to meet key compliance targets

Quarterly Divisional Oversight meeting

Weekly
Cancer board monthly (Mar 19)

Real-time Dashboards & OPEL reporting daily

increasing patient waits for access to services

CR2 19-
20 Unable to meet the demand for services within available resources Chief Operating Officer Finance & Performance

Capacity meetings daily

PC4 impact on trust license & reputation

NHSI Tableau analytics daily
PC3 failure to deliver safe, kind & effective care

Elective care meeting with CCG
Weekly PTL review meetings (including cancer)

NHSi/NHSE resilience reporting Mar-19

INTERDEPENDENCIES: CR1;CR3;CR4;CR5;CR6

ORIGIN
lack of resilience of community sector and social care

Potential or actual origins that have led to the risk… What are the most significant origins (up to 10) which could or 
have led to the risk?

Number of medically optimised patients and delayed transfers of care
Change to Densions tax leading to reduced consultant capacity

G1 insufficient diagnostic capacity to meet 
demand

Endoscopy recovery plan, including evening and weekends 
activity, ultrasound recovery plans, including outsourcing of 
reporting to enable activity sessions. Monitoring of cancer PTL 
& diagnostic waits to ensure cancer diagnostics are prioritised. 
Outsourcing to Private Sector. National 1st review 

Ref 1864

Cross border issues

GAPS IN CONTROL (as reflected in Divisional or Executive Risk Registers)
failure of commissioners to commission sufficient capacity to meet demand What are the remaining key gaps in the controls (up to 10)
Insufficient understanding of the organisational capacity/specialist staff shortage REF GAP ACTION PLAN / EXCEPTIONS RISK REGISTER 

REF DEADLINE

Q3 19/20

Operational pressures and impact on retention/health and wellbeing appraisals, mandatory training etc.

Rising demand for services 

What are the key controls (up to 10) that are in place to mitigate these 
risks?

Red
Amber
Green

What are the key reporting mechanisms (up to 10) that will 
provide assurances that the key controls are effective?

Red
Amber
Green

G2 lack of sufficient financial resources 

Inability to in source/outsource to meet the growth of demand. 
Short term Business Cases to meet overall capacity being 
produced via Trust process. Agreed contract with 
commissioner. Increased coding of activity. Review of income 
streams

Ref 1735 Q2 19/20The risks are CONTROLLED by… Strength

G3 insufficient bed capacity

daily oversight of admissions and discharges, discharge 
delays and bed occupancy. Weekly exec oversight of >21 LoS 
days. Trust bed realignment. Esculate protocols in place Ref 1334 Q2 19/20

C2 Monitoring of demand, performance and approved escalation 
processes Green  R2 Finance and Performance 

Assureance Group Monthly Green

integration of services across organisations to enable new 
models of care with best use of available resources. Support 
the ICP. Establishment of a Transformation Programme 
delivered by the Director of Transformation C1 Agreed capacity and demand analysis Green  R1 Finance and Performance Committee Bi -Monthly

CONTROL REPORTING MECHANISM FREQUENCY

G4 operational excellence & quality 
improvement

M
ov

em
en

t

The REPORTING mechanisms are… Strength

Board of Directors

G5 insufficient demand management control 
leading to growth 

implementation of E-RS to support triage of referrals. Joint 
plan with WCCCG to control demand for elective care. Roll out 
of Advice of Guidance 

Ref 1366 Q1 19/20

Green 
Ref 1956 Q4 19/20

M
ov

em
en

t

R5 Weekly performance review 

Ref 1202 Ref 
1643 Q4 18/19

C4 Early supported discharge & step down beds Green  R4 Daily SITREP reporting Daily Green 

Bi -Monthly Green 

G6 gaps in medical & nurse staffing
divisional support to develop workforce plans & alternative 
roles to be presented via medical pay meeting & Nursing & 
midwifery workforce group 

C3 assessment capacity across main emergency care 
specialities Green  R3

Ref 1594 Q4 19/20

C6 Winter Resilience Planning Amber  R6 Weekly PTI meeting Weekly Green

Weekly Green 
G7 ED Capacity due to sustained increase in 

attendances

Refurbishment of ED underway for completion in Q4 19/20. 
ED improvement plan. Delivery of ED Workforce Plan.

G8

C5 operational escalation levels & system wide escalation 
protocol Green 

C7 Operational dashboards (real-time) Green  R7 A&E Delivery Board Monthly Green

AE Delivery Board chaired by CoCH CEO Green  R9



C8 Tracking & Validation teams Green  R8 Reporting to Commissioners, NHSI & 
NHSE As required Green 

C10 Tele tracking system Green 

Contract and performance meetings Monthly Green 

G10

G9

C9
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Mar-19
4x3=12 4x3=12 4x3=12

REF

R4

R4

R1

REF R8

R7
R8

R4

R4

REF
O1 Effects of service reconfiguration within larger footprints e.g. STP
O2
O3 National specialised service specifications / Royal College standards
O4 Maintaining 24/7 acute rotas / EWTD / Limitations of A4C / Doctor contracts / 7 day services
O5 West Cheshire Demographics (Patient and Workforce)
O6 Future tariff/ Pbr framework / Better Care Fund 
O7 Cross border protocols
O8 Changes to key WUTH senior management and executive posts
O9

O10

REF RAG REF RAG

COUNTESS OF CHESTER HOSPITAL NHS FOUNDATION TRUST (GUIDANCE TEMPLATE)
Board Assurance Framework - Quarter 1 2019/20

STRATEGIC RISKS
IMPACT x LIKELIHOOD = RISK SCORE

CURRENT 
ASSURED 

LEVEL

M
ov

em
en

t

These are the POSITIVE ASSURANCES received…
INITIAL 

RISK SCORE
PREVIOUS QUARTER 

RISK SCORE
CURRENT 

RISK SCORE
TARGET RISK SCORE

Apr-20 What are the key positive assurances received through reporting that a control has remained effective (up to 20)
4x3=12 4x2=8 REPORT 

REF
POSITIVE ASSURANCE DATE LAST REPORTED TO 

COMMITTEEWhat is the strategic risk to be controlled?
EXECUTIVE DIRECTOR BOARD COMMITTEE

What is the report received that provided that assurance? E = External Assurance
STRATEGIC RISK

CR3 19-
20

Failure to collaboratively innovate and transform the Trust's 
clinical services

Executive Medical Director / 
Director of Nursing & Quality

Finance & Performance 
Committee Amber

New junior doctor rota in trauma care implemented 03-Aug-19

LINKED CORPORATE PRIORITIES (up to top 3) POTENTIAL CONSEQUENCES OF THE RISK New CCI0/EPR lead clinician appointment 01-Nov-19


e-job planning compliance monitored weekly. Met with MIAA 9/9/19 09-Sep-19

Safe - We deliver safe, high quality care and improving services 
pushing to be in the top 25% of our peers

What are the key potential consequences (up to 4) of the risk? Corporate Leaders Group timings amended to enable Clinical Leads to attend and engage in the corporate 
agenda with consistency. Completed. Ongoing - evidenced by diary

PC1 Future organisational sustainability
Monthly 1-1 meetings between Trust MD and CCG established Nov 2018 Ongoing - evidenced by diary

Effective - People's care, treatment and support achieves good 
outcomes, promotes a good quality of life and is based on the best 
available evidence

Scheduled 1-1 recurring meetings with all Clinical Leads on a monthly basis across the Trust Ongoing - evidenced by diary

PC2 Inability to deliver services to regulator/commissioner specification or local need
Specialty Doctor Engagement Project : 1-1 meetings with all Trust SAS Grade Doctors Ongoing - evidenced by diary

NHS England 7 Day Services Programme (North West) - to Q&s quarterly. 19-Mar-19

PC3 Failure to develop integrated plan leading to quality and safety being at risk by 
approach to financial savings

Trust DoN monthly meetings with ICP operational manager Ongoing - evidenced by diary

PC4 Re-organisation/de-commissioning of services disadvantaging people of West 
Cheshire

INTERDEPENDENCIES: CR1;CR2;CR4;CR5;CR6;CR9

Potential or actual origins that have led to the risk… What are the most significant origins (up to 10) which could or 
have led to the risk?

Long term contractual and commissioning intentions / regional / local 

GAPS IN CONTROL (as reflected in Divisional or Executive Risk Registers)
What are the remaining key gaps in the controls (up to 10)

REF GAP ACTION PLAN / EXCEPTIONS RISK REGISTER 
REF DEADLINE

ORIGIN

The REPORTING mechanisms are… Strength

G1
Gaps in workforce therefore inability to 
deliver services effectively across West 
Cheshire 

Develop clinical services across West Cheshire to ensure 
streamlined patient pathways Ref 1202 Ref 

1643 Q4 18/19Development of Integrated Care Partnership

No ratified current Trust clinical strategy 
The Trust Clinical Strategy development plan is now under 
way, incorporating a comprehensive consultation with clinical 
stakeholders. Board workshop planned 21st May 2019.

Ref 1982 Q2 19/20

CONTROL REPORTING MECHANISM FREQUENCY
G4

M
ov

em
en

t

What are the key controls (up to 10) that are in place to mitigate these 
risks?

Red
Amber
Green

What are the key reporting mechanisms (up to 10) that will 
provide assurances that the key controls are effective?

Red
Amber
Green

G3

G2
Implementation of new EPR not until Sept 
2020

Commence clinical pathway design with WUTH ahead of 
implementation; key clinical leadership posts being recruited 
to, to support implementation

Ref 1708 Q4 19/20The risks are CONTROLLED by… Strength

M
ov

em
en

t

C1 Business plan process and development Amber 

Financial assumptions based on a shared understanding with 
commissioners Amber  R3 

C2 Annually refreshed five year LTFM Green  R2 Board of Directors Meeting Bi-Monthly Green 

C4 Integrated Care Partnership (ICP) Transformation 
programme Amber  R4 Bi-Monthly

ICP Shadow Board Monthly Green 

G6
Green 

G5

C3

G7

G8

C5 ICP Care Pathway Development Amber 

C7 Introduction of a new shared Electronic Patient Record 
system Amber  R7

Senior Leadership Group Weekly

Green

C6 Systematic service review process 
(COCH/Vertical/Horizontally) Amber 

CCG contract review meetings Monthly

R9



C8 Clinical engagement Green  R8 Green 

Annual Members' Meeting

Finance and Performance Committee

C10

Annual Green 

G10

G9

C9
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Mar-19
4x3=12 4x3=12 4x3=12

REF
C2/R2
C3/R4

C4/R4 Subscription to NW Leadership Academy and internal leadership courses discussed at EDG
R2/R8

C5/R2

REF C7/R2
C9/R2

C9/R4
R3
R8

C2/R2
R2

R1/R2/R10

C1/R6
R2/R6

INTERDEPENDENCIES CR1;CR2;CR3;CR5;CR6;CR7;

REF
O1 Levels and incidents of Bullying & Harassment against local & national targets
O2
O3
O4
O5 Incidents reported via Freedom to Speak Up
O6 Delivery of National CQUIN targets linked to Health & Well Being.
O7
O8 Findings of NHS Staff Survey 2018
O9 Historical non compliance with DBS checks for substantive staff prior to the Kate Lampard report

O10

REF RAG REF RAG

Reporting through to various Boards on progress in 
each of the CQC domains C10 Green 

Freedom to Speak Up Committee

Staff Survey and Staff Friends & 
Family Tests 

Annual/Quart
erly GreenC9 Recognising our people both annual with Celebration of 

Achievement and quickly via Countess Gems Green  R9

C8

C7 Culture workstream included in Model hospital programme 
and engagement Green  R7 Corporate Leaders Group

Bi-monthly

Green

Developing Coaching programme for individuals and teams. Amber  R8 Multi Disciplinary Education 
Committee Bi-monthly Green

Amber  R5

Fortnightly / monthly meetings in place.  ICP enabling prog in 
place 



G6
Complex employment legislation, managers 
& staff side will require HR support at a high 
level

Development sessions being scoped for delivery e.g. 
investigation training, appeals, tribunals

Partnership Forum / Local Negotiating 
Committee

Ref 1898 Q4 19/20





G7



Programme in place to complete DBS checks for all staff 19/20
Monthly / Bi-

monthly Green

Green 

G5 Capacity to support Health Economy 
initiatives for integrated care

R4 Executive Directors Group / Corporate 
Leadership Group Weekly Green

Bi monthly Green 



Substantive staff without DBS checks

Fortnightly

Ref 1949 Q2 Sept/19

Ref 1897 19/20

C6 Promotion of Freedom to Speak Up champions across the 
organisation including union reps. Amber  R6

C5 Freedom to Speak up: Promoting openness and honesty, 
duty of candour

C3 Improving the communications across the organisation 
including face to face with Exec's (Whats Brewing etc) Green  R3

Offering out Leadership Development programmes both 
internal and through the Leadership Academy 

Encourage reporting via Union Representatives with added 
protection. Recruitment process undertaken in Q4. Q2 Q2 19/20

C4 Green 

Council of Governors

C2 Implementation of the appraisal system to capture values & 
behaviours Amber  R2 Finance and Proformance Committee Bi-monthly Green 

C1 Board support for Culture, Performance and Behavioural 
workstreams Green  R1 Board of Directors reports (integrated 

performance report) Bi-monthly Green 

CONTROL REPORTING MECHANISM FREQUENCY

G2 Staff Survey results 2018/19 Action plans & dashboards monitored through F&P committee 
worked up for Divisions and staff groups

M
ov

em
en

t

What are the key controls (up to 10) that are in place to mitigate these 
risks?

Red
Amber
Green

What are the key reporting mechanisms (up to 10) that will 
provide assurances that the key controls are effective?

Red
Amber
Green

The risks are CONTROLLED by… Strength

M
ov

em
en

t

FTSU: Revision of policy, processes, resources & comms 
required. Completed to go Pforum/Board

G4 Communication of Freedom to Speak Up 

G3 FTSU: Revision of policy, processes, 
resources & comms required

Operational demands and the impact on appraisals / leadership/mandatory training The GAPS IN CONTROL (as reflected in Divisional or Executive Risk Registers)
What are the remaining key gaps in the controls (up to 10) 

REF GAP ACTION PLAN / EXCEPTIONS RISK REGISTER 
REF DEADLINE

The REPORTING mechanisms are… Strength

Quality, Safety, Financial & Operational metrics: Never Events/SUIs

G1 Delivery of High Performance Workshops to 
all staff

Two cohorts of the programme in place to cover 300 leaders - 
non-release of staff is not possible due to high pressure in 
system.  2 hr prog for all staff in dept..HCP workshops 
suspended pending Reunion of Culture Programme

Ref 1881 Q4 18/19

CQC Well Led Domain requirements & Key Lines of Enquiry, including FTSU

Q4 Nov/19

Associated pressures and the impact on culture / values / behaviours 

Potential or actual origins that have led to the risk… What are the most significant origins (up to 10) which could or 
have led to the risk?

Exit Interview / How are we doing interviews implemented.  Feedback to SPF on periodic basis. 11-Apr-19

ORIGIN

Exec discussion re Kate Lampard report showing staff/roles/analysis with/without DBS 22-Jan-19

PC4 Possible reduction in Safety/Quality/Performance/Staffing indicators

High Performance Culture work stream investment linked to Model Hospital programme

Partnership Forum: Staff engagement /staff survey/staff experience/SFFT reviewed monthly 11-Apr-19

Reporting to Board /FIGC/POD on workforce KPIs 22-Jan-19

PC2 Poor Patient Experience - impact on Trust reputation/ increase in complaints
13-Feb-18

Leadership Progs in place - High Performance workshop, QI, leadership summit. 25-Sep-18

PC3 Non-compliance with regulatory/commissioners contracts e.g. Well Led domain CQC
Appraisal performance has increased from last year although still not consistent Jul-19
Health & Well Being Strategy & performance reported to POD 22-Jan-19

Student Experience/Satisfaction Surveys - open all year Multi-Prof Practice Placement meeting

LINKED CORPORATE PRIORITIES (up to top 3) POTENTIAL CONSEQUENCES OF THE RISK

Monthly Countess Gems, monitor by feedback and twitter

26-Mar-19Staff Survey/SFFT  Report to Board of Directors with associated action plan.  Received by by POD.

Caring - Our service involves and treats people with compassion, 
kindness, dignity and respect

What are the key potential consequences (up to 4) of the risk? 18-Apr-19

PC1 Poor Staff Experience- impact on Trust reputation and ability to recruit and retain
Recognition informal and formal systems in place 18-Apr-19

Caring - Work with compassion and in partnership with patients, staff, 
families, carers and our community partners

Aug-19

EXECUTIVE DIRECTOR BOARD COMMITTEE
What is the report received that provided that assurance? E = External Assurance

STRATEGIC RISK

CR4 
19/20

Failure to deliver the Trusts culture, values and staff 
engagement plan

Director of People & OD Finance & Performance Amber 
Monitoring through Culture & Engagement Steering Group that reports back to POD 18-Apr-19
Implementation of What's Brewing with Execs 1-Sep-18

21-Feb-18

COUNTESS OF CHESTER HOSPITAL NHS FOUNDATION TRUST
Board Assurance Framework - Quarter 1 2019/20

STRATEGIC RISKS
IMPACT x LIKELIHOOD = RISK SCORE

CURRENT 
ASSURED 

LEVEL

M
ov

em
en

t

These are the POSITIVE ASSURANCES received…
INITIAL 

RISK SCORE
PREVIOUS QUARTER 

RISK SCORE
CURRENT 

RISK SCORE
TARGET RISK SCORE

Apr-20 What are the key positive assurances received through reporting that a control has remained effective (up to 20)
4x3=12 4x3=12 REPORT 

REF
POSITIVE ASSURANCE DATE LAST REPORTED 

TO COMMITTEEWhat is the strategic risk to be controlled?
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Apr-19
4x5=20 4x5=20 4x3=12

REF R1
R3
R5

R7

R1
R5

REF R2

R5
R10 Audit Committee

R1

R3
R3
R3
R1
R8
R2

INTERDEPENDENCIES: R3
R4
R2

REF
O1
O2
O3
O4 Increase in non elective demand delivered at premium cost
O5
O6

O7
O8 Outcome of capital loan is currently unknown

O9
Potential requirement for revenue distress loan should cash releasing savings not be delivered as planned

O10

REF RAG REF RAG

West Cheshire CCG Contractual Performance Meeting
Board Meeting

Quarterly Review Meetings (QRM) with Divisions 23-Apr-19

Q4 19/20



G9 Expanded physical space within the 
Accident & Emergency Department.

Green 

G8 The capital loan has not been approved to 
date.

Other funding sources and smaller development is currently 
being explored. Ref 1873 Q4 19/20


G5

Failure to deliver performance improvement 
trajectory and consequent impact of STF 
funding

Weekly performance meeting and increased scrutiny at 
Divisional level alongside A&E Delivery Board .

Proactive management to staff ward in most efficient way, 
alternative out of hospital options reviewed. Regular 
monitoring of additional costs incurred.

Robust Winter Resilience Plans required, 
which deal with any additional activity 
without additional resource.

Ref 1870G6

Control of volumes of medically optimised 
patients and delayed transfers of care and 
further activity growth impacting on financial 
position

Green 

G10 Revenue distress loan required Daily cashflow forecasting is in place.

Monthly



Escalation process is in place to enable emergency capital to 
be approved by the Executive team whilst waiting for loan 
application outcome.

Ref 1868




Ref 1869 Q4 19/20

C10 Daily cashflow Green  R10 Audit Committee and Risk Committee Quarterly Green

C8 Audit reports/assessments/reviews Green  R8 Council of Governors Quarterly

C9 Acuity tool within e-rostering Green  R9 Corporate Leaders Group

C7

Monthly Green

Robust contractual monitoring information to inform contract 
negotiations Green  R7 Quality, Safety & Patient Experience 

Committee Monthly Green

C6
Workforce planning including international recruitment, 
development of physician associates roles, joint working with 
WWL to support recruitment of medical workforce

Amber  R6 Divisional Board Meetings Monthly Green

Amber  R5 NHSI Financial Reporting Returns and 
CRS returnsC5 Review of medical workforce costs by the Medical Pay Board

Monthly Green

MonthlyR3 Commissioner contract meetings (WC 
/ BCU / NHSE)

 R4 Transformation Group (June 2019)

Green

C4

C1 Production of Annual Budget and Monitor Forward Plans and 
Templates Green  R1



G7

Robust performance monitoring and financial management 
control. Budget review meetings and regular updates on 
efficiency schemes through weekly CRS meetings, monthly 
Model Hospital Board and governance arrangements

Amber 

Amber Review of capital requirements through ERPE process to 
prioritise and subsequent reporting to CLG



C3

C2 Proactive horizon scanning of risks and opportunities Green  R2
Finance & Performance Committee 
(July 2019). Finance & Performance 
Assurance Group

Monthly & Mont Green 

Joint working with CCG & ICP and Betsi Cadwaladr and to 
control demand and discussions with local councils regarding 
recharges. 

Ref 1686 Q4 19/20

Strength

M
ov

em
en

t

G3

Poor budgetary management and control

G2

The risks are CONTROLLED by… Strength
Q4 19/20

FREQUENCY

Ref 1871

Ref 620

Q4 19/20

What are the key controls (up to 10) that are in place to mitigate these 
risks?

Red
Amber
Green

What are the key reporting mechanisms (up to 10) that will 
provide assurances that the key controls are effective?

Red
Amber
Green

G4

Financial impact, and risks, of own instance 
Electronic Patinet Record implementation 
(Cerner).

Robust programme management, management of risks and 
identification of funding sources

CONTROL

M
ov

em
en

t

The REPORTING mechanisms are…

REPORTING MECHANISM

Q4 19/20

Failure to deliver activity plan resulting in 
loss of income to the Trust

Monthly reporting through Division and Finance and 
Performance Assurance Group with recovery plans in 
progress where necessary

Ref 1872 Q4 19/20

Q4 19/20

Board of Directors Bi-monthly Green

Impact of lack of information on Junior 
doctor rotational gaps and medical and 
nursing vacancies and ability to secure 
visas.

Pro-active management to anticipate potential gaps and 
escalation process with Deanery. Exploring recruitment 
options for nursing workforce

Betsi Contractual Performance Meeting

What are the remaining key gaps in the controls (up to 10)

REF GAP ACTION PLAN RISK REGISTER 
REF DEADLINE

PC4 Potential liquidity impact and therefore ability to pay staff and suppliers and fund future 
investments/capital programme

NHSE Contractual Performance Meeting 2-May-19
Board Session - Budget Setting

27-Jun-19
Financial Oversight & Review (Margaret Pratt)

Governors Forum 24-May-19

Transformation group

24-Jun-19

CR5 
19/20

Failure to deliver in year financial plan and manage 
consequences of delivering a deficit budget

Director of Finance Finance & Performance 
Committee Red

25-Jun-19
PC2 Negative financial impact on local economy and lack of capital for investment.

27-Jun-19

PC3 Inability to maintain safe and effective local services

Weekly Finance Working groupEffective - We deliver effective and sustainable clinical services within 
the local health economy.

What are the key potential consequences (up to 4) of the risk?

PC1 Not achieving the required control total and hence Risk Rating  and subsequent NHSI 
escalation process 20-May-19Well led - We are a high quality employer of choice and deliver 

financial and clinical sustainability around a patient centred, clinically 
led leadership model.

LINKED CORPORATE PRIORITIES (up to top 3) POTENTIAL CONSEQUENCES OF THE RISK

NHSI quarterly review meeting 4-Apr-19

Monthly Finance Board Report Monthly



Performance Report to Commissioner Meetings Monthly
NHSI Monitoring Templates & Reports Monthly

CQUIN update to Quality, Safety & Patient Experience Committee

Monthly

NHSI Fortnightly CRS returns Fortnightly

COUNTESS OF CHESTER HOSPITAL NHS FOUNDATION TRUST
Board Assurance Framework - Quarter 1 2019/20

STRATEGIC RISKS
IMPACT x LIKELIHOOD = RISK SCORE

CURRENT 
ASSURED 

LEVEL

M
ov

em
en

t

These are the POSITIVE ASSURANCES received…
INITIAL 

RISK SCORE
PREVIOUS QUARTER 

RISK SCORE
CURRENT 

RISK SCORE

STRATEGIC RISK Integrated performance Report  including exceptions

TARGET RISK SCORE
Mar-20 What are the key positive assurances received through reporting that a control has remained effective (up to 20)

4x5=20 4x1=4

BOARD COMMITTEE
What is the report received that provided that assurance? E = External Assurance

REPORT 
REF

POSITIVE ASSURANCE

Monthly

Need for future investments to maintain safe service delivery

DATE LAST REPORTED 
TO COMMITTEEWhat is the strategic risk to be controlled?

EXECUTIVE DIRECTOR

2-May-19

Q4 19/20

Identification and operational delivery of efficiency schemes
High levels of medically optimised patients and delayed transfers of care and associated costs / risk to income

The GAPS IN CONTROL (as reflected in Divisional or Executive Risk Registers)

Financial impact of decreased activity demand and associated loss of income for PbR contracts 

Cheshire system recovery meeting 24-Jun-19

Potential or actual origins that have led to the risk… What are the most significant origins (up to 10) which could or 
have led to the risk?

ORIGIN

G1 Gap and high risk of efficiency plans 

To.be risk assessed and monthly meetings with departments 
to continue to identify further plans. Joint working with 
Cheshire system partners for system wide savings.  Review of 
NHSI checklist. Appointment of Phil Orwin, Improvement 
Director

Ref 1830

Medical & nursing pay pressures - gaps and acuity leading to high agency usage

Weekly
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Apr-19
4x4 = 16 4x4=16 4x2=8

REF
R2
R3
R4
R5
R9

REF R3

R5

R3
R5 daily
R2

REF
O1
O2
O3
O4
O5
O6
O7
O8
O9

O10

REF RAG REF RAG

COUNTESS OF CHESTER HOSPITAL NHS FOUNDATION TRUST (GUIDANCE TEMPLATE)
Board Assurance Framework - Quarter 1 2019/20

STRATEGIC RISKS
IMPACT x LIKELIHOOD = RISK SCORE

CURRENT 
ASSURED 

LEVEL

M
ov

em
en

t

These are the POSITIVE ASSURANCES received…
INITIAL 

RISK SCORE
PREVIOUS QUARTER 

RISK SCORE
CURRENT 

RISK SCORE
TARGET RISK SCORE

Mar-20 What are the key positive assurances received through reporting that a control has remained effective (up to 20)
4x4 = 16 4x2=6 REPORT 

REF
POSITIVE ASSURANCE DATE LAST REPORTED TO 

COMMITTEEWhat is the strategic risk to be controlled?
EXECUTIVE DIRECTOR BOARD COMMITTEE

What is the report received that provided that assurance? E = External Assurance
STRATEGIC RISK

CR6 
19/20 Failure to comply with Compliance Framework Chief Operating Officer Finance & Performance Red

NHSI Improvement trajectory & reports Quarterly
LINKED CORPORATE PRIORITIES POTENTIAL CONSEQUENCES OF THE RISK weekly performance dashboard to COO & DD's Weekly


Integrated performance Report & Risk Register to F&P Bi monthly
Integrated performance Report to BoD Bi monthly
Performance Report to WC Quality & Performance meeting Monthly

Responsive - Our services meet peoples needs; we continue to be the 
secondary care provider of choice for the people in our community

What are the key potential consequences (up to 4) of the risk? Cancer update to Board Quarterly

PC1 Reduced Single Oversight Framework rating
Weekly tracking of improvement trajectories Weekly 

Winter planning update to Board annual (Sept '18)

PC2 Escalation with Commissioners/NHSI/CQC
NHSI daily/monthly performance dashboard

PC3 Negative publicity & reputational damage 

intensive support team improvement reports - A&E & Cancer 62 days Mar-19

PC4 Negative Impact on staff/patient experience

INTERDEPENDENCIES: CR1;CR2;CR3;CR4;CR5;CR7;CR9

Delivery of C Diff target/MRSA
Delivery of Cancer target 62 day
Delivery of A&E target GAPS IN CONTROL (as reflected in Divisional or Executive Risk Registers)Delivery of the 18 week RTT

Potential or actual origins that have led to the risk… What are the most significant origins (up to 10) which could or 
have led to the risk?

ORIGIN

Q3 20/21Operational pressures and impact on retention/health and wellbeing appraisals, mandatory training etc.
Delivery of target to reduce >21 day LoS patient numbers

Number of medically optimised patients and delayed transfers of care What are the remaining key gaps in the controls (up to 10)
Delivery of diagnostic 6 week waiting time

REF GAP ACTION PLAN / EXCEPTIONS RISK REGISTER 
REF DEADLINE

Demand exceeding available capacity 

Strength

M
ov

em
en

t

The REPORTING mechanisms are… Strength

High cost of variable pay & national cap on expenditure
G1 lack of queue oversight due to current EPR EPR upgrade and manual tracking of follow up PTL Ref 1818

Cancer performance
Implementation of key actions identified in action plan 
Increased clinical engagement & oversight - clear objectives 
for cancer manager. Relaunch cancer committee

Ref 473 Q3 19/20

CONTROL REPORTING MECHANISM FREQUENCY
G4 18 week failure of incomplete pathway Development of actions to address 18 weeks and longest 

waiters

M
ov

em
en

t

What are the key controls (up to 10) that are in place to mitigate these 
risks?

Red
Amber
Green

What are the key reporting mechanisms (up to 10) that will 
provide assurances that the key controls are effective?

Red
Amber
Green

G3

G2 >21 day length of stay  patients validate bed capacity data and exec oversight for  nationally 
set reduction target Ref 1686 Q4 19/20The risks are CONTROLLED by…

Q4 19/20

C3 Clinical Streaming in A&E with UTC Amber  R3

C2 NHSI regional improvement programmes Green  R2 Finance & Performance Committee Bi-monthly Green 

Ref 1224 Q1 19/20
C1 Daily capacity meeting & escalation processes Amber 

R5 NHSI monthly oversight meetings

Implementation and support to CCG demand management 
work streams and clinical pathway redesign.  Agree PbR 
contract for 19/20. Utilise tafiff opportunities.

Ref 1735 Q3 19/20
C4 Ambulatory Care and Early supported discharge to aid patient 

flow Green  R4 Commissioner contract meetings (WC) 
( E ) Monthly

Board of Directors Bi-monthly Green 

G6 Demands exceeding capacity within budget
Green 

G5 insufficient capacity in ED leading to 
prolonged waits

Whole system approach to hospital avoidance and effective 
primary care. Submission of capital plans for new build. Ref 1594

Ref 1155 Q2 19/20

C6 Root Cause Analysis for each case of C Difficile Green  R6 Quality, Safety & Patient Experience 
Committee Monthly Green

Quarterly Green 
G7 Lack of capacity in diagnostic services Increasing primary care/demand for diagnostics and hospital 

requires senior oversight, education & training


G8 lack of sufficient financial resources 
 Short term Business Cases to meet overall capacity, reviewing 
incom streams & coding 

C5 Daily monitoring of cancer patients and improved escalation 
process Green 

Ref 1735 Q4 19/20
C7 Intensive hand hygiene regime and monitoring Green  R7 Infection Control Committee Quarterly Green

Weekly performance report and review Green  R9



C8 Waiting list validation Green  R8 Council of Governors Quarterly Green 

C10 Qlikview operational dashboards Green  R10 SLG monthly

Performance meeting weekly Green 

Green 

G9 gaps in medical & nurse staffing

divisional support to develop workforce plans & alternative 
roles to be presented via medical pay meeting & Nursing & 
midwifery workforce group Ref 1202 Ref 

1643 Q4 19/20

C9
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Mar-19
3x1=3 3x4=12 3x3=9

REF R5
R1
R2
R1
R6
R1

REF R3

R1

R1
R2
R1
R3
R1
R1

INTERDEPENDENCIES: CR1;CR6;CR8

REF
O1 Amber 

O2 Amber
O3 Amber 

O4 Amber 

O5 Amber 

O6 Amber 

O7 Amber 

O8
O9

O10

REF RAG REF RAG

Interim Trust Secretary appointed from 1st April 2019

COUNTESS OF CHESTER HOSPITAL NHS FOUNDATION TRUST
Board Assurance Framework - Quarter 1 2019/20

STRATEGIC RISKS
IMPACT x LIKELIHOOD = RISK SCORE

CURRENT 
ASSURED 

LEVEL

M
ov

em
en

t

These are the POSITIVE ASSURANCES received…
INITIAL 

RISK SCORE
PREVIOUS QUARTER 

RISK SCORE
CURRENT 

RISK SCORE
TARGET RISK SCORE

Apr-20 What are the key positive assurances received through reporting that a control has remained effective (up to 20)
3x4=12 3x1=3 REPORT 

REF
POSITIVE ASSURANCE DATE LAST REPORTED TO 

COMMITTEEWhat is the strategic risk to be controlled?
EXECUTIVE DIRECTOR BOARD COMMITTEE

What is the report received that provided that assurance? E = External Assurance
STRATEGIC RISK Provided an update at the Weekly Executive meeting Weekly

CR7 19-
20

Failure to maintain robust corporate governance 
and overall assurance

Dir of Communications & 
Corporate Affairs / Chief 

Executive
Quality & Safety Amber

Appointment of FTSU Guardian 30.04.19
LINKED CORPORATE PRIORITIES (up to top 3) POTENTIAL CONSEQUENCES OF THE RISK Receipt of the Board Assurance Framework at Board of Directors 26.3.18


Provided an update to the Board of Directors 26.03.19
Provided an update to the Council of Governors/Governors Quality Forum 22.03.19
Regular communication and discussion with the Chairman Weekly

Well led - our leadership, management and governance of the 
organisation assures the delivery of high-quality person-centred care, 
supports learning and innovation, and promotes an open and fair 
culture.

What are the key potential consequences (up to 4) of the risk? Update to Corporate Leadership Group 07.03.19

PC1 Impact on CQC Rating
Board risk appetite review session - 2nd May 2019 26.03.19

26.03.19

PC2 Failure to maintain Provider Licence (NHSI)
26.03.19

CQC response/action plan received at Board 21.05.19

PC3 Impact on Trust's overall performance
Governance Improvement Proposal received at Board 21.05.19
Re-constitution of Committees of the Board via agreement of terms of reference 21.05.19

ICP Integration Agreement agreed at Board

PC4 Reputation of Trust
Review of Executive Portfolios Undertaken and new arrangements in place 21.05.19

Potential or actual origins that have led to the risk… What are the most significant origins (up to 10) which could or 
have led to the risk?

Clarification required on ICP Governance
Outcome of external Governance Review The GAPS IN CONTROL (as reflected in Divisional or Executive Risk Registers) Board development
Re-appointment of Non Executive Directors What are the remaining key gaps in the controls (up to 10)

ORIGIN
CQC Well Led Review

Q2 19/20

Trust Strategy requires development
Appointment of Trust Secretary and  Director of Communications & Corporate Affairs

REF GAP ACTION PLAN RISK REGISTER 
REF DEADLINE

G1 Final Agreement of ICP Governance 
arrangements 

Terms of reference for ICP Board to be taken to Board of 
Directors for agreement in September 2019

Monthly Green

Re-review of Board risk-appetite and 
strategic risks

Refreshed Assurance Framework to be agreed with Board. 
Interim Strategic objectives to be mapped to existing 
assurance framework initially

Q3 19/20

CONTROL REPORTING MECHANISM FREQUENCY
G4 Director of Communications and Corporate 

Affairs Establish and recruit to position

M
ov

em
en

t

What are the key controls (up to 10) that are in place to mitigate these 
risks?

Red
Amber
Green

What are the key reporting mechanisms (up to 10) that will 
provide assurances that the key controls are effective? Green G3

G2 Development of Executive Review Group Executive Risk Review Group established. Q2 19/20The risks are CONTROLLED by… Strength

M
ov

em
en

t The REPORTING mechanisms are… Strength

C3 Control by the Executive Team/Council of Governors/Board of 
Directors Green  R3



C2 Revising staffing structure clinical and non-clinical  teams Green  R2 Regular updates to Council of 
Governors/Governors Forum As required Green 

Q3 19/20
C1 Board Assurance Framework review Green  R1 Regular updates to Board of Directors 

and Board committees

R5 Weekly reporting to Execs

Green 

G6
Green 

G5


G7

C4 External governance review requested and subsequent 
Governance Improvement Plan in place Amber  R4 NHSI / NHSE / CQC / WC CCG As required

Updates to Corporate Leadership 
Group Bi-weekly



G8

C5 Interim Strategic Objectives introduced (aligned to BAF from 
Q1) Amber

C6 Clinical Strategy Developed (to be agreed at September 2019 
Board) R6 Freedom to Speak Up Group Bi-Monthly Green 

Weekly Green 

C7 Establishment of ICP Board Green R7

R9

C8

Green

R8

C10 R10
G10

G9

C9
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Apr-19
4x4=16 3x4=12 3x4=12

REF A1
A2
A3
A4
A5
A6

REF A7

A8

A9
A10
A11
A12
A13
A14

REF  Movement
O1 amber →

O2 amber →

O3 amber →
O4 green →
O5 green →
O6 amber →
O7 green →
O8 amber →
O9 amber →

O10 amber →

REF RAG REF RAG

C4

G9 Limited IG Resources within Organisation Look at business continuity and risk assess team/resources 1954 Q1 19/20

C9 IG Project Management Board work to control new EPR 
Implementation amber → R9 EPR Programme Board/IG Committee Quarterly green →

R8 →greenQuarterlyGDPR/IG Progression reported to IG 
CommitteeC8 Identified and trained Caldicott Guardian and Senior 

Information Risk Owner green →

51 Q1 19/20
C5 Data flow mapping amber

G7 General Data Protection Regulation (GDPR) 
fully implemented - national clarification

Interpret GDPR requirements and develop proposals to 
achieve compliance within existing resources and brief Board 
as appropriate

G8 Unknown associated risks with EPR Project 
and Collaborative working

Discuss with external organisations what their IG strategy was 
when merging and implementing new systems, link in with ICO 
and collaborate with WUTH

→

1953 Q1 19/20

C6 Maintain up-to-date Information Asset Register amber →

R5 Information Governance plan updates 
to the Informatics Board Quarterly green →

C7

767 Q1 19/20
→

Significant incidents reported through 
STEIS and ICO As required

G6

C3 Use of encryption to secure data on portable devices amber →

On-going rollout of digital dictation and replacement of 
dictation devices without encryption 767 Q1 19/20

Undertake risk assessments for all medical devices containing 
unencrypted confidential patient data

C2 Information Governance and IT Security policies and 
procedures including DPIAs and ISAs green → R2

R3
Electronic equipment including medical 
devices disposed of without removal of 
unencrypted confidential patient data

green →

G5

CONTROL REPORTING MECHANISM FREQUENCY

G4 Colleagues across the Trust are fully trained 
in Information Governance

Secure disposal of sensitive, confidential and person 
identifiable waste (paper and electronic ) amber

Audits and research data requests 
reviewed by the IG Committee and 
Action Plans tracked

As required green →R4

Risks and incidents reviewed by the 
IG Committee, ICO and STEIS monthly green → Dictation devices not encrypted

1800 Q1 19/20
C1 100% of staff undertook Information Governance training 

within the last 2 years green → R1 Risks and incident trends reported to 
the Risk and Performance Committee →monthly amber

Appropriate online training undertaken by staff members

M
ov

em
en

t

What are the key controls (up to 10) that are in place to mitigate these 
risks?

Red
Amber
Green

What are the key reporting mechanisms (up to 10) that will 
provide assurances that the key controls are effective?

Red
Amber
Green

G3

G2 Extend data flow mapping Continue work on Data Flow Mapping, focus on Level 3 
assetsStrength

M
ov

em
en

t

The REPORTING mechanisms are… Strength

Extend Information Asset Register Continue work on Asset Register, focus on Level 3 assets

973 Q1 19/20The risks are CONTROLLED by…

Q1 19/20

Confidential or valuable data retained for longer than is mandated by the Department of Health e.g. Meditech records kept indefinitely REF GAP ACTION PLAN RISK REGISTER 
REF DEADLINE

Security controls/data media used puts at risk access/legibility/accuracy of data e.g. temporary staff without legitimate data access

Forthcoming clinical system merge with WUTH may lead to IG risks if not appropriately managed

Intentional (approved/unapproved) disposal/transfer of confidential/valuable data, inappropriately e.g. child records weeded at 7yrs
Pending maternity leave and sickness levels within team could cause impact G1 Secure disposal of sensitive, confidential 

and person identifiable paper waste
Review contract to improve security of confidential waste 
storage 765

973 Q1 19/20

Confidential/valuable data shared to a public domain or an unsecured area inappropriately e.g. provision of payroll details for mailshot What are the remaining key gaps in the controls (up to 10)

ORIGIN
Unintended loss or inappropriate access or misdirection of confidential or valuable paper data (clinical, corporate & employee) 

Trust 
Analysis 

completedPotential or actual origins that have led to the risk… What are the most significant origins (up to 10) which could or 
have led to the risk?

Incorrect disposal of data media or its content that does not protect confidentiality e.g. confidential waste in a non-confidential bin
Inadequate security practices that enable inappropriate access to confidential/valuable data e.g. generic usernames and passwords The GAPS IN CONTROL (as reflected in Divisional or Executive Risk Registers)Access to confidential/valuable data is incorrectly provided to individuals e.g. staff granted system access beyond role based needs

INTERDEPENDENCIES:

Mar 19

PC4 Information Commissioners Office (ICO) impose a fine
New reporting mechanism to Audit Committee developed Nov-17

Well led - Our leadership, management and governance of the 
organisation assures the delivery of high-quality person-centred care, 
supports learning and innovation, and promotes an open and fair 
culture

What are the key potential consequences (up to 4) of the risk? NHS.Net email secure encryption implemented; reviewed and approved by the IG Panel Jun-15

PC1 Unable to share clinical data effectively with partner organisations to support the delivery of 
integrated clinical services

Information Security Officer - Qualified HealthCare Information Security and Privacy Practitioner Nov-15

Information Governance Spot Check Audits Undertaken Monthly

PC2 Patient confidence in the Trust adversely impacted 
IT Security Manager is Certified Information Systems Security Professional Sep-16
Cross Departmental cover for IG Team As required

PC3 Adverse impact on Trust's reputation resulting from adverse publicity
Qualified GDPR Practitioner - IG Team trained and certification passed Nov-17
GDPR Implementation successful and rolled out  across the Trust

As required

CR8 
19/20 Failure to maintain Information Governance standards Director of Communications & 

Corporate Affairs Finance & Performance amber

IG and Caldicott Panel minutes reported to FIG Bi-Monthly
IMPACT ON CORPORATE OBJECTIVES (up to top 3) POTENTIAL CONSEQUENCES OF THE RISK MIAA Core IT Infrastructure Review (Significant Assurance) Jan-15

→
MIAA DSP Toolkit Audit - mandatory (Moderate Assurance) (New format) Jan-19
2018/2019 DSP Toolkit submitted  - all standards met 100% submitted (Awaiting outcome of new format) Mar-19
Bi-Annual SIRO Report received by Informatics Board Feb-19

COUNTESS OF CHESTER HOSPITAL NHS FOUNDATION TRUST
Board Assurance Framework - Quarter 1 2019/20

STRATEGIC RISKS
IMPACT x LIKELIHOOD = RISK SCORE

CURRENT 
ASSURED 

LEVEL

M
ov

em
en

t

These are the POSITIVE ASSURANCES received…
INITIAL 

RISK SCORE
PREVIOUS QUARTER 

RISK SCORE
CURRENT 

RISK SCORE
TARGET RISK SCORE

Mar-20 What are the key positive assurances received through reporting that a control has remained effective (up to 20)
3x4=12 3x4=12 REPORT 

REF
POSITIVE ASSURANCE DATE LAST REPORTED TO 

COMMITTEEWhat is the strategic risk to be controlled?
EXECUTIVE DIRECTOR BOARD COMMITTEE

What is the report received that provided that assurance? E = External Assurance
STRATEGIC RISK Routine email communications relating to IG alerts and threats

R7
Finance & Performance Committee 
will now receive IG Committee 
minutes

Bi-Monthly green →
Members of the Information Governance Committee fully 
trained including IG Manager green →

R6 Exec Team receives updates on 
significant risks and issues Weekly green →
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Mar-18
4x4=16 4x3=12 4x3=12

REF
R1
R1
R1
R1
R1

REF R1
R1
R1
R1
R1
R1
R1
R1

REF
O1
O2
O3
O4
O5
O6
O7
O8
O9
O10

G2 Review of IT Leadership Ref 1981 Q2 19/20

REF RAG REF RAG

C10 Appropriately resourced,  qualified, knowledgeable, 
motivated, well trained and sustainable workforce amber → R10 Receives minutes & updates from 

appropriate Informatics sub-groups monthly

Cheshire Care Record Group TBC green →

green →

C9 Comprehensive user training programme (initial and 
refresher) across all assets under management red → R9

→

C8 IT infrastructure, desktop and mobile assets supported, 
maintained and replaced in-line with best practice amber → R8 Informatics Performance & 

Governance Group review monthly amber ↓

C7 Audit programme including Pen Testing, Coding, Backup & 
Resilience, IGT, Asset Management, Data Quality, etc. green → R7 Risks and incidents reported and 

reviewed at Informatics Board, etc. monthly amber

C6 Up-to-date and fit for purpose Informatics Strategy which is 
owned by the business amber → R6 Finance & Integrated Governance 

receives Informatics Board minutes bi-monthly amber

as required amber →

→

C5 Clinical engagement through Chief Clinical Information 
Officer, Divisional CIO's and Clinical Advisory Group amber → R5 Audits reviewed by the Informatics 

Board and Action Plans tracked

C4 Proactive approach to risk mgt, KPI monitoring, incident 
review, action planning, disaster recovery & continuity amber → R4 Informatics service Key Performance 

Indicators monthly

Informatics Board  monitoring project 
progress (value >£50k) as required amber →

green →

C3 Appropriate membership and governance arrangements for 
the Informatics Board and its sub-groups amber → R3

→

C2 Information Governance, IT Security and Informatics 
Services policies, plans and procedures green → R2 Annual Plan reviewed and approved 

by Informatics Board quarterly amber →

Q4 19/20
C1 Good programme and project governance (e.g. industry 

standard methodologies, business change & benefits) amber → R1  Informatics Board quarterly green

Reducing the threat of a Cyber Security 
attack

 Assess implementation of network Access control systems 
and physical processes to mitigate risks. Cyber  Attack 'table 
top' exercise planned for Jan 2018

Ref 1753, 
1688, 1475 Q4  18/19

CONTROL REPORTING MECHANISM FREQUENCY
G5 MIAA report Extended cyber security 

assurance report

Report provides moderate assurance across a number of 
Cyber Security domains; actions due for completion by March 
2020

M
ov

em
en

t

What are the key controls (up to 10) that are in place to mitigate 
these risks?

Red
Amber
Green

What are the key reporting mechanisms (up to 10) that will 
provide assurances that the key controls are effective?

Red
Amber
Green

G3

Formalise the senior IT leadership structureThe risks are CONTROLLED by… Strength

M
ov

em
en

t The REPORTING mechanisms are… Strength

Failure to provide Informatics services in-line with corporate and regulatory standards
G1 Informatics Strategy requires review 

Informatics Strategy will be reviewed in the context of Global 
Fast Follower application and procurement of new Electronic 
Patient Record (EPR)

Ref 1980 Q2 19/20Failure to provide a health records service that supports the delivery of healthcare
Failure to provide strategic leadership in the use and exploitation of technology

Failure to enable the organisation to realise full benefits of the technology assets under management What are the remaining key gaps in the controls (up to 10)
Failure to provide technology that enables the integration required to support the delivery of healthcare REF GAP ACTION PLAN RISK REGISTER 

REF DEADLINE
Failure to provide an information reporting service (operational and corporate governance)

Failure to provide operational continuity (& resilience to faults), cyber security services/systems, initial training & refresher training services
Failure to provide timely, efficient, accurate and value for money Informatics services to agreed levels
Failure to provide development services to identify and exploit available technology GAPS IN CONTROL (as reflected in Divisional or Executive Risk Registers)Failure to provide development services to implement technology that enables change with managed risk

ORIGIN

Potential or actual origins that have led to the risk… What are the most significant origins (up to 10) which could or 
have led to the risk?

Sep-19

PC4 That the organisation is unable to deliver current services efficiently and/or plan to 
meet future service requirements

Review of CCIO function and hours complete and approved Aug-19

Safe - We deliver safe, high quality care and improving services 
pushing to be in the top 25% of our peers

What are the key potential consequences (up to 4) of the risk?
Approval from Risk & Performance Committee to address cyber security resource gap May-18

PC1 That patients receive poor quality care or experience avoidable harm

Presentation at Audit Committee on cyber security Sep-18
Implementation of Network Access Control system; currently in monitoring mode Sep-18

PC2 That patients experiences poor quality clinical outcomes which are below published 
national and international standards

EPR Programme Board minutes to FIG Sep-18

Informatics Accreditation by ISD network; informal awarded level 2 Accreditation - Confirmed Sep-19

PC3 That the staff user experience is suboptimal and does not facilitate the delivery of high 
quality care

Fast Follower revised costing and strategic direction approved by Trust board Aug-19
Change Control Notice to NHS Digital to reflect FF programme change approved

STRATEGIC RISK

CR9 19-
20

Failure to provide appropriate Informatics infrastructure, 
systems and services that effect high quality patient care in-
line with the business objectives of the Trust

Executive Medical Director Finance & Performance amber

IMPACT ON CORPORATE OBJECTIVES(up to top 3) POTENTIAL CONSEQUENCES OF THE RISK
Fast Follower funding application approved by NHS Digital Jan-18

→
MIAA Cyber Security: Baseline Technical Controls Assessment 16/17 (Satisfactory Control) Jan-17
Global Fast Follower application Sep-17
Network Access Control Software and live Aug-19

Informatics board reinstated Feb-19

COUNTESS OF CHESTER HOSPITAL NHS FOUNDATION TRUST
Board Assurance Framework - Quarter 1 2019/20

STRATEGIC RISKS
IMPACT x LIKELIHOOD = RISK SCORE

CURRENT 
ASSURED 

LEVEL

M
ov

em
en

t

These are the POSITIVE ASSURANCES received…INITIAL 
RISK SCORE

PREVIOUS QUARTER 
RISK SCORE

CURRENT 
RISK SCORE

TARGET RISK SCORE
Apr-19 What are the key positive assurances received through reporting that a control has remained effective (up to 20)

4x3=12 4x3=12 REPORT 
REF

POSITIVE ASSURANCE DATE LAST REPORTED TO 
COMMITTEEWhat is the strategic risk to be controlled?

EXECUTIVE DIRECTOR BOARD COMMITTEE
What is the report received that provided that assurance? E= External Assurance
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Mar-19
4x3=12 4x4=16 4x3=16

REF C2
C2

R1/R2/R9
R8/R9
R8/R9 Regular Pulse Checking via SFFT/SOS/GMC trainee surveys/Student Exp surveys

R8
REF C3

C4/R4
C5/R4

C9

C2/R2
C4
C8
C4
O9

O10
INTERDEPENDENCIES CR1;CR2;CR3;CR5;CR6;CR7;

REF
O1 National and local staff shortages;  including those with  specialist clinical skills e.g. Nurses/ED/Sonographers/Anaes/CRV/Theatres
O2 High cost of agency / locum staff (Nursing/Medical/ODPs) as monitored by the Variable Pay work stream
O3 Tighter UK border controls following Brexit & non EU countries / Tier 2 
O4 Age profile/demographic in some staff groups e.g. Midwifery / Nursing
O5 National Pay restraint & impact on recruitment and retention into NHS / Trust, impact of Bursary removal
O6 Sustainability and efficiency of services within financial envelope
O7 Impact of no agency cap rates in Wales & staff working cross-border for higher rates
O8
O9

O10

REF RAG REF RAG

Development of Retention strategies and retraining 
opportunities

Safe - People are protected from abuse and avoidable harm.
What are the key potential consequences (up to 4) of the risk?

PC1 Poor Staff Experience- impact on Trust reputation and ability to recruit and retain

LINKED CORPORATE PRIORITIES (up to top 3) POTENTIAL CONSEQUENCES OF THE RISK

COUNTESS OF CHESTER HOSPITAL NHS FOUNDATION TRUST
Board Assurance Framework - Quarter 1 2019/20

STRATEGIC RISKS
IMPACT x LIKELIHOOD = RISK SCORE

CURRENT 
ASSURED 

LEVEL

M
ov

em
en

t

These are the POSITIVE ASSURANCES received…
INITIAL 

RISK SCORE
PREVIOUS QUARTER 

RISK SCORE
CURRENT 

RISK SCORE
TARGET RISK SCORE

Apr-20 What are the key positive assurances received through reporting that a control has remained effective (up to 20)
4x4=16 4x3=12 REPORT 

REF
POSITIVE ASSURANCE

08-May-18

CR10 
19/20 Failure to recruit, train and retain professional staff.

BOARD COMMITTEE
What is the report received that provided that assurance? E = External Assurance

STRATEGIC RISK Monthly Nursing & Midwifery Workforce Group chaired by Director of Nursing & Quality

DATE LAST REPORTED 
TO COMMITTEEWhat is the strategic risk to be controlled?

EXECUTIVE DIRECTOR

Director of People & OD Finance & Performance Red 
28-Mar-19Reviewing skill mix in theatres, discussing local courses with Chester University
22-Jan-19

Apprenticeship Strategy & delivery presented to POD, PF and CLG 25-Sep-18

Working on development of actions to support impact of pensions ad lifetime annual allowance Mar-19
Staff Survey & Findings report to BOD 26-Mar-19

Commence recruitment of a qualified librarian Mar-19

PC4 Possible reduction in Safety/Quality/Performance/Staffing indicators
Name, establishment review required for BOD Check date

PC2 Poor Patient Experience - impact on Trust reputation/ increase in complaints

PC3 Non-compliance with regulatory/commissioners contracts e.g. Well Led domain CQC

Well led - We are a high quality employer of choice and deliver 
financial and clinical sustainability around a patient centred, clinically 
led leadership model.

Potential or actual origins that have led to the risk… What are the most significant origins (up to 10) which could or 
have led to the risk?

ORIGIN

Poor compliance with LQAF framework standards
G1

NHS Staff Survey Findings 2018

The GAPS IN CONTROL (as reflected in Divisional or Executive Risk Registers)
What are the remaining key gaps in the controls (up to 10) 

REF GAP ACTION PLAN / EXCEPTIONS RISK REGISTER 
REF DEADLINE

Q3  19/20Ref 1951
Retention strategy, weekly bank pay from October, corporate 
plans re pay review, escalation to BCUHB, surveys in dept 
with nursing staff, e-roster.

Increases in turnover for nursing staff / staff 
working agency shifts in Welsh trusts (no 
cap)

Impact of pensions; lifetime allowance bringing forward retirement decisions

CONTROL REPORTING MECHANISM FREQUENCY

M
ov

em
en

t

What are the key controls (up to 10) that are in place to mitigate these 
risks?

Red
Amber
Green

What are the key reporting mechanisms (up to 10) that will 
provide assurances that the key controls are effective?

Red
Amber
Green

G3

G2The risks are CONTROLLED by… Strength

M
ov

em
en

t

The REPORTING mechanisms are… Strength

C3 Rolling programme of recruitment including overseas Green  R3



C2 Monitoring of Medical staffing agency usage Green  R2 F&P Committee Bi-monthly Green 

C1 Development & assessment of  new and/or extended roles 
such as Adv.Practice, PAs and Apprenticeships Green  R1 Board of Directors reports (integrated 

performance report) Bi-monthly Green 

C5 Staff engagement across the Trust including promotion of 
Freedom to Speak Up and High Performance Culture Green  R5 Council of Governors

Recruitment into permanent posts, skill mix review, 
engagement needed with Medical Leads in hot spot areas 
through MWB. Development of Clinical Strategy. 

Ref 
1885/1896/1

890
Q2  19/20

C4 Amber  R4 Executive Directors Group / Corporate 
Leadership Group Weekly Green

Partnership Forum / Local Negotiating 
Committee

Monthly/ Bi 
monthly Green 

Medical, nursing and AHP gaps impact on 
patient safety



Bi-monthly Green 



C8 R8 Multi Disciplinary Education 
Committee Bi-monthly Green 

C7 HCP & ICP, Streamlining and collaboration across the health 
economy Amber  R7 GMC Trainee Survey ( E ) / Student 

Experience Survey / HEE visits
Annual/ open 

all year Green

C6 High Performance Culture work stream within Model Hospital 
programme Green 

C10 R10 Freedom to Speak Up Committee Bi-monthly Green

Staff Survey  and Staff Friends & 
Family Tests 

Annual/Quart
erly Green 



C9 R9

28-Mar-19

Joined cohort 4 of NHSi retention programme 01-Dec-18

European & International Nurse Recruitment plan in development 28-Mar-19
E-roster / Safe care implementation in progress & increased notice of rosters 27-Sep-18

Monthly ICP, HRD Meetings, Regional Collaborative Bank led by Dir of People & OD, Streamlining 13-Sep-18

Medical agency spend / recruitment and retention strategy reviewed by Medical Workforce Board 21-Jun-18
Mar-19Exec attendance at monthly education programmes e.g. CHAPS for FTSU discussion. 

Compliance Reports  (Appraisal/Mandatory Training/Local Induction ) BOD, People & OD, MDEC
GMC Trainee Survey- reported to Multi-Disciplinary Education Committee

22-Jan-19

Ref 
1884/1886/1

910/1911
Q4  19/20

Divisional risks item added to each F&P & FPAG meeting as 
standing item to discuss capacity, demand & pressures.  
Monitored monthly through HRBPs and triangulation with data.  

Pressures of capacity and demand on staff 
and ability to manage pressures. 
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Item Reference and Title Agenda item 7 - Learning from Deaths Board Report – 3 monthly 
update 

Date of Meeting Board of Directors – 24th September, 2019 

Accountable Executive Dr Darren Kilroy, Executive Medical Director 

Author(s) Mr David Semple 

Alignment to Board Assurance 
Framework risk 

CR1 18/19 - Failure to maintain and enhance the quality and 
safety of the patient experience and ensure regulatory 
compliance 

Alignment to CQC Domains Safe/Effective 

Document Previously 
Considered by:  

Quality & Safety Committee – 3rd September, 2019 

Summary 
This report is intended to:  
Provide an update on Learning from Deaths / update on the 
progress by the Trust in relation to the “The National Guidance on 
Learning from Deaths (National Quality Board, March 2017)”. 

Recommendation(s) The Board is asked to: 

• Note and receive the report; and
• Note the Addendum containing the future mortality

summary report format.

Corporate Impact Assessment: Legal and regulatory impact: 
Financial impact: 
Patient Experience/Engagement: 
Risk & Performance Management: 
NHS Constitution/Equality & Diversity/Communication: 
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Learning from Deaths Quarterly Report 

1.0 Purpose 

This paper summarises the implementation of the Learning from Deaths policy and outlines key learning 
identified through the mortality review process for quarter four (18/19) and quarter one (19/20).  It 
articulates the Trust’s current position in respect of HSMR & SHMI and process to manage improvements 
and learning  

2.0 Mortality Reviews/Process 

2.1 Deaths Reviewed as part of Serious Incident process 

If questions arise in relation to the care of someone who has died then this maybe raised as a clinical 
incident with a resultant SBAR. These cases are reviewed at the Serious Incident panel and if appropriate a 
formal SI investigation maybe initiated rather than a SJR. 

2.2 Structured Judgement Review Process (SJR) 

A SJR blends traditional, clinical-judgement based review methods with a standard format.  The quality of 
care is assessed against a scale of excellent, good, adequate, poor or very poor. Each case is reviewed by a 
single reviewer. 

The SJR breaks down the care into phases: 

• Admission and initial care – first 24 hours (approximate)
• Ongoing care
• Care during a procedure / peri-operative care
• End of life care
• Assessment of care overall

Each phase of care is given an overall score: 

1. Very poor care
2. Poor care
3. Adequate care
4. Good care
5. Excellent care

Research suggests that an overall score of 1 or 2 might happen in fewer than 10% of cases. An overall score 
of one or two will trigger a second-review process. 
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2.3 Mortality Screening Review Form 

A short mortality screening audit form was introduced in January 2019. These reviews complement the 
current specialty M&M review process and also feed into the SJR process. This review process is 
undertaken by senior clinicians alongside senior members of the coding team. Any death identified using 
this tool where care is deemed to be suboptimal is put forward for a formal SJR.  

2.4 Mortality & Morbidity Meetings 

These departmental meetings will continue in their current format with learning disseminated within the 
relevant departments and discussed at the Divisional Governance Boards via the M&M leads for each 
department. Any shared learning is shared at a local level but is also escalated to the LFD’s group for 
dissemination. 

2.5 LeDeR 

The Learning Disabilities Mortality review programme is delivered by the University of Bristol. It is 
commissioned by the Healthcare Quality Improvement Partnership (HQIP) on behalf of NHS England. A key 
priority is to support local areas to review the deaths of people with learning disabilities. All LeDeR deaths 
also have a Trust SJR completed. 
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3.0 Trust Position 

3.1 Breakdown of Mortality Reviews – January 2019 – June 2019 

Month Total Deaths 
per month 

Serious 
Incident  

Investigation 

Structured 
Judgement 

Review 

Short 
Mortality 
Review 

LeDeR 
deaths 

% of deaths 
reviewed 

January 105 - 2 22 - 23% 

24/105 

February 107 - 13 31 - 41% 

44/107 

March 122 1 (1) 13 44 1 48% 

58/122 

April 82 - 5 (1) 15 1 24% 

20/82 

May 90 (2) 3 (6) 19 - 24% 

22/90 

June 71` (1) 5 (3) 19 1 34% 

24/71 

July 79 (2) 18 - 23% 

18/79 

NB  
The total of all completed short reviews, SJR’s and SI’s was 210, but one SI already had a SJR, so the overall 
total is 209 (as can be seen in Table 3.2). 
A Structured judgement review is undertaken on all LeDeR deaths.  
In March one death following SJR was put forward for an SI investigation. 
Numbers in brackets = outstanding SI reports / SJR’s. 
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As at the time of this report 209 (31%) deaths had a completed mortality review (SJR, Short mortality 
review or SI report)  

3.2 Completed Mortality Reviews (209) broken down by gender and age – 
January – July 2019 

Age Range Males Females 

20 – 24 - 1 
25 – 29 - - 
30 – 34 - 1 
35 – 39 - -- 
40 – 44 - 1 
45 – 49 3 - 
50 – 54 2 1 
55 – 59 2 - 
60 – 64 7 2 
65 – 69 4 6 
70 – 74 5 3 
75 – 79 18 17 
80 – 84 20 22 
85 – 89 25 27 

90 or over 17 25 
Total 103 106 

Data for the months of April – July will be subject to change as further short reviews and outstanding SJR’s 
are completed. 

Further SJR training is planned in September 2019 which will increase the clinicians trained in SJR 
methodology to 18 with the expectation that they do, as a minimum, one SJR per month which would 
equate to 180 completed SJR’s per year (accounting for leave). This would be in the region of 10-15% of 
deaths. 

The aim is by the end of 2019 that ALL deaths in the Trust will be reviewed using either the SJR form or the 
short mortality review form unless they are undergoing an SI investigation. 
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4.0 Identified Learning 

4.1 Deaths in 2019 undergoing a formal SI investigation 

1. C Diff death in March 2019 – Formal Infection Control Level 2 Report undertaken – All care felt to
be appropriate

2. Orthopaedic death in March 2019 (Initial SJR followed by SI investigation + Coroner’s Inquest)
a. Level 1 report awaited

3. Death following a liver biopsy in May 2019 Patient was palliative and was referred from
Clatterbridge Oncology Centre

a. Level 1 report awaited
4. Failure to consider a CT head / Clotting assessment on patient on warfarin who presented having

collapsed – patient died in May 2019
a. Level 2 report awaited

5. Management of patient with Inferior Cerebellar Aneurysm – Patient died in June 2019
a. Level 2 report awaited

4.2 Structured Judgement Review’s 

Overall Care Scores for Completed SJR’s 

Care Score = 
1 

Care Score = 
2 

Care Score = 
3 

Care Score = 
4 

Care Score = 
5 

Total 

January - - 1 1 - 2 
February - 3 3 6 1 13 
March - 1 2 10 - 13 
April 1 - 2 1 1 5 
May - - - 3 - 3 
June - - 2 3 - 5 

In 63% of deaths with a completed SJR the overall care was deemed to be good or excellent (26/41) 

In 88% of deaths with a completed SJR the overall care was deemed to be adequate, good or excellent 
(36/41). 

In 2019 five deaths were given an overall score of 1 or 2 on initial SJR assessment and were therefore put 
forward for secondary review of which four have been completed. 
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4.3 Cases put forward for secondary review 

1. Initial care score of 2 but secondary review gave score of 3 (Second review completed by 2 different
consultants)

a. Identified issues – Initial clerk in focussed on one system only, poor review of NEWS 2 scores
and poor documentation

2. Initial care score of 2 and second review overall care score = 2. Case forwarded to AED and Acute
Medicine for review of SJR findings and discussion at M&M. AED M&M review felt all care
appropriate. Acute medicine M&M undertaken in August and outcome  not available for this report

a. Identified issues – Poor documentation, poor use of proforma’s, delay in escalation and
poor management of hypoglycaemia

3. Initial care score of 2 but secondary review gave score of 3 (Second review completed by 2 different
consultants)

a. Identified issues – Delay in escalation and use of antibiotics (disagreement in appropriate
timing of antibiotics by reviewers)

4. Initial care score of 2 and second review overall care score = 2. Case has been forwarded to SI panel
after discussion with clinical team involved in care and now undergoing Level 1 SI investigation /
Coroner’s Inquest.

a. Issues identified –Post op care following emergency orthopaedic procedure
5. Initial care score of 1. Secondary review awaited – due to be completed by Associate Medical

Director and Matron  for Urgent Care

In the first three cases highlighted above it was felt by the reviewers that although certain aspects of care 
could have been improved the deaths were not felt to have been avoidable. 

A number of themes have been identified through the SJR work although it was felt these did not impact 
on the actual death. They are however felt to be important to note as improvements should lead to better 
care for future patients. 

4.4 Issues identified 

• Inadequate documentation – A number of proforma’s not completed -
o Acute Medicine Post-take Review form (reverse side)
o Sepsis 6 proforma
o VTE proforma

• Delay in escalation of high NEWS 2 score’s – contacting the clinical outreach / ICU teams
• Delay in involvement of senior clinician’s
• Inadequate recording of fluid balance charts
• Delay in escalation for end of life care/palliative care
• Lack of senior involvement in death certification
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5.0 Short Mortality Review’s 

Since January 168 deaths have been reviewed using the Short Mortality Form.  Of these 168 reviews 4 
(2.4%) have put forward for a formal SJR. Two cases have had completed SJR’s and in both cases the care 
was felt to be good with an overall care score of 4. The most recent cases from July have not yet had the 
SJR completed. 

In the majority of cases the care was felt to be good and no death was felt to be avoidable. 

Issues identified (similar to SJR) 

• Failure to recognize patients nearing end of life and therefore late decisions being made on
escalation to Palliative Care, ceilings of care and inappropriate investigations at end stage of life

• Delay in escalation for senior review
• Inadequate documentation – Fluid balance charts, Sepsis charts, VTE charts

6.0 LeDeR deaths 

The completed SJR’s for the LeDeR deaths in March and April showed all care at the hospital was good 
(overall care scores of 4). The SJR of the third LeDeR death in June is awaited. 

The independent LeDeR reviews of the deaths are awaited. 

7.0 Maternity & Paediatric Deaths - 2019 

Month Stillbirths Neonatal 
Deaths 

Maternal 
Deaths 

Child 
Deaths 

January 1 - - - 

February - 1 - 1 

March - - - - 

April - - - - 

May 1 - - - 

June - - - - 
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Neither the neonatal death nor the Child death was felt to be preventable.  Processes are aligned in that 
each child/paediatric death is reviewed as part of the Trust’s SI process.  The designated doctor for 
Safeguarding shares the quarterly CDOP report with the LFD Group. 

8.0 Examples of Good Practice 

“The patient identified from point of admission to be severely ill and at risk of dying with appropriate 
communication to patient and family and medical plan in place. When failed to improve there was a strong 
focus on palliative care with good involvement and communication with patient and family”. 

“Patient and family communications were held throughout the stay” 

“The patient had a significant number of co-morbidities and a guarded prognosis on admission. The 
management of his clinical condition was appropriate. The communication with the family and 
documentation in the case notes was excellent and appreciated by the family”. 

“Patient identified to be deteriorating post op after fracture neck of femur which was communicated with 
family and end of life care put in place.” 

“This was a complex case containing diagnostic uncertainty. Good liaison with appropriate specialties for 
input and thorough documentation of family discussions that put the wishes of the patient at the forefront 
of decision making” 

“Identified to be at the end stages of life and unnecessary investigations appropriately avoided. Planned 
for palliative discharge but patient died in hospital”. 

“Excellent communication with family with documentation of discussions. Appropriate decision for end of 
life care.” 

“Repeated and detailed reviews from senior members of surgical, medical and critical care teams.” 

“Diagnosed with brainstem stroke. Identified to carry poor prognosis and well communicated with son. 
DNACPR in place and spiritual care needs addressed”. 

“All care excellent. Appropriate decision not to proceed with bronchoscopy. DNACPR and palliative care in 
place”. 

“Regular clinical review and recognition that patient may not recover. Management and assessment 
repeatedly discussed with family. Good palliative care management which is well documented”. 
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Hospital Level Mortality Indicator (SHMI) and Hospital Standardised 
Mortality Ratio (HSMR) 

9.0 Crude Mortality 

9.1 Rolling Crude Mortality 

Fig 1 - Crude deaths in hospital 
Data source:  Information team COCH (no exclusions applied) 
Updated 06/08/2019 
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9.2 

SHMI (NHS Digital): 108 (Feb 18 – Mar 19) 

The latest SHMI data available on NHS Digital covers the period 1st April 2018 – 31st March 2019 and was 
released on 18th July 2019.  The next update will be available on 22nd August 2019. The SHMI is 108 and 
shows 1530 observed deaths compared to 1420 expected.  Data is only available at a high level on the NHS 
Digital website – detailed analysis is available from the Trusts clinical benchmarking tool HED (Healthcare 
Evaluation Data). Although the SHMI is higher this is still within the banding of 2 which is within the 
expected range. 

SHMI monthly (HED):   107  (Mar 18 – Feb 19) 

Fig 2 - SHMI mortality rate – Funnel Plot 
Data source: HED (06/08/2019) 

The Trust is at Alert Level AMBER for SHMI relative to peers. 
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9.3 Rolling SHMI 

Fig 3 – Rolling SHMI 
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9.4 

HSMR:   114   (Apr 18 – Mar 19) 

The next update from HED for HSMR will be 16th August.  

The Trust is at Alert Level RED for HSMR relative to peers.  The HSMR is 114 and shows 946 
observed deaths compared to 827 expected.   

Fig 4 - HSMR mortality rate – Funnel Plot 
Data source: HED (06/08/2019) 

101.29  
Jul 17 – Jun 18 
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Fig 5 – Rolling HSMR 

9.5 Ongoing Actions 

Urgent meetings with members of coding, IMT, senior clinicians’ with the Trust’s HED Account Manager 
have been instigated to understand the reasons behind the increasing trend in SHMI and HSMR in order 
that appropriate resources can be released to ensure going forward the mortality indices are reduced to 
the as expected range. 

A deep dive data review will be undertaken on the top three diagnosis groups where observed deaths are 
higher than expected, to analyse the clinical documentation including the recording of co-morbidities as 
well as an assessment of the care delivered. This follows on from a review by the AMD and the Coding 
manager of 4 deaths coded as “syncope” where ALL four “syncope” deaths were reclassified after review. 

Article on importance of clinical documentation in relation to mortality indices was included in June’s 
Quality & Safety newsletter.  

The Coding manager has met with the new Foundation Doctor intake as part of their August induction 
programme to emphasise the importance of clinical documentation (What should and should not be 
written in the medical notes) and it’s relation to mortality indices. 

Whilst waiting for Cerner Implementation work on admission co-morbidity documentation is being 
undertaken by the new coding leads for both urgent and planned care with each specialty to ensure going 
forward the depth of coding improves. 
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Ongoing discussions with Palliative Care team in relation to current use of Palliative Care Sticker and the 
Palliative Care Code. 

A weekly mortality review meeting is held with senior clinicians and the coding manager where deaths 
from the previous month are reviewed using the short mortality review form. Deaths where care is 
deemed to be suboptimal are put forward for a structured judgement review. Any coding discrepancies are 
remedied at the meeting. 

Structured judgement reviews (SJR’s) continue as part of the mortality review process. Further SJR training 
is planned in September 2019 which will increase the clinicians trained in SJR methodology to 18 with the 
expectation that they do, as a minimum, one SJR per month which would equate to 180 completed SJR’s 
per year (accounting for leave). This would be in the region of 15-20% of deaths. SJR’s will focus on the top 
three diagnosis groups where observed deaths are higher than expected as well as the nationally 
mandated cases.  

The ambition is that by the end of quarter three 2019/20 ALL deaths in the Trust are reviewed using either 
the SJR form, the short mortality review form or are reviewed as part of an SI investigation. 

Key learning from the reviews is shared with the clinical teams/individuals by the AMD. A monthly report 
will be circulated to both Urgent and Planned Care Governance Committee’s plus a quarterly report will be 
circulated to all clinical staff. 

A quarterly Learning from Deaths report will be produced for the Quality & Safety Committee prior to 
being sent to the board. 

10.0 Conclusion 

This report highlights the current mortality review process and looks at the learning from deaths in quarter 
four 2018/19 and quarter one 2019/20. 

The concept of avoidability in relation to mortality is a controversial one but the numbers of deaths in 
hospital that can be unequivocally shown to be truly avoidable are fortunately rare. The current mortality 
review process has been shown to be reproducible and provides a rich source of learning which, albeit not 
necessarily affecting outcomes, will allow us to improve end of life care in many patients. 

All the reviews emphasise the increasing age (see Table 2), frailty and complexity of many of our patients 
and confirm the excellent care received by the majority of patients whose death in hospital is expected. 

The trend in the mortality indices especially the HSMR is of major concern as it does not align with the 
mortality reviews where the quality of clinical care is of a high standard. Ongoing actions, in particular 
urgent meetings with our HED account Manager are being undertaken to understand the process around 
the data capture in order that these indices can be brought back into the expected range. 
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Glossary of Abbreviations 

AED – Accident & Emergency Department 

C.Diff – Clostridium Difficile

CT – Computerised Tomography

HED – Healthcare Evaluation Data

HQIP – Healthcare Quality Improvement Partnership

HSMR – Hospital Standardised Mortality Ratio

ICU – Intensive Care Unit

IMT – Information Management Technology

LeDeR – Learning Difficulties Mortality Review

LFD – Learning from Deaths

M & M – Mortality and Morbidity meetings

NEWS 2 – National Early warning Score 2

SBAR – Situation, Background, Assessment and Recommendation (Communication tool)

SHMI – Summary Hospital Level Mortality Indicator (SHMI)

SI – Serious Incident

SJR – Structured Judgement Review (mortality review methodology developed by the Royal College of

Physicians)

VTE – Venous Thrombo-embolism
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HSMR Peer Comparison

Performance Site Trust Peer National

HSMR 105.0 94.8 95.9

SMR 106.7 95.1 96.2

Elective (HSMR) 217.4 104.8 100.6

Non-elective (HSMR) 103.3 94.6 95.8

Weekday, non-elective (HSMR) 100.7 92.6 94.3

Weekend, non-elective (HSMR) 111.7 100.7 100.2

Coding / Casemix Site Trust Peer National

% Deaths in HSMR basket (elective) 82.9% 67.7% 63.0%

% Deaths in HSMR basket (non-elective) 83.5% 84.3% 83.1%

% Non-elective deaths with palliative care 32.6% 34.8% 32.7%

% Non-elective spells with palliative care 3.7% 4.4% 4.1%

% Spells in Symptoms & Signs chapter 4.5% 6.4% 7.0%

% Spells with Charlson comorbidity score = 0 57.7% 48.6% 48.1%

% Spells with Charlson comorbidity score = 20+ 6.9% 9.3% 9.2%

HSMR and Influencers

Diagnosis Groups
Relative Risk Alerts (Top 8) CUSUM Obs Exp RR LCI Trend
Calculus of urinary tract 0 2 0.1 2637.9 296.3

Headache, including migraine 0 2 0.1 2063.6 231.8

Syncope 0 5 0.9 549.4 177.1

Other screening for suspected conditions 3 19 7.5 254.7 153.3

Other psychoses 0 5 1.2 410.6 132.3

Infective arthritis and osteomyelitis 1 7 2.2 312.2 125.1

Skin and subcutaneous tissue infections 0 13 6.0 216.4 115.1

Other connective tissue disease 1 12 5.4 220.5 113.8
CUSUM-only Alerts (Top 6) CUSUM Obs Exp RR LCI Trend
Acute and unspecified renal failure 1 54 40.9 132.0 99.2

Cardiac arrest and ventricular fibrillation 1 23 16.0 144.0 91.3

Fever of unknown origin 1 1 0.1 1120.9 14.7

Systemic lupus erythematosus and connective tissue 
disorders

1 1 0.1 938.7 12.3

Patient Safety Indicators Obs Exp RR LCI Trend
Deaths after surgery 33 26.7 123.8 85.2

Deaths in low-risk diagnosis groups 37 18.2 203.4 143.2

Rolling 12-Month Trends

HS
M

R
SM

R
HS

M
R

Copyright © 2019, reused with the permission of the Health and Social Care Information Centre. Copyright © 2019 Dr Foster Limited, trading as Dr Foster, Registered Company No. 3812015. 
**** Data suppressed in accordance with the HSCIC HES Analysis Guide 2014

Mortality Summary for 12 months to May-2019 as at 09/09/2019

COUNTESS OF CHESTER HOSPITAL NHS FOUNDATION TRUST - All Sites
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Countess of Chester Hospital NHS Foundation Trust 
CQC Inpatient Survey 2018 

Data published by the CQC on February 2019 

1.0 Background to the survey 
This survey is part of a series of annual surveys required by the Care Quality Commission (CQC) for 
all NHS Acute trusts in England.  Picker has been commissioned by the Countess of Chester 
Hospital NHS Foundation Trust to undertake the inpatient survey during 2018.   

The purpose of the survey is to understand what patients think of healthcare services provided by 
the Trust. The questionnaire used reflects the priorities and concerns of patients and is based 
upon what is most important from the perspective of the patient.  The questionnaire was 
developed through consultation with patients, clinicians and trusts.  

The questionnaire used for the inpatient survey 2018 was developed by the NHS Patient Survey 
Co-ordination Centre. Further information about how the questionnaire for this survey was 
developed can be found on the NHS Surveys website www.nhssurveys.org.uk. 

2.0 Survey methodology 
The 2018 CQC adult inpatient survey is part of the NHS Survey Programme and uses the same 
methodology as previous years. All participating organisations used a standard survey 
methodology and standard questions, as specified by the NHS Patient Survey Co-ordination 
Centre. It is important to note that the questionnaire has been developed since the first survey 
was carried out in 2002 and this needs to be considered when making comparisons with previous 
years.  

All patients aged 16 years or older, who had at least a one overnight stay in hospital, are invited to 
take part. The CQC analysed the findings from 144 acute and specialist NHS Trusts in the 2018 
survey. The sample is drawn from the patient’s records during the sampling period. A 
recommended sample size is provided to allow for meaningful analysis. Screening of the data is 
applied, in line with the CQC instructions before submission and the survey is then sent to all 
eligible patients through the postal system with up to 2 reminders being sent. This means the field 
work undertaken spans several months and is the reason findings are reported on the year 
following the sample being taken.  

As Picker is commissioned by the Countess of Chester Hospital NHS Foundation Trust to undertake 
this survey, we do receive feedback ahead of the CQC analysis which allows for actions to be 
progressed in a more timely way. The information contained in this report includes the outcomes 
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of both the CQC and Picker analysis and also provides details on the outputs of the Picker 
facilitated workshop held on 22nd May 2019.     

3.0 Response 
3.1  Response rate 
The 2018 CQC adult inpatient survey looked at the experiences of 76,668 people who were 
discharged from an NHS acute hospital in July 2018. Data was collected on 1,250 recent inpatients 
at the Countess of Chester Hospital NHS Foundation Trust and the questionnaire was sent out to 
1193 patients who were eligible for inclusion. Responses were received from 499 patients in total 
(increase from 460 in 2017) giving a 42% response rate and accounts for 0.65% of the overall CQC 
responses reviewed.  

3.2 About our respondents 
Key facts about the 499 inpatients who responded to the survey: 

• 24% of patients were on a waiting list/planned in advance
• 71% came as an emergency or urgent case
• 53% had an operation or procedure during their stay
• 49% were male and 51% were female
• 2% were aged 16-35; 6% were aged 36-50; 20% were aged 51-65 and 72% were aged 66+

These facts are important when the CQC undertake their analysis, as Trusts may have differing 
profiles of people who use their services. As this can potentially affect the results because people 
tend to answer questions in different ways, depending on certain characteristics, the CQC apply a 
standardised analysis tool which enables a more accurate comparison of results from Trusts with 
different population profiles, making comparisons between Trusts as fair as possible (CQC, 2018). 

4.0 Our results at a glance 
When reviewing the findings from the Countess of Chester Hospital NHS Foundation Trust it is 
important to consider our position against the national CQC benchmark but also to track trends in 
performance over time. This allows for recognition of the areas that have improved since the 
previous survey and identifies those that are lower than the aspirations and/or expectations of the 
clinical teams despite being within the expected national comparison.   

The Countess of Chester Hospital NHS Foundation Trust 2018 survey findings largely reflect the 
national position, which demonstrates either a slight decline or static position (no improvement) 
in the majority of questions. At the Countess of Chester Hospital NHS Foundation Trust ‘overall’ 
patient experience has remained consistent (scoring range 8.0 – 8.4) since 2014, as shown in graph 
1. However, when analysing the findings by question it is disappointing there has been a decline
against the national position in a number of areas, with 14 questions scoring ‘worse’ than other
organisations in 2018, compared to 1 question in 2017 (shown in graph 2). In addition, there has
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also been a decline in performance against a range of other questions, which although scored 
‘about the same’ as other organisations are significantly worse than previous reports.  

Patients’ overall views about ‘care and services’ scored 3.1, whilst it is categorised as ‘about the 
same’ as other organisations, it remains below the average in this category and has declined year 
on year since 2014 (shown in table 1). Two areas in particular are highlighted as a concern: 

• During your hospital stay, were you ever asked to give your views on the quality of care?
• Did you see, or were you given, any information explaining how to complain to the hospital

about the care you received?

Graph 1: Overall experience 

Graph 2: Performance against the national average, questions that are better, worse or show no 
significant difference 
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Table 1: Overall views about care and services 
Question 2018 2017 2016 2015 2014  Comment 
Overall, did you feel you 
were treated with respect 
and dignity   

8.9 9.1 9.2 9.0 8.9 About the same 

During your hospital stay, 
were you ever asked to give 
your views on the quality of 
care 

0.9 1.7 1.8 1.6 1.9 Significantly low; 
requires 
improvement  

Did you see, or were you 
given, any information 
explaining how to complain 
to the hospital about the 
care you received 

1.4 2.2 2.4 2.3 3.0 Significantly low; 
requires 
improvement 

Overall rating for section 3.1 About the same  

4.1  Have we improved? 
The Countess of Chester Hospital NHS Foundation Trust 2018 findings show that improvements 
have been made in the ‘Emergency Department’ category across all questions but that largely our 
position against all other categories of the survey have declined (shown in graph 3) with two of 
these categories performing ‘worse’ than other organisations (shown in graph 4). These relate to 
‘waiting list or planned admissions’ and ‘the hospital and ward’. 

Further analysis ‘by question’ shows that the 2018 findings demonstrate gradual improvement in a 
number of areas, this includes patients’ perceptions of: 

• Hospital: food was very good or good;
• Discharge: delayed by no longer than 1 hours;
• Discharge: got enough support from health or social are professionals;
• Discharge: given clear written/ printed information about medicines; and
• Overall: well looked after by non-clinical hospital staff.

However, these have not impacted on the overall category rating as they have been accompanied 
by a decline in experience in some associated questions (full details found in tables 2–10). Areas 
with less positive or no improved over time includes patients’ perceptions of: 

• Hospital: staff completely explained reasons for changing wards at night;
• Hospital: did not share sleeping area with opposite sex;
• Planned admission: admission date not changed by hospital;
• Discharge: patients given written/printed information about what they should or should

not do after leaving hospital; and
• Overall: asked to give views on quality of care.
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Graph 3: Overall rating by category 

Graph 4: CQC comparison by survey category 

The black diamond represents the trusts position and the grey area reflects that performance is within the expected 
range 
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4.2 Detailed findings by question & response 
The findings in tables 2 to 10 show how the Countess of Chester Hospital NHS Foundation Trust 
scored for each category and sub set of questions. The scores are measured out of 10 (with 10 
being the best score that can be achieved). The comparisons with other organisations are made 
using the ‘expected range’ analysis technique, which indicates if performance against the question 
or category is ‘better’, ‘about the same’ or ‘worse’ than peers.     

RAG rates has also been applied to the findings for use within the Trust and indicate where high 
scores (above 9) have been achieved and where lower scores (less than 7) may need to be 
improved despite being within the expected peer range.   

Table 2: Emergency department (answered by emergency patients only) 
Question Rating Comparison to others 
Were you given enough information on your 
condition or treatment?  

8.3 About the same 

Were you given enough privacy when being 
examined or treated?   

8.5 About the same 

Overall rating for section 8.4 About the same 

Table 3: Waiting lists & planned admissions (answered by those referred to the hospital) 

Question Rating Comparison to others 
Did you feel you waited the right amount of 
time on the waiting list to be admitted? 

7.3 About the same 

Change to admission date, for not having your 
admission date changed? 

8.5 Worse 

Transition between services, specialist had 
been given all necessary information about your 
condition or illness from the person who 
referred you?  

8.8 About the same 

Overall rating for section 8.2 Worse 

Table 4: Waiting to get a bed on a ward 

Question Rating Comparison to others 
Waiting to get a bed, for feeling they did not 
have wait a long time to get a bed on a ward? 

7.1 About the same 

Overall rating for section 7.1 About the same 

Table 5: Hospital & ward 

Question Rating Comparison to others 
Single sex accommodation, for not having to 
share a sleeping area with patients of the 
opposite sex? 

8.4 Worse 
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Changing wards at night, for staff explaining 
the reason for needing to change wards at night 

5.2 Worse 

Noise from other patients, for not being 
bothered by noise at night from other patients 

5.6 About the same 

Noise from staff, for not being bothered by 
noise at night from hospital staff? 

8.0 About the same 

Cleanliness of rooms or wards, for describing 
the hospital room or ward as clean? 

8.6 About the same 

Cleanliness of toilets and bathrooms, for 
describing the toilets and bathrooms as clean? 

7.2 About the same 

Help to wash and keep clean, for getting 
enough help to wash and keep clean?  

6.9 Worse 

Taking medications, for being able to take your 
own medications when you needed? 

6.1 About the same 

Quality of food, for describing the hospital food 
as good?  

8.4 About the same 

Choice of food, for having been offered a choice 
of food? 

7.2 About the same 

Help with eating, for being given enough help 
from staff to eat their meals if needed?  

9.2 About the same 

Having enough to drink, whilst in hospital 9.1 About the same 
Overall rating for section 7.5 Worse 

Table 6: Doctors 

Question Rating Comparison to others 
Answering questions, for doctors answering 
questions in a way in which you could 
understand? 

8.3 About the same 

Confidence and trust, for having confidence 
and trust in the doctors treating you? 

8.8 About the same 

Acknowledging patients, for doctors not talking 
in front of you as if you weren’t there? 

8.8 About the same 

Overall rating for section 8.6 About the same 

Table 7: Nurses 

Question Rating Comparison to others 
Answering questions, for nurses answering 
questions in a way in which you could 
understand?  

8.1 About the same 

Confidence and trust, for having confidence 
and trust in the nurses treating you? 

8.7 About the same 

Acknowledging patients, for nurses not talking 
in front of you as if you weren’t there? 

9.0 About the same 

Enough nurses, for feeling that there were 
enough nurses on duty to care for you? 

7.4 About the same 

Nurse in charge of care, for knowing which 5.6 About the same (but below 
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nurse was in charge of your care? average) 
Overall rating for section 7.8 About the same 

Table 8: Care and treatment 

Question Rating Comparison to others 
Confidence & trust, in any other clinical staff 
treating you?  

8.6 About the same 

Staff teamwork, for staff caring for you working 
well together? 

8.6 About the same 

Communication, for not being told one thing by 
a member of staff and something quite 
different by another? 

8.1 About the same 

Involvement in decisions, for being involved as 
much as you wanted to be in decisions about 
your care?  

7.0 About the same 

Confidence in decisions, for having confidence 
in decisions made about your condition or 
treatment? 

8.1 About the same 

Information, for being given enough 
information on your condition or treatment? 

8.8 About the same 

Talking about worries and fears, for finding 
someone on the hospital staff to talk to about 
your worries and fears if needed? 

4.9 About the same 

Emotional support, for receiving enough 
emotional support from hospital staff if 
needed? 

6.9 About the same 

Privacy for discussions, for being given enough 
privacy when discussing your condition or 
treatment? 

8.5 About the same 

Privacy for examinations, for being given 
enough privacy when being examined or 
treated? 

9.5 About the same 

Pain control, for those who were in pain, that 
hospital staff did all they could to help control 
your pain? 

7.9 About the same 

Getting help, for the call button being 
responded to quickly when used? 

7.4 About the same 

Overall rating for section 7.8 About the same 

Table 9: Operations and procedures (answered by those who had an operation or procedure) 

Question Rating Comparison to others 
Answers to questions, for having any questions 
answered in a way in which you could 
understand, before the operation or 
procedure? 

8.6 About the same 

Expectations after the operation, for being told 7.5 About the same 
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how you could expect to feel after the 
operation or procedure? 
After the operation, for being told how the 
operation or procedure had gone in a way in 
which you could understand? 

7.8 About the same 

Overall rating for section 8.0 About the same 

Table 10: Leaving hospital 

Question Rating Comparison to others 
Involved in decisions, for being involved in 
decisions about your discharge from hospital if 
you wanted to be? 

6.9 About the same 

Notice of discharge, for being given enough 
notice about when you were going to be 
discharged? 

6.9 About the same 

Discharge delayed, due to wait for 
medicines/to see doctor/for 
ambulance. 

6.4 About the same 

How long, was the delay? 7.8 About the same 
Support after discharge, for those who went 
home, receiving enough support from Health & 
Social Care professionals if needed? 

6.9 About the same 

Care after discharge, for when leaving hospital, 
did you know what would happen next with 
your care?  

6.5 About the same 

Advice after discharge, for being given written 
or printed information about what you should 
not do after leaving hospital? 

5.7 About the same 

Purpose of medications, for having the purpose 
of medications explained to you in a way in 
which you could understand (those given 
medicines to go home)?  

8.3 About the same 

Medication side effects, for being told about 
medication side effects to watch out for (those 
given medicines to go home)? 

4.9 About the same 

Information about medicines, for being given 
clear written or printed information about 
medicines (those given medicines to go home)? 

7.8 About the same 

Danger signals, for being told about danger 
signals to watch out for after going home? 

5.2 About the same 

Home and family situation, that hospital staff 
considered your family and home situation 
when planning your discharge if necessary? 

7.0 About the same 

Information for family and friends, for 
information being given to family and friends 
about how to help care for you if needed? 

5.8 About the same 

Contact, for being told who to contact if 7.3 About the same 
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worried about your condition or treatment 
after leaving hospital? 
Equipment and adaptions in the home, for 
hospital staff discussing if any equipment or 
home adaptions were needed when leaving the 
hospital if necessary? 

8.2 About the same 

Health and Social Care Services, for hospital 
staff discussing any further health or social care 
services needed when leaving hospital if 
necessary?  

8.0 About the same 

Was the care and support, you expected 
available when you needed it? 

8.1 About the same 

Overall rating for section 6.9 About the same 

4.3 How can we improve for our patients? 
It is clear that despite being within the expected range for some questions a number of 
improvements are needed to enhance our patients’ experience whilst accessing and receiving care 
at the Countess of Chester Hospital. Since the publication of these CQC findings, we have been 
working with Picker to understand where our improvement work should be focused to ensure this 
is in areas reported as most important to patients and service users. The methodology applied to 
the Picker analysis differs from the CQC, as they report findings as a percentage (%) with 100% 
being the highest possible score. Table 11 shows responses that are significantly lower than the 
Picker comparison and/or show a significant decline in position from previous survey findings. By 
grouping the findings together in this way it is clear where the areas for focus reside.  

Table 11: Significantly ‘worse’ than Picker comparison and/or significantly declined position  

Question 2014 2015 2016 2017 2018 Average Organisation

Q7 Planned admission: admission date not 
changed by hospital 71% 67% 65% 74% 69% 79% 69%

Q9 Admission: did not have to wait long time to 
get to bed on ward 62% 62% 62% 66% 58% 65% 58% 

Q11 Hospital: did not share sleeping area with 
opposite sex - - - 89% 82% 91% 82% 

Q13 Hospital: staff completely explained reasons 
for changing wards at night - - - 73% 68% 81% 68% 

Q14 Hospital: not bothered by noise at night from 
other patients 56% 56% 54% 58% 56% 63% 56% 

Q17+ Hospital: got enough help from staff to wash 
or keep clean - - 93% 91% 85% 91% 85% 
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Q30 Nurses: knew which nurse was in charge of 
care - - 78% 79% 74% 81% 74%

Q34 Care: was involved as much as wanted in 
decisions 90% 92% 92% 92% 87% 90% 87%

Q37+ Care: found staff member to discuss concerns 
with 77% 79% 77% 69% 66% 73% 66%

Q56
Discharge: patients given written/printed 
information about what they should or should 
not do after leaving hospital

61% 62% 58% 56% 55% 63% 55%

Q60+ Discharge: told of danger signals to look for 62% 66% 63% 56% 59% 64% 59%

Q63 Discharge: told who to contact if worried 72% 79% 78% 74% 71% 77% 71%

Q70 Overall: asked to give views on quality of care 18% 16% 16% 16% 7% 14% 7%

Q71 Overall: received information explaining how 
to complain 28% 23% 22% 20% 14% 20% 14%

However, this does not correlate the finding to the most important matters to patients, which 
helps to prioritise the order of improvement work that is needed. Therefore further analysis using 
the Picker ‘improvement maps’ is needed to deploy resources in the most effective way possible. 
This correlates the results of each question with the overall rating question, questions are then 
ranked by the extent that they contribute to patients’ overall experience. Results are then 
compared to our performance in comparison to the ‘Picker average’.  

Diagram 1: Overall Improvement Map 
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The y (vertical) axis shows the importance of each question to patients’ experience; the most 
important questions appear in the top two quadrants. The x (horizontal) axis indicates our 
performance in comparison to the ‘Picker average’. Where we have performed better than the 
‘Picker average’, questions appear in the right hand quadrants. Where we have performed worse 
than the ‘Picker average’, questions are plotted in the left hand quadrants.  

This form of analysis allows us to identify questions relating to patient experience that need to be 
maintained, monitored, prioritised or managed closely (as shown in diagrams 2 – 7).  

Diagram 2: Questions which need to be maintained 

Diagram 3: Questions which need to be monitored 
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Diagram 4: Questions which need to be prioritised 

Diagram 5: Questions which need to be prioritised (continued) 
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Diagram 6: Questions which need to be managed closely 

Diagram 7: Questions which need to be managed closely (continued) 

A Picker facilitated workshop was held on 22nd May 2019 with a range of stakeholders from across 
the ward and department areas to focus on and structure the improvement work needed to 
enhance patient experience in the priority areas (as identified on the improvement map). 
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5.0 Focus Areas (2019/20) 

Area for focus/improvement Lead & Links to other work programmes 
Hospital 
Room & ward very or fairly clean Director Infection Prevention & Control & Head of Facilities  

Links to IPC improvement plan, PLACE work programme and ward 
accreditation programme  

Got enough help from staff to wash and keep clean Associate Directors of Nursing 
Links to safe staffing report, nurse establishment review, recruitment and 
retention work streams  

Care 
Staff worked well together Director of Organisational Development 

Links to high performance culture   
Was involved as much as wanted in decisions Divisional Medical Directors & Associate Directors of Nursing 
Had confidence in decisions made Divisional Medical Directors & Associate Directors of Nursing 
Right amount of information given on condition and treatment Divisional Medical Directors & Associate Directors of Nursing 
Found staff member to discuss concerns with Associate Directors of Nursing 

Links to safe staffing report, nurse establishment review, recruitment and 
retention work streams 

Enough emotional support from hospital staff Associate Directors of Nursing 
Links to safe staffing report, nurse establishment review, recruitment and 
retention work streams 

Enough privacy when discussing condition and treatment Divisional Medical Directors & Associate Directors of Nursing 
Enough privacy when being examined or treated Divisional Medical Directors & Associate Directors of Nursing 
Staff help control pain Divisional Medical Directors & Associate Directors of Nursing 

Links to safe staffing report, nurse establishment review, recruitment and 
retention work streams 
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Staff help in reasonable time when needed attention Associate Directors of Nursing 
Links to safe staffing report, nurse establishment review, recruitment and 
retention work streams 

Procedure 
Questions beforehand answered Planned Care Divisional Medical Director & Associate Director of 

Nursing 
Discharge 
Felt involved in decisions about discharge Divisional Medical Directors & Associate Directors of Nursing 
Given enough notice about when discharge would  be Divisional Medical Directors & Associate Directors of Nursing 
Told purpose of medications Divisional Medical Directors & Associate Directors of Nursing 
Told side effects of medications Divisional Medical Directors & Associate Directors of Nursing 
Told of danger signals to look for Divisional Medical Directors & Associate Directors of Nursing 
Told who to contact if worried Divisional Medical Directors & Associate Directors of Nursing 
Staff discussed need for further health or social care services Divisional Medical Directors & Associate Directors of Nursing 
Expected care and support were available when needed Divisional Medical Directors & Associate Directors of Nursing 
Doctors 
Got clear answers to questions Divisional Medical Directors 
Had confidence and trust Divisional Medical Directors 
Nurses 
Got clear answers to questions Associate Directors of Nursing 
Had confidence and trust Associate Directors of Nursing 
Always or nearly always enough on duty Associate Directors of Nursing 

Links to safe staffing report, nurse establishment review, recruitment and 
retention work streams 

Overall 
Treated with respect and dignity Divisional Medical Directors & Associate Directors of Nursing 
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These areas of focus and the associated improvement work will be monitored and assurance provided through the Patient Experience Operational 
Group (PEOG), any unresolved issues, challenges to achievement and/or risks identified to delivery will be escalated to the Quality Governance 
Group. Work will also continue through the PEOG group to ‘listen to and respond to’ a range of patient feedback from other mechanisms including 
(but not limited to): 

• Friends & Family Test and comments;
• NHS Choices;
• Health Watch;
• GovRounds;
• PLACE;
• PROMs;
• PALs/Complaints; and
• Facebook and Twitter.

This will allow for monitoring against any changes made and will provide additional information that may not be covered within the CQC Survey on 
the views of our patients, relatives and the wider community.  
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6.0 Achievement against previous recommendations 
A number of initiatives have been achieved within the Patient Experience Team in response to the 
previous survey these include (but are not limited to); 
 Redesign of the Patient Experience Team to increase capacity and capability
 Recruited to team vacancies and are now up to establishment
 Resolved the backlog of historic open complaints
 Improved complaint response times to meet national and local standards and meet the

expectations of complainants
 Established strong relationships with external partners and agencies (including

Parliamentary Ombudsman Service, MPs and Commissioners)
 Designed a Complaints and Concerns dashboard to track trends and themes
 Redesigned Divisional reporting templates to share key information and lessons learnt
 Improved policy and guidelines in relation to complaints and concerns handling (to be

ratified in 2019/20)
 Redesigned Patient Experience Leaflets (to be ratified in 2019/20)

Furthermore, the Patient Experience Operational Group (PEOG) has: 
• Reviewed its Terms of Reference and improved membership;
• Developed a clear work programme;
• Undertaken a review of patient feedback mechanisms;
• Worked in collaboration with the Council of Governors to design ‘GovRounds’;
• Supported the expansion of Patient and Public Involvement in improvement work streams

across the Trust; and
• Strengthened relationships with external agencies.

7.0 Recommendations for 2019/20 
The following recommendations are made in addition to the improvement plan outlined in section 
5.0.  

1. Hold further Picker facilitated workshops (across the range of CQC Surveys) to agree
actions and next steps in response to lower performing questions which are classified as
important matters to patients.

2. To continue to ensure effective and inclusive systems are in place consistently for patients
and the public to provide feedback on the quality of their care through a range of
mechanisms.

3. To develop a mechanism for real-time patient feedback, ensuring patients are aware of
how to share views with us about the quality of care they receive and allowing clinical
teams to respond to any concerns at the point of need.
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4. Increase the visibility of the Patient Experience Team across the hospital to support
patients, families and clinical teams to acknowledge the patients’ perceptions of quality
whilst in our wards & departments.

5. Continue to test the newly developed Patient Experience Team structure, to ensure the
capacity and capability within the team meets the needs of patients, families, staff and
external agencies.

6. Ratify the ‘Listening and Responding to Concerns and Complaints’ policy to include learning
from patient feedback and develop a suite of Standard Operating Procedures to support
staff.

7. Update and distribute redesigned patient experience information.

8. Continue to support the Divisional Teams to evaluate and action the patient experience
information made available.

65



Item Reference and Title Agenda Item 9 – Quality and Safety Committee, Chair’s Report to 
Board of Directors  

Date of Meeting Board of Directors – 24 September 2019 

Author(s) Ms Chris Hannah, Non-Executive Director 

Alignment to Board Assurance 
Framework risk 

CR1 – Failure to maintain and enhance the quality and safety of 
the patient experience and ensure regulatory compliance;  

CR7 – Failure to maintain robust corporate governance and overall 
assurance. 

Alignment to CQC Domains Safe, Effective, Caring, Well Led 

Summary 
This report is intended to: 

• provide an update on the business of the Quality & Safety
Committee meeting held on 3 September 2019

• Request approval to amend the terms of reference of the
Committee in relation to frequency of meetings and
membership

• Request ratification of the revised Freedom to Speak Up
Policy

Recommendation(s) The Board is asked to 
• Note the contents of this report.
• Agree to amend the terms of reference for the Quality and

Safety Committee to require it to meet on six occasions per
year and to include the Chief Executive as a member of the
Committee.

• Ratify the revised Freedom to Speak Up Policy
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1.0 Key items of business discussed and agreements 

The Quality & Safety Committee met on 4 September 2019. 

1.1 The terms of reference for the Committee agreed by the Board of Directors in June 2019 were 
considered. It was noted that the Committee was expected to meet four times a year. The Committee 
agreed that it should meet at least six times a year and recommends to the Board that its terms of 
reference are amended accordingly. The Committee further recommends that membership be amended to 
include the Chief Executive (currently ‘in attendance’). 

1.2 Terms of Reference for the Quality Governance Group were considered for agreement. Further clarity 
was requested on membership, chairing arrangements, key accountabilities and quoracy. Revised terms of 
reference will be submitted to the next Committee meeting and thereafter reviewed in six months. 

1.3 The Committee received a presentation from the Clinical Lead for Sepsis and was pleased to note the 
progress being made in achieving key targets; supported the proposed next steps outlined and asked to 
receive a further presentation on progress in six months’ time. 

1.4 The Director of Nursing & Quality presented an update on progress in addressing issues highlighted in 
the Care Quality Commission’s (CQC) report. It was noted that eleven of the eighteen actions had been 
completed; five further actions were on track for completion. Discussion focused on two outstanding 
issues of risk, i. safe storage and management of medicines ii. Ensuring enough nurse staffing including 
paediatric nurses in the emergency department. It was agreed that the Quality Governance Group will 
review the action plan on an ongoing basis and require urgent proposals to be submitted which will ensure 
compliance on medicines management storage. It was agreed that a report on progress with the CQC 
action plan will be a standing item on the Committee’s agenda. 

1.5 The Director of Nursing & Quality reported on the first meeting of the Quality Governance Group. The 
Director of Pharmacy spoke to current problems with medicines shortages and it was agreed that the 
Trust’s concerns will be expressed formally to the National Patient Safety Lead. It as further agreed that 
the Board Assurance Framework should be reviewed to ensure the risk of medicines shortages is reflected. 

1.6 The Medical Director spoke to the Learning from Deaths Quarterly Report. The report detailed 
progress by the Trust in relation to The National Guidance on Learning from Deaths (National Quality 
Board March 2017). Discussion focused on the Trust’s Hospital Level Mortality Indicator (SHMI) and 
Hospital Standardised Mortality Ration (HSMR). The Committee noted ongoing work to address coding 
issues which is reported to be affecting the Trust’s indicators and asked for further assurance on this 
matter at the next meeting. The full Learning from Deaths Quarterly Report is being considered at the 
September Board of Directors’ meeting. 

1.7 The Integrated Performance Report was considered by the Committee, focusing on those metrics 
reported in the safe and caring sections of the report and those relating to Sepsis under effective. 
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Discussion focused on exception reports for targets and outcomes not currently being delivered. The 
Committee asked for a clear timescale for the introduction of the new integrated performance report and 
should this not be available for the next meeting, that an interim report be provided to facilitate effective 
scrutiny of key metrics under the purview of the Committee. The full Integrated Performance Report is to 
be considered at the September Board of Directors’ meeting. 

1.8 The Medical Director presented the Clinical Audit Annual Report. The Committee noted the report, 
supported the proposed actions and agreed that future reports to the Committee would focus on progress 
in governance and quality improvement changes within clinical audit. 

1.9 A revised draft policy for Freedom to Speak Up was considered. It was noted that the policy makes 
staff aware of how to make concerns and clarifies roles and responsibilities. The Committee approved the 
policy and recommends its formal ratification to the Board of Directors.  

1.10 A Policy for Patient Choice in West Cheshire was considered and approved. The policy supports best 
practice in ensuring patients and their carers are involved and offered choice in discharge planning and 
provides a framework to support safe discharges. The policy has been co-created with social care 
colleagues and is being submitted for approval to partner organisations in West Cheshire. 

2.0 Items for escalation to Board 
• Proposed changes to the Committee’s terms of reference
• Progress and residual risks in relation to implementation of the CQC action plan
• Current risks relating to supply of some medicines and the recommendation to reflect these risks in the

Board Assurance Framework
• SHMI and HSMR indicators - further assurance work
• Ratification of the Freedom to Speak Up Policy

3.0 Recommendations  

3.1 That the Board notes the contents of this report. 

3.2 That the Board agrees to amend the terms of reference for the Quality and Safety Committee to 
require it to meet on six occasions per year and to include the Chief Executive as a member of the 
Committee. 

3.3 That the Board formally adopts the revised Freedom to Speak Up Policy 
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Item Reference and Title Agenda item 10 – Annual Organisational Audit for Revalidation 

Date of Meeting Board of Directors – 24th September, 2019 

Accountable Executive Dr Darren Kilroy, Executive Medical Director 

Author(s) Dr David Semple and Ms Lesley Spruce 
Alignment to Board Assurance 
Framework risk CR1 – Failure to maintain and enhance the quality and safety of 

the patient experience and ensure regulatory compliance 
Alignment to CQC Domains Safe 

Document Previously 
Considered by:  

N/A 

Summary Revalidation of the organisation’s medical staff is a core element 
of how we ensure safe care. This Annual Report provides evidence 
of how we assure such care. The Report reflects a proactive and 
engaged approach to appraisal and revalidation at our Trust. 

Recommendation(s) The Board is asked to note and approve the Report and 
submission of the statement of compliance. 

Corporate Impact Assessment: Legal and regulatory impact: Y 
Financial impact: 
Patient Experience/Engagement: 
Risk & Performance Management: 
NHS Constitution/Equality & Diversity/Communication: 
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NHS England and NHS Improvement 

A Framework of Quality Assurance for 
Responsible Officers and 
Revalidation 
Annex D – Annual Board Report and 
Statement of Compliance. 
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A Framework of Quality 
Assurance for Responsible 
Officers and Revalidation 
Annex D – Annual Board Report 
and Statement of Compliance. 

Publishing approval number: 000515 

Version number: 3.0 

First published: 4 April 2014 

Updated:  February 2019 

Prepared by: Lynda Norton, Claire Brown, Maurice Conlon 

This information can be made available in alternative formats, such as easy read or 
large print, and may be available in alternative languages, upon request. Please 
contact Lynda Norton on England.revalidation-pmo@nhs.net. 
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Introduction: 

The Framework of Quality Assurance (FQA) for Responsible Officers and 
Revalidation was first published in April 2014 and comprised of the main FQA 
document and annexes A – G.  Included in the seven annexes is the Annual 
Organisational Audit (annex C), Board Report (annex D) and Statement of 
Compliance (annex E), which although are listed separately, are linked together 
through the annual audit process.  To ensure the FQA continues to support future 
progress in organisations and provides the required level of assurance both within 
designated bodies and to the higher-level responsible officer, a review of the main 
document and its underpinning annexes has been undertaken with the priority 
redesign of the three annexes below:       

• Annual Organisational Audit (AOA):

The AOA has been simplified, with the removal of most non-numerical items. The
intention is for the AOA to be the exercise that captures relevant numerical data
necessary for regional and national assurance. The numerical data on appraisal
rates is included as before, with minor simplification in response to feedback from
designated bodies.

• Board Report template:

The Board Report template now includes the qualitative questions previously
contained in the AOA. There were set out as simple Yes/No responses in the
AOA but in the revised Board Report template they are presented to support the
designated body in reviewing their progress in these areas over time.

Whereas the previous version of the Board Report template addressed the 
designated body’s compliance with the responsible officer regulations, the 
revised version now contains items to help designated bodies assess their 
effectiveness in supporting medical governance in keeping with the General 
Medical Council (GMC) handbook on medical governance1.  This publication 
describes a four-point checklist for organisations in respect of good medical 
governance, signed up to by the national UK systems regulators including the 
Care Quality Commission (CQC). Some of these points are already addressed by 
the existing questions in the Board Report template but with the aim of ensuring 
the checklist is fully covered, additional questions have been included.  The 
intention is to help designated bodies meet the requirements of the system 
regulator as well as those of the professional regulator. In this way the two 
regulatory processes become complementary, with the practical benefit of 
avoiding duplication of recording.  

1 Effective clinical governance for the medical profession: a handbook for organisations employing, 
contracting or overseeing the practice of doctors GMC (2018) [https://www.gmc-uk.org/-
/media/documents/governance-handbook-2018_pdf-76395284.pdf] 73



The over-riding intention is to create a Board Report template that guides 
organisations by setting out the key requirements for compliance with regulations 
and key national guidance, and provides a format to review these requirements, 
so that the designated body can demonstrate not only basic compliance but 
continued improvement over time. Completion of the template will therefore: 

a) help the designated body in its pursuit of quality improvement,

b) provide the necessary assurance to the higher-level responsible officer, and

c) act as evidence for CQC inspections.

• Statement of Compliance:

The Statement Compliance (in Section 8) has been combined with the Board
Report for efficiency and simplicity.
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Designated Body Annual Board Report 
Section 1 – General:  

The Board / Executive Management Team – of Countess of Chester Hospital NHS 
Foundation Trust can confirm that: 

1. The Annual Organisational Audit (AOA) for this year has been submitted.

Date of AOA submission:     06/06/2019 

Action from last year:    none 

Comments:  

Action for next year: 

2. An appropriately trained licensed medical practitioner is nominated or
appointed as a responsible officer.

Action from last year:  none 

Comments: An interim RO is in place at the moment.  Medical Director is 
attending RO Training in November. 

Action for next year: New RO to be appointed in 2019 

3. The designated body provides sufficient funds, capacity and other resources
for the responsible officer to carry out the responsibilities of the role.

Yes/No [delete as applicable] 

Action from last year:  None 

Comments: 

Action for next year: To continue 

4. An accurate record of all licensed medical practitioners with a prescribed
connection to the designated body is always maintained.

Action from last year:  none 

Comments: Yes 

Action for next year: To continue 

5. All policies in place to support medical revalidation are actively monitored and
regularly reviewed.

Action from last year:  Appraisal checklist updated in 2019 following ROAN 
Publications - with greater emphasis on reflection. 

Comments:   Yes 

Action for next year:  To continue to updated appraisal / revalidation policies 
/ guidance in line with national updates 
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6. A peer review has been undertaken of this organisation’s appraisal and
revalidation processes.

Action from last year:  None 

Comments:  No 

Action for next year: 

7. A process is in place to ensure locum or short-term placement doctors working
in the organisation, including those with a prescribed connection to another
organisation, are supported in their continuing professional development,
appraisal, revalidation, and governance.

Action from last year:  none 

Comments:  Yes 

Action for next year:  Continue to ensure that this group of doctors are 
appraised 6 months after start date. 

Section 2 – Effective Appraisal 
1. All doctors in this organisation have an annual appraisal that covers a doctor’s

whole practice, which takes account of all relevant information relating to the
doctor’s fitness to practice (for their work carried out in the organisation and for
work carried out for any other body in the appraisal period), including
information about complaints, significant events and outlying clinical outcomes.

Action from last year:  None 

Comments:  Yes 

Action for next year: To continue 

2. Where in Question 1 this does not occur, there is full understanding of the
reasons why and suitable action is taken.

Action from last year: 

Comments: 

Action for next year:  

3. There is a medical appraisal policy in place that is compliant with national policy
and has received the Board’s approval (or by an equivalent governance or
executive group).

Action from last year: None 
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Comments:  Yes 

Action for next year: To continue 

4. The designated body has the necessary number of trained appraisers to carry
out timely annual medical appraisals for all its licensed medical practitioners.

Action from last year:  None 

Comments:  Yes 

Action for next year:  Continue to train new appraisers to replace those who 
leave/retire. 

5. Medical appraisers participate in ongoing performance review and training/
development activities, to include attendance at appraisal network/development
events, peer review and calibration of professional judgements (Quality
Assurance of Medical Appraisers2 or equivalent).

Action from last year:  none 

Comments:  Yes 

Action for next year: Continue to regularly hold our Appraiser Support Group 
(ASG) Meetings to support and inform our appraisers. 

6. The appraisal system in place for the doctors in your organisation is subject to
a quality assurance process and the findings are reported to the Board or
equivalent governance group.

Action from last year: None 

Comments: Yes, we do have a quality assurance process.  The Appraisal 
Lead reviews appraisals using the EXCELLENCE Tool.  This year 23% of 
appraisals were reviewed in this way. Results are fed back to individual 
appraisers for their own appraisal. Currently results are not reported at Board 
but could be as part of the AOA. 

Action for next year: Appraisal QA report to be presented at Board 

2 http://www.england.nhs.uk/revalidation/ro/app-syst/ 
2 Doctors with a prescribed connection to the designated body on the date of reporting. 
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Section 3 – Recommendations to the GMC 
1. Timely recommendations are made to the GMC about the fitness to practise of

all doctors with a prescribed connection to the designated body, in accordance
with the GMC requirements and responsible officer protocol.

Action from last year:  None 

Comments:  Yes 

Action for next year: No actions required 

2. Revalidation recommendations made to the GMC are confirmed promptly to the
doctor and the reasons for the recommendations, particularly if the
recommendation is one of deferral or non-engagement, are discussed with the
doctor before the recommendation is submitted.

Action from last year:  None 

Comments:  Doctors are informed of their revalidation recommendation by the 
RO. Any decision to defer revalidation is discussed with the individual 
concerned prior to any communication with the GMC. No doctor has been 
referred to the GMC for non-engagement. 

Action for next year: To continue 

Section 4 – Medical governance 

1. This organisation creates an environment which delivers effective clinical
governance for doctors.

Action from last year:  None 

Comments: Yes 

Action for next year: To continue 

2. Effective systems are in place for monitoring the conduct and performance of
all doctors working in our organisation and all relevant information is provided
for doctors to include at their appraisal.

Action from last year:  None 

Comments: Yes 

Action for next year: To continue 

3. There is a process established for responding to concerns about any licensed
medical practitioner’s1 fitness to practise, which is supported by an approved
responding to concerns policy that includes arrangements for investigation and
intervention for capability, conduct, health and fitness to practise concerns.

Action from last year: None 
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Comments: Any concerns raised would be dealt with via the Trusts HR 
policies. 

Action for next year: To continue 

4. The system for responding to concerns about a doctor in our organisation is
subject to a quality assurance process and the findings are reported to the
Board or equivalent governance group.   Analysis includes numbers, type and
outcome of concerns, as well as aspects such as consideration of protected
characteristics of the doctors3.

Action from last year:  None 

Comments:  Concerns raised about a doctor are shared with both our GMC 
liaison officer and NHS Resolution’s Practitioner Performance Advice service 
and cases are managed in liaision with those bodies. A QA process will be 
implemented in 2019-20. 

Action for next year: Implement QA process. 

5. There is a process for transferring information and concerns quickly and
effectively between the responsible officer in our organisation and other
responsible officers (or persons with appropriate governance responsibility)
about a) doctors connected to your organisation and who also work in other
places, and b) doctors connected elsewhere but who also work in our
organisation4.

Action from last year: None 

Comments:  Yes 

Action for next year: To continue 

6. Safeguards are in place to ensure clinical governance arrangements for
doctors including processes for responding to concerns about a doctor’s
practice, are fair and free from bias and discrimination (Ref GMC governance
handbook).

Action from last year:  None 

Comments:  All processes undertaken via HR for responding to concerns are 
free from bias and discrimination. 

Action for next year: To continue 

Section 5 – Employment Checks 

4This question sets out the expectation that an organisation gathers high level data on the 
management of concerns about doctors. It is envisaged information in this important area may be 
requested in future AOA exercises so that the results can be reported on at a regional and national 
level. 
4 The Medical Profession (Responsible Officers) Regulations 2011, regulation 11: 
http://www.legislation.gov.uk/ukdsi/2010/9780111500286/contents 79



1. A system is in place to ensure the appropriate pre-employment background
checks are undertaken to confirm all doctors, including locum and short-term
doctors, have qualifications and are suitably skilled and knowledgeable to
undertake their professional duties.

Action from last year:  None 

Comments:  Yes 

Action for next year: To continue 

Section 6 – Summary of comments, and overall conclusion 

Please use the Comments Box to detail the following: 

- General review of last year’s actions
No actions from last year need reviewed

- Actions still outstanding
Not applicable

- Current Issues
No current issues.
Very robust appraisal process supported by the Appraisal Manager and
Appraisal Lead

- New Actions:
Appoint new RO
Continue to update appraisal / revalidation guidance/policies in light of any
national updates
Produce QA report for Board

Overall conclusion: 
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Section 7 – Statement of Compliance: 

The Board / Executive Management Team –  of the Countess of Chester Hospital 
NHS Foundation Trust has reviewed the content of this report and can confirm the 
organisation is compliant with The Medical Profession (Responsible Officers) 
Regulations 2010 (as amended in 2013). 

Signed on behalf of the designated body 

[(Chief executive or chairman (or executive if no board exists)] 

Official name of designated body: Countess of Chester Hospital NHS Foundation Trust 

Name: _ _ _ _ _ _ _ _ _ _ _ Signed: _ _ _ _ _ _ _ _ _ _ 

Role: _ _ _ _ _ _ _ _ _ _ _ 

Date: _ _ _ _ _ _ _ _ _ _ 
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Item Reference and Title Agenda item 11 - Integrated Performance Report: Month 3 (June, 2019) and Month 
4 (July 2019) 

Date of Meeting Board of Directors – 24th September, 2019 

Accountable Executive Lorraine Burnett, Chief Operating Officer 

Author(s) Denise Wood, Head of Information and Performance 

Alignment to Board Assurance 
Framework risk 

CR 1,2,3,4,5,6 

Alignment to CQC Domains Safe/Effective/Caring/Responsive/Well Led 

Document Previously Considered 
by:  

(Finance & Performance Committee, 17th September, 2019) 

Summary This report is intended to: 

• Summarise the key performance Indicators
• Assure the Committee of the monthly oversight of trust priorities against

agreed targets
• Highlight areas of high or low performance for operational, quality, safety,

workforce or financial metrics

Recommendation(s) The Board is asked to note the overall performance against all areas and actions 
being taken to meet targets 

Corporate Impact Assessment: Legal and regulatory impact: Y 
Financial impact: Y 
Patient Experience/Engagement: Y 
Risk & Performance Management: Y 
NHS Constitution/Equality & Diversity/Communication: Y 
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SAFE 

 Indicator Target Actual Alert 

All Falls Rate 7 5.77 

Falls With Harm Rate 0.3 0.12 

Infection Control – 
C-Difficile

36 6 

Infection Control - 
MRSA 

0 1 

Serious Incidents – 
Never Events 

0 0 

Safety Thermometer 94.2 97.8% 

Mortality - HSMR 114 

Mortality - SHMI 107 

Nurse Staffing 95% 95.8% 

E-Discharge 90% 84.8% 

CARING 

Indicator Target Actual Alert 

Friends & Family A&E 4 
hour wait 

80 78.5% 

Friends & Family 
Inpatient Wards 

90 92.5% 

Friends & Family 
Maternity 

90 100% 

Open Complaints > 40 
Day Response 

5 2 

Open PHSO Complaints 5 2 

MSA Breaches 0 3 

EFFECTIVE

 Indicator Target Actual Alert

SEPSIS-11 – NEWS2 
recorded within 1 hour of 
hospital arrival 

75% 100% 

SEPSIS-15 – IV fluids 
commenced within 1 
hour of sepsis diagnosis 

75% 100% WELL LED 

Indicator Target Actual Alert 

I&E Plan Variance Plan £7k 
Underspend 

CRS in year Plan £336k 

Contract Perf 
Activity 

-26

Contract Income Plan -£720k 

Sickness Absence 3.65% 4.41% 

Mandatory 
Training

95% 92.9% 

Annual Appraisal 95% 84.4% 

Staff Turnover 10% 9.3% 

RESPONSIVE 

Indicator Target Actual Alert 

ED 4 Hour Wait Standard 
% 

95 81.7% 

RTT Incomplete 
Pathways % 

92 82.1% 

Diagnostic 6wks Standard 
% 

1 3.5% 

Cancer Treatment -62 
Day Standard % 

85 78.7% 

% Cancelled Ops <28 
Days 

100% 80% 

OP Letters < 7 days 100% 43.6% 

COUNTESS OF CHESTER 

PERFORMANCE REPORT, JUNE 2019 
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Measure Definition Threshold Actual Comment Graph 

Harms:   
All Falls Rate 

Rate of all falls per 1000 
bed days 7 5.77 The trust has achieved this target 

 

Harms: 
Falls with Harm 
Rate 

Rate of falls with harm per 
1000 bed days 0.3 0.12 The trust has achieved this target 
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SAFE 
Reducing patient harms 

Supporting the Board 
Assurance Framework: 

CR1, CR2, CR3,  
CR6, CR7, CR10 
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Page 3 

Measure Definition Threshold Actual Comment Graph 

Harms: 
Infection Control – 
Rate of  C. Difficile 

Cases of hospital acquired 
C. Difficile bacteraemia.

36 cases 
(2019/20) 

6 cases 
(YTD) 

This is within trajectory for the year 

Harms: 
Infection Control – 
Rate of  MRSA 

Cases of hospital acquired 
MRSA bacteraemia. 

0 cases 
(2019/20)

1 cases 
(YTD)

One new MRSA case in June 

Harms: 
Serious Incidents - 
Level 1 

Number of Serious 
Incidents at Level 1 

No specific 
target but 

monitoring of 
trends 

2
Reduction of cases in month and no 
trend identified 

Harms: 
Serious Incidents - 
Level 2 

Number of Serious 
Incidents at Level 2 

No specific 
target but 

monitoring of 
trends 

1 One level two case reviewed in June 
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Measure Definition Threshold Actual Comment Graph 

Harms: 
Serious Incidents - 
Never Events 

Number of Never Events 
reported 0 0 

No reported never events during 
June 

 

Harms: 
Safety 
Thermometer 

Based on monthly Safety 
Thermometer census. Rate 
free of new harms should 
be higher than national 
average 

94.2% 97.8% 
Performance remains above the 
national average 

 

Learning from 
Deaths:  
Hospital Standard 
Mortality Rate 
(HSMR) 

Ratio is the number of 
observed deaths divided by 
predicted deaths.  HSMR looks 
at diagnoses which most 
commonly result in death 

Alert is red 
when HSMR 
is an outlier 
relative to 
other Trusts. 

114 

The HSMR is above the expected 
range relative to peers and is 
currently at a red status. 
Updated to Mar 2019.  See 
exception report for further detail. 

 

Learning from 
Deaths: 
Standardised 
Hospital Mortality 
Index (SHMI) 

Risk adjusted mortality ratio 
based on number of 
expected deaths. National 
published figure from 
HSCIC. 

Alert is red 
when SHMI is 
an outlier 
relative to 
other Trusts. 

107 
This information has been refreshed 
nationally up to February 2019.  This 
is within the expected range   
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Page 5 

Measure Definition Threshold Actual Comment Graph 

Nurse Staffing 
Compliance 

Actual versus Planned 
Staffing Hours 95% 95.8% 

Ward level data provided in 
appendix 1 
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EFFECTIVE 
Minimising delay and improving processes 

Supporting the Board 
Assurance Framework: 

CR3, CR7, CR10 

 

Measure Definition Threshold Actual Comment Graph 

SEPSIS Screening 
Advancing Quality 
NEWS2 recorded within 1 
hour of hospital arrival 

90% 100% 

This measure is within the threshold. 
This is reported 2 months in arrears. 
Focus remains on training to ensure 
consistent performance. 

 

SEPSIS Treatment 
Advancing Quality 
IV fluids commenced within 
1 hour of sepsis diagnosis 

90% 100% 
This measure is within the threshold 
This is reported 2 months in arrears 
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Page 7     

Summary

 

CARING 
Providing high quality patient care 

Supporting the Board 
Assurance Framework: 

CR1, CR4, CR6, CR7, CR10 

 

Measure Definition Threshold Actual Comment Graph 

Friends and Family: 
% Likely to 
Recommend A&E 

Response to ‘Would you 
recommend this service to 
your friends and family’ 
survey leaflet/ text 

80% 78.5% Performance is just below target  

 

Friends and Family: 
% Likely to 
Recommend 
Inpatient Wards 

Response to ‘Would you 
recommend this service to 
your friends and family’ 
survey leaflet/ text 

90% 92.6% Performance remains above target  

 

Friends and Family: 
% Likely to 
Recommend 
Maternity Services 

Response to ‘Would you 
recommend this service to 
your friends and family’ 
survey leaflet/ text 

90% 100.0% Performance remains above target 
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Measure Definition Threshold Actual Comment Graph 

Patient Feedback: 
Number of Open 
Complaints 

Number of open patient 
complaints at month end 40 26 This remains within the expected 

threshold 

Patient Feedback: 
Number of 
Complaints Past 40 
Day Response Time 

Number of Complaints Past 
40 Day Response Time 5 2 

This remains within the expected 
threshold 

Patient Feedback: 
Number of 
Complaints Open 
with PHSO 

Number of Complaints 
being investigated by the 
PHSO 

5 2 This remains within the expected 
threshold 

Mixed Sex 
Accommodation 
Breaches 

Number of non-clinically 
justified breaches of the 
single sex accommodation 
standard 

0 3 3 breaches in June were not clinically 
justified. Exception report provided. 
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RESPONSIVE Supporting the Board 
Assurance Framework: 

CR3, CR5, CR6, CR7, CR8, 
CR9, CR10 

Measure Definition Threshold Actual Comment Graph 

ED 4 Hour Wait 
Standard 

% A&E attenders seen 
within 4 hours of arrival 95% 81.7% 

Nationally, 77.72% of the total 
attendances were seen within 4 
hours.  National type 1 performance 
was 69.76%, CoCH Type 1 is 80.23% 

 An exception report is provided. 

18 Weeks RTT 
incomplete 
pathways 

Percentage of incomplete 
pathways for English 
patients within 18 weeks. 

92% 82.1% 
The latest national figure for this 
indicator is 86.9% (May 2019).  An 
exception report is provided. 

Diagnostic Tests 
within 6 Weeks  
(DM01) 

Diagnostic tests carried out 
within 6 weeks of request 
being received. 1% 3.5% 

Performance has improved during the 
last month. 
The latest national figure for this 
indicator is 4.1% (May 2019). 

An exception report is provided. 
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Measure Definition Threshold Actual Comment Graph 

Cancer 
Treatments:  62 
Day Standard 

First treatment for cancer 
within 62 days of urgent 
referral through GP 2 week 
referral route. 

85% 78.70%

Performance is below target. 
This indicator is reported one month 
in arrears. 
The latest national provisional figure 
for this indicator is 77.5% (May 2019). 

Cancer 
Treatments: 
31 Day Standard 

Patients receiving first 
definitive treatment within 
1 month of cancer 
diagnosis. 

96% 98.95%
Performance remains above target. 
This indicator is reported one month 
in arrears. 

Cancer 
Treatments: 
14 Day Standard 

Patients referred from GP 
with suspected cancer 
should have their first 
appointment within 14 days 

93% 97.97%
Performance remains above target. 
This indicator is reported one month 
in arrears. 
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Measure Definition Threshold Actual Comment Graph 

Number of Urgent 
Operations 
Cancelled on Day 

Urgent operations cancelled 
on the day of the procedure 0 0 Performance is unchanged. 

% Cancelled 
Operations 
Rebooked within 
28 Days 

Patients given a TCI date 
that is within 28 days of a 
procedure cancelled on the 
day. 

100% 73% 

A quarterly exception report will be 
provided. 
This indicator is reported a month in 
arrears. May’s performance based on 
26 cancellations and 7 breaches. 

Clinical 
Correspondence: 
OP Letters within 7 
days 

100% of outpatient letters 
to be sent within 7 days. 100% 43.65% 

Performance remains below target. 
66% of urgent appointments and 40% 
of routine appointments had OP 
letters sent within 7 days. 

This indicator is reported two months 
in arrears and the latest figure relates 
to April. 
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Measure Definition Threshold Actual Comment Graph 

Clinical 
Correspondence: 
E-Discharge within 
24 Hours 

Percentage of clinical 
discharge letters that were 
sent within 24 hours 

90% 84.8% 
Performance has improved since last 
month.   An exception report has 
been created for this indicator. 
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WELL LED Supporting the Board 
Assurance Framework: 

CR3, CR5, CR6, CR7, CR8, 
CR9 

Measure Definition Threshold Actual Comment Graph 

Use of Resources 
NHS Improvements 
measure of financial risk 

A score of 3 
each month 
(restated) 

3 

The Trust is currently at a level 4 for 
Capital Service Capacity, liquidity, I&E 
Margin ratings, which when combined 
with Agency expenditure, results in an 
overall score of 3. Under the Single 
Oversight Framework  1 is the best score, 
4 the lowest. The Trust is currently 
allocated to a 'segment' of 2, despite the 
Use of Resources score. 

Income & 
Expenditure (I&E) 
Plan Variance 

Variance to plan No deviation 
from plan 

£7k 
underspend

As at the end of June 19, we are reporting 
a (£7k) underspend against plan. 
However some key overspends remain - 
Medical Pay £170k & Nursing Pay £41k. 
PSF funding has been assumed to be 
received for Q1. 
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Measure Definition Threshold Actual Comment Graph 

Run Rate 

Run Rate is I&E Variance 
adjusted for non-recurrent 
items and CRS profile. 
Forecast is then derived from 
run rate and known 
mitigation. 

No deviation 
from plan £0m The Trust is currently forecasting to be on 

plan at the year end. 

Cash 
Cash on deposit <3 month 
deposit 

No deviation 
from plan +£3.9m 

The closing cash balance at the end of  June is 
just over £5.1m, £3.9m ahead of plan.  We 
have received £3.5m revenue funding so far 
this year, but have not had to apply for 
further funds in June. 
The 2018/19 capital loan is still not approved 
by DHSC.  The 2019/20 loan application will 
be made following approval of the capital 
programme by the Board 

Debtor Days 
Debtor Days: Trade Debtors 
divides by income x 365 

No target has 
been set for 
this indicator 

12 

Debtor days rose to 12 in June. The Wirral 
debtor is rising again and this is being 
chased. The 2018/19 PSF monies are not 
expected until July at the earliest. 
Local Authority DTOCs invoices remain 
unpaid. 
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Measure Definition Threshold Actual Comment Graph 

Capital 
Expenditure 

Capital expenditure 
performance against plan / 
forecast out-turn 
 

Performance 
vs Plan +£372k 

Capital spend to the end of June was £1.7m, 
predominantly in respect of the LED lighting 
project, Cerner and the CT scanner. 
The Trust’s 2019/20 loan is currently being 
prepared, but a capital expenditure 
resubmission has been requested from all 
Trusts by NHSI in order to see if there is any 
scope for a reduction in the overall capital 
spend.  

Cost Reduction 
Strategy (CRS) in 
year 

Planning improvements in 
productivity and efficiency 
 

No deviation 
from plan £336k 

The CRS programme is £336k ahead of 
plan as at June 19. In year 38% of the 
target has been delivered with 36% 
unachieved in either Green or Amber 
schemes, 20% in Red and a 6% Gap.   

 

Cost Reduction 
Strategy (CRS) 
recurrently 

Planning improvements in 
productivity and efficiency 
 

No deviation 
from plan 

27% 
identified 

Recurrently 27% of the target has been 
identified with 32% in Green or Amber 
Schemes, 29% in Red and a 12% Gap.  
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Measure Definition Threshold Actual Comment Graph 

Contract 
Performance 
(Activity) 

YTD Contract performance 
against Trust Planned 
activity (English & Welsh) 

No deviation 
from plan -26

All points of delivery with the exception of 
outpatients are showing an under 
performance for M3:-Daycase (-50), Elective 
(-71), Non-elective (-544). This is made up 
+257 non-maternity discharges,  -56
maternity discharges & -745 A&E
attendances. Outpatients (+791). There is an
increase in follow ups & procedures (+1,178)
but offset by a reduction in new activity (-
385).

Contract Income 

YTD Contract performance 
against Trust Planned 
activity (English & Welsh) 

No deviation 
from plan -£720k 

The income position for June is £720k below 
plan. Maternity bookings is the only point of 
delivery showing a favourable variance(£22k). 
This is more than offset by the 
underperformance on Daycase (-£32k), 
Elective (-£299k), non-elective (-£250k), 
outpatients.  (-£14k) and non-PBR (-£147k) . 
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Sickness Absence 

% monthly sickness 
absence, excluding comfort 
zone and Bank staff 3.65% 4.41% The June absence rate is 4.41%. 

Exception report provided. 
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Measure Definition Threshold Actual Comment Graph 

Mandatory 
Training 
Compliance 

% mandatory training 
compliance, excluding 
comfort zone and Bank staff 
and staff on maternity/long 
term sick leave 
 

95% 92.9% 
Compliance with the Mandatory 
Training target has decreased slightly. 

 

Annual Appraisal 
Compliance 

Exclusions as above and 
also exclude staff with less 
than 1 years’ service.   
 

95% 84.4% 

Compliance with the Appraisal target 
has slightly decreased.  Exception 
report provided. 
 

 

Staff Turnover 
Based on headcount in the 
previous 12 months and on 
permanent staff only.  

10% 9.30% Performance is at target 

 

Medical & Dental 
Reduction in 
Agency Shifts over 
Cap Rates 

Reducing agency shifts over 
cap rates. 

 

Year on year 
reduction -146 

Month 3 shows a decrease against 
May in shifts above the cap, with 171 
medical shifts above cap rates. 

 

Nursing & 
Midwifery 
Reduction in 
Agency Shifts over 
Cap Rates 

Reducing agency shifts over 
cap rates. 

Year on year 
reduction -77 

In relation to nursing shifts, 24 shifts 
were approved above cap rates. 
A reduction of 77 from same month 
last year 
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Measure Definition Threshold Actual Comment Graph 

’Other’ Reduction 
in Agency Shifts 
over Cap Rates 

'Other' consists of Care 
Packages, Sonographers, 
Theatres and CRV Dept. 

Year on year 
reduction -77

Operating Department Practitioner 
shifts dropped to 54 approved over 
the cap.  A difference of -77 from 
same month last year 

People: 
Medical Agency 
Spend 

Planning improvements in 
productivity and efficiency 

Year on year 
reduction -£176k 

Medical Pay is overspent by £170k. 
Agency medical expenditure is £587k 
(5% of the total medical spends). 

People: 
Nursing Agency 
Spend 

Planning improvements in 
productivity and efficiency 

Year on year 
reduction -£73k 

Nursing Pay is £41k overspent. Agency 
nursing expenditure is £61k which is 
1% of total trained nursing spend. 

People: 
Total Agency 
Spend within 
Budget 

Planning improvements in 
productivity and efficiency 

Total agency 
spend 

capped at 
4.459 for 

18/19

-£291k 
YOY

Total Agency spend for quarter 1 is 
£738k.  (£1,209k was spent during the 
same period last year). 
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Exception Report   Mortality – HSMR 
The Trust is at Alert Level RED for HSMR relative to peers.
The HSMR is 114 and shows 924 observed deaths compared
to 813 expected for the 12 month period to March 2019

Performance Issue:
Within the HED clinical benchmarking system that the Trust uses to monitor mortality rates 
HSMR is showing as a red alert which warrants further investigation. 

Planned Remedial Actions: 
There is a monthly Learning from Deaths Committee where mortality rates are reviewed in 
detail.  A number of actions were agreed at the June meeting to understand the ‘Alert’ 
illustrated: 

 A weekly Learning from Deaths review meeting is held where a medical review is
undertaken in the form of either Structured Judgement reviews or casenote
reviews. This is being replicated across specialties utilising a standardised mortality &
morbidity template. The Associate Medical Director will liaise with the Director of
Nursing & Quality to include nursing representation on this group to assess the quality
of care

 Any key learning from reviews is being shared with the relevant clinical teams

 A full mortality report to include any learning or themes from these reviews will be
prepared for the next Board meeting

 Work has started on the deep dive data review of the top three diagnosis groups where
observed deaths were higher than expected, to analyse the clinical documentation
including the recording of co-morbidities as well as an assessment of the care delivered.

Ownership: 
Lead: Dave Semple, Associate Medical Director (Q&S) 

Executive Lead:  Darren Kilroy, Medical Director 
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Exception Report   Sepsis screening and treatment CQUIN

Performance Trend 

Sepsis screening (ED patients) 

Performance Issue:
The Sepsis CQUIN screening remains below the year-end target at Quarter 4.  Treatment of 
Sepsis continues to perform well but also remains slightly below the year-end target. 

Planned Remedial Actions: 
The CQUIN metrics previously monitored will be replaced in August to reflect Advancing Quality 
(AQ) data and number of staff trained in Sepsis. 

Sepsis screening (Inpatients)

Sepsis treatment (ED) 

Sepsis treatment (Inpatients)

Ownership: 
Lead: Dr Santokh Singh 

Executive Lead:  Darren Kilroy, Medical Director 
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Exception Report   Infection Control

Performance Trend 

MRSA 

C.Difficile

Performance Issue: 

One new MRSA case in June.  

C.Difficile is within trajectory for the year

Planned Remedial Actions: 

The Level 2 investigation for MRSA bacteraemia identified the following learning: 

 The requirement for a continued focus on compliance with MRSA screening for

emergency admissions, as an essential risk reduction measure

 Although not thought to be a contributory factor, the requirement for improvement in

documentation when a cannula is removed was also identified

Learning in relation to MRSA screening has been shared Trust-wide through DIPC 

communication and Fortnightly round-up. This was also a discussion point at July’s Nursing and 

Midwifery Board and is being included in all IPC training and education. A number of additional 

actions are also planned to further support improvements in MRSA screening compliance and 

are currently in progress.  

Ownership: 
Lead: Samantha Walker, Lead Nurse – Infection Control 
Executive Lead:  Darren Kilroy, Interim Medical Director 
Improvement Timescale:  By March 2019
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Exception Report   Mixed Sex Accommodation Breaches

Performance Trend 
Performance Issue:

In June there were 3 Mixed Sex breaches that were not clinically justified. 

Planned Remedial Actions: 

Following a meeting between the Director of Nursing & Quality, ward managers and the 

coordination centre, a number of actions have been put into place to address mixed sex breaches 

across specialities whilst maintaining flow, it is reassuring to see a reduction in overall numbers 

reported during June 2019, actions will continue to be progressed and embedded.  

Ownership: 

Lead: Melanie Kynaston, Associate Director of Nursing 

Executive Lead:  Alison Kelly, Director of Nursing and Quality 

Improvement Objective:  Reduce the number of MSA breaches 

Improvement Timescale:  By Sept 2019 

Mixed Sex Breaches 
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Exception Report   Sickness Absence
Historic Data Performance Issue: 

There is 1 data point which is above the line, Jan 19 which will have been caused by a seasonal 

increase in sickness absence. There are 2 data points which fall below the line. 

Our target of 3.65% is very close to the lower process limit, so meeting it is an unlikely event 
and therefore it is recommended that the target be revised. 

Proposed Actions 

Absence in all areas of the Trust continues to be monitored with detailed analysis taking place in 
all areas. A new staff support provider has been identified and launched to staff during April.  
We continue to provide resilience support sessions for staff which teaches techniques to 
support stress at home and at work. 

Figure: % Sickness Absence Analysis 

Ownership

Lead: Dee Appleton-Cairns, Deputy Director of People and OD 
Executive Lead: Sue Hodkinson 
Improvement Objective:  Achieve target 
Improvement Timescale:  By March 2020 
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Exception Report    Mandatory Training  

 

Performance Trend Performance Issue: 
Trust compliance remains below target at 92.9%. 

Overall compliance for mandatory training in June has decreased to 92.9%, which falls short of 
the Trust target of 95%. Local induction compliance for June increased again to 84.5% which is 
significantly short of the Trust's 95% target and we are working with line mangers to ensure that 
completed forms are entered onto ESR timely to improve compliance rates. We continue to 
perform poorly against our own Corporate target of 95%, which we have failed to achieve in the 
last 12 months reporting period. 

 

 

 

 

Planned Remedial Actions: 

Mandatory training is currently being reviewed in terms of Trust provision and to ensure 
compliance with the Core Skills Training Framework. Sallie Kelsey, Head of Clinical Education, is 
redesigning the delivery of these requirements and it is hoped that by streamlining the provision 
and encouraging uptake of e-learning, this figure will improve. The new Education Governance 
board will ratify all developments and the New Policy and agree strategy providing assurance to 
the People and OD Committee that the Trust strategies for education and training are 
implemented fully and risks are managed.  

 

 

 

Figure: % mandatory training compliance 

Ownership 

Lead: Dee Appleton-Cairns, Deputy Director of People and OD 

Executive Lead: Alyson Hall 

Improvement Objective:  Achieve target 

Improvement Timescale:  By March 2020 
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Exception Report    Appraisals Completed in last 12 months     

 

Historic Data Performance Issue: 
Appraisal compliance has seen an decreased marginally in June from 84.9% to 84.4%, this 
remains below our corporate target of 95%.  

 
 
 
 
 
 
 
 
 
 
 

 

Planned Remedial Actions: 
HR Business Partners continue to escalate the compliance rate in the monthly divisional reports 
& at governance boards, stressing the importance of completing appraisals on a timely basis.  
Guides to inputting appraisals via ESR have also been sent out monthly to ensure the input is 
accurate and timely. Development of the new electronic PDR system is continuing with further 
discussions taking place to support the system to be ready later in the year. From this month we 
will be analysing appraisals overdue after 14 months to ensure that we are not over reporting 
but, this has seen no statistically significant change. Following feedback from the Staff Survey 
and CQC, we will also be reviewing the perceived value and quality of appraisals to support staff 
to undertake their roles.   

  

 

Ownership 

Lead: Dee Appleton-Cairns, Deputy Director of People and OD 

Executive Lead: Alyson Hall 

Improvement Objective:  Achieve target 

Improvement Timescale:  By March 2020 
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Exception Report   Agency Spend    

Performance Trend 

Medical Agency Spend 

Performance Issue: 

To not exceed £4.576m agency expenditure ceiling. 
Medical Pay is overspent by £170k. Agency medical expenditure is £587k (5% of 

the total medical spend). Nursing Pay is £41k overspent. Agency nursing 

expenditure is £61k which is 1% of total trained nursing spend. Total Agency spend 

for Quarter 1 is £738k.  (£1,209k was spent during the same period last year).   

Contributing Factors:

Planned Remedial Actions: 

The above is being reviewed in terms of presentation in conjunction with the variable Pay group 
to focus on key metrics to ensure comparison across other organisations. For further actions see 
actions proposed under Variable Pay. 

Nursing Agency Spend 

Ownership

Lead: Steve Bridge, Planning & Partnerships 

Executive Lead: Alyson Hall 
Improvement Objective:  Achieve Plan 
Improvement Timescale:  By March 2020 
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Exception Report    A&E 4 Hour Standard     
 

Performance Trend Performance Issue: 

The 4 hour A&E target was under the national target in June achieving 81.69%.  Nationally 77.7% 

of patients were seen within 4 hours of arrival in June.  

Type 1 performance was 80.23% against a national performance of 69.7%. 

Planned Remedial Actions: 

For June the performance was 81.69% combined (type 1 80 Type 3 100% )  this was a decrease 

on May’s performance of 87.40%. There was a decrease of both type 1 and type 3 attendances 

in June compared to May. Through June there was intermittent use of escalation beds but 

overall there continued to be an improving picture.  

One factor relating to the decrease in performance is the continuing resource issues within ED, 

both medical and nursing. We will see significant improvement in the workforce from August 

following a review of the rota and recruitment as a result of the ED workforce paper. ED building 

work continues with further discussions around the completion date. There is ongoing work 

around our streaming and triage process, including a potential introduction of software to 

support an increase in number to UTC.  We are continuing to review staffing in the evenings in 

an attempt to combat surges. 

We are currently just below are trajectory for June of 82%. 

 

 

Figure: % ED attenders seen within 4 hours of arrival 

Ownership: 

Executive Lead:  Lorraine Burnett, Chief Operating Officer 

Improvement Objective:  Return to national standard 

 (internal trajectory is to return to 90% compliance) 

Improvement Timescale: Sept 2019 
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Exception Report   Referral to treatment (18 weeks) 

Performance Trend 
Figure 1: Percentage of incomplete pathways for English patients within 

18 weeks. 

Performance Issue:  There continues to be significant RTT pressures across all specialties.  Routine 

demand has dropped in May but cancer referrals remain high across a number of tumour sites including 
Skin, Colorectal, Breast and Gynaecology causing extended waits for routine referrals. Workforce 
pressures in both Medical and Nursing roles add to  a lack of available capacity, specifically in the 
following areas; Urology, Oral Surgery, Gynaecology, Respiratory and General Surgery. 

Planned Remedial Actions: 

We have seen deterioration in performance from May to June. Primarily related to clinical workforce 

pressures across a large number of specialties as well as reduced uptake of backfill sessions related to 

pension regulations. 

Specific actions to improve performance include; 

•Additional activity being arranged, where possible, to reduce number of long waiters.

•Weekly review and scrutiny of over 40 week patients to prevent any 52 week breaches

•Urology – transformation plan underway. Urology improvement of 1.4% from May to June. 4
th

Consultant now started and agreed to increase PAs to meet demand. CNS Fast Track clinics increased in
June to improve access and free up consultant capacity. Locum support secured for July for a 3 week
period, covering 28 clinical sessions. Additional middle grade elective capacity sourced to do additional
activity in August

•Working with the CCG across a number of specialties to review referral criteria to reduce demand.
Planned workshops arranged with particular specialties, ENT, Urology & Gynaecology. Positive impact
already being seen particularly with a slowing of demand in Urology. ENT position forecast to improve
position to 84% in July from 79% in June.

•RTT specialty improvement plans in place and actions being progressed with key focus in a number of
specialties to achieve 92% by July 2019 – Pain, Nephrology, Plastics and Ophthalmology.

•New Plastics and ENT consultants started in May which will improve capacity

• Long term absence in Gynaecology resolved in early July so anticipated improvement from August
onwards due to improved capacity. 2 x New Consultants starting in September 2019

   Outsourcing  plans being progressed with external provider to assist in specialties where there are 
significant workforce pressures 

Ownership 
Lead: Divisional Directors 
Executive Lead: Lorraine Burnett,  Chief Operating Officer 
Improvement Objective: Achieve target 
Improvement Timescale: By Mar 2020 
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Exception Report Diagnostic Tests within Timescale

Performance Trend Performance Issue: 
DM01 performance was 3.5% in June but remains above the 1% target.  This target remains volatile due 
to increasing demand, national workforce pressures and a low threshold to meet the 1%.  

Planned Remedial Actions: 

Endoscopy - JAG re-submission completed by deadline of 04/07/19 - awaiting outcome. JAG timescales 

for Urgent scopes revised to 6 weeks instead of 2 weeks, which will help with capacity.  Activity on par 
with 2018/19 (+4 procedures compared to same time period last year). Additional activity affected by on-
going pension concerns – 11 ACAs less being delivered per month on average, compared to last year. 
Improved use of resources in terms of activity however less sessions being backfilled. Backfill of lists 
using nurse scopist session, and weekend colonoscopy lists continue (11 additional Saturday lists in June). 
Templates under review to maximise productivity. Discussions taking place with Nuffield to potentially 
outsource to help improve DM01 and JAG position with activity to be delivered over the next 2-3 months 

CRV vascular - Significant improvement in June 75.75% DMO1 performance.  A number of changes are 

starting to take effect due to a recent review of the CRV department.  This includes the validation process 
, room utilisation and a review of roles within the unit. Consultant engagement will support further 
improvement by undertaking a number of changes that will enhance validation 

Ultrasound – There were no ultrasound breaches in June 

Figure: DM01 - Diagnostic tests carried out within 6 

weeks of request being received. 

Ownership

Lead: Divisional Directors 

Executive Lead:   Lorraine Burnett, 

Chief Operating Officer 

Improvement Objective:  Achieve target 

Improvement Timescale:  October 2019 
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Exception Report – May 2019 Cancer Treatment  - 62 Day Target
Performance Issue: 
The 62 day performance for May was an underachievement of 
the standard at 78.70%. 

Late Transfers (after day 38) to Tertiary Centre:- 

Breach Overview: 
There were 11.5 breaches in May attributable to COCH: 

 Colorectal – 1 breach.  TCI cancelled on day the day (day 62) due to equipment issue.

Gynaecology – 2 breaches. 1 patient unable to be dated within breach and 2nd

patient was referred to tertiary centre but declined treatment and wished to remain
at COCH but unable to be dated within breach.

Haematology – 2 breaches. 1st patient was a referral to Lung and multiple diagnostics
before transfer to Haematology.  The 2nd patient was removed from a fast track
pathway following first outpatient appointment but following further investigations
the pathway was re-opened and transfer to Haematology on day 48.

 Lung – 1.5 breaches. 1st patient had radiology delays, followed by a number of
emergency admissions which delayed treatment.  2nd patient required a 6 week
review required prior to a diagnosis due to fitness, resulting in late transfer to
tertiary centre.

 Skin – 2 breaches both related to capacity

Urology – 3 breaches. 1st patient transferred to Arrowe Park Hospital but after
thinking time, transferred to Clatterbridge for treatment.  2nd patient late transfer to
Arrowe Park Hospital due to delays in listing for Specialist MDT.  3rd patient late
referral to Arrowe Park Hospital.  4th patient had delays for endoscopy and multiple
diagnostic tests.

Breaches by Tumour Site Year to Date (April – May) 

Total 

Breaches

% of Trust 

Breaches 

Urology 7 29%
Gynae 4 17%
Haematology 3 13%
Lung 3 13%
Skin 3 13%
Breast 1 4%
Colorectal 1 4%
Head & Neck 1 4%
Upper GI 1 4%
Grand Total 24 100%
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PTL Position 
The following table provides a summary of the PTL position week 
ending 05/07/19, for patients waiting above 62 days and 
identifies the number of patients over 104 days 

Referrals 
Referrals – The Countess has continued to see a high number of referrals this year and 
May has again seen another high number of referrals compared to previous months.  

PTL between 

63 and 99 

Days

PTL above 

104+ Days
Grand Total

Colorectal 8 8

CUP 1 1

Gynaecology 9 6 15

Haematology 1 1

Head and Neck 2 2

Lung 3 1 4

Skin 11 3 14

Upper GI 6 3 9

Urology 14 9 23

Grand Total 52 25 77
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Planned Remedial Actions: 
 
 Actions relating to cancer improvement are tracked weekly 

at the PTL meeting with a focus on pathway changes to 
support an improvement 

 Site specific action plans are monitored through the bi-
monthly Cancer Committee 

 PTL – work is ongoing on a weekly basis to address the 
longest waits  

 
Urology - 7 days fast tracks – Increase of performance to 45% 
due to new CNS FT telephone review clinic being created – 
additional capacity created (3 slots per week) 
Review clinics –  Investigating possibility of creating nurse-led 
negative telephone results clinics. This will help to achieve 28 
day faster diagnoses target.  New consultant has joined Urology, 
which will further help to improve capacity (including an 
additional flexible session, which can help negate closed clinics 
due to leave etc). 
 
Gynae - Experiencing capacity issues due to vacancies.  There are 
three consultant vacancies – two have been recruited and start 
in September.  A consultant will return from long term sickness 
absence mid-July who has been off since January.  Cancer 
patients are being micro managed with the cancer core team, 
patients are being risk assessed so that they are operated on in 
order of clinical priority as not enough capacity to operate all 
within breach. 
 
Skin - Continued additional consultant Saturday theatre lists, 
protected for fast tracks, along with continued additional 
Registrar theatre lists.  Business case for 4th substantive 
consultant. Out to recruitment for Cancer CNS (new post). 
Additional support for Admissions due to increase in fast track 
demand. 

 

Upper GI – Part 2 of newly commissioned pathway is still to be signed off – Royal 
Liverpool has been asked for an update.  An audit has been undertaken for the 7 
patients that have been referred over to Specialist MDT at RLUH following the new 
process. The outcome shows the process needs tightening for patients with complex 
pathways due to incidental findings during investigations who need to return to clinic 
at COCH; a meeting with Kate Holloway is to be arranged. There is no update on the 
implementation of the Oesophago-gastric cancer diagnostic pathway. Cheshire & 
Merseyside Cancer Alliance met with Royal Liverpool on 16.4.19 at which the findings 
of a superfast CT pathway were presented. The planned sign off for June 2019 has 
been postponed and updates are awaited from the Cancer Alliance.  The team are 
going back out to advert for a band 7 Advanced Nurse Practitioner to support the 
service. These posts will help with  the 7 day target, cover for annual leave within the 
team, and implementation of the 28 day Faster Diagnostic Standard. Consultant 
interviews being held 15.7.19 hopefully taking the team to 4 UGI Consultants. 
 
Colorectal – Whilst 7 day first appointment target being achieved, this has had an 
impact on Endoscopy due to increase in numbers being sent for Colonoscopy, which is 
an issue. It is recognised that implementation of 28 day Faster Diagnostic Standard is 
reliant upon patients being given outcomes of Colonoscopy on the day if positive 
result, and discharged on the day if no biopsy negative result.  This has been cascaded 
at both the Endoscopy User Group and the General Surgery Consultant Meeting 
 
 
 

Ownership: 
Executive Lead:  Lorraine Burnett, Executive Director of Operations 
Improvement Objective:  Achieve target 
Improvement Timescale:  By June 2019 
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Appendix 1 Nurse Staffing Compliance 
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SAFE 

 Indicator Target Actual Alert 

All Falls Rate 7 6.41  

Falls With Harm Rate 0.3 0.18 
Infection Control – 
C-Difficile 36 9 
Infection Control - 
MRSA 0 1 
Serious Incidents – 
Never Events 0 0 

Safety Thermometer 94.2 96.6% 

Mortality - HSMR 114 

Mortality - SHMI 107 

Nurse Staffing 95% 97% 

E-Discharge 90% 84.9% 

CARING 

Indicator Target Actual Alert 

Friends & Family A&E 4 
hour wait 80 76.5% 
Friends & Family 
Inpatient Wards 90 93.8% 
Friends & Family 
Maternity 90 100% 
Open Complaints > 40 
Day Response 5 1 

Open PHSO Complaints 5 6 

MSA Breaches 0 6 

EFFECTIVE

 Indicator Target Actual Alert

SEPSIS-11 – NEWS2 
recorded within 1 hour of 
hospital arrival 

75% 100% 

SEPSIS-15 – IV fluids 
commenced within 1 
hour of sepsis diagnosis 

75% 100% WELL LED 

Indicator Target Actual Alert 

I&E Plan Variance Plan £216k 
Overspend  

CRS in year Plan £314k  
Contract Perf 
Activity -2464

Contract Income Plan -£684k  

Sickness Absence 3.65% 4.67% 
Mandatory 
Training 95% 91.7%  

Annual Appraisal 95% 84.5%  

Staff Turnover 10% 9.3% 

RESPONSIVE 

Indicator Target Actual Alert 

ED 4 Hour Wait Standard 
% 95 85.4% 
RTT Incomplete 
Pathways % 92 81.6% 
Diagnostic 6wks Standard 
% 1 4.4% 
Cancer Treatment -62 
Day Standard % 85 83.33% 
% Cancelled Ops <28 
Days 100% 73% 

OP Letters < 7 days 100% 40.2% 

COUNTESS OF CHESTER 
PERFORMANCE REPORT, JULY 2019 
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Measure Definition Threshold Actual Comment Graph 

Harms:   
All Falls Rate 

Rate of all falls per 1000 
bed days 7 6.41 The trust has achieved this target 

Harms: 
Falls with Harm 
Rate 

Rate of falls with harm per 
1000 bed days 0.3 0.18 The trust has achieved this target 

Harms: 
Infection Control – 
Rate of  C. Difficile  

Cases of hospital acquired 
C. Difficile bacteraemia.

36 cases 
(2019/20) 

9 cases 
(YTD) 

There were 3 cases within the 
month of July.  This is within 
trajectory for the year 
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SAFE 
Reducing patient harms

Supporting the Board 
Assurance Framework: 

CR1, CR2, CR3, 
CR6, CR7, CR10 
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Measure Definition Threshold Actual Comment Graph 

Harms:  
Infection Control – 
Rate of  MRSA 

Cases of hospital acquired 
MRSA bacteraemia. 

0 cases 
(2019/20) 

1 cases 
(YTD) One MRSA case in June 

 

Harms: 
Serious Incidents - 
Level 1 

Number of Serious 
Incidents at Level 1 

No specific 
target but 

monitoring of 
trends 

7 

The 7 L1 RCA  in July show continued 
theme of falls with harm & failure to 
recognise the deteriorating pt. There 
was also 2 cases with delay in cancer 
pathway /diagnosis which whilst in 
not a theme it has been a feature of 
RCA’s in 2018.  

Harms: 
Serious Incidents - 
Level 2 

Number of Serious 
Incidents at Level 2 

No specific 
target but 

monitoring of 
trends 

2 Two level two case reviewed in July 

 

Harms: 
Serious Incidents - 
Never Events 

Number of Never Events 
reported 0 0 No reported never events during 

July 
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Measure Definition Threshold Actual Comment Graph 

Harms: 
Safety 
Thermometer 

Based on monthly Safety 
Thermometer census. Rate 
free of new harms should 
be higher than national 
average 

94.2% 96.6% Performance remains above the 
national average 

 

Learning from 
Deaths:  
Hospital Standard 
Mortality Rate 
(HSMR) 

Ratio is the number of 
observed deaths divided by 
predicted deaths.  HSMR looks 
at diagnoses which most 
commonly result in death 

Alert is red 
when HSMR 
is an outlier 
relative to 
other Trusts. 

110.87 

The HSMR is above the expected 
range relative to peers and is 
currently at a red status. 
Updated to Mar 2019.  See 
exception report for further detail. 

 

Learning from 
Deaths: 
Standardised 
Hospital Mortality 
Index (SHMI) 

Risk adjusted mortality ratio 
based on number of 
expected deaths. National 
published figure from 
HSCIC. 

Alert is red 
when SHMI is 
an outlier 
relative to 
other Trusts. 

107 
This information has been refreshed 
nationally up to February 2019.  This 
is within the expected range   

 

Nurse Staffing 
Compliance 

Actual versus Planned 
Staffing Hours 95% 97% 

Ward level data provided in 
appendix 1. Metric due to refreshed 
to reflect CHPPD. 
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EFFECTIVE 
Minimising delay and improving processes

Supporting the Board 
Assurance Framework: 

CR3, CR7, CR10 

Measure Definition Threshold Actual Comment Graph 

SEPSIS Screening 
Advancing Quality 
NEWS2 recorded within 1 
hour of hospital arrival 

90% 100%
This measure is within the threshold. 
This is reported 2 months in arrears. 
Focus remains on training to ensure 
consistent performance. 

SEPSIS Treatment 
Advancing Quality 
IV fluids commenced within 
1 hour of sepsis diagnosis 

90% 100% 
This measure is within the threshold
This is reported 2 months in arrears 
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Summary

CARING 
Providing high quality patient care

Supporting the Board 
Assurance Framework: 

CR1, CR4, CR6, CR7, CR10 

Measure Definition Threshold Actual Comment Graph 

Friends and Family: 
% Likely to 
Recommend A&E 

Response to ‘Would you 
recommend this service to 
your friends and family’ 
survey leaflet/ text 

80% 76.5% Performance is below target

Friends and Family: 
% Likely to 
Recommend 
Inpatient Wards 

Response to ‘Would you 
recommend this service to 
your friends and family’ 
survey leaflet/ text 

90% 93.8% Performance remains above target

Friends and Family: 
% Likely to 
Recommend 
Maternity Services 

Response to ‘Would you 
recommend this service to 
your friends and family’ 
survey leaflet/ text 

90% 100.0% Performance remains above target
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Measure Definition Threshold Actual Comment Graph 

Patient Feedback: 
Number of Open 
Complaints 

Number of open patient 
complaints at month end 40 31 This remains within the expected 

threshold 

Patient Feedback: 
Number of 
Complaints Past 40 
Day Response Time 

Number of Complaints Past 
40 Day Response Time  5 1 This remains within the expected 

threshold 

Patient Feedback: 
Number of 
Complaints Open 
with PHSO 

Number of Complaints 
being investigated by the 
PHSO 

5 6 

PHSO have altered their structure and 
are investigating more cases than 
previously experienced. We are 
confident that all local actions have 
been exhausted and that complaints 
have been addressed accordingly 

Mixed Sex 
Accommodation 
Breaches 

Number of non-clinically 
justified breaches of the 
single sex accommodation 
standard 

0 6 6 breaches in July were not clinically 
justified. Exception report provided. 
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RESPONSIVE Supporting the Board 
Assurance Framework: 

CR3, CR5, CR6, CR7, CR8, 
CR9, CR10 

Measure Definition Threshold Actual Comment Graph 

ED 4 Hour Wait 
Standard 

% A&E attenders seen 
within 4 hours of arrival 95% 85.4% 

Nationally, 77.9% of the total 
attendances were seen within 4 
hours.  National type 1 performance 
was 69.9%, CoCH was 83.8% 

 An exception report is provided. 

18 Weeks RTT 
incomplete 
pathways 

Percentage of incomplete 
pathways for English 
patients within 18 weeks. 

92% 81.6% 
The latest national figure for this 
indicator is 86.3% (June 2019).  An 
exception report is provided. 

Diagnostic Tests 
within 6 Weeks 
(DM01) 

Diagnostic tests carried out 
within 6 weeks of request 
being received. 1% 4.4% 

The latest national figure for this 
indicator is 4.1% (May 2019). 

An exception report is provided. 
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Measure Definition Threshold Actual Comment Graph 

Cancer 
Treatments:  62 
Day Standard 

First treatment for cancer 
within 62 days of urgent 
referral through GP 2 week 
referral route.   

85% 83.33%

Performance is below target. 
This indicator is reported one month 
in arrears. 
The latest national provisional figure 
for this indicator is 76.7% (May 2019). 

Cancer 
Treatments:  
31 Day Standard 

Patients receiving first 
definitive treatment within 
1 month of cancer 
diagnosis. 

96% 98.85% 
Performance remains above target.
This indicator is reported one month 
in arrears. 

Cancer 
Treatments:  
14 Day Standard 

Patients referred from GP 
with suspected cancer 
should have their first 
appointment within 14 days 

93% 97.17% 
Performance remains above target.
This indicator is reported one month 
in arrears. 
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Measure Definition Threshold Actual Comment Graph 

Number of Urgent 
Operations 
Cancelled on Day 

 

Urgent operations cancelled 
on the day of the procedure 0 0 Performance is unchanged. 

 

% Cancelled 
Operations 
Rebooked within 
28 Days 

Patients given a TCI date 
that is within 28 days of a 
procedure cancelled on the 
day. 

100% 73% 

A quarterly exception report will be 
provided. 
This indicator is reported a month in 
arrears.  
June’s performance based on 44 
cancellations and 9 breaches. 

 

Clinical 
Correspondence: 
OP Letters within 7 
days 

100% of outpatient letters 
to be sent within 7 days. 
 

100% 40.19% 

Performance remains below target.  
66% of urgent appointments and 40% 
of routine appointments had OP 
letters sent within 7 days. 
 
This indicator is reported two months 
in arrears and the latest figure relates 
to April. 
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Measure Definition Threshold Actual Comment Graph 

Clinical 
Correspondence: 
E-Discharge within 
24 Hours 

Percentage of clinical 
discharge letters that were 
sent within 24 hours 

90% 84.9% An exception report has been created 
for this indicator. 
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WELL LED Supporting the Board 
Assurance Framework: 

CR3, CR5, CR6, CR7, CR8, 
CR9 

Measure Definition Threshold Actual Comment Graph 

Use of Resources 
NHS Improvements 
measure of financial risk 

A score of 3 
each month 
(restated) 

3 

The Trust scores a 4 for three of the five 
metrics, resulting in an overall score of 3. 
NHSE/I currently allocate the Trust to a 
'segment' of 2 which is classified as 
''Targeted support: Support needs 
identified in Quality of care, Finance & 
use of resources and Operational 
performance ". 

Income & 
Expenditure (I&E) 
Plan Variance 

Variance to plan No deviation 
from plan 

£216k 
overspend 

As at the end of July 19, we are reporting 
a £216k overspend against plan, before 
PSF funding.  Key pressures continue - 
Medical Pay £140k & Nursing Pay £128k. 
PSF funding has been assumed to be 
received for months 1-4. 
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Measure Definition Threshold Actual Comment Graph 

Run Rate 

Run Rate is I&E Variance 
adjusted for non-recurrent 
items and CRS profile. 
Forecast is then derived from 
run rate and known 
mitigation.  

No deviation 
from plan  £0m The Trust is currently forecasting to be on 

plan at the year end.   

Cash 
Cash on deposit <3 month 
deposit 
 

No deviation 
from plan +£5.6m 

The closing cash balance at the end of  
July is just over £6.8m, £5.6m ahead of 
plan, due largely to receipt of the 
2018/19 PSF of £3.2m and the £3.5m 
interim revenue funding received so far 
this year. 
The 2018/19 capital loan is still not 
approved by DHSC, although the recent 
announcements could resolve this soon.  
The 2019/20 loan is currently with NHSE/I 
Capital and Cash team for review. 

 

Debtor Days 
Debtor Days: Trade Debtors 
divides by income x 365 
 

No target has 
been set for 
this indicator 

11 

Debtor days dropped to 11 (from 13) in 
July, due primarily to receipt of the year 
end PSF monies.  No PSF or FRF monies 
have been received relating to this 
financial year. The Wirral FT debtor is 
rising again and this is being chased.  
Local Authority DTOCs invoices remain 
unpaid.  
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Measure Definition Threshold Actual Comment Graph 

Capital 
Expenditure 

Capital expenditure 
performance against plan / 
forecast out-turn 

Performance 
vs Plan +£399k 

Capital spend to the end of July was £2.2m, 
predominantly in respect of the LED lighting 
project, Cerner and the CT scanner. 
The Trust has submitted a revised capital 
forecast, as part of the national exercise, and 
slipped £2m from 2019/20 into the first 
quarter of the following year. 
A two year loan application has been made, in 
an attempt to secure early funding in 
2020/21. 

Cost Reduction 
Strategy (CRS) in 
year 

Planning improvements in 
productivity and efficiency 

No deviation 
from plan £314k 

The CRS programme is £314k ahead of 
plan as at July 19. In year 47% of the 
target has been delivered with 33% 
unachieved in both Green or Amber 
schemes and 20% in Red. 

Cost Reduction 
Strategy (CRS) 
recurrently 

Planning improvements in 
productivity and efficiency 

No deviation 
from plan 

36% 
identified

Recurrently 36% of the target has been 
identified with 25% in Green or Amber 
Schemes, 36% in Red and a 3% Gap. 
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Measure Definition Threshold Actual Comment Graph 

Contract 
Performance 
(Activity) 

YTD Contract performance 
against Trust Planned 
activity (English & Welsh) 

No deviation 
from plan -2,464

All points of delivery are showing an 
under performance for M4:-Daycase (-
229), Elective (-117), Non-elective (-855). 
This is made up +8 non-maternity 
discharges,  -42 maternity discharges & -
821 A&E attendances and outpatients (-
1,046). 

Contract Income 

YTD Contract performance 
against Trust Planned 
activity (English & Welsh) 

No deviation 
from plan -£684k 

The income position for July is £684k 
below plan. Maternity bookings and non-
elective activity are showing a favourable 
variance (£21k & £254k respectively). 
This is more than offset by the 
underperformance on Daycase (-£65k), 
Elective (-£494k), outpatients (-£206k) 
and non-PBR (-£194k). 
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Sickness Absence 

% monthly sickness 
absence, excluding comfort 
zone and Bank staff 3.65% 4.67% 

The July absence rate is 4.67%.
Exception report provided. 
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Measure Definition Threshold Actual Comment Graph 

Mandatory 
Training 
Compliance 

% mandatory training 
compliance, excluding 
comfort zone and Bank staff 
and staff on maternity/long 
term sick leave 

95% 91.7% 
Compliance with the Mandatory
Training target has decreased. 

Annual Appraisal 
Compliance 

Exclusions as above and 
also exclude staff with less 
than 1 years’ service. 95% 84.5%

Appraisal compliance remained the 
same in July. 
Exception report provided. 

Staff Turnover 
Based on headcount in the 
previous 12 months and on 
permanent staff only.  

10% 9.35% Performance is at target

Medical & Dental 
Reduction in 
Agency Shifts over 
Cap Rates 

Reducing agency shifts over 
cap rates. Year on year 

reduction -111
Month 4 shows an increase in shifts 
above the cap, with 228 Medical shifts 
above cap rates. A difference of -111 
from previous year. 

Nursing & 
Midwifery 
Reduction in 
Agency Shifts over 
Cap Rates 

Reducing agency shifts over 
cap rates. 

Year on year 
reduction -117

In relation to Nursing shifts, 3 shifts 
were approved above cap rates in 
month 4. 
A difference of -117 from the previous 
year. 
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Measure Definition Threshold Actual Comment Graph 

’Other’ Reduction 
in Agency Shifts 
over Cap Rates 

'Other' consists of Care 
Packages, Sonographers, 
Theatres and CRV Dept. 

Year on year 
reduction -109 

Operating Department Practitioner 
shifts dropped to 47 approved over 
the cap.  A difference of 109 from 
previous year. 

 

People:   
Medical Agency 
Spend 

Planning improvements in 
productivity and efficiency 

Year on year 
reduction -£69k 

Medical Pay is overspent by £140k. 
Agency medical expenditure is £769k 
(5% of the total medical spends). 

 

People:   
Nursing Agency 
Spend 

Planning improvements in 
productivity and efficiency 

 

Year on year 
reduction -£21k 

Nursing Pay is £41k overspent. Agency 
nursing expenditure is £73k which is 
0.5% of total trained nursing spends. 

 

People:   
Total Agency 
Spend within 
Budget 

Planning improvements in 
productivity and efficiency 

 

Total agency 
spend 

capped at 
4.459 for 

18/19 

-£521k 
YOY 

Total Agency spend for April to July is 
£995k(£1,516k was spent during the 
same period last year).  
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Exception Report Mortality – HSMR 
The Trust is at Alert Level RED for HSMR relative to peers.  
The HSMR is 110.87 and shows 913 observed deaths 
compared to 823.47 expected for the 12 month period to May 
2019 

Performance Issue:
Within the HED clinical benchmarking system that the Trust uses to monitor mortality rates 
HSMR is showing as a red alert which warrants further investigation. 

Planned Remedial Actions: 
There is a monthly Learning from Deaths Committee where mortality rates are reviewed.  A 
number of actions were agreed at the August meeting: 

 Urgent meetings with members of coding, IMT, senior clinicians’ with the Trust’s HED Account
Manager have been instigated to understand the reasons behind the increasing trend in SHMI
and HSMR in order that appropriate resources can be released to ensure going forward the
mortality indices are reduced to the as expected range.

 A deep dive data review will be undertaken on the top three diagnosis groups where observed
deaths are higher than expected, to analyse the clinical documentation including the recording of
co-morbidities as well as an assessment of the care delivered.

 The Coding manager has met with new Foundation Doctor intake as part of their August
induction programme to emphasise the importance of clinical documentation (What should and
should not be written in the notes) and it’s relation to mortality indices.

 Whilst waiting for Cerner Implementation work on admission co-morbidity documentation is
being undertaken by the new coding leads for both urgent and planned care with each specialty
to ensure going forward the depth of coding improves.

 Ongoing discussions with Palliative Care team in relation to current use of Palliative Care Sticker
and the Palliative Care Code.

 Structured judgement reviews (SJR’s) continue as part of the mortality review process. Further
SJR training is planned in September 2019 which will increase the clinicians trained in SJR
methodology to 18 with the expectation that they do, as a minimum, one SJR per month which
would equate to 180 completed SJR’s per year (accounting for leave). This would be in the region
of 15-20% of deaths. SJR’s will focus on the top three diagnosis groups where observed deaths
are higher than expected as well as the nationally mandated cases.

The ambition is that by the end of quarter three 2019/20 ALL deaths in the Trust are reviewed 
using either the SJR form, the short mortality review form or are reviewed as part of an SI 
investigation. 

Ownership: 
Lead: Dave Semple, Associate Medical Director (Q&S) 
Executive Lead:  Darren Kilroy, Medical Director 
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Exception Report    AQ - SEPSIS NEWS Performance 

 

 

Performance Issue: 

The CQUIN metrics previously monitored has been replaced in August to reflect Advancing Quality 
(AQ) data and number of staff trained in Sepsis. 

Planned Remedial Actions: 
There has been a continued focus on staff training to support the effective management of 
Sepsis.  A campaign was launched in July to train 600 staff in 60 days, this has had positive staff 
engagement, with the main activity being undertaken during August.  The Sepsis agenda 
continues to be discussed in detail within the Deteriorating Patient Group, which is chaired by the 
Executive Medical Director.  This Group has excellent Consultant engagement and reviews 
compliance against the Sepsis measures at each meeting. 
 
 

Performance by Prov & Measure Jan to May 2019 (YTD) 

 
 
 
 
 

 
Ownership: 
Lead: Dr Santokh Singh 
Executive Lead:  Darren Kilroy, Medical Director  
Improvement Objective:  Achieve targets above 
Improvement Timescale:  By March 2020 
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Exception Report Infection Control

Performance Trend 

MRSA 

C.Difficile

Performance Issue: 

One new MRSA case in June.  

C.Difficile is within trajectory for the year

Planned Remedial Actions: 

The Level 2 investigation for MRSA bacteraemia identified the following learning: 

 The requirement for a continued focus on compliance with MRSA screening for
emergency admissions, as an essential risk reduction measure

 Although not thought to be a contributory factor, the requirement for improvement in
documentation when a cannula is removed was also identified

Learning in relation to MRSA screening has been shared Trust-wide through DIPC 
communication and Fortnightly round-up. This was also a discussion point at July’s Nursing and 
Midwifery Board and is being included in all IPC training and education. A number of additional 
actions are also planned to further support improvements in MRSA screening compliance and 
are currently in progress.  

Ownership: 
Lead: Samantha Walker, Lead Nurse – Infection Control 
Executive Lead:  Alison Kelly – Director of Nursing and Quality 
Improvement Timescale:  By March 2020
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Exception Report    Mixed Sex Accommodation Breaches 

 

Performance Trend 

 

 
Performance Issue: 

In July there were 6 Mixed Sex breaches that were not clinically justified. 

Planned Remedial Actions: 

Clinical teams are continuing to monitor mixed sex accommodation breaches closely.  The Director 
of Nursing & Quality will be meeting with the relevant Leads again to understand any further 
barriers in respect of sustained compliance.  It is disappointing that July’s data has seen 
deterioration in performance.  All breaches are reported via the Datix system as they occur.  Each 
case is then individually investigated to establish whether this is clinically justified or not, no 
complaints have been received from patients.  

Ownership: 

Lead: Melanie Kynaston, Associate Director of Nursing 

Executive Lead:  Alison Kelly, Director of Nursing and Quality   

Improvement Objective:  Achieve 0 MSA breaches 

Improvement Timescale:  By December 2019 
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Exception Report Sickness Absence
Historic Data 
Figure: % Sickness Absence Analysis 

Performance Issue: 

Ownership

Lead: Dee Appleton-Cairns, Deputy Director of People and OD 
Executive Lead: Alyson Hall 
Improvement Objective:  Achieve target 
Improvement Timescale:  By March 2020 

The SPC chart is used to display significant change within a period, the chart have been 
created for sickness absence; the data period shows 25 months of Trust absence data.  

One point for concern falls as January 2019; this can be associated with seasonal increased 
sickness levels. Only 2 points fall below target during the period and associated with a cause 
for improvement (Apr & May 18). The remaining data points consistently plot between the 
control lines and remain above the Trust target of 3.65%.  

LTA remains above the mean, the previous 12 data points being either above or equal to the 
mean at 2.7%. No target is set for LTA but the cause for concern is clear, in July alone 2.9% of 
all sickness (4.67%) is long term.  

Proposed Actions 

Absence in all areas of the Trust continues to be monitored with detailed analysis taking 
place within divisions. HR continues to support managers in applying the Absence 
Management policy effectively, identifying areas for concern to help reduce impact.  

Trust has not achieved the absence target May 18, the SPC chart shows need for a more 
realistic and revised target to be set by the Trust, in line with regional peers. Change in target 
was muted at People & OD Committee in May. 

In April 2019 Occupational Health has introduced a new support provider. The Electronic 
Assistance Programme allows staff to access out of hour’s support, 101 calls have been 
received by the service in quarter 1. Directing staff to this service for support for non-work 
related issues or general counselling, is aimed at improving OH appointment waiting times, 
allowing improved availability for appointments aimed at reducing LTA. 

137



Page 24 

Exception Report Mandatory Training

Performance Trend Performance Issue: 
Trust compliance remains below target at 91.7%. 

Overall compliance for mandatory training in July has decreased to 91.7%, which falls short of 
the Trust target of 95%. Local induction compliance for June decreased to 81.4% which is 
significantly short of the Trust's 95% target and we are working with line mangers to ensure that 
completed forms are entered onto ESR timely to improve compliance rates. We continue to 
perform poorly against our own Corporate target of 95%, which we have failed to achieve in the 
last 12 months reporting period. 

Planned Remedial Actions: 

Mandatory training is currently being reviewed in terms of Trust provision and to ensure 
compliance with the Core Skills Training Framework. Sallie Kelsey, Head of Clinical Education, is 
redesigning the delivery of these requirements and it is hoped that by streamlining the provision 
and encouraging uptake of e-learning, this figure will improve. The new Education Governance 
board will ratify all developments and the New Policy and agree strategy providing assurance to 
the People and OD Committee that the Trust strategies for education and training are 
implemented fully and risks are managed.  

Figure: % mandatory training compliance 

Ownership
Lead: Dee Appleton-Cairns, Deputy Director of People and OD 

Executive Lead: Alyson Hall 

Improvement Objective:  Achieve target 

Improvement Timescale:  By March 2020 
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Exception Report Appraisals Completed in last 12 months 

Historic Data Performance Issue: 
Appraisal compliance has seen an remained the same in July at 84.5%, this remains below 
our corporate target of 95%.  

Planned Remedial Actions: 
HR Business Partners continue to escalate the compliance rate in the monthly divisional reports 
& at governance boards, stressing the importance of completing appraisals on a timely basis.  
Guides to inputting appraisals via ESR have also been sent out monthly to ensure the input is 
accurate and timely. Development of the new electronic PDR system is continuing with further 
discussions taking place to support the system to be ready later in the year. From this month we 
will be analysing appraisals overdue after 14 months to ensure that we are not over reporting 
but, this has seen no statistically significant change. Following feedback from the Staff Survey 
and CQC, we will also be reviewing the perceived value and quality of appraisals to support staff 
to undertake their roles.   

Ownership

Lead: Dee Appleton-Cairns, Deputy Director of People and OD 

Executive Lead: Alyson Hall 

Improvement Objective:  Achieve target 

Improvement Timescale:  By March 2020 
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Exception Report Agency Spend 
Performance Issue: 

To not exceed £4.576m agency expenditure ceiling. 
Medical Pay is overspent by £140k. Agency medical expenditure is £769k (5% of 
the total medical spend). Nursing Pay is £128k overspent. Agency nursing 
expenditure is £73k which is 0.5% of total trained nursing spend. Total Agency 
spend for April to July is £995k.  (£1,516k was spent during the same period last 
year).   

Contributing Factors:

Planned Remedial Actions: 

The above is being reviewed in terms of presentation in conjunction with the variable Pay group 
to focus on key metrics to ensure comparison across other organisations. For further actions see 
actions proposed under Variable Pay. 

Ownership

Lead: Steve Bridge, Planning & Partnerships 
Executive Lead: Alyson Hall 
Improvement Objective:  Achieve Plan 
Improvement Timescale:  By March 2020 
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Exception Report A&E 4 Hour Standard 

Performance Trend Performance Issue: 

The 4 hour A&E target was under the national target in July achieving 85.4%.  Nationally 77.9% 
of patients were seen within 4 hours of arrival in June.  

Type 1 performance was 83.8% against a national performance of 69.9%. 

Planned Remedial Actions: 

Month 4 performance improved with combined 85.4% and increase Type 1 attendance 83.8% 

PDSA cycles in July saw increase in Type 3 – 692 Month 4 compared to 517 previous month 

Operational presence within department core hours supporting performance  

Workforce issues continue however changes to doctor rota and new appointments from August 
should help support performance       Figure: % ED attenders seen within 4 hours of arrival 

Ownership: 

Executive Lead:  Lorraine Burnett, Chief Operating Officer 

Improvement Objective:  Return to national standard 

 (internal trajectory is to return to 90% compliance) 

Improvement Timescale: Sept 2019 
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Exception Report Referral to treatment (18 weeks) 

Performance Trend 
Figure 1: Percentage of incomplete pathways for English patients within 
18 weeks. 

Performance Issue:  There continues to be significant RTT pressures across all specialties.  Routine 
demand has dropped in May but cancer referrals remain high across a number of tumour sites including 
Skin, Colorectal, Breast and Gynaecology causing extended waits for routine referrals. Workforce 
pressures in both Medical and Nursing roles add to  a lack of available capacity, specifically in the 
following areas; Urology, Oral Surgery, Gynaecology, Respiratory and General Surgery.    

Planned Remedial Actions: 
We have seen deterioration in performance from June to July however there have been improvements in a 
number of specialties including; Urology, ENT, General Surgery, Oral Surgery and Dermatology . Deterioration in 
performance primarily related to clinical workforce pressures across a large number of specialties as well as 
reduced uptake of backfill sessions related to pension regulations and also significant increase in Fast track 
cancer demand i.e. Skin & Colorectal which is impacting heavily in some specialties. 

Specific actions to improve performance include; 
Additional activity being arranged, where possible, to reduce number of long waiters. 34 theatre sessions 
backfilled for General Surgery in Sept/Oct, and 9 additional clinics (64 new and 34 review slots). Additional 
weekend activity ongoing for Plastics to meet skin cancer demand. Extra clinics picked up in Sept to cover loss 
of activity in July/Aug due to Consultant absence for Nephrology. Outsourcing of activity is being progressed 
with Endoscopy however there has been limited uptake of other specialties with local Private Provider. 
Exploring alternative providers 
Weekly review and scrutiny of over 40 week patients to prevent any 52 week breaches as well as increased 
validation of pathways 

Urology – transformation plan underway. Improvement of 3.6% from June to August. One of the 4 specialities 
chosen to be part of the ECTP to reduce the follow ups by a third. Advice and guidance to be implemented from 
the 2nd Sept. Voice recognition system to be implemented from Sept. Increase in new clinic slots with Registrar 
clinic reconfiguration.   
Working with the CCG across a number of specialties to review referral criteria to reduce demand. Planned 
workshops arranged with particular specialties, ENT, Urology & Gynaecology. Positive impact already being 
seen particularly with a slowing of demand in Urology. ENT position improved to 84% in July from 79% in June 
as per forecast last month. ENT anticipated to further improve position in August to 88% however this is down 
to increased activity to reduce long waiters.  Urology ECTP first workshop took place on 6/8/19. Advice and 
Guidance now live with Pain service 

RTT specialty improvement plans in place and actions being progressed on a daily and weekly basis. Challenges 
remain in key specialties such as OMFU and Gynaecology related to workforce pressures. Gynaecology will 
improve from October onwards  following new Consultants starting in September  

Vascular – D/C sessions converted to clinics at Warrington to bring down outpatient wait times. Electronic 
grading implemented at COCH, tests now ordered prior to 1st OPA to reducing length of outpatient pathways 
by up to 8 weeks, improvement in RTT should show by the end of October. Setting up weekly Friday PM clinics 
at WUTH for 5th Consultant to help address outpatient wait times.  

Ownership 
Lead: Divisional Directors 
Executive Lead: Lorraine Burnett,  Chief Operating Officer 
Improvement Objective: Achieve target 
Improvement Timescale: By Mar 2020 
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Exception Report Diagnostic Tests within Timescale

Performance Trend Performance Issue: 
DM01 performance was 4.4% in July but remains above the 1% target.  This target remains volatile due to 
increasing demand, national workforce pressures and a low threshold to meet the 1%.  

Planned Remedial Actions: 
Endoscopy - Endoscopy – JAG accreditation achieved in July. JAG timescales for Urgent scopes now 6 
weeks instead of 2 weeks, which will help with capacity. Outsourcing of long waiting patients 
commencing in September. ACAs affected by on-going pension concerns – 11 ACAs less per month on 
average, compared to last year. Review of endoscopy capacity underway and business case being written 
to increase provision to meet current demand. Business case to be completed by October 2019. Review 
of Endoscopist capacity and a re-working of hours/shifts will support additional capacity being delivered 
on a consistent basis.  

CRV Vascular – Month 4 should further improvement to 82.9%  
Significant improvement in July, aim for compliance by Sept.  A number of changes are starting to take 
effect due to a recent review of the CRV department.  
Improved validation process  with better understanding of DM01 definitions 
Further room utilisation and a review of roles within the unit.  
Consultant engagement to reduce inappropriate requests and definition of diagnostic pathways. 

Ultrasound – There were no ultrasound breaches in June 

Figure: DM01 - Diagnostic tests carried out within 6 
weeks of request being received. 

Ownership

Lead: Divisional Directors 

Executive Lead:   Lorraine Burnett, 
Chief Operating Officer 

Improvement Objective:  Achieve target 

Improvement Timescale:  October 2019 
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Exception Report – July 2019 Cancer Treatment  - 62 Day Target 
Performance Issue: 
The 62 day performance for June was an underachievement of 
the standard at 83.33%. 
 

  
 

 
 
 
 
 
 
 
 
 
 

Breach Overview: 
There were 10 breaches in June attributable to COCH:  
 

 Breast (1 breach) – Incidental finding from Colorectal, transferred to Breast on 
day 20.  Patient waited 13 days for appointment and then required repeat 
diagnostics and MDT discussions, followed by a  20 day delay for treatment. 

 Gynae (2.5 breaches) – 1st patient had Radiology delays followed by delays at 
SMDT (network MDT) before transfer to Clatterbridge on day 57.  2nd patient 
had a Radiology delay followed by SMDT delay. The patient experienced 
further delays for appointment and pre-op and then cancelled on day of TCI as 
unwell. 3rd patient transferred from Colorectal on day 57 following multiple 
radiology delays and also experienced an SMDT delay before transfer to 
Liverpool Women’s Hospital on day 78. 

 Haematology – (1 breach) – Original ENT referral who experienced a radiology 
delay for a MRI and then required multiple diagnostics before transfer to 
Haematology on day 63. 

 Lower GI (1 breach) – Patient transferred late to Clatterbridge on day 47, and 
treatment scheduled for day 62 but cancelled due to machine breakdown 
(treated on day 63). 

 Lung – (1 breach)  Disputed Breach.  The patient transferred to Clatterbridge 
on day 26, but referral not accepted until day 47 as diagnostic test (PDL 1) not 
reported (this is an oncologist test to determine treatment type).   The patient 
required further investigations at Clatterbridge prior to treatment which they 
cancelled and then requested thinking time. 

 Skin – (1 patient) – Delay in patient’s biopsy being undertaken and report 
being produced (at day 40). Patient then seen on day 54 for excision. 

 Upper GI – (0.5 breach) – Patient transferred from Colorectal on day 49 
following radiology delays, resulting in a late transfer to Aintree. 

 Urology – (2 breaches) – 1st patient had clinic letter typing delay and then 
cancelled a diagnostic test before transfer to Arrowepark and then onto 
Clatterbridge.  2nd patient had Radiology delay for reporting resulting in 
diagnostic test being cancelled on the day.  The patient then cancelled a 
further two diagnostic tests resulting in a late referral to Arrowepark. 
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Late Transfers (after day 38) to Tertiary Centre:- 

PTL Position 
The following table provides a summary of the PTL position week 
ending 02/08/19, for patients waiting above 62 days and 
identifies the number of patients over 104 days. 

Breaches by Tumour Site Year to Date (April – June) 

Referrals 
Referrals – The Countess has continued to see a high number of referrals this year 
(8.1% increase in comparison to the same time last year) and July has again seen 
another high number of referrals compared to previous months.  

PTL between 
63 and 99 

Days

PTL above 
104+ Days

Grand Total

Breast 3 3
Colorectal 14 2 16
Gynaecology 13 3 16
Haematology 2 2
Head and Neck 2 1 3
Lung 2 2 4
Skin 9 1 10
Upper GI 7 5 12
Urology 19 9 28
Grand Total 71 23 94

Total 
Breaches

% of Trust 
Breaches 

Urology 9 25%

Gynae 5 14%

Skin 4 11%

Colorectal 4 11%

Upper GI 4 11%

Haematology 3 8%

Lung 3 8%

Head & Neck 3 8%

Breast 1 3%

Grand Total 36 100%
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Planned Remedial Actions: 

 Actions relating to cancer improvement are tracked weekly
at the PTL meeting with a focus on pathway changes to
support an improvement

 Site specific action plans are monitored through the bi-
monthly Cancer Committee

 PTL – work is ongoing on a weekly basis to address the
longest waits.

Urology - Increase of performance for 7 days for first 
appointment due to new CNS FT telephone review clinic now 
operational. 
Currently investigating possibility of creating nurse-led negative 
review telephone results clinic, but this can only be achieved 
once vacancy in nursing structure is recruited too. This will help 
to achieve 28 day faster diagnoses target.   

Gynae – The speciality has been experiencing capacity issues due 
to consultant vacancies.  Two consultant vacancies have been 
recruited and the post-holders are due to start in 
September.  The third consultant has just returned from long-
term sickness absence.  The clinical team continue to prioritise 
and micro-manage cancer patients by risk assessing them so that 
they are operated on in order of clinical priority due to limited 
available capacity. 

Skin – Additional consultant Saturday theatre list continue and 
are protected for fast tracks patients, along with extra additional 
Registrar theatre lists.  The locum consultant has been extended 
until end of November, and a Business Case is being developed. 
The new Cancer CNS (Plastics) has been appointed, and is due to 
start in September.  Work is ongoing to provide additional 
support for Admissions due to increase in fast track demand. 

 

Upper GI – A review of the new patient pathway requires further work particularly for 
complex patients who have incidental findings during investigations who needs to 
return to clinic at the Countess, and this meeting is scheduled for mid-August.  There is 
still further work and updates required regarding on the newly commissioned pathway 
with Royal Liverpool and also the implementation of the Oesophago-gastric cancer 
diagnostic pathway which has been delayed. 
The service is in the process of recruiting a band 7 Advanced Nurse Practitioner and 
exploring the introduction of a Band 4 Support Worker within the team.  These posts 
will help with the 7 day target, cover for annual leave within the team, and 
implementation of the 28 day Faster Diagnostic Standard.   A fourth Consultant has 
been appointed, however they will not be joining the team until February 2020. 

Colorectal – Whilst 7 day first appointment target being achieved, this has had an 
impact on Endoscopy due to increase in numbers being sent for Colonoscopy, which is 
an issue. It is recognised that implementation of 28 day Faster Diagnostic Standard is 
reliant upon patients being given outcomes of Colonoscopy on the day if positive 
result, and discharged on the day if no biopsy negative result.  This has been cascaded 
at both the Endoscopy User Group and the General Surgery Consultant Meeting 

Ownership: 
Executive Lead:  Lorraine Burnett, Chief Operating Officer 
Improvement Objective:  Achieve target 
Improvement Timescale:  By June 2019 
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Appendix 1 Nurse Staffing Compliance

147



Item Reference and Title Agenda item 12 - Financial Position – Month 5, August 2019 

Date of Meeting Board of Directors – 24th September, 2019 

Accountable Executive Director of Finance - Simon Holden 

Author(s) 

Simon Holden, Director of Finance 
Sue Phillipson, Head of Financial Management 
Katie Clark, Head of Contracts 
Rose Garrod, Chief Financial Accountant 

Alignment to Board 
Assurance Framework risk 

CR5, Failure to deliver the in-year financial plan and manage the 
consequences of a deficit budget, risk score 20 

Alignment to CQC Domains Effective and Well Led 

Document Previously 
Considered by:  

Finance & Performance Committee – Tuesday 17th September 2019 

Summary This report is intended  to provide details of the Trust’s financial position, 
as at 31st August 2019 (Month 5)  

Recommendation(s) The Board is asked to note: 

• The Trust has accepted the 2019/20 control total and the
opportunity to secure £8m central funds (via Provider
Sustainability Funding PSF, Financial Recovery Fund FRF and
Marginal Rate Emergency Tariff MRET);

• The month five financial position is £127k overspent before
central funding transactions. To achieve this position 5/12ths of
the growth and contingency reserves have been utilised.

• The Commissioner Income position (Appendix 1B), which is £706k
below plan at the end of August 2019, is largely due to:

o £538k under performance on elective inpatient activity;
o £371k under performance on daycase activity;
o £340k underperformance on outpatient activity;
o £189k under performance on A&E activity; and a
o underperformance on Neonatal Unit income of £165k

year to date;
• The continued pressure on pay, with

o Medical pay £257k YTD overspend, including £931k of
agency expenditure; and

o Nursing pay £86k YTD overspend, including £80k of
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agency expenditure; 

despite investment in both areas  through the 2019/20 
budget setting process;  

• The other significant pressures currently being managed are:
o Electricity Combined Heat & Power (CHP) downtime

resulting in circa £130k cost pressure year to date, due to
refurbishment. The CHP is now back on site and
operational;

o The successful implementation of the of a VAT efficient
model, with regards the temporary staffing model for
Medical Pay from 27th May 2019 (although resulting in a
year to  date pressure of circa £120k); and

o The significant financial impact of over 10 material Human
Resources cases, currently being managed (resulting in a
year to date pressure of circa £100k).

• The Cost Reduction Savings (CRS) target set at 5% equating to
£11.2m, and is ahead of plan by £491k at the end of month five.
However, it should be noted that £3.65m of this target is profiled
to be delivered in March 2020, if this was profiled evenly as is the
rest of the target the CRS position would move adversely by
£1,521k, to £1,030k behind plan;

• On 10th September 2019 the Trust was notified that its Capital
Loans for minor equipment for both 2018/19 and 2019/20 had
been approved. Work is now taking place to ensure that
equipment is procured appropriately and that timescales are
taken into account;

• The cash position of the organisation, and the interim revenue
distress funding received to date, together with noting the
ongoing cash planning;

• The potential for financial risk associated with the
implementation of the new Cerner Electronic Patient Record;

• The financial risks identified to deliver the financial position; and
• The steps taken to date, and the proposed actions.

Corporate Impact 
Assessment: 

Legal and regulatory impact: 
Financial impact: 
Patient Experience/Engagement: 
Risk & Performance Management: 
NHS Constitution/Equality & Diversity/Communication: 
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Financial Position 
Month 5 August 2019/20 
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1.0 Overview 

The “monitored” financial position i.e. pre Provider Sustainability Fund (PSF) shows an adverse variance of 
£127k at the end of August. 

A high level summary of the main drivers of the £127k adverse position against plan are provided in the table 
below:- 

The key points to note (with further detail in the sections below) include:- 

• Income
Commissioner income is £706k below plan for the first five months of the financial year. There is an
over performance on English activity (£498k), which is offset by an underperformance on Welsh
activity (£1,204k) resulting in an overall under performance.
Non commissioner income is £364k above plan. This is predominately due to the receipt of several
large Road Traffic Accident (RTA) claims that have been settled in April and May. The value of this is
£151k.

Annual Budget 
2019/20

Aug YTD Budget 
2019/20

Aug YTD Actual 
2019/20

Aug YTD Variance 
2019/20

£000s £000s £000s £000s
Pre PSF (Deficit) 8,040 5,720 5,847 127
PSF (8,040) (2,373) (2,650) (277)
Post PSF Control Total (0) 3,347 3,197 (150)
Donated Asset Transactions 14 (5) (5) 0
I&E Deficit (14) 3,352 3,202 (150)

Aug YTD 
Var

£000s
Commissioner Income 706
Other Income (eg RTAs etc) (364)
Total Income 342
Medical Pay 257
Nursing Pay 86
Other Pay 159
Total Pay 502
Drugs (118)
Medical & Surgical Equipment (118)
Energy & Utility 130
Other Non Pay (120)
Total Non Pay (226)
CRS (491)
Total (before PSF & Donated Assets) 127
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• Expenditure
- Pay

The most significant pressures on the expenditure position continue to be medical pay £257k 
overspent YTD, including £931k of agency expenditure and nursing pay, £86k overspent YTD, 
including £80k of agency expenditure. This being despite investment through the 2019/20 budget 
setting process in both areas. 

The main overspending medical specialities are detailed below, combined with the current activity 
performance as at end of August. Continued pressures remain in relation to the premium costs of 
covering vacancies and rota gaps with agency doctors: - 

Specialty Division
 In Month 
Variance 

 YTD 
Variance Reason

Activity 
Variance 

()=adverse

Activity 
Value 

Variance 
()=adverse

Acute Medicine 
Staff Urgent Care  £   26,099  £135,334 

2 Agency Consultants covering 2 gaps at 
premium costs and locum shifts used  to 
cover extra work pressures (148) £84,857

Anaesthetics Planned Care  £   34,300  £   55,902 

Consultant £20k arrears relating to 1 PA 
additional worked but not previously 
paid. Also 1x over established trainee 
ST3+ on August rotation. 

Care Of The 
Elderly Urgent Care  £   34,936  £111,285 Agency consultant on ward 54 unfunded 237 £643,834

Ear Nose And 
Throat Planned Care  £   27,205  £126,078 

1 WTE ST3+ vacancy and 3 WTE ST1/2 
vacancies being covered by various 
extra duties and agency at a YTD cost of 
£79k. There is also 1 WTE Consultant 
vacancy being covered by agency at a 
YTD cost of £33k. 239 £12,847

Emergency 
Department -M Urgent Care  £   27,677  £   82,033 

Mainly locum shifts booked to cover 
work pressures (1,159) £79,458

Ophthalmology Planned Care  £   27,440  £   95,197 

Consultant ACA's and extra duties at a 
YTD pressure of £50k. There was a 
previous pressure on ST3+ agency that 
was covering a trainee extended 
induction at a YTD cost of £32k but this 
has now ended. (921) (£73,747)

Urology Planned Care (£8,358)  £   57,748 

We have been covering 2 WTE ST1/2 
vacancies with agency at a YTD cost of 
£65k. This should now reduce as we 
only have 1 WTE vacancy following the 
August rotation. Underspend in month 
is due to a one-off benefit of £17k. (19) £19,383
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The main overspending wards areas are shown below with the reasons for the overspend: - 

- Non Pay 

There has been a cost pressure of circa £1k per day associated with the broken Combined Heat and 
Power (CHP) system. The CHP is now back on site and operational. All available funding to support 
this has been drawn down from the CHP contingency reserve, leaving a reported £130k YTD 
pressure as at month 5. 

ICP

Cost Centre
 In Month 
Variance 

 YTD 
Variance Reasons for Overspend Action to address overspend

Bluebell  Ward - Eph 17,641£   39,732£    
Bank band 2  to cover sickness, vacancies and 
one to one cover requirements 

Intermediate Care Unit 15,495£   55,563£    
Nurse bank spend to cover sickness and 
vacancies

Poppy Ward - Eph 11,228£   31,557£    
Bank band 2  to cover sickness, vacancies and 
one to one cover requirements 

Planned Care Division

Anaesthetic Support 1,781£     43,869£    
£43k pressure YTD on bank shifts due to 
premium bank rate that was previously paid Premium bank rate has now ended

Bridge Ward (44) 6,551£     54,002£    

There are currently 7 WTE band 5 vacancies 
being covered with bank and recharges from 
other wards

Band 5 new starters due in Sep/Oct 
which will reduce need to over cover 
with band 2

Castle Ward (52) 19,538£   87,263£    

Covering Nurse long term sickness at a YTD 
cost of £21k. Bank band 2 is £66k over ytd 
with £42k relating to nurse specials

LTS  has now returned, however 
ongoing issues due to patient acuity

Palace Ward (45) 12,375£   58,498£    
Bank band 2 is £50k over ytd due to 
escalation beds

Funded as 21 beds, funding required for 
additional 7 beds

Theatre Recovery 6,457£     50,721£    

£22k pressure YTD on bank shifts due to 
premium bank rate that was previously paid. 
Also £15k YTD pressure on Nurse Band 5 
which is offset with £15k underspend on 
Anaesthetic Support (but relating to Prof & 
Tech posts) Premium bank rate has now ended

Ward 30 - The Childrens 
Unit 4,868£     23,207£    

Overspend relating to bank (booked as 
sickness cover) Shouldn’t continue as covering sickness

Urgent Care Division

Emergency Department 2,736£     62,537£    

Nurse band 7 -is 2.25 WTE over established 
due to ANP training posts. Bank usage to 
cover sickness and vacancies

Review underway to establish whether 
the ANP posts should be funded by 
vacant posts on ED Medical

Gp Assessment Unit 4,893£     40,285£    
Nurse band 5 Budget pressure of 0.79 WTE 
£12K YTD

Nurse band 5 leaving and wont be 
replaced

Meadows Ward (43) 6,652£     39,016£    
Overspend due to bank usage for exclusion, 
vacancy and sickness cover

Ward 49 - Foregate 
Ward 13,079£   60,946£    

Overspend due to bank usage for vacancy, 
sickness cover and patient acuity

Ward 54 2,921-£     131,440£ 

Growth monies have been used to fund 28 
Beds from month 5 - (£277K) in year and 
(£415K) YTD. This has helped the in month 
position on the ward.
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• Cost Reduction Scheme (CRS)
The CRS target is set at 5% equating to £11.2m, and is ahead of plan by £491k at the end of month
five. However, it should be noted that £3.65m of this target is profiled to be delivered in March
2020, if this was profiled evenly as is the rest of the target the CRS position would move adversely
by £1,521k to £1,030k behind plan;

1.1 Non Recurrent Central Funding 

The Trust submitted the final Financial Plan for 2019/20 on the 4th April 2019 and accepted the control 
total deficit of £8.040m. If delivered, additional non recurrent funding will be received as detailed below 
and enabling the Trust to deliver balanced financial position post central funding: 

Non Recurrent Central Funding £m 
Provider Sustainability Fund (PSF) 3.809 
Financial Recovery Funding (FRF) 3.515 
Marginal Rate Emergency Tariff (MRET) 0.716 
Total 8.040 

The Trust is required to deliver to financial plan at the end of each quarter to be able to access the 
associated PSF and FRF for that period. The profile of the funds available is shown in the table below and 
reflects the same profile as the previous financial year. The MRET funding is payable quarterly in advance 
and as such the Trust has received £358k to date. 

Under achievement of PSF nationally (at year end) is redistributed based on a centrally determined 
(unknown) funding formula. The Trust was notified on 3rd July that the share to be received relating to 
2018/19 will be £277k. This additional income sits outside the monitored position. 

Month Q1 Q2 Q3 Q4 Total
PSF 15% 20% 30% 35% 100%
Financial Value 571,350     761,800     1,142,700        1,333,150 3,809,000       
MRET 25% 25% 25% 25% 100%
Financial £ 179,000     179,000     179,000            179,000     716,000           
FRF 15% 20% 30% 35% 100%
Financial £ 527,250     703,000     1,054,500        1,230,250 3,515,000       
Total Plan 1,277,600 1,643,800 2,376,200 2,742,400 8,040,000
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1.2 Income and Expenditure Summary 

The table below summarises the financial position as at August,  both pre and post PSF: 

Please note: (Favourable) / adverse 

2.0 Commissioner Income 

For the financial year 2019/20, all contracts are based on Payment by Results (PbR) where national tariffs 
are available and locally agreed tariff where necessary i.e. the contracts are cost and volume based. 

The exception to this is the “blended approach” included within the 19/20 National Tariff Framework. This 
requires provider organisations to agree a “cap and collar” threshold for marginal rates to share the 
financial risk above and below agreed activity baselines. This is applicable to A&E and non-elective activity 
only (excluding obstetrics) and only for contracts where the value of this activity is greater than £10m. 
Therefore this only applies to the West Cheshire Clinical Commissioning Group (WCCCG) contract. There 

KEY VARIANCES Annual Aug YTD Aug YTD Aug YTD Aug YTD
Budget Budget Actual Variance Variance
£000s £000s £000s £000s % of budget

INCOME
Income - England (195,979) (80,798) (81,329) (531) 0.7%
Income - Wales (26,548) (10,997) (9,794) 1,203 -10.9%
Other Clinical Income (10,196) (4,477) (4,735) (258) 5.8%
Non Patient Income (14,853) (6,466) (6,539) (72) 1.1%
INCOME (247,577) (102,738) (102,396) 342 -0.3%
PAY
Nursing 63,866 26,805 26,891 86 0.3%
Medical 49,914 20,639 20,896 257 1.2%
Admin & Clerical 22,450 9,394 9,280 (114) -1.2%
AHP, Therapies, Diagnostics & Pharmacy 26,232 10,968 10,537 (431) -3.9%
Other 15,654 6,632 6,660 28 0.4%
Vacancies taken to CRS (non recurrently) (676) (676) 0 676 -100.0%
TOTAL PAY 177,440 73,762 74,264 502 0.7%
NON PAY
Drugs 20,910 8,419 8,301 (118) -1.4%
Medical & Surgical Equipment 11,406 5,237 5,119 (118) -2.3%
Depreciation 4,444 308 308 0 0.0%
CNST 7,803 3,251 3,251 0 0.0%
Furniture & Office Equipment, Equip Hire & Computers 4,156 1,735 1,803 68 3.9%
Other 33,912 15,266 15,208 (58) -0.4%
TOTAL NON PAY 82,631 34,216 33,990 (226) -0.7%
CRS (4,454) 491 0 (491)
TOTAL - PRE PSF & DONATED ASSET TRANSACTIONS 8,040 5,731 5,858 127

PSF (Provider Sustainability Fund) (8,040) (2,373) (2,650) (277)
POST PSF CONTROL TOTAL (0) 3,358 3,208 (150)
DONATED ASSET TRANSACTIONS (14) (5) (5) 0
I&E (SURPLUS) / DEFICIT (14) 3,353 3,203 (150)
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are different approaches within the region in terms of where the “cap and collar” is set and associated 
marginal rates. The Trust has agreed with West Cheshire CCG to a phased cap and collar approach: 

Therefore, if the financial value of activity is above or below the planned baseline by up to 1% then the 
Trust will be paid or retracted 20% of the full tariff. For activity between 1% and 2% then the payment will 
be 50% of the full tariff. For activity above or below 2% then 100% of the tariff will be paid or retracted.  

The table below shows the month five cumulative activity and value variance by point of delivery. Caution 
needs to be taken when reviewing the income due to the high proportion of un-coded activity experienced 
at the start of the financial year: 

Summary for all Commissioners:- 

At the end of August 2019 (month five) the total contract income (for all commissioners) is below plan with 
a reported £706k adverse variance.  

Please note the following key points in relation to income: 

• The activity baselines have been set on forecast outturn with the growth identified through the
financial planning process included and thus accounted for in the table above;

Performance Marginal Rate
0% to 1% 20%
1% to 2% 50%
Over 2% 100%

Point of Delivery Activity Variance YTD 
(actual activity 

delivered compared to 
funded baseline where 

(x)/x is 
underperformance / 
overperformance)

Value Variance YTD 
(financial value 

variance of activity 
units delivered 

compared to funded 
baseline  where (x)/x 
is underperformance 
/ overperformance)

R
A
G

Movement 
from Previous 

Period

Daycases (553) (£370,728)  (£306,173)
Elective Inpatients (106) (£537,796)  (£43,723)
Non-Elective Inpatients (exc Maternity) 185 £798,756  £248,867
Non-Elective Inpatients - Maternity (38) (£170,416)  (£25,987)
First Outpatients (1,366) (£254,796)  (£76,000)
Follow Up Outpatients (211) (£47,229)  (£38,917)
Outpatient Unbundled & Procedures (483) (£38,006)  (£18,773)
Maternity (94) £126,692  £105,966
A&E Attendances (1,215) (£189,200)  (£50,511)
Best Practice Adj'ts 0 £346  £13,312
AMD 542 £549,774  £18,420
Adult Crit Care & Neonatal (152) (£160,910)  £124,884
Other Non PBR & CQUIN 0 (£412,131)  £27,151
PBR & Non PBR Variance (3,491) (£705,646) (£21,484)
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• The high volume of un-coded activity at month 5, currently 9% of total activity compared to 3% at
month 12 2018-19;

• The Betsi Cadwaladr University Health Board contract has been agreed and signed on 21st May
2019 now the 2019/20 tariff issue has been resolved nationally.

• At the end of August, there has been an over performance on English activity of £497k but this has
been more than offset by the underperformance on Welsh activity of circa £1,203k. This under
performance is across all points of delivery but in particular, daycase and elective activity (£909k),
outpatient activity (£340k), A&E activity (£189k) and neonatal critical care (£165k).

• For August reporting, in conjunction with the operational management team the adult critical care
baseline has been re-profiled based on the 2018-19 profile. Therefore, the critical care baseline has
been reduced by circa £300k year to date to reflect the increase in activity and acuity in the latter
half of the year. By amending this profile, adult critical care has gone from an underperformance in
July of £179k to a £4k overperformance year to date in August.

• There were 14 lists that were cancelled during the week commencing 22nd July 2019 and another 17
lists cancelled during the week commencing 29th July 2019. There were several reasons for this such
as no anaesthetic support, lack of availability of staff and the inability to backfill lists when
consultants have taken annual leave. These cancelled lists equates to approximately 96 procedures
with an estimated income of circa £102k:

• The declining trend in Obstetric deliveries experienced in the last financial year continues with an
£173k under performance across both England and Wales at the end of month five. It is anticipated
that due to the private community midwifery provider One to One recently going into
administration (31st July 2019) that this position may recover due to the transfer of patients back to
the Trust. This has materialised in the August position as maternity bookings are £106k above plan
in month and £127k year to date.

• The Acute Macular Degeneration (AMD) over performance is due to an increase in activity and the
associated income will be utilised in part to fund the additional drug costs incurred; and

• The significant reduction in Neonatal activity during May has not continued in June and July but is
low in August and is showing an under performance of £58k in month and therefore £165k year to
date. This under performance in the month of August is solely due to English activity. As with all
activity, the income is only recognised when babies are discharged from the Neonatal Unit. During
April 2019, there were on average 8 babies on the unit on a daily basis compared to just to 4 babies

Specialty
Number 
of Lists

Average 
No. of 

Patients 
per List

Total 
Procedures

 Average 
Daycase / 
Elective 
Tariff 

Income Specialty
Number 
of Lists

Average 
No. of 

Patients 
per List

Total 
Procedures

 Average 
Daycase / 
Elective 
Tariff 

Income

Breast Surgery 0 1 0 2,353£    -£        Breast Surgery 1 1 1 2,353£     2,353£    
ENT 0 3 0 1,350£    -£        ENT 1 3 3 1,350£     4,050£    
General Surgery 4 2 8 2,158£    17,264£ General Surgery 3 2 6 2,158£     12,948£ 
Gynaecology 0 2 0 1,141£    -£        Gynaecology 3 2 6 1,141£     6,846£    
Ophthalmology 2 4 8 662£       5,296£    Ophthalmology 3 4 12 662£        7,944£    
Oral Surgery 5 4 20 633£       12,660£ Oral Surgery 3 4 12 633£        7,596£    
Orthopaedics 2 2 4 3,117£    12,468£ Orthopaedics 0 2 0 3,117£     -£        
Plastic Surgery 1 4 4 801£       3,204£    Plastic Surgery 3 4 12 801£        9,612£    
Total W/C 22/07/2019 14 44 50,892£ Total W/C 29/07/2019 17 52 51,349£ 
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each day in May, 9 babies each day in June, 8 babies each day in July and 5 babies in August. For the 
same period in the 18/19 financial year there were on average 8 babies each day in April to August. 
Warrington & Halton Hospitals are also experiencing a similar reduction in activity, but Wirral and 
Southport & Ormskirk Hospital are reporting a similar, if not increased, level of activity compared to 
the previous year. 

The chart above does not include activity for babies that are still on the Neonatal unit. 

Please see appendix 1 for tables detailing the activity and value variance by specialty and point of 
delivery. 

2.1 Non-Commissioner Income 

At the end of August 2019, non-commissioner income is showing a favourable variance of £364k. This is 
due to the following:- 

• £151k due to a favourable recovery of RTA income. This relates to several large claims that have
been settled in April and May this year. It is not known whether this will continue; and

• Private patient income is £37k below plan for quarter one. This is due to the suspension of face to
face private patient activity in February 2019 whilst a quality, safety and governance review was
undertaken. This will continue to be a financial pressure until this suspension has been lifted.

3.0 Key Variances 

The table below summarises the divisional financial performance and identifies the value of the variance 
attributable to CRS and PBR performance: - 
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3.1 Agency Spend 

Despite significant investment in nursing and medical pay through the 2019/20 financial plan, agency 
expenditure continues. The position as at August 2019 is shown in the table below and the agency ceiling is 
set at £4,576k for 2019/20:- 

4.0 Cash Releasing Savings (CRS) 

In order to sign up to the control total and thus enable access to the central funding (£8m), the Trust has 
set an ambitious CRS target for 2019/20. All departments and divisions have been set a 5% target which 
equates to £11,192k (5%). If delivered in full this will close the financial gap and also provide some 
mitigation for other risks identified within the plan. The CRS target has been allocated as follows and 
performance can be found in section 4.1:- 

Divisional Variances
Aug YTD 

Var
CRS YTD 

Var
PBR YTD 

Var
Pressure YTD 

exc CRS & PBR
£000s £000s £000s £000s

Planned Care 1,554 818 925 (189)
Urgent Care 488 312 (311) 487
ICP (289) 91 (158) (222)
D&I 389 419 49 (79)
Nurse Management (10) (1) 0 (9)
Corporate Services 29 (68) 0 97
Central (CRS) (2,062) (2,062) 0 0
Central Services 28 0 201 (173)
Total (before PSF & Donated Assets) 127 (491) 706 (88)

Agency Spend by Staff 
Group 14/15 15/16 16/17 17/18 18/19 19/20

19/20 Annual 
Straight Line 

Projection
Admin & Clerical 119,858£         163,219£         180-£  85,760£          88,172£          45,274£          108,657£         
Medical 2,531,112£      3,911,032£      2,743,172£      3,268,433£      3,339,110£      930,823£         2,233,976£      
Nursing 830,776£         642,734£         380,679£         747,847£         662,413£         79,776£          191,463£         
Allied Health Professional 177,384£         218,871£         75,470£          171,820£         222,289£         91,507£          219,618£         
Health Care Scientists 115,743£         161,736£         252,863£         99,009£          110,124£         42,593£          102,224£         
Total 3,774,873£      5,097,592£      3,452,004£      4,372,869£      4,422,108£      1,189,974£      2,855,938£      

Agency Ceiling 4,459,000£      4,576,000£      
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4.1 August 2019 CRS Performance 

CRS performance as at the end of August 2019 is reported as £491k ahead of plan, as detailed below. 

If the full target was profiled evenly there would be a further adverse movement of £1,521k in the month 
five position. 

4.2 In Year & Recurrent CRS Performance 
Total CRS schemes delivered in year and recurrently are shown below: - 

Division / Department  2019/20 In Year CRS 
Target £ 

Planned Care 4,046,829
Urgent Care 2,246,688
ICP 643,169
D&I 2,055,574
Nurse Mgmt 105,423
Corporate Clinical 4,956
IM&T 278,405
HR 173,369
Trust Administration 89,832
Finance 77,386
PPD 92,714
Procurement 28,106
Central 1,349,133
TOTAL 11,191,584 

CRS DIVISIONAL PERFORMANCE AS AT AUGUST 2019

Division / Department
Target to 

AUG
Achieved to 

AUG  Var  JULY Var Movement
Planned Care 1,686,179£   867,917£          818,261£          682,819£     135,442£       
Urgent Care 936,120£       624,305£          311,815£          192,141£     119,674£       
ICP 267,987£       177,067£          90,920£            92,819£       1,899-£           
D&I 856,489£       437,088£          419,401£          369,042£     50,359£         
Nurse Mgmt 43,926£         45,417£             1,490-£              2,808£         4,298-£           
Corporate Clinical 2,065£           1,000£               1,065£              652£            413£              
IM&T 116,002£       174,726£          58,724-£            50,498-£       8,226-£           
HR 72,237£         46,492£             25,745£            30,390£       4,645-£           
Trust Administration 37,430£         12,033£             25,397£            24,465£       932£              
Finance 32,244£         28,308£             3,936£              925£            3,011£           
PPD 38,631£         115,638£          77,007-£            83,650-£       6,643£           
Procurement 11,711£         -£  11,711£            9,369£         2,342£           
Central 562,139£       367,669£          194,470£          219,276£     24,806-£         
Central - Risk Reserve 4/12ths 735,396-£       735,396-£          588,317-£     147,079-£       
Central - Profile Adjustment 1,520,833-£   1,520,833-£      1,216,667-£ 304,167-£       
TOTAL 2,406,930£   2,897,661£       490,730-£          314,426-£     176,304-£       
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Status Definition 
Blue Complete Scheme delivered, budget savings removed for year 

Green Active Low Risk, Confident of delivery, milestones on track but not removed 
from budget due to future start date  

Amber Active Minor risk, Fairly confident of delivery but actions/minor issues to be 
resolved to ensure delivery within the timeframe  

Red Active High Risk, Significant issues to be resolved before savings can be 

2019/20 EFFICIENCY PROGRAMME PERFORMANCE AS AT AUGUST 2019

Division / Department

 2019/20 In 
Year CRS 

Target  Outstanding reen Amber Red Gap
Planned Care 4,046,829£   1,527,768£       38% 2,519,061£      ## 369,336£     1,686,784£   218,012£               
Urgent Care 2,246,688£   878,769£          39% 1,367,919£      ## 410,082£     105,000£       613,620£               
ICP 643,169£       355,544£          55% 287,625£          ## 50,000£       92,416£         133,209£               
D&I 2,055,574£   783,990£          38% 1,271,584£      ## 356,671£     70,000£         623,681£               
Nurse Mgmt 105,423£       53,000£             50% 52,423£            ## 12,000£       -£               40,423£                 
Corporate Clinical 4,956£           3,580£               72% 1,376£              ## -£             -£  946£  
IM&T 278,405£       212,714£          76% 65,691£            ## 49,602£       -£               -£  
HR 173,369£       77,450£             45% 95,919£            ## 20,216£       19,122£         50,081£                 
Trust Administration 89,832£         21,622£             24% 68,210£            ## 3,100£         7,500£           57,610£                 
Finance 77,386£         52,375£             68% 25,011£            0£  2,000£         15,000£         8,011£  
PPD 92,714£         123,221£          133% 30,507-£            ## 1,500£         -£               34,507-£                 
Procurement 28,106£         -£  0% 28,106£            ## -£             -£  -£  
Central 1,349,133£   882,407£          65% 466,726£          ## -£             466,726£       -£  
TOTAL 11,191,584£ 4,972,440£       44% 6,219,144£      ## 1,274,507£ 2,462,548£   1,711,086£            
Central - Risk Reserve 1,764,951-£   1,764,951-£      1,764,951-£            
REVISED TOTAL 9,426,633£   4,972,440£       53% 4,454,193£      ## 1,274,507£ 2,462,548£   53,865-£                 

53% 8% 14% 26% -1%
53% 22% 26%

IN YEAR

 Achieved  

2019/20 EFFICIENCY PROGRAMME PERFORMANCE AS AT AUGUST 2019

Division / Department

 2019/20 
Recurrent 

CRS Target  Outstanding Green Amber Red Gap
Planned Care 4,046,829£    1,008,733£    25% 3,038,096           393,776£      146,412£     3,352,172£ 854,264-£     
Urgent Care 2,246,688£    710,035£       32% 1,536,653           42,281£        194,300£     -£             1,300,072£ 
ICP 643,169£       152,575£       24% 490,594              -£              10,000£       5,000£         475,594£     
D&I 2,055,574£    686,456£       33% 1,369,118           231,497£      249,232£     195,000£     693,389£     
Nurse Mgmt 105,423£       13,000£         12% 92,423 -£              -£             -£  92,423£       
Corporate Clinical 4,956£           5,160£           104% 204-  -£              -£             -£  204-£            
IM&T 278,405£       64,550£         23% 213,855 16,089£        -£             20,500£       177,266£     
HR 173,369£       28,282£         16% 145,087 -£              11,718£       17,000£       116,369£     
Trust Administration 89,832£         15,604£         17% 74,228 -£              3,100£         2,500£         68,628£       
Finance 77,386£         41,257£         53% 36,129 -£              -£             3,000£         33,129£       
PPD 92,714£         115,187£       124% 22,473-  -£              1,500£         -£             23,973-£       
Procurement 28,106£         -£                0% 28,106 28,106£        -£             -£  -£             
Central 1,349,133£    882,407£       65% 466,726 -£              -£             466,726£     -£             
TOTAL 11,191,584£ 3,723,246£    33% 7,468,338           711,749£      616,262£     4,061,898£ 2,078,429£ 
Central - Risk Reserve 1,764,951-£    1,764,951-£         1,764,951-£ 
REVISED TOTAL 9,426,633£    3,723,246£    39% 5,703,387£         711,749£      616,262£     4,061,898£ 313,478£     

39% 8% 7% 43% 3%
39% 14% 46%

RECURRENT

 Achieved  
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realised e.g. 
- Opportunity savings identified but plans not yet worked up

accurately
- Cross divisional issues to address
- Potential negative impact on quality/safety
- Requires investment?

Gap Yet to be 
activated 

High Risk 
- Pipeline schemes with no value/milestones etc identified
- Unidentified balance

4.3  CRS Approach for 2019/20 – Actions taken and Next Steps 

The following actions / steps have been taken / implemented: 

• Any under delivery of the 2018/19 “original” CIP, critically reviewed and rolled forward where
appropriate;

• Any under delivery of the 2018/19 “Recovery Plan” CIP, critically reviewed and rolled forward
where appropriate;

• Confirm & challenge sessions have been held with all Divisions, and Corporate areas, with
particular regards to challenging the identified cost pressures for 2018/19 & 2019/20;

• Review of benchmarking information (i.e. Model Hospital Portal, NHS Improvement Corporate
benchmarking etc.);

• Appointment & challenge from, external financial support;
• Program Initiation Documents (PIDs) completed where necessary;
• Identified a lead, and a Division, for all schemes;
• Anticipated financial benefit identified for all schemes;
• Obstetrics has continued the underperforming trend, and hence a critical review is required

to look at expenditure, and activity capture (i.e. coding);
• A financially efficient temporary staffing model is now in place;
• Review of the growth income target and corresponding expenditure budgets;
• Review of reserves;
• Further drill down of overspending areas including medical and nursing pay;
• Continued weekly vacancy control panel;
• Focused work needs to continue, with regards the current material human resources cases, in

order to reach a conclusion; and
• Given the CRS shortfall, measures to accelerate the implementation of the CRS

transformational schemes need to be taken.

5.0 Capital Expenditure  

Capital spend for the period April to August was £2.6m against a plan of £2.3m.  

Urgent and Necessary schemes have continued to be approved at risk by Corporate Leaders Group (or its 
equivalent) and the cash impact has been mitigated by access to additional interim revenue loans. 

However on 10th September 2019 the Trust was notified that it’s Capital Loans for minor equipment for 
both 2018/19 (£4.9m) and 2019/20 (£4.6m split across 2 years) had been approved. We have to submit a 
monthly schedule for draw down shortly.  Work is now taking place to ensure that equipment is procured 
appropriately and that timescales are taken into account. 
We have also received confirmation that the funding for the LED lighting project (£1.5m) has been 
approved. 
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The current major schemes are at the following stages: 

• The Neonatal Building – the gas and water-pipe diversions are now complete.  Excavation is
underway for the installation of the foundations.  The planned completion of footings is expected
by the end of October 2019.

• The Emergency Department - Site works are progressing to plan.  Foundations are now 60%
complete.  The delivery of structural steels is scheduled for week commencing 9 September, and
construction is expected to commence later that week.

• LED Lighting – Implementation is on track (approx. 70% complete).  So far, approximately 1,000 LED
self-testing Emergency Lights have been installed to meet the requirements of LG01 lighting
standard for Hospitals & Healthcare premises.

• CHP – The CHP is now operational and currently generating between 1.2MW and 1.4MW. During
the re-commissioning of the CHP engine, the engineers from CAT-Finning have experienced
technical challenges in keeping the engine within its operational temperature parameters.  This has
especially been the case when trying to run the CHP at full load (1.6MegaWatts).  This issue now
appears to be resolved, and the engine is being closely observed whilst it continually runs at high
load as part of the proving process over the next few days.  Positively, the implementation of LED
lighting is already meaning that the hospital’s electrical demand is less than it was before the roll-
out commenced.  Therefore, engineering focus is now energised in looking at how we ‘modulate
the quantity of electricity generation to best match the demands of the hospital in that hour of the
day.  In addition, for any excess supply that gets fed back into the National Grid, the Estates
Department are investigating options to receive payment from our energy supplier (N-Power).

6.0 Working Balances and Cash 

Contract Receivables (Trade Debtors) decreased from 11 to 9 days at the end of August 2019, 
predominantly due to the receipt of £2m received from Wirral FT.  There is no cash benefit of this as we 
paid Wirral a similar amount which reduced our creditor’s position. 

The closing cash balance at the end of August is £5.7m, which was £4.4m ahead of plan, due to cash 
currently being ring-fenced for capital creditors from 2018/19, and receipt of the PSF funding relating to 
the prior financial year of £3.2m in July. 

Receipt of the previous year’s PSF funding of £3.2m will help with the Trusts in year cash position.  There 
may not be a cash requirement until Q4, as we have now received notification, this week that the capital 
loans of £4.9m and £4.6m have now been approved.  They are currently discussing how the portion of the 
18/19 loan application that was managed through revenue will be dealt with.  This is also dependant on 
the Trusts ongoing financial performance against plan. 

Cash balances continue to be monitored on a daily basis, feeding into a rolling 13 week cash-flow and the 
Trust remains in close communication with NHSI to ensure that all future cash funding requirements are 
clearly identified. 

Capital and revenue cash funding and expenditure are clearly segregated as per monitoring and reporting 
requirements.  This includes £2.6m currently held in a separate designated account for the delivery of the 
Neonatal Unit, which is excluded from the cash figures above. 
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7.0 Key Risks and Mitigation 

The following key risks and mitigation have been identified as at the end of month five: 

• The CRS target for 2019/20 is a significant risk with a considerable proportion red rated (26%) and
limited management capacity to deliver. Divisions and departments continue to identify and
implement schemes, organisation wide schemes are being pursued and support from an external
turnaround director has been sought. The joint efficiency programme with the CCG continues;

• Failure to deliver the CRS programme and failure to balance operational budgets will impact on the
Trust’s cash balances. Daily cash flow forecasting is in place with NHSI aware of the Trust’s position.
Revenue distress loans will be applied for accordingly with £3.5m received to date this financial
year;

• There are a number of risks relating to capital and associated charges to the Trust specifically:

o There is limited (£500k) capital included within the 2019/20 capital cash loan for the
implementation of the new Electronic Patient Record (EPR);

o The financial plan currently makes no allowance for changes anticipated as a result of the
required changes to the remaining lives of property assets following a change in Royal
Institute of Chartered Surveyors (RICS) guidance, although further work is ongoing.

• The Financial Plan for 2019/20 contains very limited levels of contingency;

• The Procurement savings top sliced (£1.3m) may not deliver in full and hence widen the financial
gap. Monitoring of non-pay budgets is in place to track anticipated savings;

• The potential risk associated with the implementation of the new Electronic Patient Record (EPR);
and

• The Control Total may not be delivered should the risks above all materialise and therefore central
funding may not be received in full.
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Appendix 1A: Activity Variances by Specialty & Point of Delivery 

DC EL NEL OPFA OPFUP OPPROC Maternity A&E Non-PBR Total
100 General Surgery (39) 2 (22) (320) (398) 4 0 0 0 (773)
101 Urology (35) 40 0 9 (10) (23) 0 0 0 (19)
103 Breast Surgery 23 (14) 3 (37) (82) 17 0 0 0 (90)
104 Colorectal Surgery (1) (14) (15) (85) 359 4 0 0 0 248
106 Upper GI Surgery (3) (5) (2) 104 295 0 0 0 0 389
107 Vascular Surgery (17) (30) 13 23 (118) 97 0 0 0 (31)
110 Trauma & Orthopaedics (23) (71) 94 (563) (98) (145) 0 0 0 (806)
120 ENT (60) 14 44 (2) 46 196 0 0 0 239
130 Ophthalmology 31 (10) (5) (290) (961) 314 0 0 0 (921)
140 Oral Surgery (284) (7) 0 (20) 6 0 0 0 0 (305)
143 Orthodontics 0 0 0 (64) (57) (876) 0 0 0 (997)
144 Maxillo-Facial Surgery 142 2 3 (326) (214) 174 0 0 0 (219)
160 Plastic Surgery 72 (27) 106 79 326 1 0 0 0 557
170 Cardiothoracic Surgery 0 0 0 (5) (0) 0 0 0 0 (5)
180 A&E 0 0 56 0 0 0 0 (1,215) 0 (1,159)
191 Pain Management 72 (1) (1) 60 (96) (0) 0 0 0 33
223 Paediatric Epilepsy 0 0 0 (5) 19 0 0 0 0 15
300 General Medicine 15 4 47 (219) 9 (4) 0 0 0 (148)
301 Gastroenterology 79 (6) (8) (23) 675 4 0 0 0 720
302 Endocrinology 12 1 (4) 31 (193) (1) 0 0 0 (152)
303 Clinical Haematology (96) 24 (14) (0) (270) (1) 0 0 0 (357)
306 Hepatology 0 0 0 10 600 0 0 0 0 610
307 Diabetic Medicine 0 (1) (8) 0 (745) (5) 0 0 0 (758)
315 Palliative Medicine 0 0 0 4 81 0 0 0 0 85
320 Cardiology 33 (6) (26) (105) 90 10 0 0 0 (4)
324 Anti Coag 0 0 0 (19) 33 0 0 0 0 14
329 TIA 0 0 0 0 0 0 0 0 0 0
330 Dermatology 26 1 0 (84) (136) (422) 0 0 0 (615)
340 Respiratory Medicine (7) 4 (18) (53) (368) 237 0 0 0 (204)
361 Nephrology 0 (2) (1) 60 (14) (0) 0 0 0 44
410 Rheumatology 20 (1) (1) (43) 192 (61) 0 0 0 106
420 Paediatrics (3) 14 (209) (82) (268) 22 0 0 0 (526)
430 Geriatric Medicine (0) (0) 159 4 75 0 0 0 0 237
501 Obstetrics 0 0 (38) 0 0 (16) (94) 0 0 (148)
502 Gynaecology 62 (28) (13) 49 29 49 0 0 0 149
503 Gynaecological Oncology 0 0 0 0 0 0 0 0 0 0
650 Physiotherapy 0 0 0 288 736 0 0 0 0 1,024
651 Occupational Therapy 0 0 0 164 531 0 0 0 0 695
653 Podiatry 0 0 0 (1) 72 0 0 0 0 72
654 Dietetics 0 0 0 91 (37) 0 0 0 0 54
655 Orthoptics 0 0 0 (9) (235) 0 0 0 0 (244)
812 Diagnostic Imaging 0 0 0 0 0 (59) 0 0 0 (59)
822 Chemical Pathology 0 0 0 11 (34) 0 0 0 0 (23)
831 Medical Microbiology 0 0 0 0 (32) 1 0 0 0 (31)
987 HIV 0 0 0 0 (19) 0 0 0 0 (19)

ENDO Endoscopy (574) 0 0 0 0 0 0 0 0 (574)
SMART SMART 0 11 5 0 0 0 0 0 0 17
Other Other 0 0 0 0 0 0 0 0 (152) (152)

Total (553) (106) 148 (1,366) (211) (483) (94) (1,215) (152) (4,033)

Specialty Description
Total Activity

Point of Delivery
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Appendix 1B: Value Variances by Specialty & Point of Delivery 

DC EL NEL OPFA OPFUP OPPROC Maternity A&E Non-PBR Total
100 General Surgery £17,891 £11,942 (£66,963) (£57,301) (£29,412) £548 £0 £0 £0 (£123,296)
101 Urology (£25,577) £36,367 £12,864 £336 (£316) (£4,290) £0 £0 £0 £19,383
103 Breast Surgery £73,840 (£39,181) £2,055 (£6,791) (£5,529) £6,589 £0 £0 £0 £30,983
104 Colorectal Surgery £147 (£75,350) (£61,606) (£20,012) £15,319 £828 £0 £0 £0 (£140,673)
106 Upper GI Surgery (£5,079) £7,075 £3,508 £17,869 £23,861 £0 £0 £0 £0 £47,233
107 Vascular Surgery (£20,256) (£127,578) £71,922 £5,206 (£10,651) £5,152 £0 £0 £0 (£76,205)
110 Trauma & Orthopaedics (£108,727) (£248,029) £118,064 (£58,783) (£7,551) (£27,798) £0 £0 £0 (£332,823)
120 ENT (£81,191) £55,587 £13,414 (£52) £1,774 £23,315 £0 £0 £0 £12,847
130 Ophthalmology £26,810 (£26,157) (£6,319) (£45,093) (£52,146) £29,158 £0 £0 £0 (£73,747)
140 Oral Surgery (£141,284) (£6,558) (£2,618) (£2,774) £379 £0 £0 £0 £0 (£152,856)
143 Orthodontics £0 £0 £0 (£12,163) (£4,359) (£103,924) £0 £0 £0 (£120,446)
144 Maxillo-Facial Surgery £82,662 £990 £1,410 (£49,832) (£14,659) £23,211 £0 £0 £0 £43,781
160 Plastic Surgery (£29,166) (£66,996) £42,296 £11,114 £17,977 £19 £0 £0 £0 (£24,757)
170 Cardiothoracic Surgery £0 £0 £0 (£1,265) (£47) £0 £0 £0 £0 (£1,312)
180 A&E £0 £0 £268,659 £0 £0 £0 £0 (£189,200) £0 £79,458
191 Pain Management £28,127 (£960) (£14,365) £12,370 (£4,457) £343 £0 £0 £0 £21,058
223 Paediatric Epilepsy £0 £0 £0 (£1,191) £3,967 £0 £0 £0 £0 £2,775
300 General Medicine £6,024 £5,657 £117,479 (£41,079) (£2,875) (£349) £0 £0 £0 £84,857
301 Gastroenterology £30,075 (£33,072) (£5,842) (£4,154) £34,944 £429 £0 £0 £0 £22,380
302 Endocrinology £6,851 £516 (£21,259) £7,685 (£14,351) (£72) £0 £0 £0 (£20,629)
303 Clinical Haematology (£67,604) (£45,516) (£45,551) £25 (£14,353) (£128) £0 £0 £0 (£173,128)
306 Hepatology £0 £0 £0 (£3,191) £47,718 £0 £0 £0 £0 £44,527
307 Diabetic Medicine (£1,567) (£4,889) (£7,039) (£536) (£69,763) (£645) £0 £0 £0 (£84,439)
315 Palliative Medicine £0 £0 £0 £1,487 £19,449 £0 £0 £0 £0 £20,935
320 Cardiology £40,525 (£51,227) (£66,429) (£15,430) £7,771 £2,286 £0 £0 £0 (£82,505)
324 Anti Coag £0 £0 £0 (£1,527) £243 £0 £0 £0 £0 (£1,284)
329 TIA £0 £0 £0 £0 £0 £0 £0 £0 £0 £0
330 Dermatology £10,612 £332 £0 (£10,920) (£7,459) (£43,513) £0 £0 £0 (£50,948)
340 Respiratory Medicine (£931) £5,858 (£74,718) (£14,555) (£36,495) £56,872 £0 £0 £0 (£63,969)
361 Nephrology £0 (£2,294) (£1,440) £10,586 (£2,762) (£123) £0 £0 £0 £3,967
410 Rheumatology £8,091 (£7,209) (£274) (£11,031) £12,315 (£12,621) £0 £0 £0 (£10,728)
420 Paediatrics (£794) £26,227 (£72,308) (£25,933) (£31,079) £3,130 £0 £0 £0 (£100,756)
430 Geriatric Medicine £1,744 £12,736 £625,105 £158 £4,091 £0 £0 £0 £0 £643,834
501 Obstetrics £0 £0 (£172,816) £0 £0 (£3,407) £126,692 £0 £0 (£49,532)
502 Gynaecology £25,911 (£74,414) £18,411 £7,735 £2,105 £8,262 £0 £0 £0 (£11,991)
503 Gynaecological Oncology £0 £0 £0 £0 £0 £0 £0 £0 £0 £0
650 Physiotherapy £0 £0 £0 £21,023 £41,346 £0 £0 £0 £0 £62,369
651 Occupational Therapy £0 £0 £0 £20,276 £56,193 £0 £0 £0 £0 £76,469
653 Podiatry £0 £0 £0 (£49) £4,520 £0 £0 £0 £0 £4,471
654 Dietetics £0 £0 £0 £12,452 (£4,253) £0 £0 £0 £0 £8,199
655 Orthoptics £0 £0 £0 (£973) (£19,050) £0 £0 £0 £0 (£20,023)
812 Diagnostic Imaging £0 £0 £0 £0 £0 (£1,377) £0 £0 £0 (£1,377)
822 Chemical Pathology £0 £0 £0 £1,516 (£3,837) £0 £0 £0 £0 (£2,320)
831 Medical Microbiology £0 £0 £0 £0 (£804) £100 £0 £0 £0 (£704)
987 HIV £0 £0 £0 £0 (£4,991) £0 £0 £0 £0 (£4,991)

ENDO Endoscopy (£247,860) £0 £0 £0 £0 £0 £0 £0 £0 (£247,860)
SMART SMART £0 £108,348 (£46,954) £0 £0 £0 £0 £0 £0 £61,394
Other Other £0 £0 £0 £0 £0 £0 £0 £0 (£23,268) (£23,268)

Total (£370,728) (£537,796) £628,686 (£254,796) (£47,229) (£38,006) £126,692 (£189,200) (£23,268) (£705,646)

Specialty Description
Total Value

Point of Delivery
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Appendix 2:  Statement of Financial Position and Cash Flow 
Statement 

August 2020 2019/20 2019/20 2018/19 
Actual Plan Out-Turn 

Statement of Financial Position £000 £000 £000 
Property, Plant and Equipment 
Opening 95,232 100,719 97,880 
Capital Spend 2,553 2,334 7,350 
Depreciation (1,929) (1,928) (4,293) 
Disposals (42) (41) (63) 
Revaluation - - (5,642) 
Closing 95,814 101,084 95,232 
Current Assets 
Opening Cash Balance 7,434 1,252 9,112 
Increase/(Decrease) (1,769) - (1,678) 
Closing Cash Balance 5,665 1,252 7,434 
Inventories 1,757 1,499 1,687 
Contract and Other Receivables 8,920 10,468 9,575 
Prepayments 3,732 3,375 1,634 
Neonatal Designated Account 2,591 1,700 2,591 
Total current assets 22,665 17,704 22,921 
Liabilities < 1 Year 
Trade and Other Payables  (9,382) (7,203) (8,316) 
Capital Payables (2,842) (2,217) (4,400) 
Accruals (3,089) (3,750) (3,750) 
Provisions (536) (519) (530) 
Deferred Income (4,448) (1,625) (2,552) 
Other Payables (including Tax and Pension) (7,592) (7,200) (7,204) 
Loans (ITFF) (4,871) (4,686) (4,747) 
PPP Loan (66) (66) (41) 
Total Net Current Assets (10,161) (8,972) (8,619) 

Liabilities > 1 Year 
Provisions (1,262) (1,350) (1,272) 
Loans (ITFF) (36,285) (39,952) (32,964) 
PPP Deferred Income (1,565) (1,564) (1,592) 
PPP Loan  (1,995) (1.994) (2,037) 
Total Assets Employed 44,546 47,252 47,748 

Capital & Reserves 
PDC 66,612 66,612 66,612 
Revaluation Reserve 5,039 5,625 5,039 
Income & Expenditure Reserve (27,105) (24,985) (23,903) 

Total Capital & Reserves 44,546 47,252 47,748 
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August 2019 2019/20 2019/20 2018/19 
Actual Plan Out-Turn 

Cash Flow Statement £000 £000 £000 

Surplus (450) (565) (2,474) 
Working Balance Movements 581 (2,125) 3.757 
Donated / Grant Funded Asset Additions 83 84 223 
Disposal Proceeds - - 96 
PPP Income/Interest - non cash movements (28) (28) (65) 

220 (2,634) 1,537 

Other non cash movement       127 791 - 
Capital Expenditure (4,111) (3,891) (6,824) 
New PDC - - 3,012 
Purchase of investments - -          - 
New Loans 3,446 7,120 6,722 
Loan re-payments Principle (1,125) (1,125) (4,686) 
PPP Loan Repayments Principle (19) (19) (37) 
Interest Payable (322) (252) (674) 
Interest Received 49 10 102 
PDC Dividend Paid - - (830) 

Cash Inflow / (Outflow) (1,769) - (1,678) 

Opening Cash Balance 7,434 1,252 9,112 

Closing Cash Balance 5,665 1,252 7,434 
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Appendix 3: 2019/20 Overall Triangulated Narrative 
(Comparison of April to August 2018/19 to 2019/20) 

Accident & Emergency Attendances down 1,028 

But, Non Elective Admissions up 749 

And, Discharges (less than admissions) up 510 

Therefore, Additional Non Elective patients up 239 

Average number of occupied Beds up 24 

But, Elective admissions  down 102 

Daycases up 425 

Maternity Admissions  down 71 

Notes 

1. The link between the decrease in Accident & Emergency attendances, and the corresponding
increase in non-elective admissions, could possibly relate to a change in pathway, with some patients
effectively now bypassing Accident & Emergency and going straight to the ward.

2. The conversion rate in Accident & Emergency (i.e. the number of patients who are subsequently
admitted, following an attendance) has remained relatively constant between April to August 2018/19
(24.2%) and 2019/20 (24.9%).

3. However, the number of medically optimised and Delayed Transfers of Care (DTOC) in April, May,
June, July and August 2019 (5,190 bed days) is higher than the corresponding period in April, May, June,
July and August 2018 (3,947 bed days). Unfortunately, the numbers have been rising steadily since the end
of winter monies in March 2019. The main reasons for discharge delays being packages of care, lack of
Flintshire capacity (across all Points of Delivery), and the lack of Elderly Medical Infirm (EMI) nursing
capacity, for severe dementia patients.

4. In addition, the impact on income not yet been seen, as discharges are not keeping pace with
admissions (i.e. tariff only crystallises on discharge, and patients are still admitted).

5. The increase in the average number of occupied beds is driving the staffing demand (i.e. to service
the increase in the number of beds over the corresponding period last year).
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Item Reference and Title Agenda item 13 – Report from the Chair of the Finance & 
Performance Committee 

Date of Meeting 
Board of Directors – 17th September, 2019 

(from Finance & Performance Committee on 23rd July 2019) 

Author(s) Mr Andrew Higgins, Non –Executive Director 

Alignment to Board Assurance 
Framework risk 

CR2, CR3, CR4, CR5, CR6, CR8, CR9, CR10. 

Alignment to CQC Domains Effective & Well Led 

Summary 
This report is intended to: 

• provide an update on the business of the Finance &
Performance Committee meeting on 23rd July, 2019.

• Request approval for changes to the Finance &
Performance Committee terms of reference within the
areas of capital and membership.

Recommendation(s) The Board is asked to: 

• Note the contents of this report.
• Agree a change to the Finance & Performance Committee

terms of reference within the capital programme section
to change ‘review and approve the Trust’s capital
programme’ to ‘review and recommend the Trust’s capital
programme’. And also to update the membership of the
F&P Committee to include the Director of Planning, and a
Governor to be noted as an observer.
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1.0 Key items of business discussed and agreements 

The Finance & Performance Committee met on 23rd July, 2019. 

As the first meeting of the Finance & Performance (F&P) Committee, it was noted that there were a number 
of agenda items relating to the formation and constitution of the committee; it was further agreed that the 
committee should seek to focus on a manageable number of key items with a view to establishing clearly 
improvement actions and/or solutions. 

- the F&P terms of reference agreed by the Board in June 2019 were reviewed,  a number of minor
amendments were identified and it was agreed that a change should be recommended to the Board that
F&P should recommend the Trust’s capital programme to the Board, not review and approve it.  It was also
agreed that further clarity will be provided to further meetings on the committees reporting to F&P.

- Terms of Reference for the Finance & Performance Assurance and Transformation Groups were
reviewed.  The role of the Transformation Group in promoting best for system thinking was noted.

- The report of the first meeting of the Transformation Group was received.  It was agreed that further
metrics to support the work of the Group were needed and were being developed.

- It was noted that the Audit Tracker had not been sufficiently followed up in recent months and it
was agreed that the Tracker will now be taken to the Executive Directors’ Group for escalation and
resolution of items.

- The Integrated Performance report was reviewed by the committee, restricting discussion to those items
that were within the remit of F&P.  Discussion took place on the usefulness of exception reporting, noting
that many such reports were a description of the problem, not how it would be resolved.  It was agreed that
in future there would be much greater emphasis on reporting improvement trajectories and similar items.

- The Month 2 Finance Report was discussed noting in particular the shortfall of £720k on planned income
and the pressure of £170k on medical pay.  It was noted that Welsh activity was £800k behind plan,
although it was hoped that this may be primarily a timing issue as a further £250k income is being
targeted.  The profiling of the CRS scheme was also discussed and it was agreed that a coherent narrative
is required to support this.  It was also agreed that the next meeting will include a focus on the largest
schemes, noting progress on delivering targeted savings.

- it was noted that the Trust has agreed to “slip” its Capital Programme for 2019/20 by 20%.

- The Workforce Race Equality and Disability Equality Standards were received and approved for
publication.
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2.0 Items for escalation to Board 

- Proposed amendment to F&P terms of reference in relation to the Trust’s Capital Programme;

- Intended developments around reporting and metrics to focus on improvement actions and solutions;

- More rigorous follow-up of the Audit Tracker;

- The month 2 finance position, particularly the early shortfall on planned income; and

- The 20% slippage on current year Capital Programme.

3.0 Recommendation(s)  

4.1 That the Board note the contents of this report. 

4.2 That the Board agrees a change to the Finance & Performance Committee terms of reference within 
the capital programme section to change ‘review and approve the Trust’s capital programme to ‘review 
and recommend the Trust’s capital programme’. And also to update the membership of the F&P 
Committee to include the Director of Planning, and a Governor to be noted as an observer. 
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Item Reference and Title Agenda item 14 - Countess of Chester Hospital NHS Foundation 
Trust Clinical Services Strategy 2019-2024 

Date of Meeting Board of Directors – 24th September 2019 

Accountable Executive Dr Darren Kilroy 
Executive Medical Director 

Author(s) Dr Darren Kilroy 

Alignment to Board Assurance 
Framework risk 

CR3 – Failure to collaboratively innovate and transform the Trust’s 
clinical services 

Alignment to CQC Domains Well Led/Safe/Effective/Responsive 
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Considered by:  

Draft strategy considered within a Board workshop (May 2019) 

Summary 
The COCH Clinical Services Strategy describes our intended scope 
of care provision over the next five years. It has been developed in 
consultation with internal and external stakeholders. The ethos of 
this Strategy is one of system collaboration, premised upon known 
and predicted clinical demand whilst being aligned in scope to the 
NHS Long Term Plan. The Clinical Services Strategy underpins a 
series of enabling strategies concerning workforce, estates and 
digital maturity and lays the foundation for the organisation’s 
future prosperity. 

Recommendation(s) The Board is asked to approve the content of the Clinical Services 
Strategy and support its implementation. 
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Financial impact: 
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173



Our five year 

Clinical Strategy
2019/2024

1
174



Executive Summary Introduction

This document describes how our Trust will develop 
and deliver its clinical services over the next five years 
to meet the challenges posed in the NHS Long Term 
Plan (January 2019, www.longtermplan.nhs.uk) which 
describes and anticipates a fundamentally changed 
health care offer over the coming five years, with up to 
one third of existing hospital appointments replaced 
by an alternative, digitally-facilitated patient offer, a 
renewed emphasis on same-day models of care, and a 
comprehensively reconfigured approach to discharge 
once clinical optimisation of inpatient care has been 
achieved.

It outlines how we will work with 
our health and care partners 
to enact new integrated and 
flexible models of care, tailored 
to the needs of our population 
in terms of ageing, complexity 
and a population preference for 
home-based or home-like care. 
It takes, as its guiding principles, 
our ongoing commitment to 
the provision of care that is 
founded upon the best available 
evidence, harnessing the skills of 
an educationally well-supported 
workforce, and assured in its 
safety by a sound and consistent 
methodology of quality 
governance. 

This strategy therefore describes 
how our services will be aligned 
to national policy and attuned to 
our place within a dynamic and 
evolving local care landscape. 
It reflects the established 
shift toward integrated care 
partnerships and recognises 
that as an acute provider, we 
have an important part to 
play in tackling the significant 
public health burdens present 
in our communities – smoking, 
alcohol, obesity – alongside 
our provision of complex 
and specialist services. More 
than ever before, we are care 
partners as much as we are care 
providers.

The purpose of this strategy is to describe how The 
Countess of Chester Hospital NHS Foundation Trust 
will deliver services over the next five years. 

Within that broad intent, it 
also draws out a range of core 
services, fundamental to the 
sustained provision of high-
quality care for our demographic 
and outlines the principles and 
architecture of how these will 
be delivered. The needs of the 
population are continuously 
changing and our understanding 
of how to deliver effective and 
safe care has matured. We 
know that people wish to have 
ownership of their own care 
needs and would prefer to 
access support and intervention 
at the most local level possible: 
enacting this at scale requires 
a significant change in the 
provision of community care. 
Evolving Primary Care Networks 
(PCNs) seek to address many 
elements of that change, but the 
need will remain for enhanced 
nursing and therapy provision 
within and between the PCNs 
to enable sustainable care 
provision of that type seven days 
per week. 

The appendices to the 
strategy describe, in detail, the 
demographic changes that will 
inform the scale and nature of 
clinical demand placed upon 
both our own Trust and that of 
the members of our Integrated 

Care Partnership in the time 
ahead. The challenge to delivery 
is considerable; so in turn is the 
significance of the requirement 
to deliver care via more 
innovative and forward-thinking 
methodologies. We have been 
careful in the development of 
this document, to accommodate 
the recommendations of 
national productivity reviews of 
those of our services deemed 
core to care provision. We 
have also been conscious of 
the need to reflect rurality, 
demand growth and other key 
variables in the determination 
of the shape of our future 
service model. The strategy 
presented here aligns to that of 
our partners and has evolved in 
consultation with them.

The purpose of a clinical 
strategy is not to give full 
detail about all of the services 
that are delivered, but to 
develop proposals for our 
services, in particular how our 
working practices will change 
to support the services we 
deliver. Subsequent sections 
of this document elaborate on 
this principle in order to clarify 
some specific, and particularly 
significant, aspects of the care 
we will provide. The full detail 
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Context and background

about individual services – their 
size, scope and operational 
capacity – are accommodated 
within the business planning that 
underpins year-on-year activity 
management. It is important to 
state, however, that the clinical 
strategy is not operationally 
nor financially naïve. Once 
realised, this strategy will, by 
providing the right care, at 
the right place, at the right 
time – supported by peer 
reviewed productivity metrics, 
appropriately broad and deep 
clinical coding, and a shared 
understanding of everyone’s 
role in effective and efficient 
delivery – provide a sound basis 
upon which our compliance 
with constitutional targets and 
our ability to function within an 
agreed financial envelope can 
be delivered. We know from 
experience that the alternatives 
to this approach – do nothing, 
or do little – are operationally, 
financially and clinically – 
unsustainable. 

This clinical strategy will, in 
turn, rely upon key enabling 
strategies to be formulated in 
the first year of this strategy – 
workforce, technology, estates, 
research, innovation and quality.

Most non-specialist acute 
provider Foundation Trusts have 
delivered a relatively traditional 

range of services in recent years. 
However, the NHS Long Term 
Plan (2019) has challenged 
and asked the NHS for the 
reconfiguration of health and 
care provision at a place based 
level, many elements of which 
have been in a developmental 
stage within our locality for 
some time. New ways of working 
have been described but not 
yet delivered in our emergent 
Integrated Care Partnership 
(ICP), and we have recognised 
and embraced the changes in 
our supply of workforce and the 
new roles afforded to us in how 
we deliver care.

The full realisation of a mature 
ICP, as it moves to delivery, 
will likely have a significant 
impact on the type and scope 
of healthcare that is offered 
to the population of West 
Cheshire; however importantly, 
our clinical strategy describes 
those elements of care that 
we anticipate will remain core 
to the acute hospital as the 
ICP evolves. This strategy will 
assess the known issues and 
requirements relating to West 
Cheshire ‘Place’ needs in the 
short term, but will naturally 
evolve with time as the plans 
within the wider health and care 
network of provision reach a 
state of secure delivery.

The current funding 
arrangements of the NHS have 
placed a greater emphasis 
on delivering efficiency 
with existing and reducing 
budgets. We have a growing 
and important quality and 
consistency mandate in terms 
of the national “Getting It Right 
First Time” (GIRFT) programme 
and an unprecedented focus 
upon productivity. This presents 
a golden opportunity to look 
at how services are delivered 
differently, at the same or 
higher quality but at lower 
cost. Within and around these 
challenges, we are committed 
to the sustained attainment 
of our constitutional targets, 
a reduction in unwarranted 
clinical variation, and the highest 
possible standards of assurance 
in relation to the core safety of 
all that we do in terms of clear 
and accountable governance.

The development of our 
clinical strategy has considered 
every circumstance where 
there is scope to develop our 
ways of working to provide 
better services for our 
patients. We have reviewed 
different approaches in other 
organisations and considered 
best practice models of care 
from across the UK. This strategy 
is underpinned and informed 
by extensive engagement with 
our clinical and management 
teams, leading to a truly 
clinically led proposal. Detailed 
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Outpatient Care

specialty-level discussions, data 
reviews and challenge sessions 
were supplemented by whole-
hospital workshops. The outputs 
of these sessions have been 
used in conjunction with other 
information, described earlier, in 
the production of this strategy. 
The clinical strategy has had 
input from clinicians, non-clinical 
managers, commissioners and 

external stakeholders. As has 
been outlined above, key to 
the successful realisation of this 
strategy is that we remember 
our role as partners within care 
provision; hence, the time 
and care taken to consult, and 
ensure alignment with, our 
community care colleagues is 
of particular importance in this 
endeavour.

Structure of this Strategy

The strategy approaches care 
provision over the next five years 
on a thematic basis, capturing 
within that approach the key 
clinical services we will continue 
to provide and giving outlines 
of the models of care that will 
underpin that core provision. 
New approaches to traditional 
models of care are identified; 
it does not, as has previously 
been identified, provide 
detailed service-level planning 
specifications and it must be 
read in conjunction with the 
enabling strategies outlined 
above.

The strategy is aimed at 
delivering proposals for our 
most pressing challenges. In 
common with many acute sector 
providers, these challenges 

revolve around clinical 
workforce and the financial 
unsustainability of providing 
a heterogenous group of site-
based specialty teams whose 
presence is often evolutionary 
and based on legacy rather 
than systematic planning. It also 
tries to identify and capture any 
opportunities that are available 
to the Trust. This strategy and 
its enabling documents will, in 
turn, be supported by a suite 
of operational policies that 
underpin every element of care. 
The provision of sound and 
consistent clinical governance is 
fundamental to the content of 
the strategy and this assumes 
a high importance for the 
patients we serve as innovative 
integrated models of care 
evolve to meet their needs.

The traditional structure of 
outpatient clinics has been 
in place for many years and, 
whilst the patient-level value 
of a face-to-face consultation 
with the clinician is, in some 
circumstances, of critical 
importance, many clinical 
scenarios are now better served 
by alternative approaches. We 
will embrace these alternatives 
in every available circumstance 
and develop mechanisms to 
provide them.

We will ensure that in-coming 
referrals to our services are 
swiftly and appropriately 
triaged, across the full range 
of our outpatient facility, using 
validated electronic referral 
systems backed by consistent 
clinical input. Where it is clear 
that the nature of the referral 
is straightforward, we will liaise 
with the referrer such that advice 
can be given electronically, 
or in conversation by phone 
between the referrer, the patient 
and a senior clinician within the 
Trust, in order to ensure that 
only those referrals for which a 
face-to-face on-site consultation 
is absolutely necessary will be 
arranged. Our performance 
in relation to the provision of 
alternatives to face-to-face 
outpatient consultations will 
be measured based upon peer 
evidence within the GIRFT 
and other programmes as 
appropriate. As is described in 
the accompanying workforce 

strategy, we will deploy our 
workforce based upon most 
appropriate skill set for the 
care need at hand, embracing 
pharmacists, therapists and 
specialist nurses alongside 
medical staff.

Our default model for the 
provision of all follow-up 
outpatient appointments will 
be that specialty-provided 
follow-up is not required unless 
by exception; furthermore, 
wherever follow-up is deemed 
appropriate, we will only enact 
that face-to-face if there is no 
other alternative that avoids 
that patient having to travel 
and attend an on-site review, 
employing the virtual clinic 
model, or electronic clinician-
to-clinician dialogue, wherever 
feasible. The principle will be that 
patients retain ownership of their 
own health condition at all times. 

The virtual clinic provides direct 
contact to a named consultant 
by email or telephone at 
specified times each week 
and this approach is useful 
for patients who are new to 
the service or re-presenting 
(i.e. those who have been 
seen previously and then 
discharged). The patient can 
have a face to face discussion 
with a clinician, via their phone, 
tablet or computer. We will 
embrace and embed this 
technology within our full range 
of outpatient service provision 
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and, in so doing, reduce the 
quantity of outpatient activity 
we provide on-site across all of 
our disciplines whilst maximising 
the value-added element of 
virtual consultation. General 
Practitioners will be able to 
access specialty clinical advice 
electronically or by phone, 
enabling direct communication 
with a senior clinician based 
within our teams in order to 
signpost, advise and support 
the provision of community-
based care without the need for 
patients to travel to our sites. We 
will capture and code that virtual 
support model to ensure that it 
is operationally and financially 
viable and sustainable.

We will, as outpatient services 
evolve, change the traditional 
workforce model within all of 
our clinic provision, including 
face-to-face. Our on-site 
clinic capabilities will focus 
upon core clinical services 
that cannot be provided in 
alternative settings within 
the health and care economy 
and the changes required to 
enact these alternatives will be 
developed collaboratively with 
our community care partners. 
On this basis, our on-site 
capacity in respect of dental 
services, maxillo-facial surgery, 
dermatology, diabetology, 
respiratory medicine, elements 
of plastic surgery and some 
other services will reduce, 
and we will signpost patients 

to alternative care provision 
in consultation with our ICP 
partners, if this will safely meet 
their care needs within a logical 
geographical area. These 
alternative sources of provision 
may be, for example, community 
care clinics, led and provided 
by therapists and specialist 
practitioners with focused 
clinical expertise available 
remotely as required. 

This changing shape of 
outpatient provision will see 
us assessing a progressively 
more complex, clinically higher-
acuity cohort of patients on-
site. Naturally, there will be 
occasions when, within the 
clinic environment, a patient 
is considered to require 
immediate admission to the 
specialist inpatient facilities 
we will continue to provide. 
In such situations, we will 
arrange the admission of that 
patient through the specialty 
assessment unit for that 
discipline. These patients will 
not simply be transferred to our 
Emergency Department unless, 
by exception, they require 
immediate resuscitation. They 
will remain under the care of a 
senior inpatient clinician at all 
times, from the clinic setting 
through to their eventual 
discharge. 

For some clinical outpatient 
activity, patients may be 
relatively ambulant even 

though their condition 
warrants face-to-face specialist 
assessment. These include 
many orthopaedic, urology, 
gynaecology, and other patient 
groups. Where it is clear that 
the main Chester hospital site is 
not fundamental to the safe and 
effective provision of outpatient 
activity for these assessments, 
then we will re-provide that 
clinical activity off the main 
hospital site, as described in the 
enabling estates strategy.

Working across the ICP, we will 
develop and widen the scope 
of pre-clinic test protocols and 
patient-completed assessment 
proforma, so that all patients 
who do require assessment 
and care within our specialist 
services are seen efficiently and 
swiftly, with their face-to-face 
contact time spent in actual 
dialogue with a clinician, rather 
than collation of information 
and data. We will develop and 
implement a suite of agreed 
protocols of this type that are 
electronically accessible to 
referring clinicians and can, 
in turn, be employed in the 
community setting to obviate 
the need for referral in the first 
place.
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Inpatient CareLong Term Conditions

We have a significant, 
demographically driven demand 
within our patient population 
related to the effective 
provision of long-term care. 
Strategically, the principles 
upon which we will support 
this provision are holism, the 
central importance of therapies, 
non-medical interventions and 
patient-determined goals in 
treatment. We will deploy our 
resources to support patients 
with long-term respiratory, 
endocrine, cardiological and 
other conditions within their own 
homes or in home-like settings 
by providing alternatives to 
on-site referral assessment and 
on-site case management.

Where patients with long-term 
conditions do present to our 
acute services – most usually 
through ambulance arrival and 
very often in the out-of-hours 
setting – we will deploy therapy 
and support staff at the point of 
initial assessment. This reflects 
radical shifts in workforce 
modelling that will be described 
within the accompanying 
Workforce Strategy. 

Exacerbations of known long 
term conditions will be managed 
on an assess-to-discharge basis 
rather than assess-to-admit, 
or even admit-to-assess. We 
recognise that for this large and 
vulnerable patient population, 
home is almost invariably the 
care location of choice, and we 

will reflect that fundamental 
right in our approach to care.

We will provide comprehensive 
and responsive palliative 
care for those of our patients 
identified as requiring this key 
intervention. Our workforce 
strategy describes the 
deployment of skilled clinical 
specialists we will use to ensure 
that this most important element 
of care is there for patients 
swiftly and consistently. We will 
build operational linkages to 
our hospice partners to enable 
patients to be managed in the 
most appropriate settings for 
their needs. 

Our provision of renal care for 
those of our patients requiring 
dialysis intervention, currently 
delivered via a ‘hub and spoke’ 
model with Wirral University 
Hospitals NHS Foundation 
Trust, will not be re-provided 
by us at The Countess. It is not 
our strategic intent to provide 
any element of acute renal care 
for our patient population. We 
recognise the complexity and 
specific care needs of patients 
requiring renal dialysis and will 
work with care providers in the 
development of a refreshed 
care model that accommodates 
the operational and clinical 
challenges of sustainable delivery.

It is now definitively accepted 
that many patients who present 
to hospital as an urgency or 
emergency can be managed 
safely and to a high quality 
standard without the need to 
stay in hospital as an inpatient. 
Likewise, procedures and 
interventions once leading to 
prolonged inpatient spells can 
now be accommodated safely 
in same-day or near-same-
day discharge models. We 
will change our approach to 
care provision such that each 
patient episode is approached 
as one suited to ambulatory, 
assessment-unit or same-day 
care, unless by exception. Where 
an inpatient bed is clinically 
necessary, this exception 
decision will be based upon 
assessment of that patient by a 
senior, experienced clinician. 

Our ambulatory care areas will 
be expanded and managed 
operationally, in collaboration 
with community care colleagues, 
such that they are able to 
function seven days per week, 
and we will secure and develop 
the facility to offer same-day 
medical and surgical care across 
seven days for a wide range 
of interventions. The scope 
and scale of the services using 
a same-day approach (day-
case) will be informed by best 
practice evidence from GIRFT 
and other peer review data. 
We will keenly monitor and 
manage our compliance with 

best-practice models of same-
day and near-same-day care on 
a team and individual clinician 
basis, minimising variation and 
managing challenges to that 
variation in the interests of safety 
and productivity. We will deploy 
criteria-led discharge across all 
suitable services to facilitate 
swift, safe transfers of care to 
home or social care settings 
for our medically optimised 
patients.

Our community care teams 
play a vital role in the care of 
patients as an alternative to, or 
a complementary element of, 
inpatient care. We will widen the 
scope of our community teams 
working with our ICP partners, 
in order to deliver as much 
care as is safely permissible in 
non-hospital settings, fostering 
and supporting seamless 
clinical management protocols 
provided as close to home as 
is practicable. We will ensure 
that all such pathways are 
backed by rigorous, shared and 
agreed governance processes 
that can be enacted across 
and between care providers. 
Where patients being managed 
within a community setting are 
assessed as requiring specialist, 
hospital-based care due to 
deterioration, complexity of 
need or some other factor, then 
liaison for assessment will follow 
the same approach as with 
any other referral. The default 
care option will be assessment 
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within our medical, surgical or 
gynaecological assessment area 
(or our paediatric assessment 
area for children), rather than 
admission into an inpatient 
bed. Our workforce strategy will 
describe the staffing models 
appropriate for the assessment 
unit approach, but these will be 
areas managed, and in some 
cases led by, non-traditional 
clinical roles such as specialist 
therapists. Patients who require 
care within one of our inpatient 
beds will be clinically reviewed 
by a senior member of their 
clinical team each day, seven 
days a week, and their discharge 
planning will commence even 
before they are admitted as part 
of the inpatient management 
plan, irrespective of specialty. 

The number of patients 
accessing Emergency 
Departments (ED) who require 
on-going emergency care has 
been increasing in recent years. 
This is recognised to have 
arisen not simply from higher 
acuity within the attending 
patient population, but from 
concomitant constraints within 
the inpatient and step-up 
and step-down capacity of 
most health economies. We 
will address that challenge in 
our Trust by ensuring that we 
provide a model of onward 
clinical assessment and pathway 
management that safely, 
consistently and appropriately 
identifies the best place for 

patient care for all ED attenders. 
Based on the analysis of our 
demand profiles in Chester, 
this means that we will enhance 
and improve the scale and 
scope of our acute and geriatric 
medicine assessment teams to 
enable our high-acuity and/or 
frail elderly patients to be cared 
for in an appropriate facility 
by an appropriate workforce. 
Our acute medicine service 
will become the ‘backbone’ 
of the medical assessment 
and admission pathway across 
the seven days of the week, 
providing care for the first 48 
hours of the patient journey. 

Our elderly care assessment 
and inpatient model will be 
improved and expanded to 
enable rapid identification 
and transfer of all appropriate 
patients out of the acute 
assessment space into age-
appropriate care, seven days 
per week, in collaboration with 
our ICP partners. We will work 
synergistically with colleagues 
in mental health to ensure 
and, in turn, assure, timely and 
responsive support for patients 
requiring non-physical care input 
as part of their journey to clinical 
optimisation. 

These improvements will enable 
us to re-focus our Emergency 
Department as the core care 
area for the very sickest and 
most vulnerable of our patients, 
with a rapid stabilisation and 

intensive treatment function 
provided by a multi-disciplinary 
core of highly skilled clinicians.

Patients who have received 
specialist care within our on-site 
facilities but who have been 
optimised for transfer home or 
to an alternative community care 
area are, by definition, no longer 
gaining benefit from inpatient 
hospital care and this can result 
in further deterioration of the 
patient if they remain there. 
These ‘stranded’ patients may 
often still have significant care 
needs best met outside the 
hospital. We will develop and 
enact multidisciplinary processes 
across all our inpatient wards to 
ensure that optimised, stranded 
patients are afforded definitive 
re-provision of their care in the 
appropriate setting with the 
same assertiveness as patients 
arriving into the assessment 
areas from the community or ED. 

We will also improve our 
provision of end-of-life care 
within our specialist services 
and seek to position ourselves 
as exemplars of end-of-life care 
provision. All patients whose 
clinical condition suggests 
that end-of-life care will form 
an important element of their 
stay with us will be sensitively 
involved in conversations on 
that basis; both the patient, 
their families and/or care-givers, 
and their community healthcare 
teams will be incorporated into 
management planning for end-
of-life care. Our clinical teams 
will be trained in end-of-life 
care across all disciplines. We 
have described above how our 
provision for palliative care will 
be strengthened through clear, 
accessible pathways and linkages 
to our hospice facilities, backed 
by an enhanced palliative care 
team who will ‘in-reach’ into all 
areas caring for patients on-site 
according to agreed, consistent 
referral criteria.
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Our local demographic (see 
appendices) demonstrates 
that many more people are, 
thankfully, living full and active 
lives in our area even with a 
wide range of chronic illnesses. 
However, relatively minor 
clinical conditions - a fall or 
urine infection – can readily 
precipitate decompensation 
in older people, in whom 
background health resilience 
is naturally compromised and 
this in turn can trigger the need 
for a step-up in care. We will 
provide a model for assessment 
and clinical management of 
such patients that assumes 
semi-ambulatory, same-day or 
near-same-day on-site care, 
backed by an enhanced elderly 
care clinical team. Where frail 
or elderly patients present 
to ED, our elderly care team 
will in-reach and identify this 
vulnerable patient cohort and 
assume clinical management of 
those patients until the point of 
optimisation and transfer.

Referrals from the geriatric 
service to other, highly specialist 
clinical specialties – our 
respiratory, endocrinology, 
gastroenterology, cardiology 
and surgical teams – will 
only be made where there is 
demonstrable added clinical 
value for that patient and will be 
enacted through a direct referral 
between senior clinicians within 
our teams. We will minimise 
such inter-team referrals, 

Frailty and Elderly Care Services Respiratory Conditions

focussing instead on early, 
consistent and multi-disciplinary 
case management, with pro-
active discharge planning, 
attention to detail on holistic 
elements of care, and sensitive 
end-of-life conversations where 
appropriate.

Where our much older 
patients require bed-based 
interventional specialist care 
within our surgical services 
– be they general surgery,
gynaecology, orthopaedics or
any other discipline – then we
will develop a care model that
places the focus of management
with our geriatric teams, re-
providing specialist surgical
intervention as an ‘in-reach’
element of care rather than
the traditional surgical in-
patient stay. We will enable our
surgical specialists to maximise
their skills in the provision of
procedures, including decision
making and the provision of
post procedure advice.

Respiratory disease presents a 
very significant challenge to our 
patient population; together 
with cancer and cardiovascular 
disease, it is a leading cause 
of death amongst adults in 
Cheshire West and Chester (see 
appendices).

Based upon the age and 
comorbidity profiles of 
our population in respect 
of respiratory disease, we 
will develop and deliver an 
integrated respiratory service 
that meets the needs of the 
respiratory population and 
the health care teams in West 
Cheshire. We will ensure that 
our on-site specialist respiratory 
services provide care for patients 
based on population need, 
making full use of virtual and 
electronic patient management 
wherever possible and tailoring 
our inpatient model of care 
to reflect those changes. Our 
respiratory medicine team will 
provide specialist in-reach to 
other areas of the hospital in 
liaison with senior clinicians within 
other disciplines. Specialised 
elements of respiratory care 
will be re-modelled where safe 
and appropriate to do so, in 
partnership with neighbouring 
Trusts and other care providers, 
enabling us to offer a swift and 
effective service to our core 
population.

We will work with our ICP 
partners to enable a system-

wide respiratory network that 
will serve the professional 
community by producing 
guidance, guidelines and 
pathways for all aspects of 
non-malignant adult respiratory 
care. Reference has been made 
elsewhere to the need for 
strong and consistent clinical 
governance of our multi-
disciplinary pathways; nowhere 
more so is this required than in 
the management of respiratory 
disease. We will develop and 
deliver care based upon best 
practice guidance. Our default 
care model will be one of virtual, 
ambulatory, same-day or near-
same-day assessment and 
management.

We will work with primary care 
networks and community teams 
to develop and deliver locality-
based specialist respiratory 
medical and nursing clinics, 
according to population need. 
We will in addition ensure that 
home oxygen assessment 
services are provided according 
to national guidelines, reducing 
the need for on-site outpatient 
visits wherever possible, 
using near-patient blood gas 
technology to determine care 
need and plan management in 
the best possible care setting 
for the patient, including home-
based non-invasive ventilation 
for those patients with an 
identified need for that degree 
of support.

14 15
181



CardiovascularDiabetes

Our patient demographic 
suggests an existing 5% disease 
prevalence for diabetes, with 
the trend being upwards. On 
that basis, we will improve 
and remodel our care for this 
significant patient population. 
Our approach to diabetes case 
management will be one of 
community and primary care 
as the fulcrum of provision 
with specialist clinical support 
as required for that small 
proportion of patients who 
require inpatient care at points 
of acuity or complexity. 

Our approach to care will be 
one of advice and support 
delivered virtually or via in-
reach into community settings. 
Where patients are under the 
care of other teams within our 
organisation, we will enable 
specialist diabetology advice 
and support to be provided 
to those clinical teams as 
required, based upon senior 
clinical liaison. As a result of 
this suite of interventions, we 
do not anticipate the need 
for an inpatient bed base for 
diabetology within our service 
model.

As a health economy, Chester 
and West Cheshire has a lower 
death rate from stroke and 
heart disease than the national 
average amongst those aged 
under 75 (see appendices), 
we still face significant care 
challenges in relation to the 
effective management of heart 
failure, valvular heart disease 
and arrhythmia amongst our 
older patient population, 
many of whom may require 
intervention within the context 
of other long-term health needs. 
We will develop our cardiology 
services as an in-reach model 
of care, tailoring our specialist 
services to reflect a virtual or 
ambulatory approach to patient 
management and working 
across our ICP to provide 
community-focussed care.

We will provide focussed 
inpatient cardiology care only 
for those patients in whom 
alternatives are inappropriate 
and for whom care within the 
acute or care of the elderly 
teams’ inpatient facilities does 
not adequately address the 
clinical need. We will work 
with health and care partners 
in the realisation of cardiology 
service reconfiguration at scale 
across the wider economy, but 
do not anticipate the provision 
of complex cardiology care 
on our site. Where there is a 
clinically identified need for 
complex cardiological care, we 
will support hub provision of 

that care in specialist centres, 
reducing our bed base whilst 
securing the provision of local, 
medium-acuity cardiology 
services enacted via non-bed-
based care.

As with our approach to 
respiratory and diabetes-
related disease, we will 
ensure that the governance 
of our multidisciplinary and 
community-focussed clinical 
model for cardiovascular 
disease management is clear, 
accountable and consistent 
across all elements of the 
service.

We will, in addition, develop 
and deliver services for the 
care of venous thrombo-
embolic disease that enable us 
to maximise ambulatory and 
community management. Our 
model of care will see close 
integration between primary, 
emergency and acute medicine, 
and specialised surgical services, 
such that we identify, assess 
and manage patients receiving 
care within our organisation who 
are at risk of thrombo-embolic 
pathology quickly, safely and 
with consistency. 

We will continue to provide 
and develop our stroke services 
within existing partnership 
arrangements and work with 
other care providers across 
the regional network to ensure 
that our pathways of care, 
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especially in relation to the 
surgical management of carotid 
arterial disease and stroke 
rehabilitation, best meet the 
needs of residents of Chester 
and West Cheshire. Where 
changes to existing pathways 

make sense for our population, 
we will lead the introduction of 
those changes and ensure that 
the implications for supporting 
diagnostic and therapy services 
are fully understood, addressed 
and realised. 

We will provide a wide range 
of surgical specialist services to 
meet the clinical needs of our 
patient population, including 
ophthalmic, colorectal, urology, 
orthopaedics, gynaecology, 
breast and onco-plastic surgery 
and will develop the scale of 
this provision to ensure that we 
accommodate the challenges 
of increasing demand for 
these core elements of surgical 
care. Surgical care will be 
administered effectively and 
yielding maximal productivity, 
and our enabling estates 
strategy will describe the 
realisation of this. We will 
provide care using same-day or 
near-same-day models wherever 
safe to do so supported by best 
practice guidance and peer 
review evidence from GIRFT 
and other bodies. In the context 
of an increasingly elderly and 
more clinically complex patient 
population, we will support the 

Surgical Services

safe provision of surgical care 
by in-reach medical specialist 
support as required; where it is 
clear that the primary care needs 
of patients are medical, but a 
surgical procedure is required, 
we will adopt a surgical in-reach 
methodology such that the 
primary provider of inpatient 
care is within the medical team 
irrespective of the surgical 
intervention required. 

Some other aspects of existing 
surgical care will change, to be 
accommodated in partnership 
with other regional acute 
service providers, backed by 
collaboration within our ICP 
and, where relevant, the input 
of specialised commissioning. 
These areas of practice include 
our non-onco-plastics services, 
our ENT service, maxillofacial 
surgery and dental care. For 
some of these services, effective 
and productive models of care 

will be delivered through shared 
service agreements and hub-
spoke arrangements that enable 
us to maximise the availability 
of specialist expertise for our 
patient population at scale. This 
will include the re-fashioning 
of services through outpatient 
delivery, on our own site or 
on that of an alternative care 
provider, as determined from 
our demographic data and the 
needs of our patient population. 
The age and acuity profile of 
our catchment area mandates 
us to widen our provision for 
ophthalmic and orthopaedic 
surgery. The complementary 
workforce and estates strategies 
will set out the prospectus for 
these changes, contextualised 
by the revised core clinical offer 
described in other sections of 
this document.

We will support and strengthen 
our provision of acute 
emergency surgery on a seven-
day basis. This is a fundamental 
element of the architecture of 
our acute and emergency care 
offer as an organisation. We 

will provide emergency surgery 
within the requirements of NHS 
England Seven Day Services 
clinical standards supported 
by appropriate diagnostics as 
described elsewhere in the 
strategy. Furthermore, we will 
develop our vascular arterial 
hub model with specialised 
commissioner support, working 
with our spoke sites to ensure 
full realisation of the potential 
of this hosted service. The 
strategic intent to develop our 
vascular model carries with it 
an equally clear intent to bring 
forwards a hub approach for 
our delivery of interventional 
radiology, not just for vascular 
services but in support of our 
emergency surgery, urology and 
maternity services as described 
elsewhere. The accompanying 
estates strategy is of key 
significance in this aspect of 
care model development for the 
organisation, as the execution 
of a mature vascular hub has 
important implications for the 
site and the facilities required in 
practice.
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Family Services Anaesthesia and Critical Care

Our clinical strategy sees us 
developing and affirming our 
commitment to the delivery of 
high-quality care for women 
in Chester and West Cheshire. 
We will provide safe, effective 
and productive maternity 
services, working in partnership 
within our health economy to 
ensure that our care provision is 
supported and guided by best 
practice evidence and national 
peer review. We will be active 
participants in higher-level care 
model revision within the ICP 
and beyond; our provision of 
neonatal services will be guided 
by regional reconfiguration 
within which we will advocate 
for a care model that sees us 
providing high-acuity maternity 
services on site, supported by 
our interventional radiology hub 
as described above.

In relation to paediatric services, 
we will develop and provide a 
care model that enables us to 
offer support to hub and spoke 

community-focussed patient 
management. Our specialist 
inpatient paediatric services 
will afford a responsive clinical 
support model to primary 
and community clinicians, 
enabling the vast majority of 
paediatric care to be provided 
at, or close to, home, family 
community hubs, within spoke 
units, or, where clinical need 
dictates, within our on-site care 
area. We will collaborate with 
neighbouring specialist units 
in the delivery of key elements 
of paediatric care, including 
paediatric surgery, enabling us 
to offer effective and efficient 
specialist care across a wider 
footprint. We will provide 
neonatal care at Level 2 acuity, 
supported by allied maternity 
and anaesthetic services as 
outlined elsewhere in the 
strategy and supported by our 
ongoing close links to regional 
neonatal specialist centres and 
the neonatal retrieval team.

Our shift toward higher-acuity 
clinical care brings with it a need 
to ensure we provide round-
the clock, high quality theatres, 
anaesthetics and critical 
care support for our patient 
population. We will continue 
to ensure that the scale and 
scope of our provision of these 
services is aligned to demand. 
Where appropriate, we will 
deploy outreach care to mitigate 
clinical deterioration of any 
patient within our organisation, 
reducing the need for intensive 
therapy by early intervention.  

We will develop and deliver 
programmes of care for the 
specific clinical scenarios of 
sepsis and acute kidney injury 
(AKI) to ensure that we are 
well placed to deliver timely, 
consistent clinical intervention 
for these critical conditions, 
reducing morbidity and 
mortality wherever possible. 

Our care offer for patients with 
chronic pain will be redeveloped 
to reflect a collaborative model 
with our community partners, 
harnessing alternatives to 
traditional medically-led 
provision by widening the 
scope of specialist nurses, 
complementary therapies 
and alternatives to drug-
based management of pain 
wherever clinically appropriate 
and supported by sound and 
reproducible evidence. As an 
acute care provider, we will 
ensure that all our staff are 
well equipped not only in the 
identification of how pain may 
declare itself differently within 
elderly patients or dementia, 
but in the appropriate options 
available to reduce discomfort 
and alleviate pain whatever the 
scenario at hand.
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Monitoring 
and Review of 

the Clinical 
Strategy

Radiology, Pharmacy and 
Clinical Support Services

The refashioned clinical care 
model described within this 
strategy requires robust and 
well-resourced support from 
a range of disciplines allied 
to patient-facing activity. We 
recognise the fundamental 
importance of these allied 
services and will ensure that our 
radiology, pharmacy, endoscopy, 
pathology and theatre provision 
meets the requirements of 
our core patient population. 
In some specialties, such as 
interventional radiology and 
pathology, this means that 
we will build upon existing 
and emerging collaborative 
networks of care in order 
that we align expertise with 
efficiency and productivity. We 
are fully committed partners 
in the Cheshire and Mersey 
sustainability programmes in 
relation to support services but 
will advocate for the needs of 
our local population and ensure, 
within regional reconfiguration, 
that the requirements we have 
as an organisation for radiology 
and pathology in particular are 
rigorous and clear. 

We will continue to offer 
a high-quality clinical 
haematology service to our 
patient population, working in 
partnership with other acute 
and long-term care providers, 
and community colleagues 
to develop a care model that 
shares senior clinical expertise 
across a regional footprint. We 
will utilise virtual consultations, 
electronic data sharing and 
telephone advice to primary 
and community care to ensure 
that we maximise the ability 
of haematology patients to 
receive their care at home or 
close to home but will retain a 
haematology bed base for those 
limited numbers of patients 
for whom care alternatives are 
inappropriate based upon a 
senior clinical determination. 
We will ensure that the inpatient 
haematology provision 
is supported by rigorous 
productivity metrics and will 
attune the inpatient model to 
regional service reconfiguration 
at the appropriate time.

This strategy relies upon 
supportive, productive and 
efficient work within our Divisions 
to translate its aspirations into 
operational plans. As was stated 
within the introduction, the 
clinical strategy is founded upon 
a measured assessment of future 
developments at this time and, 
in line with our approach of 
continuous improvement, will be 
subject to continuous evaluations 
as healthcare nationally and 
locally continues to develop. 
The strategy will be led by the 
Medical Director, who holds 
executive accountability for its 
development and execution.

A governance framework will 
be established enabling clear 
accountability for the delivery 
of the strategy and reporting 
to the Board. This will include 
detailed implementation plans 
with lead accountable individuals 
and timelines for completion. 
Quarterly reports will be received 
by the Quality and Safety 
Committee and six-monthly 
reports by Trust Board. This will 
provide assurance that we are 
achieving the commitments set 
out in the strategy.
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The Strategy will be reviewed 
by the Trust Board and will 
from that point form the basis 
of the Corporate Strategy 
thereafter. We will engage 
with key stakeholders to seek 
their support, and to ensure 
alignment with the place based 
strategies.

The enabling strategies will 
be developed and published 
according to a separate 
timetable.

Next Steps and Communicating 
the Strategy

Appendix
Glossary of Abbreviations

AHP Allied Healthcare Professional
AKI Acute Kidney Injury
C&M Cheshire & Mersey
CCG Clinical Commissioning Group
CHD Coronary Heart Disease
CoCH Countess of Chester Hospital NHS Foundation Trust
CQC Care Quality Commission
CRS Cost Reduction Strategy
CVD Cardio Vascular Disease
CWAC Cheshire West and Chester
CWP Cheshire and Wirral Partnership NHS Foundation Trust
ED Emergency Department (A&E)
ENT Ear, Nose & Throat
FT Foundation Trust
GIRFT Getting It Right First Time
GP General Practitioner
HCP Health & Care Partnership
HDU High Dependency Unit
ICP Integrated Care Partnership
ICU Intensive Care Unit
IR Interventional Radiology
LA Local Authority
LHB Local Health Board
LTC Long Term Condition
NHS National Health Service
NHS E NHS England
NHS I NHS Improvement
ONS Office for National Statistics
PBR Payment By Results
PESTL Political, Economic, Social, Technological & Legal
PMO Project Management Office
R&I Research & Innovation
SLR Service Line Reporting
SMArt South Mersey Arterial (Centre)
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• Clinical Strategy development commissioned by Acting Chief
Executive

• Specialty & Department Meetings with Medical Director
• Workshop 1 – to review outputs of meetings and key messages
• Follow up meetings with specialties and departments
• Workshop 2 – to review key strategic messages and goals
• First draft of Clinical Strategy produced
• Approval by Board of Directors of final Clinical Strategy

Process of Strategy Development Referral Growth

Speciality 2017/18 
Referrals

2018/19 
Referrals

Change Change %

Breast Surgery 2,485 2,449 -36 -1.4%

Cardiology 2,163 1,973 -190 -8.8%

Chemical Pathology 160 151 -9 -5.5%

Clinical Haematology 1,032 1,201 169 16.4%

Colorectal Surgery 3,006 3,467 491 15.3%

Dermatology 4,421 5,112 691 15.6%

Diabetic Medicine 722 575 -147 -20.4%

Dietetics 1,275 1,063 -212 -16.6%

Endocrinology 457 408 -49 -10.7%

ENT 6,487 7,247 760 11.7%

Gastroenterology 2,754 2,503 -251 -9.1%

General Medicine 401 241 -160 -39.9%

General Surgery 2,026 2,410 384 18.9%

Geriatric Medicine 927 829 -98 -10.6%

Gynaecology 7,023 7,400 377 5.4%

Hepatology 192 242 50 26.3%

Midwife Episode 1,530 1,399 -131 -8.5%

Nephrology 211 270 59 28.0%

Obstetrics 1,278 1,280 2 0.2%

Occupational Therapy 105 106 1 0.6%

Ophthalmology 4,715 4,892 177 3.8%

Oral Surgery 565 727 162 28.7%

Orthotics 318 382 64 20.0%

Paediatrics 4,216 3,286 -930 -22.1%

Pain Management 950 1,162 212 22.3%

Physio 2,407 2,687 280 11.6%

Plastic Surgery 1,529 2,030 501 32.8%

Respiratory Medicine 1,431 1,228 -203 -14.2%

Rheumatology 1,486 1,570 84 5.6%

SALT 652 617 -35 -5.4%

Trauma & Orthopaedics 3,289 3,472 183 5.6%

Upper Gastrointestinal 
Surgery

1,095 800 -295 -26.9%

Urology 2,786 2,995 209 7.5%

Vascular Surgery 1,856 1,786 -70 -3.8%

Total Referrals 65,950 67,960 2,010 3.0%
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Activity Change

Demographic Analysis

Activity Change 2016/17 2017/18 2018/19

Elective Inpatients 4,900 4,905 4,690

Elective Day Case patients (same day) 32,834 32,902 37,395

Non-elective (urgent) inpatients 31,916 31,991 32,682

Outpatients - first attendance 69,243 67,767 65,142

A&E 69,254 70,743 75,645

West 
Cheshire Age 

Range

2018 
Population

000’s

2028 
Population

000’s
Change
000’s

%
Change

0-19 50.4 51.9 1.5 2.98%

20-59 117.6 110.6 -7.0 -5.95%

60-79 51.6 58.6 7.0 13.57%

80+ 14.1 19.9 5.8 41.13%

Total 233.7 7.3 7.3 3.12%
To inform the Strategy we 
have analysed the projected 
demographic shifts in our 
West Cheshire and Flintshire 
populations over the next ten 
and twenty years. Currently West 
Cheshire (CCG catchment) has 
a population of 233,600, split 
48.5% males and 51.5% females. 
Flintshire (LHB catchment) has 
a population of 155,700 with 
approximately the same gender 
split. The population has a higher 
proportion of people aged 
over 45, with nearly 18% of the 
population over 65 compared to 
16% nationally. Life expectancy 
is improving in Cheshire West 
& Chester, men at 79.2 years 
and women at 82.3 years, the 
trend for life expectancy in the 
borough has been improving for 
the last 10 years. 

The rural localities in the 
borough have a higher 
percentage of people aged 

above 60 than the borough 
or nationally, together with a 
corresponding dip of those 
aged 20-39.  Rural localities 
generate one third of fall 
admissions with an injury in the 
over 65 year olds.  In Cheshire 
West & Chester 13.2% of 
households are single pensioner 
households, this compares to 
12.4% in England and Wales.   
Rural localities have the highest 
percentage of older people 
living alone in the borough, 
14.6% of those aged 65+ and 
9.2% aged 75+. 

Circa 14% of our over 85s are 
living in a care setting with adult 
social care currently providing 
services to circa 1,600 people 
over 85, of which 40% are in 
permanent long term care and 
60% are receiving services in the 
community.  

In the first ten years up to 

2028, population projections show our total catchment growing by a 
relatively modest 0.33% per year – equivalent to an increase of c1,300 
additional people each year living within West Cheshire and Flintshire.

In West Cheshire however, over the next ten years we will see a 
startling increase in our more elderly populations which will increase 
significantly the demand pressure on the Trust.

The table above demonstrates 
that West Cheshire will see 
a small (3%) increase, in the 
population age 0 to 19 years, a 
significant reduction (-6%) in the 
next cohort below the age of 60 
(which traditionally are the lowest 
utilisers of our services). After this 
however those in the age bands 
60 to 79, and those aged over 
80, will see significant increases 
of 14% and 41% respectively. 
Combined those over 60 we will 
see an increase of 12,800 or 20% 
(the highest current utilisers of our 
services).

Extrapolating the same growth 
to Flintshire adds another 8,500 
to those over 60 years, giving 
a catchment total increase of 
21,300.

Such increases in our elderly 
population of c2% per year 
will have a significant impact 
in the demand on our services, 
and how they are provided. 
The population we serve is 
increasing in number, and it is 
living significantly longer, with 
much greater co-morbidity 
challenges.  Already 80% of 
our inpatient acute beds have 
patients in them over the age 
of 75, and this will only increase 
in the coming years with the 
demand described above. This 
clinical strategy must describe 
how we will address this 
challenge.

In the 10 years from 2028 
both the increase in overall 
population size, and the rate 
of increase in the more elderly 
populations slows down.
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West 
Cheshire Age 

Range

2028 
Population

000’s

2038 
Population

000’s
Change
000’s

%
Change

0-19 51.9 51.1 -1.1 -2.12%

20-59 110.6 110.4 0.6 0.54%

60-79 58.6 60.0 0.6 1.02%

80+ 19.9 24.4 4.2 21.11%

Total 241.0 245.9 4.3 1.78%

The most significant increase is in those aged over 80 years, with a 
21% increase in the 10 years up to 2038, with this cohort accounting 
for almost all of the total change in the West Cheshire population size 
(increase of 4,200 people).

Data Source – Office for National Statistics (ONS) – 2016 Based Population Projections

Socio-economic Analysis

Cheshire West & Chester has a less deprived population profile 
compared to England, although some 14% of Cheshire West & Chester 
residents live within the 20% most deprived areas in England, with a 
further 13% living in the second most deprived 20%.  These areas are 
predominantly in Chester and Ellesmere Port. These communities 
experience a disproportionate amount of preventable poor health.

IMD 2007 Quintiles, Date: August 2011. NHS Western Cheshire, Paul Wright. Contains 
Ordance Survey data © Crown copyright and database right 2011. Licence No 100050534

Almost 1 in 15 babies are born to 
mothers under the age of 20 who 
are at a higher risk of poor mental 
health and living in poverty.  High 
teenage conception rates are 
linked with deprivation, however 
the teenage rates of conception 
are higher than expected. The 
number of children and young 
people aged 0-19 was 74,000 in 
2012, and is forecast to increase 
by 5% to over 77,500 by 2022. 

At a local level in West Cheshire 
some small areas record rates 

of child poverty at around 40% 
and around 1 in 3 children and 
young people live in more 
deprived areas. We also know 
that children in our more 
deprived areas have significantly 
higher rates of excess weight 
and hospital admissions for 
accidental injury and health 
conditions.

There is a significant educational 
achievement gap between those 
children who are eligible for free 
school meals and those who are 
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Health Inequalities Analysis

not, children who are in care and 
those who are not, and those 
who receive any form of special 
educational needs support 
compared to those who do not. 
For example, in 2014 28% of 
children eligible for free school 
meals achieved five GCSEs 
graded A*-C (including English 
and Maths) compared to 62% 
for children not eligible for free 
school meals.

The average property price in 
Cheshire West and Chester is 
more than £207,000, significantly 
higher than the national average 
of £184,000 and the regional 
average of £166,000. This shows 
the challenges that exist for 
residents wanting to get on the 
property ladder in the borough. 
We also know that the average 
price of property has increased 
by over £6,000 in the past 12 
months, showing how it is 

increasingly becoming difficult 
for first time buyers locally.

However, the challenges of 
affordable housing are much 
broader than those facing 
prospective buyers. There 
are currently 3,000 applicants 
registered on the waiting 
list for Social Housing in the 
borough, last year 204 people 
presented as homeless, and 
over 200 people were placed in 
temporary accommodation.
There are approximately 4,000 
residents in the borough 
with dementia who require 
support and services now, 
and in future years. CWAC 
also provides support to 
approximately 580 residents 
with mental health conditions, 
a further 900 residents with a 
learning disability, and about 
1,000 residents with a physical 
disability.

Cheshire West & Chester’s 
ageing demographics mean 
that we will have more people 
living long enough to develop 
conditions of ageing, becoming 
frail and developing impairment.  
The number of people with more 
than one long term condition 

will increase with this ageing, as 
it is currently estimated that 12% 
of people over 65 years of age 
have three or more long term 
conditions and 82% of over 85 
year olds have multi-morbidity as 
demonstrated in the graph below.

CHD
(4.7%)

Hypertension
(13.4%)

Heart 
failure 
(1.1%)

Stroke 
/ TIA 

(2.1%)

Diabetes
(4.3%)

COPD
(3.2%)

Cancer 
(2.5%)

Painful 
condition

(7.2)

Depression 
(8.2%)

Schisophrenia / 
bipolar (0.7%)

Dementia 
(0.7%)

Any 
other 

(30.5%)

Coronary 
heart disease

52 14 13 22 13 8 24 17 1 3 71

Hypertension 18 5 10 18 8 7 19 14 1 2 61

Heart failure 59 57 16 23 18 9 23 17 1 4 81

Stroke / TIA 29 61 8 19 12 8 22 21 1 5 63

Diabetes 23 54 6 9 8 6 21 18 2 2 63

COPD 19 33 6 8 11 7 23 18 1 2 70

Cancer 14 34 4 7 10 8 19 14 1 2 60

Painful 
condition

16 36 3 6 13 10 7 31 2 3 70

Depression 10 23 2 5 9 7 4 27 4 3 64

Schizophrenia 
/ biopolar

6 16 2 4 9 6 3 15 45 3 75

Dementia 21 41 6 18 13 9 8 19 32 3 83

Any other 
condition

11 27 2 5 9 7 5 17 17 2 2

There are circa 3,000 deaths per 
year in Cheshire West & Chester, 
three quarters of which are 
caused by three main diseases -
• circulatory diseases,
• cancer
• respiratory disease

Just over 1,000 deaths are under 
75s, a great proportion being 
from cancer.

The largest burden of ill health 
in Cheshire West & Chester 
are heart disease, stroke, 

cancers and mental health, 
with the key risk factors being 
smoking, raised blood pressure, 
alcohol and unhealthy weight. 
Additionally and significantly 
for CoCH the demand for 
service is changing due to 
the demographic change 
together with changing lifestyle 
behaviours such as smoking, 
increasing weight and excess 
drinking.

Just less than three quarters 
of adults in Cheshire West & 
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Chester do not participate 
in at least 30 minutes of 
moderate intensity activity at 
least three times per week, in 
addition physical activity levels 
decrease with age.  Lack of 
physical activity increases the 
risk of poor health outcomes 
such as coronary heart disease 
(CHD), stroke, type 2 diabetes, 
depression, dementia, some 
cancers and increased risk of 
falls and hip fractures in older 
adults.

It is estimated that 72% of adults 
in Cheshire West & Chester 
do not eat the recommended 
number of portions of fruit 
and vegetables each day, and 
that 23% of 4-5 years olds are 
overweight or obese, increasing 
to 34% in 10-11 year olds. These 
children are at risk of adult 
obesity.  22.7% of adults in the 
borough are obese.  In Cheshire 
West & Chester diseases related 
to overweight or obesity are 
estimated to be £90m per year.

Source: Association of Public Health Observatories.

Source: Population - NHSIA (Exeter) Register as at June 2009 - 2011; BMI recording - 
Graphnet Primary Care Database

Comparison of MSOAs in CWaC against All England MSOAs: 
Adult Obesity Estimates (2006-08)

Prevalence of obesity related ill-health such as diabetes is increasing.  
Half the recent increases in the prevalence of diabetes are due to 
trends in obesity and half due to the ageing population.  

Disease register % obese (no) % overweight (no)

Diabetes 49% (4,500) 34% (3,400)

CHD 34% (2,100) 39% (2,600)

Stroke 30% (860) 37% (1,100)

Circa 12,500 adults have been 
diagnosed with diabetes 
(5%) this prevalence is quickly 
increasing with circa an 
additional 600 people per 
year, this trend is expected to 
continue.

In Cheshire West & Chester 
circa 14% of the population 
are identified as having 
hypertension, some 51,170 
patients of whom 82% are 
considered to have their blood 
pressure under control.   28% of 
adults in the area have not had 
their blood pressure checked in 
the last five years. 

The World Health Organisation 
estimates that raised blood 
pressure causes around 11% of 
our burden of ill-health, as it is a 
significant risk factor for stroke, 
CHD.  The number of people 
with hypertension will increase 
as the population ages and 
becomes more overweight.
There are circa 5,350 patients 
on the stroke register and 2,100 

on the heart failure register, 
emergency rates for CHD are 
slightly higher than nationally, 
however death rates from heart 
disease and stroke in the under 
75s are lower than the national 
average.  The prevalence of 
disease is significantly higher in 
our most deprived areas most 
likely due to lifestyle behaviour.
It is estimated that there are 
16,500 higher risk drinkers 
and over 60,000 increased risk 
drinkers living in the area. 

Mortality from alcohol-specific 
disorders is significantly higher 
than the national average with 
hospital admissions that are 
alcohol attributable at 8% per 
annum; this has been rising by 
around 40% over a five year 
period.  There are about 2.4 
times more alcohol-related 
hospital admissions compared 
to alcohol-specific conditions.  
Admissions for alcohol related 
conditions peak in the 65+ age 
group and are significantly higher 
in the most deprived areas.
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Around 60 people under 
the age of 75 die each year 
in Cheshire West & Chester 
from liver disease, rates are 
significantly higher in the more 
deprived areas of the borough.  
It is estimated that 20% of 
adults in Cheshire West & 
Chester smoke, circa 54,000 
adults, with smoking prevalence 
highest among 20-24 year olds.  
In 2010/11 12% of pregnant 
women were smoking at time 
of delivery.  It is expected that 
smoking prevalence will follow 
the national downward trend.
A watchful eye on research 
regarding e-cigarettes may 
impact on the health system in 
future years.

Cancer accounts for 43% of 
deaths in the under 75s in 
Cheshire West & Chester.  The 
top ten cancers locally are -
• Upper GI
• Colorectal
• Trachea, Bronchus and Lung
• Malignant melanoma of skin
• Breast
• Female genital organs
• Prostate
• Bladder
• Non-Hodgkin’s lymphoma
• Leukaemia

Although incidence of breast 
cancer is high, the five year 
survival rate for breast cancer 
is 89%, better than nationally.  
Lung cancer incidence is in line 
with the national average but 
is the boroughs biggest cancer 

killer.  Incidence of prostate 
cancer is high, but probably due 
to opportunistic PSA testing, 
these men will need ongoing 
surveillance.  Similarly colorectal 
cancer incidence has been 
rising likely due to increased 
screening, survival rates have 
been increasing and therefore 
there will be a need for routine 
surveillance by colonoscopies.

The primary risk factor is 
age, beyond the age of 65 
the prevalence of dementia 
doubles with every 5 year age 
band.  3% of our over 65s have 
been diagnosed with dementia 
which is similar to the national 
average, but is probably an 
under estimate as research 
suggest this could be as high as 
7%.  The detected prevalence of 
dementia is increasing by circa 
75 patients per year with the 
local demographics this trend 
is only set to increase.  Those 
with a secondary diagnosis 
of dementia admitted to 
hospital are staying three days 
longer than other patients.  It 
is expected that the number 
of people diagnosed with 
dementia will increase by nearly 
1,820 by 2021 about 30% over 
the next 10 years.

The most common sexually 
transmitted infection (STI) 
diagnosed are chlamydia 
and genital warts, except for 
gonorrhoea.  The number of 
diagnosed STI cases has fallen 

and rates of infection are lower 
than nationally.  HIV numbers 
have been steadily increasing 
over the last 10 years but the 
area has a low prevalence rate in 
comparison to the North West.
The leading causes of sight 
loss are uncorrected refractive 
error, age-related macular 
degeneration, cataract, 
glaucoma and diabetic 
retinopathy.  Additionally there 
are large numbers of people 
living with a sight threatening 
eye condition.  Over the last 
10 years there has been an 
increase of 27% in the number 
of eye tests.  Ophthalmology 
has the second highest number 
of outpatient attendances 
nationally accounting for 8.9 
per cent of all OP attendances.  
Over 60 per cent of those 
outpatients are aged over 60.

Summary
The two main catchment 
areas for CoCH (Cheshire 
West and Flintshire) have very 
similar lifestyle patterns and 
behaviours, the most distinctive 
elements of both areas is the 
significant increase in our ageing 
populations which will have 
substantial impacts on the health 
system into the foreseeable 
future, and therefore a driving 
force to ensure a future focused 
clinical strategy for CoCH.
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Other Providers

The predominance of other 
providers within CoCH’s 
environment are other NHS 
Trusts.  This section will 
provide an overview of those 
organisations at a macro level, 
focusing more in depth on those 
geographically closest.

Wirral University Teaching 
Hospital NHS Foundation 
Trust (WUTH)
WUTH main hospital site Arrowe 
Park is 19 miles away from 
COCH, it serves predominantly 
the Wirral locality which is a 
peninsula between Liverpool 
and Wales.  WUTH is a district 
general hospital with two sites, 
752 beds serving a population 
of 320,000 which is expected to 
increase by just over 2% over the 
next ten years.  

Similarly to CoCH, WUTH is 
serving a relatively high elderly 
population with a relatively 
low proportion of people in 
their 20’s and 30’s.  Additionally 
Wirral is amongst the 20% most 
deprived districts in England.
WUTH’s previous strategy was to 
be the top NHS Hospital Trust 
in the North West for patient, 
customer and staff satisfaction, 
leading on integrated shared 
pathways of care, delivering 
high quality secondary care 
services and partnering for 
value.  Therefore WUTH have 
stated that their strategy focus 
is on retaining and building their 
service portfolio by ensuring 

they have competitive services, 
providing new services to 
meet core needs, broadening 
their footprint across which 
they provide care and through 
partnering with providers in the 
Liverpool conurbations to bring 
tertiary services closer to their 
patients.

Warrington & Halton Hospitals 
NHS Foundation Trust 
(WHHFT)
WHHFT is a district general 
hospital with three sites, namely 
Warrington Hospital, Halton 
General Hospital, and Cheshire 
& Merseyside Treatment Centre 
only 24 miles away from CoCH, 
this organisation is a competitor 
housing 552 beds serving a 
population of 328,400 across 
two CCG’s.  

WHHFT’s strategy is to reform 
both their emergency care and 
elective care together with 
developing community based 
care.  The reforming of elective 
care is looking to utilise the 
Halton Hospital campus to release 
capacity on the Warrington site 
enabling them to increase elective 
capacity and grow income 
through peripheral areas.

Cheshire & Wirral Partnership 
NHS Foundation Trust (CWP)
CWP provides inpatient and 
community mental health 
services for adults and children, 
learning disability, drug & 
alcohol services across 95 sites 

within Cheshire and Wirral.  The 
Trust is also the main provider 
of physical community health 
services in Western Cheshire.
Partnership working with CWP 
through the new ICP is essential 
to delivery of change in the 
Western Cheshire health system. 

The Robert Jones & Agnes 
Hunt Orthopaedic Hospital 
NHS Foundation Trust (RJAH)
RJAH has the strategic intention 
of being the leading national 
specialist orthopaedic Trust 
in the UK currently being one 
of five specialist orthopaedic 
hospitals, therefore they are 
looking to increase their market 
share in both specialised and 
general activity through choice.
In conjunction with CoCH 
one of their commissioners 
is Betsi Cadwaladr University 
Health Board in North Wales 
who contracts 19% of their 
orthopaedic activity with RJAH. 

The challenge that RJAH face 
is their capacity to deal with the 
high demand for orthopaedic 
services, together with being a 
specialist centre and therefore 
the constraints within specialised 
commissioning budgets.

Mid Cheshire Hospitals NHS 
Foundation Trust (MCHT)
MCHT manages Leighton 
Hospital (Crewe), Victoria 
Infirmary (Northwich) and 
Elmhurst Intermediate Care 
Centre (Winsford), it is a medium 

sized district general hospital 
with 540 beds.

Mid Cheshire has been 
developing partnership working 
with other acute providers as 
follows;
• East Cheshire Trust –

Ophthalmology, ENT,
Diabetes, Pathology

• University Hospital of North
Staffordshire – UGI, Clinical
Haematology, Cardiology,
Neurology

• Stockport – Urology

Their preferred partner for 
tertiary partnership has been 
University Hospital of North 
Staffordshire and they have 
been exploring partnerships 
with East Cheshire Trust and 
Stockport Foundation Trust.

St Helen’s & Knowsley NHS 
Trust
Whiston Hospital provides acute 
care with St Helens providing 
some day case, outpatient and 
intermediate care.  The Trust 
is looking to secure additional 
market share to ensure its 
longer term viability of its PFI 
developments.  A number of 
partnership projects have taken 
place between Whiston & 
Warrington, such as pathology 
and stroke services.  

Nuffield
In Chester is The Grosvenor 
Nuffield Hospital which is a not 
for profit organisation where 
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profits are reinvested into 
improved facilities for patients.  
The Nuffield is a private hospital 
with all rooms being private 
en-suite facilities which deliver 
a range of services where 
numerous CoCH employed 
consultants work at privately.
The Nuffield does provide NHS 
work.

Spire Healthcare
There are two Spire hospitals in 
the locality that are competitors 
of CoCH namely, Spire Cheshire 
and Spire Murrayfield.  They 
are both independent hospitals 
based in Warrington and Wirral 
respectively.  Spire Cheshire has 
commissioned NHS capacity 
from Warrington CCG and 
is utilised by Warrington for 
additional contingent capacity.

Summary
There are a number of other 
local providers to CoCH in the 
health arena, in addition to 
social services provided by the 
local authority – Cheshire West & 
Chester (CWAC).  

There are strong drivers for 
collaboration across the West 
Cheshire ICP, recognising that 
the whole health economy is 
relatively efficient, but still facing 
significant financial pressures. 
All of the NHS Trusts are in 
close proximity servicing similar 
population numbers with a full 
range of DGH services. 

PESTL Analysis

A PESTL (Political, Economic, 
Social, Technological & Legal) 
analysis allows us to get a 
clearer understanding and 
analysis of the key factors 
influencing our Trust, both 
externally and internally. The 
table below describes each in 
turn, and how they might impact 
on our organisation. 

1. Political
Traditionally the Political factor 

in a PESTL analysis considers 
how central or local government 
intervenes in the economy 
and impacts on individual 
organisations. Here we will 
consider the political factor in 
its widest sense, including the 
impact our regulatory bodies 
NHS I and CQC have on our 
activities such as funding, 
performance and quality 
standards etc.

Factor Impact & Mitigation

National political healthcare 
agenda, impact of Brexit, 
+£20bn funding pledge to 
2023/24, potential change in 
government, purdah.

The ten year plan will describe 
the future strategy of the NHS, 
and we will need to refresh our 
plans accordingly.

The NHS has significant political 
connotations, both locally and 
nationally. There is significant 
local history of attempted reform 
and cynicism about service 
change in West Cheshire. Any 
strategy needs to be politically 
realisable. This does not mean 
avoiding any service moves but 
it does mean that they have 
to be acceptable to the local 
population.

The Trust is the host of the ICP 
and will continue to play its part 
in how healthcare services are 
shaped and delivered across 
West Cheshire.

Regulatory – NHS I & CQC 
reviews.

The Trust had both ‘Use of 
Resources’ and ‘Well Led’ 
reviews during November and 
December 2018. The outcome of 
these will also influence the long-
term strategy of the Trust moving 
forward.
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3. Social
Here we will consider the social factors that will influence the Trust 
over the next 5 years 

2. Economic
Here we will consider the economic factors that will influence the 
Trust over the next 5 years 

4. Technological
Here we will consider the technological factors that will influence the 
Trust over the next 5 years -

Factor Impact & Mitigation

It is expected that changes in 
societal expectation will lead to 
greater demand for accessibility 
in service provision.

It is not anticipated that any 
strategic initiative will lead to a 
reduction in the accessibility to 
planned elective services. 

Accessibility to emergency and 
urgent care services will need 
to keep pace with expectation 
and demand, however they are 
provided.

Factor Impact & Mitigation

The Trust must both continue 
to seek its own efficiencies, and 
also co-operate in system-wide 
efficiency improvements. The 
capacity constraints in the acute 
bed base make this a particularly 
pressing challenge for CoCH; 
whilst financially a strategy of 
continual growth might mitigate 
some of these pressures, this is 
operationally unviable and the 
future success of the Trust is 
dependent on lower demand for 
acute unscheduled care.

i. Strategic initiatives that
require a growth in demand
for beds would have to identify
reductions elsewhere, or
would only be actionable in a
demand scenario where the
bed requirement reduced
significantly

ii. Large-scale capital investment
will require changes to the
strategic investment plan

iii. The overall strategy should
make a net contribution to
meeting the recurrent 2% per
year efficiency challenge

iv. The overall strategy should
not increase the costs of like-for-
like provision of services to local
Clinical Commissioning Groups

PBR & tariff changes. New tariff for 2019/20 reflecting 
the extra £20bn over 4 years 
promised to the NHS. Clearly 
tariff is still here to stay for some 
years, whilst at the same time 
the expectation is that health 
economies move to locality 
services

Factor Impact & Mitigation

Changes were identified in 
a number of specific areas 
including the increase in rates of 
survival in many serious diseases 
including renal disease and 
oncology, leading to increased 
long-term reliance on service 
provision such as dialysis.

i. Any strategic initiative must be
consistent with current known
commissioning standards and
NICE guidance

ii. Specifically known clinical
co-dependencies must be
respected i.e. the requirement
for certain specialties, types of
intervention and diagnostic tests
to be on the same site.

iii. The implementation of the
Cerner system from 2020 is both
a key risk and opportunity for
the Trust.

42 43
195



5. Legal
Here we will consider the legal factors that will influence the Trust 
over the next 5 years -

Factor Impact & Mitigation

A key test for the strategy is its 
compliance with NHS legislation 
and the wider law.

Any merger, acquisition or 
other significant organisational 
change, as a material 
transaction, would require 
regulatory clearance.

Clinical Co-dependancies

Mapping undertaken in 2014 by the South East Coast Clinical Senate described the 11 core clinical services 
normally provided by NHS acute trusts, the specialties that support them, and their ideal location and 
access times. Note that not all of the 11 core services are provided by CoCH.

Co-dependancies Definitions: Colour Key
The colour describes the dependency of the service in the service in the 
row, and the support service in the column. Note that both purple and 
red dependencies describe services that should not require patient to 
move hospitals.

Purple - Service should be co-located (based) in the same hospital.

Red - Service should come to patient (patient transfer not appropriate), but
could be provided by visiting/inreach from another site (either physically, 
or via telemedicine links) if not based in the same hospital. 2 (within two 
hours), 4 (within four hours), 24 (within 24 hours) or blank (not specified).

Amber - Ideally on same site but could alternately be networked via
robust emergency and elective referral and transfer protocols.

Green - Does not need to be on same site. Appropriate arrangements
are inplace to obtain specialist opinion or care.

The 11 major acute services 
whose dependancies on the 
specialities and functions in the 
columns is being described

Clinical Specialities and functions supporting the 11 major acute services in the rows

1
A&E (Emergency Medicine), 
Acute unselected take including 
acute surgical patients)

 x  2  2  2

2 Acute Medical Take  x  2 24 24 24  4 12 24 24

3 Acute (Adult) Surgical Take  x  4 24  4  4  4

4a Adult Critical Care (Intensive 
Care) Level 2

24  2  2 24  2  x  4  2  2

4b Adult Critical Care (Intensive 
Care) Level 3

24  2  2 24  2  x  4  2  2

5a Major Trauma Centre

5b Trauma Unit  4  4

6a Vascular Surgery (Hub)  x

6b Vascular Surgery (spoke)  x

7a Cardiology: Non-interventional 24  4

7b Cardiology: Interventional - 
primary PCI for STEMI

24  4

7c Cardiology - Interventional PCI 
(non-STEMI) and devices

24  4

7d
Cardiology - Interventional 
structural heart disease 
(including TAVI, MitraClips)

 4 24  4

8a Hyper-Acute Stroke Unit  x 24

8b Acute Stroke Unit  4  x 24

9 Renal Services inpatient hub 24 24 24 24  x 24 24 24  4

10 Consultant led Obstetric Services  4  4  4  4  2  2  2  2 24  4  4  4  4  4 24 4

This clearly demonstrates 
the ideal physical 
location of our key 
clinical specialties and 
functions, and the access 
requirements needed by 
the 11 core clinical and 
acute services.
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Item Reference and Title Agenda item 15 - Freedom To Speak Up: Raising Concerns Policy 

Date of Meeting Board of Directors - 24th September 2019 

Accountable Executive Chief Executive Officer : Susan Gilby 

Author(s) Helen Ellis, Freedom To Speak Up Guardian 

Alignment to Board Assurance 
Framework risk 

CR1 18/19 - Failure to maintain and enhance the quality and 
safety of the patient experience and ensure regulatory 
compliance; 

CR 7 – Failure to maintain corporate governance and overall 
assurance 

Alignment to CQC Domains Well Led 

Document Previously 
Considered by:  

Quality & Safety Committee, 3rd September, 2019; 
Partnership Forum, 12th September, 2019 

Summary 
This policy is an updated review of the Trusts ‘Speaking Out Safely’ 
policy which was due for revision in 2016 that supports employees 
to raise concerns that improve patient safety and staff 
experiences. It reflects the requirements laid out in the Freedom 
to Speak Up: Raising Concerns Policy for the NHS published in 
2016 by NHS Improvement and meets the standards 
recommended by the National Guardians Office in the 2019 
Brighton and Sussex University Hospitals NHS Trust Case Review. 

Recommendation(s) The Board is asked to ratify the Freedom To Speak Up: Raising 
Concerns Policy 

Corporate Impact Assessment: Legal and Regulatory Impact: Improved compliance with The NHS 
Foundation Trust Code of Governance 
Patient Experience/Engagement: Improved assurance to the 
Board for patient experience 
NHS Constitution/Equality & Diversity/Communication: 
Improved assurance to the Board on the NHS Constitution 
Risk & Performance Management: Improved assurance to the 
Board on Risk and Performance Management. 
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THE TRUSTS POLICY STATEMENT 
The Countess of Chester Hospital, NHS Foundation Trust is committed to achieving the 
highest possible standards of patient care and staff experiences. We celebrate that people 
speak up and are committed to creating an open, transparent and safe working culture. The 
Trust continues to support an environment in which staff feel confident, safe and supported 
to raise a concern about safety, malpractice or wrongdoing if they have reasonable belief 
that it is occurring, has occurred or is likely to occur. The NHS Vision for Raising Concerns 
(Appendix 1) from the independent Francis Report 2015 provides the bench mark for good 
practice for all NHS Trusts.  

The policy is written to comply with the Public Interest Disclosure Act 1998 and the changes 
to this introduced following the Enterprise and Regulatory Reform Act 2013 (ERRA). These 
set out the protection for workers against detriment or dismissal who report malpractice by 
their employers or other third parties. 

PURPOSE 
The Trusts expects that everybody is able to raise concerns at the earliest opportunity 
creating an environment where, it is business as usual to raise the concern either with their 
line manager or through the Trust Freedom to Speak Up Guardian.  The Trust encourages 
everyone to be open, honest and truthful at all times. 

The policy also supports staff ensuring their concerns are fully investigated and that there is 
someone independent to speak to. The Countess of Chester NHS Foundation Trust is 
committed to openness, transparency and candour so that staff feel able to raise concerns 
and / or debate issues of concern about health care matters in a responsible way without 
fear of victimisation.  This is undertaken in the spirit of our values of ‘Safe, Kind and 
Effective’. 

SCOPE OF POLICY 
This policy applies to all employees including bank and agency staff, trainees, students, 
secondees, volunteers, contractors and external bodies working within the Trust who may 
wish to raise concerns about what is happening in the workplace which may cause harm to 
patients, members of staff or the organisation. Staff should firstly consider if they can put the 
matter right.  If they can, appropriate measures should be taken and all actions documented.  
The policy intends to increase staff awareness of how to raise a concern in a constructive 
way and provide an internal mechanism for reporting, investigating and remedying any 
wrongdoing. 

SPEAK UP – WE WILL LISTEN 
Speaking up about any concern you have at work is really important. In fact, it’s vital 
because it will help us to keep improving our services for all patients and the working 
environment for our staff.  
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You may feel worried about raising a concern, and we understand this. But please do not be 
put off. In accordance with our duty of candour, our senior leaders and entire Board are 
committed to an open and honest culture. We will look into what you say and you will always 
have access to the support you need. 

WHAT CONCERNS CAN I RAISE? 
You can raise a concern about risk, malpractice or wrongdoing you think is harming the 
service we deliver .All staff have a duty to provide the best possible care for our patients and 
to ensure that staff experiences are positive. Therefore it is everyone’s responsibility to 
report a concern or at the very least discuss the concern with someone they feel can provide 
the right guidance on what to do next. This may be your line manager, another manager or 
the Trusts Freedom to Speak Up Guardian.  

A few examples of some of the possible concerns may be: 
• Unsafe patient care
• Unsafe working conditions
• Inadequate induction or training for staff
• Lack of, or poor, response to a reported patient safety incident
• Suspicions of fraud (Also consider reporting to our local counter-fraud team:

Tel:  0151 285 4770)
• A bullying culture (across a team or organisation rather than individual instances of

bullying).

There may be concerns of another nature: Seek advice if you are not sure. 

Remember that if you are a healthcare professional you may have a professional duty to 
report a concern. If in doubt, please raise it.  

Don’t wait for proof. We would like you to raise the matter while it is still a concern. It doesn’t 
matter if you turn out to be mistaken as long as you are genuinely troubled. 

This policy is not for people with concerns about their employment that affect only them – 
that type of concern is better suited to our Grievance or Dignity at Work Policy which can be 
found on the Trusts Intranet site.  

FEEL SAFE TO RAISE YOUR CONCERN 
If you raise a concern under this policy you will not be at risk of losing your job or suffering 
any form of reprisal as a result. The Trust will not tolerate the harassment or victimisation of 
anyone raising a concern nor will we tolerate any attempt to bully you into not raising any 
such concern. Any such behaviour is a breach of our values as an organisation and could 
result in disciplinary action.  

Provided you are acting honestly, it does not matter if you are mistaken or if there is an 
innocent explanation for your concerns. 
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CONFIDENTIALITY 
We hope you will feel comfortable raising your concern openly, but we also appreciate that 
you may want to raise it confidentially. This means that while you are willing for your identity 
to be known to the person you report your concern to, you do not want anyone else to know. 
Therefore, we will keep your identity confidential, if that is what you want, unless we are 
required to disclose it by law (for example, by the police) in very serious situations. You 
would always be informed of this beforehand and supported throughout the process. 
Equally you may choose to raise your concern anonymously, without giving anyone your 
name, but that may make it more difficult for us to investigate thoroughly and give you 
feedback on the outcome. 

WHO CAN RAISE A CONCERN? 
Anyone who works (or has worked) in the NHS, or for an independent organisation that 
provides NHS services can raise concerns. This includes agency workers, temporary 
workers, students, volunteers and governors.  

WHO SHOULD I RAISE MY CONCERN WITH? 
In many circumstances the easiest way to get your concern resolved will be to raise it with 
your line manager (or lead clinician or tutor).  You will need to inform them if you wish your 
concern to be recorded informally or formally either in writing or verbally. Think about what 
you want to say in advance, be clear about your concerns and circumstances that gave rise 
to your concern.  If you for whatever reason do not feel able to discuss this with your line 
manager or you do not feel that having done so has adequately resolved the matter you can 
contact the Trusts Freedom to Speak Up Guardian. See the ‘Freedom to Speak Up’ page of 
the Trust Intranet for up to date contact details or email: freedomtospeakup@nhs.net  

WHAT IS A FREEDOM TO SPEAK UP GUARDIAN? 
The concept of Freedom to Speak Guardians was introduced by the Francis review.  Sir 
Robert Francis carried out a review into the failings at Mid-Staffordshire hospital and his 
conclusion was that there was a serious issue in the NHS with raising concerns. The report 
identified the Freedom to Speak Up Guardian as an important role that would be act as an 
independent and impartial source of advice to staff at any stage of raising a concern. They 
would have access to anyone in the organisation, including the chief executive, or if 
necessary, outside the organisation. 

Additionally Guardians seek to raise the profile of Freedom to Speak Up within their own 
organisation and support staff to continue to develop a culture of openness where speaking 
up about concerns is normal and acceptable therefore becoming ‘business as usual’. 
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ROLES AND RESPONSIBILITIES OF OTHERS WITHIN THE 
TRUST 

The Trust Board, Chairman and the Chief Executive 
The Chief Executive and the Trust’s Board of Directors has overarching responsibility for 
ensuring the content of this policy is applied consistently and fairly across the Countess of 
Chester Hospital and overall accountability to ensure concerns raised are dealt with 
appropriately according to the Trust’s Quality, Safety and Governance Framework .If the 
disclosure concerns the Chief Executive, the Chairman will decide on how the investigation will 
proceed.  This may include an external investigation. If the disclosure concerns the Chairman of 
the Trust, it should be made to the Chief Executive or the Senior Independent Non-Executive 
Director. If the disclosure is made to the Chief Executive, they must report the matter to the 
Senior Independent Non- Executive Director. 

The Board is responsible for reviewing statistical data and trends captured in a quarterly raising 
concerns report and act on subsequent recommendations from the Trust Guardian. The Board 
are informed about all high level concerns raised by our staff through this policy and what as an 
organisation is being undertaken to address these. Similar high level information will be included 
in the Trusts annual report.  The Board will regularly review the effectiveness of the policy, in 
consultation with staff side representatives. Responsibility may be delegated to the Freedom to 
Speak Up Committee/ Risk and Quality Committee or similar. 

ALL MANAGERS
Managers are responsible for overseeing the dissemination and implementation of this policy 
across their services. They will at all times use visible leadership and lead by example to 
demonstrate an open, supportive culture where staff feel welcomed and empowered to raise 
concerns. Managers will understand the need for the policy and how it works and be aware of 
structures and processes to co-ordinate, investigate and record concerns. It is their responsibility 
to ensure that all staff has awareness of this policy and supports them should they wish to raise 
a concern; taking all concerns seriously and that they are recorded and investigated properly. 
Managers have responsibility for ensuring that all staff reporting to them has adequate, 
immediate and on-going support should they raise a concern including reasonable steps to 
protect the employee from bullying, harassment , isolation or victimisation. 

EMPLOYEES 
Employees are responsible for reporting concerns in accordance with this policy as soon as they 
arise, in a constructive, open and confidential manner. Employees also have an additional 
responsibility to promote the interest of patients who are unable or unwilling to represent their 
own interests, particularly those who have special needs or are particularly vulnerable to injury, 
exploitation or harm. 

WHAT IF I STILL HAVE CONCERNS? 
If you still have concerns or if you feel that the matter is so serious that you cannot discuss it 
with the Freedom to Speak Up Guardian you may consider contacting the Trusts Non- 
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Executive Director with responsibility for ‘Freedom to Speak Up’. Details of who this is can 
be provided by contacting the Non-Executive Office on 01244- 365291. 

There may be occasions when you consider you are not able to raise your concerns with 
someone from the Trust.  Whilst we would always welcome the opportunity to investigate 
your concerns internally you can also raise concerns formally with external bodies that have 
particular areas of responsibility. See links below:  

NHS Improvement   https://improvement.nhs.uk/ 
How Trusts and Foundation Trusts are run 
NHS Procurement, Choice and Competition 
The National Tariff 

Care Quality Commission   https://www.cqc.org.uk/ 
Quality and Safety concerns  

NHS England   https://www.england.nhs.uk/ 
General Practice 
Primary Dental and Ophthalmic Services 
Local Pharmaceutical Services 

Health Education England   https://www.hee.nhs.uk/ 
Education and Training in the NHS  

NHS Protect   https://cfa.nhs.uk/nhsprotect  
Fraud and Corruption  

If you need independent advice & support before you raise your concern you can contact the 
National Health & Social Care Whistleblowing helpline on 08000 724 725.  
They are open between 8am -6pm (Monday – Friday) or follow the link to 
https://www.pcaw.org.uk/    the whistleblowing charity. In addition consider contacting your 
own professional body or Trade Union. 

PROCEDURE FOR WHEN A CONCERN IS RAISED 
The Trust is committed to the principles of the Freedom to Speak Up Review and its vision 
for raising concerns. We will support staff to determine if the concern is to be raised 
informally or formally and always treat your concern confidentially unless otherwise agreed. 
The key principles of the procedure are to: 

• Take immediate steps to remove immediate risks to patients, staff or the organisation
• Agree a reasonable timeframe with you and keep you fully informed of progress.
• Advise you if the concerns fall into the scope of other policies instead of or in addition

to this.
• Inform you of your entitlement to support during any meetings from either a

workplace colleague or a Trade Union representative.
• Respect any requests for confidentiality /anonymity including situations where your

evidence is used as part of a disciplinary investigation or hearing.
• Ensure that the concern and the process involved are managed professionally,

consistently and fairly.
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• Provide feedback on the outcome whilst maintaining confidentiality of others involved.
• Discuss further with you should you be unhappy with any part of the outcome or

recommendations
• Ensure you receive a report on the outcome of the investigation in a timely manner.
• Escalate to the Board any indications that you are being subjected to detriment for

raising your concern
• Ensure you have access to personal support since raising your concern may be

stressful.

We are keen to listen to our staff, learn lessons and improve patient care. Once the concern 
had been raised it will be recorded and stored confidentially. During the initial discussion and 
moving forwards you will be informed of who the concern needs to be shared with and you 
will receive an acknowledgment of the concern within two working days. See Appendix 2 as 
an example of the Record of Concern Template. It will include the date the concern was 
received, whether you have requested confidentiality, a brief summary of the concerns and 
dates when we have given you updates or feedback.  

The same process will be adhered to regardless of who you have raised the concern with for 
example your manager or the Freedom to Speak Up Guardian. See Appendix 3 for flow 
chart summarising the process. 

INVESTIGATION AND COMMUNICATION 
Where the concern is unable to be resolved within a few days with your line manager if you 
have felt able to discuss it with them or if the concern is considered serious in nature, a 
proportionate investigation will need to be undertaken and an Independent Investigating 
Officer will be appointed. This is likely to be someone from within the Trust but independent 
from the area of work the concern relates to. They will be trained to undertake investigations 
and will communicate with the Freedom to Speak Up Guardian during the process. The 
investigation will be objective and evidence-based, and will produce a report that focuses on 
identifying and rectifying any issues and learning lessons to prevent problems recurring. You 
will be kept informed of the likely timeframe of the investigation and wherever possible we 
will share the full investigation report with you while respecting the confidentiality of others 
involved. 

Wherever possible we will carry out a single investigation (for example, where a concern is 
raised about a patient safety incident, we will usually undertake a single investigation that 
looks at your concern and the wider circumstances of the Incident).  

We may decide that your concern would be better looked at under another process; for 
example, our process for dealing with bullying and harassment. If so, we will discuss that 
with you. 

Any employment issues (that affect only you and not others) identified during the 
investigation will be considered separately. 
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ADVICE/SUPPORT AND REPRESENTATION 
There are many available sources of confidential support for staff during all stages of raising 
and dealing with a concern. For example: 

• Line Manager
• Human Resources
• Trade Union Representative
• Occupational Health
• Health Assured: Employee Assistance Programme
• Safeguarding Children /Adult Specialists
• Freedom to Speak Up Guardian
• Local Anti-Fraud Specialist
• Professional / Statutory Bodies
• Public Concern at Work

LEARNING FROM CONCERNS 
The focus of the investigation will be on improving the experience of patients and staff. 
Where it identifies improvements that can be made, we will track them to ensure necessary 
changes are made and are working effectively. We will critically reflect on feedback and 
lessons will be shared with teams across the organisation, or more widely as appropriate. 
We will encourage a culture which openly accepts and learns from mistakes. 

NATIONAL GUARDIAN 
The National Guardian can independently review how staff have been treated having raised 
concerns where NHS Trusts and Foundation Trusts may have failed to follow good practice, 
working with other external bodies to take action when needed.  

OTHER TRUST POLICIES AND PROCEDURES 
The Trust has a range of policies and procedures which deal with standards of behaviour at 
work notably, Disciplinary, Performance, Grievance, Harassment and Bullying, Prevent 
Strategy, The Management of Incidents and Anti-Fraud, Bribery and Corruption Policy. 
They provide a route by which staff can identify their concerns in the knowledge that there is 
a responsibility imposed on management to investigate such concerns.  In normal 
circumstances therefore, staff will be encouraged to use the provisions of those Policies and 
Procedures. 

TRAINING 
A training module for all staff “Freedom to Speak Up”, has been developed and is classified 
as “essential training”.  This is available on ESR.  

In addition “Raising Concerns” and “Responding to Concerns” are education tools 
developed by Health Education England to support healthcare professionals at all levels, 
ensuring they feel empowered to both raise and respond to concerns.  The films look at 
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three scenarios that highlight broad lessons to be applied elsewhere.  As well as stressing 
the importance of raising and responding to concerns, the films explain what to do and 
signpost to further information. 

Further examples and videos can be found on the HEE website. 
https://www.youtube.com/watch?v=YlHvembN6R8&feature=youtu.be 

REVIEW 
We will review the effectiveness of this policy and local process annually, with the outcome 
published and changes made as appropriate. 
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APPENDIX 1 NHS VISION FOR RAISING CONCERNS 

Source: Sir Robert Francis QC (2015) Freedom to Speak Up: an independent report into creating an 
open and honest reporting culture in the NHS 
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APPENDIX 2 FREEDOM TO SPEAK UP: RAISING CONCERNS 
RECORD FORM 
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APPENDIX 3RAISING A CONCERN PATHWAY: EXPLAINING 
THE PROCESS

Anyone can raise a concern about risk, malpractice or wrongdoing in the workplace. 

 Are you able to put 
the matter right 

 

Yes No 

Take appropriate measures 
and keep a record of your 
actions or discuss you’re 

your line manager 

Does this need to be 
escalated via the Freedom 

to Speak Up: Raising 
Concerns Policy? 

Yes 

Raise your concern with your line manager if you feel able or contact the Trusts Freedom to 
Speak Up Guardian. If you wish to remain anonymous you can write to the Guardian at the 

Countess of Chester Hospital address. If you wish to email use: COCH-
FreedomtoSpeakUp@nhs.net. Your concern regardless of how you wish to share will remain 
confidential should you choose. A record of all contact regarding this concern will be recorded 

but only shared with your consent 

If the concern is not easily and quickly resolved or the nature of the concern is significant the 
Freedom to Speak Up Guardian will ask for an Independent Investigating Office to examine 

the case. You will be kept up to date on progress and on conclusion will receive feedback from 
the investigation. 

It is the organisations responsibility to make sure that any lessons learnt from the investigation 
are disseminated and processes changed to reflect them. 

If you are not satisfied with the outcome of the investigation you can contact either the Chief Executive or 
Trust Chairman or the National Guardians Office. If you are in a Trade Union or are registered with a 

professional body you can seek guidance and support from them at any time during the process. 

In most circumstances staff will feel able to use the above pathway to raise concerns. In exceptional circumstances 
independent advice may be preferred. Please refer to the full policy for details. 

Remember: You can always have a workplace colleague or trade union representative with you for support when you meet to talk 
about your concerns and your confidentiality will always be respected.  If you ever not sure if you should speak up contact the 

Freedom to Speak Up Guardian in confidence. Contact Details can be found on the Trusts Intranet site…….. Just search ‘Freedom 
to Speak Up’.
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Item Reference and Title Agenda item 16 - Freedom to Speak Up Update Report 

Date of Meeting Board of Directors - 24th September 2019 

Accountable Executive Dr Susan Gilby, Chief Executive Officer 

Author(s) Mrs Helen Ellis, Freedom to Speak Up Guardian 

Alignment to Board Assurance 
Framework risk 

BAF CR7, Failure to maintain robust corporate governance and 
overall assurance (3x4=12) 

Alignment to CQC Domains Safe/Effective/Caring/Responsive/Well Led – Relevant to all 
domains 

Document Previously 
Considered by:  

N/A 

Summary 
This report is intended to: 

• Provide an update on the actions being progressed within
the Freedom to Speak Up (FTSU) agenda since the Trust’s
dedicated FTSU Guardian has been appointed. It illustrates
that during the past year there have been 17 members of
staff who have been involved in FTSU cases (this is
comparable to Trusts of a similar size). However, with the
further establishment of the Trusts FTSU Guardian role and
plans to enhance the awareness and infrastructure to
support raising concerns, it is expected that the number of
cases will increase.

Recommendation(s) The Board is asked to note the report and support proposed 
actions 

Corporate Impact Assessment: Legal and regulatory impact: √ 
Financial impact: 
Patient Experience/Engagement: √ 
Risk & Performance Management: √ 
NHS Constitution/Equality & Diversity/Communication: √ 
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Freedom to Speak Up Update Report 
To: Board of Directors  

(September 2019) 

1.0 Executive Summary 

The purpose of this report is to provide an update to the Board on the Freedom to Speak Up agenda. It will 
articulate updates on resources, policy, communication and engagement and national and local data. The 
employment of a Freedom to Speak Up Guardian has enabled further progress in embedding the national 
agenda within the Trust and the opportunity to review and revise processes that supports speaking up. 

2.0 Progress to Date 

2.1 Recruitment of a Freedom to Speak Up Guardian. 
Helen Ellis has been externally appointed to the Trust as Freedom to Speak Up Guardian on a Band 7 two 
days per week Employment commenced the end of May 2019 reporting directly to the Chief Executive. In 
line with National Guardians Office recommendations the Guardian and the Chief Executive meet monthly 
as a minimum with additional meetings with the Chairman, Senior Independent Director and other 
stakeholders across the Trust on a periodic basis. 

Key priorities undertaken by the Guardian during the first 3 months: 
• A review and revision of the Trust policy and supporting processes, including consultation and

approval by staff side colleagues. This is in line with the recommendations of the National
Guardians Office (NGO) and is awaiting ratification by the Board before launching across the Trust.

• Development of a Freedom to Speak Up Strategy that underpins the ongoing work plan.
• A review of the status of current open cases of concern and actions identified to progress these

within reasonable timeframes.
• Revision of the ‘Cases for Concern’ database in line with the requirements of GDPR and NGO data

reporting.
• Development of a dedicated webpage on the Trust Intranet as part of the Freedom to Speak Up

Communication Strategy. This has been highlighted to employees via an All Users email.
• Development of four 7 minute Briefings as learning resources to increase knowledge and skills of all

staff in relation to speaking up.
• Completion of NGO Initial training for Guardians.
• Engagement with workforce across the organisation: this is an ongoing activity.
• Submission of the NGO’s survey for Trust Guardians.
• Attendance at the North West Regional Guardians Network.

2.2 Key Priorities Moving Forward: 

Further discussions need to be undertaken in order to agree some key priorities that further support the 
Freedom to Speak Up agenda across the organisation.  
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Consideration needs to be given to the following: 
• The development of a network of FTSU Ambassadors/Champions.
• Inclusion of Freedom to Speak Up in the mandatory/ induction training portfolio for all staff.
• Reporting of Freedom to Speak Up concerns via the DATIX system.
• Review of the Freedom to Speak Up Committee and terms of reference.

2.3 Data Submission to National Database 

As previously articulated in the last Board update, the Trust is required to submit speaking up data to the 
National Guardians Office (NGO) on a quarterly basis for national publication.  The Trust’s submissions for 
Quarters 1-4 2018/19 are as follows: 

Quarter 1 
• Number of cases raised (this equates to the number of members of staff involved) – 10
• Number of cases raised anonymously – 1
• Number of cases with element of patient safety / quality – 9
• Number of cases with element of bullying / harassment – 10
• Number of cases where the person speaking up may have suffered some form of detriment – 0

Quarter 2 
• Number of cases raised (this equates to the number of members of staff involved) – 0
• Number of cases raised anonymously – 0
• Number of cases with element of patient safety / quality – 0
• Number of cases with element of bullying / harassment – 0
• Number of cases where the person speaking up may have suffered some form of detriment – 0

Quarter 3 
• Number of cases raised (this equates to the number of members of staff involved) – 0
• Number of cases raised anonymously – 0
• Number of cases with element of patient safety / quality – 0
• Number of cases with element of bullying / harassment – 0
• Number of cases where the person speaking up may have suffered some form of detriment – 0.

Quarter 4 (submitted June 2019) 
• Number of cases raised ( this equates to the number of members of staff involved) – 7
• Number of cases raised anonymously – 0
• Number of cases with element of patient safety/quality – 3
• Number of cases with element of bullying and harassment – 0
• Number of cases with element of detriment – 0

Observations from this data:  Compared to Trusts of a similar size the data for the total number of cases 
raised was comparable with the number of cases reported, with an element of Bullying and Harassment 
below average. 

In terms of the national headlines collated by the NGO in Quarter 4, the data received included: 

• 3,406 cases were raised to Freedom to Speak Up Guardians / Ambassadors / Champions
• 928 of these cases included an element of patient safety / quality of care
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• 1,312 included elements of bullying and harassment
• 122 related to incidents where the person speaking up may have suffered some form of detriment
• 506 anonymous cases were received
• 5 Trusts did not receive any cases through their Freedom to Speak Up Guardian
• 220 out of 227 NHS Trusts sent returns

2.4 FTSU Self-Review Tool and Supporting Action Plan 

The National Guardian’s Office has published in July 2019 a review of the Freedom to Speak Up self-review 
tool which organisations have been requested to assess against.  The Guardian has reviewed the detail and 
remains an ongoing priority.  A copy of the updated original self-assessment (dated August 2019) will be 
reviewed at the Trust’s Quality Governance Group.  Further work will be undertaken in October 2019 to 
incorporate both documents. 

2.5  National Case Reviews 

August saw the publication of a National Case Review undertaken at Brighton and Sussex University 
Hospitals NHS Trust by the NGO. A gap analysis was undertaken by the Guardian and a recommendation 
and action plan developed.  This will be reviewed by the Quality Governance Group.  

A review of the recommendations from previous National Case Reviews has also been undertaken and 
those outstanding actions have been forwarded to the appropriate managers for completion with agreed 
timeframes. 

2.6       National   Freedom to Speak Up Month - October 2019 

Supported by the National Guardian’s Office Freedom to Speak Up month provides a platform for further 
embedding ‘speaking up’ within the organisation. Raising the profile of the role of the Guardian and 
opportunities to engage with the broader workforce in order to increase knowledge about speaking up 
processes and learning will be key priorities. 

Activities planned to date: 
• Three Drop In Sessions held in the staff canteen ( including one weekend and one evening event)
• Countess Matters Article: October Edition
• Launch of new Freedom to Speak Up Policy/ Strategy
• Visit from another North West Trust Guardian : Share and Learn

2.7   Freedom to Speak Up: Guidance for Board Members 

A revised version of this NGO document was published in July 2019, a copy of which is included in 
Appendix 1.  
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2.8 Conclusion and Recommendations to the Board of Directors 

The Board is asked to receive and note the information contained within this report. It is clear that this 
agenda continues to be very significant and is increasing.  Our continued focus on this agenda supports and 
compliments the work already underway within the Trust in ensuring we have a culture that is open and 
transparent to reflect our values of being Safe, Kind and Effective. 

Prepared by: 

Helen Ellis 
Freedom to Speak Up Guardian 
September 2019 
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Guidance for boards on 
Freedom to Speak Up in NHS 
trusts and NHS foundation trusts
July 2019 
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Introduction 

Effective speaking up arrangements help to protect patients and improve the experience 
of workers. We know the main reasons workers do not speak up are because they fear 
they might be victimised or because they do not believe anything will change. 

Since we first launched this guidance the NHS has published its interim People Plan, 
setting out its vision for people who work for the NHS to enable them to deliver the best 
care possible. Ensuring that everyone feels they have a voice, control and influence is at 
the forefront of the plan. 

This guide supports boards to create that culture; one where workers feel safe and able 
to speak up about anything that gets in the way of delivering safe, high quality care or 
affects their experience in the workplace. This includes matters related to patient safety, 
the quality of care, and cultures of bullying and harassment. To support this, managers 
need to feel comfortable having their decisions and authority challenged: speaking up 
should be embraced. Speaking up, and the matters that speaking up highlights, should 
be welcomed and seen as opportunities to learn and improve. 

We have aimed this guide at senior leaders because it is the behaviour of executives and 
non executives (which is then reinforced by managers) that has the biggest impact on 
organisational culture. How an executive director (or a manager) handles a matter raised 
by a worker is a strong indicator of a trust’s speaking up culture and how well led it is.

Meeting the expectations set out in this guide will help a board create a culture 
responsive to feedback from workers and focused on learning and improving the quality 
of patient care and the experience of workers. Our expectations are accompanied by a 
self-review tool. Regular and in-depth reviews of leadership and governance 
arrangements in relation to Freedom to Speak Up (FTSU) will help boards to identify 
areas for further development. 
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The Care Quality Commission assesses a trust’s speaking up culture under Key Line of 
Enquiry (KLOE) 3 as part of the well-led domain of inspection. This guide forms part of 
the resource pack given to inspectors ahead of well-led inspections. 

Completing the self-review tool and developing an improvement action plan will help 
trusts to reflect on their current speaking up culture as part of their overall strategy and 
create a coherent narrative for their patients, workforce and oversight bodies. Details of 
the support available to do this are on page 10. 
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About this guide 
This guide has been produced jointly by NHS Improvement and the National Guardian’s Office, 
with input from a group of executives and non-executive directors (which included chief 
executives and chairs), FTSU Guardians and leading academics in culture and leadership.  

The guide sets out our expectations, details individual responsibilities and includes 
supplementary resources.  

We expect the executive lead for FTSU to use the guide to help the board reflect on its 
current position and the improvement needed to meet our expectations. Ideally the board 
should repeat this self-reflection exercise at least every two years. 

It is not appropriate for the FTSU Guardian to lead this work as the focus is on the 
behaviour of executives and the board as a whole. But obtaining the FTSU Guardian’s

views would be a useful way of testing the board’s perception of itself. 

The improvement work the board does as a result of reflecting on our expectations is 
best placed within a wider programme of work to improve culture. This programme 
should include a focus on creating a culture of compassionate and inclusive leadership; 
the creation of meaningful values that all workers buy into; tackling bullying and 
harassment; improving staff retention; reducing excessive workloads; ensuring people 
feel in control and autonomous, and building powerful and effective teams. 

The good practice highlighted here is not a checklist: a mechanical ‘tick box’ approach to each 

item is not likely to lead to better culture. Equally, focusing on process and procedure at the 
expense of honestly reflecting on how you respond when someone speaks up will not improve 
the way the board leads the cultural improvement agenda. The attitude of the board to the 
review process and the connections it makes between speaking up and improved patient 
safety and staff experience are much more important. 

We will review this guide in 2021. In the meantime, please provide any feedback to 
nhsi.ftsulearning@nhs.net 
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Our expectations 
Behave in a way that encourages workers to speak up

All executive directors have a responsibility for creating a safe culture and an environment in 
which workers are able to highlight problems and make suggestions for improvement. FTSU is 
a fundamental part of that. They also understand that an organisational or department culture 
of bullying and harassment or one that is not welcoming of new ideas or different perspectives 
may prevent workers from speaking up which could put patients at risk, affect many aspects of 
their staff’s working lives, and reduce the likelihood that improvements of all kinds can be

made.  

Executive directors understand the impact their behaviour can have on a trust’s culture and 

therefore how important it is that they reflect on whether their behaviour may inhibit or 
encourage someone speaking up. To this end executive directors: 

• are able to articulate both the importance of workers feeling able to speak up and the
trust’s own vision to achieve this

• speak up, listen and constructively challenge one another during board meetings

• are visible and approachable and welcome approaches from workers

• have insight into how their power could silence truth

• thank workers who speak up

• demonstrate that they have heard when workers speak up by providing feedback

• seek feedback from peers and workers and reflect on how effectively they demonstrate
the trust’s values and behaviours

• accept challenging feedback constructively, publicly acknowledge mistakes and make
improvements.

Executive directors could test how their behaviour is perceived with direct and incidental 
feedback from staff surveys; pulse surveys; social media comments; reverse mentoring, 360o

feedback and appraisals. 
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Demonstrate commitment 

The board demonstrates its commitment to creating an open and honest culture where workers 
feel safe to speak up by: 

• having named executive and non-executive leads responsible for speaking up, who can
demonstrate that they are clear about their role and responsibility and can evidence the
contribution they have made to leading the improvement of the trust’s speaking up

culture. Section 1 of the supplementary information pack sets out the responsibilities
of the executive and non-executive lead

• including speaking up and other related cultural issues in its board development
programme

• having a sustained and ongoing focus on the reduction of bullying, harassment and
incivility

• sending out clear and repeated messages that it will not tolerate the victimisation of
workers who have spoken up and taking action should this occur with these messages
echoed in relevant policies and training. The executive lead for FTSU is responsible for
gaining assurance that the experience of workers who speak up is a positive one

• investing in sustained and continuous leadership development

• having a well-resourced FTSU Guardian and champion model. Section 2 of the
supplementary information pack sets out suggestions of how to assess your FTSU
Guardian’s capability and capacity

• supporting the creation of an effective communication and engagement strategy that
encourages and enables workers to speak up and promotes changes made as a result
of speaking up.   Section 3 of the supplementary information pack sets out
suggestions of how to evaluate the effectiveness of your communication strategy

• inviting workers who speak up to present their experiences in person to the board.
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Have a strategy to improve your FTSU culture

Boards have a clear vision for the speaking up culture in their trust that links the importance of 
encouraging workers to speak up with patient safety, staff experience and continuous 
improvement. The vision is supported by a strategy that has been developed by the executive 
lead for FTSU; this sits under the trust’s overarching strategy and supports the delivery of other

relevant strategies.  

The board discusses and agrees the strategy and is provided with regular updates. The 
executive lead for FTSU reviews the FTSU strategy annually, including how it fits with the 
overall trust strategy, using a range of qualitative and quantitative measures, to assess what 
has been achieved and what hasn’t; what the barriers have been and how they will be 
overcome; and whether the right indicators are being used to measure success.  

It doesn’t matter whether the strategy document is called a plan or a strategy; as long as the 

executive lead has well-thought-out goals that are measurable and have been signed off by the 
board. Section 4 of the supplementary information pack sets out suggestions for what 
should be in your strategy and provides a checklist to help with the evaluation of your strategy.   

Support your FTSU Guardian 

Boards demonstrate their commitment to creating a positive speaking up culture by having a 
well-resourced FTSU Guardian, supported by an appropriate local network of ‘champions’ if

needed. FTSU Guardians need access to enough ringfenced time and other resources to 
enable them to meet the needs of workers in your organisation. See Section 2 of the 
supplementary information pack. 

The executive lead and the non-executive lead, along with the chief executive and chair meet 
regularly with the FTSU Guardian and provide appropriate advice and support. The FTSU 
Guardian has ready access to senior leaders and others to enable them to escalate urgent 
matters rapidly (preserving confidence as appropriate). Section1 of the supplementary 
information pack sets out the individual responsibilities of relevant executives.  

Relevant executive directors ensure the FTSU Guardian has ready access to applicable 
sources of data and other information to enable them to triangulate speaking up issues and 
proactively identify patterns, trends, and potential areas of concerns. Section 5 of the 
supplementary information pack sets out the kind of data and other information you could 
triangulate. 
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Finally, executive directors encourage and enable their FTSU Guardian to develop bilateral 
relationships with regulators, inspectors, and other FTSU Guardians, and attend regional 
network meetings, National Guardian conferences, training and other related events.  

Be assured your FTSU culture is healthy and effective 

The board needs to be assured that workers will speak up about things that get in the way of 
providing safe and effective care and that will improve the experience of workers. Section 6 of 
the supplementary information pack sets out the different elements that the board should 
consider seeking assurance for.  

Boards may need further assurance when there have been significant changes, where 
changes are planned, or there have been negative experiences such as: 

• before a significant change such as a merger or service change

• when an investigation has identified a team or department has been poorly led or a
culture of bullying has developed

• when there has been a service failing

• following a Care Quality Commission (CQC) inspection where there has been a change
in rating

It is the executive lead’s responsibility to ensure that the board receives a range of assurance

and regular updates in relation to the FTSU strategy.  

An important piece of assurance is the report provided in person by the FTSU Guardian, at 
least every six months and Section 7 of the supplementary information pack sets out the 
kind of information the board should expect to be in the FTSU Guardian’s report.  To be clear 
this should not be the only assurance the board receives.  

Another important piece of assurance is an audit report of the trust’s speaking up policy. The 
trust’s speaking up arrangements must be based on an up-to-date speaking up policy that 
reflects the minimum standards set out by NHS Improvement and should be audited at least 
every two years. Section 8 of the supplementary information pack sets out what a 
comprehensive audit should cover. The audit report should not focus solely on FTSU Guardian 
activity but on the effectiveness of all the speaking up channels as well as the whole speaking 
up culture. 
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If the board is not assured its workers feel confident and safe to speak up, it should consider 
getting external support to understand what is driving that fear.  

Be open and transparent with external stakeholders 

A healthy speaking up culture is created by boards that are open and transparent and see 
speaking up as an opportunity to learn. Executives routinely discuss challenges and 
opportunities presented by the matters raised via speaking up with commissioners, CQC, NHS 
Improvement and their local quality surveillance groups. The board welcomes engagement 
with, and feedback from, the National Guardian and her staff.  

The board regularly discusses progress against the FTSU strategy and (respecting the 
confidentiality of individuals) themes and issues arising from speaking up (across all the trust’s 

speaking up channels) at the public board. The trust’s annual report contains high level,

anonymised data relating to speaking up, as well as information on actions the trust is taking to 
support a positive speaking up culture. 

To enable learning and improvement, executive directors discuss learning from speaking up 
reviews, audits and complex cases among their peer networks. To support this learning, 
ideally, reviews and audits are shared on the trust’s website.

The executive lead for FTSU requests external improvement support when required. 
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Conclusion 
Meeting the expectations in this guide will help boards to send the message that ideas, 
concerns, feedback, whistleblowing and complaints are all seen as opportunities to stop and 
reflect on whether something could be done differently.  

Valuing workers’ opinions and acting on them, publicising the good that comes from speaking 
up, and making clear and unequivocal statements that you will not tolerate staff being 
victimised for speaking up, will all encourage workers to use their voice for the benefit of 
patients and their colleagues. 

We have provided useful resources as supplementary information to this guide but if having 
completed your review you would like further support to improve aspects of your FTSU 
arrangements, please get in touch with: 

• nhsi.ftsulearning@nhs.net for the following support to the executive lead:

– review FTSU policy, strategy or action plans and provide feedback to bring them in
line with national policy or recognised best practice

– design and facilitate workshops to develop board understanding of speaking up and
behaviour that encourages or inhibits it

– host online surveys and facilitate focus groups with workers to identify issues,
causes and solutions

– facilitate an assessment of your trust’s FTSU arrangements against national

guidance and support the executive lead to build a FTSU improvement action plan

• enquiries@nationalguardianoffice.org.uk who will arrange for support for the FTSU
Guardian in relation to their role. 
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NHS England and NHS Improvement 
133-155 Waterloo Road
London
SE1 8UG

0300 123 2257 
enquiries@improvement.nhs.uk  
improvement.nhs.uk 

 @NHSImprovement 

National Guardian’s Office 
151 Buckingham Palace Road 
London 
SW1W 9SZ 

0300 067 9000 
enquiries@nationalguardianoffice.org.uk 
cqc.org.uk/national-guardians-office/content/national-guardians-office 

 @NatGuardianFTSU 

This publication can be made available in a number of other formats on request. 

July 2019      Publications code: CG 44/19 

Publishing Approval Reference 000787 
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Item Reference and Title Agenda item 17 - Proposed change to the Trust’s Constitution 

Date of Meeting Board of Directors,  24th September 2019 

Accountable Executive Susan Gilby, Chief Executive Officer 

Author(s) Debbie Bryce, Interim Trust Secretary 

Alignment to Board Assurance 
Framework risk 

CR 7 - Failure to maintain robust corporate governance and overall 
assurance 

Alignment to CQC Domains Well Led 

Document Previously 
Considered by:  

Audit Committee 17th September, 2019 

Summary 
This report is intended to outline a proposed change to the Trust’s 
Constitution to alter the Board of Directors’ composition by 
increasing the number of Non-Executive Directors by one, from 
five to six, to address the Board’s balance between Non-Executive 
Directors and Executive Directors’, in order to comply with the 
NHS Foundation Trust Code of Governance (2014). 

Recommendation(s) 1. The Board is asked to agree a change to section 13.2.1.2 of the
Trust’s Constitution to increase by one, from five to six, the
number of Non-Executive Directors on the Board of Director’s to
enable a more effective unitary Board.

2. The Board of Directors is asked to recommend the change to
the Constitution, once it has agreed it, to the Council of Governors
for approval, as per the requirements of the Health & Social Care
Act 2012.

Corporate Impact Assessment: Legal and regulatory impact: 
Financial impact: 
Patient Experience/Engagement: 
Risk & Performance Management: 
NHS Constitution/Equality & Diversity/Communication: Y 
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1. Introduction

The Trust outlined in its 2018-19 Annual Governance Statement that the Board intend to redress the 
number imbalance between Executive Directors and Non-Executive Directors.  Board composition and 
Board balance has now been considered and there was agreement at the Governors’ Nomination 
Committee in August to increase the number of Non-Executive Director’s by one, from five to six.  A 
subsequent change is now required to the Trust’s Constitution, which will be considered by the Audit 
Committee and Board of Director’s and then approval sought from the Council of Governors, as per the 
requirements of the Health & Social Care Act 2012. 

2. The NHS Foundation Trust Code of Governance (2014)

The Trust seeks to work to the NHS Foundation Trust Code of Governance on a comply or explain basis.  
This Code outlines best practice in corporate governance for Foundation Trusts.   

Provision B.1.2 of the Code states that: 

B.1.2. At least half the board of directors, excluding the chairperson, should comprise non-executive
directors determined by the board to be independent.

The Trust has considered its Board balance in relation to the Code of Governance and acknowledges that 
the Trust’s Constitution currently outlines an imbalanced Board based on the number of Executive and 
Non-Executive Directors contained within section 13.2. 

3. The Countess of Chester Hospital NHS Foundation Trust’s Constitution

Section 13.2 of the Trust’s Constitution outlines the Board of Directors’ composition currently as: 
the Chairman, five Non-Executive Directors and six Executive Directors, as follows: 

13.2. The board is to include:  

13.2.1. the following non-executive Directors: 

13.2.1.1 a Chairman, who is to be appointed (and removed) by the Council 
of Governors at a Regular Council Meeting;  

13.2.1.2 five other non-executive Directors who are to be appointed (and 
removed) by the Council of Governors at a Regular Council  
Meeting;  

in each case subject to the approval of a majority of the Council of Governors  
(in the case of an appointment) present and voting at the meeting, and three-  
quarters of all of the members of the Council of Governors (in the case of a  

232



removal) voting at the meeting;  

13.2.2. the following executive Directors: 

13.2.2.1. a Chief Executive (who is the accounting officer), who is to be appointed (and removed) by the 
non-executive Directors, and whose appointment is subject to the approval of a majority of the members of 
the Council of Governors present and voting at a meeting;  

13.2.2.2. a Finance Director, a registered medical practitioner or a registered dentist (within the meaning of 
the Dentists Act 1984), a registered nurse or registered midwife, and two other executive Directors, all of 
whom are to be appointed (and removed) by a committee consisting of the Chairman, the Chief Executive 
and the other non-executive Directors. 

As provision B1.2 of the Code of Governance states that, ‘at least half the board of directors, excluding the 
chairperson, should comprise non-executive directors’, then, in order to comply with the Code, the Board 
would either need to decrease its voting Executive composition by one or increase its Non-Executive 
composition by one. It has been considered and agreed that the latter is preferred. 

4. Recommendation

4.1 The Board is asked to agree a change to section 13.2.1.2 of the Trust’s Constitution to increase by one, 
from five to six, the number of Non-Executive Directors on the Board of Director’s to enable a more 
effective unitary Board. 

4.2 The Board of Directors is asked to recommend the change to the Constitution, once it has agreed it, to 
the Council of Governors for approval, as per the requirements of the Health & Social Care Act 2012. 
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Board of Directors,  
Countess of Chester Hospital NHS Foundation Trust 

1. Date of meeting: 24th September, 2019 

2. Title of report and
item reference:

Agenda item18 - Cheshire West Integrated Care 
Partnership – Terms of Reference and Business Plan 
2019/20 

3. Summary: • Further to Partner Boards’ agreement of the Integration
Agreement during March 2019, terms of reference have
now been finalised for the Cheshire West Integrated
Care Partnership (ICP) Board and also the Directors’
Group (formerly referred to as ICP Executive Team).

• The ICP Board will operate via a collaborative
governance model, with aligned decision making, and
this is reflected within its terms of reference, albeit with a
stepped approach to governance which will see
decisions come back to Partner Boards for the first six
months, as agreed at the ICP Governance Workshop on
25th April 2019 with ICP Partners.

• Cheshire West ICP has developed and agreed, via the
shadow ICP Board, a Business Plan, Our Plan for
Integrated Care 2019/20.

4. Recommendations a) That the Board approves the Cheshire West
Integrated Care Partnership Board terms of
reference;
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b) That the Board approves the Cheshire West
Integrated Care Partnership Directors’ Group Terms
of Reference;

c) That the Board agrees delegated authority to its
named individual member of the ICP Board to agree
the contents of the forthcoming ICP Governance
Handbook, including any future ICP Stakeholder
Group terms of reference, Transformation Group
terms of reference and any future updates to the ICP
Directors’ Group terms of reference

d) That the Board endorses the Cheshire West ICP
Business Plan, Our Plan for Integrated Care 2019/20.

5. Report Prepared By: Cheshire West ICP Governance Programme/
Debbie Bryce, Governance Programme Lead. 
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Cheshire West Integrated Care Partnership 

Cheshire West Integrated Care Partnership – Terms of Reference and 
Business Plan 

PURPOSE 

1. The purpose of this report is to provide a short narrative to support the
recommendations.

BACKGROUND 

2. An Integrated Care Partnership is an alliance of providers collaborating to
meet needs of a defined population. Integrated care will bring together the
different organisations and services that look after people in Cheshire West to
better co-ordinate care, to make sure patient and carer experiences are as
joined-up as possible and to support more people to stay healthy and well.

3. During March 2019 the six Partner Boards of the Cheshire West Integrated
Care Partnership agreed a non-legally binding Integration Agreement to align
the work of the parties with regards to integrating care within West Cheshire
via a new collaborative governance model.

4. An ICP governance workshop was held on 25th April, 2019, and a stepped
approach to governance was agreed between partners which will see any ICP
Board decisions come back to Partner Boards for agreement for the first six
months whilst the requirements for individual delegated decision making
authority for the Partner member of ICP Board is further clarified.

5. Terms of reference have been developed by the ICP Governance
Programme.

6. It should be noted that the Stakeholder Group, as referenced in the
Integration Agreement, is not yet established and, therefore, terms of
reference are not yet available

TERMS OF REFERENCE FOR ICP BOARD 

7. The shadow ICP Board agreed its terms of reference on 27th June, 2019, and
these are now proposed to Partner Boards for approval, as included in
Appendix One.
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8. Considerations to develop these terms of reference have included:

• parity of representation for aligned decision making by consensus and
that ICP Board is not a Joint Committee;

• establishing a named Deputy Chair;
• agreeing named deputies for individual Partner members;
• non-voting members forming part of the quorum;
• frequency of meetings; and
• arrangements for identifying and managing conflicts of interest.

9. It is recognised that the ICP and its governance arrangements will evolve and
the terms of reference will be reviewed regularly to ensure they remain fit for
purpose and reflect the way in which the ICP develops and operates.  Future
updates to the ICP Board terms of reference will be taken to ICP Partner
Boards for approval.

TERMS OF REFERENCE FOR ICP DIRECTORS’ GROUP 

10. The ICP Governance Programme has assisted to develop the Directors’
Group terms of reference, which have been agreed by members of the ICP
Directors’ Group and subsequently agreed by the shadow ICP Board on 27th

June, 2019.  These terms of reference can be found within Appendix Two.

11. Considerations to develop these terms of reference have included:

• The remit of Directors’ Group;
• That membership includes representatives from the different ICP

Partner organisations;
• Operational decision making being subject to the Scheme of

Delegation to individuals by each of their employing Partner
organisations;

• Frequency of meetings;
• Arrangements for identifying and managing Conflicts of interest; and
• That reporting arrangements for Directors’ Group will be into ICP

Board.

12. It is recognised that the ICP and its governance arrangements will evolve and
the terms of reference will be reviewed regularly.  It is proposed that any
future updates to the ICP Directors’ Group terms of reference will be made
under delegated authority at ICP Board by individual partner member
representatives, via aligned decision making by consensus.

ICP GOVERNANCE HANDBOOK 
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13. The ICP Governance Handbook has been under development and is due for
completion in September 2019.  Its contents will include:

• the terms of reference for ICP Board, Directors’ Group, ICP
Stakeholder Group (once established, unless a current stakeholder
forum is utilised as an alternative) and, in future, an ICP
Transformation Group;

• a narrative on the current arrangements for aligned decision making by
consensus within ICP Board;

• Specific ICP governance principles;
• a narrative that describes that Partners are still responsible for their

registered services that they “align” to the ICP;
• a narrative that describes the integrated management model within the

ICP; and
• Reference to the Nolan Principles and behaviours expected within the

ICP, along with Partner organisation Codes of Conduct applying to
their staff within the ICP

14. It is proposed that delegated authority is given to named individual members
of the ICP Board by the ICP Partner organisations to agree the contents of
the forthcoming ICP Governance Handbook including any future ICP
Stakeholder Group terms of reference and any future updates to the ICP
Directors’ Group terms of reference

ICP BUSINESS PLAN, OUR PLAN FOR INTEGRATED CARE 2019/20 

15. Cheshire West ICP has developed and agreed, via the shadow ICP Board, a
Business Plan, Our Plan for Integrated Care 2019/20.   This one year plan
sets out how Cheshire West ICP will support local people to improve health
and care outcomes on behalf of our Partner organisations. It is a strategic
business plan and links to our Partner organisation operational plans.  It sets
out the Scope of Service and high-level, preliminary healthcare budget for
Cheshire West ICP c.£38.3m per year.

16. Cheshire West ICP has two Mission Statements which have been linked to an
agreed set out outcomes.  An outcomes framework is currently being
developed by the Business Intelligence Programme.

17. The Cheshire West ICP one year Business Plan has been developed across
the Partnership and has identified 4 Priority Programmes and 6 Enabling
Programmes to support service development and its Transformation Plan.
Underpinning the Business Plan is a series of strategic and Operational
objectives.  There is a commitment to develop a 5 year Transformation Plan.

18. The ICP business plan can be found within Appendix Three.
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RECOMMENDATIONS 
19. a) That the Board approves the Cheshire West Integrated Care Partnership

Board terms of reference;

b) That the Board approves the Cheshire West Integrated Care Partnership
Directors’ Group Terms of Reference;

c) That the Board agrees delegated authority to its named individual member
of the ICP Board to agree the contents of the forthcoming ICP Governance
Handbook including any future ICP Stakeholder Group terms of reference,
Transformation Group terms of reference and any future updates to the ICP
Directors’ Group terms of reference

d) That the Board endorses the Cheshire West ICP Business Plan, Our Plan
for Integrated Care 2019/20.

Cheshire West ICP Governance Programme/  
Debbie Bryce, Interim Trust Secretary and ICP Governance Programme Lead. 
September 2019 
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Appendix One 

CHESHIRE WEST INTEGRATED CARE PARTNERSHIP 

Terms of Reference for the Integrated Care Partnership (ICP) Board 

Version 1 (August 2019) 
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1. Terms of reference

1.1. The role of the ICP Board is to maintain strategic oversight of and accountability for 
the Partnership and to support the ICP Directors’ Group to carry out their functions, 
including assistance to remove barriers within Partner organisations which the 
Directors’ Group is unable to resolve.  

1.2. The specific functions of the Board are set out below:- 

Strategy - to formulate and agree with partners a long term strategic plan for the 
ICP Board which is aligned to the ICP objectives;  

Accountability - to be accountable for the delivery of the Strategy, to receive reports 
on progress and to seek assurance that systems of control are in place which are 
robust and reliable; 

Culture – to shape a positive culture within the Board and the wider Partnership; 

Financial stewardship - to ensure the effective and efficient use of resources; 

Risk management – to identify, review and manage risks; and 

Operational planning – to develop, agree and monitor an annual operational plan 
with clear objectives; 

1.3. It is intended to review these terms of reference at least annually as the ICP 
develops, to be mutually agreed by the Partners. 

2. Delegations and Reserved Matters

2.1. Decision making by the Board is subject to the Scheme of Delegated Decision making 
and Reserved Matters of each Partner organisation set out in Schedule 1 and their 
respective statutory obligations. 

2.2 A record of the discussion and decision made by each of the six partner 
representatives should be recorded in the minutes of the ICP Board. 

2.3 Care is needed to ensure that discussion still takes place at the ICP Board prior to 
recommendations being referred to Partner organisations for decision. 
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3. Board membership

3.1 The Board will consist of the following core Partner organisations; 

• Countess of Chester Hospital NHS Foundation Trust
• Cheshire West and Chester Council
• Cheshire and Wirral Partnership NHS Foundation Trust
• South Cheshire and Vale Royal GP Alliance
• Primary Care Cheshire
• Central Cheshire Integrated Care Partnership.

3.2. Each core Partner will be entitled to appoint one voting representative (Executive / 
Officer) to the Board. In additional one non-voting representative/Non-
Executives/Members may be appointed with the agreement of the Board, to attend 
and speak, with the aim of parity of representation. 

3.3. It is for each Partner to decide who they wish to nominate to the Board. 
Representatives may be executive or non-executive. However, each representative 
should have sufficient individual delegated decision making authority from their 
Partner organisation to make the decisions outlined in these terms of reference (N.B. 
for NHS Foundation Trusts individual delegated decision making cannot be made to a 
Non-Executive Director). 

3.4. A list of nominated representatives is set out in Schedule 2 along with those ‘in 
attendance’.  

4. Chair

4.1. The ICP Board will be led by the Chair of the ICP who will be a Non-Executive 
Director of the Countess of Chester Hospital NHS Foundation Trust (the Host). 

4.2. The Deputy Chair will be Non-Executive Director, Andrea Campbell, from Cheshire 
& Wirral Partnership NHS Foundation Trust. 

5. Deputies

5.1. For consistency it is expected that the use of deputy representatives will be 
avoided wherever possible. However, it is recognised that this may be necessary 
on occasion. Named deputies will be permitted to attend and participate fully in 
meetings of the Board with the prior agreement of the Chair but can only take part 
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in aligned decision making if they have individual delegated authority from their 
Partner organisation.  

6. Quorum

6.1. The Board will be quorate where the voting representative or named deputy of 
each core Partner is in attendance with individual delegated authority to make 
decisions on behalf of their organisation, along with the Chair (or Deputy Chair) 
and two non-voting members.  

7. Attendance

7.1  Nominated representatives should attend at least 80% of ICP Board meetings and 
ensure that their named deputy with the appropriate delegated authority attends 
when they are unable to attend.  See section 8.5 regarding non-attendance in 
relation to decision making. 

8. Decision Making/Voting

8.1. It is recognised that the Board is working towards delegated aligned decision 
making;  the Board should adopt the principle of reaching a consensus on 
recommendations on proposals to Partner Boards before they are made.  Once 
Schedule 1 on delegated and reserved matters is agreed, the Board will seek to 
achieve a consensus on all decisions via aligned decision making. Where a consensus 
cannot be reached and a decision requires to be taken, the issue will be referred 
back to each partner organisation by the member who could not reach a consensus.   
Alignment means that the organisations within the ICP retain their own decision-
making authority, but have agreed to make their decisions taking into account a 
vision that is common to all of them, along with common aims and principles. 

8.2. Before making a decision or proposal back to Partner Boards on an issue, the 
Board may ask for further work to be undertaken to explore, clarify, mitigate or 
minimise any concerns. 

8.3. Areas of deadlock will be resolved in accordance with the Dispute Resolution 
Procedure set out in the Governance Framework Integration Agreement.  
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8.4. An individual acting under delegation from their Partner organisation that abstains 
or does not cast a vote has decided not to make a decision and, notwithstanding 
the views of the majority, that decision holds unless the individual chooses to 
change it or the decision is referred to the partner organisation board for a 
decision. 

8.5. Where a Partner representative with delegated decision making authority or their 
deputy with delegated authority is unable to attend a meeting of the ICP Board 
and there is a consensus on a decision from the remaining partners present, there 
should be an attempt to seek agreement from the absent member in a virtual way, 
and failing that the final decision will need to be referred to the following meeting 
when the Partner is present to carry the decision.  

9. Frequency of Meetings

9.1. The ICP Board will meet six times per year formally along with three times per year 
informally as a workshop. The frequency of meetings will be reviewed at least 
annually.  

9.2. The Chair may call an extraordinary meeting on not less than 5 working days’ 
notice. 

10. Conflicts of Interest

10.1. Members of the ICP Board should disclose to each other the full particulars of any 
real or apparent conflict of interest which arises or may arise in connection with the 
operation of the ICP Board, immediately upon becoming aware of the conflict of 
interest or at the latest within 28 days of becoming aware.   

10.2. Individual representatives need to be alert to conflicts of interest and be open and 
transparent.  Individual representatives should check Board/meeting agendas in 
advance and discuss any potential or real conflict with the lead for the Governance 
Programme or their organisational governance lead and the chair of the meeting 
prior to ICP Board, to agree a way forward.  Members of the ICP Board should not 
participate in any decision-making in respect of any aspect of the ICP Board that 
could allow them to be placed in a position of conflict of interest, without the prior 
consent of the other Partners to participate in that decision-making.  
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10.3. Members of the ICP Board should make declarations of interest with their employing 
organisation which should be made available and be copied into a Cheshire West ICP 
Board register and updated at least annually or promptly as they acquire new 
interests of (or) relinquish existing interests.   

10.4. Members of the ICP Board should adhere to the Nolan Principles (The Seven 
Principles of Public Life), the Code of Conduct as set out in the Governance Handbook 
along with relevant employing organisation Codes of Conduct. 

11. Access to the public

11.1. It is the intention of the Board to work towards formal meetings of the ICP Board 
which will be open to the public. This will require development of an appropriate 
framework and implementation date. 

12. Role of the Commissioners

12.1. Commissioners are permitted to attend the meetings of the ICP Board. In the 
event that any matters to be discussed may result in a conflict of interest or the 
remaining attendees consider that matters are confidential and need to be 
discussed without the inclusion of the Commissioners, then such matters shall be 
discussed in private session of the relevant board meeting. 

13. Board working arrangements

13.1. The Managing Director will put in place arrangements for the following support to 
the Board to ensure; 

• The correct minutes are taken and once agreed by the Chair distributed to the members;

• Conflicts of interest are recorded along with the arrangements for managing those
conflicts;

• A record of matters arising is produced with issues to be carried forward;

• An action tracker is produced following each meeting and any outstanding action is
carried forward on the action tracker until complete;

• Appropriate support to the Chair and committee members;

• The agenda is agreed with the Chair prior to sending papers to members
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• Agenda and supporting papers to be circulated no later than five working days before
the meeting;

• An annual programme of work is up to date and distributed at each meeting;

• The minutes of the meeting are distributed within 14 working days of the meeting
taking place;

• The papers of the committee are filed and retained in accordance with any relevant
policies and procedures; and

• There is adequate notice and scheduling of meetings to ensure attendance, with a
meeting schedule established for at least six months ahead.

13. Reporting Groups

13.1. In accordance with the Cheshire West Integrated Care Partnership Governance 
Structure, the groups that will report into the ICP Board are: 

• the Stakeholder Partnership Forum; and
• the Cheshire West ICP Directors’ Group.

The ICP Board will receive the minutes/notes of both of the above. 

14. Accountability

14.1. The ICP Board does not have decision making powers in its own right (and is not a 
joint committee), however, the individual Partner representatives with delegated 
authority will be accountable for their decisions on the ICP Board to their respective 
Partner boards.   

14.2. The ICP Board will also report to: 
• NHS West Cheshire CCG
• NHS Vale Royal CCG
• Health & Wellbeing Board
• All Partner Organisations

15. Responsibilities and behaviours

15.1. Members of the ICP Board have a collective responsibility for its operation. They 
will participate in discussion, review evidence and provide objective expert input to 
the best of their knowledge and ability and endeavour to reach a collective view. 
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15.2. The members will behave in a manner which is consistent with Integration 
Principles, any relevant organisational Codes of Conduct or ICP Code of Conduct  
and will adhere to the behaviours highlighted in the Nolan principles recognising 
that the success of the programme will depend upon relationships and an 
environment of integrity, trust collaboration and innovation. 

SCHEDULE 1 – Scheme of Delegated Decision Making and Reserved Matters 

The Scheme of individual delegated decision making and reserved matters for each Partner 
organisation are yet to be agreed as Cheshire West ICP will adopt a stepped Governance 
approach with decision-making on key issues reserved back to the Partners for an initial 
period of 6-months from the date of agreement of these terms of reference, and then will 
review the appetite for delegations. 

SCHEDULE 2 – Nominated Representatives 

Partner Name Individual decision making 
member of ICP Board 

Named Deputy 

Cheshire West & Chester 
Council 

Delyth Curtis, Deputy Chief 
Executive - People 

Ian Ashworth, Director of 
Public Health 

Cheshire & Wirral 
Partnership NHS Foundation 

Trust 

Sheena Cumisky, Chief 
Executive Officer 

Tim Welch, Deputy Chief 
Executive & Director of 

Finance 
Countess of Chester Hospital 

NHS Foundation Trust 
Susan Gilby, Chief Executive 

Officer 
Alison Kelly, Deputy Chief 

Executive & Director of 
Nursing & Quality 

South Cheshire & Vale Royal 
GP Alliance Ltd 

Tina Cookson, Nurse Director Catherine Wall, Chair, 
Primary Care Cheshire 

Primary Care Cheshire (CIC) Catherine Wall, Chair Tina Cookson, Nurse 
Director, South Cheshire & 

Vale Royal GP Alliance 
Central Cheshire Integrated 

Care Partnership 
Denise Frodsham, Director of 
Strategic Partnerships, Mid 

Cheshire Hospitals 

Tina Cookson, Nurse 
Director, South Cheshire & 

Vale Royal GP Alliance 

Chris Hannah, Chair, Cheshire West ICP (or Deputy Chair as outlined in section 4.2) 
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Non-Voting Members:   

Managing Director, CWICP 

Directors’ Group members, CWICP 

Andrea Campbell, Non-Executive Director, Cheshire & Wirral Partnership NHS Foundation 
Trust 

Chair, CCICP 

Elected Member, Cheshire West & Chester Council 

Member, Primary Care Cheshire 

Member, SC&VR GP Alliance 

In Attendance: 

Louise Barry, Chief Executive Officer, Healthwatch 

Lead for CWICP Governance Programme 

Version 1 (August 2019) 
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Appendix Two 

CHESHIRE WEST INTEGRATED CARE PARTNERSHIP 

Terms of Reference for the Directors’ Group 

1. Terms of Reference
1.1 The ICP Directors’ Group will advise and be accountable to the ICP Board on the 
strategic direction and priorities, developing a transformation plan and for the delivery of 
the operational plan for Cheshire West’s health, social care and wellbeing. 

1.2 The specific remit of the Directors’ Group includes: 

• Oversight of the production and delivery of key business plans and cases for
investment and to make proposals to ICP Board;
• Delivery of the key milestones and outcomes associated with implementation of
strategic plans;
• Monthly oversight of the system performance dashboard and for making exception
reports to ICP Board;
• Monthly oversight of the ICP corporate system risk register; and
• Escalation of risks, strategic and high level operational issues to ICP Board.
• Reporting on service delivery for services agreed within the scope of the ICP,
including high-level/exception reports, for example, for finance, staffing and key
performance indicators.

2. Directors’ Group Membership

2.1 The ICP Directors’ Group will consist of the following: 

• Managing Director
• Medical Director
• Director of Population Health Management
• Director of Service Delivery
• Director of Transformation & Partnerships
• Director of Public Health
• Director of Adult Social Care
• Associate Director of Nursing
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High level finance support will be accessed via Cheshire & Wirral Partnership NHS 
Foundation Trust via their Director of Finance in the first instance.  Corporate governance 
support to the ICP Directors’ Group should be accessed via the lead for the ICP Governance 
Programme.   

2.3 The Managing Director will lead the Team of Directors and chair Directors’ Group 
Meetings. 

2.4 The meeting will be chaired by the Medical Director in the Managing Director’s absence. 

3. Deputies

Attendance from named deputies at Directors’ Group will be permitted. 

4. Quorum & Attendance

Directors’ Group members should attend at least 75% of formal meetings and communicate 
and agree this attendance with their employing organisation. 

5. Decision Making

Operational decision making by the Directors’ Group is subject to the Scheme of Delegation 
to individuals by each of their employing Partner organisations.  Proposals for ICP 
investment and transformation, sign-off of ICP business plans, sign-off of the ICP corporate 
system risk register and sign-off of ICP strategic plans should be proposed to Cheshire West 
ICP Board by the Directors’ Group. 

6. Frequency of Meetings
The Directors’ Group will meet at least monthly, formally on a bi-monthly basis initially,
along with additional informal meetings as required.

7. Conflicts of Interest

Members of Directors’ Group should disclose to each other the full particulars of any real or 
apparent conflict of interest which arises or may arise in connection with the operation of 
the Directors’ Group and the ICP, immediately upon becoming aware of the conflict of 
interest or at the latest within 28 days of becoming aware.   

Members of the Directors’ Group need to be alert to conflicts of interest and be open and 
transparent and check meeting agendas in advance for potential conflicts, discussing with 

250



the lead for the Governance Programme or their organisation governance lead and the chair 
of the meeting prior to the Directors’ Group meeting, to agree a way forward. 

Members of the Directors’ Group should not participate in any decision-making in respect of 
any aspect of ICP business or Directors’ Group that could allow themselves to be placed in a 
position of conflict of interest, without the prior consent of the other members of the 
Directors’ Group to participate in that decision-making and agreement on actions to 
mitigate and manage the conflict.  

Members of the Directors’ Group should make declarations of interest with their employing 
organisation which should be made available and be copied into a Cheshire West ICP Board 
register and updated at least annually or promptly as they acquire new interests of (or) 
relinquish existing interests.   

Members of the Directors’ Group should adhere to the Nolan Principles (The Seven 
Principles of Public Life), the Code of Conduct as set out in the ICP Governance Handbook 
along with relevant employing organisation Codes of Conduct. 

8. Directors’ Group Working Arrangements

The Managing Director will put in place arrangements for the following support to the 
Directors’ Group: 

• The correct notes/minutes are taken and, once agreed by the Chair, distributed to
the members;

• Conflicts of interest are recorded along with the arrangements for managing those
conflicts;

• A record of matters arising or action tracker is produced with issues to be carried
forward;

• Appropriate support is in place to produce the agenda and circulate papers, and that
the agenda is agreed with the Managing Director prior to circulation;

• Agenda and supporting papers are to be circulated no later than five working days
before the meeting;

• The minutes of the meeting are distributed within five working days of the meeting
taking place;

• The papers of the meeting are filed and retained in accordance with any relevant
policies and procedures; and

• There is adequate notice and scheduling of meetings to ensure attendance, with a
meeting schedule established for at least six months ahead.
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9. Reporting
The Directors’ Group will report into the ICP Board, with minutes of the meeting provided to
ICP Board in a timely manner and the escalation of issues and system risks as appropriate
and in line with the ICP strategic objectives.

10. Accountability

The Directors’ Group is accountable to the ICP Board, with the individual team members 
reporting into the Managing Director of the ICP. 

11. Responsibilities and behaviours

The Directors’ Group should ensure: 

• Attendance for at least 75% of meetings and endeavour to attend more than 75%;
• That when attending meetings they have read the necessary papers for the meeting;
• That behaviour is appropriate and adheres to the Code of Conduct within the ICP

Governance Handbook;
• Contributions are made appropriately to each meeting;
• Conflicts of interest for individuals are considered in advance of the agenda and

declared and discussed for advice on how to manage, where relevant; and
• Adherence to principles of the ICP as set out in the Integration Agreement and the

Governance Handbook.

Draft Terms of reference considered by Directors Group on 14th June 2019 

Date of agreement of terms of reference by ICP Board:   27th June, 2019 

Date of final approval of terms of reference by Partner Boards:  (insert) 

Version One 
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Our Plan for Integrated 

Care  

2019-20 

The people of Cheshire West will live longer, healthier 

lives at home, or in a homely setting. People will be at 

the centre of all decisions, and receive support to the 

highest standards of quality and safety 

June 2019 
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1. The purpose of this document 
 
This one year plan sets out how Cheshire West Integrated Care Partnership (CWICP) will support 

local people to improve health and care outcomes on behalf of our Partner organisations. It is a 

strategic business plan for CWICP and links to our Partner organisation operational plans.  

 

It may be helpful to start with our local definition of what CWICP is and what we have set out to do. 

Our Integrated Care Partnership is an alliance of providers collaborating to meet the needs of a 

defined population responsible for: 

 

 A budget to be allocated by Commissioners to deliver services under a long-term 

outcome based contract 

 Achieving the triple aim of improved health and wellbeing, better quality and 

sustainable finances 

 Focusing on prevention and proactive care to reduce unwarranted escalation and use 

of bed-based care 

 Actively managing health and wellbeing, improving key risk factors and delivering care 

tailored to the individual 
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2. Executive Summary: Our Plan

Our mission 

Our vision 

The people of Cheshire West will live longer, healthier lives at home, or in a homely setting. People 

will be at the centre of all decisions, and receive support to the highest standards of quality and 

safety. 

We will achieve this by joining up delivery of our health and social care and focus on prevention, 

early identification and supported self-management, where hospital based care is minimised. 

Why are we doing this? 

We face a significant challenge in redesigning health and care for the people of Cheshire West; 

however the case for change through integration is strong as identified in figure 1.  We know that 

the delivery of health and social care to the people of Cheshire West is not sustainable in its current 

guise. Demand for services is increasing rapidly as the population ages and our local health 

challenges exacerbate; too many people are accessing the wrong services, and our health and social 

care services are fragmented and are not designed to collectively serve the population. That and a 

projected financial gap of £100m by 2021 means that a significant system transformation is required 

to maintain the quality and standards of care that we want our population to experience. 

Figure 1 

5 more healthy years for the people of Cheshire West 

Support where and when you want it 
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Our health and care system provides good care, but we can do better. Too often people tell us they 

have to repeat their story and handovers between different services often lead to delays. Many 

people are treated in hospital when care closer to home would be a better option. Therefore only by 

working together to tackle our challenges – with the support of local residents – will we truly ensure 

that our health and care system is fit for the future.  To achieve this we will support more people to 

take control of their own health and wellbeing and provide more care and support in our 

communities. 

 

Since the beginning of 2017, leaders and clinicians from care organisations in Cheshire West have 

come together with a commitment to; agree the vision for care in Cheshire West, develop and 

implement the Cheshire West Integrated Care Partnership (CWICP), and develop and implement a 

programme of transformational activities that will support sustainable change. 

 

How are we going to do it? 

 

CWICP have agreed a Scope of Service (section 7) and in year will continue discussions with Partner 

organisations to consider wider services, such as health services for children and mental health.  

 

CWICP will deliver a model which prioritises investing in assisting people to keep themselves well, 

and spending less on expensive reactive care.  We will need to empower people to drive their own 

wellness, and to do this where possible, at home. The model is based on the principle of subsidiarity; 

the principle that decisions should always be taken closest to where they will have their effect. 

Wherever the person is in their life course, care delivery and planning will focus on using a blend of 

approaches to achieve the best outcomes for the individual, with a focus on self-care and self-

management of conditions, supported by community based care where appropriate.  

 

The person-centred model (figure 2) sets out three ‘levels’ of care and a blend of approaches.  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 Figure 2 

258



O u r  P l a n  f o r  I n t e g r a t e d  C a r e  2 0 1 9 - 2 0 P a g e  | 6

- Self-care: Facilitating self-management of care throughout the lifecycle focused on prevention

and management of health and social care need, providing tools and information for people to

manage their own health.

- Community care:  Care provided through community services at a local level, either in the

person’s home or in community care facilities, to meet physical and mental health and social

care needs. Care will focus on keeping people well and preventing people needing to move from

familiar of comfortable surroundings and requiring bed-based care.

- Bed-based care:  Care in this category would only be for care that required longer stays in care

facilities, such as hospitals or care homes, to meeting physical and mental health and social care

needs. It would be used as a last resort, where the need was urgent or the right specialist or

equipment could not be provided in the community.

How we will work? 

Cheshire West Integrated Care Partnership brings together the planning and delivery of health and 

social care, integrating; health and social care, GPs and hospital consultants, physical and mental 

health care, and people / communities with NHS and social care providers.   

The following organisations are CWICP partners: 

- Countess of Chester Hospital Foundation Trust
- Cheshire West & Chester Council
- Cheshire and Wirral Partnership Foundation Trust
- Central Cheshire Integrated Care Partnership (Community Services Provider in Vale Royal)
- South Cheshire & Vale Royal GP Alliance (GP Federation in Vale Royal)
- Primary Care Cheshire (GP Federation in West Cheshire)

Given the size and complexity of the programme a core Programme Management Office (PMO) has 

been formed, funded by CWICP Partners, and tasked with overseeing the development and 

performance of the programme.  

To deliver the changes required CWICP will work with a broad range of other stakeholders including 

the people who use our services, the public, the voluntary sector, housing, police and the fire and 

rescue service. 

The service development and Transformation Plan have been developed and set out in this Business 
Plan through our 4 Priority Programmes. 

- Care Communities: we will develop 9 Care Communities across Cheshire West to deliver our

Model of Care.

- Enhanced Community based Services: We will increase resources and develop capability of

community services to create Enhanced Community based Services; to enable a community crisis

response, management of Long Term conditions and intermediate care functions to support

people closer to home or in their community.
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- Long Term Care: we will support people with long term care needs (in care homes or receiving a

package of care at home) to receive the right services in their community

- Healthy Lives: we will support people to enjoy Healthy Lives in their communities.

The service development and Transformation Plan have been developed and set out in this Business 
Plan through our 6 Enabling Programmes. 

- Business and Financial Intelligence: we will enable the Cheshire West ICP to make full use of all

information (Financial and Pathway) to achieve its overarching outcomes and goals. The Finance

and BI work stream will also work closely with the Digital Strategy group to deliver the combined

goals of the both programmes.

- Communication and Engagement: we will work together to raise awareness of the work of the

Cheshire West ICP, promote healthy lifestyles and involve residents in shaping local service

provision by listening to, learning from and responding to their experiences

- Digital: we will utilise the most appropriate digital technology to support the delivery of their

ambition; ensuring that the   Informatics Strategy delivers the transformative and quality

improvement agenda as required by the population of Cheshire West

- Estates: we will develop and Estates Strategy for Cheshire West Place / ICP - delivering the model

of care and emerging Clinical Strategy.

- Governance: we will ensure that Cheshire West ICP is developed with a foundation of good

governance.

- People and Organisational Development:  we will work with colleagues and communities to

ensure Cheshire West ICP has the people capability (capacity, competence and confidence)

required to meet local population needs delivered through person-centred care.
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3. Our Structure – how will we work? 
 
Our structure (figure 3) starts with the 366,000 people we serve across Cheshire West.  In line with 

the NHS Long Term Plan our objectives and plan will deliver as many services as possible via our 9 

Care Communities with populations of around 30,000 - 50,000. We are developing a team of CWICP 

Directors (see below), which is a combination of new and existing posts to form the team of CWICP 

Directors.   

 

 Medical Director  

 Director of Population Health Management 

 Director of Service Delivery 

 Director of Transformation & Partnerships 

 Director of Public Health 

 Director of Adult Social Care 

 Lead Nurse  
 

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

 

 

 

 

 

 

 

 
Figure 3 
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The CWICP governance structure (figure 4) illustrates the relationship between CWICP Partner 

organisations and reflects the current CWICP Governance arrangements.  

Figure 4 
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4. Building our Case for Change 
 
We have already started to change how care is organised to improve health and wellbeing and to 

deliver better experiences of care.  

 

The NHS and Cheshire West & Chester Council are already working together to join up services more 

effectively. We have developed 9 Care Communities (figure 4) where groups of general practices are 

working together to share expertise and each with a Care Community Team supporting people at 

home and helping them when they leave hospital. 

 

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Additionally, the following sections highlight the integration work that has been taking place within 

CWICP, including a focus on three main areas of work understanding; what people ‘want’; what 

people ‘need’; and what people ‘get’. 

 
 

What People ‘Want’ – Our Community Conversations 

 

CWICP want to ensure that our communities are engaged and involved in the development of our 

Care Communities. CWICP have commissioned a series of ‘Community Conversations’, which are 

taking place across the Borough, about how people can have healthy and happy lives with long-term 

conditions in their communities. The recommendations from the first Community Conversations will 

inform CWICP development of services and transformation. CWICP will continue to engage our 

Communities.  

 

 
Figure 4 
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What People ‘Need’ – Our Care Community Intelligence Packs 

CWICP has developed a series of bespoke intelligence data packs for each Care Community to 

understand our population health needs. Cheshire West and Chester Council’s Public Health team 

are leading on the production of a comprehensive needs assessment for each Care Community, in 

collaboration with West Cheshire and Vale Royal CCGs and CWICP Partner organisations. The 

intelligence packs (figure 5) include health: social care; and demographic profile indicators and be 

split into three levels; strategic; managerial; and operational. 

To support our Care Community intelligence pack, we have developed a series of summary sheets 

for our 9 Care Communities. This enables us to map-out and identify the towns and villages; local 

councillors; and GP Practices in each area.  

Examples of our summary sheets are shown in Figure 6. 

Figure 6 

Figure 5 
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What People ‘Get’ – Our 9 Care Community Teams Diagnostic 

 

CWICP is undertaking a Care Community Team diagnostic to understand the current offer and 

model, whilst making a comparison against best practice. An exploratory piece of work has been 

undertaken to analyse existing care models in Cheshire West, with a particular focus on the existing 

integrated Care Community Teams. The diagnostic is exploring the current models of operation and 

the interdependencies that exist across our Care Community Teams, in order to propose potential 

options for even more integrated and efficient working moving forward. 
 
 
 

5. Our Objectives 
 

Strategic Objectives 
 

 

1. We will develop a single budget for the services directly delivered by CWICP in 2019/20 and 

report on our financial position by a single report to CWICP Board. 

2. We will use 2019/20 as a year of preparation to establish a single budget to commission for the 

people of Cheshire West. We have and ambition to have a single commissioning budget 

3. We will use 2019/20 as a year of preparation to start work with the CCGs on a CWICP contract 

based on defined health outcomes.  

4. We will align tactical commissioning resources from the CCGs and CWaC to support the service 

delivery plan of CWICP.  

5. We will develop CWICP team of Directors who will work together to deliver the vision of CWICP. 

The team will be formed from a combination of appointment and alignment of staff from our 

CWICP Partners to the agreed posts. 

6. We will enable Primary Care Networks to thrive and develop overall Primary Care strategy for 

Cheshire West.  

7. We will develop a “quintet of leadership” in our Care Communities with representation from 

General Practice, Care Community Teams, Local Authority, Voluntary and Community Social 

Enterprise (VCSE) sector and people who use our services. 

8. We will develop our Care Community model which provides a framework for functions, 

organisations and roles to support our Care Communities; we will support each Care Community 

to produce its own localised response.  

9. We will develop a population health management approach that is inclusive of intelligence from 

across our Care Communities i.e. services, partners and our communities 

10. We will develop a Care Community dashboard which shows the impact CWICP is having on the 

population of Cheshire West. 
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Service Delivery Objectives 

CWICP partners and stakeholders will develop a framework for Care Communities to improve health 

and wellbeing outcomes for the population of Cheshire West. 

At the time of publishing, our aligned service delivery objectives are being developed by the 

Business Intelligence and Finance programme and will be added in a later version of the CWICP 

Business Plan.  

The following Partners have included their Service Delivery Plans within CWICP Business Plan: 

Appendix 2 - Countess of Chester Hospital

Appendix 3 - Cheshire & Wirral Partnership

Appendix 4 - Central Cheshire Integrated Care Partnership

6. Our Outcomes Framework

All services in scope of CWICP have existing contractual arrangements, will respond to service 

specifications and contribute to CWICP Outcomes Framework (appendix 1). At the time of publishing 

this Business Plan a dashboard to measure the outcomes is being developed by the Business 

Intelligence and Finance Programme and will be added in a future version of the CWICP Business 

Plan. 
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7. Scope of Service

The initial scope for services which are aligned / agreed for alignment to CWICP is set out below 

(figure 7). Its focus is on the services CWICP provides that support people in the community.  
N.B. this excludes contracts for core Primary Care services. 

Appendix 5 shows a more detailed breakdown of these services. 

The high-level and preliminary healthcare budget for CWICP, based on the scope set out in figure 7, 

is c.£38.3m per year.  

Added to this will a proportion of current spending on other services (e.g. acute and mental health 

hospital services, nursing / care homes and CCG functions). This will form the basis for intensive 

work on the calculation of a capitated budget for CWICP.  

In addition we would want to negotiate with commissioners: 

 incentive payments based on the achievement of defined health and wellbeing outcomes;

and

 a risk-share / gain-share agreement.

N.B.  At the time of writing discussions continue with Cheshire West and Chester Council for services in scope (aligned 
for planning purposes). 

N.B. The healthcare budget for CWICP includes 7 Care Communities as CCICP services and not currently aligned. 

Services 
delivered across 

the Care 
Communities 

£10.8m 

Services delivered 
within the Care 
Communities 

£13.7m 

Intermediate 
Care 

£5.5m GP Out of 
Hours and GP 

Extended 
Hours 

£4.1m 

Figure 7 

Urgent Care 

£4.2m 
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8. Our Transformation Approach

CWICP has established a Transformation Programme to run alongside the services delivered plan by 

or through CWICP. The integration of health and social care is a complex challenge requiring a 

different way of working and approach. Organisations need to work together to develop at scale and 

pace the transformation of systems, services and support a new mind-set of our workforce. The 

transformation also needs to ensure that communities and people are at the heart of any model, 

innovation and change programme. 

The Transformation Programme has developed a twin track approach through a one year and five 

year transformation plan, which will run concurrently to support and ensure we achieve CWICP 

vision. The Transformation Programme is using a social system change methodology (NHS England 

Large Scale Change) to ensure that the programme can be emergent and agile to develop many of 

the transformation ideas along the journey of one to five years.  

Large Scale Change (LSC) is the process of mobilising a large collection of individuals, groups and 

organisations toward a vision of a fundamentally new future state, by means of: 

 Key themes that can make a big difference.

 A shift in power and a more distributed leadership.

 Comprehensive and active engagement of stakeholders.

 Mutually reinforcing changes in multiple systems and processes.

The approach to leading LSC is continuously evolving in the light of service quality, productivity and 

transformation challenges that are constantly facing us. Evidence is clear that if we want change to 

be transformational, we need to consider Structure, Processes and Patterns of behaviour (figure 8) 

such aspects can make or break your change efforts.  

Much of the past change effort in health and care has focused on structures. Service improvement 

work has been successful in focusing on processes to re-design the way care is delivered. But to 

bring about fundamental change in complex systems we also need to recognise the importance of 

patterns of positive mind-set and behaviour. 

Figure 8 

Patterns of 
Behaviour 

Processes Structures 
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Often, the failure to achieve fundamental change through re-organisations, new programmes, and 

service re-design efforts lies in the fact that the underlying patterns of relationships, decision 

making, power, conflict and learning in the system remain unchanged and unchallenged. In order to 

achieve sustainable transformational change, we must plan for, and actively address, changes in all 

three aspects of Structure, Processes and Patterns.  

Structure, Processes and Patterns helps us understand transformational change by helping identify 

key themes that will make a big difference and mutually reinforcing change in multiple areas.  

(NHSE – Leading Large Scale Change – Practical Guide) 

Our Transformation Programme will use the three key elements (figure 8) to ensure our plans are 

transformational and sustainable. The Transformation Programme has 4 Priority Programmes and 6 

Enabling Programmes (figure 9) which underpin key areas of work and activities to achieving CWICP 

vision. These Priority and Enabling Programmes have been co-created with partners from across the 

system that developed a set of key themes and areas for improvement across Cheshire West.  

Our Priority Programmes - will set-out our 
priority activities for transformation: 

Our Enabling Programmes - will provide the appropriate 
support and infrastructure for the programme delivery: 

o Care Communities: we will develop 9 Care 
Communities across Cheshire West to deliver
our Model of Care. 

o Enhanced Community based Services: we will
increase resources and develop capability of 
community services to create Enhanced 
Community based Services; to enable a 
community crisis response, management of 
Long Term conditions and intermediate care 
functions to support people closer to home or
in their community.

o Long Term Care: we will support people with 
long term care needs (in care homes or
receiving a package of care at home) to receive
the right services in their community.

o Healthy Lives: we will support people to enjoy 
Healthy Lives in their communities.

o Digital: we will utilise the most appropriate digital
technology to support the delivery of their ambition;
ensuring that the   Informatics Strategy delivers the 
transformative and quality improvement agenda as 
required by the population of Cheshire West. 

o People and Organisational Development: we will work
with colleagues and communities to ensure Cheshire West
ICP has the people capability (capacity, competence and 
confidence) required to meet local population needs
delivered  through person-centred care

o Communication and Engagement we will work together
to raise awareness of the work of the Cheshire West ICP 
promote healthy lifestyles and involve residents in shaping 
local service provision by listening to, learning from and 
responding to their experiences. 

o Business and Financial Intelligence: we will enable the
Cheshire West ICP to make full use of all information
(Financial and Pathway) to achieve its overarching 
outcomes and goals. The Finance and BI work stream will
also work closely with the Digital Strategy group to deliver
the combined goals of the both programmes.

o Estates: we will develop and Estates Strategy for Cheshire 
West Place / ICP - delivering the  model of care and 
emerging Clinical Strategy

o Governance: we will ensure that Cheshire West ICP is
developed with a foundation of good governance.

Figure 9 
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9. Our Transformation Structure

CWICP Transformation Programme is overseen by the Associate Director of Transformation and 

supported by CWICP Programme Management Office (PMO). The Programme structure (figure 10) 

has developed two Programmes of work through: 

 Transformation Group which oversees the Transformation plans which is led through

Priority and Enabling Programmes (figure 10).

 ‘Thinking and Acting Differently for Transformation’ Programme which is our share and

learning platform for Transformation.

10. Our 1-year Transformation Plan

CWICP has identified 6 Goals for Transformation (figure 11) which when achieved will support the 

delivery of CWICP vision and any activity delivered through the Transformation Plan should be linked 

to the Goals.   

Figure 10 

Figure 11 

1. A deeper understanding of the health and care needs of people in Cheshire West - Understanding the constantly changing health, social 
and behavioural needs of the people of Cheshire West will be key to prioritising services and interventions across our Care Communities. It 
will also enable people to help shape the health and care offer at a Care Community level.

2.Support more people to stay well in their Care Communities - People will be supported to stay well and look after themselves, 
where possible, helping to improve their quality of life and reduce the need for hospital attendances. Local services will be
developed to enable more people to access the care and support they need in the right place at the right time.

3.Make it easier for people to access the care and support they need in the right place, first time - Services will work 
together to support people to access the care and support they need in the right place at the right time. We will make it 
easier for people and health and care professionals to understand the services available within each Care Community.

4. Ensure the services available in each Care Community meet local need - Services available within Cheshire West’s Care 
Communities will be tailored according to local need. People will receive holistic assessments to help identify their health and 
care needs.

5. Support Care Community Teams to deliver holistic (physical, mental and social) care, particularly for those with multiple 
long-term conditions or complex needs - Services will be delivered in a joined-up way. Care Community teams will assess
people’s needs, wrap care around the individual and signpost to the right services.

6. Provide more specialist health and care expertise closer to home - More specialist advice and advanced care planning will be provided 
in the community, with professional oversight being supported by specialist health and care experts in the community.
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The Driver Diagram (figure 12) shows CWICP Vision, our 6 Transformation Goals, and Priority and 

Enabling Programmes: 

Figure 12 
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Our CWICP Transformation Plan will use PDSA (Plan, Do, Study, Act) Cycles to create and maintain 

momentum.  The Plan is developed around 30, 60, 90 day cycles of activities, engagement and 

learning (figure 13) 

Our CWICP 30, 60, 90 day Transformation Programme is outlined below (figure 14). 

Figure 13 

30 days - Engage the system 
for ideas and opportunities  

60 days - Visting 
stakeholders, to build our 
network and learn about 

services and opportunities 

90 days - Events to bring 
people together, to share 

and learn about 
Transformation. A safe 

space for networking and 
innovation 

Figure 14 
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11. Our Transformation Group

Transformation Group (figure 15) oversees the delivery and development of the Transformation Plan 

through the Priority and Enabling Programmes.  It meets every 30 days and report through CWICP 

Executive Team to CWICP Board. 

Transformation Group has developed 1 year plans for transformational change for 19/20 and work 

with the ICP PMO to develop the 5 year planning process. 

12. Our ‘Thinking and Acting Differently for Transformation’ Programme

We have designed a learning and action platform for Transformation called the ‘Thinking and Acting 

Differently for Transformation’ (figure 16) Programme which will use Large Scale Change tools and 

techniques, creativity and innovation to develop and drive change with leaders from across the 

system. 

 Innovation helps us to think differently about the complex challenges that we are facing;

 Innovation is more than the introduction of new products, equipment or services; it needs

the application of knowledge and time to think differently about problems and solutions.

 Innovation is more than generating ideas; it requires observation, harvesting ideas,

enhancing ideas, prototyping, testing and refining.

 Innovation will be the thread through the Transformation ‘Thinking and Acting Differently

for Transformation’ Programme.

The programme will bring together quality improvement, transformation, experienced and subject 

matter experts from across the system, locally and nationally to share ideas and experience, offer 

peer support and create a safe space to think differently.  We will use the talent and learning from 

across the system; our experience of ‘Large Scale Change’, allows us to think very differently around 

the approaches needed to ‘disrupt ‘the system in positive ways. 

The programme will invite applications from staff from across the system that proposes challenges 

or ideas to work through the solutions with the programme. The programme will be using tools and 

methodologies from social system change management to support the development of ‘lots’ of 

changes programmes. The programme will run in cycles of 30/60/90 days to create momentum of 

activities for change. 
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Figure 15 

Figure 16 
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13. Appendices

Service Delivery Plans 

Appendix 1 - CWICP Outcomes Framework

Appendix 2 - Countess of Chester Hospital

Appendix 3 - Cheshire & Wirral Partnership

Appendix 4 - Central Cheshire Integrated Care Partnership

Appendix 5 - Detailed finance breakdown of Services in Scope of CWICP.
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Mission Statement Links to Outcomes

Appendix 1 

Linked Outcomes
• Increasing the number of healthy years people experience
• A focus on prevention and early intervention
• Reducing health inequalities
• Reduction in avoidable mortality
• People feeling informed to be able to manage their own conditions

Linked Outcomes 
• Ensuring people receive care in the right place at the right time
• Reducing care variation
• Ensuring patient choice
• Care closer to home
• Experience safe services
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Service Development – Priority Programmes 

Developing Care Communities 
Further develop first contact practitioners within Primary Care and Community 

Developing Care Communities Objectives:  

• We will build on the successful physio first concept extending to covering the majority of
musculoskeletal presentations within General Practice. Physio first staffing currently only has
capacity to see approximately 40% of presentations.

• Embed and support the development of Pharmacy first.
• Review the unfunded additional services provided by the Adult Musculoskeletal Assessment

and take a system view on efficiencies and improvements made in patient waiting times for
diagnostics across cancer pathways. Additional funding is required to support the continued
use of AMAMs in the screening of MSK MRI referrals and expanding to ultrasound.

Developing Intermediate care and delivery of more services out of the acute 
setting 
Hospital at Home and Intermediate Care 

The Hospital at Home (HatH) service will come under the management of CWICP in April 2019. 
Following a period of transition from the previous provider, we are now in a position to understand 
the demand, the potential areas for pathway expansion and increase the numbers of patients 
supported at a higher level of acuity in the community. This cannot be done in isolation and we will 
work the hospital, pharmacy, GPs and community services to look for opportunities in expanding 
the cohort of patients managed within the service. 

We will also work to bring together specialist community teams, rapid response, HatH and 
Intermediate care beds to function as an Intermediate tier of services to allow for cross cover and 
utilise speciality expertise where required to manage a community patient holistically rather than 
through separate isolated teams. This is described in the diagram (figure 8) below. 
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Hospital at Home and Intermediate Care Objectives: 

• Increase the numbers of patients supported at a higher level of acuity in the community.
• Create a joined up intermediate tier of services to allow for cross cover and sharing of

expertise across services.
• Improve the effectiveness of rapid response services by progressing integration of services

with CWAC, investing in dedicated pharmacy time, implementing E-scheduling.
• Secure the financial future of the Falls Green Car to ensure continued delivery.
• Achieve the target reduction in medically optimised patients to below 40 a day and reduce

the number of stranded patients with >21day length of stay.

Enhanced support to Patients in Long Term Care 

Our first priority is to expand support to care homes starting with the Ellesmere Port care 
community targeting homes that are admit more patients to hospital.   

Patients in Long Term Care Objective: 

• Enhance support to care homes in Ellesmere Port with the objective of reducing admissions
to hospital from that care community to start with and expand to other areas if successful.
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Promoting Healthy Lives and prevention 

 
CWICP services either deliver or support delivery of healthy eating, exercise on prescription, falls 
prevention programmes, self-management and rehabilitation. We will use the opportunity that the 
alliance with Public Health gives us to improve our services.  

 
Promoting Healthy Lives Objectives:  

 

• Work with partners to explore the current delivery of falls programmes and falls staff 
training currently commissioned by both Local Authority and Health to see if this delivers 
the best outcomes for patients in the most cost effective way. 

• Redesign the Pulmonary rehabilitation service to mirror the Diabetes model which will 
deliver targeted education and exercise sessions at appropriate times. 

 

Workforce 
 
Our priorities for workforce development across CWICP services are as follows.  
 

• Registered nurse staff recruitment across Intermediate care beds remains on the risk register. 
With some posts being difficult to fill. We will work with senior nurses across partners to 
introduce 2 associate nurse posts into units. These will be in line with similar posts which 
already exist within therapies. 

• CWICP will promote and recruit to GPs to work across Intermediate care and Hospital at 
Home. We have had difficulty in recruiting to these posts within our recently acquired Hospital 
at Home service and are now working with a strategic GP lead to support targeted recruitment 
and develop our understanding of the role and training required going forward. 

• CWICP recognises that recruitment and development of advanced skills nurses and AHPs will 
be pivotal in developing services in Intermediate Care and Care Communities. We will use the 
Advanced Nurse/AHP apprenticeships when available and we will continue to train growing 
numbers of non-medical prescribers to support out of hospital care. We will look to recruit 4 
additional posts in 2019/20. 

• CWICP is also exploring the possibility of an intermediate care bank of HCAs and District 
Nurses, Primary Care Nurses and Acute Nurses who can come from any provider in CWICP and 
work on the Intermediate Care Pathway at any of the providers. 
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Financial cost pressures 

The following section is a summary of the cost pressures facing services that are in scope to be provided by 
CWICP: 

Countess of Chester Hospital cost pressures 

Cost pressure Cost (£) Notes 
1.0 wte B6 Physio £38,703 Joint efficiencies orthopaedic plan with CCG. 
0.5 wte B7 lead nurse for EPH £23,221 Previously funded through 8a matron role £ used 

in matron /patient flow manager redesign) 
1.0 B6 nurse  respiratory ESD £38,703 Cost pressure since CCG ceased funding 4 years 

ago 
1.0 B5 nurse Rapid Response £24,394 
Non Pay IMCU £10,220 Non pay associated with increase 6 IMCU beds 

18/19 
Non Pay EPH Bluebell / Poppy £8,796 Non pay associated with increase 6 beds EPH 

18/19 
1.0 wte Band 7 physio in ED £46,442 Cost pressure for 4years depletes MSK post op 

and OP capacity 

Cheshire and Wirral Partnership cost pressures 

Cost pressure Cost (£) Notes 

1.76wte B7 Physios and 0.8wteB2 
Admin Physiotherapy First 

£95K Staff required permanently recruiting after 4 
years of temporary funding 

1.0wte B7 heart Failure Specialist 
nurse 

£51K Need clarification from CCG on recurrent funding 

Priority Financial Investments 

Countess of Chester Hospital priority investments 

Investment Cost (£) Impact Notes 

1.0wte B7 physio for Falls 
Car 

£46,441 Between 60 and 77 
admissions avoided for frail 
elderly patients per month 

Cost of NWAS staff and vehicle 
£181K FYE exploring 
alternative options with NWAS 
to reduce cost 

Expansion of HatH staffing 
2.0wte B8a ANPs or AHPs 
2.0wte Band5 IV nurses 

£179,202 Additional admission 
avoidance and stepdown 
capacity 

Affordable within the contract 
envelope, with  scope to 
identify CRS 

Additional Pharmacy 
resource across 
Intermediate care - TBC 

Support with developing out 
of hospital care and expediting 
discharge decisions 
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Cheshire and Wirral Partnership priority investments 

Investment Cost (£) Impact Notes 

1.0wte Band 8a 
Advanced practice 
physio in Orthopaedic 
triage service

£62K plus 
£1.5K set-up

Maintain reduction in MRI 
requests (170 referrals per 
month) expand to 
managing MSK ultrasound 
referrals

Depletion of MSK capacity and 
increased wait times as orth 
triage is prioritised

2.0wte Band7 Physios 
to expand physio first 
coverage in Primary 
care

£102K plus 
£3k set-up

Deliver an additional 20 
sessions of Physio first per 
week. (Currently 42 across 
35 practices)

Releasing GP time and a 
reduction in Plain film and 
prescribing associated with 
MSK conditions.
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CWP Operational Objectives for those services aligned to the CWICP 

• Mobilise the recommendations of the phase 1 Care Community Diagnostic

• Develop and deliver rapid cycle testing and other quality improvement projects across teams/services to
support smaller operational changes aligning with Large Scale Change within CWICP

• Complete rollout of “self-driving teams” across integrated and specialist physical health community teams

• Implement new NHSI Pressure Ulcer Guidelines and ensure EMIS recording and reporting supports the
changes in practice

• Review current leg ulcer care provision across Primary, Secondary and Community Care and formulate
recommendations for the West Cheshire health economy

• Support delivery of the Cheshire wide Palliative and End of Life (EOL) Care Strategy by providing 7 day
Specialist Palliative provision by end of year

• Redesign and enhance Palliative /EOL provision for fast rack CHC packages of care by enhancing the Crisis
and Reablement Team

• Deliver Community CQUINs (staff flu vacs, wound care, and coproduced personal care plans)

• Determine the role of Community Matrons/Advanced Practitioners across integrated Teams and Front Door
services to support the transformation work within CWICP

• Review and redesign the Urology Intermediate Tier Service regarding TWOC (trial without catheter) and ED
(erectile dysfuntion) provision to support appropriate funding mechanism, in collaboration with WC CCG

• Develop a Community Urology Service for patients with stable prostate cancer

• Review staffing structure within Podiatry Service to better meet patient need

• Develop and implement an integrated pathway for Intermediate Tier and Secondary Care Dermatology
Services in collaboration with COCH

• Introduction of a performance review tool within GP OOHs service to improve quality, reduce unwarranted
variation  and allow benchmarking between GP clinicians in the service

• Enhance the role of Nurse clinicians  within GP OOHs to enable more appropriate support for home visits
and reduce reliance on GP availability

• Work with COCH to respond to the ECIST review of the Urgent Treatment Centre

• Create a GP portal to improve communication and support evidence based practice with GP OOHs services
across West Cheshire

• Integrate Physical Health and Mental Health SPAs to provide one single point of access for community
physical health and mental health services

• Implement recommendations from NHSE regarding the national IAPT compliant model
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• Deliver IAPT CQUIN for Anxiety Disorder specific measures

• Develop group therapy options within Primary Care Clinical Psychology to build capacity within the service to
support timely access.

Karen Moore 

Associate Director for Neighbourhoods and Integrated Care 

CWP 

17/5/19 
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Central Cheshire Integrated Care Partnership (CCICP) Priorities 2019/20 

Domain One: 
Delivery Outstanding 
Clinical Quality, Safety & 
Experience 

• Multi-agency collaboration to develop priorities for Care Communities that deliver enhanced support to frail and elderly patients, those with mental
wellbeing issues and those with long term conditions through integrated working with health and social care partners.

• Ensuring appropriate access to urgent unscheduled care in the community including out of hours access for primary care conditions
• Maximise the benefits of the new pathways for Musculoskeletal Physiotherapy Service in line with recent service changes
• Work with colleagues to improve the delivery of Palliative Care / End of Life services through improved identification of palliative patients and

appropriate allocation of staffing resources across community care to deliver a coordinated and streamlined approach that supports preferred place of
care including delivery of “Hospice at Home” services

• Work to develop enhanced services for children, young people and their families including those with learning disabilities, supporting out of hospital care,
care closer to home and high quality care across all services including those patients with specialist needs

• Develop robust quality audit schedule for all services within CCICP

Domain Two: 
Being a Leading Partner in a 
Progressive Health 
Economy 

• Through the Home First principles and in line with CCICP Vision, review the potential for shared and integrated working. This incorporates for example:
joint procurement, shared posts, joined up working across all providers linking in to the emerging East and West Integrated care partnership (ICP).

• Develop and implement a transformation programme that supports the work East and West “Place” priorities
• Engage and support the use of clinical senates with patients and health partners to create systems that promote self-care and prevention, uses funding

effectively to optimise patient outcomes and supports sustainability of locally delivered services 

Domain Three: 
Striving for Outstanding 
Organisational 
Effectiveness 

• Meeting key national targets and standards including those in the NHS constitution including equitable access and service provision
• Working with partners to bring the health economy back into financial balance through CCICP contribution to the Capped Expenditure Programme
• Demonstrate Well Led organisation progressing towards Outstanding Care Quality Commission (CQC) ratings
• Using the recent IT developments and improved access to data, develop care community performance reports to evidence compliance against standards,

improved patient outcomes and further opportunities.  

Domain Four: 
Aspiring to Excellence in 
Practice through our 
Workforce 

• Develop both clinical and support staff to have confidence to work autonomously within professional boundaries and governance ensuring that ‘doing the
right thing’ is at the forefront of everything we do.

• Develop and implement workforce and organisational development strategies, with detailed implementation plans that ensure we have a fit for purpose
workforce that is mobile, flexible, highly skilled and culturally aligned to the values and behaviours that CCICP is aspiring to.

• Develop and implement sustainability plans, including a training programme for an increased Qualified and unqualified workforce by reviewing patient’s
health care needs against the skills and competencies of our staff as well as investing in supervision and CPD for all staff

• Develop a robust 7 day service plan to make equitable the service offer, through review of the current provision and development of a plan on a service
need basis.

• Monitor and trend HR metrics and other workforce intelligence such as staff survey and engagement feedback to improve staff wellbeing and motivation

Domain Five: 
Creating a 21st Century 
Infrastructure for 
Transformative Health & 
Social Care 

• Work with partners to maximise the utilisation of the estate across the health economy. Ensure co-location of Care Community teams with primary care
services where possible

• Support the delivery of the CCICP IT strategy, ensuring delivery of a fit for purpose solution that maximises the benefits of a mobile workforce
• Review opportunities for enhanced use of emerging technology in delivery of care
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2019/20 Action Plan 

CCICP Action Plan to Deliver Priorities Aligned to the Trust’s Strategic Domains 2019/20 

Domain One :  Delivering Outstanding Clinical Quality, Safety & Experience 

• To aspire to the delivery of outstanding clinical quality and safety, which is equitable, person and family centred and supported by an effective quality
governance framework

• To drive continuous quality improvement and promote research and innovation.

Indicators Actions Required Expected Outcome Benefit/ Measure of Success 

Multi-agency collaboration 
to develop priorities for 
Care Communities that 
deliver enhanced support 
to frail and elderly patients, 
those with mental 
wellbeing issues and those 
with long term conditions 
using new integrated 
pathways  

Care community specific action plans 
aligned to the CCICP clinical strategy to be 
developed and monitored 

Further development of project groups 
feeding into the HomeFirst steering group 
looking at LTC, frailty and mental wellbeing. 

Patients with a frailty score of ‘above seven’ 
have care plans in place demonstrating 
advanced integrated care. 

Randomly review a sample of 20% of 
patients with a score of above seven to 
determine positive patient experience. 

Clarity of priorities at a service 
level 
Ability to robustly monitor 
progress against plans 

Implementation of measurable 
positive change 

Local improvement plans based on population 
need 

Single Points of Access in Place 

Appropriate health and social care professional 
responds to patient 

Response times recorded / monitored 

Frailty pathway agreed 

Shared assessments and care planning in place 
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Indicators Actions Required Expected Outcome Benefit/ Measure of Success 

People have the support, care and tools they 
need to be able to stay safe, well and 
independent in their own homes. (reduced 
admissions) 

Ensuring appropriate access 
to urgent unscheduled care 
in the community including 
out of hours access for 
primary care conditions 

Review current service provision and engage 
with PCN regarding future plans for delivery 
of extended access 

Clear system wide approach to 
out of hours urgent unscheduled 
care for patients with primary 
care presentation. 

Reduced ED attendances for primary care 
conditions 

Increased access to GP appointments 

Maximise the benefits of 
new pathways for 
Musculoskeletal 
Physiotherapy Service in 
line with recent service 
changes 

Review of current first contact practitioner 
services 

Approach PCNs regarding plans for future 
provision and CCICP involvement 

New model implemented 
sustainably with adequate 
staffing resources 

Reduced referrals to Acute care by 20% 

An increase of 20% of people seen within the 
community. 

95% referrals triaged within 2 working days 

Reduced GP appointments for MSK conditions 
Work with colleagues to 
improve the delivery of 
Palliative Care / End of Life 
services through improved 
identification of palliative 
patients and appropriate 
allocation of staffing 
resources across 
community care to deliver a 
coordinated and 
streamlined approach that 
supports preferred place of 
care  

Collaborative model of care developed for 
hospice at home 

Development of joint steering group 

Development of monitoring tool to assess 
impact of service changes 

Recruitment to shared palliative care 
consultant 

Demonstrated integrated working between 
CCICP and St Lukes Hospice. 

Revised model of community 
based end of life services. 

Increase in the numbers of patients discharged 
from hospice supported to end their life in their 
preferred place of care. 

100% Patient Satisfaction reported. 

All patients with a learning disability will have a 
learning disability end of life care plan in place. 
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Indicators Actions Required Expected Outcome Benefit/ Measure of Success 

Increase of 20% community nursing 
undertaking verification of death within out 
of hours  

Work to develop enhanced 
services for children, young 
people and their families 
including those with 
learning disabilities, 
supporting out of hospital 
care, care closer to home 
and high quality care across 
all services including those 
patients with specialist 
needs 

Full implementation of any 
recommendations from East Cheshire or 
West Cheshire SEND Inspections 

Development of medicine management 
arrangements in special schools 

Review of impact of increasing acuity and 
pupil numbers in specialist schools 

Implementation of any actions identified 
through the April 2018 CQC inspection 

Audit programme for review of case notes 
with paediatric services 

Levels of care aligned with 
increased requirements 

Increased numbers of available 
clinical staff within paediatric 
services 

Reduction in risk of harm from 
medication incidents 

Further development of protocols 
and procedures for medicines 
management 

Improved record keeping 

Reduction in incidents related to medicines 
management by 90% 

Demonstrable improvement in outcomes of 
case note audits 

Staff satisfaction survey report improved 
satisfaction with staffing resource 

All patients within the childrens and young 
peoples service have clearly identified goals. 

All children and young peoples within the 
community service will have had a medication 
review by a pharmacist. 

The children and young peoples service have a 
robust process for medication administration. 

Develop robust quality 
audit schedule for all 
services within CCICP 

Develop 12 month plan to ensure quality 
inspection of all services 

Embed process of review of associated 
action plans through CCICP IGG forum 

Identified areas for improvement 
within services 

Increased awareness of quality 
agenda 

End of year report on quality audit across all of 
CCICP 

Domain Two :  Being a Leading Partner in a Progressive Health Economy 
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• To fully engage with all strategic partners to maximise the opportunities and advantages associated with horizontal integration in the designing and
delivery of sustainable health services for the population of Central Cheshire • To work with key stakeholders to deliver a wholly integrated health and
social care system, taking on a clear collective responsibility for resources and population health, so that our residents receive better coordinated care
within the designated financial envelope

Indicators Actions Required Expected Outcome Benefit/ Measure of Success 

Through the Home First 
principal and in line with 
CCICP Vision, review the 
potential for shared and 
integrated working . This 
incorporates for 
example: joint 
procurement, shared 
posts, joined up 
working. 

Review arrangements with social care 

Involvements from senior staff in the east and 
West Cheshire ICP development plans 

Review of all current contracts and discussion 
with neighbouring providers regarding shared 
arrangements 

Review arrangements for mental wellbeing 
provision across care communities 

Senior staff representation in GP Alliance 
meetings 

Establishing a monthly operational leads 
meeting with east and West community 
services providers 

Agreed contracts for social care 
provision within care 
communities and established KPIs 

Consistent approach to mental 
wellbeing across the 5 care 
communities 

Joint projects across the whole of 
the east ICP and West ICP in 
collaboration with partner 
providers 

East and West Cheshire ICPs established 

All patients going through ‘Home First’ will 
receive a personalised care package based on 
integrated professionals irrespective of their 
contracting / commissioning arrangements. 

All patients receiving duplicate input for health 
and social care professionals are reviewed with 
a view to ensure appropriate services are utilise 
in the best way and interest of the patient. 

Increased input of CWP mental health 
professionals by 20% for all patients across the 
five Care Communities. 

Develop and implement 
a transformation 
programme that 
supports the work East 
and West “Place” 
priorities 

Delivery of robust annual plans for 
transformational change over a three year span 
of this strategy 

Development of plans with social care and 
primary care partners to embed some of the 
principles common to an ICP 

Develop service model which is sustainable, 

Production of a three year 
transformation work plan agreed 
with partners 

Enhanced links between 
secondary care transformation 
team and CCICP transformation 
team 

Clear understanding of the direction of travel 

Ability to communicate expected timeframes 
for development of services and structures 
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reduces waste in the system and is cost 
effective. 

Engage and support the 
use of clinical senates 
with patients and health 
partners to create 
systems that promote 
self-care and 
prevention, uses funding 
effectively to optimise 
patient outcomes and 
supports sustainability 
of locally delivered 
services 

Identification of patient champions to work 
with CCICP and partners 

Review of options through care community 
steering groups regarding promotion of self 
care initiatives 

Identification of further 
opportunities to promote and 
facilitate self care initiatives 
based on population need. 

Reduced reliance on healthcare intervention 

Review our current process for case load 
management 

Implement a case load management tool that 
demonstrates  

Monthly case load reviews undertaken by 
clinical leads. 

Reduce the amount of patients requiring nurses 
to administer injections by 20%. 

Increase skills within the community for 
unqualified staff i.e. insulin. 

All patients with a lower leg wound receive a 
Doppler assessment within two weeks. 
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Domain Three :  Striving for Outstanding Organisational Effectiveness 

• To ensure full compliance with the NHS Improvement provider licence ensuring financial sustainability, financial efficiency and financial controls, whilst 
safeguarding the quality of our services  

• To Maintain compliance with and aspire to achieve the incremental improvements against the NHS Improvements Single Oversight Framework 
Operational Performance Metrics, whilst safeguarding the quality of our services   

 
Indicators 

 
Actions Required 

 
Expected Outcome 

 
Benefit/ Measure of Success 
 

Meeting key 
national targets 
and standards 
including those in 
the NHS 
constitution 
including 
equitable access 
and service 
provision 
 

Development of Balanced scorecard / 
performance report. 
 
Ongoing monitoring through MCHFT 
performance framework 

Enhanced visibility of clinical and 
operational risks 
 
Receive payment for national 
CQUIN relevant to CCICP.   

Robust monitoring of pressure areas and ability 
to predict future issues   
 
Reduction by 15% of patients who breach RTT. 
 
Reduce the incidents of pressure damage by 
20% 
 
Reduce Podiatry waiting times by 20% 
 
Reduce Pulmonary Rehab  
waiting times by 50% 

Working with 
partners to bring 
the health 
economy back into 
financial balance 
through CCICP 
contribution to 
the Capped 
Expenditure 
Programme  
  

Identification and quantification of cost 
reduction through improved community 
provision for the next three year 
 
Evaluation of impact on secondary care of 
transformational projects 

Reduction in cost of service 
without reduction in service 
provision 

Long term sustainability of local health 
economy 
 
Ability to identify funding for investments into 
services beneficial to the local health economy 
 
Ensure CCICP meet all  targets set out by the 
Capped Expenditure Programme. 
 
CCICP would be in budget at year end. 
 
Bid applications approved due to 
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comprehensive and appropriate applications. 
Demonstrate Well 
Led organisation 
progressing 
towards 
Outstanding Care 
Quality 
Commission (CQC) 
ratings  

Development and communication of clear 
strategy for dissemination of information 
across CCICP 

Review of staffing structures including, Admin 
review, management structure and clinical 
professional leadership  

Develop the CCICP estate to allow direct and 
effective communication between teams 

Roll out of staff engagement plan covering the 
three year period that ensures face to face 
sessions between senior management and all 
teams 

Deliver a CCICP social media strategy to deliver 
information to remote staffing groups  

Implementation of 
communications strategy for 
CCICP 

Development of professional 
leadership model 

Collocated teams with shared 
agenda and working practices 

Delivery of a clear and detailed 
workforce plan for 2019/20 

Engaged and empowered  staff demonstrated 
through staff survey reports. 

Clear lines of accountability and professional 
support for all staff in CCICP demonstrated 
through staff survey report 

All leaders undertaken leadership training. 

Reduction in sickness and absence across CCICP 
of 20% which will be achieved through a 
consistent and robust ongoing monitoring of 
sickness absence.  

CCICP Head of Nursing clinically shadowing staff 
atleast once monthly. 

Monthly quality visits are integral to CCICP to 
maintain high quality patient care which will be 
reported through the Integrated Governance 
Group. 

All Care Community teams have monthly 
meetings with recorded minutes. 

All Care Community teams aligned to the five 
Care Communities with an assigned Care 
Community Manager. 

Develop a social media presence around quality 
visits and the sharing of learning. 

Using the IT 
development 
programme 

Roll out of agile working 

Purchase of new and replacement equipment 

Ability to access patient records 
and care pathways remotely 

Positive feedback from staff regarding access to 
IT. 
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implement live 
and robust data 
information 
systems to 
evidence 
compliance 
against standards, 
improved patient 
outcomes and 
further 
opportunities.   

to provide robust access to all CCICP staff 

Improve access to ESR across the organisation 

Increased clinical time from 
reduced requirement to attend 
base location. 

Provision of IT hardware 
sufficient to meet the 
requirements of clinical staff. 

Development of a case note audit 
programme 

Improved case notes demonstrated through 
case note audit programme 

Increase initial contacts per clinician and reduce 
follow up visits by 10% by promoting self care, 
undertaking timely assessments, focusing on 
prevention, increased case load management, 
appropriate referral and discharge criteria and 
smart goal planning. 

90% of case notes to be undertaken within 24 
hours by all healthcare professionals. 

All clinical staff with have access to a portable IT 
device to perform clinical care. 

Care Communities will be able to clearly 
articulate our activity and future plan our 
capacity and demand to enable us to meet the 
needs of our patients in the community. 
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Domain Four :  Aspiring to Excellence in Practice through our Workforce 

 • To expand our cadre of patient centred leaders with the ability to continually promote and build upon our open and honest culture by sharing the vision, 
values, behaviours and objectives from board to care environment  

• To develop a flexible and responsive workforce to meet patient needs  

• To ensure our staff feel valued and recognised for the work they do whilst being supported to maintain their own health and wellbeing, thus enabling the 
provision of outstanding quality of care and services 

 
Indicators 

 
Actions Required 

 
Expected Outcome 

 
Benefit/ Measure of Success 

Develop both clinical 
and support staff to 
have confidence to 
work autonomously 
within professional 
boundaries and 
governance ensuring 
that ‘doing the right 
thing’ is at the 
forefront of 
everything we do.  

 

Development of staff Appraisal paperwork 
to incorporate “golden Threads” from 
CCICP strategy. 
 
Develop a culture of trust within the 
management teams underpinned with 
support 
 
Ensure a no blame approach to incident 
investigation 
 

Staff provided with a clear 
understanding of how their role 
fits into the organisational aims 
and objectives 

Increased staff satisfaction demonstrated 
through the staff survey report 
 
Reduced referrals / hand offs between teams 
within the Care Communities. 
 
Increase skills of unqualified staff. 
 
95% and above of CCICP staff have had an 
annual appraisal. 
 
All clinical staff are to have had three sessions 
of clinical supervision within CCICP in any 12 
month period. 

Develop and 
implement workforce 
and organisational 
development 
strategies, with 
detailed 
implementation plans 
that ensure we have 
a fit for purpose 

Deliver a CCICP workforce strategy to Trust 
EWAG group 
 
Develop TNA for all services 
 
Develop information packs for new staff 
coming into CCICP  

Clear and detailed workforce plan 
documented and communicated 
to teams 
 
Training needs aligned with 
strategy and current workforce 
priorities 

Reduced staff turnover by 10% 
 
Reduced staff sickness rates by 15% 
 
Staff feeling empowered to perform their role 
with the right training and skill levels, 
demonstrated through the Staff survey report 
 
95% and above of CCICP staff have had an 
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workforce that is 
mobile, flexible, 
highly skilled and 
culturally aligned to 
the values and 
behaviours that 
CCICP is aspiring to.  

annual appraisal. 

All clinical staff are to have had three sessions 
of clinical supervision within CCICP in any 12 
month period. 

All qualified clinicians will undertake an annual 
medication competency within clinical practice. 

Develop and 
implement 
sustainability plans, 
including a training 
programme for an 
increased Practitioner 
and Associate Nurse 
workforce by 
reviewing patient’s 
health care needs 
against the skills and 
competencies of our 
staff as well as 
investing in 
supervision and CPD 
for all staff  

Deliver a CCICP workforce strategy to Trust 
EWAG group 

Develop TNA for all services linked to 
Workforce strategy 

Review of demographic information for 
each care community and comparison with 
staffing model 

Workforce model aligned to 
identified healthcare 
requirements for each of the 5 
care communities 

Improved patient outcomes 

An increase in provision of ACPs will enable 
CCICP to reduce hospital admissions across 
seven days.   

An increase in ACPs will enable inreach support 
to Elmhurst to support timely flow. 

Develop a robust 7 
day service plan to 
make equitable the 
service offer, through 
review of the current 
provision and 
development of a 
plan on a service 
need basis.   

Undertake a baseline review of weekend 
services and analysis of impact on patient 
care 

Review evidence from incidents of reduced 
quality of care at weekends 

Work with Primary care and secondary care 
colleagues to ensure services align with 
health economy wide plans to deliver 7 day 

Care provision aligned to demand 
across the week. 

Reduction in incidents and complaints 
attributable to any lack of service provision at 
weekends or out of hours 

Reduce conveyance to hospital at weekends 

An increase in provision of ACPs will enable 
CCICP to reduce hospital admissions across 
seven days.   
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services 
Monitor and trend HR 
metrics and other 
workforce 
intelligence such as 
staff survey and 
engagement 
feedback to improve 
staff wellbeing and 
motivation 

Work with Trust Senior HR team to improve 
access to ESR 

Review appropriateness of training 
delivered by MCHFT in relation to staff 
working in the community and identify gaps 

Robustly monitor compliance against 
mandatory training and provide action 
plans through the CCICP workforce group 
covering areas where compliance is 
inadequate 

All staff provided with the right 
skills and knowledge to safely 
perform their role 

Attainment of required levels of stat and mand 
training across CCICP e.g manual handling, 
Information Governance and medication 
competencies. 

Increased staff satisfaction evidenced through 
staff survey report 

Robust system to record HR metrics through 
ESR. 
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Domain Five:  Creating 21st Century Infrastructure for Transformative Health and Social Care 

 • To deliver an agreed, costed and phased Estates Strategy which will make the best use of the Trust’s estate taking into consideration national and 
regional agendas, in particular the strategic aim to become an accountable care system  

• To deliver an agreed, costed and phased Information Technology (IT) Strategy which supports the provision of seamless, integrated, outstanding patient 
care, improves staff experience in delivering care and enables continuous quality and service improvements through the intelligent use of secure, real time 
data 

 
Indicators 
 

 
Actions Required 

 
Expected Outcome 

 
Benefit/ Measure of Success 
 

Work with partners 
to maximise the 
utilisation of the 
estate across the 
health economy. 
Ensure co-location of 
Care Community 
teams with primary 
care services where 
possible  

Finalise plans for Care community bases 
across SC and VR CCGs 
 
Deliver plans to co-locate management 
teams at Eagle Bridge medical Practice 

Collocated staff working as a 
collaborative team 
 
Single point of access for clinical 
referrals 
 
Visibility of senior leaders 

Reduced inter specialty referrals  
 
CCICP will understand the length of stay for all 
specialty services. 
 
Patients will have access to an increased 
number of specialty clinics within the 
Community. 
 
Staff will have access to equipment within their 
Care Communities. 
 
Each Care Community will have a Single Point of 
Access with a dedicated telephone number for 
patients to access. 
 
Clear standard operating procedures will be in 
embedded within each Care Community to 
respond to rapid, planned and unplanned care. 
 
Team working evidenced through staff 
engagement sessions and feedback events 
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Staff in Care Communities are collocated with 
an aligned Service Manager by Autumn 2018. 
 
 

Review opportunities 
for enhanced use of 
emerging technology 
in delivery of care 

Develop list of opportunities identified by 
staff and CCICP partners 
 
Assess potential benefits against cost of 
implementation and deliver business case 
to progress where appropriate 

Enhanced use of technology to 
enhance care in the community 
 
Increased efficiencies in face to 
face contacts 

Improved waiting times delivered through 
workload efficiencies 
 
Increased prevention through technology based 
education of patients 
 
Improved patient outcomes  
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Employing Organisation
Name Service Name Total (£) Service Name Total (£) Service Name Total (£) Service Name Total (£) Service Name Total (£) Service Name Total (£) Service Name Total (£)

Community dietecics 
and nutrition

25,944
Integrated Discharge 
Team

537,566
Hospital at Home 
(lead provider from 
01/04/19)

1,730,546

Community Speech 
and Language 
Therapy

37,407 IMCU (Ward 34) 1,550,015
Rapid Response 
Team

1,406,626

Community 
Paediatrics Therapy 
(OT and PT)

No Individual Budget 
statement. Cost is 

amalgamated in the 
total.

Ellesmere Port 
Hospital

3,424,931

Neurotherapy (CoCH 
Services)

No Individual Budget 
statement. Cost is 

amalgamated in the 
total.

Outpatient & 
Inpatient Therapy 
resource

5,082,106

Stroke / early 
supportive discharge

197,148

Falls service

No Individual Budget 
statement. Cost is 

amalgamated in the 
total.

Cardiac Rehab 170,116
TOTAL (£) - 5,512,721 - - 5,512,512 3,137,172 -

Countess of Chester Hospital

GP Out-of-Hours and GP Extended HoursUrgent CareIntermediate CareEnd of LifeLong Term Conditions
Services delivered across the Care 

Community
Services delivered within the Care 

Communities
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Employing Organisation
Name Service Name Total (£) Service Name Total (£) Service Name Total (£) Service Name Total (£) Service Name Total (£) Service Name Total (£) Service Name Total (£)

Care Community Teams (x 
7)

8,942,092
Community 
Neurotherapy Team 

242,418
Crisis and 
Reablement Team

457,074 GP Out-of-Hours 2,494,850

Phlebotomy
Community Urology and 
Continence Service 

876,417
Urgent Treatment 
Centre

Staff Re-Charge GP Extended Hours 1,547,000

OoHs District Nursing Team 743,805 Tissue Viability 247,114 Single Point of Access 579,470

Wound Management and 
Dressings

MSK Therapy 1,383,252

Mental Health & 
Psychological Services 
(IAPT) - inc. Vale Royal

3,491,126 Community Pain Service

Intermediate Care 
Dermatology Service

103,237

Intermediate Care 
Epilepsy

22,019

Choice Team 101,651
Podiatry Services 970,022
Dementia Assessment
Services / Clinics
Community Heart Failure 
Service

153,993

Cardiac Rehab 245,156
Respiratory Team 189,606
Night Sitting 134,532
Specalist Palliative Care 
Team

558,059

TOTAL (£) 13,177,023 5,227,476 - - - 1,036,544 4,041,850

Primary Care Cheshire Wellbeing Co-
ordinators

500,000

TOTAL (£) 500,000 - - - - - -

N.B. The Cheshire & Wirral Partnership Finances are the 'Base 18/19 Recurrent Budget'

Key:
Part of Integrated Care 
Community Teams
Service not yet agreed
Part of MSK Therapy

Cheshire & Wirral Partnership

Urgent Care GP Out-of-Hours and GP Extended Hours
Services delivered within the Care Communities

Services delivered across the Care Community Long Term Conditions End of Life Intermediate Care
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Item Reference and Title Agenda item 19 - Audit Committee Chair’s Report to Board of 
Directors (BoD) 

Date of Meeting 
Board of Directors’ – 24th September 2019  

(from Audit Committee Meeting – 10th  July 2019) 

Author(s) Rachel Hopwood - Chair 

Alignment to Board Assurance 
Framework risk 

CR7 – Failure to maintain robust corporate governance and overall 
assurance (risk score 12). 

Alignment to CQC Domains Well Led 

Summary This report is intended to: 

• Outline the work of the Committee.
• Highlight items for escalation or recommendation to

Board.

Recommendation(s) The Board is asked to: 

• Receive all items for escalation from Audit Committee.
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1.0  Key items of business discussed 

The Audit Committee met on 10th July, 2019. 

The meeting covered the review of the Audit Committee Action Log, review of the audit tracker, receipt of 
the Annual Audit Summary Report, MIAA progress update and internal audit follow up report. 

In addition, the following key business items were discussed: 
• Assurance requirements for 2019/20 NHS Provider Licence Submission.
• Corporate Governance Manual.
• DHSC Financing Considerations Letter.
• NHSI directed audit by ICAEW of KPMG’s annual external audit of The Countess of Chester Hospital

Trust.
• Planning for 2020/21 Audit Plan process.

Formal thanks on behalf of the Committee were extended by the Chair to Mr Oliver, ahead of his 
forthcoming retirement at the end of August. 

2.0  Key agreements or decisions made 

• Annual Audit Summary Report historically reviewed by QSPEC and received by Audit Committee will
be retired as it replicates existing MIAA and Audit Tracker reporting.

3.0  Items for escalation to Board 

• Request made for the Audit Committee to receive a schematic of the new board sub-committees,
and supporting structures to understand how assurances are feeding up to Main Board, especially
surrounding financial governance at next committee.

• Request made for the Audit Committee to receive update on the progress with respect to the
Corporate Governance Manual at next committee.

• Communication of arrangements required for oversight of the Charitable Funds Committee given
Mr Oliver’s imminent departure.

• As part of the review of the Agency Cost and Cap Review, it was highlighted that there is a lack of
signed contracts / SLAs with some suppliers – this had been highlighted as a medium risk item by
MIAA, but it is the opinion of the audit committee that this represents a high risk for the Trust, and
should be addressed accordingly unless management assurances can be received that the
Framework under which these relationships were procured is sufficiently robust to negate the
requirement for individual contracts.
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• A discussion was held about the availability of SME (subject matter expert) within MIAA with
respect to undertaking a meaningful internal audit of Cerner Implementation progress, which is
included on the 2019/20 Audit Plan. Subsequent to the meeting, in light of the change in strategy
with respect to the EPR system, and informed by the forthcoming appointment of a Technology
Change SME to lead the program, the Chair agreed on behalf of the Committee, with the CFO and
MIAA, to defer any review to after implementation (2020/21 Audit Plan) and reassign the
committed time to other Executive priorities (to be presented at Committee).

4.0  Recommendation(s)  

4.1 Receive all items for escalation from Audit Committee. 
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