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NHS

Wirral University
Teaching Hospital

NHS Foundation Trust

Board of Directors in Public

Wednesday 6 November 2024

09:00 - 11:00

Hybrid

Agenda Item

1.
2.
3.
4.

Welcome and Apologies for Absence
Declarations of Interest
Minutes of Previous Meeting

Action Log

Items for Decision and Discussion

5.
6.

Patient Story

Chair’s Business and Strategic Issues —
Verbal

Chief Executive Officer Report
Board Assurance Reports

8.1) Chief Finance Officer Report

8.2) Chief Operating Officer Report

8.3) Integrated Performance Report

8.4) Monthly Maternity and Neonatal
Services Report

8.5) Board Assurance Framework
(BAF)

Emergency Preparedness, Resilience
and Response (EPRR)

9.1) 2023/24 Annual Report
9.2) 2024/25 Core Standards

Committee Chair’s Reports

10. 10.1) Finance Business Performance

Committee

Closing Business

11. Questions from Governors and Public

Lead Presenter
Sir David Henshaw
Sir David Henshaw
Sir David Henshaw

Sir David Henshaw

Sam Westwell

Sir David Henshaw

Janelle Holmes

Mark Chidgey
Hayley Kendall
Executive Directors

Sam Westwell Jo Lavery

David McGovern

Hayley Kendall

Sue Lorimer

Sir David Henshaw
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12. Meeting Review Sir David Henshaw
13. Any other Business Sir David Henshaw
Date and Time of Next Meeting

Wednesday 4 December 2024, 09:00 — 11:00
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NHS

Wirral University
Teaching Hospital

NHS Foundation Trust

Meeting

Date

Location

Board of Directors in Public

Wednesday 2 October 2024

Hybrid

Members present:

S Steve Igoe SID & Deputy Chair (Meeting Chair)

CC  Chris Clarkson Non-Executive Director

LD Lesley Davies Non-Executive Director

RM  Dr Rajan Madhok Non-Executive Director

JH Janelle Holmes Chief Executive

NS Dr Nikki Stevenson Medical Director & Deputy Chief Executive
DS Debs Smith Chief People Officer

MS Matthew Swanborough Chief Strategy Officer

MC Mark Chidgey Chief Finance Officer

In attendance:

DM  David McGovern Director of Corporate Affairs

JJE James Jackson-Ellis Corporate Governance Officer

CM  Chris Mason Chief Information Officer

JC  Jo Chwalko Director of Integration and Delivery

JL Jo Lavery Divisional Director of Nursing & Midwifery (Women'’s and
Children’s Division) — item 9.4

SH  Sheila Hillhouse Lead Public Governor

TC  Tony Cragg Public Governor

Apologies:

DH  Sir David Henshaw Non-Executive Director & Chair

SR  Dr Steve Ryan Non-Executive Director

SL  Sue Lorimer Non-Executive Director

HK  Hayley Kendall Chief Operating Officer

Agenda

Item

1

Welcome and Apologies for Absence

S| welcomed everyone to the meeting and explained DH was
unwell and as Deputy Chair he would chair the meeting. Apologies
are noted above.

Minutes

Declarations of Interest

No interests were declared and no interests in relation to the
agenda items were declared.
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Minutes of Previous Meeting

The minutes of the previous meeting held on the 4 September were
APPROVED as an accurate record.

Action Log

S| requested further information be provided in relation to how end
of life patients can access the numerous end of life services.

The Board NOTED the action log.

Jo Chwalko

Staff Story

The Board received a video story from a selection of staff at the
Trust who had undertaken an apprenticeship. The video story
described their positive experience of completing an apprenticeship
whilst working and the encouragement they received from the
Trust.

DS explained there had been a misconception that apprenticeships
were only suitable for school leavers and reiterated this was not the
case.

DS added apprenticeships were also a good mechanism for
training and developing staff, however a key challenge was to back
fill job roles for those undertaking an apprenticeship.

LD highlighted there was an option to pay a small one off fee to
allow staff to use certain post nominals upon completing an
apprenticeship which they could use on their CV.

The Board NOTED the video story.

Chairs Business and Strategic Issues

S| explained the Chair had not provided any discussion points to
raise for this meeting.

Chief Executive Officer’s Report

JH highlighted in August there were no Patient Safety Incident
Investigations opened under the Patient Safety Incident Response
Framework and one Reporting of Injuries, Diseases and
Dangerous Occurrences were reported to the Health and Safety
Executive.

JH updated members on the Wirral System Review, highlighting
phase 2 of the report had been released and a detailed update
would be provided in Private Board.

JH added the Trust was informed in August that it was one of five
Trusts in Cheshire and Merseyside to be classified as Tier 1 for
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unscheduled care. This related to the number of patients waiting
more than 12 hours in ED for admission. JH added support would
be provided by the Emergency Care Improvement Support Team
(ECSIT) before the winter.

JH stated the Trust was in the process of implementing a number
of actions to support the delivery of the agreed financial plan
following an external Cheshire and Merseyside ICS review of all
providers. JH added the Trust was exploring with PWC and the
ICB options for additional support.

JH explained in line with guidance from the Joint Committee on
Vaccination and Immunisation (JCVI) from mid-September all
those pregnant will be offered the Pertussis vaccine and the RSV
vaccine from 28 weeks.

JH referenced that the Wirral Research and Innovation Centre
had launched at Clatterbridge on 12 September. JH stated this
was a positive achievement and would support the Trust further in
delivering the research and innovation agenda.

JH highlighted the Darzi Review, an independent investigation of
NHS in England, had been published and a detailed report would
be presented later in the meeting.

JH summarised the recent meeting of the Cheshire and
Merseyside Acute and Specialist Trust Board (CMAST) on 6
September, noting a key area of discussion was CMAST Annual
Plan which outlined the main achievements for 2023/24 and
priority areas for 2024/25. JH added during the meeting there was
also an update on the system financial position and the measures
to increase greater financial grip and control.

LD queried about the key achievements from a CMAST
perspective during 2023/24.

JH stated the delivery of the elective recovery programme, which
was a key collaboration of system partners to reduce the overall
waiting list and winning the HSJ award for Provider Collaboration
of the Year.

LD commented these successes would be good to communicate
with members of the public and stated greater visibility of those
would be welcomed.

JH stated successes were regularly communicated in the news
bulletin and on social media. JH agreed to feed this back to the
next CMAST meeting about the publication of good news stories
with members of the public.

The Board NOTED the report.
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Lord Darzi Independent Investigation of the NHS

MS provided a summary of the report, indicating in early
September the Darzi Review, an independent investigation of
NHS in England, was published after being commissioned by the
Secretary of State for Health and Social Care in July.

MS highlighted the review undertook a rapid investigation of the
state of the NHS, assessing patient access, quality of care and
the overall performance of the health system.

MS added the report includes detailed findings and the key drivers
of performance as well as a number of themes on how to repair
the NHS.

Members discussed the report and acknowledged the findings
and conclusions would be used to form the next NHS 10 Year
Plan, due for publication in 2025.

The Board NOTED the Lord Darzi Independent investigation of
the NHS in England Report.

Board Assurance Reports
9.1) Chief Finance Officer Report

MC reported at the end of August (month 5) the Trust was reporting
a deficit of £14.7m, an adverse variance against plan of £5.0m. MC
added there was significant risk to the Trust delivering the agreed
annual deficit of £16.3m which is being managed through an NHSE
process supported by PWC.

MC set out the key drivers of this forecasted variance and the
internal risks to achievement, including full delivery of elective
activity, CIP, maintaining expenditure on urgent care within planned
levels and delivering planned integration benefits.

MC highlighted the Trust remained fully engaged with the NHSE
and ICB finance review to plan actions to reduce expenditure to
mitigate against these risks, noting full implementation of these
actions would reduce the unmitigated forecast deficit to £23.3m

MC provided an update on the statutory key financial risks for
month 5, noting the RAG rating for each, highlighting that financial
stability, agency spend, financial sustainability and financial
efficiency was rated red, and capital was green.

MC stated cash RAG rating was amber, explaining that the Trust
would receive deficit funding of £9.668m and that this would be
reflected in a revised plan submitted to NHSE.
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LD queried about the risk relating to the elective activity plan and
how much of this risk was associated with the utilisation of the
Cheshire and Merseyside Surgical Centre (CMSC).

MC stated CMSC was a factor and explained a recovery and
mitigation plan would be discussed at the next Finance Business
Performance Committee to consider if changes needed to be made
to the finance and activity plan of CMSC.

LD suggested also focusing on the administrative aspect of CMSC
to improve productivity and efficiency.

JH agreed and stated the Chief Operating Officer was leading on
the multi-year admin and clerical transformation programme which
would support the delivery of Trust wide efficiencies.

S| commented there was a risk as the Trust approached mid-year
any mitigation implemented would have a reduced effect on the
financial position.

MC agreed and highlighted the Executive Directors continued to
balance the requirement for additional mitigation against
maintaining performance and quality.

The Board:

e NOTED the report.

e NOTED that full implementation of agreed mitigations will
significantly but not fully mitigate financial risk.

e NOTED that the Trust has submitted a request for additional
cash support in Q3 (October to December 2024).

e NOTED that the Trust is exceeding the agency cap both in
month 5 and cumulatively.

9.2) Chief Operating Officer Report

NS highlighted in August the Trust attained an overall performance
of 94.91% against plan for outpatients and an overall performance
of 92.10 against plan for elective admissions. NS added the Trust
underachieved plan for both outpatient new appointments and
elective inpatients, with an overachievement on day cases and set
out the reasons for underachievement.

NS summarised referral to treatment standard, noting there was a
requirement to have no patients waiting over 65 weeks by
September but at the end of August the Trust had 12 patients who
had breached the 65 weeks. NS added the Trust continues to
support other Trusts across the region by offering mutual aid.

NS explained the cancer performance against the trajectory, noting
the Trust met the faster diagnosis standard for July at 79%.1 above
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the standard of 75% and continued to maintain progress for 62 day
treatment/waiters and 104 day long waiters.

NS reported the DMO1 performance standard was 96.1% in July
and highlighted there were challenges regarding increases for
endoscopy and Dexa scanning.

NS reported in August type 1 unscheduled care performance was
43.83% and remains a significant challenge. NS stated the Trust
with Wirral Place system partners have agreed four workstreams
to improve performance. NS added the review carried out by Aqua
would be shared with the Finance Business Performance
Committee in October.

NS stated ambulance handover performance continues to be a
high priority for improvement and in August performance was back
in line with other Trusts in Cheshire and Merseyside.

NS reported the number of patients not meeting the criteria to
reside at the hospital remained low, however, the demand for
patients attending the ED with mental health conditions remained
at lower levels than previously.

The Board NOTED the report.
9.3) Integrated Performance Report

NS highlighted the number of patients recruited to NIHR studied
remained below Trust trajectory and the Research and Innovation
Team continued to have a strong focus on improving the position.

S| queried about the Research and Innovation Strategy KPIs and if
these could be shared with the Board to understand overall
performance.

NS stated KPIs were in place and work remained ongoing to ensure
the KPIs were well defined. NS agreed to provide Board with
greater visibility of performance against those KPlIs.

SW reported there had been a reduction of C Diff on the previous
month and this was encouraging. SW added there had been good
engagement from high prevalence wards with best practice being
shared from wards with lower cases. SW explained following a
mattress audit 50 mattress had been replaced.

SW highlighted the number of 1 level informal concerns was above
threshold and the number of formal complaints received was in line
with Trust target.

DS explained mandatory training compliance continues to be
achieved at 93%. Sickness absence remains above target at 6.17%
and is an area of concern. The top three reasons for absence for

Dr Nikki
Stevenson
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August are stress/anxiety/depression, gastrointestinal problems
and cough, cold & flu.

DS added staff turnover has exceeded Trust target at 1.53%,
however this is due to the planned turnover of junior doctors during
the summer period. DS indicated appraisal compliance has
improved but remains below compliance by 0.28%. Divisional
trajectories are in place to achieve Trust target.

CM reported the staff vacancy as a percentage of workforce had
increased to 9.7% following two members of staff leaving and this
had resource implications for the Digital Healthcare Team. CM
added there was skills shortage across IT and one way forward
may involve collaboration opportunities across other NHS providers
to pool together resource.

CM highlighted the Service Improvement Team had been asked to
carry out a review of processes to identify opportunities for
efficiencies in relation to Subject Access Requests (SARS).

CC queried if there were any trends emerging from SARSs.

CM stated a new database was being implemented to provide a
greater analysis of trends, but the requests continued to be driven
by topics discussed in local or national press.

Members discussed the workforce challenges within the Digital
Healthcare Team, and it was agreed as this was a regional problem
as well, to consider raising at the next CMAST meeting.

The Board NOTED the report.
9.4) Monthly Maternity and Neonatal Services Report

JL provided the perinatal clinical surveillance data linked to quality
and safety of maternity services and highlighted there were no
areas of concern to raise for August. JL added there were no
Patient Safety Investigation Incidents (PSII’s) declared in August
for maternity services.

JL gave an update on MIS Year 6, summarising current progress
and the compliance status to date for each of the ten Safety Action
Standards.

JL also gave an update on Saving Babies Lives, noting the Trust
achieved 97% compliance against the 6 elements based on
evidence submitted in August 2024.

JL highlighted the Trust was first assessed in May 2023 for the
Family Integrated Care accreditation (Fi-Care) and achieved green
status. JL added re-assessment was undertaken in August and the
Trust maintained the green status.
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Members thanked JL for their continued hard work.

The Board:

e NOTED the report.

e NOTED the Perinatal Clinical Surveillance Assurance
report.

e NOTED the achievement of the NNU Fi-Care accreditation.

e NOTED the progress of the Trust’s position with Maternity
Incentive Scheme and Saving Babies Lives v3.

e NOTED the contents of the National Review of Maternity
Services in England 2022-2024; and

e NOTED the Maternity Claims scorecard

10 Organ Donation Annual Report
NS provided an overview of the report, highlighting organ donation
activity is monitored via the Potential Donor Audit through NHS
Blood and Transplant and overseen locally by the Organ Donation
Committee which is chaired by SR.
NS explained organ donation takes place mainly within the
Intensive Care Unit or Emergency Department. NS added 15
patients received an organ donation transplant during 2023/24 and
there were 2 missed potential donations.
NS added the Clinical Lead for Organ Donation was in the process
of recruiting an ED clinician to join the Organ Donation Committee
to champion donation in ED.
The Board NOTED the report.

11 Complaints Annual Report

NS provided a summary of the report, indicating during 2023/24 the
Trust logged 201 formal complaints — a decrease of 16% on
2022/23 and the Trust also logged 2190 level 1 concerns — a
decrease of 1% on 2022/23.

NS reported most formal complaints often involved more than one
Division, with Acute receiving the most complaints followed by
Medicine. NS added ‘Communication’ was an aspect of 63% of
compliant cases, followed by ‘Treatment and Procedure’ at 53%.

NS explained a key positive was that formal complaints comprised
only 0.02% of patient contacts.

NS stated response times to formal complaints in some instances
was unsatisfactory, taking on average 60 working days against a
performance metric of 40 working days.
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CC queried if the 40 working day performance metric was realistic
and if it was right to have this metric if it was not being achieved.

NS stated the reason for the delay was due to the time taken for
Divisions to provide full, detailed, and evidenced responses. NS
added the Patient Experience Team regularly kept individuals up to
date on the progress of their complaint.

JH suggested reviewing this performance metric and to move
towards a timescale based on the complexity of the complaint.

NS agreed to consider if the 40 working day performance metric
remained suitable and provide an update on the outcome at the
next Board meeting.

RM queried about the involvement of Healthwatch in Trust activity.
NS stated Healthwatch were involved in some areas of the Trust
activity. NS added Healthwatch were previously invited to observe
Quality Committee prior to the pandemic but agreed to extend an
invitation to future meetings.

The Board NOTED the report.

Dr Nikki
Stevenson

Dr Nikki
Stevenson

12

Safeguarding Annual Report

SW provided an overview of the report, summarising the national
and local context for safeguarding and the current Trust position.
SW added the Trust continued to meet its statutory obligations
and national safeguarding standards.

SW highlighted the various safeguarding activity undertaken
including progress made against the objectives set out in the
2023/23 Safeguarding Annual Report.

SW explained the Trust safeguarding priorities for 2024/25, noting
this included the roll out of the Oliver McGowan mandatory
training which had already launched and had a good completion
rate.

LD queried about the safeguards in place for human trafficking.

SW stated this was a key component of the Protecting Vulnerable
People mandatory training.

The Board NOTED the report.

13

Managing Conflicts of Interest Update

DM summarised the report, explaining 1550 staff were within the
categories outlined in the Trust policy, and 1147 of those have
completed their annual declaration for this financial year.
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DM highlighted this equaled 74% of those required and compared
to the position at this time last year of 57%. DM added best practice
is considered 85% and the Corporate Governance Team aim to
achieve this by March 2025.

The Board NOTED the report.

14 Fit and Proper Persons Policy
DM reported the Trust fully adopted the new Fit and Proper Persons
Test framework in September 2023 and had implemented this by
March 2024.

DM added all annual assessments against the new framework had
been conducted for the required job roles and the Trust's policy
continues to be fit for purpose.

LD queried if social media checks had been carried out for those
requiring one as part of the framework.

DM stated social media checks had been completed and no
concerns had been raised.

The Board NOTED the policy.

15 Cheshire and Merseyside Acute and Specialist Trusts Provider
Collaborative (CMAST) Joint Working Agreement and
Committee in Common Refresh
DM explained the CMAST Joint Working Agreement and
Committee in Common terms of reference had been refreshed
following a review and all relevant Trusts had been asked to
endorse the updated documents.

The Board ENDORSED and agreed the updated CMAST Joint
Working Agreement and Committee in Common terms of reference
as set out.

16 Committee Chairs Reports

16.1) Audit and Risk Committee

Sl stated the Committee discussed the Financial Assurance Report
and requested further assurance on the controls in place to reduce
pharmacy stock losses.

S| explained the Committee received the Annual Auditor’s Report
which highlighted an unqualified opinion had been issued on the
Trust’'s financial statements and that the accounts’ consolidated
schedules were consistent with the audited financial statements.
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Sl reported the Committee received three internal audit reports, two
were of substantial assurance and one moderate assurance
opinions. Sl added the Committee were provided with the Audit
Tracker and noted good progress continued to be made embedding
audit recommendations.

The Board NOTED the report.
16.2) People Committee

LD explained there were numerous workstreams as part of the
People Strategy which were intended to deliver positive outcomes.
Committee looked forward to seeing the impact of this work to
ensure it was making the intended difference.

LD stated Committee were updated on the rise in race related
employee relations cases following the recent civil unrest during the
summer. LD added the relevant HR team were monitoring these
and any future related cases closely.

LD highlighted the Committee discussed the Safe Staffing Report,
noting the ward based nursing acuity review was overdue by 12
months. LD set out the reasons for the delay and indicated the
Chief Nurse expected the results of the review to be ready for
December at the earliest.

The Board NOTED the report.
16.3) Research and Innovation Committee

NS stated she and Chair had given apologies for this Committee
meeting and SR, the meeting Chair, was not present to provide an
update on the meeting.

The Board NOTED the report.
16.4) Quality Committee

SW reported the Committee discussed the ongoing concerns
regarding C Diff and the focussed work of the Infection Prevention
and Control Team to reduce cases within the hospital. SW added
good progress had been made to focus on C Diff rates in the
community through the work of the Wirral Place Quality
Performance Group, noting a four pillar plan was being developed
with Wirral system partners.

SW explained a recent national quality audit report showed the
Trust was achieving lower reported delirium screening rates than
expected. SW added this continued to be monitored and plans
were in place to address this.
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SW highlighted there remained three overdue risks on the Care
Quality Commission action plan and Committee requested further
assurance on the residual risks for each.

The Board NOTED the report.

17 Questions from Governors and Public
SH queried about the BBC News article regarding the North West
Ambulance Service (NWAS) paramedic concerns about the delays
in ambulance handovers.
DS stated at the time this media enquiry had not provided the
complete detail to allow the Trust to respond fully. DS added the
Trust was developing its winter plan and this would be
accompanied by a comms plan.
NS explained the Trust aimed to release ambulance crews as soon
as possible to ensure patients were cared for within the Trust. This
resulted in corridor care which was considered lower risk than
unattended patients in the community.
NS added the Trust also had a good relationship with NWAS and
representatives from both organisations were scheduled to meet in
due course.

18 Meeting Review
No comments were made.

19 Any other Business

No other business was raised.
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NHS

Wirral University
Teaching Hospital

NHS Foundation Trust

Action Log
Board of Directors in Public
6 November 2024

Date of Minute . _
No. Action Action status Due Date
Meeting Ref
1. | 2 October 4 To provide further information in Jo Chwalko Complete. Briefing note appended to November
2023 relation to how end of life patients action log. 2024
can access the numerous end of
life services
2. | 2 October 9.3 To provide greater visibility of Dr Nikki Complete. KPlIs are to be discussed December
2024 performance against the research Stevenson at the Research and Innovation 2024
and innovation KPIs Committee and visibility of

performance will be included in the
chairs report.

3. | 2 October 11 To consider if the 40 working day Dr Nikki Complete. The Medical Director and November
2024 performance metric for complaints | Stevenson/Sam | Chief Nurse have discussed the 2024
remained suitable and provide an Westwell performance metric in different
update on the outcome at the next forums and a decision has been
Board meeting made not to amend the metric, but to

agree a target of >=80% response
rate within 40 days.

4. | 2 October 16.4 To extend an invitation to Dr Nikki Complete. Healthwatch invited to November
2024 Healthwatch to observe future Stevenson future Quality Committee meetings. 2024
Quality Committee meetings

together W wth sk
we will
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NHS

Briefing Note Wirral University
Teaching Hospital

NHS Foundation Trust

Meeting and Date Board of Directors in Public — 6 November

Author Jo Chwalko -Director of Integration and Delivery

Report Title Operational End of Life Services — Community

Purpose Information

Overview and Background
e Action from Public Board on 4" September. To provide further information in relation to how
End of Life patients can access the numerous End of Life services. Contextual to potential

delays in discharge from hospital to ‘home’.

Background, Key Issues and Risks

e Following Public Board, the Director of Integration and Delivery liaised with Primary Care,
Wirral Place, Wirral Borough Council, Wirral Community Health & Care Trust and the
Voluntary Community & Faith Sector. The purpose was to establish what End of Life
Community service provision is available.

e Feedback highlighted numerous Health and Care Community Services to support End of Life,
including ‘Fastrack’ patients. For example, Marie Curie, St Johns Hospice services, Wirral
Council, WCHC specialist nursing services, and GP. There are also 56 care homes who have
received additional End of Life training. Equipping homes to provide specialist support.

e The Director of Integration and Delivery’s chaired a Wirral system meeting on 17" October
2024 to explore provision further. A ‘test’ patient was used to follow the journey from Acute
bed to being discharged home. This process identified several opportunities to strengthen

pathways and processes. Requiring both internal and external focus.

Recommendation
e Board to be assured that End of Life provision is available in the Community.
e Board to be assured that work has commenced to explore further opportunities to enhance

pathways.
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Briefing Note

NHS

Wirral University

Teaching Hospital

NHS Foundation Trust

Next Steps

e To continue the work to date to ensure pathways and processes enable and support a safe

and timely discharge from hospital.

e Actions to be monitored via established internal and external governance arrangements.

Example of Community End of Life Services (List is not exhaustive)

Service

Referral Pathway /
Route

Criteria & Capacity

Offer

Marie Curie — Night
Sitting Service

Community Nursing
Hospital Discharge
teams

Community specialist
Palliative Care team

Adults 18+ living in
Wirral.

Patients in last 12
months of life — can live
with family or alone.

Overnight sits HCAs
1-2 a week to relieve
carer

Wirral Hospice St
John’s — Hospice at
Home Visits

Community Nursing
Hospital Discharge
teams

Community specialist
Palliative Care team
Hospice

Adults aged 18 +

People with a prognosis
of less than 12 months
Patients currently being
cared for at home where:

- Carers who would
benefit from
respite provided
through require
short-term support
Visits.

- Urgent Support
prevents hospital
admission
resulting from a
crisis

Day and / or nights
support,
complementing care
already being
provided by family
members, other carers
and health and social
care services.

Also offer of access to
hospice bereavement
service

Wirral Hospice St
John’s Hospice at
Home Personal
Care Service

Community Nursing
Hospital Discharge
teams

Community specialist
Palliative Care team
Continuing Health
Care

Hospice

Adults aged 18 +
People with a prognosis
of up to 4 weeks

Deliver personal home
care to patients with a
rapidly deteriorating
condition that are
likely to be within their
last 4 weeks of life
and wish to die at
home.
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Briefing Note

NHS

Wirral University
Teaching Hospital

NHS Foundation Trust

WCHC Community
Specialist Palliative
Care

GP
Hospital Discharge
teams

Pts within the last year of
life when it is felt the
patient would benefit
from additional specialist
intervention which is
complex

Wirral Palliative Care
Advice line. support to
patient’s, families and
health professionals.

End of life advanced
care plans. Specialist
advice on medication /
symptom control

Reduce unnecessary
transfers of care from
all settings so pts can
die in their preferred
place of care
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Board of Directors in Public
6 November 2024

NHS

Wirral University
Teaching Hospital

NHS Foundation Trust

Item 7

Title Chief Executive Officer Report

Area Lead Janelle Holmes, Chief Executive

Author Janelle Holmes, Chief Executive

Report for Information

It is recommended that the Board of Directors:
¢ Note the report

Executive Summary and Report Recommendations

The purpose of this report is to provide Board with an update on activity undertaken since the
last meeting and draws the Board’s attention to any local and national developments.

Contribution to Integrated Care System objectives (Triple Aim Duty):

Better health and wellbeing for everyone Yes
Better quality of health services for all individuals Yes
Sustainable use of NHS resources Yes

Which strategic objectives this report provides information about:

Outstanding Care: provide the best care and support Yes
Compassionate workforce: be a great place to work Yes
Continuous Improvement: Maximise our potential to improve

: Yes
and deliver best value
Our partners: provide seamless care working with our partners Yes
Digital future: be a digital pioneer and centre for excellence Yes
Infrastructure: improve our infrastructure and how we use it. Yes

Governance journey

Date Report Title

This is a standing report to the Board of Directors

Purpose/Decision

1.1 | Health and Safety

There were no Patient Safety Incident Investigations (PSIl) opened in September under
the Patient Safety Incident Response Framework (PSIRF). The Patient Safety
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Response Meeting report and investigate under the PSIRF to identify learning and
improve patient safety.

There was one Reporting of Injuries, Diseases and Dangerous Occurrences
Regulations (RIDDORS) reportable events reported in September. All RIDDORSs
reportable events are subject to a Health and Safety Local Review investigation to
ensure causes are identified and to ensure improvements are made to reduce the risk
of a similar event occurring.

1.2

News and Developments
Visit from Matthew Patrick, MP for Wirral West

The new MP for Wirral West Matthew Patrick visited the Trust on 27 September and
during his visit we discussed the innovation work happening across the organisation.
Matthew also had a tour of the Transfer of Care Hub at Arrowe Park Hospital, which
has significantly reduced the number of patients in hospital who no longer require a
hospital stay, ensuring patients are home or back in the community as soon as they are
fit and well.

Visit from Chris Hopson, NHS England Chief Strategy Officer

The Trust also welcomed Chris Hopson on 25 October. During his visit he received a
tour of the Clatterbridge campus, including the Cheshire and Merseyside Surgical
Centre and Community Diagnostic Centres. Discussions also took place surrounding
the Wirral System Review and the integration opportunities to improve patient care.
Following this Chris received a tour of the Urgent and Emergency Care Upgrade
Programme (UECUP).

Launch of Change NHS: help build a health service fit for the future

On 21 October NHS England launched a national engagement exercise to develop the
next 10-Year Health Plan and to deliver an NHS fit for the future. In September, Lord
Darzi published his independent review of the NHS, which was intended to start an
open and honest conversation about the state of our health and service and the
reforms needed.

Over the coming months, NHS England want to hear from staff and patients to help co-
design the new 10-Year Health Plan. There is a national portal found at
www.change.nhs.uk to share experiences and ideas. A series of face-to-face
engagement events will take place across the regions early next year.

Emma James Wins RCN Impact Award

Emma James has been awarded the 2025 RCN Impact Award. Emma received a grant
from the Royal College of Nursing (RCN), which allowed her to study the CPCAB Level
3 Certificate in Counselling Studies. Upon completing the course, Emma submitted a
report to the RCN detailing how she utilised the grant, what she learned, and how she
has applied these new skills in her role.
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http://www.change.nhs.uk/

Emma’s counselling skills have greatly improved the psychological support she
provides to Head and Neck Cancer Patients during supportive phone calls and Holistic
Needs Assessments.

Congratulations to Emma on this fantastic and well-deserved recognition.
Multicultural Staff Network Event

On Friday 25 October colleagues from across the Trust come together for the
Multicultural Staff Network’s first celebration event. The event was held at Birkenhead
Rugby Club and brought together over 100 staff members to celebrate a range of
nationalities and cultural traditions.

1.3

System Working

Cheshire and Merseyside Acute and Specialist Trust (CMAST) Board Update

CMAST Leadership Board met on 4 October discussing a number of system issues as
follows.

A discussion took place led by the ICB Medical Director on system UEC capacity and
the impact on ambulance handovers and associated congestion. Alternative
approaches were explored with both NWAS and Trust CEOs open to different thinking,
but with a shared commitment to patient safety and minimising unintended
consequences. Dr Rowan Pritchard — Jones agreed to continue exploring solutions,
acknowledging the need for consistent and supported hospital discharge and
admission avoidance in each of C&M’s localities.

The Board received updates on ICB commissioned organisational integration projects
from the relevant acute Trusts involved in those activities and on a regionally based
peer improvement role focussed on elective recovery.

The Board was oriented and reminded on the milestones for delivery of a C&M
Pathology operating model and associated design making with the LIMs system. A
fuller update will be provided to the November meeting of the Leadership Board.

Finally the Leadership Board received a briefing from Ged Murphy, its identified CEO
lead, on progress made with the Data into Action Programme and the potential benefits
of this Digital programme.

Updates were also received on the System financial report and system performance.
Wirral Place Based Partnership Board (PBPB)

The PBPB met on 17 October and discussed several standing reports on Place
Finance and Quality and Performance.

The Board received an update on the programme delivery of the Wirral Health and
Care Plan. The overall delivery RAG rating for delivery in September was green, with
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two programmes in the portfolio reporting red, three reporting amber and the rest
reporting green.

The Board also received an update on Unscheduled Care Improvement Programme.
The programme has been refreshed and continues to make significant progress
delivery and improve patient experience for Wirral residents.
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Chief Finance Officer
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Chief Finance Officer Report ltem 8.1

Executive Summary

At the end of September, M6, the Trust is reporting a deficit of £12.5m against the year to date plan of £5.7m, an adverse variance of £6.7m. The Trust
Board has approved a mitigation plan to reduce run-rate in the second half of the year (H2 - October to March) and the executive team is working within
NHSE processes, as supported by PWC to identify further mitigations.

The risk to delivery of the planned annual deficit is highlighted to the Board.
The key drivers of the forecast variance and the internal risks to achievement of plan are:

the full delivery of the elective activity plan and

the Cost Improvement Programme (CIP) and

maintaining expenditure on urgent care within planned levels.
delivering planned integration benefits.

The outturn adverse variance to plan is forecast to be in a range between:

e Scenario 1 - £7.0m, which requires full delivery of the board approved £8.4m mitigation plan and in addition £4.8m of non-recurrent mitigations.
e Scenario 2 - £20.3m, which is the current run-rate trajectory assuming no mitigations delivered and no additional risk materialising.

Failure to achieve the financial plan would place additional significant pressure on both the Trust’s cash position and compliance with the Public Sector
Payment Policy (PSPP).

Management of risks against this plan alone do not deliver long-term financial sustainability. The significant financial improvement required for
sustainability will be delivered through the medium-term finance strategy. Quarterly updates are provided to the Board on progression of the strategy and
the underlying financial position.

The risk ratings for delivery of statutory targets in 2024/25 are:

Statutory Financial RAG RAG Section within this
Targets (M6)  (Forecast) report/associated chart

Financial Stability [ ) [ ] 1&E Position
Agency Spend I&E Position
Financial Sustainability [ ) [ ] N/A (quarterly update)
Financial Efficiency @ Cumulative CIP
Capital [ ] [ ] Capital Expenditure
Cash [ ] Cash Position
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Note — Financial stability is an in-year measure of achievement of the (deficit) plan whereas financial sustainability reflects the longer-term financial position
of the Trust and recovery of a break-even position.

The Board is asked to:
- Note the report.
- Note the risks to delivery of statutory targets including the planned deficit of £6.7m
- Note that full implementation of agreed mitigations will significantly but not fully mitigate financial risk (see scenarios 1 and 2)
- Note that the Trust has submitted a request for additional cash support in Q3 (October to December 2024).
- Note that the Trust is now back in line with agency target of 3.2%.
- Approve the increase in the capital budget from £18.754m to £20.707m in recognition of approved RAAC funding.

I&E Position
Narrative:

The table below summarises this I&E position at M6 against scenario 2:

In Month Year to Date Forecast

Cost Type . Actual | Variance  Plan Actual = Variance  Plan | Forecast  Variance

Clinical Income from Patient Care Activities £43.0m | £42.2m | -£0.8m | £233.3m | £227.7m | -£5.6m [ £464.7m | £454.5m | -£10.1m
Other Operating Income £2.8m £3.1m £0.4m £16.2m | £19.2m £2.9m £32.4m | £38.3m £5.9m
Total Income £45.8m | £453m @ -£0.5m | £249.6m [ £246.9m | -£2.7m £497.1m : £492.8m @ -£4.2m
Employee Expenses -£29.4m | -£30.2m | -£0.7m |-£177.3m[-£179.3m| -£2.1m [ -£355.5m |-£357.9m| -£2.4m
Operating Expenses -£12.1m | -£12.4m . -£0.2m | -£79.0m | -£77.6m £1.4m -£155.5m | -£160.8m| -£5.3m
Non Operating Expenses -£0.5m | -£0.7m -£0.2m -£3.0m -£2.5m £0.5m -£6.0m -£4.9m £1.1m
CIP £0.2m £0.0m -£0.2m £4.0m £0.0m -£4.0m £13.3m £3.9m -£9.4m
Total Expenditure -£41.9m | -£43.2m = -£1.3m |-£255.3m |-£259.4m| -£4.1m | -£503.7m :-£519.8m | -£16.0m
gated Foreca 9 8 6.8 6 6.9 0

Risk range = -£20.3m to -£7.0m

Mitigations Plan M7-M12

Mitigated Forecast -£6.7m | -£13.6m | -£7.0m

The unmitigated forecast position is before implementation of the Board approved actions.

Key variances within the position are:

Clinical Income — £5.6m adverse variance relates to underperformance against the value of the elective plan, primarily in Surgery.
Employee Expenses - £2.1 adverse variance relates to continued overspend on bank and medical bank in ED.

Operating Expenses - £1.4m positive variance is largely a consequence of under delivery of elective activity in Surgery.
Non-operating expenses — £0.5m favourable variance relates to PDC payments lower than plan.

Cost Improvement Programme — £4.0m adverse variance for CIP across clinical divisions, this is before non-recurrent mitigations.

The Trust’'s agency costs were 2.7% of total pay costs in M6 and are 3.2% YTD. This is at the 2024/25 target of 3.2%.
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Risks to position
The main risks to the I&E position are:

- The Trust fails to fully deliver the recurrent Cost Improvement Programme.
- The Trust fails to fully deliver the Elective Activity plan.

- The Trust fails to manage urgent care expenditure within planned levels.

- The Trust fails to fully implement the approved mitigation plan.

Actions:
- Full identification and delivery of CIP schemes.
- Maximising elective capacity and recovery.
- Urgent care improvement plan.
- Full delivery of agreed mitigation plan.
- Each division to be set a control total for H2.

Cumulative CIP

Narrative:

The Trust has transacted £7.5m of CIP at M6 which is £3.7m behind plan. The Trust has risk adjusted our CIP forecast to recurrent £19.5m with a full
year effect of £26.3m, an in-year shortfall against (recurrent) target of £9.4m and a recurrent gap of £2.6m

The Trust does not classify non-recurrent underspends as CIP but the forecast under-delivery of CIP is fully mitigated by non-recurrent underspends.

Risks to position:
- That the gap between target and identified schemes is not reduced.
- That the momentum on delivery of schemes is not sustained.
- That the capacity of the Trust is not sufficient to deliver across all improvement agendas.

Actions:
- Continuation of the Productivity and Improvement Programme.
- Implementation of the Board approved mitigation plan which includes acceleration of enhanced controls over variable expenditure.

Elective Activity

Narrative:

The Trust delivered elective activity to the value of £8.2m in M6 and £50.8m YTD, an adverse variance of £8.9m for the year. This is primarily driven by
underperformance in respect of the Cheshire and Merseyside Surgical Centre (CMSC), a shortfall of elective and day cases in Surgery and by a lower
case mix within the Division.
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Risks to position:
- That the Trust fails to utilise the elective capacity in place.
- That the current case mix of cases continues.

Actions:
- The Chief Operating Officer and Chief Finance Officer have completed a review into the full drivers of the CSMSC income position with a mitigation

plan to address any remaining underlying issues impacting the Trust’s delivery of elective activity in surgery. This has been presented to FBPAC
and will be considered by the Board.

Capital Expenditure

Narrative:

The Trust has received confirmation of £1.953m additional capital funding to manage estate impacted by RAAC. The previous approved capital budget
was £18.754m and approval is sought to increase the budget to £20.707m as a result of this additional funding.
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Approved Revisionsto Revised

Description Budget at M1 Budget Budget

CDEL

Internally Generated £12.870m £12.870m
ICB/PDC/WCT £6.284m £0.553m £6.837m
Charity £1.000m £1.000m
Confirmed CDEL £20.154m £0.553m £20.707m

Capital Programme

Estates, facilities and EBME £5.000m -£0.200m £4.800m
Heating and chilled water pipework replacement £2.100m £2.100m
Operational delivery £2.750m £0.700m £3.450m
Medical Education £0.080m £0.080m
Transformation £1.000m -£0.500m £0.500m
Digital £0.750m £0.750m
UECUP £6.010m £6.010m
Charity £1.000m £1.000m
Approved Capital Expenditure Budget £18.690m £0.000m £18.690m
Diagnostics Digital £0.064m £0.064m
LIMS - PDC £1.400m -£1.400m £0.000m
RAAC £0.000m £1.953m £1.953m
Confirmed PDC £1.464m £0.553m £2.017m

Spend at M6 totals £4.789m which is almost £0.2m ahead of plan. We do not anticipate any overspend at year end.

The level of capital available for equipment replacement and infrastructure update is very limited and could be committed many times over. As a
conseqguence there is continued review of both schemes and prioritisation decisions. Monitoring of risks associated with delivery of capital schemes and
the overall programme will continue to be reported through the Estates and Capital Committee.

Risks to position:
e That delays and increased costs of significant schemes, such as UECUP, result in the diversion of funding from equipment replacement and the
update of infrastructure with a consequential impact on quality of care.

Actions:
o Estates and Capital Committee to continue to monitor progress and risks from capital projects.

| Cash Position |
Overall page 30 of 122




Narrative:

The cash balance at the end of M6 was £1.4m. Although this position is in line with plan, the reduction in the cash balance has a direct impact on the
Better Payment Practice Code (BPPC) performance by volume and value. The year-to-date position of bills paid within target stands at 74.5% which is
20.5% lower than the national target of 95%. In M6 the Trust paid 47.1% of invoices received within the BPPC timeframe.

The Trust has applied for cash support for Q3 (£4.0m) and further cash support will be required in Q4 (£13.5m).

Risks to position:
- Management of the cash trajectory is impacting BPPC performance.
- Failure to achieve the full recurrent CIP plan would mean that the cash trajectory cannot be achieved.
- The low level of cash headroom that the Trust is working within increases the impact of any delayed payment of income due to the Trust.

Actions:
- Continued daily monitoring and forecasting of the Trust cash position and PSPP performance.
- Monitoring and escalation of any aged debt delays.
- Discussions with ICB around mitigations for cash position and process for applying for cash support.
- Submission of request for additional cash support from October 2024 (Q3)
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Title Chief Operating Officer's Report

Area Lead Chief Operating Officer

Hayley Kendall, Chief Operating Officer
Authors Steve Baily, Deputy Chief Operating Officer
Alistair Leinster, Divisional Director — Performance and Planning

Report for Information

Executive Summary and Report Recommendations

This paper provides an overview of the Trust's current performance against the elective
recovery programme for planned care and standard reporting for unscheduled care.

For planned care activity volumes, it highlights the Trust’s performance against the targets set
for this financial year. The Board should note the ongoing positive performance with recovering
elective waiting times but the continued challenge in achieving reduced waiting times in a
number of specialities.

For unscheduled care, the report details performance and highlights the ongoing challenges
with achievement of the national waiting time standards in the Emergency Department (ED)
and in particular 12 hour waiting times with non-elective demand continuing to provide a
significant challenge.

The Board should note the engagement with ECIST under the Rapid Improvement Offer (RIO)
to support plans for winter.

It is recommended that the Board of Directors:
e Note the report

This report relates to these key risks:

e Delivering timely and safe care for patients awaiting elective treatment
e Performance against the core UEC standards

Which strategic objectives this report provides information about:

Outstanding Care: provide the best care and support Yes

Compassionate workforce: be a great place to work Yes

Continuous Improvement: Maximise our potential to improve
and deliver best value

Our partners: provide seamless care working with our partners | Yes
Digital future: be a digital pioneer and centre for excellence No
Infrastructure: improve our infrastructure and how we use it. No

Yes
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Governance journey

Date Report Title Purpose/Decision

This is a standing report to Board

Introduction / Background

1.1 | As with all acute providers there is a significant backlog of patients waiting for elective
treatment following the impact of the Covid-19 pandemic.

WUTH has full visibility of the volume of patients waiting at every point of care, enabling
robust recovery plans which are reviewed on a weekly basis at the executive led
Performance Oversight Group.

Urgent and emergency care performance remains a challenge, and there is an internal
improvement plan with steps to improve waiting time performance with a significant
increase in internal scrutiny to ensure delivery of timely ambulance handover. The Trust
has also been supported by AQUA on improving the 4 hour performance standards and
there are clear steps in place to improve to achieve the year end trajectory agreed with
NHS England.

2 Planned Care

2.1 | Elective Activity

In September 2024, the Trust attained an overall performance of 99.04% against plan
for outpatients and an overall performance of 92.73% against the plan for elective
admissions, as shown in the table below:

Target for Actual for
Activity Type September | September Performance
Out pt New 12884 12347 95.83%
Out pt Follow up 31173 31288 100.37%
Total Out pts 44057 43635 99.04%
Day case 4504 4321 95.94%
Inpatients 739 541 73.21%
Total 5243 4862 92.73%

The Trust underachieved plan for both outpatient new appointments and elective
inpatients / daycase.

The under delivery of new appointments was seen across Surgery and Diagnostics and
Clinical Support. Surgeries under delivery was related to Upper Gl where there was
shorter new patient waits and capacity converted to support follow-up pressures and
vacancies in Orthopaedics. DCS under delivery related to vacancies, with activity
subsequently seen to start to increase.

Under achievement of plan for elective inpatients / daycase activity at Divisional level is
largely attributed to Surgery, with underperformance in Orthopaedics relating to the
surgical centre plans, sickness and theatre staffing and Urology where there was a
reduction in additional activity and sickness.
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2.2 | Referral to Treatment (RTT)
The national standard is to have no patients waiting over 65 week waits by September
2024. The Trust’s performance at end of August against these indicators was as follows:
e 104+ Week Wait Performance — 0
e 78+ Week Wait Performance — 11
e 65+ Week Wait Performance - 178
e 52+ Week Wait Performance — 1,585
e Waiting List Size - there were 47,469 patients on an active RTT pathway which is an

increase on the previously report Trust position of 46,649.

Of the 11 over 78 week breaches, 10 were related to Gynaecology (7 x patient choice,
and 3 x capacity, with 1 in Surgery (Colorectal patient).
The Trust achieved 178 x 65 week waiters at the end of September. 139 breaches related
to Gynaecology as per the forecast, 112 were capacity related, 48 of the patients were
related to patient choice, 10 corneal graft (national restrictions on tissue availability) and
9 complex patients.
WUTH have continued to support Trusts across the North West by offering mutual aid to
treat very long waiting patients through the Cheshire and Merseyside Surgical Centre for
Orthopaedic services.

2.3 | Cancer Performance

Full details of cancer performance are covered within the Trust dashboard, but
exceptions also covered within this section for Quarter 2 to date:

Quarter |2 |

Period [01/07/2024 - 30/09/2024 |

National Standards:

Standard Indicator ‘ Threshold July-24 August-24 September-24 | ‘ Quarter 2

28 Day Wait | GP USC Referral or Screening Referral to Patient Informed of Cancer Diagnosis or Ruling Out of Can] _ 75.00% | | 79.13% [ reamw | A ] 76.97% |
31 Day Wait__|Decsion to Treat / Ealest Glnically Approprite Date to Treatment [ e00% | [ oraw ]
62 Day Wait | GP USC Referral, Screening Referral or Gonsultant Upgrade to First Definitive Treatment [ ss00% | [ rmaw |
Sub Standards:

Standard Indicator ‘ Threshold July-24 August-24 September-24

28 Day Wait___[Individual Trust Provider Trajectory [ Permonth | | 79.13% NA

28 Day Wall___|Breast >=00% [ w000% | [ 94.97% [ 91.28% | NIA ]

28 Day Wait___|Skin >=90% [ wo00% | [ 94.38% | 94.64% | NIA ]

62 Day Wait___|Individual Trust Provider Trajectory [ Permonth | | 77.26% [ 79.77% | NA ]

Removed Standards (Not National Standards):

Standard Indicator ‘ Threshold July-24 ‘ August-24 ‘ September-24 |

14Day Wait__|GP USC Referral to First Appointment [ es00% ]

e Faster Diagnostic Standard (FDS) — The Trust did not meet the FDS standard for
August 2024, with performance of 74.4% (below the standard of 75%) but remains
on track for the quarter. There are challenges in gynaecology and colorectal due to
increases in demand.

e 62 day treatment - For 2024/25, the 62 day treatment standard sees a previous
national target of 85%, a national requirement to achieve 70% and a local trajectory
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to achieve 77% performance by March 2025. The Trust achieved the local trajectory
in August 2024 (see ‘62 Day Wait’ in Sub Standards section of the table above).

e 62 day waiters — the number of waiters decreased slightly in September 2024, but
remained above of plan by month end (88 patients against a plan of 72).

01/04 08/04 15/04 22/04 29/04 06/05 13/05 20/05 27/05 03/06 10/06 17/06 24/06 01/07 08/07 15/07 22/07 29/07 05/08 12/08 19/08 26/08 02/09 09/09 16/09 23/09 30/09

Actual 24/25 135 132 119 131 136 141 140 148 137 127 122 129 127 106 91 92 103 89 82 90 92 93 88 76 74 79 BB
Trajectory 120 | 120 | 120 [ 120 [ 120 [ 112 | 122 [ 122 [ 112 [ 103 [ 103 | 103 [ 103 | 93 [ 93 [ 93 [ 93 [ 93 [ 83 |83 [ &3 |83 |2 |12 |02 [ 72 | n
Pre-COVID Average 51 51 51 51 51 51 51 51 51 51 51 51 51 51 51 51 51 51 51 51 51 51 51 51 51 51 51

e 104 day long waiters — performance is ahead of trajectory for September, at 19
against a plan of 30.

01/04 08/04 15/04 22/04 29/04 06/05 13/05 20/05 27/05 03/06 10/06 17/06 24/06 01/07 08/07 15/07 22/07 29/07 05/08 12/08 15/08 26/08 02/09 09/03 16/09 23/09 30/09

Actual 24/25 45 36 33 32 29 38 38 35 36 34 35 40 a2 42 37 36 37 26 23 22 19 24 22 21 17 19
Trajectory S0 | 50 | 50 | S0 | 50 | 47 | 47 | 47 | a7 | a2 | 42 | a2 | 42 | 39 | 39 | 39 | 39 [ 39 | 33 [ 33 | 33 [ 33 [ 30 | 30 [ 30 | 30 | 30
Pre-COVID Average 12 12 12 12 12 12 12 12 12 12 12 12 12 12 12 12 12 12 12 12 12 12 12 12 12 12 12

The continued multi-disciplinary approach to improving the efficiency of cancer pathways
is working well and is being rolled out across the most challenged tumour groups.

2.4 | DMO1 Performance — 95% Standard

At the end of September 96.0% of patients had been waiting 6 weeks or less for their
diagnostic procedure for those modalities included within the DMO1, maintaining the
achievement of target.

This continues to represent achievement against the revised national standard of 95%,
and the requirement for Trusts to achieve 90% by March 2025. The Board should note
that there remain challenges with sustaining 95% compliance through the next quarter
due to ongoing increase in demand in endoscopy and dexa scans.

2.5 | Risks to recovery and mitigations

The clinical divisions are continuously working through options to reduce the backlogs of
patients awaiting elective treatment and progress is being made to improve waiting times
for patients, but this does rely on non-core spend.

The main area of concern in delivering 65 weeks is Gynaecology which is the specialty
that has taken the longest to recover from the pandemic. This has been flagged to the
ICB as an area of concern. As noted above, plans are in place for another Trust to
provide mutual aid from October onwards. In addition to Gynaecology, delivery plans for
Colorectal and Upper Gastrointestinal Surgery are currently subject to further review and
tracked on a weekly basis.

3.0 Unscheduled Care

3.1 | Performance
September Type 1 performance was reported at 44.73%, with the combined
performance for all Wirral sites at 73.25%:

Type 1 ED attendances: Type 3 ED attendances:
« 7,488 in August (avg. 241/day) e 2,634 in August
* 7,655 in September (avg. 255/day) e 2,823 in September
* 2% increase from previous month e 7% increase from previous month
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The performance of urgent and emergency care (UEC) in September remains below the
planned trajectory. Continued overcrowding in the department is impacting on the ability
to treat patients within the national quality standard of 4 hours. The Trust has been
engaging with the Emergency Care Improvement Support Team (ECIST) as part of the
national Rapid Improvement Offer (RIO) prior to winter.

The working groups introduced in early September to focus on a collective local partner
response to demand in the ED have now completed initial scoping and have key areas
they are focusing on.

Several pilot projects are to be launched in the coming months to create alternatives to
the ED and increase the outflow from the department. A few of the key pilot projects
are.

- Urgent Treatment Centre (UTC) at the front door

All walk-in patients will undergo initial triage and receive a baseline observation by the
Urgent Treatment Centre senior nursing team. Once the patient has been seen, they
will either be taken to the UTC or the Emergency Department.

The pilot is expected to demonstrate an increase in patients being referred to the UTC.
The results of the pilot will complement the work currently underway to develop the
future front door pathways as part of the Urgent and Emergency Care Upgrade
Programme.

- Call before convey

With the support of the Emergency Care Improvement Support Team (ECIST), the
Trust is working with the local Community Trust and Northwest Ambulance Service
(NWAS) to improve access to out-of-hospital services that may be able to support
patients in the community rather than referring them to A&E. This work will support the
ongoing data review to understand the reason for the sustained increase in ambulance
attendances since Winter 2022 of 19%.

- Same Day Emergency Care (SDEC)

As part of a plan to strengthen the Trust's offer in supporting and caring for frail
patients, the Trust is working to introduce a Frailty SDEC service which will work
alongside existing services that are in place including Frailty and Respiratory Virtual
Ward, specialist nurses for older people (SNoPs), community services and the Local
Authority.

Additional measures are being taken in collaboration with ECIST, including a review of
the number of patients referred for a medical bed from the emergency department. The
‘criteria for admission’ audit will take place in mid-November, with input from ECIST
medics and the Trust's ED and acute medical consultants.

Ambulance handover performance continues to exceed the national quality metric after
seeing an improved performance at the start of the year. There was an increase in
infection prevention and control measures on the wards in September which impacted
on patient flow in the Trust.

The Trust actively engages with colleagues from external improvement teams and
Cheshire and Merseyside ICB by providing updates on improvement activity and sharing
learning with other Cheshire and Merseyside acute trusts.
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3.2

Transfer of Care Hub and No Criteria to Reside (NCTR)

The number of NCTR remained at an average of 115-120 patients in September, which
is 30 patients away from the target. Some of the challenges faced by the Transfer of
Care Hub (ToCH) relate to patients requiring more complex support on discharge, such
as high levels of care packages or placement in care homes requiring higher nurse to
patient ratios. The Trust is leading on identifying the capacity and needs required by the
system to meet the targets for each discharge pathway (pathways 1-3). Local authority
and community trust colleagues are focusing on how to reduce the number of NCTR
patients in line with the trajectory.

ToCH is also focusing on how patients can be discharged at the lower level of
additional care, which should reduce the number of patients waiting on pathways 2 and
3 and move them onto pathway 1.

No of inpatients not meeting the Criteria to Reside
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3.3

Mental Health

Demand for patients presenting to the ED with mental health conditions remains high,
with peaks and troughs in demand for admission to specialist mental health beds.

Due to the increasing number of patients who have NCTR within an inpatient mental
health bed, there have been long waiting times for patients with regular escalations
through to the ICB.

The Trust is currently working with the mental health provider to develop a workforce
model that includes RMNs for the new mental health rooms due to be completed in Q2
2025/26.

3.4

Risks and mitigations to improving urgent care performance

The Trust continues to make progress in implementing the actions from the improvement
plans for each of the urgent care quality standards with the ongoing collaboration with
ECIST.

There remains a risk that the continued high level of attendances and acuity will
challenge the improvement plans and actions, in particular with the continued high levels
of ambulance conveyances.
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4 Implications

41 Patients

e Good progress is being made with recovering elective waiting times for patients.
Access to UEC services is as expected and improvement plans are in place to
improve experience for patients.

4.2 | People

e There are high levels of additional activity taking place which includes staff
providing additional capacity.

4.3 Finance

e Cost of delivering 65 week standards is a challenge. The cost of providing
additional nursing staff in the ED to support ambulance handover is above the
Trust’s financial plan.

4.4 | Compliance

e There are challenges with achieving no 65 week breaches across two
specialties. The 4 hour performance is behind the trajectory but improvement
plans are in place.

5 Conclusion

UEC demand, in particular ambulance activity, is placing strain on delivering
improvements the ED have identified. There are a number of tests of change planned
for November in an attempt to reduce/redirect demand to other services. Early
indications are that the winter months are going to be ever more challenging.

Elective recovery remains a strong point and improvements continue to be
demonstrated.
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Board of Directors in Public

06 November 2024

Title

Area Lead

Author

NHS

Wirral University
Teaching Hospital

NHS Foundation Trust

Item 8.3

Integrated Performance Report

Executive Team

Executive Team

Information

Report for

Executive Summary and Report Recommendations

This report provides a summary of the Trust’s performance against agreed key quality and
performance indicators to the end of September 2024.

It is recommended that the Board:
e Note performance to the end of September 2024.

This report relates to the key risks of:

e Quality and safety of care
e Patient flow management during periods of high demand

Contribution to Integrated Care System objectives (Triple Aim Duty):

Better health and wellbeing for everyone Yes
Better quality of health services for all individuals Yes
Sustainable use of NHS resources Yes

Contribution to WUTH strategic objectives:

Outstanding Care: provide the best care and support Yes

Compassionate workforce: be a great place to work Yes
Continuous Improvement: maximise our potential to improve and deliver

best value ves
Our partners: provide seamless care working with our partners Yes
Digital future: be a digital pioneer and centre for excellence No
Infrastructure: improve our infrastructure and how we use it. No

1.1 | Following further discussion with the Executive Team and the Board, the performance
metrics for inclusion, format and title of the report have been amended. The metrics are
grouped under the responsible Executive Director, with the relevant CQC domain noted
against each metric.
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Grouping the metrics by CQC domain shows the following breakdown for the most

recently reported performance:

Summary of latest performance by COC Domain:

€QC Domain Number achieving | Number not achieving Total metrics
Safe 5 2 7
Effective 0 1 1
Caring 2 2 4
Responsive ] 17 23
Well-led 1 2 3
Use of Resources 2 3 5
All Domains 16 27 43

Further metrics are shown under the Chief Information Officer (CIO) relating to the

Digital Healthcare Team.

2.1

Implications

Implications for patients, people, finance, and compliance, including issues and actions

undertaken for those metrics that are not meeting the required standards, are included

in additional commentaries and reports.

3.1

Monitoring of the key performance metrics will be continued monthly within the Integrated
Performance Report, and at the regular operational meetings with the Clinical Divisions.
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Integrated Performance Report - October 2024

Approach
The metrics for inclusion have been reviewed with the Executive Director team.

Performance is represented in SPC chart format to understand variation, and a summary table indicating performance against standards.
The metrics are grouped into Executive Director portfolios, with individual metrics showing under their CQC Domain.

Commentary is provided at a general level and by exception on metrics not achieving the standards set.

Key to SPC Charts:

Variation Assurance

Special Cause :  Special Cause : Special Cause :Common :  Consistently : Hitand miss: Consistently
Concerning : Improving neither : Cause : hit :  target fail :
variation : variation : improve or : : target @ subjectto : target
: : concern : : random
variation * wvariation *

Summary of latest performance by CQC Domain:

€QC Domain Number achieving Number not achieving Total metrics
Safe 5 2 7
Effective 0 1 1
Caring 2 2 4
Responsive 6 17 23
Well-led 1 2 3
Use of Resources 2 3 5
All Domains 16 27 43

Issues / limitations

SPC charts should only be used for 15 data points or more.

SPC format does not support including a target where it is variable over time, eg a reducing trajectory for long waiters.

Alternative formats of charts are included where they are more appropriate.

Changes to Existing Metrics:

Metric

Clostridioides difficile (healthcare associated)

Amendment
National threshold target for 2024/25 is not yet confirmed - internal maximum set at 108 cases for the year.
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Chief Operating Officer (1)

€QC Domain : Responsive |

€QC Domain : Responsive

4-hour Accident and Emergency Target (including APH UTC) Sep-24 Patients waiting longer than 12 hours in ED from a decision to admit Sep-24
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Chief Operating Officer (2)

CQC Domain : Responsive

€QC Domain : Responsive
18 week Referral to Treatment - Incomplete pathways < 18 Weeks Sep-24 Referral to Treatment - total open pathway waiting list Sep-24
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Chief Operating Officer (3)

cQcC D in : Responsive

CQC Domain : Responsi

Cancer Waits - 2 week referrals (monthly)
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Chief Operating Officer (4)

CQC Domain : Responsive

CQC Domain : Responsive
Cancer Waits - reduce number waiting 62 days + Sep-24 Cancer - Faster Diagnosis Standard Aug-24
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Medical Director

CQC Domain : Safe

| €QC Domain : Safe
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Chief Nurse (1)

C€QC Domain : Safe

Clostridioides difficile (healthcare associated)

€QC Domain : Safe

Sep-24
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Chief Nurse (2)

€QC Domain : Responsi €QC Domain : Responsi
Patient Experience: concerns received in month - Level 1 (informal) e Sep-24 Patient Experience: complaints in month per 1000 staff - Levels 2 to 4 Sep-24
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Chief Nurse — September 2024 data

Overall position commentary

The Trust quality KPIs all demonstrate no significant variation, with the exception of CDIF which had an increase in month to 19.
C Difficile remains above the target of 6 per month, there were 19 incidences in September 24 (15 HOHA/4 COHA)
There was 1 category 3 hospital acquired pressure ulcer in September against a target of 0.

Friends and family test for ED had reduced from 80% to 71% in September, outpatients reduced to 93.1%. Maternity and inpatients exceeded the 95%
target.

Infection Prevention and Control

Narrative:

To achieve the annual threshold of < 103 patients diagnosed with CDT in 24/25 there can be no more than 6 patients diagnosed with Clostridioidies
difficile infection per month. We remain above the threshold of 6 per month with an average of 13 per month. That's an overall position of 57 x Hospital
onset health care associated (HOHA), 23 x Community onset healthcare associated (COHA). In September there were 15 HOHA and 4 COHA. The
wards in the CDI improvement project continue to meet bi-weekly to share their local improvement initiatives that each area has developed (wards 36,
26, 18, AMU, ED). In September the wards in the improvement project had 7 patients diagnosed. Ward 18 HOHA x1 , Ward 26 HOHA x 2, ED HOHA x
1, AMU HOHA x 1, Ward 36 HOHA x1 and COHA x 1.

The improvement project focuses on but not limited to:

Education with staff regarding prioritization, use of side rooms and requesting early medical review if patients experience loose stools.

During huddles discuss stool chart compliance and documentation.

Daily scrutiny of side room occupancy and which patients would be the least risk to step out should one be required.

Ward 36 in collaboration with E&F and IPC continue to pilot new cleaning equipment and cleaning solutions, these include microfiber flat head
mops, which effectively pick up and trap 99.54% of dirt, dust and bacteria at microscopic level using water alone, and hypochlorous acid for hard
surface cleaning and hand sanitization. This is a natural microbial agent, which will help to reduce the amount of chemicals we use thus
promoting improved sustainability...

e Increased scrutiny re: taking samples in a timely manner when symptoms start and isolating the patient within 2 hrs (as per CDT policy)

Actions:
Completed or in place.
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Planned

Risks to position and/or actions

Ongoing use of ward 44 as a decant ward to facilitate bay movements to allow for HPV to take place following a patient identified with CDT.
Ongoing IPC visibility to wards and department offering expert advice and guidance.

Robust process embedded to pick up weekend results.

Senior nurse walk rounds focusing on IPC basics, including cleanliness, hand hygiene, bare below the elbows, decluttering and estates issues.
Weekly CDT MDT in place involving, Pharmacy, Microbiology, IPC, and a clinician with an interest in CDT.

A place wide ‘working draft’ improvement plan developed in partnership with WCT, the ICB and public health.

Collaborative monthly meeting with WUTH IPC and the Community IPC team

Re-scheduled showcase event sharing the improvement work trust wide for wards and departments to review and locally adopt the proven
initiatives to support a reduction of incidences of CDT in their areas. ( 11" November 24)

Draft 4 pillar system plan developed. Workstreams include, public health, Primary care, Community (inc care home/nursing homes) and
acute. To progress though organisational governance for approval, with public health board overseeing delivery.

Public health team review of cases to identify lines of enquiry.

Hospital occupancy

Competing priorities preventing engagement in the QI project.

Low numbers of side rooms and/or side rooms with en-suites across the Estate
Limited numbers of toilets on each ward

Old estate requiring maintenance and repair.

FFT Overall experience of very good and good.

Narrative:

The NHS Friends and Family Test (FFT) was created to help service providers, and commissioners understand if patients are satisfied with
the service provided, or where improvements are needed. It's a quick anonymous way for patients to provide their views. The trust
monitors FFT across a range of care settings, with a target rating of a minimum 95% for good or very good.

ED score decreased to 71%. Analysis of the patient comments for ED identifies waiting times and communication, as the main reasons for
attributing negative ED response. OPD had reduced to 93.1% with no disenable commentary to indicate the reason for the change.
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Actions:

Proactively respond to feedback, making immediate rectifications when able to do so.
Continued focus on providing people with access to provide feedback via FFT.
Feedback to local teams’ themes from FFT to identify areas of improvement.

Regular announcements on waiting times within ED.

Introduce new ways of working to enable a smoother patient journey.

Rounding the department to check patients’ needs are met.

Risks to position and/or actions:
e Bed occupancy is impacting on the length of time patients remain within ED. Processes are in place operationally to enable earlier egress from
ED.
¢ National benchmark data only available to May 24
¢ Reduction in administrative support to deliver the patient experience strategy, due to current vacancy controls. Work being priorotised to
mitigate risks to the strategy.
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Pressure ulcers Hospital Acquired Category 3 and above

Narrative:
WUTH has a zero tolerance on Hospital Acquired Pressure Ulcers (HAPU) category 3 and above. During September there was 1 Hospital Acquired
Pressure Ulcer (HAPU) Category 3 to a patient’s heel reported which was a deterioration from a Category 2.

Actions:

e Changes have been made to the Ulysses system to improve reporting of all categories of pressure damage including mucous

membrane and moisture associated skin damage.

e Tissue Viability team validated all HAPU category 3 and above.

e Pressure ulcer policy has been updated incorporating national guidance requires ratification.

e Stop the Pressure campaign will be taking place the week beginning 18" November. The theme is INCLUSIVITY — ‘Are you really
LOOKING, are you really LISTENING.” The Tissue Viability team are planning the event and comms will be sent out within the next
few weeks.

Review of products to support off-loading of heels.

Development of Moisture Associated Skin Damage Pathway.

Dynamic Mattress contract currently in progress.

Trust wide link nurse network to be developed.

A Trust wide Wound care formulary has been developed in collaboration with vascular, podiatry and dermatology specialist nurses.

Risks to position and/or actions:
e With increase in activity plus availability of beds and dynamic mattresses this can impact on the ability to review skin condition and
undertake repositioning within the Emergency Department.
e Part time leadership within the tissue viability team.

Overall page 52 of 122



Complaints

Narrative:

During September 2024, WUTH received its largest number of complaints and concerns for the past 18 months. Compared with the monthly average,
there was a 33% rise in formal complaints (level 2) and a 37% rise in informal (level 1) concerns. The distribution across the divisions was even.
Top three themes;

e Access and Admission
e Communication
e Treatment and Procedure

The highest featuring departments were the ED (20 formal and 57 informal), followed by Community Child Health 35 informal, reflecting the known
access problems with waiting times for assessment by that service.

35% of responses to formal complaints were completed within WUTH'’s local standard of 40 working days.
Actions:

Average complaint response time during the financial year to date has been 60 working days (compared with 70 working days in 2022/23, 58 working
days in 2021/22, and 45 working days 2020/21. WUTH last met an average response time of below 40 working days in 2019/20 (34 working days).

Benchmarking with other local trusts, demonstrated target response times between 25, 40, and 60 working days, and even up to six months in line with
the upper limit set by the national regulations.

Discussion with complaints team, governance, and deputy Medical and Nurse director concluded that 40 day response time was sufficient to provide a
comprehensive response to complainants.

Plan to re-launch Trust’s Concerns and Complaints Policy via a revised SOP, with highlighted emphasis on the role of a single divisional investigator to
coordinate a unified response with all stakeholders, divisional triumvirate oversight, and executive escalation for support when it is apparent that targets
will not be met. Greater ownership will also be placed on the lead investigators in the divisions to update complainants directly when investigations are
taking longer than expected.

Risks to position and/or actions:
e Operational pressure
e Lack of individual ownership.
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Chief People Officer
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Chief People Officer — September 2024 data

Overall position commentary

Despite operational pressures the Trust’s People KPIs for mandatory training and appraisal compliance are on target.

Turnover remains above compliance at 1.14%, this aligns with expected seasonal trends.

Sickness absence remains above target at 6.32% and remains an area of concern.

Sickness absence % in month rate

Narrative:
The Trust threshold for sickness absence is 5%. For September 2024 the indicator was 6.32% and demonstrates common cause variation.

The majority of absences relate to short term sickness. The top three reasons for absence in September are, Gastrointestinal problems,
Stress/Anxiety/Depression and Cold/Flu.

Focus remains on supporting the health and wellbeing of our workforce, as well as close management of absences in line with the revised Attendance
Management Policy.

Actions:

o Good start to the Winter Vaccination programme (commenced 3 October) supported by Trust wide promotional campaign to increase
awareness and uptake.

Freedom to Speak Up Month promotional materials, in collaboration with Trust Clinical Psychotherapist.

New management guidance on effective use of OH service.

Ongoing targeted psychological support provided to targeted areas.

The new OH Cority System is positively impacting on OH waiting times and reductions in time-to-hire.

Expedited appointments system for critical staff for OHA, OHP and pre-employments.

Ongoing promotion of the Trust’s EAP resulting in a maintained increase in uptake.

Effective working with Talking Together Wirral to reduce Clinical Psychotherapist waiting list.

Check-Ins recording to increase uptake, focusing on staff contribution, development and wellbeing.

Divisions have presented their mitigation sickness plans to Workforce Steering Board which have been centrally collated into an action plan.

Risks to position and/or actions:
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The management of sickness absence is primarily management led as they are responsible for monitoring employee attendance addressing sickness
absence and ensuring that the policy is applied consistently, supported by the HR team. Sickness is multifaceted and adversely impacted by a range
of factors including vacancy levels and staff morale / engagement. Effective attendance management is critical and contributes to productivity and
patient care. The Trust continues to promote a positive attendance culture by investing in, and focusing on, employee health and wellbeing initiatives
to help mitigate this risk by preventing ill-health and supporting people to balance work whilst minimising the impact of any ill-health symptoms, where
possible.

Managing attendance can also help control costs related to overtime, absenteeism and temporary staffing.

Work continues on the deliverables within the People Strategy with a number of workstreams that will support attendance across the Trust, this
includes promotion of flexible working, which is available to all staff, transforming and modernising Occupational Health and Wellbeing Service in line
with the Growing OH and Wellbeing together strategy as set out in the NHS People Plan to improve the health and wellbeing services for our people,
to keep them safe and healthy and able to provide good care to our patients. This is part of our proactive culture of wellbeing across the trust.

Staff Turnover % compliance

Narrative:

The Trust threshold for turnover is 0.83%. In September the indicator decreased to 1.14% from 1.53% in August. This demonstrates a common cause
variation.

Actions:

Continued development and implementation of the retention programme, with enhanced focus upon Nursing and AHPs. Examples of the work underway
include:

« Staff career stories

+ Executive engagement events

» Career shadowing opportunities

+ Establishment Review to ensure adequate staffing levels.

* New non-medical (clinical) retention group.

Risks to position and/or actions:

The impact of the work outlined above will achieve a downwards trend towards the <10% turnover target, the number or % of staff leaving within the first
12 months and voluntary turnover.

Overall page 56 of 122



Risks to Trust financial management, quality, patient safety and operational performance due to the cost of high Turnover and the expense of bank and

agency cover should also reduce as Turnover improves over time.
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Chief Information Officer
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Chief Information Officer — September 2024 data

Overall position commentary

Strong performance is maintained in:
e CareCERT alerts at 100% - a key control for cyber-security.
e Cyber supported servers continue above the 95% threshold figure.
e P2 calls closed outside SLA — achieved target for a second month.

Key areas for improvement are:
e Subject Access Requests (SARs) — completed requests were significantly below the trajectory which has increased the backlog further.
o Staff vacancies are currently at 12.5% of the workforce, a significant increase on previous months which has impacted on SARs capacity.

Service Responsiveness — Subject Access Requests

Narrative:

The organisation has experienced a year-on-year increase in volume and complexity of Subject Access Requests (SARS) totaling 41% since 2016.
Change in legislation, increase in request numbers, the complexity of the requests and the evolving attitudes towards information rights have had a
significant impact on the demand. This combination has led to a significant backlog of requests within the Access to Information department. As at
January 2024 there was a backlog of circa 1,000 requests, with approximately 650 of those requests being outside of the regulatory 30 day response
target.

The improvement trajectory for completing requests was 89 behind target in September with 295 being processed against a target of 384
Total requests waiting increased to 1,507. This was largely due to the departure of 2 experienced staff in August from the team which is already
challenged in meeting the increased demands.

The number of new requests received every month remains higher than in 2023 and above the average anticipated. In September, 407 requests were
received, which continues to be in excess of the predicted levels. The continued increase in numbers is largely attributable to the heightened profile of
Healthcare related media events such as the Cyber attack on the London Pathology services and the recent high profile maternity case at the Countess
of Chester Hospital (CoCH)

Actions:
e Supplier planning meeting at end of October to discuss Implementation of new tracking software to help manage and streamline the process.
¢ Requested the support of the Service Improvement Team (SIT) for a review of processes to identify opportunities for efficiencies. Plans for SIT
have been submitted to execs for approval.
e 2 posts are being submitted as vacancy freeze exceptions.
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Risks to position and/or actions:

Risk posed by any further increase in demand
Risk of trajectory slippage depending on any personnel issues such as sickness, staff turnover
Risk of not being able to appoint to established posts

Operational Capacity — Staff vacancy as a % of workforce.

Narrative:

The last reporting period has seen a further increase in staff vacancies as a percentage of the workforce, rising from 9.7% in August to nearing 12.5% in
September. The increase is due to a number of staff departing to accept opportunities at a higher banding at other C&M organisations and the
retirement of several long serving senior managers, particularly within the Bl & Information department. There are some key areas of risk for the Trust in
the areas of Bl & Information, Development & Integration, Coding, Cyber Security, Access to Information, and more recently Clinical Analysis (with
specialist knowledge of Laboratories)

The team continues to assess its workforce risks together with executive colleagues.

Actions:

Risks to position and/or actions:

All departments across DHT have been risk assessed and proposals are being prioritised to address the high risk areas.
Vacancy freeze exception being progressed for Bl & Information Team & Access to Information posts

Technical Cyber work being actioned by the Technical Infrastructure Team.

Chief Technology Officer providing backup cover for Integration Team.

Scoping work ongoing to understand the opportunity of collaboration with Community Trust in problem areas.
Investigating Artificial Intelligence opportunities within the coding arena.

Difficulties in recruiting the desired skill sets for vacated positions due to national skills shortages in those areas.
Chief Technology Officer providing expert cover for Development & Integration is not sustainable.

Vacancies are not approved at the exception process.

Performance impacts across the department.
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NHS

Wirral University
Teaching Hospital

NHS Foundation Trust

Board of Directors in Public Iltem 8.4
06 November 2024

Title Monthly Maternity and Neonatal Services Report

Area Lead Sam Westwell, Chief Nurse

Jo Lavery, Divisional Director of Nursing & Midwifery (Women’s and
Children’s’)

Report for Information

Executive Summary and Report Recommendations

The last Quarterly Maternity Services update report to the Trust Board of Directors was
presented in September 2024 and an extended monthly paper presented in October 2024.
The following extended monthly paper provides a further update and oversight of the quality
and safety of Maternity and Neonatal Services at Wirral University Teaching Hospital
(WUTH).

Author

Included in the paper is the monthly Perinatal Clinical Surveillance Quality Assurance Report
providing an overview of the latest (September 2024) key quality and safety metrics and the
position of patient safety incidents.

It is recommended that the Board:
¢ Note the report.
e Note the Perinatal Clinical Surveillance Assurance report.

This report relates to these key Risks:

e BAF Risk 1.4, Failure to ensure adequate quality of care resulting in adverse patient
outcomes and an increase in patient complaints

Contribution to Integrated Care System objectives (Triple Aim Duty):

Better health and wellbeing for everyone Yes
Better quality of health services for all individuals Yes
Sustainable use of NHS resources Yes

Which strategic objectives this report provides information about:

Outstanding Care: provide the best care and support Yes

Compassionate workforce: be a great place to work Yes
Continuous Improvement: maximise our potential to improve and deliver

best value ves
Our partners: provide seamless care working with our partners Yes
Digital future: be a digital pioneer and centre for excellence No
Infrastructure: improve our infrastructure and how we use it. No
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Governance journey

Date Report Title Purpose/Decision
Extended Monthly
November 2024 Maternity & NNU Maternity and . For information
Assurance Board Neonatal Services
Report
. Quarterly Maternity
October 2024 Patlgnt Safety and and Neonatal For information
Quiality Board .
Services Report

Perinatal Clinical Surveillance Quality Assurance Report

The Perinatal Clinical Surveillance Quality Tool dashboard is included in Appendix 1
and provides an overview of the latest (September 2024) key quality and safety
metrics. The purpose of this report is to provide a monthly update to BOD of key
metrics reported to the Local Maternity and Neonatal System (LMNS) and NHSE/I via
the Northwest regional Maternity Dashboard which are linked to the quality and safety
metrics of Maternity and Neonatal Services.

The dashboard is provided for information and whilst there is no indication to escalate
any of the metrics to the Board of Directors, it should be noted since there is no longer
a Northwest coast regional report being produced WUTH is no longer able to report on
the benchmarking against other providers for rates such as stillbirth and neonatal
deaths. Assurance has previously been provided to the Board of Directors this was
escalated via the Local Maternity and Neonatal System (LMNS) for a resolution.

However, a Northwest Regional Dashboard Tool for use by Regional Maternity and
Neonatal Teams is available to provide bespoke reports for Regional Operational
Performance reporting. On review of the dashboard the Board of Directors should be
aware concerns regarding the accuracy of the data sources have been raised
regionally, further escalating regionally it remains WUTH is still unable to benchmark
against other providers.

Patient Safety Incident Investigations (PSII’s) & Maternity and Newborn Safety
Incidents (MNSI)

Patient Safety Incident Investigations (PSII’s) continue to be reported monthly on the
regional dashboard by all maternity providers including C&M and Lancashire and South
Cumbria (Northwest Coast). PSSI’s are also reported to the LMNS and the newly formed
QSSG (Quality & Safety Steering Group) will have further oversight of all Maternity
PSSI’s across the region.

There were no Patient Safety Investigation Incidents (PSII’s) for Maternity declared in
September 2024 for maternity services. All cases have been appropriately referred to
Maternity and Newborn Safety Investigations (MNSI).

There were no Patient Safety Investigation Incidents (PSII’s) declared in September
2024 for Neonatal services.
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The Board of Directors are requested to note the content within the report and progress
made within maternity and neonatal services. The next quarterly BOD paper will
continue to update on the delivery of safe maternity and neonatal services.

4 ‘ Implications

4.1 | Patients

e The appendices outline the standards we adhere to in order to deliver a safe
service, with excellent patient care.

4.2 | People

e Compliance and confirmation via the LMNS/ICB WUTH have that meet all 10
safety standards provides assurance of the improvements to high quality, safe
care and the delivery of best practice in both Maternity and Neonatal services.

e The outstanding relationship with MNVP demonstrates co-production with
service users and patient involvement.

e Progress with the three-year delivery plan supports birthing people and their
families with quality improvements to deliver safer, more personalised, and more
equitable care.

e Progress with sustainability of Ockenden.

e Progress with Saving Babies Lives v3 supporting better outcomes for
women/birthing people and babies.

4.3 | Finance

e A workforce review in line with Ockenden requirements is underway. To achieve
compliance of MIS Year 6 the Statement of case for an additional Neonatal
Consultant has been approved to cover Monday to Sunday, recruitment is in
process.

4.4 | Compliance

e This supports several reporting requirements, each highlighted within the report.
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Appendix 1 - Perinatal Clinical Surveillance Quality Assurance Report Sept 2024
Theme Area requiring further enauiry or Outlier Evidence
£ [outlier for rates of stillbirth as  proportion of births No |No escalation from SCN / LMINS on outlier report; internal thematic review being undertaken; NW region outlier report no longer published and NW Regional dashboard now available however discusssed regionally as Data to and decision awaited on key reporting metrics and also data collection methodology; all users
g requested access accoringly; awaiting feedbeck when dashboard will be able to be utilised; external review requested to support rise in still birth rate; no further trends identified as an outlier in 2024 new C&M data provided and validity underway in October 2024
£ [Outlier for rates of neonatal deaths as a proportion of birth na__|No escalation from SCN / LMNS on outlier report; internal thematic review_undertaken and shared with BoD; Decision awaited on key reporting metrics and also data collection all users requested access accoringly: awaiting feedbeck when dashboard will be able to be utilised
T [Rates of HIE where in care may have made a difference to the outcome na__|Verv low rates of HIE. sitting way below the lower control limit for the region. No current ca
Number of PSiI's na__|No PSSI's reported in September 2024
Progress on SBL care bundle V3 no |SBLv3 launched and continued to be a key safety action of MIS Year 5 which was signed off as complaint meeting 81% (>70% was the requirement); Audits and evidencecontinue to be submitted for LMNS review and achieved complaince as at Q1 (April-lune 2024) of 97%; compliance will be monitored by LMNS quarterley

and updates provided to BoD quarterley

Outlier for rates of term admissions to the NNU The rate of avoidable term admissions; regular multi-disciplinary reviews of care take place; NW region outlier report no longer published and awaiting national guidance on monitoring processes
Not an outlier regarding the number of complaints; to date all complaints have been addressed for maternity in the target there is nil to escalate

& [MnvP or Service User not resolved at trust level
£ [Trainee survey no_|No update this month
B [Staffsurvey no__|Trust Staff Survev completed and divisional response has included staff engagement and ion with the Pulse survevs: Score survey completed for MatNeo and cultural i ing over x 4 sessions; Reaui to report to BOD Feb 2024 which leted and evidence within meeting minutes
5 [cacNational survey no_|Published Feb 2024 and included within BoD report March 2024; action plan progressing; Sample provided for 2024 survev to be pulished early 2025
%€ [Feedback via Deanerv. GMC, NMC no Wil to esclate
5 [Poorstffing evels Current vacancy rate is >1%: all new aualified midwives commenced in Sept 2024
Delivery Suite Coordinator not super nummary Super nummary status is maintained for all shifts
2 B &[Newleadership within or across maternity and/or neonatal services il of note: full governance structure review and revised structure i to meet requi and maternity self assessment tool and continue to meet Ockenden Part 1
[ d the relati between the Triumvirate and across perinatal services no [Good working relationship between the teams /Directorates
% 2 [False declaration of CNST MiS o |MIS Year 5 submission and declaration submitted by 12 noon on 1st February 2024 - complaince met: MIS Year 6 publication published April 2024 included within BoD report updates.
= 3 [Concerns raised about other services in the Trust e.g. ARE no |Nilof note

Highfield/CoC teams no__[Nil to report this month; funding options explored; 5 teams in total and two approach model in place; comparison data / research underwav; one team disbanded in July 2024

e units - concerns raised about a specific u:

In mul

excellent MDT attendance. Quarterley meetings held with MNSI

B 2 [Lack of engagement in MNSI or ENS i no Good in place with north west team leader. Monthlv reports received of ongoing cases and recent discussions regarding the process of arbitration with regional lead. Quarterly regional ti
52
E S |Lack of no Being open regularly had and 100% compliance with dutv of candour evident
& |Learning from PSII's, local i and reviews not i or audited for efficacv and impact no Robust processes following lessons learned from all PSSI's. local reviews, rapid evaluations of care, complaints and with staff to assess and imorove how learning is shared. Patient experience strategy in progress.
5E q -
'E  [Learning from Trust level MBRRACE reports not actioned no All reports receive a gap analysis to benchmark against the
& [Recommendations from national reports not implemented All reports receive a gap analysis to ber\thmark against the mcnmmendatmns No exceptions to report. Three year single delivery plan for maternity and neonatal services published 31th March 2023 - gap analysis in progress and will monitored via WUTH CG structure and BoD; CQC National Maternity Report published
2 P Pl P gap ly: g P! P e gl ry pl p gap ly: Pprogr y Report pi

£ 2 [Low patient safetv or serious incident reporting rate: Consistent rates of reporting across the speciality groups. Regular training takes places on the importance of incident reporting. the Trust stance of safe reporting and non-punitive culture
2 T [Delavs in reporting a PSS! where criteria have been met no__|Robust PSIRE framework followed with timelv reporting of all cases that meet the PSS! framework: PSIRE with effect from 1/9/2023
= § [Never Events which are not reported no__|No maternity or neonatal never events in September 2024

Recurring Never Events indicating that learning is not taking place no|N/a

Poor notification. reporting and follow up to MBRRACE-UK. NHSR ENS and HSIB. no__|Excellent reporting within the reauired timescales

Clear governance processes in place that follow the PSIRF framework - Within division there is maternity and neonatal review of governance processes: 3 separate meetings. Staff are informed of top risks and incident themes. Governance notice boards updated and newsletters disseminated. Additional quality assurance

2o % Unclear governance processes
£ framework agreed with effect from June 2023 to give the BoD addiitonal in monitoring of MIS. Three vear deliverv plan etc. Governance structure
H § |Business continuity plans not in place no__|Business continuity plans in place
o Ability to respond to unforeseen events e.g. pandemic. local emergency Nil to report this month
55 E 4 DHSC or NHS England request for a Review of Services or Inuiry Nil to report this month
g 3 § §An overall CQC rating of Reauires with an Inadequate rating for either Safe and Well-Led or a third domain nocac reports published for maternity sit be Birth Centre and APH site for the domains Safe and Well led; both sites were rated 'GOOD"
28 An overall CQC rating of Inadequate no |N/a
Ess
5 E @ §Been issued with a CaC warning notice no_|n/a
B " 2 [cac rating droped from a previously Outstanding or Good rating to Reauires in the safety or Well-Led domains no|N/a
Been identified to the CQC with concerns by HSIB no|N/a
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1. Introduction

The Board Assurance Framework (BAF) provides a structure ULUERSIUEESITI R BVET =T (Slo RETo ISVl Tyl
and process which enables the Board to focus on the key RBLllEICEWEEIICNIES TR
strategic risks which might compromise the achievement of Bk ESIEERNCIERNClED ST BN 1R
our Strategic Objectives. We have adopted a ‘3 lines of [iitbabadmELSUEUEECUELIUE
defence’ approach which highlights the levels of control in [Stoshete Thi the board needs ¢
place and assurance obtained, both internally and externally, Egogliz?zsﬁoutljvg??{] \?van?s tgar AEEEs 10
along with clear identification of those accountable for further

' X ¢ achieve, knows what the measures of
aCtIOFIS tO be taken n Order tO reduce I’ISk success will look ||ke, is Open and honest.

in its dealings and alive to the key risks
being faced within and outside of its
operating environment, both at strategic
and operational level.

Baker Tilly 2021

2. Vison, Strategy and Objectives
21 Our Vision

For us to realise our ambition it is essential that all business and work programmes are clearly aligned to our
Vision, Values, Strategic and Corporate Objectives. Clear lines of sight from these down to individual
objectives will support all staff in identifying how to contribute to overall achievement. Our Vision is:

we will

...deliver the best quality and safest

care to the communities we serve M
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2.2 Our Strategic Objectives

The BAF is derived from our overarching six strategic objectives and priorities which demonstrate our intension
to provide outstanding care across the Wirral through our hospital sites and units, as a lead provider within
the Wirral system. We will be a Hospital Trust that patients, families, and carers recommend, and staff are

proud to be part of.

Provide the best care and support

OUTSTANDING P> Empower patients through their care journey [ strive to deliver intimate and personal patient experience
CARE P> Improve patient flow, ensuring the patient is in the right > Provide services in the most appropriate and accessible setting

Be a great place to work

place at the right time > Embed a culture of safety improvement that improves outcomes

> Invest in our staff's continuous learning, education and

COMPASSIONATE s o
WORKFORCE ) Develop and maintain a healthy organisational culture ’ Support our staff to enjoy the best health and wellbeing
based on our values
P> Retain, attract and recruit high calibre and skilled staff s

CONTINUOUS

Maximise our potential to improve and deliver best value

IMPROVEMENT P> Embed a culture of improvement and transformation > Use our resources effectively and sustainably, so we can

P> Reduce variation in care pathways to improve outcomes INPIONE OUISECES

Provide seamless care working with our partners

> Create the conditions for dlinical research to flourish

OUR PARTNERS b Integrate care to prevent ill-health, improve wellbeing and b Lever our clinical expertise to drive dinical quality and influence
meet the needs of the Wirral population system working
b Deliver system partnerships which improve outcomes for our ’ Build partnerships with academic institutions to develop
patients research and education capability

Be a digital pioneer and centre for excellence

DIGITAL FUTURE

and eliminate bottlenecks

own health and wellbeing

Improve our infrastructure and how we use it

’ Use digital technology to reduce waste, automate processes ’ Allow business intelligence to drive clinical decision making

’ Use health information to enable population health
’ Empower patients with the data and tools to manage their management for the Wirral

INFRASTRUCTURE [ Effectively use our estate to support the delivery of care > Improve travel and transport to our hospital campuses

’ Develop the case for the upgrades of the hospital campuses

’ Delineate the role and functions of the hospital sites b Promote sustainability and social value
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Our Risk Appetite

3.1 Risk Appetite Statement
The Trust endeavours to establish a positive risk culture in the organisation, where unsafe practice
(clinical, managerial, etc.) is not tolerated and where every member of staff is committed and
empowered to identify/correct/escalate system weaknesses.
The Trust Board is committed to ensuring a robust infrastructure to manage risks from ward to board
level, and where risks crystallise, to evidencing improvements are put in place.
The Trust’s intention is to minimise the risk to the delivery of quality services in the Trust's
accountability and compliance frameworks and maximise performance.
To deliver safe, quality services, the Trust will encourage staff to work in collaborative partnership
with each other and service users and carers to minimise risk to the greatest extent possible and
promote patient well-being. Additionally, the Trust seeks to minimise the harm to service users arising
from their own actions and harm to others arising from the actions of service users.
The Trust wishes to maximise opportunities for developing and growing its business by encouraging
entrepreneurial activity and by being creative and pro-active in seeking new business ventures
consistent with the strategic direction set out in the Trust Strategy, whilst respecting and abiding by its
statutory obligations.
@ (2] (3] (4] 6
Minimal (ALARP) Cautious Open Seck Mature
(as little as reasonably Preference for safe Wiling to consider all Eager to be Innovative and | Conficant in setting high
possible) Preferenca for delivery options that have | potential delivary options to choose options offering | levels of risk appetite
ultra-safe delivery options - | a low degree of inherent and choosoe while also polentially higher business | because controls,
that have a low degree of | risk and may only have providing an acceptabie rewards (despite greater forward scanning and
Inherent rsk and only for Iimited potential Tor level of reward (and VIM) Inherent risk) responsiveness systems
limited reward potential reward. are robust
SO1: Outstanding Care — Provide | Various The Trust has an OPEN risk appetite for
the best care and support. risk, which balances the delivery of services
and quality of those services with the drive
for quality improvement and innovation.
The Trust has MINIMAL risk appetite for any
risk which has the potential to compromise
the Health & Safety for patients, staff,
contractors, the general public and other
stakeholders, where sufficient controls
cannot be guaranteed.
We have a SEEK appetite for some financial
risks where this is required to mitigate risks
to patient safety or quality of care. We will
ensure that all such financial responses
deliver optimal value for money.
S0O2: Compassionate Workforce — | OPEN The Trust Board has an open risk appetite
Be a great place to work. to explore innovative solutions to future
staffing requirements, the ability to retain
staff and to ensure the Trust is an employer
of choice.
SO3: Continuous improvement — OPEN The Trust Board is prepared to accept risk
Maximise our potential to improve in relation to innovation and ideas which
and deliver best value. may affect the reputation of the
5 Board Assurance Framework
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organisation but are taken in the interest of
enhanced patient care and ensuring we
deliver our goals and targets.

SO4: Our partners — Provide SEEK The Trust Board recognises there may be
seamless care working with our an increased inherent risk faced with
partners. collaboration and partnerships, but this will

ultimately provide a clear benefit and
improved outcomes for the population of

Wirral.
SO5: Digital Future — Be a digital SEEK The Trust Board is eager to accept the
pioneer and centre for excellence. greater levels of risk required to transform

its digital systems and infrastructure to
support better outcomes and experience
for patients and public.

SO6: Infrastructure - Improve our OPEN The Trust Board has an open risk appetite
infrastructure and how we use it and is eager to pursue options which will
benefit the efficiency and effectiveness of
services whilst ensuring we minimise the
possibility of financial loss and comply with
statutory requirements.

Operational Risk Management

Operational Risk Management

The achievement of the Trust’s strategic objectives is subject to uncertainty, which gives rise to both
opportunities and threats. Uncertainty of outcome is how risk is defined. The Trust’'s approach to Risk
management includes identifying and assessing risks and responding to them. The Trust will take all
reasonably practicable steps to protect patients, staff, visitors and contractors from the risk of harm.

The Trust’s governance framework is supported by an effective risk management system that delivers
continuous improvements in safety and quality and maximises opportunity for growth and
development. Risk management provides a solid foundation upon which to build a culture of high
reliability wherein clinical and organisational excellence can flourish.

The overall purpose of risk management at the Trust is to:

¢ Reduce the level of exposure to harm for patients, colleagues or visitors by proactively
identifying and managing personal risk to a level as low as reasonably practicable.

¢ Promote success and protect everything of value to the Trust, such as high standards of patient
care, safe working environment, the Trust’'s safety record, reputation, community relations,
equipment or sources of income.

e Ensure the Trust complies with all relevant statutory provisions.

e Continuously improve performance by proactively adapting and remaining resilient to changing
circumstances or events.

The Trust has established an effective risk management system which ensures that:

o All risks are identified that have a potential adverse effect on quality of care, safety and
wellbeing of people, and on the business, performance and reputation of the Trust.

e Priorities are determined, continuously reviewed and expressed through objectives that are
owned and understood by all staff.

¢ Risks to the achievement of objectives are anticipated and proactively identified.

e Controls are put in place, effective in their design and application to mitigate the risk and
understood by those expected to use them.
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4.2

5.2

The operation of controls is monitored by management.

Gaps in control are rectified by management.

Management is held to account for the effective operation of controls.

Assurances are reviewed and acted on.

Staff continuously learn and adapt to improve safety, quality and performance.

Risk management systems and processes are embedded locally across divisions, directorates
and within corporate services including business planning, service development, financial
planning, project and programme management and education.

The Trust shall achieve this by:

Anticipation of opportunities or threats and responsive adaptation through an explicit risk
management process.

Regular, effective and sufficient assessments of risk are carried out in all areas of the Trust’s
operations.

Providing training to keep risk under prudent control.

Investigating thoroughly, learning and acting on defects in care.

Liaising with enforcing authorities, regulators and assessors.

Effective oversight of risk management through team and committee structures.

Formulation and implementation of policies and procedures for all significant hazards arising
from the Trust’s undertakings.

Effective reporting and arrangements to hold staff to account.

In order to support the Risk Management Process the Trust (via the Risk Management Committee)
gives consideration to the latest set of significant risks at each meeting.

In order to further align this process the current list of significant risks is now included as an appendix
to this BAF.

Risk Categorisation

All BAF Risk are further identified by the following risk categories:

Reputational risk. R
Operational risk. O
Strategic risk. S
Compliance risk. C
Financial risk. F

Creating and Monitoring the BAF

Creation of the BAF

The original refreshed version of the BAF was created and approved in September 2021 following
discussions and workshops with all Board members. The BAF is updated on a Quarterly basis and
subject to a full refresh on an annual basis.

Monitoring the BAF

It was agreed that the BAF would be subject to ongoing refreshment and that it would be subject to
regular monitoring, it was noted that the schedule had been designed to help highlight the BAF and
its content and widen engagement across the Trust. Having achieved this aim it is now proposed that
the schedule will revert to that originally in place and in line with sector norms as follows:
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6.2

6.3

6.4

- Is Updated on a quarterly basis.

- Reports to the Board at every other meeting.

- Reports to every other meeting of the Audit and Risk Committee with oversight of the Risk
Management Framework and Strategy.

- Reporting to every other meeting of relevant Board Committees.

- Reporting to every meeting of the Executive Assurance and Risk Committee (EARC).

- Cyclical (at least yearly) circulation to Divisional Boards for information and to raise awareness.

Update Report

Purpose
The purpose of this report is to provide the Board with information and assurance as it relates to the
Board Assurance Framework (BAF) and the current high level and strategic risks within the Trust.

The controls, assurance, and actions for most of the current strategic risks have been, or are being,
reviewed with Executive Team members and further iterations will be reflected in future reports to
Board.

Changes to the previous version

Following the annual review of the BAF the Board has approved the strategic level risk that will be
monitored for the year 2024/25. Work is continuous to update previous risks and populate newer
risks.

Risk Appetite and Risk Maturity

The report includes the current position of the Trust in relation to Risk Appetite and Maturity.

Recommendations
Board is asked to:

e Note and comment on the current version of the BAF.
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Board Assurance Framework Dashboard

9 Board Assurance Framework
David McGovern Director of Corporate Affairs

Strategic Risk Risk Description Lead Committee Original Current Direction of Target
Priority No Score (land L) Travel (land L)
(land L)
Outstanding 1 | Failure to effectively manage unreasonable unscheduled care demand, | Chief Operating Finance and 12 12
Care adversely impacting on quality of care and patient experience. Officer Board (4x3) - (4x3)
R,O,C,F
Outstanding 2 Failure to meet constitutional/regulatory targets and standards, resulting | Chief Operating Finance and 12 12
Care in an adverse impact on patient experience and quality of care. Officer Board (4 x 3) PN (4 x3)
R,O,C,F
Outstanding 3 | Failure to ensure adequate quality of care, safety and patient experience | Medical Director Quiality and 12 12
Care resulting in adverse patient outcomes and an increase in patient Board (4 x 3) PN (4 x3)
R,O,C F complaints.
Compassionate | 4 | Failure to effectively plan for, recruit, reduce absence of, retain and | Chief People Officer | People 9 6
Workforce develop people with the right skills, this may adversely impact on the (3x3) ! (3x2)
O,CF Trust’s ability to deliver the Trust’s strategy.
Compassionate | 5 | Failure of the Trust to have the right culture, staff experience and | Chief People Officer | People 9 6
Workforce organisational conditions to deliver our priorities for our patients and (8x3) ! (83x2)
R,O,C,F service users.
Continuous 6 | Failure to embed the Trust’s approach to planning including CIP will impact | Chief Finance Finance 8
Improvement on the achievement of the Trust’s financial sustainability, service delivery | Officer T (4 x2)
R, O, F and operational plans.
Digital Future 7 Failure to robustly implement and embed our Digital plans and ambitions | Chief Finance Finance 8
R,O,F will adversely impact on our service quality and delivery, patient care and | Officer P (4 x2)
carer experience.
Continuous 8 | Failure to deliver sustainable efficiency gains quality and improvements | Chief Strategy Board 6
Improvement due to an inability to embed service transformation and change. Officer ! (3x2)
R, F
Our Partners 9 | Failure to achieve strategic goals due to the absence of effective | Chief Executive Board 6
R,S,F partnership working resulting in possible harm to patients, poor | Officer (3x2)
experience, damaged external relations, failure to deliver the
transformation programme and Wirral review as a long term threat or !
opportunity to service sustainability.
Infrastructure 10 | Failure to robustly implement and embed infrastructure plans will | Chief Strategy Capital and 9
R,O,C,F adversely impact on our service quality and delivery, patient care and carer | Officer Board ! (3x3)
experience.
Infrastructure 11 | Risk of business continuity and the Trusts EPRR arrangements in the | Chief Operating Board 10
R, O, C provision of clinical services due to a critical infrastructure, cyber, supply | Officer l (5x2)
chain or equipment failure therefore impacting on the quality of patient
care.
Our Partners 12 | Failure to work with local partners to address and reduce health | All Directors Board N/A 9
R,O,C F inequalities across the Wirral population. (3x3)
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12 Month — Quarterly Trend

Risk
No

Risk Description

1

Failure to effectively manage unscheduled care demand,
adversely impacting on quality of care and patient
experience.

Failure to meet constitutional/regulatory targets and
standards, resulting in an adverse impact on patient
experience and quality of care.

Failure to ensure adequate quality of care, safety and patient
experience resulting in adverse patient outcomes and an
increase in patient complaints.

Failure to effectively plan for, recruit, reduce absence of,
retain and develop people with the right skills, this may
adversely impact on the Trust’s ability to deliver the Trust’s
strategy.

Failure of the Trust to have the right culture, staff experience
and organisational conditions to deliver our priorities for our
patients and service users.

Failure to embed the Trust's approach to planning including
CIP will impact on the achievement of the Trust’s financial
sustainability, service delivery and operational plans.

Failure to robustly implement and embed our Digital plans
and ambitions will adversely impact on our service gquality and
delivery, patient care and carer experience.

Failure to deliver sustainable efficiency gains quality and
improvements due to an inability to embed service
transformation and change.

Failure to achieve strategic goals due to the absence of
effective partnership working resulting in possible harm to
patients, poor experience, damaged external relations, failure
to deliver the transformation programme and Wirral review as
a long term threat or opportunity to service sustainability.

10

Failure to robustly implement and embed infrastructure plans
will adversely impact on our service quality and delivery,
patient care and carer experience.

11

Risk of business continuity and the Trusts EPRR
arrangements in the provision of clinical services due to a
critical infrastructure, cyber, supply chain or equipment failure
therefore impacting on the quality of patient care.

12

Failure to reduce health inequalities for the Wirral population
due to the absence of effective partnership working.

Initial

Score

Target Dec 23 Jan 24 Feb 24 Mar 24 Apr 24 | June 24 Sept 24 Dec 24
Current TBD
12 12 12 12 12 12 12
(4 x3) (4 x3) (4x3) (4x3) (4 x3) (4 x3) (4x3)
12 12 12 12 12 12 12
(4 x3) (4 x3) (4 x3) (4 x3) (4 x3) (4 x3) (4 x3)
12 12 12 12 12 12 12
(4 x3) (4 x3) (4 x3) (4 x3) (4 x 3) (4 x3) (4 x3)
9 9 9 9 9 9 9
(3x3) (3x3) (3x3) (3x3) (3x3) (3x3) (3x3)
9 9 9 9 9 9 9
(3 x3) (83x3) (8x3) (8x3) (8x3) (3x3) (83x3)
9 9 9 9 9 9
(3x3) (3x3) (3x3) (3x3) (3x3) (3x3)
N/A N/A N/A N/A N/A 12 12
(4 x3) (4x3)
9 9 9 9 9 9 9
(3x3) (3x3) (3x3) (3x3) (3x3) (3x3) (3x3)
8 8 8 8 9 9 9
(4x2) (4x2) (4x2) (4x2) (3x3) (3x3) (3x3)
9 9 9 9 12 12 12
(3x3) (3x3) (3x3) (3x3) (4 x3) (4 x3) (4x3)
N/A N/A N/A N/A N/A
N/A N/A N/A N/A N/A N/A

(4 x3)
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_ Failure to effectively manage unscheduled care demand, adversely impacting on quality of care and patient experience.

Outstanding Care

01/09/24 Initial Score Last Quarter Current Target
Chief Operating Officer 12 12 12
(4 x 3) (4 x 3) (4 x 3)
Controls Assurance
e Annual preparation and presentation of a system wide Winter plan in line with the National UEC Recovery Action. e  Trust Management Board (TMB) Assurance
. Full participation in the Unscheduled Care transformation programme which includes working with Wirral . Divisional Performance Review (DPR)
Community Trust to reduce the numbers of patients attending the ED department who can have their care needs . Executive Committee
met away from ED. e  Wirral Unscheduled Care Board
. Onsite support from Wirral Community Trust with the Chief Operating Officer focusing on admission avoidance and . Weekly Wirral COO
supporting early and timely discharge. . Board of Directors
. Monitoring of ED improvement plan and Wirral system urgent care plan by system Chief Operating Officers . Finance Business and Performance Committee
including Director of Adult Social care. e Full unscheduled care programme chaired by CEO
e  Health Economy CEO oversight of Executive Discharge Cell. e  Trust wide response to safe staffing of ED when providing corridor care
e Additional spot purchase care home beds in place.
e Participation in C&M winter room including mutual aid arrangements.
o NWAS Divert Deflection policy in place and followed.
. Rapid reset programme launched with a focus on hospital flow and discharge.
e Continued communications out to primary care and to Wirral residents around only use A+E for urgent care
requirements.
o Regular meetings with the divisional leadership teams to ensure actions for improvement are delivered.
. Business Continuity and Emergency Preparation planning and processes in place
e  Winter plan initiated that includes additional resource and capacity to aid strong UEC flows and performance
o Full review of post take model to ensure sufficient resource is allocated to manage volumes
. Implementation of continuous flow model to improve egress from ED.
Gaps in Control or Assurance Actions
e The Trust continues to be challenged delivering the national 4 hour standard for ED performance. e Thereis one overall Emergency Department Improvement Plan in place which focusses on ambulance turnaround times, time
e The inability of the system to respond to the unprecedented UEC pressures and delivery of alternative care settings patients spend in the department and all other national indicators. Following the completion of several service improvements the
for patients that do not have a criterion to reside means the Trust occupancy is consistently above 95%, making the operational plan for ED will be revised to include new areas of focus as the new leadership team for that area commence in post.
delivery of the four target very challenging. e Develop with Wirral system partners a response to the Improving Urgent and Emergency Care Services released in January 2023.
e Response to the national 10 high impact actions in preparation for winter
. Design of a more streamlined UEC pathway
e  System 4 hour performance response to deliver 76% in March.
e  External support into ED from Aqua reviewing 4 hour and 12 hour performance —recommendation report received and local action
plan in development with urgent actions.
(erogess _ _~_00______________]
Key Changes to Note
e Additional action added relating to a system wide response required on delivering against the new national measures for improving urgent and emergency care, released in January 2023.
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_ Failure to ensure adequate quality of care, safety and patient experience resulting in adverse patient outcomes and an increase in patient complaints.

Outstanding Care

01/09/24 Initial Score Last Quarter Current Target
Medical Director 12 12 12
(4 x 3) (4 x3) (4 x 3)
Controls Assurance
e Patient Safety Governance Process. e Patient Safety and Quality Board oversight and monitoring of quality and clinical governance themes and trends through the Quality
. CQC compliance focus on ensuring standards of care are met. and Patient Safety Intelligence Report at Quality Assurance Committee
o Embedding of safety and just culture. . Mortality Review Group Oversight Regular board review of Quality Performance Report, highlighting exceptions and mitigations
e Implementation of learning from PSIRF. e |IPCG and PFEG
. Development and implementation of Patient safety, quality and research and innovation strategies. . CQC engagement meetings
. Monitoring and review of quality and safety indicators at monthly divisional performance reviews and bi-annual . Cheshire and Merseyside ICB oversight of Trust clinical governance, including Sis, never events action plans.
Corporate Service Performance Reviews. . Internal Audit — MIAA
e  WISE Accreditation Programme. . PSIRF
e  Trust safety huddle. e  Maternity self-assessment
e Just and Learning Culture. . Board focus on R and |
. Patient Safety Learning Partners. . Clinical Outcomes Group
e Trustled CQC mock inspections
. Daily Safety Huddle
e JAG accreditation
. C and M Surgical Centre
. LLP Assurance.
° GIRFT.
e  AXA accreditation.
. National SNAPP Audits.
° Nursing and Maternity Champions.
Gaps in Control or Assurance Actions
o Fully complete and embedded patient safety and quality strategies . Complete implementation, monitoring and delivery of the patient safety and quality strategies.
. Industrial action impacts . Monitoring Mental Health key priorities
e  Current operational impacts e Complete delivery of the Maternity Safety action plan
e Capital availability for medical equipment e Ongoing review of IPC arrangements — SIT Review.
e Medical workforce gaps. e CQC preparedness programme and mock inspections.
e Delivery of Mental Health key priorities.

Key Changes to Note
e Additional actions added.
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BAF RISK 4

Failure to effectively plan for, recruit, reduce absence of, retain and develop people with the right skills, this may adversely impact on the Trust’s ability to deliver

the Trust’s strategy.
Strategic Compassionate Workforce
Priority
Review Date 01/09/24 Initial Score Last Quarter Current Target
Lead Chief People Officer 9 9 6
(3 x3) (3 x3) (3x2)
Controls Assurance

International nurse recruitment.

CSW recruitment initiatives, including apprenticeship recruitment.

Vacancy management and recruitment systems and processes, including TRAC system for recruitment and the
Established and Pay Control (EPC) Panel.

Achievement of Armed Forces Employer Silver Accreditation

E-rostering and job planning plans to support staff deployment.

Strategic retention closed down as consistent achievement of the Turnover KPI; appropriate targeted work will
continue via the task and finish groups.

Facilitation in Practice programme.

Training and development activity, including leadership development programmes aligned to the Trust LQF.
Utilisation of NHS England and NHS National Retention programme resource to review and implement evidence
based best practice.

Effective utilisation of the Trust’s EAP has increased uptake across the organisation and is enabling staff to access
support more quickly and on-site presence at the Wellbeing Surgeries.

Clinical Psychotherapist led wellbeing sessions ‘to help staff manage emotional adversity and stay healthy.
Career clinics have recommenced within Divisions

New Flexible working policy, toolkit and training embedded. New FW brochure, intranet page, electronic application
process launched and FW Ambassadors in place

New Engagement Framework launched and all Divisions now have agreed objectives with key lines of enquiry now
included withing Divisional Performance Reviews (DPRs)

New monthly recognition scheme have launched, with monthly Employee or Team of the month winners identified
for Patient Care and Support Services and new CEO Star Award launched.

Chief Executive and Executive Team breakfast engagement sessions

Understanding staff experience Listening Event with Black, Asian and Minority Ethnic staff

Transform the delivery of our Occupational Health and Wellbeing Service to align to the Grow OH Strategy.

EAP app (Wisdom) launched

Restorative supervision provided trust wide following significant events

SEQOHS annual reaccreditation approved

Representation of OH at Induction, Preceptorship Programme and Managers Essentials

Phase 1 upgrade of Cohort to Cority successfully implemented.

Targeted psychological support for Divisions, as issues arise

Health Surveillance programme successfully relaunched

OH & Wellbeing intranet page updated

Quarterly People Pulse Survey and associated actions to address concerns

Leadership Qualities Framework and associated development programmes and masterclasses.

Bi-annual divisional engagement workshops

Staff led Disability Action Group.

Staff drop in sessions.

Retention group annual plan approved at Workforce Steering Board

New Attendance Management Policy

Buddy system for new CSWs introduced & evaluated

Staff career stories linked to EDI on intranet

Promotion of CPD development opportunities

Increased senior nurse visibility — walkabouts led by Chief Nurse & Deputy

Succession planning launched as part of the new Talent Management Approach

Trust wide communications sent out re Covid-19 outbreak and precautionary measures to prevent further
transmission including the wearing of face masks and adherence to IPC protocols in outbreak areas.

The return-to-work guidance for staff with respiratory illness including COVID-19 result has been reviewed and
updated for monthly review at CAG, and recirculated across the Trust

Signed up to the NHSE Sexual safety Charter and met all objectives required. Trust comms delivered and Intranet
page updates e.g. how to make and respond to disclosures

Questions PSS survey added to reflect sexual safety at WUTH

Trust Wide legal awareness session delivered

Completed action plan set against NHSE Sexual Safety Charter & core principles, and updates provided via
Workforce Steering Board

Achieved Bronze status in June 2024 as set within the Anti-Racism Charter and was identified as one of four Trust
in the region to achieve this.

Workforce Steering board and People Committee oversight.

Internal Audit.
People Strategy.

14
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operational plans.

Failure to embed the Trust’s approach to planning including CIP will impact on the achievement of the Trust’s financial sustainability, service delivery and

Continuous Improvement

01/09/24 Initial Score Last Quarter Current Target
Chief Finance Officer 9 8
(3x3) (4x2)
Controls Assurance
. Formal budgets agreed for each Division and team, performance against budget subject to ongoing scrutiny by . Monthly reports to Divisional Boards, TMB, FBPAC and Board of Directors on financial performance.
Finance. . Programme Board has effective oversight on progress of improvement projects.
. Forecast of performance against financial plan updated regularly, with outputs included within monthly reports. . Finance Strategy approved by Board and being implemented.
CFO and Deputy attend regional and national meetings to learn and interpret all forward guidance on future regime. . External auditors undertake annual review of controls as part of audit of financial statements.
Implementation of Cost Improvement Programme and QIA guidance document. e Annual internal audit plan includes regular review of budget monitoring arrangements.
e FBPAC receive detailed monthly update from both Finance and Head of Productivity, Efficiency & PMO. Further assurances to be
received from Divisions in relation to CIP.
. Board receive update on CIP as part of monthly finance reports.
. CIP arrangements subject to periodic review by Internal Audit.
e  Monthly COO checks and monitoring.
. Recovery plan to achieve 23/24 financial plan implemented in full.
. Mitigations and Risk Plan Completed.
. CFO presents quarterly forecasts to FBPAC and Trust Board.
. H2 plans submitted and approved by Board.
e Approval of 24/25 plan.
Gaps in Control or Assurance Actions
o Inherent variability within forecasting. . Continue delivery of CIP programme and maintain oversight of divisional progress. Ongoing.
e Limited capacity to identify savings within operational teams given ongoing pressures of service delivery. e Complete benchmarking and productivity opportunities review pack.
o Uncertainty of impact of industrial action . Develop 3 year CIP Plan to include all trust wide strategic and transformational plans.
e Approval of deficit plan. . Completion of submission of H2 plan to ICB.

Key Changes to Note
e Addition of controls.
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Failure to achieve strategic goals due to the absence of effective partnership working resulting in possible harm to patients, poor experience, damaged external
relations, failure to deliver the transformation programme and Wirral review as a long term threat or opportunity to service sustainability.

Continuous Improvement

01/09/24
Chief Executive Officer

Initial Score Last Quarter Current Target

CEO and Chief Strategy Officer updates to Board and Executive Director meetings.
CEO attendance at Wirral Place Partnership Board
Executive participation in CMAST professional network groups

WUTH senior leadership engagement in ICB and Wirral Place

WUTH Strategic intentions are aligned with the ICB,,.

ICB design framework.

NHS Oversight and Assessment Framework

Input of Trust CEO and Chief Strategy Officer into Outline of the Wirral Place governance.

Chief Strategy Officer attendance at Wirral Health and wellbeing Board
Monthly reporting to Board of Wirral System Review progress

e Formal mechanisms to ensure delivery of partnership working with Wirral Place partners .
. Support Wirral System Review from May to September 2024
. Continue identification of partnership opportunities with Wirral Community Health and Care NHS Trust

Key Changes to Note
e N/A
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_ Failure to robustly implement and embed infrastructure plans will adversely impact on our service quality and delivery, patient care and carer experience.

Infrastructure

01/09/24

Chief Strategy Officer

Initial Score

Last Quarter Current Target

Capital Committee oversight.

e Implementation of 3 year capital programme .
e Delivery of 2021-2026 Estates Strategy. e  FBP oversight of capital programme implementation and funding.
. Business Continuity Plans. . Board reporting.
e Procurement and contract management. e Internal Audit Plan.
e Assigned 3 year capital budgets, with Executive Director accountability . Capital and Audit and Risk Committee Deep Dives.
e Assessment of current backlog maintenance risk and future potential risk e Assessment of business continuity to address increasing critical infrastructure risks and completion of business continuity plans
for critical infrastructure
Independent review of risks carried out.
Appointment of authorised engineers.
. Delays in backlog maintenance and funding of backlog maintenance . Develop Arrowe Park development control plan and Prioritisation of estates improvements
e Timely reporting of maintenance requests. e Heating and ventilation programme completion
. Replacement of generators and ventilation systems
e Delivery of 2024/25 Capital Programme to plan and budget allocation.

Key Changes to Note

N/A
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Risk of business continuity and the Trusts EPRR arrangements in the provision of clinical services due to a critical infrastructure, cyber, supply chain or
equipment failure therefore impacting on the quality of patient care.

Infrastructure

01/09/24 Initial Score Last Quarter Current Target

Chief Operating Officer 10
(5x2)

Controls

Assurance

. Implementation of the national Business Continuity Toolkit with a process underway to re-write all Business
Continuity Plans (BCP) in the Trust.

Trust command and control framework in place and tested thoroughly the Covid pandemic and industrial action over the last 12
months.

. Full risk assessment undertaken on critical infrastructure and mitigations for major failure in these areas. . Regional core standards self-assessment process and central peer review.
e Full engagement and adaptation of regional and national EPRR guidance and alerts. e Planned exercise programme in place to test BCPs.
. Submission of Data Security and Protection Toolkit (DSPT) Annual assessment and associated audit. . Quarterly updates provided to the Risk Management Committee.
. Privileged Access Management (PAM) for external providers accessing systems. e Annual report to the Board of Directors and updates in between as required.
. Estates and Capital Committee sighted on the risk relating to the critical infrastructure
e  Trust received substantial assurance received from the MIAA DSPT audit.
e  Trust policy is to follow Privileged Access Management — preventing unauthorised access to 3 parties.
Gaps in Control or Assurance Actions

o System BCPs raised as a gap in the core standards self-assessment and a Wirral wide discussion on this is lacking.

e Internal resource limited to cover the large spectrum of EPRR assurance - 1 WTE working to the Accountable
Emergency Officer (AEO)

. Issues identified as part of Dionach, Penetration testing conducted on Trust Network.

o Some 3rd parties and national providers have not adopted PAM

Continue with the actions highlighted in the core standards peer review assessment.

Engage with the regional Local Health Resilience Forum (LHRP) ensuring the Trust is up to date with the latest guidance and central
notifications.

Operational Cyber programme addressing the risks raised within the Dionach, Penetration test.

Working with suppliers to irradicate legacy connections, expressing importance of the standards.

Key Changes to Note

. EPRR core standards update to Risk Management Committee scheduled for July 2024 following recommendations from the last peer review process.
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Failure to reduce health inequalities for the Wirral population due to the absence of effective partnership working.

Our Partners

01/09/24 Initial Score Last Quarter Current Target
All Executive Directors N/A

e  Wirral Place Based Partnership Board Governance Manual. e  Wirral Place Based Partnership Board.
e  Wirral Place Target Operating Model. e Health and wellbeing Board.
. ICB. e  Wirral Review Steering Committee.
e  Wirral Review Terms of Reference. . CORE 20+5 Board.
. Unscheduled Care Board.
e Wirral Place Partnership Committees and fora.
e  Clarity on outcome of the Wirral Review. . Board discussion on Phase 1 of Wirral Review.
. Lack of strategic alignment between partner bodies. . Consider outcomes of full review.
e Implement outcomes of the full review.
° Board to Board sessions.
Key Changes to Note
e N/A new Risk.
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Appendix — Risk Scoring Matrix

Table 1 — Consequence scores.
Consequence scores can be used to assess actual and potential consequences: -

e The actual consequence of an adverse event e.g. incidents, claims and complaints.
e The potential consequence of what might occur because of the risk in question e.g. risk assessments, and near misses.

Choose the most appropriate domain for the identified risk from the left-hand side of the table. Then work along the columns in same row to assess the severity of the risk on the scale of 1-5 to determine the consequence score,

which is the number given at the top of the column.

Consequence

5

Severe

Moderate

Minor

Limited

Patient

Prolonged failure or severe
disruption of a single patient
service
Severe permanent harm or
death caused by an event.
Significant impact on patient
experience

Reputational

Prolonged adverse social / local /
national media coverage with
serious impact on patient trust and
public confidence

Financial

£1m - £5m directly attributable loss /
unplanned cost / reduction in change
related benefits

Workforce

Widespread material impact on
workforce experience / engagement

Breach of regulation likely to result in
enforcement action.
Civil/Criminal Liability < £10m

Legal / Regulatory*

Operation of a number of
patient facing services is
disrupted
Moderate harm where medical
treatment is required up to 1
year.

Temporary disruption to one or
more CSUs
Resulting in a poor patient
experience

Sustained adverse social / local /
national media coverage with
temporary impact on patient trust
and public confidence

£100k - £1m directly attributable
loss / unplanned cost / reduction in
change related benefits

Site material impact on workforce
experience / engagement

Breach of regulation or other
circumstances likely to affect our
standing with our regulators.
Civil/Criminal Liability < £6m

Operation of a single patient
facing service is disrupted.
Minor harm where first aid

required up to 1 month.
Temporary service restriction
Minor impact on patient
experience

Short lived adverse social / local /
national media coverage which may
impact on patient trust and public
confidence in the short term

£50k - £100k directly attributable
loss / unplanned cost / reduction in
change related benefits

Department / CSU material impact
on workforce experience /
engagement

Breach of regulation or other
circumstances that may affect our
standing with our regulators, with
minor impact on patient outcomes.

Civil/Criminal Liability < £2.5m.

Service continues with
limited/no patient impact

Short lived adverse social / local /

traditional national media coverage

with no impact on patient trust and
public confidence

£Nil - £50k directly attributable loss /
unplanned cost / reduction in change
related benefits

Material impact on workforce
experience / engagement for a small
number of colleagues

circumstances with limited impact on

Breach of regulation or other

patient outcomes.
Civil/Criminal Liability < £1m.

24
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Table 2 - Likelihood

The likelihood score is a reflection of how likely it is that the adverse consequence described will occur.

[ Likelihood ]

5

Extremely Unlikely Unlikely Possible Somewhat Likely

In considering the likelihood, the following supports the conversations and assessment from British Standards Institution (BSI) (2011) Risk management — Code of practice and guidance for the implementation of BS ISO 31000:

In risk management terminology, the word “likelihood” is used to refer to the chance of something happening, whether defined, measured or determined objectively or subjectively, qualitatively or quantitatively and described using
general terms or mathematically [such as a probability or a frequency over a given time period].
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Appendix — Risk Appetite

Avoid

Avoldanca of risk and
unceriainty is a Key
Organisational oblective

Minimal (ALARP)

(as littla as reasonably
possible) Preference for
ultra-safe delivery options
that have a low degree of
inherent rsk and only for
limited reward potantial

(2] (3] (4] (5]

Cautious Open Seck Mature

Praterence for safa Wiling to consider all Eager to be Innovative and | Confidant in satting high
delivery options that have | potential delivery options to choose options offering | levels of risk appetite

a low degrae of inheront and choose while also potentialty higher business | becausa controls,

risk and may only have providing an acceptabie rewards (despite greates forward scanning and
Imited potential Tor level of reward (and VIM) Inherent rnsk) responsivenass systems
reward. are robust

SOL1: Outstanding Care — Provide Various The Trust has an OPEN risk appetite for risk, which balances the delivery of services and quality of those services with the drive for quality
the best care and support. improvement and innovation.
The Trust has MINIMAL risk appetite for any risk which has the potential to compromise the Health & Safety for patients, staff, contractors, the
general public and other stakeholders, where sufficient controls cannot be guaranteed.
We have a SEEK appetite for some financial risks where this is required to mitigate risks to patient safety or quality of care. We will ensure that
all such financial responses deliver optimal value for money.
S0O2: Compassionate Workforce — OPEN The Trust Board has an open risk appetite to explore innovative solutions to future staffing requirements, the ability to retain staff and to ensure
Be a great place to work. the Trust is an employer of choice.
SO3: Continuous improvement — OPEN The Trust Board is prepared to accept risk in relation to innovation and ideas which may affect the reputation of the organisation but are taken
Maximise our potential to improve in the interest of enhanced patient care and ensuring we deliver our goals and targets.
and deliver best value.
SO4: Our partners — Provide SEEK The Trust Board recognises there may be an increased inherent risk faced with collaboration and partnerships, but this will ultimately provide a
seamless care working with our clear benefit and improved outcomes for the population of Wirral.
partners.
SO5: Digital Future — Be a digital SEEK The Trust Board is eager to accept the greater levels of risk required to transform its digital systems and infrastructure to support better
pioneer and centre for excellence. outcomes and experience for patients and public.
SOG6: Infrastructure - Improve our OPEN The Trust Board has an open risk appetite and is eager to pursue options which will benefit the efficiency and effectiveness of services whilst
infrastructure and how we use it ensuring we minimise the possibility of financial loss and comply with statutory requirements.

Increasing Risk Maturity

>

Y - ~
Naive i Defined Managed Enabled
—_— N v, _
) N
i Risks taken on
Risk -
an informed
Has not yet l':tirl:ggarg;mdt o
developed an egy a
policies in )
approach for Tace and Risk
ek cogtnuricaled management is
management across the used to help
organisation manage the
? ' organisation.
\\—/ \_//
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Appendix — Significant Operational Risks

Highest Scoring Risks

1199 | D+CS | Ageing Aseptic Services Unit (ASU) and Aseptic Air Handling Unit (AHU) - Financial risk of [NEREIPA)
failure

1179 | D+CS | Risk to patient treatment pathways due to the delay in supply of aseptically made (4 x5)20
medicinal products if the Aseptic Unit fails

1728 | Surg | SSD Washers/disinfector breakdown (4 x5)20

1849 | Surg | Failure to deliver Surgical Division Elective activity plan for 2024/25 (5x4)20

1860 | Corp | Inappropriate Accessing of Patient Records (4 x5)20

1936 | Corp | Unable to provide assurance on clinical staff competency (4x5)20

1938 | Corp | No designated prevention of fundamentals of care harm lead. (4x5)20

1937 | Corp | No designated resource to undertake EDI & EDS requirements (4 x5)20
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Board of Directors in Public

06 November 2024

Title

Area Lead

Author

NHS

Wirral University
Teaching Hospital

NHS Foundation Trust

Item 9.1

Emergency Preparedness, Resilience and Response (EPRR) Annual
Report 2023/24

Hayley Kendall, Accountable Emergency Officer and Chief Operating
Officer

Steve Povey, Head of Emergency Preparedness

Information

Report for

Executive Summary and Report Recommendations

The Emergency Preparedness Annual Report for 2023-24 is a review of the year from the
perspective of Emergency Preparedness, Resilience and Response (EPRR). The report
provides assurance as to the EPRR position for the Board of Directors and covers the core
elements of a robust and reliable EPRR framework.

It is recommended that the Board:
¢ Note the report

Key Risks

This report relates to these key risks:

e There are no significant risks directly associated with this report. Failure to produce it
or for it to be an agenda item at a public board will result in a non-compliant element to
the annual core standards. The report is designed to provide assurance to the public
board for the EPRR readiness position of the trust.

Contribution to Integrated Care System objectives (Triple Aim Duty):

Better health and wellbeing for everyone No
Better quality of health services for all individuals Yes
Sustainable use of NHS resources Yes

Contribution to WUTH strategic objectives:

Outstanding Care: provide the best care and support No

Compassionate workforce: be a great place to work No
Continuous Improvement: maximise our potential to improve and deliver

best value ves
Our partners: provide seamless care working with our partners Yes
Digital future: be a digital pioneer and centre for excellence No

Infrastructure: improve our infrastructure and how we use it. Yes
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1.1 | The Emergency Preparedness Annual Report for 2023-24 is a review of the year from
the perspective of Emergency Preparedness, Resilience & Response. The report
contains details of the Trust performance for the EPRR Annual Core Standards, exercise
outcomes including communications exercises and externally managed events.

2 ‘ Implications

2.1 | Patients
No direct implications for patients

2.2 | People

Report outlines the key areas for compliance with emergency preparedness and duties
under the NHS contract, NHS EPRR framework and Civil Contingencies Act. Staff input
and actions are crucial to the success of EPRR.

2.3 | Finance
No direct finance impact from the annual report.

2.4 | Compliance

The continued compliance with EPRR standards is crucial to meeting the trusts legal
obligations under the Civil Contingencies Act and NHS guidance it is required to
implement.
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NHS

Wirral University
Teaching Hospital

NHS Foundation Trust

Emergency Preparedness
Resilience and Response
(EPRR)

Annual Report

2023/24

Report date:
April 2024

Author: Steve Povey, Head of EPRR/EPO

Sponsor: Hayley Kendall, Chief Operating Officer, and Accountable Emergency Officer

I'i 9 WUTHstaff wuth.nhs.uk
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1. Executive Summary

The Civil Contingencies Act (CCA) (2004) requires category one responders, to show that they can deal with
incidents while maintaining services to patients. As a category one responder under the Act, the Trust has a
duty to develop robust plans to respond effectively to emergencies, to assess risks and develop plans in
order to maintain the continuity of our services in the event of a disruption.

The Trust has the required Accountable Emergency Officer (AEO), supported by the Emergency
Preparedness Officer (EPO) along with the appropriate emergency planning meeting structure.

All of the mandated emergency plans to respond to a major incident are in place and published on the Trust
emergency planning intranet page.

2. Introduction

The NHS needs to be able to plan for, and respond to, a wide range of incidents that could impact on health
or patient care. These could be anything from extreme weather conditions, an outbreak of an infectious
disease, or a major transport accident. A significant incident or emergency is any event that cannot be
managed within routine service arrangements. It requires the implementation of special procedures and
involves one or more of the emergency services, the NHS or a local authority.

The Civil Contingencies Act (CCA) (2004) requires category one responders, to show that they can deal with
such incidents while maintaining services to patients. As a category one responder under the Act, the Trust
has a duty to develop robust plans to respond effectively to emergencies, to assess risks and develop plans
in order to maintain the continuity of its services in the event of a disruption.
3. Purpose
The purpose of the annual report is to:

e Provide an overview of the emergency preparedness arrangements within Wirral University

Teaching Hospital NHS Foundation Trust (WUTH)
o Describe the Trust’s responses to incidents that have occurred during 2023-24

Outline the work that has been undertaken in this area during the past 12 months
¢ Summarise the planned work streams and priorities for the year ahead

4. Emergency Preparedness Structure
4.1 Lead Officers

Accountable Emergency Officer (AEQO)

The NHS Act 2006 (as amended) places a duty on providers to appoint an individual to be responsible for
discharging their duties. This individual is known as the AEO. For the period covered in this report, the
AEO was:

Hayley Kendall Chief Operating Officer 01/04/23 — 31/03/24

Emergency Planning Officer

The AEO is supported in this role with the role of Emergency Planning Officer (EPO). For the period
covered in this report, the EPO was:

Steve Povey 01/04/23 — 31/03/24
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4.2 Meeting Structure

In order to discharge the Trust’'s responsibilities effectively under the Civil Contingencies Act (2004),
emergency preparedness arrangements have been embedded into the Trust’s operational structure.

Trust wide ad-hoc planning meetings are initiated for any required emergency planning such as large scale
community events, planned IT downtime planning, bank holiday planning, service/ward change or other
operational pressure where services may be affected. Section 9 details the events that have been formally
planned for during this period.

4.2.1 EPRR meeting structure:

e The Local Health Resilience Partnership (LHRP) meetings provide a forum to ensure that planning
is not be conducted in isolation by a single organisation, but is undertaken in partnership with other
local responders and commissioners. There are 2 levels of LHRP meetings; Strategic and
Practitioner.

e The AEO, or their representative, attends the Strategic LHRP meetings for Cheshire & Mersey.
These meetings are held three times a year at Strategic Level.

e A Deputy Executive Director, Deputy Chief Operating Officer or the EPO attends the Cheshire &
Mersey LHRP Strategic LHRP meetings on behalf of the AEO should they be unavailable.

e The EPO attends the Cheshire & Mersey LHRP Practitioner level meeting.

¢ During the course of the report both the Strategic and Practitioner Level LHRPs meetings were
regularly attended by a WUTH representative.

e Attendance at these meetings is required to comply with NHS Core Standards for EPRR.

4.3 Out of Hours Arrangements

4.3.1 On-call rota

The Trust operates an on-call rota which is on a 24/7/365 basis and ensures that 15 On Call Managers and
2"9 On Call Directors are contactable at all times and are able to respond quickly to a major or serious incident
at any given time. This structure is supported by specific clinical and departmental on-call rotas which are
designed to respond to local service-related operational issues. There is central coordination of these rotas.

4.3.2 On-call booklet

The Hospital Manager/Executive On-call booklet is regularly reviewed and updated to ensure that current
information is to hand for any operational issue and risk assessment forms for major incidents.

4.3.3 On-call training

Induction meetings are in place for members of the on-call executive director and manager rota, this includes
major incident training. The on-call managers hold quarterly on-call forums where on-call issues, new
guidance, updates and major incident refresher training is held.

NHS England and the Cheshire and Mersey ICB host Principles of Health Command Training throughout the
year. Attendance on this course is mandatory for all oncall managers and directors with compliance
measurable and part of the NHS England Cores Standards for EPRR response.

5. Risk Register (LHRP)

The Cheshire & Merseyside LHRP maintains a register of risks which are likely to present a threat to the
wider community. These risks are updated at the LHRP quarterly meetings and provide the basis for setting
the planning agenda and establishing emergency preparedness work plans for the Cheshire & Merseyside
region.
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6. Exercises and Training

The Civil Contingencies Act (2004) outlines the organisational responsibility to exercise plans. Under the
Act, all NHS organisations are required to undertake:

e Live exercises (or incident) every three years
e Table top exercises annually
¢ Communications exercises every 6 months

Given the Trust and the NHS has been operating in an emergency state for the last two years through the
COVID-19 pandemic, in line with national guidance, all EPRR exercises and training were stood down.

In May 2023, the response to Covid-19 was stepped down to allow the re-commencement of nhormal training
and exercising. It should be noted that as the Trust was under a command structure for the entirety of the
pandemic the Trust's EPRR was thoroughly tested.

6.1 Live exercise (or incident)

6.1.1 COVID 19 Pandemic

The Trust continued to run in a command and control structure in response to the national Level 4 incident -
COVID-19 Pandemic. This meets the requirements of the three yearly live exercise. It is anticipated that an
EMERGO exercise to coincide with the new Emergency Department opening will be the next live exercise.

6.1.2 Level 1 Business Continuity Incident

During the year the Trust experienced a number of incidents which involved an EPRR Response, these
included live responses aswell as full EPRR Command & Control be stood up to deal with trust responses to
known events.

Incident Overview Declared Date Stepped Down Date
Clatterbridge Threat received by CWP which | 26/04/2023 26/04/2023
Site Threat was taken as credible by Police
and resulted in site lockdown for all
trusts.
Clatterbridge Major power off events which | April & May April/May
Transformer required  generator  provision on completion of works
Upgrades during duration of works
M53 Bus Incident Incident on motorway involving bus | 29/09/2023 29/09/2023
crash with children onboard
UECUP Power upgrades and connections | 20/01/2024 21/01/2024
and overnight loss of mains power
to a number of areas including ED
WAFU Fire Fire involving patient and oxygen | 28/01/2024 28/01/2024
supply
Industrial Action Command & Control in place | April 2023 March 2024
during all events of Industrial
Action by RCN, UNISON, & BMA

6.2 Table top exercise

In line with the national guidance, exercises were stood down during the pandemic period and the Trust
continued to run in line with command and control until May 2023 and have subsequently begun planning for
the re-introduction of exercises.
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6.3 Communications

The major incident contact list for in and out of hours was successfully tested during 2023/24 as outlined in
the table below:

OUT OF HOURS

04/11/2023

IN HOURS

29/09/2023

In addition the regional ICB also conducted communications exercises into trusts which WUTH were part of,
these were:

Exercise Hedwig

30/06/2023

Exercise Hermes

13/04/2024

7. External Review

7.1 NHS England Assurance for EPRR

The NHS England Core Standards for EPRR are the minimum standards which NHS organisations and
providers of NHS funded care must meet.

The Trust self-assessed against these standards between July and September 2023. Following assessment,
the organisation self-assessed as demonstrating partial compliance level.

The process for Core Standards was changed during the year and a new set of criteria was published part
way through the core standards assessment period. The revised guidance included a vast number or very
specific requirements which trusts across the region had not been requested to demonstrate previously and
resulted in WUTH along with a large number of other trusts being declared non-compliant by NHSE following
review.

Following a challenge process between trusts and NHSE, WUTH made cases for a number of the standards
in a bid to increase the compliance rating but all were rejected by NHSE.

Concern over the process that took place, its content and timing has been raised from a number of sources
and the ICB EPRR Team have been working with trusts on the process for future submissions but there are
still a number of concerns with the 2024/25 standards release approaching.
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Core Standards
Compliance Level

Substantial

Evaluation and Testing Conclusion

Arrangements are in place that appropriately addresses all the core standards
that the organisation is expected to achieve. The Board has agreed with this
position statement.

Arrangements are in place however they do not appropriately address one to five
of the core standards that the organisation is expected to achieve. A work plan
is in place that the Board has agreed.

Partial

Arrangements are in place, however they do not appropriately address six to ten
of the core standards that the organisation is expected to achieve. A work plan
is in place that the Board has agreed.

Arrangements in place do not appropriately address 11 or more core
standards that the organisation is expected to achieve. A work plan has been
agreed by the Board and will be monitored on a quarterly basis in order to
demonstrate future compliance.

A copy of this assessment along with the declaration of the level of compliance achieved was taken to the
Public Board of Directors in September 2023.

8. Reports to Committee and Public Board

EPRR Reports to Board/Committee were presented on the following dates:

Risk .
Iltem Management PUb“.C el
: of Directors
Committee
EPRR Annual Report 2023/24 N/A tbc
EPRR Core Standards 2023/24 Compliance Report May 2023 thc
Quarterly EPRR Report to Risk Management Committee May 2023
Quarterly EPRR Report to Risk Management Committee August 2023
Quarterly EPRR Report to Risk Management Committee November 2023
Quarterly EPRR Report to Risk Management Committee February 2024
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9. Event Planning

During 2023-24 planning meetings supported by EPRR have taken place to ensure that safe robust plans

were in place for the following events:

Event

Summary

Half Term/Bank Holiday Planning

Easter, early and late May, August,
October Half-term, Christmas/New
Year period, February Half-term

Trust wide plans are developed to outline the arrangements that
are put in place in the Trust and within key partner organisations in
preparation for the Bank Holiday and selected Half Term periods.
They provide assurance to the Wirral system and describe
initiatives that have been put in place to maintain safe patient flow
during a period of known increased demand. They provide robust
plans for internal oncall teams to follow through the oncall
structure.

The planning also ensures that the process for bank holiday
reporting to NHSE/I (NHSE daily operational pressures and NHSI
SITREP) is in place during the bank holiday weekend period.

Trust wide Wirral Millennium
planned upgrades/downtime:

Planned Wirral Millennium ‘downtime’ and system upgrades
requires trust wide planning to ensure that issues/risk and actions
have been identified and that staff in all areas are aware of the
formal downtime process to follow to maintain patient safety. The
EPO coordinates all such responses with leads from the specialty
area. The EPO agrees all potential disruption plans with the AEO.

Multiple estates planning events:

Projects supported during this
period included the Trust UECUP
programme surveys, planned
power outages at APH and CBH.

Planned Estates projects that affect the Trust operationally require
careful planning with key stakeholders to ensure that risk is
identified and mitigation put in place to ensure patient and staff
safety. The EPO is involved in the planning of all such events and
approves the progression of such events with the AEO.

10. Work undertaken in 2023-24

The following work-streams were completed during the year under review:

Provided assurance for NHS England Core Standards for EPRR
o Facilitated internal communication exercises, plus the end of the declared pandemic, that tested
alerting procedures as part of incident response procedures
e Delivered major incident training to new on-call managers and directors
Developed Trust wide plans for planned events such as IT planned downtime, Bank Holiday/Half
Term periods and multiple estate projects

11. Progress with work programme for 2023-24

All actions are complete as detailed in appendix 2, these were the improvement actions from the 2021/22

plan.

12. Work programme for 2024-25

Work streams have been developed using recommendations from the Local Health Resilience Partnership.
They will be undertaken during the 2023/24 financial year. Please refer to the plan in appendix 3.
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Appendix One

EPRR Statement of Compliance

Wirral University Teaching Hospital, NHS Foundation Trust has a duty to protect the health of our
community. This duty extends to times of emergency.

The purpose of this Major Incident Plan is to outline how we will respond in the event of an emergency,
meet our responsibilities as a Category 1 Responder and comply with relevant guidance and legislation.

The Major Incident Plan is built on the principles of risk assessment, co-operation with partners, emergency
planning, communication and information sharing. It is essential that we are prepared to look beyond a
major incident, and put in place business continuity management arrangements, to secure the day to day
running of the organisation.

The Management Team within Wirral University Teaching Hospital NHS Foundation Trust has an important
role in ensuring we respond professionally to an emergency whilst maintaining vital services. It is essential
that you are familiar with how the Trust will operate during such an event, what role you may play and the
role of the other organisations we will be working with.

A Major Incident can take place at any time day or night and it may be necessary for staff to work in
unfamiliar environments for flexible / extended periods. The plan will be subject to an annual test.

This Plan includes the provision of action cards for the different roles that may be involved.

Janelle Holmes

Chief Executive
Wirral University Teaching Hospital
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Appendix 2

Progress with 2023/2024 Improvement Plan

Lead: Steve Povey, Head of EPRR

By end of
Recommendation /Issue (in line with EPPR Framework) Quarter Progress
2023-24
Produce an annual report on Emergency Preparedness 2023/24 to Risk Management Committee September 2024 Q2 Complete
Undertake the self-assessment for the 2023/24 EPRR assurance process Q3 Complete
Undertake a ‘Deep Dive’ into the preparedness of the Trust for the specified subject Q3 Complete
Ensure RMC and the Public Board of Directors (BoD) has sight on the level of compliance against the 2020/21
. . Q3 Complete
revised process for the revised EPRR assurance
Carry out a Communication Exercise at a 6-month interval Q3& Q4 | Complete
Carry out the 3-yearly review of all relevant emergency plans and note at BoD Q4 N/a
Develop and deliver strategic refresher Major Incident Training to on-call Hospital Managers, Hospital Clinical
. . Q4 Complete
Coordinators and Executives
Participate in multi-agency EPRR training and exercises in collaboration with partner organisations and the Cheshire 04 N/a
& Merseyside LHRP — N/a for this period
Develop specific plans for all relevant local events in order to address potential demand management pressures in
Q4 Complete
the health care system
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Recommendation /Issue (in line with EPPR Framework) 21y Ge) Off A

Undertake a table top exercise — Proposed July 2024 Q4
Produce an annual report on Emergency Preparedness 2023/24 to Risk Management Committee (RMC) May or 03
September 2024 and ensure noted at the Public Board Meeting

Undertake the self-assessment for the 2024/5 EPRR assurance process Q2
Undertake a ‘Deep Dive’ into the preparedness of the Trust for the specified subject Q3
Carry out a communication exercise at a 6-month interval Q1& Q3
Ensure the Board of Directors (BoD) has sight on the level of compliance achieved, the results of the 2024/25 self- 03
assessment and the improvement plan for the forthcoming period

Carry out the 3-yearly review of all relevant emergency plans and note at BoD, where required Due 2025
Update and deliver strategic refresher major incident training to on-call hospital managers, hospital clinical All Quarters
coordinators and executives, review On Call Training and re-publish On Call handbook.

Participate in multi-agency EPRR training and exercises in collaboration with partner organisations and the Cheshire 04
and Merseyside LHRP

Develop specific plans for all relevant local events in order to address potential demand management pressures in 04
the health care system
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Appendix 3
2024/25 Work Plan

Activity Review Date due Progress

EPRR Annual Report to RMC September 2024

NHSE Core Standards to RMC/BoD September 2024 To Board meeting on xx October

Update report to RMC March 2025 Date tbc

Severe Weather Plan March 2025 Brought forward for Core Standards — tbc
Pan Flu Plan March 2025 Brought forward for Core Standards - tbc
Evacuation Plan March 2025 Brought forward for Core Standards - tbc
Major Incident Plan & Action Cards March 2025 Brought forward for Core Standards - thc
CBRN Plan March 2025 Brought forward for Core Standards - tbc
Power Failure Action Cards September 2024

Business Continuity Plans September 2024

Fuel Plan December 2024

Comms Tests (requirement 6-monthly)

Out of Hours Comms Test July Q2
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November Q3

In Hours Comms Test

Training & Exercising

April Q1

On-Call Training 1:1

February Q4

At induction

Via On-call Forum — ad-hoc

June/Sep/Dec/Mar

On Call Competencies Portfolios

December 2024

Tabletop Exercise — Cyber with DHT

July 2024

Tabletop Exercise — Winter Preparations
Meetings

LHRP Strategic

October 2024

Mar, July, Nov

LHRP Practitioner

CBRN training

CBRN Train the trainer

May/Jul/Sep/Nov/Jan/Mar

2026

Reported in Annual Report

NWAS Course dates released

PRPS Training for ED Staff
Contact Numbers

On-call staff update to Switchboard

April 2024 — July 2024

January 2025

Ongoing

Loggists

Q3 2024

Sessions to be programmed
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NHS

Wirral University
Teaching Hospital

NHS Foundation Trust

Board of Directors in Public ltem 9.2
06 November 2024

Title EPRR Core Standards 2024/25

Area Lead Hayley Kendall, Accountable Emergency Officer

Author Steve Povey, Head of EPRR

Report for Information

Executive Summary and Report Recommendations

The Department of Health and Social Care and NHS England require all Trusts to undertake
an annual assessment of their Core Standards for Emergency Preparedness, Resilience and
Response (EPRR). For any standard that is not fully compliant the required actions to improve
its position are added to the action plan which is contained within the core standards
spreadsheet.

Trusts are required to complete their core standards assessment and submit to a central
repository on Resilience Direct by the 27" September 2024. Following this the ICB reviewed
six standards per Trust with one standard being the same for all Trusts for benchmarking.
Responses were received w/c 14" October 2024.

Significant work has been undertaken since the last core standards submission in ensuring
compliance with the recommendations. Through Industrial Action the Trust has utilised its
command and control structure and BCP and these have been well tested. The assessment
identified a number of areas for the Trust to develop the EPRR response and these have been
included within the action plan attached at appendix 1 that will be monitored through Executive
and Assurance Risk Committee.

It is recommended that the Board:

¢ Note the self-assessment and the action plan developed to act on the areas highlighted
for improvement.

This report relates to these key risks:

e BAF Risk 11- ‘Risk of business continuity and the Trusts EPRR arrangements in the
provision of clinical services due to a critical infrastructure, cyber, supply chain or
equipment failure therefore impacting on the ability to deliver services to patients’

Contribution to Integrated Care System objectives (Triple Aim Duty):

Better health and wellbeing for everyone No
Better quality of health services for all individuals Yes
Sustainable use of NHS resources Yes
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Contribution to WUTH strategic objectives:

Outstanding Care: provide the best care and support Yes
Compassionate workforce: be a great place to work Yes
Continuous Improvement: maximise our potential to improve and deliver

best value ves
Our partners: provide seamless care working with our partners Yes
Digital future: be a digital pioneer and centre for excellence No

Infrastructure: improve our infrastructure and how we use it. Yes

1 ‘ Narrative

1.1 | Core Standards Board Report

This paper provides a high level overview which is reviewed by the Board of Directors
before being disseminated to any other committee. As part of the core standards
declaration the standards are required to be signed off by the trust Accountable
Emergency Officer (AEO) and Chief Operating Officer (COQO), Hayley Kendall, then
presented to a Public Board Meeting, the date of which needs to be documented on the
Trust declaration.

EPRR core standards consist of 66 standards, of which 62 are applicable to WUTH, the
standards are spreadsheet based with columns for standard detail, supporting
information examples and organisational evidence along with RAG Status and actions
to be taken. The Trust uploaded 135 supporting documents to the central repository with
some documents being reference in multiple standards.

Following the change of approach to core standards in 2023 by NHS England which
resulted in much discussion, the 2024 process is now led by the Cheshire and Mersey
ICB EPRR Team. The methodology involved Trusts submitting their self-assessment
with the ICB EPRR team then reviewing six standards, five randomly selected and one
standard which was used for benchmarking across all regional trust responses.

For 2024/25 the Trust has declared 84% - ‘partially compliant’. The declaration identified
full compliance with 52 of the 62 standards. For standard 16 — evacuation and shelter all
Trusts have recorded partially compliant as the working group for the subject has been
paused with no guidance available to Trusts.

At a Peer Review event for acute Trusts, ahead of standards completion, the acute Trusts
present suggested they were heading towards a range of compliance from 51% to into
the 80%. Post completion during review discussions C&M ICB indicated that WUTH
were positioned in the middle of all regional responses.

Standards 2, 4, 17, 20, 32 & 52 were reviewed from the WUTH submission and a
summary of the assessment is provided below:

e Standard 2 covers the EPRR policy statement within the EPRR policy,
observations for this standard included some referencing needing updating along
with further information on the types of debrief, KPI updating relating to debriefs
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and partner consultation. Reference was made to supplier and contractor
assurance which is contained in another plan (the Trust Business Continuity Plan)
and partner consultation which is being met by a partner viewable page on
Resilience Direct.

e Standard 4 referenced a more detailed annual plan including RAG rating. The
Trust response is that for the 2025 standards there will be in place a dedicated
Training and Exercising Plan for EPRR which will include the recommendations.

e Standard 17 relates to lockdown and is a Security Policy. The 2023 return
recommended some updates which were included in a revised policy submitted
this year. Further observations have been made this year regarding terminology
which will be addressed in the revised policy which is due shortly. Security and
lockdown action cards will be submitted as further evidence to support the policy.
Proof of use/test of the policy provided for credible threat incident at Clatterbridge
in April 2023.

e Standard 20 covers on call and the use of command and control. The Trust has
submitted additional information supporting the use of command and control
within the trust Major Incident Plan. The submitted on call handbook v34 is
currently under review along with on call training and the creation of an On Call
Policy for the Trust which will further enhance our response in future years.

e Core Standard 32 covers access to information on the response to chemical,
biological radiological and nuclear incidents. The Trust were found to be fully
compliant with no recommendations required.

e Core Standard 52 relates to business continuity. There is an observation that
continued improvement has limited reference, however, it is referenced and the
plan is based on an NHS England template. The plan is in use but was not clear
on the document front page which has been updated.

Going forward the action plan for all standards will be worked through by the Head of
EPRR who will identify any additional resources required to ensure that the Trust
continue to evolve and improve its position for emergency preparedness. Regular
updates will be provided through the Executive Assurance Risk Committee (EARC).

1.2 | In addition to the main core standards, this year's deep dive investigation focused on
cyber security with a score of 82%. The deep rive is a focus area with 11 standards and
is not formally rated and does not count towards the main Core Standards compliance
rating. The full cyber deep dive is available at appendix 2.

2 ‘ Implications

2.1 | Patients

e There is no direct link to patient safety or experience. Failure to prepare for an
emergency and therefore not be ready to respond is when patients may be
impacted.

2.2 | People

¢ In the event of a major emergency staff will be pivotal to the response. There are
specific action cards in place to follow that show how roles may vary and evolve
during a response.

e External stakeholders are integral to the trust preparedness and response and
are included in the regional planning for incidents

2.3 Finance
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Financing of the EPRR function is done within the trust budget. Any specific or
additional resources required will be subject to a business case. Response to a
major incident has set procedures within the trust policies.

2.4

Compliance

Achieving compliance with the EPRR core standards will ensure the trust meets
the requirements of its NHS contract and also the requirements of the NHSE
Framework for EPRR, thereby leading to meeting its obligations under the Civil
Contingencies Act.
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Cheshire and Merseyside Local Health Resilience Partnership (LHRP)
Emergency Preparedness, Resilience and Response (EPRR) assurance 2024-2025

STATEMENT OF COMPLIANCE

Wirral University Teaching Hospital has undertaken a self-assessment against required areas of
the EPRR Core standards self-assessment tool.

Where areas require further action, Wirral University Teaching Hospital will meet with the LHRP to
review the attached core standards, associated improvement plan and to agree a process
ensuring non-compliant standards are regularly monitored until an agreed level of compliance is
reached.

Following self-assessment, the organisation has been assigned as an EPRR assurance rating of
Partial (from the four options in the table below) against the core standards.

Overall EPRR Criteria
assurance rating
Fully The organisation is 100% compliant with all core standards

they are expected to achieve.

The organisation’s Board has agreed with this position
statement.

Substantial The organisation is 89-99% compliant with the core standards
they are expected to achieve.

For each non-compliant core standard, the organisation’s
Board has agreed an action plan to meet compliance within
the next 12 months.

Partial The organisation is 77-88% compliant with the core standards
they are expected to achieve.

For each non-compliant core standard, the organisation’s
Board has agreed an action plan to meet compliance within
the next 12 months.

Non-compliant The organisation compliant with 76% or less of the core
standards the organisation is expected to achieve.

For each non-compliant core standard, the organisation’s
Board has agreed an action plan to meet compliance within
the next 12 months.

The action plans will be monitored on a quarterly basis to
demonstrate progress towards compliance.

| confirm that the above level of compliance with the core standards has been agreed by the
organisation’s board / governing body along with the enclosed action plan and governance deep
dive responses.

Signed by the organisation’s Accountable Emergency Officer

'l | 27/09/2024
il |
||' [l(' a_ Date signed
|
06/11/2024 06/11/2024
Date of Board/governing body Date presented at Public Board Date published in organisations
meeting Annual Report
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Appendix 1 WUTH Core Standards Self assessment October 24 - Final

Domain

Standard name

‘Standard Detail

Supporting Information - including examples of

Organisational Evidence

Domain1-
Governance
‘The organiation has appofted an Accourtabk Emergency Secton 3of e Trust EPRR Polcy (WUTHOOL) denie the Chief
Officer (AEO) responsible for Emergency Preparedness
o and otines ther ces and responsibiies as ok hodr.
labea  Eidence
1 Governance | Serior Leadership |12
e sppropiate - AEO responsibiies inced i roefob descrpton
The poiicy shouk: istha
o Have a review schedue and version control dates along vith version control. Section 1 includes WU
The orga . avintodans VA8 & Caery L esponder i st ks, e
ain
reguarl tested and exercised response matters. Section 4 of document WUTHOO1 identifies the.
EPRR
2 Govemance | EPRR usinass objoctves and processes Evidence funding. Sections 1, 2,3 & 4 outne the coomittment 0 EPRR and
- Riskassessments) Upto date EPRR polcy orsatement o et tht nces: sacton 6 fo raing and axercsing. The tus! comrinent o Btsioess
R o
 Access o funds
~Commilment o Emergency Plarving, Business Conluy,Traning, Exercisig ec.
The tust EPRR functon poduces a quarter report o Risk
pulec board, -
Tearing e seenisss ndriako oy ho oistion WUTHOOY). Inadton anaarepors proiced (WLTH004)
The it Execae Offcererres e Accounable  ongansahon : o Mostng agerda o 61 Noverber 2024 T st e
harges teir w . assurance core standards are taken a a seperas e o e s
Soard, no Y. ltest NHS Engand EPRR assurance
3 Govermance | EPRR board reports process
actviie in annual reports vilhn the rganisaton's o idence
Teguitoy reporing requremens - Publc Board meetng minules
nce of of the annual EPRR
For i and
preparedhess acivies
“The organisation has an annual EPRR work programme, ‘The EPRR Annual Plan s part of s quaterly report (WUTHO03)
informed y:
 current gidance and good p:
lossons eied Tom idontsand oxrcses Evidence
4 Governance | EPRRwerk programme | denifedisks
The vork pogramme shoud b regulr reported pon and
Shared wih partnrs where approprae.
Evidence d
by ePPRR g
e i he role of EPRR andvicer Sl i the event of a major nicent
5 ‘Governance EPRR Resource + Assessment of m\a / rstmm:es /UTHOO
discharge its EPRR dutes. Staff staff d of EPRR role. Structure for EPRR reporting
 Orgaisaian et chrt is cotaaied wihin documner WUTHOOS
* ternal Governance process chartnchuing EPRR roup
Section'4 o PRR Poley WUTHOOY contans e st posion
Evidence st t
capturing 3.11 of the Major Incoident Plan (WUTHO07) has details of Major
5 Governance plans were. s o D et oy
embed into EPRR arrangemerts. made respectivel. Document WUTHO08 - Exercise Caliope internal trust
oo cebrie is a compleed exampieof e st approach,
Bomain2-Duyio
iskassess.
o
a ek s
7 Duytoriskassess | Riskassessment regiter o rtof e st
nd t, include Lt
registers. for trust risks and local risks relevant to the trust.
g, Eidence The
8 ty monitoring, ks ‘within the EPRR Policy sections 1 & 4 (WUTHOOL), in particular
and exemaly i secton .3, e ustisk i is wihin WUTHO91
Domain3 Dy o
maintin Plans
WUTH approach to sharing nformation vith partners s via
Resiinece Direct (Screenshot on document WUTHL3), s fs
centy apage under constucton wih nvies o request access o
. consuited upon following committee approval (quHml) = identiied
aneemens within the Polcies & proedures (rust-wide) - Developme
o Duy to miniain d
plans Evdence specille
ensure the whole patient pathway is considered. . Cunsunamn process in place for plans and arrangements
hanges to arangemerts s a resul f consuaton are recorded
e
11
drectory (WUTH112)
‘T Trust Major Incident Response is documenec it
WD i et Pl ko et Qe e
WUTHO10). Actvaton of e polcy i esed wihnandoutof hours
Atangements shou b
- curont (revewsd n o st 12 morits) " a
*nine i risk assessment
Duy o maimain tfecive arangementsnpace o Gefne and respordto - 1 11e sk g oron ca o UTHOLE &
10 Ll Incidem Resporse | XN Aangerents  pice i e andespord tsedteniry TG, ot eiedas ol cdenespvse s

ed off by the appropriate mecharism
Shared appropritoy win ose raqured o uso o
«ouline any equipment requirements.

«ouline any staff raining required

the tust EPO. The trust has a patient safety incident response plan and
poicy (WUTH100 & WUTHLOL). The trust cyber secury incident
5. the Trust Fire

progress and an action plan to achieve full compliance

elf assessment RAG

Red (not compliant) = Not compliant with the core standard. The.
organisation’s work programme shows compliance will not be reached
within the next 12 months.

Action o be taken

Amber (partially compliant) = Not compliant with core standard. H
i organi saion's wrk prograrmne deronsitessifclent Gt

jthin the next 12
months.

n (fully compliant) = Fully compliant with core standard.

Fully complant
Fully compliant
Fully complant
Fully complant
Fully complant
Fully complant
Fuly complant
Fuly complant
“The trust wil be consuling with
riners and maki t
Partaly complant policies avallable on a Resillnce s Povey
Direct Lar
policy contents are available
Fully complant

Timescale

Comments

Apr24
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Domain

andard name

Standard Detail

Supporting Information - including examples of

Arrangements shouid be:

Nt RAG

d (not compliant) = Not compliant with the core standard. The
T N T R LT I

ganisational Evidence within the next 12 manths

Amber (partially compliant) = Not compliant with core standard. How uli = SILLIED

oose oo oo el L e cans of
ithin the next

< and an action plan to achieve full compliancs

months.

en (fully compliant) = Fully compliant with core standard.

h er
UKHSA Adverse Weather and Health Plan 2024125 2nd Editon

WLTHELS).Tre poky corsidrs e ks fom s vesorand
climate change witin the trust isk management sysstem (WUTHODS).

or Environment Agency alerts
~inin vith rsk assessment

st EPRA ar vegaretoah o it i o Heath
tha 9

g of e
are passed diectly (o teams_that may be affacted (email o

1 Duvo pec Adverse Weather e Alinkto Fuly compliant
s igne ngs page is included
e apprematay wn s roqedio s vem e et Offie i he veek
olino any equipment requiremer IVTH021 e oty cretod aeros o e a2 e on e
« outine any staff raining required polcy
refscie ofcimato chango s assessmerts es dlon
o, e, calieams
We curronty have: -Ifacton contol team hat s reacive to current
quidance and legsiaton
Artangements shoud be: “Ifecton preventon DT
curent Woekly Mpox mectings
I i e ol gicrce “Outbraak polcy (WUTH0Z2 & WUTH0223)
inine wih ik asses: Woekly tack and frish group oking at FFP3 resiionce
testd reguiry Iclaion plcy inc ide room priorsaton (WUTHO23)
 signed of by the appropriae mecharis Reay
. Duty 0 maintain amangement nlae o tespond o annfectous dssse | S S X L e caurad o use e e and emerging threats and sign o local pans Fulycormplant
plans toreak - Close kason with Occupational heath shoud vaccinatons be recuied
coverng a range of outine Ilour a1 Pors, 5. e, T s ol
e
0 FFP3 Resiience in Acute setng ncorporating the FFP3 reslence prncipes. WUTHI04. The trust poicy for the management of suspected or
resiience:princpies-n-acute-setings/ outeat pocy s Gocument WUTH28
Aveangemens shoukd be RO oy
A it ety
“Outbraak poly (WUTH022 & WUTH022a)
y woekly task and ish group oking at FFP3 rsiiance
13 1 i Fully compliant
slrs [ ettt ey ot R R— St ey i o ptrtasion WUTHGZ3
- shared appropriately wit those required fo use them eguiar
 shared ppropisl i Bose e e andemergn et rd s of ol s The st P Pokcy
~outine any staf raining requred e
be raised
We currenty have
Artangements shoud be: 4 "
~curent e
i i e el grce e oventon D
inine wih s
Woekly Mpox meetings
testd reguiry “Outbraak polcy (WUTH022 & WUTH022a)
- sgredof by the spproprite mectarism octy oo T raplooking o £ rosience
shared apropristely wih hose requiec o use e Saton oo . 5t oo prertoaton (VUTHO35:
In o i curent g <ouineanexomenegurements oo
ErfonTiy 1o support an ncdent g cotmeiees o a mass ouline any staff training required new and emerging threats and sign of local plans
1 Countermeasures | countermeasure deploy o " Partaly complant
and distibuion o mass propryfxis and mass vaccination. e s
. -Honthy mostngs wih the commuriy PC team
There may . Menal Healh .o yermeasures led by the Pharmacy team wil utise the NHSE
support
intheir mess in documents WUTH125
countermeasure arrangements Pharmcy
distribution locally, this will be dependant on the incident.
Artangement shoukd be The Royal Liverpool Hospial i the Mass Fataltes cenre for
ko Teon Al casies e son ety 1 oy Lerpoo
newith curent natonsl gcarce
“inine .
« tested regularly Merseyside LRF (MRF) MRF Policies (WUTH024 & WUTHO25) o
Duty to maintain « signed off by the appropriate mechaniss N
15 I Mass Casualy | mass casuaties e e remiono use them WUTHOS2. Document WUTHLL3 s the NHSE Concept of operatons Partaly complant
 outine any eqipment reuremen
~outine any staf training required ol 16. The
trust has & mapor rauma SOP vhich s contained in document
21
an emergency/mass casualty incident where necessary.
Emailto ICB 161 June, epeat request mace.  RESPONSE: Hi
e,
Avtangemens shoud b Shortanser s noting s such. The group i paused urrrtywhist
~cu e et for the core standardsperod 0 pass, and the ra e regional
intne with curont national gadanco evacuation rameworc
e SVART Evac, e grop s b el i e
Duyto mainain
16 e - © patient, saff feeing vas not srong enough 0 really Suppor it fly. Discussed at Partaly compiant
anduisiors  signad off b the approprise mcharism Per e ol e vl ased e and rve
e sprcprato i oso et sa o osions about 1 seope ofwhat poods 0 60 covered. | have
 ouinoany oquipment roquio
 ine ay st vaning requred GroUp1o iscuss such mlters aand these meetings e being
resurected
Arangements shoud be e Trust Lockdonn Poley (WUTHOZ6) contains the requied
e crments
N newith curent natonsl gcarce
Duty to maintain ¢ a t =
” plans Lockin egress for patients, staff and visitors to and from the e appropriate mecharism eI
organisaton' premises andkey assets i an incdent e oy B e o0 o
- utine any equipment requiements
~outine any staf raining requred
Avtangemerts shouid be The st has A VIP, celebriy & media representave
e (WUTHO27),naditon the Miaor ncident Plan (WUTHO0?) secion
24515 secton elting 1o vsts by VIP's and the neeforco-ordnaton
0 Pradimbommant xecutve drector The (st aso has poicies i
o Duty to maintain arargeme protected Chaperone Polcy (WUTHO2), for during downtime periods: Fuly compliant
== okl Ik very o : signed of by the appropriate mecharism
- et spropriay i ose ot s e
Petrhetisimmbmly st SOP(WUTHO42)ard a Socil idia Polcy (WUTH033)
~outine any staf raining requred
utagenensshoube partof
mut agency response for th regions excess deaths polcy. T roup
\ne with current nahnrm\ guidance d
le in inline with DVI processes B deaths
Outyto mainain . Ay comi
) plans. Excess fa@ltes | i, jies. ncluding mortuary arrangemens. This includes. «tested reguiarly the North West.. See akso Core Standard 1. Fuly complant
~signedoft
 hared appropriatey i those required o use them
 outine any equipment requiements
outine any staf raining requred
Domn -
Command and
conirol

Further work i reuired to ensure
that arrangemens ae fly in place.
andtested. S Povey willaise vith S Povey
Pharmacy and IPC (0 ensure pans

are linked and consuted on

Review of ED Plans and Action
Cards s requredtoersure ey re

Apr25

Mar-25

Avaiting next LHRP.

Up 0 date and nche al SPovey
ot e of e sriard
s was discussed at e Core
‘Standards Pecr Review Meeting. AS
the Evac & Sher vorking grp has
SPovey

actons tat trusts can take. T
stfct o 0 e e mvesngmed
s together
Yandards o cornpeies

Polcy needs (o be consistent wih
Trust MI Polcy for command and

folowing a Lockdown Incident at
Clterbridge in April 2023

further.
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Domain

andard name

Nt RAG

d (not compliant) = Not compliant with the core standard. The
T N T R LT I
within the next 12 months.

Supporting Information - including examples of
Standard Detail

ganisational Evidence

Amber (partially compliant) = Not compliant with c
it S o oo diriaes Fakes summm ]
s and an action plan to achieve full

months.
en (fully compliant) = Fully compliant with core standard.
The Trusth on calsystem
EPRR the
nd EPRR policy (WUTHO01). To support the on call function a
Command and Siuctures 0 enable 2 incident . oncal o
2 control Eoalhr==mEm notifications, internal m ex!emel This * Include 24 hour key staff. G
~csus Ot b p Teams Grous
commissioners (WUTHO36). The trust on call rota is published quarterly with version
control in place for any changes/swaps etc. (WUTHO037 & WUTHO38).
Major
EPRR pot The EPRR taining process is inched i secton 6.1 of the trust EPRR
The dentied inviduat the st EPRR Training Needs Analyss (WUTHO3S) detals the
1o manage Minimum th
" Command and Traneaend " and Fullycomplant
oecite procss, review. Allon cal saff
. Flmunles of Health COmmand (also see Core Standard 20 &22). the.
(C Learmer Handbook s i WUTHO45. Specifc AEO rainingns
« Trained in accordance with the TNA identified frequency. ‘"C.‘ded inWUTHO46
Domain - Training
and exercising
“The use of the raining needs anayss is wiin section 6.1 of the EPRR
Evidence 5
+ Process expicty described within the EPRR policy or statement of intent Microsoft Teams, a screen shot of the traning repositry is within
T « Evidence of a training needs analysis 1041 and the
= raining an e . e avaiabie in WUTHO39. The same repository is where imidual Fuly complant
exercising st porserole. i materals portfokos are hel, secreenshots are vithin WUTHOA0 and WUTHOAL
~Evidence of ersonalaining and exercising portfolos for ey stff
per 9 g por Y included. Training for a major incident which is avalabie to divisions s
in document WUTHLOS.
oo, eaets aro masal i WUTHOL3014. T rcedor
< sy commuricators et e command post exercise vas met i
- amnua tabl top exercis Feperes it uer vereines e or 20250 ‘e sercie s
e exercise al least once every tvee years
~commend post exercse every tree years 5554 (ypor i Septambor rporr v el Conm rorcis
are nWUTHO0B
line with must: included
= e PRReserisar | 19 . idenify exercises reevant o ocal isks a5 a test and offical sand dow of covid response vas May 2023 F—
f;g;;”sk'g eerase layrs orpatcipans,orose patenis 1 e & S o e e
Lessons
Euidence
Post execise reports and embeckdng earming
Training for responders is within their ncividual evidence fes,
" screenshots inWUTHO40 and WUTHO4L and evidence for Sieve
i sttt with key 10 o Povey incude witin WUTHOA3, Training s ongoing over a tee year
accordance wih the Minimum Occupational Standards, cycle andis on target.
Eidence
” g and o noudbe Fullycomplant
g + Evidence of key staff
portfolo nckuding inolvement nexercising and ncdent
ait
ol sl it doparent vaingto et arees mcmmwme
Energecy Deparmen, Sicrard Dl Esiaes & Secutyas
There e mectansms nlace o crure sl ave avare o s referenced within the EPRR quarer report On
Trening ! e sspart cau staf are requred 1o atiend Principes of Health Command Traiing
& exercising Traiing 8rea of work o deperimert. Exercise and Traning atiendance records reported o Board praintain a aning porfollo uich s oetedon reame screnshot Rate crvlers
-
Secion3comanedel o 005 i a emergecy Sides o
Inducton efering o EPRR are i document WUTH1L
Domane -
Response
“The locationof the st ICC' s within secton 2.2 ofthe tust Major
hisdenifies &
The
who bing their ow ecuipment. Training i dentfied i the Treining
. al
The organisaion has n place suiabie and suffcie areas, a screen shot of carcs are avalale in WUTHO48 & WUTH
arangoments o fectvel coorante e esporset0an 04, An exampie of e acion card s WUTHOS0.The
primary ICC i vilhin a secure foom andis aie {0 be locked down. in
e T gl cope i ange of s g 1o vt o sk of v SkcomUNCALS h oo as e
Hours o operaton requie ~Maps and dagrams
- Atesingschecdo P gy centsor it o conars
anice - aper forms for essentalnformation, patent rarsfer orms, ste pans
" o and el photograpis, a staionary sre wth
* (Eper2 Centre (ICC) [ i and andhiviz Py complent
exteral hazards
[ tested .
o a ma D w
in sate of rgarisatonal readness. ]
we
Avtangemerts shoukd be supporied vith access radio. oo Major
poicies and cal priries are contined wihin WUTHIO6 &
WUTHLOB. The tust attends the Wiral Events Safety Advsory Group,
the atestagenda fo this is n WUTH107. For mejor ncicent
within WUTHI21
apage
Acce WUTHOS1), withinthe Dirctor Wanager On Cal S rive foder and on
“ Resporse e o b avereof whre they e Cal Teams s 1o anagirs & Dreciors (WUTHOSE) Flyconpart
are stored and shouldbe easil accessite
Business coniuity response plans have annranet page vithin the
EPRR
The trusthas begun the
~Business is taking place Q4 of 2024. The plan uses Plan, Do, Check. At over a
o - Management of business | 7 N g place Q4 s e Fully complant
e continuiy ncderts \usiness
ramevork) progress and on arget. Examples on Trust BCP' are in
WUTHOS2/053/054/085/056/0571058. The rust has a Full Capeiy
Protocol (WUITHOBY) which s used for ciicalpressures
The st
crtcland majrrcidrt, he crgansaton st erure WUTHOS9,further raining trough external providers ' evidenced
1. Key response staff ar the need for creating their 'WUTHO6O for the most recent recruit. Section 3.3.1 of the major
o Qe DecisionLogging | 2" Personal records an decson g ot regared incident pian (WUTHOO7) refernces the Loggist Action Card et
N (WUTHO61), Log books, call out procedure and information on the use.
organisations records management o Loggse.

Ccess o8 vanea 0pg) o ensure suport
1o the decision maker

Timescal Comments.

EPRR does not currenty have a
section ininducton traning, i is

mentioned in Induction sides butwe S Povey Mar-25

wil investigate whether addional
information needs to be inclided.
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Domain

andard name

Supporting Information - including examples of

Standard Detail

ganisational Evidence

‘Within the trust major incident plan (WUTHOO7), secion 3.14
rernes th procedres o1 St and secion 3141 deals e
3 of the polcy has the

The orgarisation has processes in place for receiving . diton o this SR
completng, o - simngoff Stategic
£ Response - Evider
e oo - The organisation has access to the standard SiRep Template subnited via a specific teemplate wich is MS Excel based and
o
within WUTHOS0
“Access o Cirical opies of this are avaiabie eicirorcaly along vith hard copies n the
£ Response AF | access to te o dMass Guidance pi P
Incidents and Mass fokder of the On Cal Manager and On Call Director MS Teams group.
e | Casualy events' handoook.
opies of hs are avaiable ekctrorcaly along wih hard copies n the
Access o . oo, "
&3 Eozpone 4 guidance. (Formerly Guidance is ppropr o fokderof the On Call Manager and On Call Director MS Teams grou
heah profection” | pubished by PHE) 2 aroup.
Domain 7 - Waring
and nforming
The wrust Major Incident Plan (WUTHO07) contains a dedcated
section, 5. that i dedicated to Communications and the media and was
wih communiations expectatons. Sub sectons includes: 5.1 overview,
52 inermalCommincators, .3 Key nenal Audences, 5.4 Key
forsut,
. amot EPRR pan, Pt
potentialnciderts sectons fpr key audences, ke communication channels, vuherable
groups, iterpreing services, out o hours cover & access fo
7S EPRR ~Outor jear-round) s inpiace
33 Wainingand | Warming andinforming Qutof yoar round) s b major
Mo o sonor e . o e, vip
+ Having a process for being able quests a1 during a major incident, key methods for communication messages,
provice evicence shouid it e required fo an nquiry. okt et o pan e
deta for out fo hours media support via a side within the weekend
pan
he i
. planhas )
saft
: plan has 1).5ign
- Warning and fan i pia .
informing Plan anincident which can be enacted. . foam has ot o e
+The pian has beentested, both in and out of hours as partof an exercise. CB, Police etc. ) as per section 5.9.1. The tust shares s information
ot 12
commurications are signed off by incidentleads, as e as NHSE (1 appropriate). )
Section 5.9 of the st Majo Icident Plan (WUTHOO7) includes all
for the duration of the
incidet.incuding outof hours commuricatons 5.9.7. Indvicual dvisons have it their BCPS the procedure for
anyof their appoinimers.
Counl, LRF parers, pa
o i held within
Laocal,
dent room. EL held by
g eﬁhum\ed & rocess by uhch ol ol aolers g rcer
- Warning and with petiets, st {akeholders, and e P-4 1secton
informing ore, mafor incidet, critcalncident | APPIOP &2 ternal com
or business contiuiy incident. e
points of access)
booked or are
recening reatment
families or care gvers.
the organisations own eguatry reporting recuremerts
s Seclions 5938594 i
i
curing a mul agency incident and 5.9.7 Key methos for
tmes
Warning and b a ho doss
3 ] Media srategy com
trusthas a specifc potcy for Social Media use (WUTHO33)
staff
is nincident response
Domain -
Cooperation
The Accountable Emergency Oficer, o a direciorlevel «Minutos of meetings The s n e
o . and 75% of e lat 4 tacical meefings. Atiendances are recorded in
a7 Cooperation LHRP Engage i nd tei and  WUTHOS3 & WUTHOG
Partnership (L i
“The organisation partcipates in,contributes o or i adequately  + Minutes of meatings The tusts represented at LRF (Mersey Reslience Forum) by NHS
represented a Local Resitence Forum (LRF) or Borough  + inplace if HRP Sirategic and
system
£ Cooperation | LRF/BRF ENGagemeNt | operaon wih partner responders. Tactcal minuteslagenda on WUTHOGS & WUTHOB o see LRF as
Operatons which corfrim tis is in WUTHOSS,
outining the process forrequesting, coordinating and requests Across the LHRP a Memeorandun of Understanding vas signed
e “Tempiat dices 1o IRP isis
include stlf, ( avalab 10 on cal earms via the respeciive Teams groups
3 Cooperation | Mutual aid arrangements :
e SCC co-ordnaton meetings, Mentl Healhco-ordinaton. the process
process for making MACA requests  n section 3.13 of the Malor Incident
o vl Authrites (VACA) via NHS England. Polcy (WUTHOOT)
J i 1o on cal staff [
appro e.g.Freedomof General “The tust
Secreiies an parere, g Data [
Contingencies Act 2004 inplace
Freedom of Inforomaton requests (WUTHO71 & 072). WUTH - How
we use your informationis avaibe via this irk
“ SRR (WET i) Trust senor roles n data protection s avaiade on
s et s udyour-withisust quidance-anc
G iy~
Domain9 -
Business Contiuity

Nt RAG

d (not compliant) mpliant with the core standard. The
e L e e Tt
within the next 12 months.

Timescal Comments.

Amber (partially compliant) = Not compliant with core standard. How
oose oo oo el L e cans of
s and an action plan to achieve full compliance within the next
months.

en (fully compliant) = Fully compliant with core standard.

Fully compliant

Fully compliant

Fully complant

Fully complant

Fully complant

Fully complant

Fuly compliant
LHRP Meetings to be atiended o H Kendal, S
P 2
artaly complant appropriate deputy sert. Povey sep
Fuly complant
Fuly complant
Fuly compliant
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Domain

andard name

Standard Detail

Supporting Information - including examples of

Nt RAG

d (not compliant) = Not compliant with t
T N T R LT I
ganisational Evidence within the next 12 manths
Amber (partially compliant) = Not compliant with core standard. How
oose oo oo el L e cans of
s and an action plan to achieve full compliance within the next
months.

en (fully compliant) = Fully compliant with core standard.

by
“The BC Polcy shouid:

adaopted from the NHSE Business Continuity Tooki, this ideniifies the
Land

algns o devered.
cemonsirate the rust commitmen. Section 4 of the polcy is based
@ ermmerrmy|| ez upon Risk Assessment and how civisions il identfy EC rsks through Fuly compiant
BC programme.
~Consider
BOMS shoukd deta NHSE toolkt inchudes secton 9 on external supplers and coniraciors
* Scope e.g. d exch the il the
~Ojectives of the system o
. Statutory, parts of
the BCMS in relaion (o the orgarisation,speciying he isk  « Specifc oles within the d authort their
Business Continuity Therisk P 5 he roes and -
45 Risk Registe t ‘of the Major Incident Plan Fully compliant
O etupe 27! | A eiiionof he scope o the programme ensures a ciear  process (WUTHOOT) references responsibies.
of scope of the BC programme. thei rcles
bect
Impact NHSE tolt conanssecton & o Business impact A he
s i i Distupion
o Time Objctives (RTO). Roll
” Seprinans of e NEISE ot methods aruies corsrany e
ety approach to BIA'.hs is underway and on arget
the frequency of
“owtne mmmwu be used o nform planring
Bu i of Impact ~how
1 Business Continuiy | Anaysis/Assessment | Analysis(es). reviewof Business I Fuly compiant
@y ithout. 1o
i e folor
B
organisaton needs (o respond 10 a dsrupion.
impartialy
aminimum the BCP checkist fous plans of the 1y o
Documerted plars, using the N
“The trst has underiaken a it scheme to commence the rol outof
Ensure BCPS are Developed using the 1SO 22301 and the NHS Tookit, BC Planring is oo aall v ey "mg‘;"v;ma‘ & ﬂ!pwm -
b s of Impacts and contingencies through to
: reng. e e and omvagr st SCPe e  pace
n
+ people o o ‘addition r rel ns are available in eep Dive sectio in
@ « Plan activation criera, procedures and authorisation, e LI T o nsTs I R e
(E5) - prem - Response teams roles and responsibiites. document WUTHOS?. The ouigoing empiate for BP< s within
Sipoirs and contacors sl esponiies and auporties of team merbers e e andthe
 supplers and conra WUTHO93. he trust escalaton polcy is document WUTHL18 and th
«Internal and external interdependencies. packages is wihin WUTH120.
+Decision support checkists
Dclls of meing bcsions
- Appendix/Appendices
b d: b
* Discussion based exercise ler e ud
Scenario Exeraises debiefing. Ths has folovied the writng of @ new dedicated Businss
“Live exercise folloving. A timelne wih miestones is avaiabie wihin WUTHL32 and is
" exercisng o Busines Cortnuty s s deritencna - Live " Gy
as aresultof
Evidence. exercise in September (Report not yet availab) along with
Fost exarise! testingreports and acton plans Comuncatons s in A and Avust Ao 9ot
ey ———— Information Eidence The rust has me the requiremnst of the Data Protection and Secury
49 Business Coninuity. ey o | mey are compiantwith the Data Protecion and Securiy Tookit + Statement of compiance Toolki, the report is availabie within WUTHO73. Fully complant
iy + Action plan to obtain compliance if not achieved
4 dand po EPRR X
50 Indicators. - BOMS Do, Check, Act (PDCA) cycle. The pian is a new plan and is on target. Fuly complant
evalation . and status. it
of any cortectve action are amualy reported o the board.  + Board papers i WUTHLS
; po testingand
The rgaisaion s aroces o ernalat. andavicomes "SI orthe ogarisation exercising. lease nofe that s wil oy commence i the report
Board WW'S iblished in 20:
are inched inhe report o the boar n
~ Audit ropor ot yet fuly complete 0 the audt siage
51 Business Continuity BC audt . Remadwa\ ecion plan rtisagred b op maragement Partaly complant
programme. Toling oyl
The trust Business Continuity Plan (WUTHO02) which uses the NHS.
EPRR sovs ook
+Board pagars shoing evderceofmprovement polcy and of business contuity plans n dvisions. This is an ongoing
+Acionplars o xercising, raninga o e of
oveont pars folowig o el uing year. Allo the required clements are included n the decicated
imgos 1o sitars o contacs ekown assosumentof sty he
plan s n pace and on target.
+Lessons learned trough exercising
~Changes oducts and infastructre, processes or
S comus | 791082010608 1 place  assoss e afeciancss ol o ST Lo operss.
inpace o: 8 n nvironment n vhi isation oper Fuly complant
52 s Comny | s | 2GS ke coecteactonto e con e o e by comp

« Changes

continuty solutons.

+ Solf assessment

sl saurnce
rmance appraisal

« Afer action reviews
« Lessons learned through exercising or e incidents.

n to be tak

Ful complance wil be achieved as.

Continuiy Plans.

Ful complance wil be achieved as.
the new|

d

3

wih pans in place avaiabe otest %Y
and audt

Timescal

Aug25

Aug25

Comments.
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Nt RAG

d (not compliant) = Not compliant with t

T N T R LT I

— within the next 12 months.
o Supporting Information - including examples of ORI tobe tak Timescal c ts
ey andard name | Standard Detail Amber (partially compliant) = Not compliant with core standard. How IOFRLTN, oeess SILLIED
oose oo oo el L e cans of
s and an action plan to achieve full compliance within the next
months.

en (fully compliant) = Fully compliant with core standard.

™ ©
Crain
outines ™ gt
and on{arget. Procurementsae ha he process fo procirement
Assurance of ook
53 issic i the value as per the Trust's SFI's. Ad hoc purchases below £5k would
‘suppliers BCPs align and are interoperable with their own. not be subject to these checks, official quotations (£5.001 to £30k)
This
BC) at tender dependent on the. veqmremem Yendevs (£30,001 10 PCR thesho\d)
\would require cyber essentas as minimum an
050 eau051business contuty plan. s s aute & broad
Statement s it does aiays depen o the requirement
Domain 10 CaEN
T crganzsion o et g ok seop o e
o waiing 1.8 maimenance, The Trust EPRR Poicy (WUTH001)
oy o e AED Dot HEETAUCORN - secon, erfs e Accouaie Energery Offcer o e
55 Hazmat/CBRN Governance - Planning ger y
e Response and the assessment of EPRR fss.
~ Eqipmentchecks and mairance
EpRR fisks
Evidence of the risk assessment process undertaken - including - The process uses the trust Risk Mangement Process as identified in
”
- ammatcary | HaEmAICBRNfisk | sppropiat o the organsaton e ) assessmentof inpact on saft T e e
s assessmens i o 17 he
r? ermgemenofpotaraly ezarkus vests rust radiation safety policy is document WUTH123.
avie
Toxbase and UKHSA the foloing Inks are avalbale for iaf 0
Sttt are avere of the rumber
it v | OTErs e srpostd eyl oo e, Tese sk ECOS, TOXGASE N, UKHSA i gt e
st Jre—— e Sess appeoprats and umely specals ahice (of managing et e pa s
”'”'“"“"N Bieus pﬁnams et e e odonts the on-going ot plan( )
treatment of a patient Shown in WUTHO941095/096/097/098 Specialist advice for nerve.
agents & indocument WUTHL0
Command & Cortrolsuuctures are idrifiedvithinsecton 5.2.of the
trust EPRR policy (WUTHO01). Collaboration witt
Documented pas neude evidence of e folowing oughsharingof the reevant s olcies and  ie v s 3o
schedued of 151 October 2024 0 further discuss this and he st
consistent vith the Ambuiance Trust's pilihoe capabilty 1433 of the CBRNe Plan (WUTHOLS). The CBRNe
‘procedure he ROCC) e Chte
P for. plan. Declaration and activation are in sections 3 and 4 of the CBRNe:
e ey o et 0 Th Gl of e coanionus & i g O
P Tor on ‘shower which are aligned to ensure a flow from the ‘dirty end to the
clean end and beyond o eaument te designaled area s ey fom
ngl s for the the
HazmalCBRN _planring p
LI CezzRiceay arrangements o area once dencontamibation has been completed, the are has fitied
the latest guidance nd equipment. the policy includes decontamoination probedures within
o S QUBICe @ cocataminton and scces s il vetare Secton 54 for 541 rydentaminaton an .42 we decontminaton,
Seatons S5
ough desigated cean enty roues X
Plansfor e ranagement of hazardous wste e :
o anage bo dec Gecesouddeconammatedpaots. 514
e ;nnmm\naled patients, 5.15 people notrequiring reatment, 5.1 trust
and in the afiermath of an incident information held within the policy. Sections 4 and 5.15 relate to
acivaion of ans and fecoven.Bsiness coniutyarranaemens and
The trust has recently completed a ful training schedule for all ED staff
The organisaton has adequate and approprite et newsiaif or
decnmammamncanamhﬁy that can be rapidly deploye u de 7). The
e et resarngpatars 24w . 7 e ek
' a patients per Officer peer
Spaces todocument tmes witin PRPS sus or Saf th vt s
nd NWAS, EPRR
‘There are sufficient trained staff on shift to allow for the considers sufficient cover for each shit JUTHO10)
£ HazmaiCBRN -
canbe povided- according o h organcatn' ek senvice staus i wihn WUTHOT.
essessmentand plan(s) plans and procedures are consistent with local area plans
The orgarisations lso has lars, g and resources in
d
mproised deconamination where necessary.
The nust ofal CoR 9
or planning for
decontaminatonofpaerts and prtecton f s, Thers s an .
accurmte emiory o Gaupmor e red or doconamnaing 1 ke der a sevice conac and kept n secure storage. Next serie i
patens. of ceparnmon:
Equpment s poportonate wih e rganisatons sk eaupmers) equiptmentnated by NWAS 1 avaiable in WUTHO7S. The invertory
rasors of PRPS stits and their servie sats 5 i WUTHOTS
on ambuant o colapsed paerts
60 HazmatCBRN . of s
et sper neck s x qudarce, HS Amouance PRPS
+ Community, Mental Health and Specialist service providers - a
Se0 Quanc Plaming{ot e ahagement o et presenong
tens n heacare e’
o g 4231146 L funding is
Ihwwwv.england.nhs.ukiwp-contentiuploads/2015/04/eprr- avaial sheftife. PPEIPRI "

chemicatincidents.pf

bl
decontamination faciltes efc.

EPRR are currenty faising with

Partaly compiant Contuty Tooldt, Wo b ook
contrac value and a tered
h towards asswance
informaiion from supplers tht are
ot
Chain/central procurement
Fuly compliant
Fuly compliant
Fuly complant
Fuly complant
Fuly complant
Fuly complant

SPovey

Apr25
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Domain

andard name

Supporting Information - including examples of

Self assessment RAG

d (not compliant) = Not compliant with t The
T N T R LT I

ganisational Evidence Within the next 2 menths.

Standard Detail iver (partially compliant) = Not compliant with core standard. How IR S
the organisation’s work programme demonstrates sufficient evidence of
s and an action plan to achieve full compliance within the next
months.
Fully compliant with core standard.
There in “The trust h
P for or Equpmentis
outofdate - o keeper. PRPS suits

available to respond to a HazmatCBRN incident.

Equipment is maintained according to appicable industry

Organisations using PPE and specialst equipment shold document the method for ifs disposal
required

by NWAS is avallable in WUTHO7E. The trust has more suits available

register available to EPRR

Service status is within
WUTI, ol of A dprment tading s o heters

The oo within WUTH082.
ipn -PRPS Sui
61 HazmaCBRN PIOGMME Ot |00 oriinion srucures Services in'the event of use or damage to primary equipment REPETE
Makrienance - Disrobe and rerobe structures.
 Water outets Records of maintenance and annual sericing
 Shower tray pump
Gene pary pr o
‘o
risk assessment .3, IOR Rapid Resparse boes
There s a named incvidual (or roe) responsibiefor compieting
these checks
fwaste T trust SOP for removasi of contaminated vaste is indocument
evenual
dsposalo estates pending removal under the coniract with Veolia (WUTH081)
& Hazmai/CBRN Waste dsposal | vocesses vithin heir HazmalCERN plans Usedoropred e Fuly complant
Eid Used equipment - including unit ners pending coection.
Core Standard 53
s (orpRR The rusthas 5 wainers (o delver hazmat raining, s per section 1.7 of
waiing polcy) the CBRNe plan (WUTHO74). Detais of raining are within
deliver Hazmal/CBRN lgned 0t statt Wsis ( © or o
o WUTHO7 and th lesson planfo accompany in WUTHO76,
63 HazmatCBRN = SN assessments Fully compliant
vith dates of thei session (or
update)
st taf - with dates of the airng that that they have undertaken
WUTHO76 & WUTHOT7. For Stalfraing ALL ED staf have been re-
The organisaton undertakes trairing for al taff o are most July 2024
fikel tocome into cortact with potentialy contaminated patents (WUTHOR6) onthe iial quicnce for sef presenters is folowed
and patents requiing decontamination. shoud any sel preseners arive ouside of a main ncident scene who
Evidence of trust training slides/programme and designated audience. have missed decon at scene.
patiets, whather in person or over the phane, are suficienty
64 Hazmaycary | Stfftraining - recogrition nd necessan) Fully compliant
and hestorse Staft
2 minor nry nits and urgent reament centes)
o
10 ensure a safe system of work can be implemenied
ARED staf have been tained n the use of PRPS suis and al saff are
Orgarisations mustensure that saff who come ino cortact tequired o be wraied n e use of o diferent FFP3 masks. This is
wih patents ah ora
o, and
wained 1 use, approprate PPE. wo
confimed respiratory conaminaton el ard b ey o sage. Toackate s e st )
& = S B s “This includes maintaining the expected number of operational mamm (e
Trsts are
et decontaminaton andlor access o FFPS (or equivalent) 2417 fac el o possid o masks. Adtonalsocks f e e
aso being pro
Hazmat exercising has taken place between April and July 2024 to
Organisatons must ensure tatth exercisng of HazmalCBRN Eidence ensure thatal ED staff have been rained in Hazmat response. the
o HazmatlCBRN Exercising BRN exercise schedue of raining attendance is being compieted folowing th last Fullycomplant

EPRR exercising and testing programme

Pt repos and i o

aing session and  progame of oo g beng
onlirmed in a meeting on Friday 4th October.

Times

Comments.
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Ref

Domain

Standard

Deep Dive question

Supporting evidence- including examples of evidence

Deep Dive - Cyber Security and IT related incident response (NOT INCLUDED WITHIN THE ORGANISATION'S OVERALL EPRR ASSURANCE RATING)
Cyber Security & IT related incident Cyber security and IT teams support the organisation’s

DD1

DD2

DD3

DD4

DD6

DD8

DD9

DD10

DD11

Deep Dive
Cyber Security

Deep Dive
Cyber Security

Deep Dive
Cyber Security

Deep Dive
Cyber Security

Deep Dive
Cyber Security

Deep Dive
Cyber Security

Deep Dive
Cyber Security

Deep Dive
Cyber Security

Deep Dive
Cyber Security

Deep Dive
Cyber Security

Deep Dive
Cyber Security

preparedness

EPRR activity including delivery of the EPRR work
programme to achieve business objectives outlined in
organisational EPRR policy.

Cyber Security & IT related incident The organisation has developed threat specific cyber

response arrangements

security and IT related incident response arrangements
with regard to relevant risk assessments and that
dovetail with generic organisational response plans.

The

Resilient C during
Cyber Security & IT related
incidents

Media Strategy

Testing and exercising

Continuous

ion has in place for
with partners and during

~Cyber security and IT teams engaged with EPRR governance
arrangement and are represented on EPRR committee
membership (TOR and minutes)

- Shared understanding of risks to the organisation and the

population it serves with regards to EPRR - organisational risk
assessments and risk registers
-Plans and

acommon

of incidents in line with EPRR framework and cyber security
requirements.

-EPRR work programme

-Organisational EPRR policy

Arrangements should:
~consider the operational impact of such incidents
-be current and include a routine review schedule
-be tested regularly
-be approved and signed off by the appropriate governance
mechanisms
-include clearly identified response roles and responsibilities
~be shared appropriately with those required to use them
-outline any equipment requirements.
~outline any staff training needs
-include use of unambiguous language
i sed

mon of u
during incidents in line with the EPRR framework and
cybersecurity requirements.”

Arrangements should consider the generic principles for
ilience:

cyber security and IT related incidents.

The organisation has Incident communication plans
and media strategies that include arrangements to
agree media lines and the use of corporate and
personal social media accounts during cyber security
and IT related incidents

The exercising and/ or testing of cyber security and IT
related incident arrangements are included in the
organisations EPRR exercise and testing programme.

Training Needs Analysis (TNA)

EPRR Training

Business Impact Assessments

Business Continuity Management
System

Business Continuity Arrangments

The Cyber Security and IT teams have
processes in place to implement changes to threat
specific response arrangements and embed learning
following incidents and exercises

Cyber security and IT related incident response roles
are included in an organisation's TNA

The oranisation's EPRR awareness training includes
the risk to the organisation of cyber security and IT
related incidents and emergencies

The Cyber Security and IT teams are aware of the
organisations's critical functions and the dependencies
on IT core systems and infrastrucure for the safe and
effective delivery of these services

Cyber Security and IT systems and infrastructure are
considered within the scope and objectives of the

enhancing resi

1. look beyond the technical solutions at processes and
organisational arrangements

activities that

Self assessment RAG

Red (not compliant) = Not evidenced in

Organisational Evidence - Please provide details AR AR EHES

of arrangements in order to capture areas of
good practice or further development. (Use
comment column if required)

Amber (partially compliant) = Not
evidenced in EPRR arrangements but have | Action to be taken
plans in place to include in the next 12
months.

Timescale

Green (fully compliant) = Evidenced in
plans or EPRR arrangements and are
tested/exercised as effective

‘The Digital Team have 2 Major Incident Departmental Plan
WUTHDDO1) along with a sries of Action Cards (WUTHDDO2).
For Cyber security incidents the is a Cyber Security Incident
Procedure (WUTHDDO3) and a Cyner incident Emergency
Contacts List (WUTHDDO4). The Trust Risk Register includes
cyber and digital risks (WUTHDD14). The trust has an
overarching EPRR Policy (WUTHDD15) and work programme
(WUTHDD16). the Trust has an Information Assett Database
which covers testing and exercising of all Level 3 and 4 assets
(WUTHDD11)

Fully compliant

Trust has a cyber incident policy, perform cyber exersices local
and in the regionally (ICS Exercise debrief - WUTHDDOS). The
Trust cyber position is reviewed yearly within national audit
DSPT/ CAF. Issues from audits are added to the cyber
programme for remediation. In the event of an incident the trust
has a number of templates that can be followed to ensure
consistency, Major Incident Call procedure advice (WUTHDDOS)
Major Incident Floorwalknig Log (WUTHDDOG) and Major
Incident Form Call Logging (WUTHDDO?).Exercise reports for
trust exercises are available in WUTHDDO9 & 10. A report into
WUTH IT Disaster recovery exercises is contained within
WUTHDD12

Update IT related
incident action cards and
ensure common
terminology consist with
EPRR plans/policies. A
regional cyber exercise
follow up in November
2024 will test the revised
regional plan and allow
trusts to complete their
own plans.

Partially compliant

Digital Team
There are regional and national communications within IT teams
, what's app group, ICB. The national CSOC has a hotline number
for cyber management support. In addition the trust EPRR Policy
and major Incident Plan have sections dedicated to
inan internal and external.

2.identify and review the critical
underpin your response arrangements
3. ensure diversity of technical solutions
4. adopt layered fall-back arrangements.
5. plan for appropriate interoperability

england.nhs.uk/y

resilient-telecommunications-guidance. pdf

- Incident communications plans and media strategy give
consideration to cyber security incidents activities as well as
clinical and operational impacts.

- Agreed sign off processes for media and press releases in
relation to Cyber security and IT related incidents.

- Documented process for communications to regional and
national teams:

- Incident communications plan and media strategy provides
quidance for staff on providing comment, commentary or advice
during an incident or where sensitive information is generated.

- Evidence of exercises held in last 12 months including post
exercise reports
- EPRR exercise and testing programme

- Cyber security and IT colleagues participation in debriefs
following live incidents and exercises

- lessons identified and implementation plans to address those
lessons

-agreed processes in place to adopt implementation of lessons
identified

- Evidence of updated incident plans post-incident/exercise

- TNA includes Cyber security and IT related incident response
roles

and IT

- i
colleagues taking part in incident response training.

~Cyber security and IT related incidents and emergencies
included in EPRR awareness training package

~robust Business Impact Analysis including core systems

-list of the organisations critical services and functions

-list of the organisations core IT/Digital systems and prioritisation
of system recovery

~Reflected in the organisation’s Business Continuity Policy
~key products and services within the scope of BCMS

organisation's Business Continuity
System (BCMS)

IT Disaster Recovery arrangements for core IT
systems and infrastructure are included with the
organisation's Business Continuity arrangements for
the safe delivery of critical services identified in the
organisation's business impact assessments

\ppropriate risk

- Business Continuity Plans for critical services provided by the
organisation include core systems

-Disaster recovery plans for core systems

~Cyber security and IT departments own BCP which includes
contacts for key personnel outside of normal working hours.

Fully compliant

The Media Strategy s in section 5 of the trust Major Incident
Plan (WUTHDD17) covers all aspects of communications

Fully compliant

Regional exercise 21st March, report in WUTHDDOS and local
cyber exercises have occurred and planned, see
WUTHDDO8/09/10. A trust exercise also took place on Friday
6th September, the report for this should be available soon.

Fully compliant

Updated regional policy from the last exercise on 215t March
WUTHDDOS and the follow up exercise scheduled for 21st
November . RCA occur for all major incidents within IT. Post
exercsie reoport axamples are in WUTHDD 09/10. The exercise
report for Friday 6th September will also cover this wehen
available

Fully compliant

Training Needs Analysis
to be included in the
new trust Training &
Exercising Plan which is
scheduled for
introduction in 2025

The trust has a training needs analysis matrix, a future
devleopment i to have a seprtate EPRR Training and Exercising

Policy, the current matrix is within WUTHDD18 Partally compliant

EPRR
EPRR training s given to key staff in departments and to staff on
the on call rotas Fully compliant
DHT holds an Asset database for ALL IT assets. It has service

owners and suppilers. IT has a restore order for servers which is

i the process of being reviewed. Please see WUTHDD11 for the Fully compliant
assett database. Level 4 is Trust wide assest, level 3 i division
wide asset.

The trust has adopted a new Business Continuity Pan
(WUTHDD13) which has been introduced and has been the
subject of a pilot in three divisions. The rollout of the plan trust
wide is schedulled and on time

Cyber incident plan within major onall
DIT desktops. This has all contract details to support an incident.
The digital team have plans in place for the main It
infrastructure,as demonstrated in WUTHDDO1 and WUTHDDO3.
Divisions and depaartments reinforce this with their own plas at
local level

Fully compliant

Fully compliant

Mar-25

May-25

Comments
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6 November 2024

. Committee Chair's Reports — Finance Business Performance
Report Title .
Committee
Author Sue Lorimer, Chair of Finance Business Performance Committee

Items for Escalation/Action

e The Committee approved a business case to make recurrent the non-recurrent investment
in ED staffing enabling the recruitment of 25wte registered nurses and 20wte clinical support
workers at a cost of £1,030,000. This will represent a saving of £300,000 on the current cost
of temporary staffing although the Committee noted that there was no funding in the plan to
support this. The investment was approved on the grounds of clinical quality and safety and
compliance with recommended staffing ratios. The Committee noted that no KPI's were
included in the case. Therefore, the team was requested to provide details of target
improvements in safety and quality indicators so that benefits from the investment can be
measured. There was agreement to a formal review in 6 months’ time.

e The Committee received an update on the Finance Risk and Recovery Plan together with a
copy of the PwC report on trust finances commissioned by the ICB. It was noted that the
trust is under significant scrutiny from the ICB resulting from its variance from the financial
plan. The team had advised a likely £15m variance but have now identified mitigating
actions of £8m resulting in a variance of £7m. This has not been approved by the ICB who
wish to see a forecast in line with original plan, but any further improvement is unlikely
without impacting on clinical quality or elective activity throughput. The Committee asked for
clearer reporting on workforce numbers as this is critical to the financial position. Mitigating
actions are expected to start to make an impact in October’s position. The PwC report
included a number of recommendations and offers of consultancy support which are
currently under review by the trust.

e The Committee received a report on the performance of the Cheshire and Merseyside
Surgical Centre (CMSC). At month 5 daycase and elective activity income is forecast as
£13m behind plan and is the major cause of the adverse financial variance to plan. The
Committee acknowledged the forensic detail behind the paper and the work involved in
tracking activity against initial assumptions. The key issues identified were:

¢ New consultants did not work solely in theatre as assumed but also undertook
outpatient sessions which generate less income;

e Urology consultants operate 37 weeks and not 45 weeks pa as planned due to urgent
cover requirements;

e T&O activity has not transferred to the trust at the volume anticipated;

e Activity transferred in both T&O and Urology comprises lower casemix than assumed
in the business case.

3 mitigations were agreed as follows:
e Stop plans to appoint to 45 posts approved in the business case;
e 210 mutual aid procedures to be reinstated
¢ Reduce theatre capacity on the Arrowe Park Hospital site.
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e The Committee were informed that the actions identified above would return the CMSC to
the level of contribution originally planned. The Committee agreed that work should continue
on clarification of wider elective capacity and delivery of elective activity.

e The Committee reviewed and approved a business case for an additional Urology
Consultant with an interest in Robotics. This would expedite the treatment of Cancer cases
both locally and potentially further afield. The trust has problems with waiting times currently
and is using additional sessions at premium rates to try to maintain waiting time standards.
The cost in 2024/25 is £150,000 and will be funded by income from the Cancer Alliance.
Thereafter the full year cost will be funded by additional income and a reduction in premium
rate activity.

New/Emerging Risks

e Achievement of the mitigated forecast of £7m adverse variance to plan continues to present
a risk.

e Cash balances continue to present a risk and there has been no confirmation of cash
support from NHSE as yet.

Overview of Assurances Received and Committee Activity

e The PWC report received by the Committee did not identify any significant gaps or areas
which the trust is not already undertaking work in.

Other comments from the Chair

e The Committee was impressed to see the continued appetite and drive expressed by the
team to improve the financial position in a sensible and sustained manner.
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