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Meeting of the Board of Directors

NHS

Wirral University
Teaching Hospital

NHS Foundation Trust

12.30pm - Wednesday 27 January 2021
via Microsoft Teams

AGENDA
Item Item Description Presenter Verbal or | Page
Paper Number
20/21-214 | Apologies for Absence Chair Verbal N/A
20/21-215 | Declaration of Interests Chair Verbal N/A
20/21-216 | pPatient Story Chief Nurse Video N/A
20/21-217 | Minutes of Previous Meeting — 2 Chair Paper 1
December 2020
20/21-218 | Board Action Log Interim Director of Corporate | Paper 11
Affairs
20/21-219 | Chair’s Business Chair Verbal N/A
20121-220 | Key Strategic Issues Chair Verbal N/A
20/21-221 | Chief Executive’s Report Chief Executive Paper 13
Performance & Improvement
20/21-222 | Quality and Performance Chief Operating Officer, Paper 17
Dashboards & Exception Reports Medical Director, Director
of Workforce & OD and
Chief Nurse
20/21-223 | Financial Report including CIP Chief Finance Officer Paper to 26
Follow
Governance
20121-224 | |nfection Prevention Update and Chief Nurse Paper 41
Assurance, including IPC BAF V1.4
20/21-225 | Mortality Report Medical Director Presentation 90
Mike Ellard, Deputy Medical Director
to attend
20/21-226 | Monthly Safe Staffing Report Chief Nurse Paper 108
20/21-227 | Change Programme Summary, Director of Strategy and Paper 113
Delivery & Assurance Partnerships
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20/21-228 | EU Exit Transition Period Chief Operating Officer Paper 129

20/21-229 -
E:]?jgerr?ZEiﬁgslnSt Enforcement Interim Director of Corporate Egﬁ’g\/rvto 131

9 Affairs

20121230 | Charitable Funds Annual Report and Paper 134
Accounts / Receipt of Audit Opinion | Chief Finance Officer

20/21-231 | Chair’s Report — Audit Committee Committee Chair Paper 138

20/21-232 | Communications and Engagement | Director of Communications | Paper 141
Report and Engagement

2021-233 | |ntroduction of new NED / Paper 146
Appointment to Board Committees Chair

20/21-234 | Any Other Business Chair Verbal N/A

20121-235 | Date of Next Meeting — 3 March Chair Verbal N/A
2021, 12.30 via MS Teams

20/21-236 | Exclusion of the Press and Public

To resolve that under the provision of Section 1, Subsection 2 of the Public

Bodies (Admissions to Meetings) Act 1960, the public and press be excluded from
the remainder of the meeting on the grounds that publicity would be prejudicial to

the public interest by reason of the confidential nature of the business to be

transacted.
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BOARD OF DIRECTORS

NHS|

Wirral University
Teaching Hospital

NHS Foundation Trust

Present

Sir David Henshaw
Steve Igoe

John Sullivan
Chris Clarkson

UNAPPROVED MINUTES OF | Mrs Sue Lorimer

MEETING HELD IN PUBLIC

2 DECEMBER 2020

VIRTUAL MEETING VIA
MICROSOFT TEAMS

Commencing at 12.30 and
Concluding at 14.45

John Coakley
Mrs Jayne Coulson

Janelle Holmes

Nicola Stevenson
Claire Wilson

Hazel Richards
Anthony Middleton
Matthew Swanborough
Jacqui Grice

In attendance
Joe Gibson*

Jill Hall

Sharon Landrum*
Jonathan Lund
Chris Mason
Oyetona Raheem
Sally Sykes

Eileen Hume
Allen Peters*
Ann Taylor
Sharon Bamber

Apologies
None

Chair

Non-Executive Director
Non-Executive Director
Non-Executive Director
Non-Executive Director
Non-Executive Director
Non-Executive Director

Chief Executive

Medical Director

Chief Finance Officer

Chief Nurse

Chief Operating Officer

Director of Strategy and Partnerships
Director of Workforce

External Programme Assurance
Interim Director of Corporate Affairs
Diversity and Inclusion Lead
Associate Medical Director

Chief Information Officer

Interim Deputy Trust Secretary (Minutes)
Director of Communications &
Engagement

Public Governor

Public Governor

Staff Governor

Staff Observer

*Denotes attendance for part of the meeting

Reference Minute Action
20/21 184 Apologies for Absence

No apologies were reported as all Directors were present.

The Board noted that the tenure of Dr John Coakley as a Non-Executive

Director was due to expire on 31 December 20. The Chairman and Dr

Stevenson expressed the appreciation of the Board for the immense

contribution and support that had been received from Dr Coakley during his

tenure.

The Chairman recognised the presence of three governors and Sharon

Bamber who were observing.
20/21 185 Declarations of Interest

There were no Declarations of Interests.

1

poether

Ei ¥ wuth.nhs.uk

Page 1 of 148

(@)
(Q\
(&)
()
(o)
(Q\|
1
n
(]
+—
>
=
=
©
£
®©
o
m
)
(7))
>
L.
|_
N~
—i
(\Il
—i
AN
(@)
(Q\




Reference

Minute

Action

20/21 186

Patient Story

The Board viewed a video from Denise Dempsey, who talked about her
experience of being treated at WUTH. Denise described the treatment she
received from the A&E department right to the ward as first class. She had
been particularly impressed with the level of empathy and reassurance she
had received from the nurses and the medical staff. Denise also expressed
satisfaction for the speed at which her X-ray had been undertaken and the
amount of cleaning being done by staff members which really made her to
feel safe. She therefore requested that her appreciation be passed on to the
staff members whom she believed had gone above and beyond their normal
call of duties.

20/21 202

Change Programme Summary, Delivery & Assurance

Mr. Joe Gibson talked the meeting through the change programme report
and highlighted that there had been slight improvement in the overall ratings
for governance. The delivery ratings had also seen a modest improvement.
Further action needed to be taken to continue that trend.

The Chief Operating Officer (COO) agreed with the assessments and
highlighted some of the on-going work in conjunction with the Service
Improvement Team, particularly on patient flow which had led to the positive
trajectories.

Sue Lorimer was pleased that the flow project had been broken into
manageable units and that the progress was becoming obvious.

The Chair recognized that it was Joe Gibson’s last meeting and conveyed the
Board’s appreciation for the good job he had done. At the request of the
Board, Mr. Gibson gave some final reflections on the need to have the right
scope and clarity on what needed to be achieved. Mr. Gibson acknowledged
that the Change Programme was complex and he was pleased to have
played a part in the positive transformation that was developing.

RESOLVED:
That the Board NOTED the report.

20/21 201

Diversity and Inclusion Annual Report

Sharon Landrum, the Diversity and Inclusion Lead talked the Board through
some of the key features in the Annual Report. She highlighted aspects of
the Equality Act 2010 where the Trust had been fully compliant and areas
that were still developing as detailed in the report.

The Chairman thanked Sharon and her team for the report and for leading
the Trust to a much better position in its equality duties.

RESOLVED:
That the Board NOTED the report.

20/21 187

Chair’s Business

The Chair had attended the Chair/NEDs/Executives Time Out that was held
on 01 December 2020.

20-21/188

Key Strategic Issues
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Reference

Minute

Action

There were no additional strategic issues to report.

20/21 189

Minutes

The minutes of the meeting held on 4 November 2020 were approved as an
accurate record.

20/21 190

Board Action Log
The Board reviewed the actions log noting that items had either been
actioned or were on the agenda.

20/21 191

Chief Executive’s Report

The Chief Executive talked the Board through her report and highlighted that
despite the second wave of COVID-19, there had been significant
improvement in the delivery of the planned care objectives.

The Chief Executive highlighted that the asymptomatic staff testing pilot had
shown a COVID-19 positivity rate of 1.4% which was the lowest rate amongst
the pilot group. Updates would be provided on the due to commence, routine
asymptomatic swabbing (lateral flow) of staff in line with the national
directive. The government had recently approved the Pfizer vaccines which
meant that COVID-19 vaccination programme through the Hospital Hub
based at Clatterbridge would start imminently. A local recruitment campaign
had been undertaken to recruit additional vaccinators and administrators to
run the programme.

It was noted that the Trust Strategy 2021/26 had been discussed at the Time
Out for Chair/NEDs/Executives the previous day. Clinical and operational
teams would be requested to present their operational and clinical service
plans to the Board in the new year.

The Chief Executive advised that an external review of statutory estates
compliance had been commissioned to help identify any gaps in the current
processes as well as areas for further development.

Sue Lorimer queried why another estate review was needed since the six
facet survey had been undertaken recently. The Chief Finance Officer
described that the six facet survey was a review of the structure,
maintenance and general condition of the Trust buildings. The newly
commissioned review was specifically around compliance with mandatory
standards, such as having the right policies and procedures, fire safety,
alarm testing, lighting and other H&S checks. The review would establish if
there was appropriate management structure to provide the right level of
assurance that the Trust was compliant with its regulatory responsibilities.

RESOLVED:
That the Board RECEIVED and NOTED the report.

MS

20/21 192

Quality and Performance Dashboard and Exception Reports

The Executive Directors briefed the Board on the content of the Quality &
Performance Dashboard for their respective areas.

The Chief Operating Officer (COO) highlighted the drop in A&E performance
in the month of October. The second wave of COVID-19 had begun in

October and contrary to the first wave, there had been no corresponding drop
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Reference

Minute

Action

in non-COVID-19 demand.

On the elective side, there had been some level of recovery but not yet
where it needed to be. 18 week RTT had also begun to pick up. The COO
drew attention to the modest achievement on the 52 weeks RTT during the
month of October. Diagnostic waiters had achieved 90.5% and the number
would have been higher but for the shortfall in endoscopy. Cancer was on
track to achieving the performance target.

John Sullivan asked if there was a set target of what elective was expected to
achieve across the winter. The Chief Operating Officer replied that a paper
presented around September 20 on Phase 3 reset and recovery plans had
set out what was expected for Q3 and Q4. That had been set across the
backdrop of not having a second wave of COVID-19. It was agreed that a
phase 4 submission would be presented to the board when and if that
requirement came from NHSE.

Following further questioning by the Chairman, the COO advised that a target
of 87% had been set for the elective day cases and 100% for outpatients for
Q4, which had already been achieved in November. In terms of the revised
expectations, it was anticipated that there would be a push to improve the
figures further. The COO added that performance levels varied from service
to service as some specialties were in excess of 100% but endoscopy had
been the biggest challenge at 85%.

The Medical Director briefed the Board about on-going trials including
COVID-19 and non-COVID-19 related trials. Safe Pathway had been
discussed at the Away Day and work had commenced in conjunction with the
Patients Flow Steering Group on how to improve on the discharges.

The Director of Workforce advised that appraisals had remained behind
trajectory due to the negative impact of COVID-19. Long-term sickness had
gone down for the first time since COVID-19 and the current figure of
sickness was less than those of the previous year before COVID-19. There
had been a lot of staff engagement work by the HR partners and the
communications team which had proved to be effective.

The Chief Nurse highlighted that there had been a planned trajectory of 6
infections per month for Gram negative bacteraemia. In October, 7 cases had
been reported. She added that there had been no mixed accommodation
breaches for October. Safeguarding training had seen some improvements
but was yet to reach the required level.

RESOLVED:

The Board of Directors received and noted the Quality and Performance
Dashboard, together with associated Exception Reports, for the period
to 30 October 2020.

20/21 193

Month 7 Finance Report 2020/21

The Chief Finance Officer (CFO) presented the month 7 financial report and
highlighted that the overall performance position was a surplus of £0.8m,
representing a favourable variance of £0.4m from the plan submitted to NHSI
for the second half of the year.

The CFO advised that month 7 was the first month of the new financial

regime. The Trust no longer received “additional top-up” funding to ensure
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Reference

Minute

Action

break-even. Instead, there had been a system funds for top up, COVID-19
and growth from Cheshire and Merseyside Health & Care Partnership which
were on a fair share basis calculated using each Trust’s turnover.

There had been a slight underperformance in the elective programme as well
as COVID-19 costs not reaching the level that had been budgeted for. It was
forecasted however that within the remaining months of the financial year, a
balanced financial position would be delivered.

The CFO also talked the meeting through the Capital budget and the list of
projects that were on course to be completed during the financial year.

Sue Lorimer referred to external consultancy services and queried if they had
been provided for in the budget. The CFO replied that the cost of estates
review of about £24K had been included in the budget. Explanations were
given on other consultancy services that had been reported to the Capital
Committee which would be partly funded by the local partners.

Mrs Lorimer sought further assurance that none of the consultancy fees
would take the budget over the original forecasts to which the CFO replied in
the affirmative.

John Sullivan sought assurance that the procurement process for the capital
projects would be in line with the agreed protocol. The CFO assured the
Board that the procurement team would follow guidelines in the Trust's
Standing Financial Instructions (SFIs).

RESOLVED:
That the Board NOTED the report.

20/21 194

CQC Compliance and Action Plan Quarterly Update

The Chief Nurse presented the report and highlighted that it had been
reviewed by the Quality Committee. She added that some of the overdue
actions have now been closed. Risks remained on patient flow actions and
the inter professional standards. The Chief Nurse expressed that steady
progress had been made given the negative impact of the COVID-19
pandemic.

The Chief Nurse advised that Jacqui Robinson had left the Trust and an
interim Deputy Director of Patient Safety & Governance had been engaged
who had started to review the CQC Action Plans. She added that highlight
report would continue to be presented to the PSQB on monthly basis.

John Sullivan wanted to know the efforts that had been made to fill the
Governance Director positon on a permanent basis. The Chief Nurse replied
that the recruitment process had been completed following which an
experienced candidate had been offered the position, and will start in post in
March 2021.

RESOLVED:
That the Board NOTED the report.

20/21 195

Winter Plan

The COO presented the Winter Plan which would serve as a single source of
reference for the winter and surge plans for 2020/21.
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Reference

Minute

Action

Detailed discussion was held on what appeared to be a disproportionate
effect on the entire service of COVID-19 patients which accounted for about
20%. Improvement to ward configurations was considered as one of the
solutions to maximise bed space for COVID-19 or other respiratory diseases
in the future. The Medical Director advised that it had been recognised that
the estate needed further work to comply with some specialist guidelines.
There had been situations where beds had been available but could not be
used because they were in the wrong clinical stream.

The CFO talked the meeting through the financial provisions in support of the
Winter Plan. She advised that a funding of £12m was available for COVID-
19 related programmes this year and that had formed part of the Winter Plan.
She advised that it could sometimes be difficult to differentiate between
spending for COVID-19 and those specifically for the Winter. Mechanisms
would need to be developed to monitor the investments with the most
positive impact in the future.

RESOLVED:
That the Board NOTED the report.

20/21 196

Annual Quality Account

The Chief Nurse presented the Annual Quality Account and pointed out that
comments received from HealthWatch and Wirral CCG had been added to
the final version.

It was noted that the Quality Account had been reviewed by the Quality
Committee which had recommended it to the Board for approval.

RESOLVED: To APPROVE the Annual Quality Account.

20/21 197

Safe Staffing Report

The Chief Nurse presented the safe staffing report and highlighted that a
dashboard format had been added.

John Sullivan queried if there was assurance that professional judgement
was being applied consistently. The Chief Nurse replied that professional
judgement had been quality assured by the Deputy Chief Nurse on a weekly
basis. She gave further explanations on how incident data had been
reviewed to ensure that professional judgements were consistently applied.

The Chairman expressed that it was encouraging to see the slight
improvement in staffing level but noted that safe staffing remained one of the
biggest risks on the Risk Register.

Steve lgoe advised that there had been some improvements in the number of
student nurses enrolling in the universities. He also noted that payment of
bursaries by the government had a direct impact on the number of those
enrolling for the course.

John Sullivan suggested that efforts be made to reach out to the local
communities to promote volunteering opportunities.

John Sullivan wanted to know if there were explanations as to why the rate of
sickness by the Care Support Workers had been significantly higher
compared to the Registered Nurses. The Chief Nurse replied that it was

difficult to attribute this to one particular factor and would be happy to explore

HR
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Reference

Minute

Action

all possible reasons and report back to the Workforce Committee as part of
managing sickness.

RESOLVED:
That the Board NOTED the report.

20/21 198

6 Monthly Acuity and Dependency Nurse Staffing Report

The Chief Nurse presented the report which provided oversight on how the
Trust had met effective governance requirements and provide assurance to
the Board that workforce decisions promote patient safety and complied with
the Care Quality Commission (CQC) fundamental standards.

The Chief Nurse recommended to the Board that no changes should
currently be made to nursing establishments as the reliability of the data
could not be assured, due to the changing nature of the wards during July
when the study was undertaken. The next data set will be collected in Spring
2021.

RESOLVED:
That the Board NOTED the report.

20/21 199

Infection Prevention and Control — COVID 19 Update

The Chief Nurse presented the report including details of actions taken to
minimise the risk of transmission of COVID-19, the learning that had taken
place and other data relevant to managing the pandemic.

Since writing the report, new guidelines had been received which required
that swabbing should now be done on Days 0, 3 and 6. There were ongoing
education and assessments to ensure that staff were compliant with all the
guidelines. Visiting restrictions had continued with additional security on
visitor and patient entrance. Progress reports would be coming to the next
Board on the ten actions highlighted in the report.

John Coakley commented on the risks associated with non-compliance with
hand hygiene and requested to know the steps being taken to reduce
incidences of hospital acquired infections. The Chief Nurse gave
explanations on how hand hygiene was being enforced including provision of
gel and sanitisers at key locations. The Medical Director explained that ward
configuration was reviewed regularly by CAG to ensure that infected patients
were properly separated but there had been instances of ‘green patients’ who
were later discovered to have the virus few days later because they had been
asymptomatic.

RESOLVED
That the Board NOTED the report.

20/21 200

Sickness Absence Report

The Board received the sickness absence report which provided details of
the current work and initiatives in place to improve performance by
addressing Short Term Sickness absence. The report also featured broader
interventions that were intended to improve Short Term Sickness.

RESOLVED:
That the Board NOTED the report.
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Reference Minute Action

20/21 203 | Chair’s Report — Audit Committee
The Committee Chair highlighted the key issues discussed at the Committee
held on 24 November including the need to strengthen the control
environment and for the responsibility to flow through the Board down to the
Committees and the Executives. That would be a focus of the Committee
going forward.

The Committee had also discussed the challenging market for the audit
profession and how that could impact on the external audit tender process for
which bids were due to close on Friday 4 December 20.

RESOLVED:

That the Board NOTED the report.

20/21 204 | Chair’s Report — Quality Committee
The Committee Chair highlighted some of the key issues discussed at the
Committee held on 25 November including a review of the CQC action plan,
updates from Learning from Deaths and the Annual Quality Account which
had been recommended to the Trust Board for approval.

The Committee had noted that three serious incidents had been declared for
the previous month and that assurance had been given about the Duty of
Candour.

RESOLVED:

That the Board NOTED the report.

20/21 205 Chair’s Report — Fin. Business Performance and Assurance (FBPAC)
The Committee Chair highlighted some of the issues that had been
discussed at the Committee held on 25 November including a review of
month 7 finance report which had shown an overall position of £0.8m surplus;
a review of the financial planning approach for 2021/22 and the plan for CIP;
and a presentation on the outline business case for the Urgent Emergency
Care (UEC) Centre Options.

RESOLVED
That the Board NOTED the report.

20/21 206 | Chair’s Report — Charitable Funds
The Committee Chair presented the report of the Committee held on 10
November and acknowledged the tremendous support that had been
received from the staff members as well as corporate sponsors.
The Committee had received the report of the head of fundraising and
reviewed the month 6 financial position. The Committee had also reviewed
some charity policies. The Annual Report and Accounts as well as the
Charitable Funds Plan had been reviewed and recommended for approval at
the Trustees meeting in January 2021.
RESOLVED
That the Board NOTED the report.

20/21 207 | Chair’s Report — Workforce Assurance Committee

The Committee Chair highlighted some of the key issues discussed at the
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Reference Minute Action
meeting including a very inspiring staff story from Ward 25 Manager; detailed
performance report which provided additional workforce assurance; sickness
absence report which had shown improvements in the COVID-19 and non-
COVID-19 absence rates.

Amongst other issues discussed were updates on the staff flu jab, COVID-19
vaccine; asymptomatic staff testing; and nursing workforce recruitment.
RESOLVED

That the Board NOTED the report.

20-21/208 Report of the Trust Management Board (TMB)

The Board received the report which contained some of the business
conducted during the TMB held on 26 November 2020.

The Chief Executive advised that in order to strengthen the operations
monitoring and management of the organisation, a new Operations and
Performance Committee had been established to ensure there was full
oversight of operations across the whole organisation.

The Chief Executive also advised that work had progressed on the Planned
Care Control Centre (PCCC) which would provide full feasibility of the
capacity for elective care across the organisation starting with consulting job
plans through to theatre sessions, outpatients, etc. Nicola Cundle-Carr’s
team would be asked to make a presentation to the Board in the new year.
The Chair commented on the significance of the PCCC and requested that | NCC
the presentation by the team should be made to the January 21 Board if
possible.

RESOLVED

That the Board NOTED the report.

20-21 209 Communications and Engagement Monthly Report
The Board received the report of activity in the areas of staff engagement
and communications, the NHS Staff Survey, media and social media,
charitable fundraising and stakeholder relations.

The Director of Communications and Engagement gave explanations on the
media campaign ahead of the COVID-19 vaccinations which was due to
commence soon.

RESOLVED:

That the Board NOTED the report.

20/21 210 | Calendar of Meetings 2021/22
The Board received the proposal for calendar of meetings for the Board and
its Committees for the 2021/22 year.

RESOLVED
That the Board APPROVED the meetings schedule.

20/21 211 Any other business

a. It was noted that a member of staff had been present to observe the
meeting to gain experience of Board meetings as part of a training
9
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Reference

Minute

Action

programme. The Chairman suggested that a rolling programme should
be devised to expose some other colleagues to what the Board does in
the future.

b. Jonathan Lund, Associate Medical Director, who had regularly attended
the meetings, said he had found the experience to be helpful and
suggested that Divisions should be encouraged to send representatives
to observe the Board from time to time.

20/21 212

Date of Next Meeting
Wednesday 27 January 2021, via MS Teams

20/21 213

Exclusion of the Press and Public

RESOLVED:

That under the provision of Section 1, Subsection 2 of the Public Bodies
(Admissions to Meetings) Act 1960, the public and press be excluded from
the remainder of the meeting on the grounds that publicity would be
prejudicial to the public interest by reason of the confidential nature of the
business to be transacted.
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NHS

Wirral University
Teaching Hospital

NHS Foundation Trust
Board of Directors Action Log
Updated — 2 December 2020
Completed Actions moved to a Completed Action Log

No. Minute Action By Progress BoD Review Note
Ref Whom

Date of Meeting 02.12.20

1 BM20- | Clinical and operational teams to present MS
21/191 | their plans to the Board in the new year

3 BM20- | Presentation to the January 21 Board on NCC

21/199 | progress with the Planned Care Control Centre
Date of Meeting 04.11.20
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3 BM20- Update the Board on progress regarding work JG/MS April 2021 Not Due
21.174 on the new strategy on Culture and Leadership
4 BM20- Seek clarification on the status of the JH Not Due
21.175 additional license condition that was imposed
by NHSI in 2018.
Date of Meeting 04.03.20
1 BM 19- Discussion at future Board meeting regarding Cw July 2020 April '20 — agreed to defer
20/237 internal productivity to support financial until Q2 following
sustainability stabilisation of COVID
activities.

gether

Ei Y wuth.nhs.uk

Page 12 of 148

&)
&}
O
(Q\
1
(@)
o
-l
2]
c
9
)
(&)
<
©
|-
®©
o
m
(00)
—
>
i
AN
o
AN




NHS

Wirral University
Teaching Hospital

NHS Foundation Trust

Board of Directors

Agenda Iltem 20-21/221
Title of Report Chief Executive’s Report
Date of Meeting 27 January 2021

Author

Janelle Holmes, Chief Executive

Accountable
Executive

Janelle Holmes, Chief Executive

BAF References

e Strategic
Objective

e Key Measure

e Principal Risk

All

Level of Assurance

e Positive
e Gap(s)

Positive

Purpose of the Paper

e Discussion
e Approval
e To Note

For Noting

Data Quality Rating

N/A

FOI status

Document may be disclosed in full

Equality Impact
Assessment
Undertaken

e Yes
e No

No
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This report provides an overview of work undertaken and any important announcements in
January 2021.

1. Covid-19 Update

The number of people testing positive for COVID-19 on the Wirral is currently extremely
high. There is widespread community transmission with new positive COVID-19 cases
being seen each day across Wirral and in all age groups.

This has translated into increased hospital admissions throughout January with over 35%
of General & Acute beds currently occupied by patients with COVID-19.

We have enacted our surge & business continuity plans and released capacity to cope
with the influx of COVID-19 cases, which includes conversion of theatre recovery into a
COVID-19 level 3 Critical Care facility.

We continue to work with our health & social care partners across Wirral & into the
Cheshire & Mersey region. Emergency Preparedness, Resilience and Response (EPRR)
Level 4 national command systems & structures remain in place to deal with the
pandemic.

2. LAMP Testing

The programme of WUTH employee Covid-19 asymptomatic self-testing continues and is
set to switch from using Lateral Flow Device (LFD) tests to LAMP from March, 2021.
LAMP offers benefits in ease of application, the accuracy of test results and in
arrangements for capturing / reporting / utilising test result information.

3. Reset and Recovery

Planned care activities have been restarted in line with phase 3 national plans, and are
being delivered with the optimum focus of COVID safety measures.

The Phase 3 national expectation was that plans should deliver the following %’s of
activity in comparison with the same period last year:

Outpatient Activity — 100% from September
Daycase Activity — 80% in September, 90% from October to February
Elective Activity — 80% in September, 90% from October to February

Activity Trajectory Actual Variance
Outpatients 90% 103% +3%
Daycase 85% 90% +5%
Inpatients 85% 98% +13%

We have had to suspend all non-urgent elective activities as we did in the first wave of the
pandemic. We continue to treat cancer patients and those patients that require urgent
procedures within 4 weeks, as well as other essential services such as ophthalmology.
We are also using the independent sector in line with national guidance to treat as many
people as possible, as well as being supported by colleagues in Wirral Community Trust.

Vaccination Programme

The Covid-19 vaccination programme — the biggest in NHS history — is off to a strong start
nationally, at the time of writing this report five million doses have been given, and 4.6

million people have now had their first dose, with teams across the country now delivering
around 140 doses every minute.

gether
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At WUTH, our main vaccination site is based at Clatterbridge with a satellite hub at
Arrowe Park. Clatterbridge was among the first 50 hospital hubs nationally to begin
vaccinating and at all times WUTH has rigorously applied the _Joint Committee on
Vaccinations and Immunisations Guidance on priority order for the vaccine, including
rebooking second appointments for patients in the over 80s age group and a small
number of staff, when the follow up interval was revised to 12 weeks, in order to enable
more people to have their first dose of the vaccine.

I am very proud of the way staff have responded to the challenges of setting up and
staffing the hubs, whilst also dealing with significant patient numbers with COVID-19 in the
hospital and Critical Care.

5. Trust Strategy 2021/26

Following the launch of the 2021-26 Trust Strategy officially commenced in January 2021,
with the document published on the Trust website and circulated to internal and external
stakeholders.

The Trust is finalising the specialty level Clinical Service Strategies, with 29 of the 31
specialty strategies drafted. These are in the process of being reviewed and approved by
Divisional Leadership Teams and Trust Management Board. In addition, the Strategy
Team are producing a Clinical Service Strategy summary, bringing together the key
objectives across the 31 clinical service strategies drawing the alignment to the 21-26
Trust Strategy.

The Divisions have also commenced the development of key strategic priorities for the
21/22 financial year, aligning to the Trust Strategy and support the development of
Divisional level operational plans for 21/22.

In addition, the Trust has tendered for support in the review and production of an outline
business case (OBC) for the integration of pathology services with the Countess of
Chester Hospital NHS Foundation Trust. This follows the national review of pathology
services in 2018 and development of the Cheshire and Merseyside HCP business case
for the consolidation of pathology services. This project is being supported by Cheshire
and Merseyside HCP.

It is anticipated that the selected bidder will commence at the Trust in March 2021 and
produce an OBC and integration plan for Board approval by July 2021.

6. Capital and Campus Master Planning

The Trust has made significant progress with the delivery of capital projects, across
December 2020 and January 2021, including the opening of the upgraded Emergency
Department majors area, with new eight side rooms, and installation of major ventilation
system installations in the ground floor of Arrowe Park Hospital.
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In February 2021, the Trust will commence a humber of capital projects including the
upgrade of critical care services at Arrowe Park Hospital, the refurbishment of operating
theatres at Clatterbridge General Hospital and the refurbishment of the Renal Unit on the
Arrowe Park Hospital campus.

The Trust is finalising the procurement process for an external architectural consultancy to
support the Trust in developing a capital master plan for the Clatterbridge General
Hospital campus. This process will examine current building use and develop options for
the future delivery of health and care services on the campus, with the aim of
redeveloping the campus over the coming years, in conjunction with partners. It is
expected that the architectural consultancy will commence in February 2021 and complete
the master planning by August 2021.

o, ¢ a Ei YW wuth.nhs.uk
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7. WUTH among top Trusts for hip fracture care

The Trust has been recognised among the top nine performing organisations for hip
fracture care. The National Hip Fracture Database (NHFD) for 2019, which is the most
recent report. The report covers 174 organisations in England, Wales and Northern
Ireland. We were listed in the top nine. The NHFD uses six key indicators to judge
overall performance and determine which hospitals are providing care well.

8. Serious Incidents

In November 2020 two serious incidents were declared; one related to a medicine
management incident where the patient suffered an anaphylactic reaction to prescribed
medication and one related to difficulties siting a tracheostomy tube replacement during
procedure.

Both incidents are being investigated under the Serious Incident Framework to identify
opportunities for learning and actions to drive improvement and reduce future risk.

In both cases Duty of Candour has been undertaken.

9. RIDDOR Update

There were 2 RIDDOR reports to the HSE in November; both related to the manual
handling of objects.

10. Positive Feedback

It's always important, and helps to boost staff morale, when we receive compliments and
positive feedback from our patients and their families, particularly at this time when the
NHS and our hospital are under such pressure. | wanted to share a couple of the
compliments staff and the Trust have received recently:

Received from a patient via NHS England website: “Absolute favourite — over 25 years of
so, | have been taken in to 4 different hospitals in the UK and yesterday’s 2" experience
at Clatterbridge confirmed my opinion of this unit being the best — in every respect.....”

“My wife and | have just returned from having our COVID-19 vaccinations at Clatterbridge
Hospital. What a superbly organised event....”

Janelle Holmes
Chief Executive
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1. Executive Summary

This report provides a summary of the Trust's performance against agreed key quality
and performance indicators. The Board of Directors is asked to note performance to the
end of December 2020.

2. Background

The Quality Performance Dashboard is designed to provide accessible oversight of the
Trust’s performance against key indicators, grouped under the CQC five key question
headings.

The Quality Performance Dashboard is work-in-progress and will develop further
iterations over time. This will include development of targets and thresholds where these
are not currently established and the sourcing of data where new indicators are under
development.

3. Key Issues

Of the 46 indicators that are reported for December (excluding Use of Resources):

- 21 are currently off-target or failing to meet performance thresholds
- 25 of the indicators are on-target

Please note during the current Covid-19 pandemic a number of metrics have been
suspended from national reporting, and departments within the Trust have been focused
on operational priorities over some internal reporting. Where the information is still
available and reported within the Trust it has been included.

The metrics included are under continual review with the Directors to consider the

appropriateness and value of inclusion, and also the performance thresholds being
applied. Amendments to previous metrics and/or thresholds are detailed below the
dashboard.

4. Next Steps
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WUTH remains committed to attaining standards through 2020-21.

5. Conclusion

Actions to improve are noted in the exception reports on the qualifying metrics to
provide monitoring and assurance on progress (exception reports have been suspended
for the current phase of the Covid-19 pandemic).

6. Recommendation

The Board of Directors is asked to note the Trust’s performance against the indicators to
the end of December 2020.
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Appendix 1

Wirral University Teaching Hospital NHS Foundation Trust

Quality Performance Dashboard

Indicator Objective Director Threshold Set by Dec-19
Falls resulting in moderate/severe harm per 1000 .
" =<0.
occupied bed days reportedion Ulysses Safe, high quality care CN 0.24 per 1000 Bed Days WUTH 0
Eligible pa!lgn!s having YTE risk assessment within 12 Safe, high quality care MD 295% WUTH 95.3%
hours of decision to admit
Percentage of adult patients admitted who were
assessed for risk of VTE on admission to hospital (all Safe, high quality care MD 295% SOF 97.3%
patients)
Harm Free Care Score " "
2959 95.1%
(Safety Thermometer) Safe, high quality care CN 95% National
N . . " <48 per annum
Serious Incidents declared Safe, high quality care DQ&G (max 4 per month) WUTH
Never Events Safe, high quality care DQ&G 0 SOF 0
CAS Alerts not completed by deadline Safe, high quality care CN 0 SOF 0
<88 WUTH maximum from
Clostridium difficile (healthcare associated) Safe, high quality care CN 2019’20 re_tamed, with a SOF
varying trajectory of a max 6
to 8 cases per month
Maximum 77 for financial
. . . . year 2020-21, with a varying
o Gram negative bacteraemia Safe, high quality care CN irajectory of a max 6 or 7 WUTH
‘G cases per month
0 MRSA bacteraemia - hospital acquired Safe, high quality care CN 0 National
Hand Hygiene Compliance Safe, high quality care CN 295% WUTH 99.0%
:Liiseure Ulcers - Hospital Acquired Category 3 and Safe, high quality care oN 0 WUTH 0
Medicines _Storage Trust wide audu_s - % of standards Safe, high quality care oN 290% WUTH 99%
fully compliant for all areas Trust-wide
Protecting Vulnerable People Training - % compliant Safe, high quality care oN 290% WUTH S
(Level 1)
Protecting Vulnerable People Training - % compliant Safe, high quality care oN 290% WUTH an o
(Level 2)
Protecting Vulnerable People Training - % compliant Safe, high quality care oN 290% WUTH 89
(Level 3)
Attendance % (12-month rolling average) Safe, high quality care DHR 295% SOF 94.10
Attendance % (in-month rate) Safe, high quality care DHR 295% SOF 93.8
. . Annual £10% (equates to "
Staff turnover % (in-month rate) Safe, high quality care DHR monthly <0.83%) WUTH 0
Staff turnover (rolling 12 month rate) Safe, high quality care DHR <10% WUTH
Care hours per patient day (CHPPD) Safe, high quality care CN Between 6 and 10 WUTH

Jan-20
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Feb-20

Mar-20
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Apr-20

National
reporting
ceased

National
reporting

May-20

National
reporting
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National
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National
reporting
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National
reporting

Jul-20

National
reporting
ceased

National
reporting

Aug-20

National
reporting
ceased
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National
reporting
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Oct-20

National
reporting
ceased

Nov-20

National
reporting
ceased

Dec-20

National
reporting ceased

December 2020

Upated 23-12-20

2020/21
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Appendix 1
Wirral University Teaching Hospital NHS Foundation Trust

Quality Performance Dashboard

Indicator Objective Director Threshold Set by Dec-19 Jan-20 Feb-20 Mar-20 Apr-20 May-20
Nutrition and Hydration - MUST completed at 7 days Safe, high quality care CN 295% WUTH 97.5% 98 99.1% 98.7% 93.6! 96.5%
Nutrition and Hydration - MUST completed within 24 . . 290% to June 2020, 295% 060 040 95% 93% 98%
hours of admission Safe, high quality care CN from July 2020 WUTH
f:g:R EURNEIL O EREHETEEs (g plEse e Safe, high quality care | MD / COO >33% National 9.3% 8.8 9.39 9.8% 0.79 9.6
SAFER BUNDLE: Average number of stranded patients . . < v / e o o
at 10am (in hospital for 7 or more days) - actual Safe, high quality care [ MD/COO <156 (WUTH Total) WUTH 8 8 0

2

= Long length of stay - number of patients in hospital for . . Maintain at a maximum 52

= 98 8 4

g 21 or more days Safe, high quality care [ MD /COO (revised Sept 2020) WUTH 0 00 8 08

fres

- = -

w Length of stay - elective (actual in month - Patient Flow Safe, high quality care coo <5.3 days average WUTH 8.5 4.5 5.9 4.9 6
wards only) **
Length of stay - non elective (actual in month - Patient | o ¢ iy qualiy care | OO <7.3 days average WUTH 7.9 7.8 7.8 9.9 6.9 4
Flow wards only) **
Emergency readmissions within 28 days ** Safe, high quality care coo <1,110 per month WUTH 1080 1115 1006 8 66 870

" : ) Maximum 3.5% of beds - . . . . .

Delayed Transfers of Care Safe, high quality care coo occupied by DTOCs WUTH 8% b b b b o
% Theatre in session utilisation Safe, high quality care coo 285% WUTH b 8.3% 83.0% 82.0% 4 69.7%
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Jun-20

Aug-20

National
reporting
suspended

Sep-20 Oct-20
09 0
014 00
National National
reporting reporting
suspended | _suspended
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National National
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suspended suspended

December 2020

Upated 23-12-20
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Appendix 1 Quality Performance Dashboard December 2020

Wirral University Teaching Hospital NHS Foundation Trust
Upated 23-12-20

Indicator Objective Director Threshold Set by Dec-19 Jan-20 Feb-20 Mar-20 Apr-20 May-20 Jun-20 Jul-20 Aug-20 Sep-20 Oct-20 Nov-20 Dec-20 2020/21 Trend
Same sex accommodation breaches Outstandnjg Patient CN 0 SOF 0 0 4 Z 0 0 0 6
Experience .
Outstanding Patient National National National National National National National National National National
FFT Recommend Rate: ED Experlegnce CN 295% SOF 8 8 reporting reporting reporting reporting reporting reporting reporting reporting reporting reporting to
Outstanding Patient National National National National National National National National National National
FFT Overall Response Rate: ED Experlegnce CN 212% WUTH 0 b reporting reporting reporting reporting reporting reporting reporting reporting reporting reporting to
Outstanding Patient National National National National National National National National National National
FFT Recommend Rate: Inpatients Experience CN 295% SOF 97% 97% 97% reporting reporting reporting reporting reporting reporting reporting reporting reporting reporting to
[=2)
c
5 Outstanding Patient National National National National National National National National National National
O FFT Overall response rate: Inpatients Experience CN 225% WUTH % % % reporting reporting reporting reporting reporting reporting reporting reporting reporting reporting to
Outstanding Patient National National National National National National National National National National
FFT Recommend Rate: Outpatients. Experiegnce CN 295% SOF 94.59 94.19 95.0% reporting reporting reporting reporting reporting reporting reporting reporting reporting reporting to
Outstanding Patient National National National National National National National National National National
FFT Recommend Rate: Maternity Experignce CN 295% SOF 99% 97% 98% reporting reporting reporting reporting reporting reporting reporting reporting reporting reporting to
Outstanding Patient National National National National National National National National National National
FFT Overall response rate: Maternity (point 2) Experignce CN 225% WUTH % 9 0% reporting reporting reporting reporting reporting reporting reporting reporting reporting reporting to
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Appendix 1

Wirral University Teaching Hospital NHS Foundation Trust

Quality Performance Dashboard

Experience

Page 22 of 148

Indicator Objective Director Threshold Set by Dec-19 Jan-20 Feb-20

4-hour Accident and Emergency Target (including o

Arrowe Park All Day Health Centre) Safe, high quality care coo NHSI Trajectory for 2020-21 SOF 0 6

Pall.eltlts wamng.langer than 12 hours in ED from a Outstanding Patient oo 0 National 9 40

decision to admit. Experience

Ambulance Handovers: > 30 minute delays ** Safe, high quality care coo <5% WUTH

. NHSI Trajectory: minimum
D WEES REETE @ ez (ISl prlizays < Safe, high quality care [ele]e} 80% for WUTH through SOF 8.10 8.26
18 Weeks
2020-21
NHSI Trajectory: maximum
Referral to Treatment - total open pathway waiting list Safe, high quality care [ele]e} 22,750 for WUTH by March | National 988 0
2021
) . . . NHSI Trajectory: zero .

Referral to Treatment - cases exceeding 52 weeks Safe, high quality care coo through 202021 National 0 0 0

Diagnostic Waiters, 6 weeks and over -DM01 Safe, high quality care coo 299% SOF 99.1% 99.5%
[ U UHES - UEEs (RS (el Safe, high quality care coo 293% National 94.4% 90.5% 92.7%
> provisional)
[ I WS - AU (el Safe, high quality care coo 293% National 94.4% - -
= quarterly position)
g_ Cancer Waiting Times - % receiving first definitive
[%] treatment within 1 month of diagnosis (monthly Safe, high quality care coo 296% National 97.1% 97.2% 96.9%
& provisional)

Cancer Waiting Times - % receiving first definitive

treatment within 1 month of diagnosis (final quarterly Safe, high quality care Ccoo 296% National 96.9% - -

position)

Cancer Waiting Times - 62 days to treatment (monthly Safe, high quality care coo >85% SOF 85.9% 85.9% 85.9%

provisional)

Cancer Walthg Times - 62 days to treatment (final Safe, high quality care coo >85% SOF 86.1% _ _

quarterly position)

Patient Experlen.ce: Number of concerns received in Outstandlr’g Patient cN <173 per month WUTH 48 86 60

month - Level 1 (informal) ** Experience

Patient Experience: Number of complaints received in Outstanding Patient

<3. 9

month per 1000 staff - Levels 2 to 4 (formal) ** Experience CN 31 WUTH 0 0

Complaint acknowledged within 3 working days Outstandlqg Patient CN 290% National 00% 00%

Number of re-opened complaints Outstanding Patient CN <5 pcm WUTH 0 0

Mar-20

Apr-20 May-20 Jun-20 Jul-20 Aug-20
85.5% 93.7% 90.4% 85.0
) 0 0 0 0
b 0 4 41.6 0
84 88 8 0 4,48
00 4 616
70.6% 97.2% 98.3% 95.5% 89.3%
- - 90.29 - -
100.0% 98.3% 97.1% 90.7% 94.8%
87.4% 86.2% 82.1% 80.7% 78.6%
0 0 80 0 40
86 88% 00% 00% 00%

Sep-20

December 2020

Upated 23-12-20

Oct-20 Nov-20 Dec-20 2020/21 Trend
6 6 89 89 /7 S
0 0 0 0
0 66 66
90 9 94.99 49
94.9% 90.5% 97.2% 91.8%
98.0% 97.4% 96.9% 96.2%
82.9% 85.3% 82.7% 83.2%
8 6 0
80 0 6
7
94% 00% 96.4% /
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Appendix 1

Wirral University Teaching Hospital NHS Foundation Trust

Quality Performance Dashboard

December 2020

Upated 23-12-20

() Updated Metrics

(**) Updated Thresholds

Metric Change

Threshold Change

Indicator Objective Director Threshold Set by Dec-19 Jan-20 Feb-20 Mar-20 Apr-20 May-20 Jun-20 Jul-20 Aug-20 Sep-20 Oct-20 Nov-20 Dec-20 2020/21 Trend
Eggl:f C?“""“’ compliance (for all moderate and Ou!séir;(;l:g"z:uem DQ&G 100% National [Under review|Under review | Under review | Under review| Under review [ Under review | Under review [ Under review | Under review | Under review [ Under review|Under review | Under review
o
() 700 for FY 20/21 (ave min
=I Number of patients recruited to NIHR studies Ouma"d".'g Patient MD 59 per month until year}total National 4 49 6 8 8 6 8 66 6
@] Experience achieved) - target retained
; from 19/20)
% Appraisal compliance Safe, high quality care DHR 288% WUTH 80.9 81.9 84.99 83.0 82.9 8 0 99 8 84.3% 0 4.1% 6.29 6.29
Indicator Objective Director Threshold Set by Dec-19 Jan-20 Feb-20 Mar-20 Apr-20 May-20 Jun-20 Jul-20 Aug-20 Sep-20 Oct-20 Nov-20 Dec-20 2020/21 Trend
I&E Performance (monthly actual) Effective use of Resources CFO On Plan WUTH 9 0.668 929 0.00 0.00 0.00 0.00 0.00 0.00 0.78 0.74 0 0 I }
n - =
[} Effective use of Resources - o 4 . o , [
o 1&E Performance Variance (monthly variance) CFO On Plan WUTH 8 818 0.58 0.00 0.00 0.00 0.00 0.00 0.00 0 0 0 ) ./
=
5 Effective use of Resources
o NHSI Risk Rating CFO On Plan NHSI 3 4 4
(%] -
Eff f R
& CIP Performance ective use of Resources|  crg On Plan WUTH 4% 8.1% 8.1% % 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0%
Y— Effective use of Resources 89 99 9 9 9 9 9 9 9 9
O  |NHSI Agency Performance (monthly % variance) CFO ©On Plan NHSI 8.4 4.3% % 9.8% b 4% 0% 4.5% J b 0.5% 0.2% 6%
[} Effective use of Resources i
g Cash - liquidity days CFO NHSI metric WUTH 4 8.0 0.4 98.4 98 98.0 9 6 0 z ; )
Effective use of Resources 8 8 9 9 9 8 9
Capital Programme (cumulative) CFO On Plan WUTH 4.4% 8 0 4.8% 01.0% 00.4% 6 b 0% 4.6% 4 b 41.8% 46.2% 66.3% 66.3%
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Workforce Dashboard — December 2020

Wirral University
Teaching Hospital

NHS Foundation Trust

Indicator

Target Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar Trend
Total Staff WTE 20/21 5279.45 5346.52 5379.59 5321.75 5307.45 5263.97 5271.40 5234.68 5284.58 T
19/20 5152.61 5162.54 5145.80 5141.02 5163.25 5164.40 5198.32 5208.23 5196.40 5194.07 5209.94 5211.29
20/21
i - o
Sickness rate - in month 5.00% 19/20
20/21
i - i o
Sickness rate - rolling 12 months 5.00% 19/20
Sickness - over 28 days 20/21 250 269 251 223 235 204 217 219
W 19/20 185 181 202 246 226 211 214 204 223 162 156 167
Sickness rate - MSK 20/21 3.77% 5.15% 3.20% 5.79% 5.94% 6.18% 7.08% 7.52% 7.37%
19/20 11.42% 10.91% 10.87% 10.57% 10.86% 11.17% 9.75% 8.80% 8.28% 9.77% 8.97% 6.62%
Sickness rate - Anxiety/mental health 20/21 21.75% 29.38% 29.97% 35.37% 38.71% 34.74% 31.12% 30.44% 30.47%
19/20 24.61% 31.51% 27.65% 28.69% 29.33% 27.37% 27.46% 25.81%
20/21
RTW 100.00% /
19/20
20/21
Turnover Rate - in month 0.83% /
19/20
20/21
Turnover Rate - rolling 12 months 10.00% /
19/20
20/21
Vacancy rate - Trust all 6.50% /
19/20
20/21
Vacancy rate - Qualified Nurses. 6.50% 04
19/20
20/21
Vacancy rate - Clinical Nursing Support Workers 6.50% /
19/20
20/21
A isal rat 88.00%
ppraisal rate o 19/20
Mandatory training - core modules 90.00% go2r
19/20
20/21
A S| d % of d
BE7EPEE BB 0 EF AN 19/20 3.18% 3.12%
20/21
Agency Shifts over cap rate [o] 19;20 so08 577
20/21
Risk A ts - All 100.00%
isk Assessments 6 19/20
20/21
Risk A ts - BAME 100.00%
isk Assessments 6 19/20
20/21
Risk A ts - At Risk 100.00%
isk Assessments is| 6 19/20
20/21
Recruitment - Time to Recruit 56.00 7
19/20
20/21
Recruitment - Number Roles Outstanding over 90 days 19;20 In Development
Flu Vaccination Rate 20/21 52.40% 65.66% 68.57% ra
19/20 58.60% 71.70% 79.70% 82.10% 82.80% =
20/21
COVID Vaccination Rate 19;20 In Development
20/21
Lateral Flow 19;20 In Development
WOVEN - Data Quality Report 10,000 20/21 8,863 8,724 8,566 8,546 8,508 8,250 9,678 9,800 9,834
v 2 4 19/20 9,970 9,975 9,980 9,970 9,920 9,905 9,604 9,506 9,509 8,994 8,990 9,037
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Dashboard Data Definitions/Source Wirral University

. . —
Teaching Hospital N
MHS Foundation Trust %
-
1
<
Indicator Name Data Definition ©
Source o
Total Staff WTE ESR Total number of staff Whole Time Equivalent - excludes Bank and Locum contracts and Lead Employer Dr's E
Sickness Rate —In Month ESR Calculation: Absence FTE/Available FTE for the month. Figures include all sickness absences including Covid-19 sickness N
Sickness Rate —Rolling 12 Months ESR Calculation: Cumulative Absence FTE/Cumulative Available FTE for the previous 12 months. Figures include all sickness absences including Covid-19 sickness 8
Sickness —Over 28 Days ESR The number of open ended sickness absences that are over 28 days in length
Sickness Rate —MSK ESR The sickness reason of S12 Other Musculoskeletal Problems, as a % of the total sickness absence 8
Sickness Rate —Anxiety/Mental Health ESR The sickness reason of S10 Anxiety, Stress, Depression & Other Psychiatricillnesses, as a % of the total sickness absence c
Return to Work (RTW) ESR Based on the number of closed absences that have a RTW recorded within ESR g
Turnover Rate —In-Month ESR Calculation: Leaver FTE/Total FTE for the month
Turnover Rate —Rolling 12 Months ESR Calculation: Total Leaver FTE/Average FTE for the previous 12 months y—
Vacancy Rate —Trust ESR Budgeted FTE—Actual FTE =Vacancy FTE. Vacancy FTEis then expressed as a % of the Budgeted FTE B
Vacancy Rate —Qualified Nurses ESR Budgeted FTE—Actual FTE =Vacancy FTE. Vacancy FTEis then expressed as a % of the Budgeted FTE for the Nursing & Midwifery staff group. All grades Q
Vacancy Rate —Clinical Nursing Support Workers ESR Budgeted FTE—Actual FTE =Vacancy FTE. Vacancy FTE is then expressed as a % of the Budgeted FTE for the Additional Clinical Services - Unqualified Nursing. All grades ©
Appraisal Rate ESR In-date Appraisals for all ESR staffexcl. Mat Leave, Career Break, Locum/Bank, Recharges, Suspended, NED, Chair, LTSand New (first 3 Months) E
Core Mandatory Training ESR In-date Training for all ESR staff excl. Mat Leave, Career Break, Locum/Bank, Recharges, Suspended, NED, Chair, LTSand New (first 3 Months) O
Agency Spend as % of Spend Finance Calculation: Agency Spend/Total Spend m
PlusUs/NHSP/ ()
Agency Shifts over cap rate Local This is the number of agency shifts that breach the NHSi Price caps for shift type/grade 8
Information (@)
Health Risk Assessments —All HRAForm Completed Health Risk Forms for all ESR staff except Contractors and Recharges. qx_
Health Risk Assessments —BAME HRAForm Completed Health Risk Forms for all ESR staff except Contractors and Recharges. Only staff with Ethnic Codes D-SE (NHSE/I Guidance) B
Risk Assessments —At-Risk HRAForm Completed Health Risk Forms for all ESR staff except Contractors and Recharges. Only staff with High Risk Conditions (NHS Website) ;
Recruitment —Time to Recruit Trac Average number of working days from Advert Close to Employee Start
Recruitment —Roles Outstanding >90 Day Trac In Development g
Flu Vaccination Rate Consent Form |Completed Flu vaccination consent forms for all ESR staff except Contractors and Recharges. cl“
COVID Vaccination rate In Development \—I
Lateral Flow In Development 8
Score -Each organisation starts with a perfect score (10,000) and loses a proportional amount of that score for each problem detected by the validation process. Each validation is scored
WOVEN —Data Quality Report ESR (Q\

individually and is equally weighted. The overall score is derived from the sum of the scores for the individual validations and is scaled out of 10,000.
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NHS

Wirral University
Teaching Hospital

NHS Foundation Trust

1. Executive summary

1.1 Table 2: Financial position — M9

Year To

Date Annual Year End

Budget  Forecast

£'000 £'000 £'000

Forecast Actual
(Mth 9) (Mth 9)

£'000 £'000 £'000

Month 9 Financial Position Variance Variance
Actual

£'000

NHS income - patient care 27,373 22,974 (4,398) 166,335 364,926 227,558| (137,368)
Income Guarantee 0 4,380 4,380 62,743 0 83,657 83,657
National Top-up 3,213 3,207 (6) 24,970 34,591 34,591
Additional top up 0 0 0 2,846 0 2,846 2,846
Covid 19 income 2,007 2,359 352 6,101 11,451 12,417 966
Non NHS income - patient care 370 466 96 3,296 4,693 4,286 (407)
Other income 2,122 2,079 (43) 36,966 28,640 43,269 14,629
Total Income 35,085 35,465 381 303,258 409,710 408,623 (1,087)
Employee expenses (22,977)| (23,064) (87)[ | (200,608)| | (272,730)| (270,430) 2,299
Operating expenses (10,228)| (10,370) (142) (87,365)| | (124,437)| (120,037) 4,400
Covid 19 costs (1,107) (957) 150 (10,151) (7,889) (13,278) (5,389)
Total expenditure (34,311)| (34,390) (79)[ | (298,124) | (405,056)| (403,745) 1,311
Non Operating Expenses (326) (592) (266) (3,210) (4,515) (4,189) 326
Actual Surplus / (deficit) 447 483 36 139 689 550
T N R YT I
Surplus/(deficit) - Control Total 470 506 36 279 829 550

1.2 The year to date (YTD) position is a surplus of of £2.031m. This is an improvement com-
pared to the plan submitted to the Board in October and broadly in line with the revised
forecast submitted to NHSI in November.

1.3 The M9 position is a surplus of £0.5m. This is an improvement compared to the balanced
plan submitted to the Board in October and broadly in line with the revised forecast sub-
mitted to NHSI in November.

1.4 Income reflects the reduced activity in respect of patient care offset by the income guar-
antee funding arrangement. We received £4.4m in respect of the income guarantee in
month and have now received £62.7m YTD.

1.5 We no longer receive additional top up income but our COVID-19 activity is allocated on
the basis of our expenditure in the first 3 months of the pandemic along with the reim-
bursement of direct costs.COVID-19 income was £2.4m in M9 of which £1.8m is the
block funding, £0.3m of income for the testing programme and a further £0.3m for the
vaccination programme. The vaccination testing income was not included in our forecast.
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1.6 Expenditure reflects reduced activity in respect of elective activity and lower employee
costs due to high vacancy rates offset by COVID-19 costs. However, at M9 expenditure
is £0.1m above forecast, with lower COVID-19 costs offset by higher operational costs.
Further detail is discussed later in the report.

1.7 We currently forecast a year end surplus of £0.8m, an improvement of £0.5m against
plan and in line with the forecast submitted to NHSI in November. However, with chang-
es to the way in which activity with the independent sector is funded it is likely that our
forecast will improve.

1.8 Cash balances at the end of M9 were £44.7m. The early payment of block income is
forecast to end in February 2021 and as a result cash balances are expected to reduce
significantly in March 2021.

1.9 The Trust has recorded capital spend of £8.4m against a year to date budget of £12.7m.
The full year capital forecast is currently £13.1m.

together i W wuth.nhs.uk
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2. Background Wirral University
Teaching Hospital
NHS Foundation Trust

2.1 The funding regime is consistent with the prior period and will remain in place until the

end of the financial year. Initial indications are that the current financial regime will re-
main in place until at least Q2 of 2021/22.
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Wirral University
3. Dashboard and risks Teaching Hospital
NHS Foundation Trust

3.1 Mth 9 Performance Dashboard

Apr20 | May-20 | Jun-20 Jul-20 Aug-20 | Sep-20 Oct-20 Nov-20 Dec-20 | 2020121

Indicator

0.00 0.00

‘I&E Performance (monthly actual)
‘ 0.00 0.00

18E Performance Variance (monthly variance)

NHSI Risk Rating 2 2

CIP Performance 0.0%

0/
NHSI Agency Performance (monthly % variance) 59%

974 -98.4 -98. -98.0

Use of Resources

Cash - liquidity days

101.0% 100.4% 53.0%

Capital Programme (cumulative)

3.2 Risk summary (as per risks identified in risk register)
3.2.1 Risk 1 — Failure to manage financial position

- The revised M7-M12 financial envelope is dependent on cost management alongside
the delivery of activity trajectories; winter; the management of covid activity and the
centrally funded vaccination and testing programmes. This is being monitored closely
by the Executive team.

3.2.2 Risk 2 — Failure to deliver CIP

- The M7-M12 CIP target was £0.5m. The Trust's cost improvement programme was
put on hold after the onset of the 2" wave of COVID-19 but is offset by non-recurrent
reductions in expenditure. Planning has begun for a more challenging CIP target for
2021/22.

3.2.3 Risk 3 — Failure to complete capital programme
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- The revised capital plan for 2020/21 is dependent upon the delivery of a significant
level of estates work and will require careful planning to ensure that operational ca-
pacity is not disrupted in the final quarter of the financial year. Whilst significant pro-
gress has been made in M9 we are still behind the required trajectory but now have
the required capacity in place to delivery the programme in line with current forecast.
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4. Financial Performance

4.1 Income

4.1.1 The Trust has received £303.3m YTD, a reduction of £1m against plan but a £0.4m
improvement against the forecast submitted to NHSI in November.

Table 3: Income analysis for M9.

Year To

B B Variance Date Plan Year End Variance
(Mth 9) (Mth 9) Forecast
Actual
£'000 £000  £000 £'000 £'000 £'000 £'000

Elective & Daycase 4,240 3,189 ) 50,743 33,033 (17,709)

Elective excess bed days 83 52 ) 993 782 (212)

Non-elective 8,419 7,122|  (1,298)| | 59,840| | 101,455 85,088 (16,367)

Non-elective Non Emergency 974 855 (119) 8,862 11,755 11,781 26

Non-elective excess bed days 355 226 (129) 1,076 4,270 2,141 (2,129)

ARE 1,273 1,150 (123) 9,729| | 15,354 13,548  (1,806)

Outpatients 3,022| 2,496 (526)| | 17,908| | 36,419 26,966|  (9,453)
Diagnostic imaging 187 213 25 1,222 2,257 1,783 (474) T
Maternity 480 419 (61) 3,952 5,787 5,391 (396) @)
Non PbR 7,092| 5931 (1,161) | 49,717| | 86,416 70,844 (15,572) Q.
HCD 1,259| 1,403 144| | 11,584| | 15,327 15,361 34 Dq:.)

CQUINSs 189 189 0 1,707 2,273 2,274 0
National Top up 3213| 3,207 ®) | 27.836| | 34,647 37,577 2,930 8
Income Guarantee 0 4,380 4,380 62,743 0 62,743 62,743 c
Other patient care income 114 (35) (150) 738 1,113 1,082 (31) (0]
COVID-19 Income 2,007| 2,359 352 6,101| [ 11,451 12,417 966 <
Non-NHS: private patient & overseas 12 23 11 52 125 89 (36) LL
Injury cost recovery scheme 42 123 81 548 684 673 (11) (@)
32,963 33,303 340 381,069 383572 2,503 e
Other operating income 2,122 2,158 36 18,744 28,640 25,046 (3,594) E
Other non operating income 5 5 5 5 5 o
35,085 35465 381 409,709 408,623  (1,092) =
™
4.1.2 The under-performance in patient care activity income across elective, non-elective, g
outpatients and non-PbR is offset by the income guarantee as reflected in the table -
above. This reflects the lower non-COVID-19 activity in the hospital until the end of oV
the month, when admissions increased significantly. 8

4.1.3 COVID-19 income in M9 of £2.4m reflects an additional £0.3m for the vaccination
programme costs incurred in December and income of £0.1m to support lateral flow
testing.

4.1.4 We currently forecast income of £408.6m, a reduction of of £1.1m against plan.
However, with additional funding in respect of the vaccination programme this is ex-
pected to increase.
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4. Financial Performance

4.2 Expenditure: Pay

4.2.1 The Trust has spent £200.6m on pay costs YTD, a reduction of £2.3m against plan
but £0.1m higher than M9 forecast. Table 4 details pay costs by staff group and Ta-
ble 5 details pay costs by pay category type.

Table 4 Pay costs by staff type (excluding COVID-19)

Year To

Pay analysis D Variance Date El] Year End Variance

(Mth 9) (Mth 9) Forecast

Actual

£'000 £'000 £'000 £'000 £'000 £'000
Consultants (3,934)|  (3,868) 66 (32,822) (44,154)|  (44,564) (410)
Other medical (2,599)]  (2,596) 3 (22,708) (31,676)|  (30,229) 1,447
Nursing and midwifery (6,127)|  (6,120) 7 (54,220) (73,957)| (72,729) 1,229
Allied health professionals (1,293) (1,358) (65) (11,442) (15,473)| (15,336) 137
Other scientific, therapeutic and technical (510) (517) (8), (4,531) (6,122) (6,060) 62
Health care scientists (1,040) (1,059) (20) (9,234) (12,381)| (12,355) 27
Support to clinical staff (4,321)|  (4,169) 152 (37,136) (51,035)|  (49,964) 1,070
Non medical, non clinical staff (3,070)|  (3,289) (219) (27,753) (36,893)| (38,181) (1,288)
Apprenticeship Levy (83) (87) (4) (762) (1,039)]  (1,012) 27
(22,977)  (23,064) (87) (272,730) (270,430) 2,299

Table 5: Pay analysis by pay type

Year To
Date
Actual

Plan Year End Variance
Forecast

Pay analysis I Variance
Yy analyst (Mth9)  (Mth 9) !

£'000 £'000 £'000
Substantive (20,669)
Bank (967)

) ) £'000
(245,331)
(11,009)
(7,294)
(8,057)

Medical Bank (560)
Agency (697)
Apprenticeship Levy (83)

(22,977)  (23,064) (87)

(272,730)

4.2.2 The Trust's YTD underspend on pay costs is wholly attributable to reduced spend on
bank and agency compared to plan. This is offset by an increase in substantive pay.
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4.2.3 In M9 we spent more on substantive staff costs than forecast due to provisions for
ongoing employee disputes. This was partially offset by lower than expected bank.
Agency costs are in line with forecast.

4.2.4 In M9 the lower bank costs were largely in Medicine with less demand on wards with
COVID outbreaks; displaced bank nurses required to support the COVID vaccination
programme and lower ED bank spend.

4.2.5 We currently forecast year end pay costs of £270.4m, a reduction of of £2.3m against
plan.
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4. Financial Performance

4.3 Expenditure: Non-Pay

4.3.1 Non-pay expenditure YTD is £87.4m, £5.9m lower than plan. However, non pay
costs were £0.1m higher than the M9 forecast.

Table 6: Non-pay analysis (excluding COVID-19 costs)

Budget  Actual Variance Annual Year End Variance
(Mth 9) (Mth 9) Budget Forecast

£'000 £'000 £'000 " £'000 £'000 £'000
Supplies and services - clinical , , , , (31,260)

Supplies and services - general , , (4,338)

Drugs , , , , (22,659)

Non Pay Analysis (exc Covid)

Purchase of HealthCare - Non NHS Bodies , , (7,440)
CNST : , , , (12,947)
Consultancy 0
Other , , , , (30,653)
(9,318) (9,471) I (113,967)  (109,296)

)

10 __(898)l 11/ | (8, (10430) _(10.740)] ___(311)

(10,228) (10,370) (142) ; (124,397)  (120,037)

4.3.2 Increased expenditure on Drugs in M9 was due to greater use of high cost drugs in
the two clinical divisions. In Surgery the increase was largely colorectal drugs. In
Medicine this related to gastroenterology and rheumatology.

4.3.3 We currently forecast year end non-pay costs of £120m, a reduction of of £4.3m
against plan. However, due to changes in funding arrangements in respect of pur-
chase of healthcare from non-NHS bodies it is possible we will spend significantly
less in respect of non-pay costs.
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4. Financial Performance

4.4 Expenditure: COVID-19

4.4.1 We incurred a further £1m of COVID-19 costs in M9, bringing the year to date spend
to £10.2m.

Table 9: YTD COVID-19 revenue costs

Year to
Date

COVID-19 COSTS Apr (M1) May (M2) Jun (M3) Jul (M4) Aug (M5) Sep (M6) Oct (M7) Nov (M8) Dec (M9)

£'000 £'000 £000 £'000 £000 £'000 £'000 £'000 £'000

Medical Staff (263) (386)]  (204)  (199) @7 (165) (84) (52) 64)| (1,453)
Other Clinical Staff (367)| (626) (574) (560)) (126) (293) (272) (470) (373) (3.661)
Non Clinical Staff (182) (52) @7  (105) (37) (58) (32) (44)  (132)  (689)
812)] (1,085) (824)] (863)] (200)] (516)] (388)] (566)] (568) (5.803)

(189)  (591) 70 99) (122 (68) @) @or)| 77| (1.426)

(556)  (140)|  (333) (627)) (233)| (@73)| (395) (153)| (211)] (2.922)

- 746)  (731) (263)] (726)] (355) (341)] @37)] (361) (388) (4,348)

4.4.2 £0.6m of our COVID-19 costs in M9 related to pay with £0.4m on non pay. This is
consistent with the rest of the year.

4.4.3 The COVID-19 YTD position is £10.2m of which £0.3m is vaccination costs and
£0.4m is testing costs. The latter costs are both funded centrally outside the Cheshire
& Merseyside Healthcare Partnership envelope.

4.44 The £0.3m of vaccination costs will, subject to conditions and validation, be reim-
bursed in M10. Of the £0.3m, £0.2m related to start-up costs including minor works,
equipment and fixtures and fittings.
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. o Dec Year to
Month 9 Covid Position (£k) (M9) Date
£'000 £'000
Total income 316 316
Medical Staff (111) (111)
L ed0) 7 |p B Other Clinical Staff 0
Vaccination Non Clinical Staff 0
Total Pay (111) (111)
Clinical Supplies (111) 111)
Other Non Pay (205) (205)
Total Non-Pa 316 316
Total Covid Expenditure m
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5.1 Statement of Financial Position (SOFP)

5.1.1 The movement in total assets employed at M9 is the movement in capital spend off-

set by the movements in trade receivables and payables.

Actual Actual Actual Variance  Month-
as at as at as at (monthly) on-month
31.03.20 30.11.20 31.12.20 movement
£'000 £'000 £'000 £'000
Non-current assets
161,492| Property, plant and equipment 160,454 162,692 2,238 4
14,029, Intangibles 13,211 13,126 (85) I3
723| Trade and other non-current receivables 620 611 9) )
176,244 174,285 176,429 2,144 in
Current assets
3,991 Inventories 4,010 4,262 252 4
24,375/ Trade and other receivables 17,349 14,858 (2,491) ) v
0/ Assets held for sale 0 0 0 = 8_
5,931 Cash and cash equivalents 44,926 44,721 (205) 3 [h)
34,297 66,285 63,841 (2,444) 4 x
210,541|Total assets 240,570 240,270 (300) 3 8
Current liabilities %
(41,874), Trade and other payables (39,675) (38,706) 969 i E
(3,000), Other liabilities (35,074) (34,861) 213 4 L
(85,234), Borrowings (1,126) (1,144) (18) ) (o))
(2,926)| Provisions (2,825) (3,228) (403) ) _E
(133,034) (78,700) (77,939) 761 4 S
(98,737) Net current assets/(liabilities) (12,415) (14,098) (1,683) 3 2
77,507 Total assets less current liabilities 161,870 162,331 461 1 ™
Q]
Non-current liabilities N
(2,588)| Other liabilities (2,516) (2,507) 9 4 ‘_'|
(6,274)| Borrowings (5,722) (5,717) 5 4 (9|
(7,304)| Provisions (6,689) (6,649) 40 s g
(16,166) (14,927) (14,873) 54 4
Financed by
Taxpayers' equity
80,106/ Public dividend capital 164,268 164,268 0 =
(65,492) Income and expenditure reserve (64,052) (63,537) 515 ir
46,727  Revaluation reserve 46,727 46,727 0 =

5.1.2 Cash and current liabilities (deferred income) remain high in year due to the early
receipt of NHS block income under the amended NHSI regime for 2020/21. Cash

balances will reduce to normal levels in March 2021 and it is expected that funding

flows with return to their usual timings in 2021/22.

Ei W wuth.nhs.uk

Page 35 of 148




5.2 Capital Expenditure — December 2020

Full Year Budget Full Year Forecast YTD
Trust i
NHSIplan Mvmnts Bu dget1 Forecast Variance Actual Dita;\:e
£'000 £'000 £'000 £'000 £'000 £'000 £'000

Funding
Net depreciation 10,467 10,467 10,467 0 7,850
Loan repayment (1,015) (1,015) (1,015) 0 (508)
Finance lease (60) (60) (60) 0 (45)
2019/20 funding rolled forward 1,348 1,348 1,348 0 1,348
Asset disposal proceeds 0 0 0 0 0
Total Internally Generated Funding 10,740 ” 10,740 10,740 0 8,646
PDC (Public Dividend Capital) - UTC 500 500 420 80 0
PDC - COVID-19 0 925 925 925 0 279
PDC - Critical Infrastructure Repair 0 1,434 1,434 1,434 0 0
PDC - Urgent & Emergency Care 0 1,441 1,441 1,441 0 0
PDC - Restoration of Cancer Services 0 792 792 792 0 0
PDC - Critical Care 0 664 664 664 0 0
PDC - Cyber Security 0 40 40 40 0 0
External Funding - donations/grants 0 132 132 132 0 0
Total funding 11,240 5,428 16,668 16,588 80 8,925
Expenditure O
Prior year(s) capital commitments 3,526 (180) 3,346 3,249 97 2,238 1,011 o
Estates 4,383 (372) 4,011 1,404 2,607 270 1,134 G.)
Informatics 575 (93) 482 449 33 446 3 D:
Medicine and Acute 300 186 486 534 (48) 105 429
Clinical Support and Diagnostics 369 306 675 711 (36) 610 101 (D)
Surgery 1,363 256 1,619 1,359 260 1,010 349 (@]
Women and Children's 0 67 67 67 0 23 44 C
Other 0 0 0 0 0 0 ©
Contingency 2 224 (228) (4) 0 @) 0 0

. LL
UTC / Hospital upgrade programme 500 (80) 420 420 0 294 126
COVID-19 response 0 925 925 986 61) 982 4 ()]
Critical Infrastructure Repair 0 1,434 1,434 1,228 206 189 1,039 e
Urgent & Emergency Care 0 1,508 1,508 1,716 (208) 1,304 412
Restoration of Cancer Services 0 792 792 792 0 766 26 c
Critical Care 0 664 664 0 664 0 0 (@)
Cyber Security 0 40 40 47 @ 55 ®) >
Donated assets 0 132 132 132 0 131 1 m
Total expenditure (accruals basis) 11,240 5,357 16,597 13,094 3,503 8,423 4,671 (V|
Capital programme funding less expenditure (1] 71 7 3,494 (3,423) “ ('\|l

—

Capital expenditure 11,240 5,357 16,597 13,094 8,423 (9V]
NBV asset disposals 0 0 0 0 0 (@]
Donated assets 0 (132) (132) (132) (131) (q\]

CDEL impact 11,240 5,225 16,465 12,062 [ 8202 |

5.2.1 The BAU capital plan at M9 remains in line with M8 at £16.6m. Actual YTD spend
totals £8.4m (£5.3m M8). Significant progress was made in M9 with the ED upgade
phase 1 being almost completed. The most significant schemes still to progress are
the Urgent and Emergency Care upgrade at £1.2m and Cath Lab Refurbishment at
£0.9m.
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5.3 Statement of Cash Flows — December 2020

5.3.1  We have not received any new PDC in month. The YTD receipts reflect the conver-
sion of revenue support and capital loans.
5.3.2 As detailed in 5.1, cash balances remain high due to early payment of block contract

Month Year to date Full Year
Actual Actual Forecast Plan
£'000 £'000 £'000 £'000
Opening cash 44,926 5,931 4,009 4,009
Operating activities
Surplus / (deficit) 483 1,923 (249) (249)
Net interest accrued 19 173 2,141 2,141
PDC dividend expense 309 2,782 2,085 2,085
Unwinding of discount (1 (1) 8 8
(Gain) / loss on disposal 89 89 0 0
Operating surplus / (deficit) 899 4,957 3,985 3,985
Depreciation and amortisation 900 8,028 9,219 9,219
Impairments / (impairment reversals) 0 0 0 0
Donated asset income (cash and non-cash) 0 (95) 0 0 ju
(@]
Changes in working capital (438) 35,698 (4,933) (4,933) o
Investing activities DG:')
Interest received 0 12 98 98 O
Purchase of non-current (capital) assets ! (1,597) (7,955) (15,749)| (15,749) (&)
Sales of non-current (capital) assets 0 0 0 0 C
Receipt of cash donations to purchase capital assets 36 132 0 0 g
Financing activities LI
Public dividend capital received 0 84,163 456 456 o
Net loan funding 0 (84,392) 8,999 8,999 -
Interest paid (1) (378) (2,177) (2,177) —
PDC dividend paid 0 (1,330) (2,086) (2,086) =
Finance lease rental payments (5) (51) (72) (72) §
Total net cash inflow / (outflow) (205) 38,790 (2,260) (2,260) o
Closing cash 44,721 44,721 1,749 1,749 (q\]
" Outflows due to the purchase of non-current assets are not the same as capital expenditure due to movements in (\Il
capital creditors. —
(9|
(@)
N

income. This continued arrangement, and the anticipated break-even position, will
reduce the likelihood of the need for in-year support in the form of additional Public
Dividend Capital (PDC). This position is actively managed by the Financial Services

team.
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54 Treasury

Borrowings summary December 2020

Initial Loan Interest Loan Loan Loan Forecast Fg:z:::?t

Loan Term rate Balances Repayment Balances Repayment Balanceg

Value (fixed) Mar 20 Sept20 Dec 20 20/21 Mar21

£'000| Years % £000 £000 £'000 £'000 £000

1. ITFF capital loan 7,500 10 1.96 3,375 (375)] 3,000 (375) 2,625
2. ITFF capital loan 6,500, 25 4.32 3,848 (133)] 3,715/ (133) 3,583
3. Interim revolving working capital support 23,289 5 3.50 23,289 (23,289)' 0 0 0
4. Uncommitted interim revenue support 40,389 3 1.50 40,389 (40,389)' 0 0 0
5. Uncommitted interim revenue support 20,206 3 3.50 20,206 (20,206) 0 0 0
97,884 91,107 (84,392) 6,715 (508) 6,208

This table does not include finance lease balances, which are included in Borrowings balances in the SoFP.
All listed borrowings are with the Department of Health and Social Care (DHSC).

5.4.1 As part of reforms to the NHS cash regime, £83.9m of interim revenue support and
working capital loans were repaid in September by the issue of additional Public Div-
idend Capital. Interest charges on these loans prior to repayment have also been
waived in year.

5.4.2 The Trust’s remaining borrowings, comprising capital loans, will remain on existing
terms and will be repaid at a level of £1m per year.

5.5 Working capital profiles by month

5.5.1 2020/21 working capital shows the impact of early NHS Block receipts. The profiles
below show December (M09) working capital balances in the context of the previous
12 months, compared with an average of the previous 2 financial years. The credit
risk associated with aged debt is monitored quarterly by the Audit Committee.

Working capital - current assets

Prior 24 month average
current assets

® Cash

= Other receivables

= Prepayments
= Accrued income
= Trade receivables

= Inventories

£m

3

= Provisions
= Deferred income
Prior 24 month average = Other payables

current liabilities = Capital creditors

B Accruals

B Trade payables

8 8 3 88 & &8 8
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5.6  Single oversight framework: Use of Resources (UoR) rating (financial) sum-
mary table

Weight | Year to Date

Metric Descriptor % Actual
Metric | Rating
> .
= Liquidity Days. of operatlng costs .
o) held in cash-equivalent 20% -17.4 4
© (days)
c forms
‘©
"g'
n Capital service capacity Revenue available for 20% 3.7 1
® (times) capital service: the degree
= to which generated in-
e come covers financial ob- =
ic ligations o
Q.
i
53 ©
c
% 2 I&E margin Underlying performance: 20% 0.5% 2 LC’
c & (%) I&E deficit / total revenue S
s g
LL
(@)}
Distance from financial | Shows quality of planning 20% 0.6% 1 -
plan (%) and financial control : =
© v YTD deficit against plan o
(TR} 2
S s
g5 ™
ic o Agency spend Distance of agency spend 20% -9.0% 1 g
(%) from agency cap 0
(9|
(@)
N

Overall NHSI UoR rating 2

5.6.1 The liquidity rating of 4 remains unchanged from 2019/20. The capital service capac-
ity metric remains at 1 and has been significantly improved from a 4 in 2019/20 as a
result of the year to date surplus position and the cessation of interest charges on all
but capital borrowings. The M9 UoR rating is 2 and this rating is expected to contin-
ue for the remainder of the year.
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1. Executive Summary

This report provides assurance against 3 key areas of infection prevention and control (IPC):
1. Performance against the PHE mandatory surveillance infections

2. Version 1.4 of the NHSE IPC Board Assurance Framework*

3. 10 Key Actions: infection prevention and control and testing

The report provides on update on COVID-19 outbreaks and IPC activity with CQC and NHSE/I.

*The Board of Directors is asked to note that due to the timing of publication of V1.4, overlap with the
previous version being presented through our governance structures and now the third surge, this
report has not been presented at the Infection Prevention & Control Group meeting, PSQB or Quality
Committee. However, given the significance of the content to the effective management of the
pandemic, the Board is asked to receive this, without delay.

2. Background

The purpose of this report is to provide the Board of Directors with data, guidance and assurance
relating to infection prevention and control.

2.1 PHE & HCAI Public Health England’s Data Capture System provides an integrated data reporting
and analysis system for the mandatory surveillance of Staphylococcus aureus, Escherichia coli,
Klebsiella, Pseudomonas aeruginosa bacteraemia and Clostridioides difficile infections. Each
month the Director of Infection Prevention and Control submits the Trust data on each of these
infections. Current performance can be seen in Appendix 1.

2.2 The Trust continues to experience outbreaks of COVID-19 in inpatient and staff areas.

2.3 The Board of Directors has previously received the ‘Infection Prevention and Control Board
Assurance Framework’ (IPC BAF NHS England, 2020). The framework is structured around the
existing 10 quality standards set out in the ‘Infection Prevention Control Code of Practice (2008)’
which links directly to Regulation 12 of the ‘Health and Social Care Act (2008)’. The IPC BAF is
largely specific to COVID-19 but also includes IPC practices in general regarding other infections.
Previous versions have been received by the Board and this report includes the latest version
(1.4), (Appendix 2)

2.4 In addition to this, NHSE published “10 Key Actions: infection prevention and control and
testing”. This was published on 17 November 2020 and updated on 23 December 2020
(Appendix 3). This report details our progress against these actions.
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2.5 The CQC scheduled an IPC Focused Review for 12 January 2021; however in light of the surge of
COVID-19, they have postponed the inspection for later in Q4. The Chief Nurse/DIPC now has
weekly calls with the Inspection Manager to keep them appraised of the surge situation.

2.6 Weekly calls have also been instigated by the Chief Nurse/DIPC with the Senior Clinical Lead at
NHSE/I for the same reason.

3. Current Position

3.1 The current performance against the mandatory surveillance infections is improved on previous
years’ performance with the exception of MRSADb (2 cases in 2020/21). Please refer to Appendix
1.

3.2 During December the Trust declared 4 new COVID-19 ward outbreaks, involving 57 patients and
27 staff. Up to 18 January 2021 the Trust has declared 6 new outbreaks, involving 77 patients and
13 staff. The Trust has also declared 2 staff only outbreaks in January involving 10 staff.

Page 2 of 4
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3.3 The Trust has completed a further assessment against the latest version of the IPC BAF V1.4. The
completed IPC BAF is in Appendix 2. The supporting evidence documents are now stored on a
shared drive, managed by the Governance Support Unit; rather than embedding, as we had done
previously.

The table below details the assurance rating assigned by the Chief Nurse/DIPC and Deputy

DIPC.

IPC BAF Standard

V1.0

V1.2

V1.4
(current)

Summary rationale for
rating

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

Significant

Limited

Significant

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

Limited

Limited

Limited

Demand and supply for
Hotel Services, as the
number of COVID-19
wards and bed
occupancy increases.

3 The use of antimicrobials to
optimise  patient outcomes
and manage adverse effect.

Significant

Significant

Significant

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

Limited

Significant

Significant

5 Ensure prompt identification
of people who have or are at
risk of developing an infection
so that they receive timely and
appropriate  treatment  to
reduce the risk of transmitting
infection to other people.

Significant

Significant

Limited

The rapid increase in
patients with COVID-19
and high occupancy
levels means that timely
isolation is often
challenged.

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

Limited

Significant

Significant

7 Provide or secure adequate
isolation facilities.

Limited

Significant

Limited

The demand for single
rooms and COVID-19

Page 30f 4
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wards has increased
significantly. Meaning it
is not always possible to
isolate in a timely way.

8 Secure adequate access to | Significant | Significant | Limited The demand for rapid
laboratory support as and point of care testing
appropriate. for COVID-19 cannot be

matched by the supply;
meaning patients can
wait up to 24 hours for
results.

9 Have and adhere to policies | Limited Significant | Significant
designed for the individual's
care and provider
organisations that will help to
prevent and control infection.
10 Have a system in place to | Significant | Limited Significant
manage the occupational
health needs and obligations
of staff in relation to infection.
11 The Trust can demonstrate | Limited Limited Significant
effective and knowledgeable
leadership in relation to IPC at
all levels, relevant to roles.

3.4 The Trust has completed a controls and compliance assessment against the “10 Key Actions for
IPC” (NHS December 20, Appendix 3). We have assessed ourselves as COMPLIANT against all
the standards. Updates to these actions are presented at Clinical Advisory Group and changes
made as required.

4. Conclusion
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The Trust is performing well against the majority of the mandatory surveillance infections. However,
significant challenges exist in preventing COVID-19 transmission due demand and supply of rapid
testing, ability to isolate in a timely way due to high occupancy levels and maintaining high standards of
cleaning during the current surge. There areas of significant assurance against the IPC BAF standards
and the Trust is complaint with the newly published “10 Key Actions for IPC”.

5. Recommendations

The Board of Directors is asked to note the contents of this report, acknowledge the controls in place to
mitigate and / or minimise the levels of risk associated with the surge of COVID-19.
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NHS

Wirral University
Teaching Hospital

NHS Foundation Trust

IPC BAF Report to Board of Directors 27 January 2021
Appendix 1

COVID-19 Infection Prevention and Control Board Assurance Framework

Effective infection prevention and control is fundamental to our efforts. This board assurance framework was developed by the NHS to support all healthcare
providers to effectively self-assess their compliance with Public Health England (PHE) and other COVID-19-related infection prevention and control guidance and
to identify risks.

e The first version of this framework was published on 4 May 2020; updates on 22 May are highlighted in yellow.

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

Key lines of enquiry Evidence Gaps in Assurance Mitigating Actions
Systems and processes are in place to ensure: Risk assessment templates used in all Adherence to policy Audits completed by
. . L entrances e.g. Adult ED, Children’s ED and Environmental Matron.
e infection risk is assessed at the front door .
and this is documented in patient notes Maternity.
P Infection alerts are on Cerner for all patients Daily report generated to monitor
with a previous IP alert organism. adherence to policy.

On admission Cerner initiates admission

screening as per specific screening policy i.e.
CPE, MRSA COVID.
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e patients with possible or confirmed COVID- Screening/swabbing policies and SOPs are in Potential asymptomatic patients | Risk assessments in place.
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19 are not moved unless this is essential to
their care or reduces the risk of transmission

place for clinical pathways e.g. pre-op/elective
and emergency pathways.

Patient admissions to appropriate ward as
outlined in the ward escalation plan.

Bed management operating procedures in
place to monitor COVID-19 results and
appropriate allocation of beds.

Local policy regarding result being known
before patient leaves ED/Assessment area to
ensure correct placement first time

who are cohorted may be in
incubation phase, therefore risk
of infecting other patients.

When ED and Assessment areas
are full to capacity, patients will
be risk assessed by a senior
clinician and placed in the areas
that presents the least risk.

Patients with COVID symptoms
are transferred to a designated
ward awaiting lab confirmation,
pts with positive results
transferred to another ward.

Contact tracing in place for pts
who have been exposed to
positive patients.

compliance with the national guidance
around discharge or transfer of COVID-19
positive patients

Transfer and discharge procedures in place,
pre-swabbing process in place for discharge to
social care, all patients provided with discharge
advice leaflets.

Page 2 of 37

A WUTH Quick COVID audit has been
developed which is completed weekly along
with an IP&C monthly inspection which is part
of WISE.

Cerner amendment required to
mandate swab request and result
prior to discharge.

Audit of documentation in place
to monitor adherence to
standard.

A WUTH COVID PPE audit has been developed
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il
i

e patients and staff are protected with PPE, Local policies reflecting national guidance are National supply of FFP3 masks Ongoing Fit testing schedule to
as per the PHE national guidance updated regularly and available on the limited and unable to stipulate ensure staff are fit tested to
intranet. Staff are updated to changes via the model and manufacture of available masks.
regular communications updates, messages mask required locally.
reiterated by Staff Support Team. Trust plan for FFP2 in event of
Posters displaying correct use of PPE in all FFP3 depletion.
clinical areas.

Information leaflets and videos available to
down load for ongoing education.

Daily sit rep of ward stock availability in place
to ensure appropriate supply to meet demand.
Comprehensive fit testing plan and reporting
mechanisms via BI.

PPE managed via command and control
structure.
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e national IPC guidance is regularly checked
for updates and any changes are effectively
communicated to staff in a timely way

PHE/GOV updates are shared at daily
meetings, current guidance revised to reflect
the changes, reviewed via Clinical Advisory
Group, and approved and operationalised via
command and control structure.

Training plans and staff support team to
continually update.

Staff not knowing that changes
have been made

e changes to guidance are brought to the
attention of boards and any risks and
mitigating actions are highlighted

As above changes managed via control
command structure.

IPC papers regularly to monthly PSQB, Quality
Committee and Trust Board re IPC position.

Risk Register articulates level of risk.

COVID-19 risk register in place to monitored
via Risk Management Committee.

o risks are reflected in risk registers and the
Board Assurance Framework where
appropriate

As above, risks in relation to COVID-19
included in the Risk Register along with other
IP risks.

All risks reflected in BAF. Head of Governance

AL
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attends gold command meetings. Risks
reviewed at Risk Management Board.

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

e robust IPC risk assessment processes and

- R

IPC Environmental and Perfect Ward audits are
reported by exception to the Infection
Prevention and Control Group.

Clinical system able to flag patient specific
infection history.

Swabbing protocols.

RCA/PIR process for alert organisms.
Communicable diseases outbreak management
operational guidance followed.

Mandatory training compliance reported
Surveillance programme for all alert organisms
and weekly reporting to the divisions.

Weekly hospital onset infection
review meeting chaired by the
Chief nurse/DIPC .

EEEEEE
E—
_ —m—

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

Key lines of enquiry

Evidence

Gaps in Assurance

Systems and processes are in place to ensure:

e designated teams with appropriate training
are assigned to care for and treat patients in

e-Roster system and flexing of shifts to ensure
staff skills and deployment is are appropriate
to requirement.

Potential gaps in - training
records, some records manual
and not electronic.

IPC mandated training continues on induction

Mitigating Actions

Not all -training is

Page 6 of 37
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COVID-19 isolation or cohort areas and as part of Core Skills. competency assessed nor does Discussions ongoing with Training,

staff self-declare compliance IPC and Bl to develop a regular
Clinical skill and simulation training re- with course preparation e.g. pre- | compliance report.
commenced. course reading material
Upskilling training days for clinical staff e.g. Manual processes currently in
Specialist Nurses/ AHP’s/Research. place to monitor compliance.
Videos - donning and doffing video and Some training is only face to face | Adding self-declaration on the
demonstrations at fit testing sessions. as there are no e-learning intranet to keep a record of

modules. training that can be audited.

Training recorded on ESR.
Reviewing additional on line
Theatres and ITU - recorded on OLM. training opportunities.

Daily review of rotas by senior
nursing team’s staff deployed
appropriately following daily risk
assessment of areas.

e Designated cleaning teams with appropriate | Video available on intranet with the latest Recruitment drive, review of
training in required techniques and use of guidance that can be accessed in all areas by Variability in standards of current roles within the team.

PPE, are assigned to COVID-19 isolation or Hotel Services. cleaning.

hort . . - . .
cohort areas Specific training has been provided by (REIPE | COVID-19 related sickness

for cleaning staff including enhanced particularly out of hours.
donning and doffing and fit testing.
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SOP available.

Joint walk rounds and audits
commenced with supervisor and
matrons. to assess standards of
cleanliness of the wards.

Assessment process being agreed
for Estates / facilities and clinical
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teams to assess all clinical areas
cleanliness.

e decontamination and terminal IPC Trust policy and procedures/flow charts.
decontamination of isolation rooms or Decontamination policy. _ awareness week
cohort areas is carried out in line with PHE Decontamination equipment guidelines. regarding the correct use of the
and other national guidance Increased cleaning in line with national disinfectant wipes has taken place

guidance using chlorine based disinfectant.
Cleaning information shared.

Posters on what to use updated.
Antiseptics and clinical disinfectant policy
available .

F

Hydrogen Peroxide Vapour cleaning utilised.

UV light cleaning utilised

Disinfection wipes in use effective against
Coronaviruses.

Increased capacity of team
through agency support, and
WUTH staff providing additional
hours

e increased frequency, at least twice daily, of | Hotel Services coordinate - additional
cleaning in areas that have higher enhanced cleans ensuring disinfection of all

high touched horizontal surfaces on . wards

where patients with known or suspected

environmental contamination rates as set

i

out in the PHE and other national guidance

COVID are nursed.

Standards of cleaning across the | Perfect Ward Audits monitoring
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Trust are variable. standards.
C4C audits not completed when IPC audits monitoring standards
wards have outbreaks reported to IPCG/ Executive CDI

.. panel.
Not all areas are cleaned twice Walk rounds of the wards with
per day supervisor and matrons to review

standards and agree actions.
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e attention to the cleaning of
toilets/bathrooms, as COVID-19 has
frequently been found to contaminate
surfaces in these areas.

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

Increased senior leadership
capacity to support compliance in
some areas (ITU)

Guidance is communicated
through the command structure
from NHSE/PHE regarding items
that can be used more than once.

CAC audits completed by E&F -

LML
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all cleaning/ disinfectant solutions/products
as per national guidance

) manUfaCturers, gUidance and recommended f-
product ‘contact time’ must be followed for

o ‘frequently touched’ surfaces, eg door/toilet | \wUTH has a Domestic Service Cleanliness

handles, patient call bells, over-bed tables model that conforms to the Department of
and bed rails, should be decontaminated at Health guidelines on the specification for the
least twice daily and when known to be planning, application, measurement and

review of cleanliness services in hospitals. The
standards are governed by the following
legislation:
o National Specifications for
Cleanliness in the NHS 2007
e The Revised Healthcare Manual
2009
e PAS 5748 specification 2014

contaminated with secretions, excretions or
bodily fluids

o electronic equipment, eg mobile phones,
desk phones, tablets, desktops and
keyboards should be cleaned at least twice
daily
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o rooms/areas where PPE is removed must be
decontaminated, timed to coincide with
periods immediately after PPE removal by
groups of staff (at least twice daily)

linen from possible and confirmed COVID-19
patients is managed in line with PHE and other

national guidance and the appropriate
precautions are taken

Standard procedures in place as per Trust IPC
policy.

Included in IPC mandatory training and
uniform policy.

Managed service assurance from national
accredited service provider that all linen is
laundered according to NHS standards.

Adherence to policy

New sop was revised following
PHE guidance for COVID and
circulated and is available on the
trust intranet

e single use items are used where possible
and according to Single Use Policy

Single use policy.
Training provided to all staff re the appropriate
use of single use products.

e reusable equipment is appropriately
decontaminated in line with local and PHE

and other national policy

Decontamination Policy
IPC Audits

Cleaning standards agreed.
CAC audit

Ll
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e review and ensure good ventilation in
admission and waiting areas to minimize
opportunistic airborne transmission

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

Key lines of enquiry Evidence Gaps in Assurance Mitigating Actions

. Ward based antimicrobial stewardship ward
Systems and process are in place to ensure:

rounds undertaken by Consultant Medical Updates reported at the monthly
e arrangements around antimicrobial Microbiologist (CMM) with antimicrobial IPCG
stewardship are maintained pharmacist and ward based clinical team.

This was commenced as a pilot on;

e gastroenterology (once weekly)

e orthogeriatrics (once weekly).

The pilot was then extended to:

e Acute Care (three times weekly)

e Elderly Care ward 22 (once weekly)

e Respiratory (twice weekly)

e Older persons admission unit (once
weekly)

Antimicrobial stewardship team (AST)
meetings (quarterly). To recommence Q2.

e mandatory reporting requirements are Updates reported at the monthly

maintain oversight

4. Provide suitable accurate information on infections to service users, their visitors and any person concerned with providing further
support or nursing/ medical care in a timely fashion
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Key lines of enquiry Evidence Gaps in Assurance Mitigating Actions
S d in ol Trust wide visiting guidance developed based Currently unrestricted access to Lock down protocol in
ystems and processes are in place to on national guidance. Currently being updated | building. development and to commence
ensure: with reasonable adjustments. early June 2020.
e implementation of national guidance on o o . -
Divisional and trust communications. Staff not heeding to the Lockdown of the site commenced
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visiting patients in a care setting

Leaflets available

guidance.

Areas in which suspected or confirmed
COVID-19 patients are where possible being
treated in areas clearly marked with
appropriate signage and have restricted
access

Clear signage across the Trust including ward
entrances identifying the category of ward it is
in relation to COVID-19and what the correct
PPE is for that area.

information and guidance on COVID-19 is
available on all Trust websites with easy
read versions

Current information available on the website.
Browse Aloud technology which enable easy
read and alternative language options.

Interpreter contract in place to include sign
language, ability to do remotely.

Family support team available.

Staff not able to access the
intranet

infection status is communicated to the

Captured within discharge summary.

Staff forget to hand over

(L LRI
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receiving organisation or department when Cerner transfer document. infection status
a possible or confirmed COVID-19 patient Verbal handover.
needs to be moved

C-Diff letter sent to GP’s from IPC

_.
P

s |

11l

5. Ensure prompt identification of people who have or are at risk of developing an infection so that they receive timely and appropriate
treatment to reduce the risk of transmitting infection to other people

Key lines of enquiry Evidence Gaps in Assurance Mitigating Actions

Systems and processes are in place to ensure:
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Discussed at daily safety huddles
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Reconfiguration of adults and Children’s ED Audit of all admissions to ensure
and Maternity Services pathways to allow swabs taken.
appropriate triage processes.

e front door areas have appropriate triaging
arrangements in place to cohort patients
with possible or confirmed COVID-19
symptoms and to segregate them from non-
COVID-19 cases to minimise the risk of
cross-infection as per national guidance

Appropriate signage displayed at all entrances.

Additional reconfiguration in other clinical
areas in line with surge plan.

All admissions are swabbed and COVID-19
status is displayed on Cerner.

Several testing methods available to meet the
needs of the patient.
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e mask usage is emphasized for suspected
individuals

e ideally segregation should be with separate

spaces, but there is potential to use screens,

eg to protect reception staff

e for patients with new-onset symptoms, it is
important to achieve isolation and
instigation of contract tracing as soon as
possible

LI

|

Daily checks by the IP team

e patients with suspected COVID-19 are
tested promptly

IPC Policy in place.

Re-testing protocols.

Bed escalation plan according to patient
infection status and clinical presentation.
Number of beds reduced on wards to enable
social distancing and reduce the risk of
nosocomial infection.

Risk assessments completed for admissions
and patients cohorted or allocated side rooms
accordingly.

Delay in testing

-patients that test negative but display or go

SOPs in place, patients are risk assessed and
swabbed (where appropriate) eg Maternity,

e |

Chairs in the waiting room are

F
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marked to ensure social distancing
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on to develop symptoms of COVID-19 are
segregated and promptly re-tested -

Cancer, Outpatients and Radiology.

Virtual appointments are / will be offered
where appropriate, Designated COVID-19 areas
in all departments.

measures are in place.

e patients that attend for routine
appointments who display symptoms of
COVID-19 are managed appropriately

I

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

process of preventing and controlling infection

Key lines of enquiry

Evidence

Systems and processes are in place to ensure:

Gaps in Assurance

—

Mitigating Actions

e  all staff (clinical and non- clinical) have
appropriate training, in line with latest PHE
and other guidance, to ensure their personal
safety and working environment is safe

IPC mandated training for all employees.

Video remains on line and latest guidance
available on intranet and in clinical areas.

Specific training has been provided for
facilities, estates and contactors including

Not all training records are held
centrally.

Ad-hoc arrangements need to
be formalised for the future.

Process is being developed to
ensure all records are updated on
OLM. Currently managed
manually.
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enhanced donning and doffing and fit testing.

PPE displays at main reception.

Daily monitoring of application of PPE
standards.

IPC standards re-iterated to all outside
contractors.

e all staff providing patient care are trained in
the selection and use of PPE appropriate for
the clinical situation and on how to safely
don and doff it

PPE policy

COVID-19 protocols follow PHE guidance
FIT testing sessions

Demonstrations of DON / DOF processes at
each session.

Glove selection guide available

Competency framework not
formally assessed

Audit of PPE protocols completed
by IPC team when visiting every
ward and advice and support
given in real time. Compliance
assessed visa COVID perfect ward
audit .

Posters available to update staff
and revised as guidance is
reviewed by PHE

Compliance to PPE training
reported by exception to IPCG

e arecord of staff training is maintained

OLM maintained
Local records available

Not all records on OLM
Audit required

Manual records in place, plan for
development of Bl portal for live
recording of training records

e appropriate arrangements are in place that
any reuse of PPE in line with the CAS alert is
properly monitored and managed

CAS alerts are managed through GSU team,
reported to PSQB.

Head of Governance attends Gold Command
Meetings.

Re-use of PPE is overseen by the IPC team
Trust policies in line with national guidance re
reuse of PPE.

Communications to staff to
remind them to Datix any issues

Re-use of PPE is managed by
Estates and IPC / monitored via
control and command structure
and PPE daily meeting

e anyincidents relating to the re-use of PPE
are monitored and appropriate action taken

Ulysses Incident Reporting System — COVID
section.

Incident Management Policy

GSU process in place monitoring of incident
management.

Three times a week COVID-19
Perfect Ward Audit

Daily Hand Hygiene Audit
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e adherence to PHE national guidance on the
use of PPE is regularly audited

Audit of PPE protocols completed by IPC team
when visiting every ward and advice and
support given in real time

COVID-19 Perfect Ward audit completed three
times a week.

Frequency reduced due to PPE
requirements and social
distancing

Adding the hand hygiene
competency for all staff to the
ANTT Policy for all staff

L1}

e staff regularly undertake hand hygiene and
observe standard infection control
precautions

L]
_hand dryersin

toilets are associated with greater risk of

Process in place for hand hygiene audits and
standard IPC observations.

Handwashing competence to be approved as
part of ANTT protocol for ALL staff.

Staff Support team

Uniform policy

Trust Communications

Audit completed, there are no hand dryers in
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Variability of standard of hand
hygiene compliance

Monitoring of compliance via CDI
panel, IPCG, Corporate ward
reviews. Matrons perfect ward
audits

Monitored via matrons audit —
perfect ward.
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droplet spread than paper towels. Hands
should be dried with soft, absorbent,
disposable paper towels from a dispenser
which is located close to the sink but
beyond the risk of splash contamination, as
per national guidance

any staff clinical areas.
Paper towels have now been installed in all
visitor toilets

Posters on visitors toilets regarding the need
for hand hygiene following using the toilet.

Paper towels installed above the sink and not
in direct splash field.

guidance on hand hygiene, including drying,
should be clearly displayed in all public
toilet areas as well as staff areas

staff understand the requirements for
uniform laundering where this is not
provided for on site

All staff understands the symptoms of
COVID-19 and take appropriate action

in line
with PHE and other national guidance if
they or a member of their household

display any of the symptoms.

SOP including flow chart in place explaining
how to contact absence line and swabbing
referrals.

Trust intranet COVID-19 site.
All pathways revised in line with new

symptoms guidance and communicated to
staff via Trust communications.

T
P
s ey
=
e

COVID-19 Perfect ward audit to be
completed three times a week.
Contains a question regarding
symptoms.
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i

7. Provide or secure adequate isolation facilities

Key lines of enquiry

Evidence

Systems and processes are in place to ensure:

Gaps in Assurance

Ul

Mitigating Actions

Page 24 of 37
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patients with suspected or confirmed
COVID-19 are isolated in appropriate
facilities or designated areas where
appropriate

il

Limited availability of side rooms
resulting in cohort areas.

Lack of side rooms does not
mean that this can always
happen.

Not all side rooms or cohort
areas have ensuite facilities.

Operationalised with up to date
daily bed escalation plans.
Monitored via command and
control structure. Charting
processes in place

Bed base reviewed by Bed
Manager continually

areas used to cohort patients with
suspected or confirmed COVID-19 are
compliant with the environmental
requirements set out in the current PHE
national guidance

Patients are admitted when possible to a single
negative pressure room / area or a neutral
pressure room.

Cohort areas are identified when no single
rooms are available

Isolation policy available
Decontamination policy available.

All efforts are made to continue with
isolation/cohorting of patients with alert
organisms.

Ventilation management included
within the IPC strategy.

Designated toilet for pts with
known or suspected infections

patients with resistant/alert organisms are
managed according to local IPC guidance,
including ensuring appropriate patient
placement

SOPs in place
Isolation policy

Standard IPC precautions are adhered to for all

IPC guidance updated to include
COVID for prioritisation of side
room use based on the organisms
and risk of transmission
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patients

Ward audits

Identified cohort areas when
isolation is not possible

8. Secure adequate access to laboratory support as appropriate

Key lines of enquiry

Evidence

There are systems and processes in place to ensure:

Gaps in Assurance

Mitigating Actions

e testingis undertaken by competent and
trained individuals

SOP in place, authorised by the Clinical
Director, the process has been validated (to
UKAS accreditation standard) and staff have
been trained appropriately and this has been
logged.

e patient and staff COVID-19 testing is
undertaken promptly and in line with PHE

and other national guidance

All urgent suspected COVID-19 tests are
processed in-house with a 2 hour TAT using the
Cepheid GeneXpert test (other tests referred
out). We monitor TATs for assurance.

Our trust testing algorithm is based on PHE
guidance. COVID Screening in place:
a) Diagnostic testing of patients

Staff are observed, standards of
documentation vary regarding
competencies.

Competency sign off process for
approval.
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b) Discharge screening of patients to
Nursing homes and CRX/WNRU

c) Screening of elective cancers surgeries

d) Screening of staff

e) Screening of admissions

f)  Criteria for rapid testing

e screening for other potential infections
takes place

All admissions are screened in line with the
local screening guidance.

- Routine diagnostics operational in lab

- Systems and SOPs exist in Laboratory for
screening all alert organisms (eg MRSA, VRE, C-
diffcile, CPE, etc).

9. Have and adhere to policies designed for the individual’s care and provider organisations that will help to prevent and control infections

Key lines of enquiry

Evidence

Gaps in Assurance

Mitigating Actions

Systems and processes are in place to ensure that:

e staff are supported in adhering to all IPC
policies, including those for other alert
organisms

All' IPC Policies and COVID related Policies
(including SOPS) are available to all staff via
intranet and these are also cascaded when first
ratified by communications in the bi-weekly
comms update

Staff may not always follow
Policies and guidance

Staff may not always view the
intranet

IPC Staff on call provided 24/7

Annual mandatory IPC training

Add hoc learning sessions take
place with staff as and when
required
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e any changes to the PHE national guidance
on PPE are quickly identified and effectively
communicated to staff

Command structure.

Bronze Command communicate changes after
each meeting via Trust Communications

Guidance on the intranet reviewed on an
ongoing basis to ensure it is current.

e allclinical waste and _

to confirmed or suspected COVID-19 cases is
handled, stored and managed in accordance

with current national guidance

Waste disposal policy based on national
standards.

Waste contractor cannot meet
unprecedented demand.

Reviewing contract provision /
safe onsite waste storage been
identified.

e PPE stock is appropriately stored and
accessible to staff who require it

The Trust has a dedicated secure COVID-19 PPE
store.

Stock issues and receipts are managed
electronically, and reported to the ICCon a
daily basis.

PPE stocks are topped up daily (7 days) to all
areas identified in the Ward Escalation Plan
and other areas agreed by the Command
Centre.

Additional PPE stock is held in the Bed Bureau
in case of out of hour’s shortages, and there is
a second emergency PPE store room, the

Stock deliveries via the national
PPE Dedicated Distribution
channel are regular

Inability to request a preferred
manufacturer and model of FFP3
masks from the centre has
meant that there is a
requirement for staff to be fit
tested on available stock.

CMHP has also established a
Mutual Aid programme, and is
developing a system to ensure a
more equitable distribution of
stock across the region based on
accurate daily “burn rate” data
provided by each trust.

Requests for PPE in very short
supply (less than 48 hours in
stock) are raised via NSDR
(National Supply Disruption
Route). Fulfilment rates are
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details of which are known to the Manager on-
call.

PPE Distribution Hubs have been created to
manage and control the distribution of those
PPE items in limited supply (specifically FFP3
masks) whilst ensuring staff have access to PPE
when required.

variable and dependent on the
number of COVID-19 patients
being treated and the volume of
stock held by the Trust.

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

Key lines of enquiry

Evidence

Gaps in Assurance

Mitigating Actions

Appropriate systems and processes are in place to
ensure:

e staff in ‘at-risk’ groups are identified and
managed appropriately including ensuring
their physical and psychological wellbeing is

Risk assessments are being completed for all
staff which includes mitigating actions and
control measures to protect those at risk. This
is being centrally co-ordinated and supported
with clinical advice from Occupational Health,
HR advice and staff side representatives. Bl

Adequacy of the risk measures
and controls not yet reviewed

A process is being put in place
managed by the Occupational
Health team to review and assess
measures and controls identified
and ensure implemented ensuring
a hr follow up review is carried

supported portal reporting of Trust position out

_ Information has been placed on
the intranet and regularly
communicated to all staff within
the Trust who wish to access

Staff in high risk groups for medical or other available wellbeing support

reasons have been supported to work from services.

home or reassigned to low risk areas.
Guidance available on the HR
section of the intranet regarding
staff shielding , working from
home assessments, support for
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Other staff working in high risk areas have
been supported through the provision of
wellbeing hubs, counselling services, floor
walkers (via staff support team), night time
welfare calls, distribution of food donations,
wellbeing packs and information as well as
communications and training regarding PPE.

Information has been placed on the intranet
and regularly communicated to all staff within
the Trust who wish to access available
wellbeing support services.

staff shielding returning to work..
Advice available for managers and
employees on how to manage
staff regarding COVID 19

staff required to wear FFP reusable
respirators undergo training that is
compliant with PHE national guidance and a
record of this training is maintained -

Masks are tested using two methods, one
using a hood and sprays to identify the closest
fit, the other using The Portacount Fit Testing
Machine

Fit testing is based on PHE national guidance

The outcome of the fit testing process is
recorded on paper for the Hood Method ,
which is no longer undertaken and fit testing
training is captured within the BiPortal

Variable approaches to cleaning
the masks when they were first
introduced.

Cleaning SOP (developed by IP&C
team) and link to Elipse company
video (demonstrating filter
changes) circulated to staff
recorded as having an Elipse Mask

Divisional Fit Test Leads have
identified all staff using a reusable
mask and circulating cleaning SOP
and filter changing process video
as required.
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(Portacount Machine) which is downloaded
into a monthly report.

Link to training resources available on intranet

IP&C have provided a list of masks
that they had distributed prior to
fit test centralisation
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e consistency in staff allocation is maintained,
with reductions in the movement of staff
between the different areas and the cross-
over of care pathways between planned and
elective care pathways and urgent and
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emergency care pathways, as per national
guidance

e all staff adhere to national guidance on
social distancing (2 metres) wherever
possible, particularly if not wearing a
facemask and in non-clinical areas
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e consideration is given to staggering staff
breaks to limit the density of healthcare
workers in specific areas
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e staff absence and well-being are monitored

and staff who are self-isolating are
supported and able to access testing

A central absence team is in place for all staff
to report absence of any kind and also to
report return to work.

Policy available for internal track and trace
process.

Not all staff are reporting
absence via this central team
and instead reporting directly to
manager who are entering
absence details directly into ESR

A reconciliation has been carried
out between the central absence
team daily records and the
information directly input into ESR
to ensure all absence is captured

Absence team to carry out regular
‘chaser’ calls to managers with
‘open’ absences and regularly
send out text messages to staff
who have passed their predicted
return to work date

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

HR department make contact with all staff who
are on long term sick with COVID-19 to check
on their welfare and establish a predicted time
frame to return to work.

HR guidance is also available on the Trust
internet and details how been widely and
frequently circulated in Trust communication
bulletins.

Policy available regarding care and
management of staff who are shielding that

The HR team will regularly contact
divisions to ask them to update
their staff list of people who are
shielding. An agreed line of
questions / advice is followed
including questions to checking if
people are shielding or WFH

Page 34 of 37

Page 78 of 148

—
X
S
c
)
Q
S
<
1
—
N
>
S
<
-}
c
<
™
LL
<
)
O
o
q—
N
5
o
N
O
~




reflects the national guidelines.

Details of all COVID-19 related absence is sent
to the testing team enabling all individuals to

be assessed for swabbing in accordance with

the agreed criteria and SOP

Managers also have access to the testing team
to refer any individual they deem needing a
swab test

All staff who receive a positive result are
notified accordingly by a clinician on behalf of
the Trust Occupational Health service. Any
concerns and questions are addressed and
advice is given as requested. Follow up support
is also available if required.

Policy available re : COVID-19 : Symptomatic
Staff Swabbing and Return to Work Standard
Operating Procedure

HR speak to people who have tested positive
following the end of their isolation period
when they telephone the absence line to notify
of their return to work or continuation of
symptoms. Staff are signposted to their GP or
111 service if they need medical advice.

11. The Trust can demonstrate effective and knowledgeable leadership in relation to IPC at all levels, relevant to roles.
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Key lines of enquiry Evidence Gaps in evidence Progress

e Trust staff know where to find current IPC Regular communication via e-mail giving links

guidelines in relation to COVID and other to the intranet regarding new policies and

related infections revision of old policies

New link to weekly CAG updates
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NHS

Wirral University
Teaching Hospital

NHS Foundation Trust
Appendix 1

MIAA classification

Level of Description
Assurance
High Our work found some low impact control weaknesses which, if addressed

would improve overall control. However, these weaknesses do not affect key
controls and are unlikely to impair the achievement of the objectives of the
system. Therefore we can conclude that the key controls have been
adequately designed and are operating effectively to deliver the objectives of
the system, function or process.

Significant  There are some weaknesses in the design and/or operation of controls which
could impair the achievement of the objectives of the system, function or
process. However, either their impact would be minimal or they would be
unlikely to occur.

Limited There are weaknesses in the design and / or operation of controls which could
have a significant impact on the achievement of the key system, function or
process objectives but should not have a significant impact on the
achievement of organisational objectives.

No There are weaknesses in the design and/or operation of controls which [in
aggregate] have a significant impact on the achievement of key system,
function or process objectives and may put at risk the achievement of
organisational objectives.

0 a a Ei ¥ wuth.nhs.uk
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NHS

Wirral University

IPC BAF Report to Board of Directors 27 January 2021 Teaching Hospital
Appendix 2 NHS Foundation Trust

IPC Data Report December 2020

Meticillin resistant Staphylococcus aureus bacteraemia (MRSA)

Table 1 below provides a breakdown of MRSA bacteraemia by month.
Table 1

MRSA Bacteraemia

Incidence | April [ May | June | July | Aug | Sept | Oct | Nov | Dec | Jan | Feb | Mar | Total
2018/19 0 0 0 0 0 0 0 1 0 0 0 2 3
2019/20 0 0 0 0 0 0 0 0 1 0 0 0 1
2020/21 0 1 0 1 0 0 0 0 0 2

In 2020/21 we have reported 2 MRSA bacteraemia by month end December. This is an increase of 2 when
compared to the same period in 2019/20.

Meticillin-sensitive Staphylococcus aureus bacteraemia (MSSA)

Table 2 below provides a breakdown of MSSA bacteraemia by year and month.
Table 2

MSSA bacteraemia

Incidence | April | May | June | July | Aug | Sept | Oct | Nov | Dec | Jan | Feb | Mar | Total
2018/19 2 1 5 1 1 2 0 4 1 2 0 3 22
2019/20 3 5 1 0 2 1 1 2 1 3 3 2 24
2020/21 4 1 1 0 0 2 2 3 0 13

In 2020/21 we have reported 13 MSSA bacteraemia by month end December. This is a reduction of 19% (3)
when compared to the same period in 2019/20.

Gram-negative bloodstream infections (BSls)

E-coli
Table 3 below table provides a breakdown of E.coli bacteraemia by month.
Table 3

E.coli bacteraemia
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Incidence April | May | June | July [ Aug | Sept | Oct | Nov | Dec | Jan | Feb | Mar | Total
2018/19 4 2 6 7 2 4 5 4 3 8 4 4 53
2019/20 6 3 3 4 7 2 5 6 6 8 9 1 60
2020/21 6 3 4 6 4 2 3 2 0 30

In 2020/21 we have reported 30 E.coli bacteraemia by month end December. This is a reduction of 29% (12)
when compared to the same period in 2019/20.

Klebsiella
Table 4 below table provides a breakdown of Klebsiella bacteraemia by month.

Table 4
Klebsiella bacteraemia
Incidence April | May [ June |[July | Aug | Sept | Oct | Nov | Dec [ Jan | Feb | Mar | Total
2018/19 0 2 3 3 3 1 1 0 0 2 0 1 16
2019/20 4 3 1 2 1 1 1 4 3 2 0 0 22
2020/21 0 1 1 1 0 0 2 1 1 7
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In 2020/21 we have reported 7 Klebsiella bacteraemia by month end December. This is a reduction of 65%
(13) when compared to the same period in 2019/20.

Pseudomonas
Table 5 below table provides a breakdown of Pseudomonas bacteraemia by month.
Table 5

Pseudomonas bacteraemia

Incidence April | May | June |[July | Aug | Sept | Oct | Nov | Dec | Jan | Feb | Mar [ Total
2018/19 0 1 0 2 0 3 0 0 0 0 1 0 7
2019/20 1 1 1 1 1 2 0 1 0 0 0 1 9
2020/21 1 0 1 1 1 1 2 0 7

In 2020/21 we have reported 7 Pseudomonas bacteraemias by month end December. This is a reduction of
13% (1) when compared to the same period in 2019/20.

Gram Negative cumulative

Table 6 below provides a breakdown of all gram negative bacteraemia by year and month.

Table 6
Gram - Negative bacteraemia
April | May | June | July | Aug | Sept | Oct | Nov | Dec | Jan | Feb | Mar | Total\Trajectory*
2017/18 2 5 5 12 6 10 13 7 6 8 7 3 84
2018/19 4 5 10 12 5 8 6 4 2 11 5 6 78
2019/20 11 7 5 7 9 5 6 11 9 10 9 2 91
Trajectory
2020/21 6 6 6 6 7 6 6 7 7 7 7 6 r*
Actual
2020/21 7 4 6 8 5 3 7 3 1 44
2021/22 (15% *
. 71
reduction)
2023/24 (50%
. 42*
reduction)

In 2020/21 we have reported 44 Gram Negative bacteraemia by month end December. This is a reduction of
37% (26) when compared to the same period in 2019/20. We are currently 13 cases under our cumulative

trajectory for 2020/21.

Clostridium difficile (CDI)

Table 7 below table provides a breakdown of Clostridium difficile infections by year / month.

Table 7
Clostridium difficile
April | May | June | July | Aug | Sept | Oct | Nov | Dec | Jan | Feb | Mar | Total
2019/20 19 9 11 5 6 7 8 6 7 4 4 3 89
Trajector
20120 /21y 7 7 7 7 7 8 8 7 8 7 8 7 88
2020/21 6 5 5 1 4 1 5 10 8 45

In 2020/21 we have reported 45 Clostridium difficile infections by month end December. This is a reduction of
42% (33) when compared to the same period in 2019/20. We are currently 18 cases under our cumulative
trajectory for 2020/21.
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COVID IPC BAF Report to Board of Directors 27 January 2021
Appendix 3

Key Actions: Infection Prevention & Control and Testing (published 23 December 2020,
NHSE/)

Organisations: It is the board’s responsibility to ensure that:

10 point plan Controls Compliance
1 Staff consistently practice good | Ward checklist available for all staff to | compliant
hand hygiene and all high touch | identify high touch areas and cleaning
surfaces and items are is in collaboration with the Cleaning ™
decontaminated multiple times Team to ensure these areas are _g
every day with systems in place | completed three times per day. ATP c
to monitor adherence and light pen are also used to monitor 8_
cleaning standards along with C4C o
(Cleaning audits). Hand hygiene audits <
completed 3 x week, in Outbreak/Red F'|
wards and ED completed daily N
2 Staff maintain social distancing | Signage available along all corridors, compliant P
(2M+) in the workplace, when including floor signs, audit of ©
travelling to work (including compliance ongoing by all staff when in 2
avoiding car sharing) and to work and results of a weekly point ,‘g
remind staff to follow public prevalence audit shared at CAG. LL
health guidance outside of the Messages to staff via Trust-wide <
workplace communications. Car sharing avoided a8
whenever possible with guidance that if O
there is an exception to this all staff in a2
the car have to wear a mask, two <
people per car, passenger to sit in the ﬁ
back of a car and windows to be open. —
3 Staff wear the right level of PPE | Local policies and procedures reflect compliant N
T : : . o
when in clinical settings, national guidance for the use of PPE, N
including use of face masks in this guidance is available on the
non-clinical settings, with intranet and is displayed on posters
systems in place to monitor throughout each ward. Donning and
adherence. Movement of staff doffing video and related competencies
between COVID and non- are completed by all ward managers
COVID areas is minimised and practice based educators with their
teams, including medical staff. There
are mask stations with gel at patient
and staff entrances and exits and it is
mandatory for all staff, clinical and non-
clinical to wear fluid repellent surgical
masks at all times, compliance is

o
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audited x 2 per week and fed back to
senior teams for action. If staff are
moved then it is for a full shift, if they
are moved midway they have to
shower and change. Staff are moved
up the level of risk rather than down
wherever possible.

Moving patients increases their
risk of transmission of infection.
For urgent and emergency care,
hospitals should adopt pathways
that support minimal or avoid
patient bed/ward transfers for
the duration of their admission
(unless clinically imperative).
The exception will be patients
who need a period of care in a
side room or other safe bed
while waiting for their COVID
test results. On occasions when
it is necessary cohort COVID or
non-COVID patients because of
bed occupancy, then reliable
application of IPC measures
must be implemented. Is also
imperative that any vacated
areas are cleaned as per
guidance.

Local SOP has been ratified to reflect
guidance and compliance is monitored
daily and fed back to the clinical teams.
The IPC Team, 7 days a week, advise
and guide on patient placement,
particularly when suitable rooms or
wards not available in a timely way.

When patients are moved it is
documented.

There is cleaning guidance available
and incident forms are completed
when clinical decision based on bed
capacity overrules the guidance.

compliant

Daily data submissions have
been signed off by the Chief
Executive, the Medical Director
or the Chief Nurse, and the
Board Assurance Framework is
reviewed and evidence of
reviews is available

Daily submissions are signed off by the
nominated Executive, each version of
the BAF is reviewed by the Divisions
and evidence collated which is then
presented through our governance
meetings and then to Board.

The exception is V1.4 of the IPC BAF
which has gone directly to BoD in
January.

compliant

Where bays with high numbers
of beds are in use, they must be
risk assessed, and where
2metres cannot be achieved,
means of physical segregation
of patients are strongly
considered. The concept of
‘bed, chair, locker’ should be
implemented. All wards should
be effectively ventilated

All of the ward areas, including the
assessment areas have been reviewed
to determine if patients are 2m*
distanced. The measurement was
taken from the middle of each patient’s
bed. Out of the 39 in-patient areas
reviewed, 38 areas have beds that are
over 2m apart*, distances range from
2.1m to 2.8m. The area where 2m
cannot be achieved is UMAC trollies,

compliant

ogether
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f are tested

which is 1.9m. In acknowledgement
that the 2m distance will be breached
at times when staff and patients move
around and give/receive care, clear
Perspex curtains have been installed
throughout the Trust to provide a
further barrier.

All wards have social distancing
posters in use with gel and face mask
dispensers available throughout the
wards. Natural ventilation is
encouraged throughout the trust, and
windows have all been maintained in
order to allow opening at least 3 x day
to allow fresh air to circulate where
mechanical ventilation is not available.
Where possible beds are all now
configured to follow ‘bed, chair, locker’
to encourage social distancing when
patients move around their bed area.

nosocomial rate you should
undertake additional targeted
testing of all NHS staff, as
recommended by your local and
regional infection prevention and
control /public Health team.
Such cases must be
appropriately recorded,
managed and reported using
agreed regional/national
escalation systems.

all outbreak meetings and receive all
minutes, nosocomial rates are
discussed and any additional patient
and staff testing is agreed and
completed as part of the outbreak
mitigations. Local meetings have
taken place with CCG, PHE and
representative from NHSI/E NW to
discuss local nosocomial rates and
actions introduced to mitigate further
incidences. All outbreaks are reported

Implementation of twice weekly | Staff are issued with lateral flow compliant
lateral flow antigen testing for antigen test kits and management
NHS patient facing staff . Whilst | monitor twice weekly completion.
lateral flow technology is the Staff enter results electronically onto
main mechanism for staff advised system, any staff identified
testing, this can continue to be as positive on Lateral flow test,
used alongside PCR and LAMP | remain off work and have a re-test to
testing confirm using PCR before they can
return to work. Staff who are
symptomatic do not complete lateral
flow, they attend for a PCR test via
the testing POD.
If your trust has a high Local PHE colleagues are invited to compliant

o
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using the ‘New’ national electronic
system.

8 Patients are tested

a. | All emergency patients must be | All admissions to the trust are tested | compliant
tested at admission, whether or | as per local policy which reflects

not they have symptoms national guidance; adherence to the
policy is audited daily and fed back to
the admission areas. All in-patients
receive a COVID awareness pack to
include them in our efforts to keep
them safe during their hospital care

episode.
b. | Those who go on to develop We have a low threshold for testing, compliant
symptoms of COVID-19 after and all patients and staff are tested
admission must be retested at at the first signs of symptoms no
the point symptoms arise. matter how mild they are to ensure

that we capture staff and patients with
the virus at the soonest possible time
to avoid further harm

C. Those who test negative on Local policy reflects national compliant
admission must have a re-test guidance and all patients are tested
on day 3 of admission, and at day of admission and again at day
again between 5-7 days post 3 and day 6, following this we have
admission also introduced screening every 7

days for those patients that remain in
hospital after day 6.

d. | Sites with high nosocomial rates | Nosocomial rates are discussed daily | compliant
should consider testing COVID | and during outbreak meetings,
negative patients daily. screening frequencies are determined
on a case by case basis using a risk
assessment approach. Weekly
screening has been introduced.
Current capacity would not support

™
X
©
c
)
Q
o)
<
1
—
~
>
E
<
>
c
@
L,
LL
<<
m
@)
o
#
N
5
—
N
O
30

daily testing.
e. Patients being discharged to a Local policy reflects this national compliant
care home must be tested 48 guideline and the policy is audited
hours prior to discharge and every time we have a discharge. In
must only be discharged when addition the hospital IPC team
their test result is available. contact the community IPC team
Care homes must not accept when any patient is discharged to a
discharged patients unless they | care home who has had a negative
have that person’s test result swab but have been in contact with

o, ¢ a El ¥ wuth.nhs.uk
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can safely care for them

someone who has a positive swab.
Patient leaflet is available .Both
Teams work in collaboration and
share data regarding outbreaks to
ensure safe transfer of all patients
into and out of hospital.

f. Elective patient must be tested
within 3 days before admission
and must be asked to self-
isolate from the day of the test
until the day of admission

Systems — Local Systems must:

Local policy reflects this national
guidance and audits are completed to
support compliance. Patient leaflet is
available.

compliant

9 Assure themselves, with The BAF is shared with local compliant
commissioners, that a trust’s commissioners and CQC and the
infection prevention and control | agreed action plans are reviewed by
interventions (IPC) are optimal, | local committees and reported to the
the Board Assurance BoD for assurance.
Framework is complete, and
agreed action plans are being
delivered
10 Review system performance Daily Tactical and Strategic system compliant

and data; offer peer support and
take steps to intervene as
required

meetings in place from January 2021,
to ensure optimal patient flow and risk
minimisation.

Completed by: Jay Turner - Gardner — Associate Director of Nursing — Infection Prevention /
Deputy DIPC and Hazel Richards, Chief Nurse/ DIPC

Date: 18 January 2021
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Standardised Hospital Mortality

Board of Directors 27 January 2021
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* Board Assurance Framework PR4.2
* Rising SHMI

* A calculation of expected mortality based on other patients in England
with similar coding characteristics

e Recorded diagnosis in the 15t FCE and a maximum of 20 comorbidities
according to the Charlson index

* Northwest higher than England average and WUTH risen to above
expected range reported last quarter (Q4 19-20)

* CUSUM alerts — Pneumonia, UTI, Cerebrovascular disease, COPD
e Coding staffing — on risk register
* A care issue, documentation issue, system issue?

poether
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* Mortality review group weekly — links complaints, SlI, coroner, medical
examiner

* Medical Examiner scrutiny of all cases
* LFDs quarterly — ME, SJRs, PMRs, DR Foster - PSQB, board

o
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* Dr Foster analysts

 AQUA data

* National specialty audit reports — respiratory, stroke
* GIRFT

» Acute trust experience in reducing SHMI (medical and coders)
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SHMI* and HSMR* for Wirral Univel,l"sity Teaching Ho

260

Dr Foster data

uTI

2019 to July 2020

spital NHS Foundation Trust by SHMI Group for all admissions in Aug

[ @ st @ HSMR* —— Model average - 99.8% CL 95% CL
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Pneumonia
Cerebrovascular disease
COPD

UTI

Sepsis

YW wuth.nhs.uk
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. preurmonia mortality
Bronchopneumonia 32% » e .
Lobar 10% . _ _ '
viral R e L
: ﬁ " *:}{ S
Most pneumonia documented on o _ _ "

CERNER as community or hospital

acquired -
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225 Mortality Report - SHMI Presentation
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Observed numbers for pneumonia NHS

Wirral University
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12.8 COPD — Scatterplot showing mortality rates (in and out of hospital} by age group
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SSNAP audit data for 2019

SCN

Trust

Team name
Team type

North West Coast SCN
Wirral University Teaching Hospital NHS Foundation Trust
Arrowe Park Hospital

Routinely admitting team

Number of patients (with
known stroke type)

1282

Case ascertainment 90%+
Level of consciousness on
arrival:
0 (fully conscious) 84.2% (1079)
1 7.8% (100)
2 4.0% (51)
3 (fully unconscious) 4.1%(52)
Patients with fully completed
NIHSS 100.0% (1282)
SMR (Standardised Mortality . ; ,
) Your team is not an outlier for mortality
Ratio) 1.02
Number of deaths (observed) 194

Number of expected deaths
Crude Mortality

191
15%

o
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SSNAP is stroke physician care
output

GIRFT highlighted high coding
for non specific cerebrovascular
disease rather than ischaemia
or haemorrhage

Not all CVD managed by stroke
physicians (DME,crit care,
MSSW etc)

Stroke team review all of their
cases for coding but not others

YW wuth.nhs.uk
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* Review of cases n=45 (+10 above expected), final diagnosis
e UTI=5

* Sepsis=9

* Metastatic cancers (urology, lung, haem) = 10

e COVID =2

* Pneumonia =6

e Others =10

* Sepsis HSMR 26 lower than expected
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Diagnoses - HSMR | Length of stay (upper quartile) | Oct 2017 - Sep 2020
View. Negative Reselon alert. To threshold /2 Start Apr 2017 Threshold: High (99%) Benchmark year. Data year

0.27 7
059 4 4
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100 |
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WUTH depth of coding always Charlson Co-morbidity Index - NELFFCEs QLS g

shown to be above average : Apr-20to Sep-20 - 0

()

Coding of comorbidities in order of _g 6 | o

what is documented wo g =
9

. T

However WUTH not capturing g $ n

Charlson co-morbidities either " S -

through documentation or % 2 T T T 2
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Charlson Comorbidity score

Condition Name ICDD codes Soore
Acute myocardial infarction 121, 122, 123, 1252, 1258 5
Cerebral vascular accident G450, G451, GA5Z, G454, G45E, G459, G46, 160-169 11
Congestive haart failure 150 13
Connective tissue disorder MOS, MO0, MOG3, MO9S, M32, M332, M34, M353 4
Dementia FOO, FO1, FO2, FO3, FO51 14
Diabetes E101, E105, E106, E108, E109, E111, E115, E116, E118, E119, E131, 3
E135, E136, E138, E139, E141, E145, E146, E148, E149
Liver disease K702, K703, K717, K73, K74 B
Peptic ulcer K25, K26, K27, K28 -]
Peripheral vascular disease 171, 1739, 1790, RO2Z, £958, 7959 1]
Pulmonary disease 140-047, 160-167 4
Cancer COD-C76, CBO-C97 B
. N E102, E103, E104, E107, E112, E113, E114, E117, E132, E133, E134,
Diabetes complications =1
E137, E142, E143, E144, E147
Paraplegia G041, GB1, GB20, GB21, GB22 |
Renal disease 112,113, NO1, NO3, MO52-NO56, NO72-NO74, N18, N19, N25 10
Metastatic cancer C¥7,CTR, CT9 14
Severe liver disease K721, K729, K766, K767 18
HIV B20, B21, B22, B23, B24 2
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The impact of poor data quality
_“ e Conflictin Coding

Age & Sex 81, male 81, male

* High value coding, and mortality
# FCE's 2 2

coding different

Primary Diagnosls Acute myocardial infarction MNon specific chest pain
Charlson Score 14 0
Risk of Mortality ITH 0.1%
Tariff Generated £4643 £985
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 Tameside, Salford, Queen Elizabeth

* Clinician coder regular engagement

* Pneumonia coding — bronchopneumonia only
 Utilising DR Foster expertise

* Audit software for coding
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* Crude mortality rate is higher than regional average
* No systemic issues identified with patient care from ME or MRG

* |ssues identified with documentation, coding (priorities of income vs
mortality vs comorbidity) and LoS.

* Specialty respiratory and stroke national audits show mortality rates within
/ lower end of range

* GIRFT reports highlighted coding issues with stroke and respiratory reports
 Sepsis cases lower than expected (MIAA audit awaited)

* UTI review showed that 9 had sepsis on admission

* Charlson comorbidity scores under reported

J ¢ e. YW wuth.nhs.uk

c
9
—

©
]

c

o

7))

o

S
o
=
I
0p]
-

o

o

&)
@

>
=
I
pus

@)
=
Lo
AN
C}I
—i
AN
o
AN

Page 106 of 148



. NHS|
ACt IONS Wirral University

Teaching Hospital

NHS Foundation Trust

* Coding manager reviewed coding practices

* CERNER - folder of comorbidities and to explore autopopulation from past
episodes , streamlining Diagnosis Options

* Coder’s priorities coding of Charlson comorbidities early in the encounter

* Audit software now available to check coding quality and to monitor
through PSQB

* Education package for clinical staff

* Robust mechanisms to be put in place to review and if necessary correct
coding before NHS digital submission closure

* Await MIAA sepsis audit
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e Strategic Objective
e Key Measure
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Level of Assurance

e Positive
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Positives.

e The Trust has robust systems and processes in place to
monitor and flex staffing to meet the changing demands of the
organisation and patient requirements.

e The Trust has approved a time limited incentive scheme to
encourage uptake of additional duties

e The Trust is currently recruiting an additional 100 international
nurses that are expected to be in the Trust in April 2021

Gaps.
e The Trust has seen an increase in ward based registered
nurse vacancies to 26%

e The Trust has seen an increase in RN sickness rates to above
8 % (M9).
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1. Executive summary

The dashboard provides an oversight of areas related to the provision of nurse staffing, both RN and
CSW. In M8, the Trust saw the benefit of the nursing incentive payment scheme and a number of
indicators improved. However, M9 and beyond has seen a deterioration, largely due to increasing
prevalence of COVID-19 and staff self-isolating; thereby reducing staffing levels, often to the minimum
and at times below that.

The Trust has implemented a number of measures to improve the position through use of the nurse
staffing incentive scheme, block bookings from a wide range of nursing agencies to support gaps,
redeployment of senior nursing staff to work clinically and redeployment of non-ward based nursing staff
in line with the Winter Staffing Escalation Plan.

Additional funding has been secured from NHSE to support the recruitment of up to 100 international
nurses before April 2021. This will impact positively on the number of vacancies.

2 Current position: reaas to note

2.1 Vacancies
The Trust has seen further increases in RN vacancy rates to 26% M9.
2.2 Sickness

RN sickness rates in M9 6.49% and CSW rates at 8.18% (month absence rate). RN sickness rates were
seen to spike at the end of M8 early M9 to 8.96% with a COVID sickness rate of 2.8% (Bronze Dashboard
4 Dec 2020). This was compounded further with a number of staff self-isolating due to being high risk
contacts.

2.3 Safe Staffing Oversight Tracker (SSOT) review

During M8 the SSOT recorded 243 shifts that fell below minimum staffing levels for RNs; this is a
significant reduction on M7 of 454. However this increased significantly again in M9 to 499.

Senior Nurses are required to make a professional judgement and apply a RAG rating ahead of the shift,
on whether wards are safely staffed, and to take action to improve the situation as required; eg move staff.
A retrospective review is then undertaken to identify any potential or actual harms that may have
occurred. These will be recorded on the SSOT and compared to incident data.

The RAG descriptors are:
e ‘“red” if wards are at high risk of care standards diminishing;
e “amber” signifying medium/low risk or;

e ‘“green” no risk.

There were no shifts with a professional judgment rating of red during M8 and 9.
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2.4 Impact on Care

Late Medications: 582 patients - 46 shifts - 9 wards / clinical areas
Delayed News: 239 patients - 29 shifts - 9 wards / clinical areas
Delayed Observations: 287 patients - 32 shifts - 10 wards / clinical areas

Incident reports will be reviewed for triangulation to identify any potential harm as a result of staffing
levels.

2.5 Staff moves

There were 164 staff moves during M8 compared with 140 in M7. This was due to the number of closed
beds and wards during this period, due to infection control reasons. Moves were considered essential to
ensure wards with higher patient acuity had appropriate staffing.

Data is not currently available for M9, however will be updated in the dashboard for M10 report. It is
anticipated that the number of moves for M9 will be high due to sickness and vacancies.

2.6 Safe staffing incidents

In M8, 25 incidents were reported for nursing and midwifery staffing which is a significant reduction on the
previous month (75) with all these incidents recorded as low or no harm.

There was just one area with a high frequency of staffing incidents reported which was also highlighted in
M7. This was for the Delivery Suite where safe staffing escalation processes were used appropriately.
This area did not feature as a high frequency reported area during M9.

There was an increase in reported incidents during M9 with a total of 90. These are currently under
review.

3. Actions to mitigate risks

In response to reduced staffing, a review of nursing processes has been undertaken to support frontline
teams to release time to care for patients. Following a meeting with Ward Managers the following has
been proposed and agreed by the Executive Team on 19 January 21:

e A number of medication processes have already been streamlined (approved at Clinical Advisory
Group 11 January 2021and enacted during Surge One).

¢ Incidents and complaints management will be led by the Divisional Governance Support Teams, to
release Ward Manager time to provide clinical care and leadership.

e Some nurse records (eg fluid balance, intentional rounding) will convert to paper for a time limited
period. Processes have been agreed for inputting into Cerner.

e Reduction in the Perfect Ward Audit schedule.

To ensure oversight is maintained, the Corporate Nursing Team will continue to monitor standards of
safety and quality using the mini WISE/ spot check programme.

Nurse staffing meetings are now twice daily and a Matron is on a late duty every day to oversee safe
staffing. Staffing concerns are reported in Bronze Command each day.

3
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4. Conclusion

Whilst improvements were seen in M8, these have been compromised in M9 due to increased pressure
from COVID-19 and vacancies. Twice daily nurse staffing meetings support the safe deployment of staff in
a timely way. The high vacancy rate should reduce into the new financial year when the 100 plus
international nurses come into the Trust.

5. Recommendations

The Board of Directors are requested to note the contents of report and controls in place to minimise the
impact of reduced nurse staffing levels.
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Appendix 1 Safe Staffing Assurance Dashboard July to December 2020.

Safe Staffing Board Assurance Dashboard 2020

Data Source Indicator Jul Aug Sept Oct Nov Dec Spark line

Corporate Nursing Care Hours Per Patient Day - Total 9.6 8 8.5 10.1 9.5 ~—

Corporate Nursing Care Hours Per Patient Day - Registered Nurses 4.8 3.8 4.1 5.2 4.8 — -

Corporate Nursing Care Hours Per Patient Day - CSW's 4.2 35 3.7 4.1 3.8

Corporate Nursing National Fill rates RN Day 79% 76% 83% 84% 85%

Corporate Nursing National Fill rates CSW Day 76% 86% 89% 94% 88%

Corporate Nursing National Fill rates RN Nights 94% 72% 79% 81% 82%

Corporate Nursing National Fill rates CSW Nights 97% 90% 104% 100% 99% — T

Corporate Nursing Trust Occupancy Rate 57.20% 66.90% 79.50% 79.50% 76.10% 79.30%

Corporate Nursing Occupancy Rate - APH 63.10% | 72.10% | 81.50% | 79.10% | 76.00% | 79.90%

Corporate Nursing Occupancy Rate - CBH 16.00% 24.90% 51.90% 46.10% 39.00% 37.90% I .

Workforce Vacancy Rate (Band 5 RN's) 18.46% 18.05% 16.94% 16.61% 24.38% 25.00% - —

Workforce Vacancy rate ( Band 5 inpatient wards ) 20.57% | 20.16% | 18.73% | 17.11% | 25.99% | 26.80% —_— -

Workforce Vacancy Rate - All RN (All grades) 9.81% 9.90% 9.40% 867% | 14.10% | 1457% |

Workforce Vacancy Rate (csw's) 5.89% 5.86% 7.86% 7.77% 12.76% | 12.19% . (:}

Workforce Sickness Rate - RN 5.69% 6.12% 6.38% 6.80% 6.95% 6.49% : >

Workforce Sickness Rate - CSW. 10.46% | 9.58% | 10.09% | 8.82% 7.59% 8.18% T TT—— —

Workforce Absences Rate - RN 4.84% 2.36% 2.60% 1.55% 1.76% 1.50% — - _ CDU

Workforce Absences Rate- CSW 496% | 333% | 3.17% | 155% | 2.17% | 1.56% — . c

Corporate Nursing Number of Professional Judgment Red Shifts 1 0 0 0 0 (.6

Corporate Nursing Number of RN Red Shifts 359 445 454 243 499 I_I>

Corporate Nursing RN Red Shift Impact : Number of Falls 7 9 17 4 19

Corporate Nursing RN Red Shift Impact : Number of Falls with Harm 0 1 0 0 O

Corporate Nursing RN Red Impact : Meds Errors / Misses 3 0 7 1 27 o

Corporate Nursing RN Red Impact : Patient relative complaints 2 0 3 0 0 G.)

Corporate Nursing RN Red Impact : Staffing incident submitted 6 16 18 7 23 _ D:

Corporate Nursing RN Red Impact : Special 1:1 (uncovered) 3 7 9 0 26 JE— —-_,___,_,--""’ (@)

Corporate Nursing RN Red Impact: Missed Breaks 14 26 26 10 107 I __’_,.-—-"' E

Corporate Nursing RN Red Impact: Delayed / Missed Obs 10 19 122 1 287 - — q"'é

Corporate Nursing RN Red Impact: Delayed / Missed nMEWS 12 33 12 31 239 o _,,.--"" e

Corporate Nursing RN Red Impact: Delayed / Missed Pressure Care 3 14 24 23 145 o U)

Corporate Nursing RN Red Impact : Delayed Meds 8 20 127 6 582 - - q(]_)

Governance support Number of SI's where staffing has been a contributing factor 0 0 0 0 0 TBC ('6

Corporate Nursing Total Number of staffing incidents 30 53 80 75 25 90 o U)

Complaints team Formal complaints in relation to staffing issues 0 0 0 0 1 0 >

Complaints team Informal Concerns raising staffing levels as an issue 0 0 0 1 0 0 E

Complaints team Patient Experience feedback raising staffing levels as a concern 0 0 0 0 0 0 (e

Corporate Nursing Staff Moves 232 329 140 164 TBC —_ T~ (@)

NHS Professional Number of RN hours requested 19909 22878 24734 28432 31103 28638 - T z

NHS Professional Number of CSW hours requested 20155 25196 25007 32505 28386 30651 — 36

NHS Professionals % of requested filled RN's 67.80% | 62.80% | 61.70% | 60.20% | 72.70% | 58.90% — (V]

NHS Professionals % of requested CSW filled 86.30% | 80.20% | 76.50% | 71.10% | 85.30% | 68.10% T C}I

NHS Professionals % of Agency staff used RN 3% 3% 3% 2% 6% 1% —— ]

NHS Professionals % of Agency staff used CSW. 0 0 0 0 0% 0% (q\]
(@)
(Q\
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PROGRAMME SUMMARY
1. Overview

The Programme Board planned for 20" January 2021, along with the Programme Steering Group
meeting scheduled for 11t January 2021, were both cancelled by Gold Command due to operational
pressures throughout the organisation as a result of the Covid Pandemic.

The three Transformation Programmes each held their Steering Group meetings during the week
commencing 4" January 2021. The information presented at these, coupled with the Programme and
associated Project information held in PM3/ S:Drive PM3 folder has informed the Assurance review
presented.

PROGRAMME STATUS

In terms of the overall ratings assessments there has been an improvement, compared to December,
with all but one rating Green for Governance and the majority rating Green for Delivery. Further
action should be taken to continue this trend to improve upon delivery of the planned changes for the
Patient Flow and Outpatient transformation programmes.

1.1. Governance Ratings

For January, six of the seven ‘live’ programmes were green rated for Governance, with one attracting
an amber rating; this is based upon the PM3/ S:Drive PM3 evidence.

1.2. Delivery Ratings

January saw five programmes green rated for Delivery while two were amber rated. For the sake of
clarity, amber ratings remain indicative of substantive issues albeit considered within the competency
of the programme/project team to resolve. The areas for attention are, in particular, the definition and
realisation of benefits and robust planning.

The assurance ratings are leading indicators of whether the desired grip and pace are being
achieved, resulting in a more significant ‘shifting of the dials’ in terms of the desired improvement.

ASSURANCE
2. Programme Assurance - Ratings
The attached assurance report has been undertaken by the Head of Service Improvement and
provides a detailed oversight of assurance ratings per programme / project. The report provides a
summary of the assurance as a gauge of the confidence in eventual delivery and the actions needed
to improve those confidence levels are described in the assurance statements for each.

3. Recommendations

The Board of Directors is asked to note the Trust's Change Programme Assurance Report and
consider the following recommendation:

6.1 That the Board of Directors requests Senior Responsible Owners / Executive Sponsors to
direct their projects to further improve confidence in delivery.

D ¢ a Ei ¥ wuth.nhs.uk
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Programme Board Scope NHS

| WuTHTstsoardofDirectors  (Virral University
Teaching Hospital

NHS Foundation Trust

S ogummescadGOGrneleromes

Workforce

SRO - Jacqui
Grice

Patient Flow
Programme Lead:
Shaun Brown

Digital Enabler

Perioperative

Improvement
Programme Lead:
Paul McNulty

Digital Enabler

Outpatients

Transformation
Programme Lead:
Alistair Leinster

Digital Enabler
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Change Programme Assurance Report - m

Trust Board Report - January 2021 T‘L‘QEL?Lgrﬂ‘éiﬁ'tgi

Assurance NHS Foundation Trust

Assurance - Governance ratings

18
16 1

B Suspended
Green
Amber

H Red
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Change Programme Assurance Report - _ m

Wirral University
Trust Board Report - January 2021 Teaching Hospital
Assurance NHS Foundation Trust

Assurance - Delivery ratings

18
16
14— B ERE
12

10 B Suspended
8 Green
6 Amber
4
H Red
2
0
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NHS

Change Programme Assurance Report - Wirral University

Trust Board Report - January 2021 - Top 3 Priority Projects - Summary Teaching Hospital
Programme Assurance

NHS Foundation Trust

Improving Patient Flow | Governance | Amber | Delivery | Amber |

e Metrics for Bed Occupancy and Average Length of Stay are within Flow Programme targets at 86% and 6.4 days respectively. Metrics for 21 day+ LOS and time
spent in ED exceed Programme targets with 99 LLOS patients and 245 minutes respectively. The Programme has been impacted by a high level of demand for
services due to Covid.

* The programme is planning to focus, over the next 3 months, improvement work on a small number of key standards in the Flow Vision. Aims for measurable
improvement within a specified period of time are being developed.

¢ Aplanisin development to identify improvements which will contribute to an increase in the number of Discharges before Midday, including the associated
benefits to staff and patients; what will improve, by how much and by when. This will be tracked by those accountable for delivery and assurance.

Perioperative Medicine Improvement Governance m Delivery m

* The revised PID v0.5 dated 4 Mar 20, as approved by the Programme Board - including an extensive schedule of benefits and measures - remains extant. The
programme has devised revised trajectories and these are now being monitored for evidence of the planned improvements.

* The KPIs declared by the programme, as agreed by the Programme Board, continue to show the positive impact of the changes the programme is driving.

o
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NHS

Change Programme Assurance Report - Wirral University

Trust Board Report - January 2021 - Top 3 Priority Projects - Summary Teaching Hospital
Programme Assurance

NHS Foundation Trust

Outpatients Improvement | Governance | Green | Delivery | Amber |

» Overall Aim: The Outpatients programme was re-focussed (Programme Board on 18t March) to deliver, at pace, radical solutions to keep patients away from the
hospital sites; this was to be achieved by providing outpatients services by remote (non-Face-to-Face) means.

* Overall Progress: December figures have continued to be adjusted (Obstetrics removed) to reflect Model hospital reporting. This has increased overall
performance. As the programme reports: the Trust has attained the national ‘overall’ 25% Non-F2F target in December at 33% (was 34% in November); the 60%
‘follow-up’ non-F2F target was not achieved, reported at 33% (was 36% in November). The QIA/EA has been revised following feedback from Dr Nicola Stevenson
and Hazel Richards and action taken as instructed; revised QIA has been resubmitted for Clinical Executive level Sign Off.

* Compliance and Exceptions: The programme team continues to work with 37 specialties, across 4 divisions, to identify clinical exceptions that would permit a face-
to-face consultation to occur.

* Targets resolved: As agreed at the Programme Board, 18 November 2020, the programme targets for overall delivery by remote means have been confirmed
using a comprehensive bottom-up approach of analysis and validation of exceptions with Divisions:
. For total appointments Non-F2F%, i.e. New + FU attendances, no intervention is needed and this figure will continue to be monitored for assurance.
. For total Follow Up Appointments Non-F2F%, an action plan and trajectory have been developed to achieve: 45% by Mid-February 2021 (what the
predicted level was based on Divisional Submissions June 2020) and 60% by end of May 2021 (NHSE target for follow up appointments Non F2F). This will
continue to be worked on at Programme level.

Note 1: The programme cites Simon Stevens - 3™ Phase of NHS response to Covid letter, dated 31 Jul 20: Overall 25% Non-F2F, FU appts 60% Non-F2F.
Note 2: Divisional submissions by specialty - Programme Board 19 Aug 20 - gives % Non-F2F Trust-wide: New appts 37% Non-F2F, FU appts 45% Non-F2F.
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Exec Sponsor

Anthony Middleton

Independent Assurance Statement

1. The 'Vision for Patient Flow' v2 is uploaded to PM3. 'Scope' is the 'PID for Patient Flow' presented at the Prog. Steering Group 9 Nov 20 and contains 22 objectives the
Programme is seeking to achieve. The Programme team agreed at the Patient Flow Steering Group meeting 5 Jan 21 to concentrate resource on achieving an improvement in
'Discharge before Midday' this now needs to be clearly defined. 2. & 3. ToR updated Oct 20 is uploaded to PM3. Action Tracker available up to meeting of 5 Jan 21.

4. There is a Comms Plan uploaded in PM3; milestones have been added to the Programme Project in PM3 to track delivery. 5. QIA for the Programme was approved at the
Patient Flow Steering Group meeting 5 Jan 21 and is awaiting Exec sign off. 6. Programme and associated Projects are effectively managed in PM3 - significant delays noted to
the 'discharge’ project due to complete 30 Oct 20 however it is acknowledged there are now only two outstanding tasks. 7. The Flow dashboard was reviewed at the Patient
Flow Steering Group meeting 5 Jan 21 and 'Discharge by Midday' identified as the objective to focus on; a plan for 'how much, by when' needs to be developed for this KPI.

8. & 9. Programme risks and issues are managed in PM3 (updated 14 Jan 21). Most recent assurance evidence submitted 16 Jan 21.

Programme Lead

Shaun Brown

Lead

Jane Hayes-Green

Service Improvement

Improving Patient Flow - Programme Assurance Update — 17 January 2021

Stage of Development

Implementation

PMO
Ref

2. Tran

21

Programme Title

Patient Flow
Programme

Programme Description

sformation Programmes - Improving Patient Flow

The Flow prograrnmme will work to ensure that all patients receive

care and treatment in accordance with the standards within the

Trust Flow Yision 2.0

The Flow prograrnme will irmplement and monitor projects to

support the delivery of the flow standards in the Flow Yision

SRO."Sponsor Assures

Anthony Middletan
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Overall Governance Overall Delivery

OVERALL
GOVERNANCE
1. Scope and
Approach Defined
2. An Effective
Project Team is in
3. Proj. Governance is
in Place
4. All Stakehol ders
are engaged
h. EAdQuality Impact
Assessment
OVERALL
DELIVERY
b. Milestone plan is
definedlon track
7. KPls defined | on
8. Risks are identified
and being managed
9. Issues identified
and being managed
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Perioperative Medicine Improvement — Programme Assurance Update — 17 January 2021

Exec Sponsor Programme Lead Service Improvement
Lead
Anthony Middleton Paul McNulty Charlotte Wainwright

Independent Assurance Statement

Implementation

PM3 (all reviewed in Dec 20/Jan 21). Most recent assurance evidence submitted 16 Jan 21.

PMO

Ref Programme Title Programme Description

3. Transformation Programmes - Perioperative Improvement

The specific Focusibrief of the Theatre Productivity Group, to
achieve our objectives, was to: Reconfigure the Theatre Schedule;
Peri opera‘ti\re Enable the planning of theatre staff and anaesthetics; imPIement a
31 =yztern to track and ronitor 45 week usage; reduce specialty level
Programme wariation =0 that all liste are achieving 852 utilization target;

implernent a weekly process to enable prospective and

retrospective aszezsrment of sezsion utilization.

SRO‘."Sponsor Assures

Anthony iddleton
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Stage of Development Overall Governance Overall Delivery

1. The revised PID v1.0 dated 3 Mar 20 was signed-off by the Project Steering Group (and is updated by the Oct 20 'Scope' slide). The Exception Report and Re-start Plan (post-
COVID Wave 1) was approved by the Programme Board in June 2020. 2. As well as the Steering Group, there is also a 'Patient Safety and Experience Project Group' and an
'Operational Excellence Project Group'. 3. The Perioperative Steering Group has ToRs revised in Jan 20 and there is evidence of meetings up to 5 Jan 21. 4. There is a Comms
Plan in place which is tracked. 5. The renewed QIA signed off 4 Dec 20 is evidenced in PM3 6. Programme and associated Projects are effectively managed in PM3 (any delays
in the 'EBF' and 'Theatre Scheduling' projects are RAG rated separately for that project line). 7. KPIs are defined and on track. 8 & 9.Programme risks and issues are managed in

OVERALL
GOVERNANCE
1. Scope and
Approach DeFined
2. An Effective
Project Team iz in
3. Proj. Governance
is in Place
4. All Stakeholders
are engaged
5. EAIQuality Impact
Asgeszment
OVERALL
DELIVERY
b. Milestone plan is
definedlon track
7. KPls defined | on
2. Risks are identified
and being managed
9. lz=ues identified
and being managed
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Exec Sponsor

Anthony Middleton

Programme Lead

Paul McNulty

DIGITAL ENABLEMENT: Theatre Scheduling - Project Assurance Update — 17 January 2021

Ged Hussey

Independent Assurance Statement

Technology Lead

Implementation

Stage of Development

Overall Governance

Overall Delivery

1. The Theatre Scheduling PID v1.0 Final (v3 dated 27 Feb 20) approved by the Perioperative Steering Group on 28 Jul 20. 2. The Perioperative Digital Enabler projects are

discussed at the 'Operational Excellence Project Group' evidence of meeting 11 Dec 20. 6. The Theatre Scheduling project plan in PM3 shows that 'post-implementation
enhancements' have been completed. Closure report in development for sign off at the Perioperative Steering Group meeting Feb 21. 8 & 9. Project risks and issues are
managed in PM3 (all reviewed in Dec 20). Most recent assurance evidence submitted 17 Jan 21.

PMO
Ref

Programme Title

Programme Description

3. Transformation Programmes - Perioperative Improvement

3.2a

Theatre Scheduling
(Digital Enablement -
Perioperative Care)

The objective of thiz project is to implement informatics
developrnents to support operational changes and help strearmline
and improve theatre processes from pre-op through to recovery and
discharge.

S RO."Sponsor Assures

Anthony biddleton

OVERALL
GOVERNANCE

1. Scope and

Approach DeFined

2. An Effective
Project Team iz in

3. Proj. Governance

ig in Place

4. All Stakeholders

are engaged

5. EAIQuality Impact

Azzezzment
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DIGITAL ENABLEMENT: Electronic Booking Form- Project Assurance Update — 17 January 2021

Exec Sponsor

Anthony Middleton

Programme Lead

Paul McNulty

Ged Hussey

Independent Assurance Statement

evidence submitted 17 Jan 21.

Technology Lead

Implementation

PMO

Ref Programme Title

Programme Description

3. Transformation Programmes - Perioperative Improvement

Electronic Booking Form
3.2b (Digital Enablement -
Perioperative Care)

Froject benefits as defined at the meeting of 17 Dec 13 Data quality
for planned procedures would be improved a= new booking forms
have additional procedures and information resulting in better
quality of patient information in the EPFL. Review and re-build of
the procedure catalogue will allow accurate information in the EPR
[demonstrating the surgery teams are better able to schedule !

rmanage their resources).

S RO."Sponsor Aszzures

Anthony kdiddleton

OVERALL
GOVERNANCE

1. Scope and

Stage of Development

Approach Defined

2. An Effective
Project Team i1z in

3. Proj. Governance

is in Place

4_ All Stakehol ders

are engaged

5. EAIQuality Impact

Overall Governance

1. The PID, CPO 1091, (undated but) uploaded 26 Nov 20, defines the project and was approved at the next Steering Group on 1 Dec 20. 2. The Perioperative Digital Enabler
projects are discussed at the 'Operational Excellence Project Group' evidence of meeting 11 Dec 20. 6. The milestone plan on PM3 has been updated to reflect agreed revised
Milestones all of which are on track 8&9. Project risks and issues are managed in PM3; no open risks recorded and 1 open issue last updated 11 Jan 21. Most recent assurance

Azzezzment
OVERALL
DELIVERY
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Overall Delivery

7. KPls defined ! on

8. Rigks are identified

and being managed

9. Iz=zues identified

and being managed
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Exec Sponsor

Anthony Middleton

Programme Lead

Alistair Leinster

Outpatients Improvement - Programme Assurance Update — 17 January 2021

Lead

Jordon Bailey

Independent Assurance Statement

Service Improvement

Implementation

Stage of Development

Overall Governance

1. The PID v4.0 was agreed by Outpatients Transformation Steering Group (OTSG) on 30 Nov 20. The key benefits are defined therein. 2.&3. Project Team ToR v2.0, authorised
10 Jun 20, and there is evidence of meetings up to 6 Jan 21. 4. There is a Comms Plan in place which is tracked. 5. QIA/EA has been revised following feedback from Dr Nicola
Stevenson and Hazel Richards and action taken as instructed; revised QIA awaits sign-off at clinical executive level. 6. Programme and associated Projects are effectively

Overall Delivery

managed in PM3 (any delays in the 'OPR' and 'Attend Anywhere' projects are RAG rated separately for that project line). 7. Non F2F trajectory is in place and being tracked the

Programme has initiated a Vision and KPI RI project to identify additional KPIs to monitor as part of the programme. 8. & 9. Programme risks and issues are managed in PM3 (all

reviewed in Jan 21). Most recent assurance evidence submitted 16 Jan 21.

PMO
Ref

Programme Title

Programme Description

4. Transformation Programmes - Outpatients

41

Outpatients
Programme

The prirnary focus of the programne is to ensure Yalue at Every
Ercounter. This is value to the patient, the Clinician(s) and the
Trust. To the patient, the aim is to ensure that they are provided with
the diagnosis, treatrment, or information that they need.
Tathe clinician, the airm iz to ensure that every time they zee a
patient, they have the information and time they need to provide a
quality clinical encounter.For the Trust, the aim is to ensure a high
guality, clinical encounter, with no waste of resource and which

rezultz in positive patient experienceffeedback.

SRO‘."Sponsor Assures

Anthony iddleton

OVERALL
GOVERNANCE

1. Scope and

Approach Defined

2. An Effective
Project Team i1z in

3. Proj. Governance

15 1In Place

4_ All Stakehol ders

are engaged
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Exec Sponsor

Anthony Middleton

DIGITAL ENABLEMENT: Outpatients One Patient Record - Project Assurance Update — 17 January 2021

Programme Lead

Alistair Leinster

Nickee Smyth

Independent Assurance Statement

Technology Lead

Implementation

Stage of Development

Overall Governance

Overall Delivery

1. The project is defined in the PID v2.0 dated 3 Jul 20 which is uploaded to PM3. 2. There is a project team ToRv2.0 as approved on 31 Jul 20. There is an Action Tracker and

Attendance Log for project meetings up to 17 Dec 20. 6. The PM3 milestone plan shows revised dates for 5 milestones, agreed by Programme team, all of which are now

tracking green. 8&9. Project risks and issues are managed in PM3 (all reviewed in Dec 20/Jan 21). Most recent assurance evidence submitted 17 Jan 21.

PMO
Ref

Programme Title

Programme Description

4. Transformation Programmes - Outpatients

4 2a

Outpatients One Patient
Record (Digital
Enablement - Qutpatients
Improvement)

The key deliverables from this project are:

- Fiermoving Caze hotes from Cutpatients
- Reducing the amount of paper produced within the Outpatient
ervironmment

- Solutionz to make unavoidable paper available electronically.

SRO/Sponsor Assures

Anthony biddleton

OVERALL
GOVERNANCE

1. Scope and

Approach DeFined

2. An Effective
Project Team 1z in

3. Proj. Governance

i1s in Place

4_ All Stakehol ders

are engaged

5. EAIQuality Impact

OVERALL
DELIVERY

Asgessment
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Exec Sponsor

Anthony Middleton

Programme Lead

Alistair Leinster

DIGITAL ENABLEMENT: Attend Anywhere - Project Assurance Update — 17 January 2021

Independent Assurance Statement

Technology Lead

Michelle Murray

Implementation

PMO
Ref

Programme Title

Programme Description

4. Transformation Programmes - Outpatients

4.2b

Attend Anywhere
(Digital Enablement -
QOutpatients
Improvement)

Attend Arwwhere is a video consultation platform. [tis a web based
product which enables clinicianz to conduct video conaultations
with outpatients. The objective iz to make Attend Anvwhere
available az athird option For outpatient consultations, alongzside
telephone and Face to Face. |tz envisaged that this platforrn would
be uzed in both scheduled clinic settings and alzo in unscheduled
zettings such as ‘Hospital at Horne.

SRO."Sponsor Assures

Anthony kMiddleton

OVERALL
GOVERNANCE

1. Scope and

Stage of Development

Approach Defined

2. An Effective
Project Team iz in

3. Proj. Governance

is 1in Place

4. All Stakeholders

are engaged

h. EAdQuality Impact

Overall Governance

Assessment
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OVERALL
DELIVERY

6. Milestone plan is

definedlon track

7. KPls defined | on

Overall Delivery

1. The project is defined in the PID v0.6 dated 8 Apr 20 which is uploaded to PM3. 2.There is a Project Group Action Log and record of meetings up to 16 Dec 20. 6. PM3 shows
the majority of key milestones were completed on time. Remaining milestones have revised dates for which they are now on track and a project closure date has been set for 19
Feb 21 8.&9. Project risks and issues are managed in PM3 (Evidence of review in Dec 20/Jan 21). Most recent assurance evidence submitted 17 Jan 21.

8. Risks are
identified and being

mananer

9. Issues identified

and being managed
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EU Exit End of Transition Period Preparedness Report
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e Strategic
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Executive Summary
The UK left the EU and entered the transition period which lasted until 31 December 2020. During this
transition period the UK prepared for the UK’s future trading relationship with the EU.

The NHS has provided an operational response, led by Professor Keith Willett, Strategic Incident Director
for EU Exit. In line with this response, the Trust has reviewed the work previously undertaken in

gether
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preparation for EU Exit. The Trust has stood up its EU Exit Planning Team, which is overseen by the EU
Exit Senior Responsible Officer (SRO), Anthony Middleton Chief Operating Officer. This team supported
the Trust's preparedness prior to 31 December and will subsequently support the incident management
stage from January 2021.

The Trust has not identified any significant risks during this process. A Chair's summary report was
provided to the Board of Directors on 2 December 2020.

Planning meetings

The Trust has participated in the four EU Exit TP workshops between November and January, chaired by
Professor Willett and the Wirral EU Exit Coordination Group chaired by the Wirral Council, to ensure that
the Trust has informed, safe and robust plans in place. Internal planning meetings have taken place
during November, December and January and will continue to meet to consider national guidance and
feed into the Trust's command structure.

Daily Sitrep

The NHSEI EU exit daily sitrep reporting commenced on 23/12/20. Any EU exit related issues that are
expected to impact business critical services are reported into the Trust's command structure via the daily
Bronze meetings with Silver and Gold escalation as required. The escalation flowchart is available on the
EU Exit intranet page.

EU Exit Intranet page
Information for staff is available via the EU_EXxit intranet page. This includes information for staff on the
EU Settlement Scheme, and guidance and letters received from Government.

Action taken

In line with the EU Exit Operational Readiness Guidance 7 key areas identified nationally, have completed
a risk assessment/plan. At the request of Professor Willett, the risk assessment was updated to reflect
the current pandemic and winter pressure.

A UK:EU Trade and Cooperation Agreement has been reached and the Future Relationship Bill was
passed by by Parliament on 30th December. The UK’s new relationship with the EU will be in place from
1st January 2021.

Next Steps
In line with EU Exit Operational Readiness Guidance’ from the Department of Health & Social Care, this
report will be noted at the Board of Directors in January 2021.

Conclusion

Local planning is in place with support from EPRR C&M, in line with the EU Exit Operational Readiness
Guidance. Any EU exit related issues expected to impact business critical services will be escalated via
the Trust’s command structure.

Recommendations
The Board is asked to approve the contents of this paper and be reassured that the Trust complies with

the EU Exit national guidance and is proactively managing any potential impact on Trust business
continuity.
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1. Purpose of the Report

The purpose of the report is to advise the Board of Directors of progress against the revised enforcement
undertakings issued by NHS Improvement on 24 July 2020.

2. Background

Enforcement undertakings under Section 106 of the Health & Social Care Act 2012 were originally
applied to the Trust on 5 August 2015. An additional licence condition under S111 of the Health & Social
Care Act 2012 was subsequently imposed on 7 August 2015. Both the undertakings and the additional
licence condition related to:

e The need for the Trust to secure delivery of services on a financially sustainable basis; and
e The need for the Trust to ensure compliance with the A&E four hour target on a sustainable
basis.

Revised enforcement undertakings, which superseded the undertakings applied in August 2015, were
issued by NHS Improvement on 23 March 2018. The issues set out in the revised undertakings dated
24 July 2020 continue to relate to financial sustainability and sustainable performance against the A&E
four hour target.

The Board of Directors formally endorsed the revised undertakings during a meeting held on 5 August
2020 and agreed to review progress against the undertakings on a two monthly cycle commencing in
September 2020. Progress against each of the relevant undertakings is detailed in subsequent sections
of this report.

3. Financial Sustainability (inc Financial Recovery Plan)

The Trust is operating in an emergency finance regime for 2020/21 which was introduced to support the
national response to the COVID-19 pandemic. The Trust has reported a surplus of £1.9m to month 9 of
2020/21 which is in line with expectations given the temporary funding mechanisms in place.

The financial envelopes and detail behind the financial framework for the period from 1 October 2020 to
31 March 2021 have now been confirmed and the Trust has submitted a break-even financial plan to
NHS Improvement. However, delivery against this plan will be dependent upon the levels of COVID-19
activity seen by the Trust over the winter period and our ability to continue to restore the elective
programme.

The 2020/21 favourable financial position would enable our cash position to be protected in this
unprecedented year.

The Trust began a significant programme of work supported by PA Consulting in the spring of 2020 in
order to support the 2020/21 £14m CIP programme. This work was paused whilst operational focus
shifted to the emergency response, but the Trust will reinstate this work in preparation for 2021/22.

Alongside this, a long term financial plan is currently being developed which will underpin the Trust’s
financial strategy and recovery plan which is due for completion in Quarter 3 2020/21.

4. Sustainable Delivery of Accident & Emergency Services
The Trust aims to be compliant against the National Constitutional 4 Hour standard of 95%. Whilst the
Trust is currently performing in line with comparator organisations, it has not consistently achieved the

95% target over an extended period of time.

A full review of systems and processes has led to the development of a number of improvement
workstreams both internally at hospital level and externally at system level.
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Internal Actions and Assurance

A range of internal key performance indicators are tracked and managed internally to actively and
dynamically support patient flow. In addition, a series of improvement workstreams are in place with
delivery managed by the Patient Flow Improvement Group and reported to Programme Board through to
Trust Board.

System Actions and Assurance

As achievement of the standard is a recognised indicator of Patient flow performance across the Wirral
Health and Social Care System, Executive and System Leadership is in place to deliver system
improvements. Reporting is via the System Chair and Chief Executive Group of the Healthy Wirral
Partners Board. The Trusts internal improvement plans are mapped through to the Healthy Wirral
Programme, which has a dedicated Unscheduled Care workstream. This consists of Pre Hospital
Improvement, Hospital Improvement and Discharge / Out of Hospital Care Improvement.

Aligned to this work is the Hospital Upgrade Programme with the completion of the outline Business
Case ready for submission later this year. The Programme will support the redevelopment of the onsite
Urgent Treatment Centre and Emergency Department, to improve Patient flow, streaming and
turnaround.

5. CQC Action Plan

The revised undertakings dated 24 July 2020 specifically state that; the Licensee will provide NHS
England and Improvement with evidence of progress against its CQC action plan on those areas
pertaining to financial governance and use of resources. The actions relating to ‘Must Do’ and ‘Should
Do’ recommendations have been reviewed and there are no recommendations or actions which relate to
either financial governance or use of resources.

Executive Directors are reviewing the separate Use of Resources report from the CQC inspection to
ensure that any identified areas for improvement have been incorporated in relevant action plans. A full
report on progress against CQC Action Plans was included in a separate agenda item for the Board of
Directors meeting on 3 December 2020.

6. Board Development

The Board approved a Board Development programme which was planned to be delivered by NHS
Providers commencing this month. Due to the current pandemic it has been agreed with NHS Providers
to postpone the programme and review the delivery timetable when pressures on the Trust due to the
pandemic have eased.

7. Progress / Outcomes from the Wirral System Improvement Board

The System Improvement Board meetings were suspended during the first wave of Covid-19. NHSE/I
resumed these meetings with the first held in October and were scheduled to be held monthly. In view of
the current Covid surge, the North West regional Executive have advised that until further notice these
meetings will be held on alternate months to maintain oversight of the systems improvement journey.

8. Recommendations

The Board of Directors is recommended to:

¢ Receive and note the content of the report.
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NHS

Wirral University
Teaching Hospital

NHS Foundation Trust

Agenda Item: 20/21-230

Public Board of Directors
27 January 2021

Title: Charitable Funds Annual Report and Accounts
Responsible Director: Claire Wilson
Presented by: Claire Wilson

Executive Summary
Contextual and background information pertinent to the situation / purpose of the report.

Presentation of the audited Charitable Funds Annual Report and Accounts 2019/2020 for
approval together with the External Audit Independent Examination Report and the
Recommendations Letter.

Recommendation:

(e.g. to note, approve, endorse)
What action / recommendation is needed, what needs to happen and by when?

Approval

Which strategic objectives this report provides information about:

Continuous Improvement Yes

Please provide details of the risks associated with the subject of this paper,
including new risks (x-reference to the Board Assurance Framework and significant
risk register)

Regulatory and legal implications (e.g. NHSI segmentation ratings, CQC essential
standards, competition law)

Charity Commission compliance

Financial implications / impact (e.g. CIPs, revenue/capital, year-end forecast)

N/A

Specific communications and stakeholder /staff engagement implications

N/A

Patient / staff implications (e.g. links to the NHS Constitution, equality & diversity)

N/A

Council of Governors implications / impact (e.g. links to Governors statutory role,
significant transactions)

N/A
Previous considerations by | Draft Annual Report and Accounts approved by the
the Board / Board sub- Charitable Funds Committee in November 2020.
committees
Background papers / Charitable Funds Annual Report and Accounts 2019/20
supporting information Independent Examination Report

Recommendations letter

Letter of representation
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NHS

Wirral University
Teaching Hospital

NHS Foundation Trust

BOARD OF DIRECTORS MEETING IN PUBLIC
27 January 2021

Charitable Funds Annual Report and Accounts 2019/20

Purpose

The purpose of this paper is to present the Charity’s Annual Report and Accounts 2019/20
(Appendix One) to the Board for approval.

Introduction / Background

The Corporate Trustee is required each year to prepare its Annual Report and Accounts in
accordance with Part 8 of the Charities Act 2011 and the Charities (Accounts & Reports)
Regulations 2008. The Charity’s exemption from audit has been exercised - external
scrutiny through independent examination has been deemed appropriate for the Charity
as its transactions and balances fall significantly below statutory thresholds. The Charity’s
independent examiner is Grant Thornton UK LLP.

The deadline for the submission of the final independently examined 2019/20 Annual
Report and Accounts to the Charity Commission is 31 January 2021.

The draft Annual Report and Accounts were presented to the Charitable Funds Committee
on 10 November 2020. The independent examination was completed during weeks
commencing 4 and 11 January 2021. Some minor presentational amendments have been
identified by the review and these have been amended. The Independent Examination
Report is attached at Appendix Two.

Two recommendations have been made in relation to the management of the Charitable

Funds bank accounts and these are being actioned by management. The
recommendations letter is attached at Appendix Three.

Conclusions

Once approved, the Annual Report and Accounts 2019/20 will be presented to the Charity
Commission in advance of the 31 January deadline and arrangements will be made to
make it available to the general public, grantors and donors via the internet.

Recommendations to the Board
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The Board is asked to:
- Approve the Annual Report and Accounts following the independent
examination.
- Note the Independent Examination Report.
- Approve the signing of the Representations Letter by the Chief Finance
Officer (Appendix Four).
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Commercial in confidence

Q Grant Thornton

Corporate Trustee
Wirral University Teaching Hospital NHS Foundation

Trust Charitable Fund Grant Thornton UK LLP
Arrowe Park Hospital 4 Hardman Square
Arrowe Park Road ;T‘/Ipmn;]ngﬂelds

anchester
Upton M3 3EB
Wirral
CH49 5PE T +44 (0)161 953 6900

F +44 (0)161 953 6901

19 January 2021

Dear Sirs

Wirral University Teaching Hospital NHS Foundation Trust Charitable Fund — Independent
Examination of 2019-20 Annual Report and Accounts

We are pleased to report that we have completed our independent examination of Wirral University
Teaching Hospital NHS Foundation Trust Charitable Fund’s (the Charity) 2019-20 Annual Report and
Accounts.

An ISA compliant audit was not required for 2019-20 since the Charity’s transactions and balances were
below the necessary thresholds. As such, we do not issue a formal Audit Findings Report on completion
of our work. However, in the course of examination, we identified two recommendations which we would
like to bring to the attention of the Corporate Trustee.

Recommendation One — Review of Bank Mandate Controls

It was identified during our examination that the controls around bank mandates require strengthening.
Currently, there are bank accounts held by the Charity where the only authorised signatories are no
longer are employed at the Trust. This is a control weakness and a potential fraud risk.

It is therefore recommended that:

1) the Charity should immediately review all authorised signatories for each bank account held;

2) the Charity should ensure that staff responsibilities with regards to bank signatory authorisation is
reviewed as part of the formal exit process when staff leave the Trust/Charity. Where a staff
member had access, this should be removed immediately on leaving the Trust.

Recommendation Two — Arrangements for Online Banking

It was identified during our examination that only one of the Charity’s three active bank accounts have
been set up for online banking. The absence of online banking for all accounts limits the Charity’s ability
to monitor and review transaction activity on a timely basis. It also enables the independent examiner to
authenticate the year end bank balance more easily.

It is therefore recommended that:
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1) the Charity should consider setting up online banking access for all active bank accounts held.

We would like to thank all members of the finance team for their assistance and responsiveness
throughout the independent examination. Our Independent Examiners’ Report has been included in the
committee papers.

Chartered Accountants. Grant Thornton UK LLP is a limited liability partnership registered in England and Wales: No.OC307742. grantthornton_co_uk
Registered office: 30 Finsbury Square, London EC2A 1AG. A list of members is available from our registered office. Grant Thornton

UK LLP is authorised and regulated by the Financial Conduct Authority. Grant Thornton UK LLP is a member firm of Grant Thornton

International Ltd (GTIL). GTIL and the member firms are not a worldwide partnership. Services are delivered by the member firms.

GTIL and its member firms are not agents of, and do not obligate, one another and are not liable for one another’s acts or omissions.

Please see grantthornton.co.uk for further details.
Page 136 of 148




Commercial in confidence

Yours faithfully
%m«% ﬂvﬂw?( or

Grant Thornton (UK) LLP
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BAF References

e Strategic Objective
e Key Measure

e Principal Risk

Level of Assurance
e Positive
o Gap(s)

Purpose of the Paper Discussion
e Discussion
e Approval

e To Note

Reviewed by Assurance Not applicable
Committee

Data Quality Rating Not applicable

FOI status Document may be disclosed in full

Equality Impact Not applicable
Assessment Undertaken
e Yes
e No

Report of the Audit Committee

This report provides a summary of business conducted during a meeting of the Audit Committee

held on 15" January 2021.
l.Internal Audit

a) Progress report:

Since the previous report the following reviews had been finalized:

- IT infrastructure (Limited Assurance)
- Cyber security controls (moderate assurance)
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Whilst a substantial number of issues had been raised in these reports, they had been
commissioned by the new IT Director and CFO to establish a baseline position to inform further
work in addressing key weaknesses.

The Committee took assurance that work was progressing well in resolving the matters raised and
there was evidence of a more detailed project plan with critical milestones to be achieved over the
coming months to further strengthen the environment.

Two reviews on the plan that had been suspended (safer standards for invasive procedures and
tissue viability) as a result of the impact of COVID were agreed to be replaced by work to be done
by MIAA in facilitating a workshop on the BAF and risk appetite and a further session to present
and agree a refreshed BAF.

b) Anti-fraud:
Work continued on a business as usual approach in relation to these issues. Given the work being
overseen by the Audit Committee in relation to a number of HR matters the Auditor confirmed
further work in relation to payroll and recruitment issues.

The Auditor was asked to review their earlier positive assessment for the trust in such matters in
the light of the further information on control weaknesses recently discovered by the Trust.

2.Tracking Audit Actions

The Interim Director of corporate Affairs reported on continued positive engagement and resolution
of these issues. A positive assurance was also received in relation to further work on hospitality
and gifts and conflicts of interest.

3.Annual Accounts and External Audit

The Committee was updated on the outcome of the recent procurement process to appoint
external auditors.

Details were still unconfirmed in relation to the year-end timetable however indications were that
draft accounts would be required by 27th April with audit completion due by 15" June. The annual
report format was expected to be largely unchanged although there was still some confusion as to
the requirements of and for the Quality Account.

The committee received and reviewed a first draft of the going concern statement to be included in
the accounts. It was noted that this is broadly similar to that included in the previous year and will
be subject to further detailed review on the basis of any central guidance and closer to the year-
end deadline. A similar review was undertaken of key accounting policies. They were approved
subject to any further necessary update once further guidance is received.

4.Code of Governance gap analysis and action plan
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The Interim Director of Corporate Affairs introduced the report and plan to update the Committee
on progress to date and on further gaps identified as part of the process. The report and plan were
noted, and it was agreed to update the committee at future meetings as necessary.

5.Financial assurance report and tender waivers

The Committee received these regular reports. It was noted that the volume of tender waivers is
down 25 % year on year although that is to be expected given the impact of COVID 19. There was
some discussion in relation to retrospective requisition approval and it was agreed that in some
instances the system may be flagging approvals that are inevitable given the nature of the supply.
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6.Committee Evaluation

A draft pro forma for completion was discussed and approved for use in undertaking a self-
evaluation of the operation of the Audit Committee. It was noted that a similar process would be
undertaken for all other assurance committees.

7.Risk Management committee report

The report was reviewed by the Committee who noted that the contents were as expected. There
was some comment on the inconsistent use of the WHO checklist which is mandatory and has
been for some time. It was agreed that the completion of this should be enforced and the Chair
agreed to bring this forward to the notice of the Board.

7.Audit Committee work plan

This was agreed subject to some potential variation in relation to timings as a result of central
guidance relating to year and a recognition of the ongoing work of the Committee in overseeing the
remedial work on the HR control environment.

S Jlgoe
Chair of Audit Committee
19t January 2021
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1. Executive Summary

The Board members are asked to note this report on activity since its last meeting in the
areas of staff engagement and communications, campaigns, media and social media,
charitable fundraising and stakeholder relations.
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2. Background

This is the report of the Director of Communications and Engagement, providing an update
on the team’s work to generate proactive media and social media coverage of WUTH, to
keep staff informed of critical matters to help them work safely and to keep patients safe.
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3. Key Issues/Gaps in Assurance

Whilst some data like social media statistics are verifiable, the Trust currently does not
have a media evaluation agreement in place. This is being addressed and quotes have
been obtained from the NHS framework supplier Kantar Media.

Staff engagement is measured in the annual NHS Staff Survey and does provide a
robust benchmark for both year on year changes and comparisons with other acute
Trusts. This year’s survey has concluded with WUTH achieving a 41% completion rate,
an increase on last year’s figure of 38%. The full survey results are expected mid to end
February 2021.

Charitable fundraising is measured by the funds raised, but is also a significant factor in
staff engagement in both staff involvement in fundraising and benefitting from funds
raised for staff and patient wellbeing.
There is separate assurance of charity activities provided through the Board committee
for charitable fundraising and there is an annual report for the charity. Assurance is also
provided through accountabilities and returns to the Charity Commission.

4. Conclusion

There has been a significant amount of activity in support of the Trust’s objectives and
the Board is asked to note the progress in the report.

5. Recommendations

None
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Report of the Director of Communications and Engagement

Campaigns, media, social media, internal communications, staff engagement and
stakeholder relations
Campaigns

e We supported the introduction of the new NHS 111 First service for accident and
emergencies on 24" November 2020. A full communications plan covered patient and staff
communications and the service has been introduced successfully.

e We developed a campaign with local partners in the CCG, GPs, Wirral Community Trust,
Wirral Partnership Trust and Wirral Council, including an advert in the Wirral Globe, use of
the matrix road signs run by Wirral Council, social media, a video with the Chief Nurse and
a media release directing people to contact NHS 111 in the first instance, where it is not an
emergency.

Consider alternatives to hospital if not urgent during Covid | Wirral Globe

e We continued to provide extensive support to the WUTH vaccination hubs and the national
launch with patient facing materials and advice, social media, broadcast media and staff
communications. The Arrowe Park hub for staff and those of partner organisations was
launched 11 January 2021.

Media

The team has continued to produce proactive news stories from the wealth of positive work being
done by staff, volunteers, clinicians and fundraisers.

e We provided a number of seasonal healthcare reminders for Christmas and New Year
especially in support of adhering to restrictions locally.

e We also provided this film from a member of our midwifery team delivering babies over
Christmas - Hero midwives delivering Merseyside's 2020 Christmas Day babies - Liverpool
Echo

o We promoted the fact that two of our colleagues are featured in a major art exhibition at Tate
Liverpool https://www.wirralglobe.co.uk/news/18944007.covid-tate-exhibition-features-wirral-
nhs-worker/

e We highlighted the £1m investment in our Emergency Department at Arrowe Park which was
covered in The Echo and The Globe

The increased number of COVID-19 patients in hospital has been covered locally as the NHS
and our hospitals deal with the current post Christmas surge in cases

http://www.wirralglobe.co.uk/news/18980658.rise-wirral-case-rate-now-impacting-hospital-
admissions/
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Media Statements

e We provided a response on a patient complaint to the Liverpool Echo about being turned away for a
cancer procedure because he had travelled to his appointment on the bus. Communications with
patients are being clarified on the website and in direct to patient communications.
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We provided a statement to the Echo and The Globe when two nurses were fined for parking
inappropriately in a patient car park and on yellow hatched lines respectively. We made the point
that car parking is free to our staff on production of ID badge to the card reader.

Internal Communications and staff engagement

We maintained a schedule of two or more staff ‘In Touch’ Bulletins a week with important
information on PPE, clinical guidance, staff wellbeing and support; and charity updates.

We regularly signposted staff wellbeing and issued weekly bulletins each on the topics of
safety and guidance from the Clinical Advisory Group.

All staff were invited an ‘In Touch Forum’ on Thursday, 14" January from 12 noon to 1pm,
where the Executive Team gave a situation update about our hospitals — COVID-19,
vaccination hubs and ongoing winter pressures. 240 people attended and over 50 questions
were put to the Execs. We ran another session on 20" January and intend to continue
weekly sessions, which staff have said they found really useful

We have partially rolled out the next phase of our ‘Together we will’ vision and values
branding with new lift wraps on all the elevators at Arrowe Park Hospital- also featuring
infection prevention and control hand washing messages.

We recognise the many challenges our staff are facing during the COVID-19 pandemic and
are extremely thankful for everything they do in keeping our patients as safe as possible. We
regularly promote the range of staff support available along with some national services on
the health and wellbeing website pages. We are making information even more accessible
with a payslip leaflet, wellbeing posters and a wellbeing services directory folder for every
ward and key departments in the hospitals. We have developed a distinctive identity for
health and wellbeing communications for staff.

.Charity

The Charity team’s main focus in December was to support staff across the Trust. A series of
activities such as free breakfasts, staff room hampers and a small token gifts and thank you card
were shared across all sites. Further support was also secured from local business including
Unilever, Moreton Bakeries and Typhoo.

The Head of Fundraising is developing 2 initiatives for staff rest areas — 1) a series of quiet rooms
near staff workspaces where they can take a break and 2) a more substantial proposal to upgrade
staff breakout spaces near the restaurants at both hospitals.

Over 400 rainbow flowers were sent to donors, which in turn prompted further sales in the New
Year. Total income has exceeded £15,000 with profit in excess of £8000 to date.
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Positive relationships have also been established with Industrial Fragrances and Vauxhall
Ellesmere Port. The Head of Fundraising is currently in discussion with the senior leadership team
at Vauxhall about various options to support WUTH Charity this year.

The teams focus continues to be staff support by and also development work for the Charity
including, a lottery campaign, increase general Charity awareness and visibility and to plan COVID
safe activities for the summer such as a Parachute Jump.
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Stakeholders

e As covered in the campaigns section above, we worked across the system to signpost the
best healthcare options for Wirral residents this winter.

e We have provided a communications update for the CCG to use with primary care on our
elective programme, COVID-19 situation, vaccination hubs and ED investments.

e Healthwatch have launched a patient feedback section of their website to cover the
vaccination experience and despite the challenges of rebooking owing to changes in the
follow up dose interval, we have had some very positive feedback from patients about the
hubs. Healthwatch is collecting the feedback and asking people to ‘Spare 5’ by giving their
response which takes less than 5 minutes. The feedback will be important in supporting
Wirral System intelligence on the vaccine in the coming months — the Healthwatch website is
here.

e There is also a leaflet on our website for the public entitled Healthwatch Wirral - Tell us
about your experience

Sally Sykes
Director of Communications and Engagement
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Purpose

The Board of Directors is asked to note the membership of the Boards committees following the
appointment of Steve Ryan as Non-Executive Director with effect from 18 January 2021.

On taking up the role, Steve will be Chair of the Quality Assurance Committee and be a member of the
Finance, Business and Performance Committee, Charitable Funds Committee and the Remuneration and
Appointments Committee.

Appendix 1 sets out membership to the Boards sub-committees and other interests and posts the Non-
Executive Directors hold in the Trust.
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Non-Executive Directors Portfolios 2021/2022

Board Assurance Committee Chair NED Membership
Board of Directors Sir David Henshaw Steve Ryan
Steve Igoe
Sue Lorimer

John Sullivan
Jayne Coulson
Chris Clarkson

Audit Committee Steve Igoe John Sullivan
Jayne Coulson

Quality Commitee Steve Ryan Steve Igoe
Chris Clarkson

Finance, Business Performance & Sue Lorimer Steve Ryan
Assurance Committee Chris Clarkson
Charitable Funds Committee Sue Lorimer Steve Ryan

Jayne Coulson

Workforce Assurance Committee John Sullivan Chris Clarkson
Jayne Coulson

Safety Management & Assurance Committee Steve Igoe John Sullivan
Chris Clarkson

Remuneration Committee Sir David Henshaw Steve Ryan
Steve Igoe
Sue Lorimer

John Sullivan

Jayne Coulson

Chris Clarkson

Capital Committee Sir David Henshaw Steve Igoe
Sue Lorimer
Chris Clarkson

Council of Governors Chair NED Attendees

Council of Governors Sir David Henshaw Steve Ryan
Steve Igoe
Sue Lorimer

John Sullivan

Jayne Coulson
Chris Clarkson

Other Posts held |
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Deputy Chair John Sullivan

Senior Independent Director Steve Igoe

Chair of Organ Donation Committee John Coakley from 1.1.19
Steve Ryan from 18.1.21

Staff Guardian Jayne Coulson

Non-Exec Director Lead for Security John Sullivan

Non-Exec Director Lead for Procurement Steve Igoe
Sue Lorimer

Member of programme Board John Sullivan

Chris Clarkson

Member - Employee Based Awards Panel Jayne Coulson
Steve Ryan
Board Champion - CNST (Maternity) Steve Ryan
Attendee - Risk Management Committee Steve Igoe
Cyber Security John Sullivan
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