BIRMINGHAM WOMEN’S AND CHILDREN’S NHS FOUNDATION TRUST
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BIRMINGHAM WOMEN’S AND CHILDREN’S NHS FOUNDATION TRUST
Minutes of the Board of Directors’ Meeting held in Public
12.30, 24 May 2018, at Education Centre, Birmingham Children’s Hospital

Present

Bruce Keogh
Tim Atack
Matthew Boazman
Alex Borg
Sara Brown
Alan Edwards
Sarah-Jane Marsh
Michelle McLoughlin
David Melbourne
Sue Noyes
Fiona Reynolds
David Richmond
Judith Smith
Steve Allen
Adam Carson
Emma Jeavons
Gwenny Scott

Attending

Ref
1

BK
TA
MB
ABo
SB
AE
SJM
MM
DM
SN
FR
DR
JS
SA
AC
EJ
GSc

Chairman’s Welcome and Introduction

Chairman
Chief Operating Officer (Mental Health Services)
Chief Officer for Strategy and Innovation
Chief Operating Officer (Acute Services)
Interim Chief Officer for Workforce Development
Deputy Chairman/ Non-executive director
Chief Executive Officer (from item 11)
Chief Nursing Officer
Deputy Chief Executive/Chief Finance Officer
Non-executive director
Chief Medical Officer
Non-Executive Director
Non-Executive Director
Director of Performance (item 19 only)
Head of ICT (item 19 only)
Deputy Company Secretary (minutes)
Company Secretary
Item

The Chair welcomed colleagues to the meeting.
2

Apologies for Absence
David Adams, Vij Randeniya.

3

Declarations of Interest
SJM made a new declaration following her spouse’s appointment as Interim Chair at Worcestershire Acute
Hospitals NHS Trust.

4

Minutes of Board meeting held in public on 26 April 2018
The minutes were agreed as a true and accurate record.

5

Matters arising from Board meeting held in public on 26 April 2018
There were no matters arising.

6

Performance: Quality, Workforce, Operations and Finance
Integrated Performance Report
The Report was presented and the following key points highlighted:
Operations
•
•
•
•
•

Overall performance was rated yellow
Operational performance at 2017/18 year-end met the required national targets, one of only a
handful of Trusts nationally
Pressures had remained on Orthopaedic waiting times and these services would be further impacted if
the Trust agreed to transfer in additional children from the Royal Orthopaedic Hospital NHSFT
Performance against diagnostic wait targets had been maintained in month 1
The 4-hour wait target had been met

1

•
•
•
•

2-week referral to treatment (RTT) Early Intervention targets within Mental Health services had not
been met for three months in a row and, as a key indicator for young adults and NHS Improvement
(NHSI), the Performance Group was looking in detail at the required improvements
A number of unexpected admissions of term babies to Neonatal Intensive Care Unit (NICU) at BW
Oncology wait targets at BW for the 31-day pathway had not been met, though this related to a small
number of patients overall, and an increase in activity that was being managed by the service’s
leadership team and monitored through the Performance Group
Genetics turnaround times and backlogs had not remained on-track with their expected recovery
plans and could ultimately affect the 18-week RTT target for the whole Trust

The Board discussed the report and understood that several of the common issues identified within Quarterly
Performance Reviews (QPRs) related to leadership and work was on-going to provide support and
development to leaders across the Trust.
Workforce
•
•
•

Sickness absence had reduced but remained high at 4.2%
Staff numbers had increased due to the TUPE of Forward Thinking Birmingham (FTB) staff from
Worcestershire Health and Care NHS Trust
Temporary staff costs had remained high at 5.7% with areas of particular concern in Gynaecology and
FTB

Quality
•
•
•

Incidents causing harm per 1000 patient admissions had increased and related largely to extravasation
injuries
Eight serious incidents requiring investigation (SIRI) had occurred
One never event had occurred involving a displaced nasogastric tube

The Board was concerned by the never event however it was assured that guidance relating to nasogastric
tubes had been followed during the incident and the baby was discharged with no long-term harm.
Finance
•
•

Financial performance was weak at £800k below a planned surplus of £0.3m
CIP performance, activity mix and the FTB overspend had all affected the financial position

The Board was concerned with the financial performance and the impact it had on the Trust’s risk rating with
NHSI, now at level 3 (level 4 being the poorest). If it remained at this level until the end of Q1, this could
prompt intervention from the regulator. The Board was assured that significant plans were in place to address
the financial situation, though the full funding for the national pay award remained a risk without mitigations.
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Quality
Report and minutes from Quality Committee (QC)
The minutes and key issues and assurance report from the April meeting were received and noted. A verbal
update from the May meeting was provided, with key points as follows:
•
•
•
•

Greater clinical engagement with the Neonatal Improvement Plan and positive feedback following the
implementation of the new clinical model utilising senior Neonatal Nurses at the BC site was noted
Some good progress in FTB, though concerns remained around longer-term progression and
immediate assurance was requested regarding potentially high risk patients within the current waiting
list
Assurance around Clinical Negligence Scheme for Trusts (CNST) requirements
The quality account was considered and agreed as reflective of discussions throughout the year; it was
recommended for approval by the Board

2

•
•

Regular meetings with Gynaecology management following issues with PALS contacts and complaints
relating to poor staff attitude in the area
A non-clinical incident – a fire occurred in the BC Pharmacy that prompted a further review into fire
response at the Trust

Quality Report
•
•
•
•
•

The number of cases of harm per 1000 admissions had increased
Compliance with administration of antibiotics times had not been met in Neonatal Services at BW
Intrauterine Growth Retardation (IUGR) compliance figures had been missed from the report, in error
Eight serious incidents requiring investigation (SIRI), including two relating to extravasation causing
serious harm, had occurred
One never event had occurred involving a displaced nasogastric tube

The Board reiterated its concern regarding the never event however it was again assured that appropriate
guidance had been followed and the incident had caused no long-term harm.
8

Nursing and Midwifery Workforce Report
The Report was presented and it was noted that the Trust had been impacted by the student nursing reforms
and a loss of mature student nurses, though children’s nursing and midwives had been impacted less than
their adult counterparts.
The Board welcomed the approach that encouraged Nursing Associate roles to enrich the nursing workforce
and more proactive development of alternative roles.

9

Infection Prevention and Control Annual Report
The Report was presented and the multi-professional approach to infection prevention and control (IPC) was
welcomed. The Board was assured that the IPC team had continued to provide expert support to teams, when
required, and develop approaches for the future, including the use of prophylactic antibiotics.

10

Finance and Resources
Report and minutes from Finance and Resources Committee (FRC)
The minutes and key issues and assurance report from the April meeting were received and noted. A verbal
update from the May meeting was provided, with key points as follows:
•
•
•
•
•
•

Approval of the second year of a two-year annual financial and operational plan for the Trust, with key
risks around the national pay award, required staff reductions, CIP and FTB assumptions
The financial and operational plan for FTB which the Committee was not fully assured by and
requested further details of at its next meeting, and also regarding anti-psychotic drug management
Approval of the second year of a two-year capital programme, including consideration of backlog
maintenance and the potential addition of a new theatre at the BC site
Agreement regarding a mandated use of a central bank for all areas and disciplines across the Trust
Approval of a business case for ED expansion
Approval of the ICT Strategy with agreement that there was a still significant amount of work to be
done

The Board discussed the Committee’s concern around the financial position of the Trust at month 1 and the
impact the risks could have if not sufficiently mitigated, however, as at item 6, it was assured by the plans in
place and asked the FRC to continue to monitor these.
Resources Report
The report was taken as read.

3

11

Operational Plan 2018/19
The Plan, which had been considered and recommended for approval by the FRC, was presented to the Board.
Major risks to the plan were highlighted as:
•
•

Agency costs, in particular in Mental Health Services
Funding for the national pay award

The Board was advised that, if all targets were achieved in 2018/19, the Trust would have strong liquidity and
cash balances.
The Board discussed and approved the Operational Plan 2018/19.
12

Governance
Audit Committee report and minutes and Annual Committee Review
The minutes and key issues and assurance report from the April meeting were received and noted. A verbal
update from the May meeting was provided, with key points as follows:
•
•
•

•
13

Focus had been largely on the annual report, quality report and annual accounts, all of which the
Committee had recommended for approval
Consideration alongside the above of the auditor’s reports relating to the documents which on the
whole commended their approach, particularly the accounts that had been complex given that they
were the first for the integrated organisation and the inclusion of the new subsidiary company
The auditor’s review of the quality report had however included a modified opinion relating to issues
with data for 18 week RTT in Gynaecology services, though the Committee had been assured that a
similar issue previously at the BC site had since been resolved and the same team were now working
to resolve at BW
A response to the internal audit Cyber Review that Audit Committee asked to be aligned to
measurable and dated actions

Annual Report and Accounts
The Audit Committee had considered the documents in detail and had recommended them for approval by
the Board. The Board reviewed and approved the Annual Report and Accounts for submission to Parliament.

14

Board Assurance Framework (BAF)
The BAF was received and noted, without change.
The Board noted that the Company Secretary had developed a template to allow Chief Officer’s to more easily
update the document and the Board was to see updates in the coming months.

15

NHS Improvement Self-Certification
The Board reviewed and approved the declaration of compliance with the Trust’s Licence conditions.

16

Research and Service Innovation Committee Report (RSIC)
The Board received a verbal update that the Committee had focussed on the implementation phase of the
Research and Development (R&D) Strategy and the continued development of a link between R&D and
fundraising.
The Board was advised that the RSIC continued to be concerned about Aseptics provision within Pharmacy for
which there was no long-term agreed model yet in place and this was impacting on set-up of studies, mainly in
Oncology. An external-led review had been commissioned and was due for completion in July; this would
recommend the preferred option which could include developing an in-house model, working with colleagues
at University Hospitals Birmingham NHSFT and their existing Aseptics service, or using a range of providers.
Executive Briefing

4

17

Chief Executive’s Report
Special Events
Forever in our Hearts
The service for BW was held and provided an opportunity for those who had experienced baby loss to come
together and have time to reflect and share their stories.
BC Memorial Service
The service for BC was held in the Birmingham cathedral and saw families light candles in memory of their
children. Readings were given by family members, and the whole event was very moving.
Both services were commended as a reflection of BWC’s commitment to bereavement support.
100 Heroes
The annual event was held in celebration of the achievement of those who had fundraised for the Trust in the
past year. As always, the event was equal parts emotional and motivating, as many involved had lost
children’s in our care.
Catering
SJM and MM had met with the CEO of Sodexo and made clear that the service provided to BCH over the past
decade had been unacceptable. The complaint was taken and the Board was advised there was a
commitment to resolve issues with food at the BC site, although progress was yet to occur.
Visits
Visits had taken place from:
•
•
•
•

Professor Viv Bennett, Chief Nurse at Public Health England
Preet Gill, Member of Parliament
Gill Walton, Royal College of Midwives (RCM) Chief Executive
Keith Conradi, Chief Investigator of the Healthcare Safety Investigation Branch

Celebrations
The Trust had celebrated International Nurses Day, including a video on the Trust’s website entitled “What it
means to be a Nurse”, and also International Midwives Day and International Clinical Trials Day.
Star of the Month
The BW staff nominated winner was Emma Plunkett, Consultant Anaesthetist, nominated for her caring
attitude towards both patients and staff and her optimistic outlook in transforming the pre-operative
assessment department.
The BW patient and family nominated winner Murray Du Plessis, Anaesthetist, nominated by one of a woman
who came in to BW for an elective c-section. Worried about having a cannula, Murray went out of his way to
comfort and ease her anxiety, checking on her throughout her time in theatre.
The BC staff nominated winner was Claire Hodgetts, Ward Manager on MHDU, who received several
nominations for the way she had cared for one family whose child sadly required very specialist end of life
care.
The BC patient and family nominated winner was Bob Maxfield, Participation and Engagement Lead for
Forward Thinking Birmingham, who was nominated by one of our young people who has been incredibly well
supported by Bob during his engagement with FTB and Pause, our city centre drop in hub.
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Report from Transformation Board

5

The report was taken as read.
19

Strategy

ICT Strategy

The ICT Strategy was presented to and discussed by the Board, as follows:
•
•

There had been significant work to engage with staff regarding the Strategy to ensure it considered
their needs both currently and going forward
It included both long-term strategic goals and detailed plans to commence and sustain work in the
immediate future

The Board discussed the Trust’s ambitions for ICT and the need to be realistic given the current starting
position at the Trust and across most of the NHS. It considered the need for a strategy and vision into the
longer-term future, past the five years covered by the strategy, to allow the Trust to move to the forefront of
what was possible and consider any potential commercialisation options, albeit it was agreed that the Trust
did not have the expertise to manage such partnerships at present.
The Board was clear that there was a need to ensure any developments were supported by robust workforce
and organisational development plans to recognise the work and culture change that would be involved.
The Board welcomed the Strategy and was keen to embed the staff engagement that had begun to develop it
in future implementation plans and also to recognise and measure the positive impact that delivery would
have on both staff and patients across the Trust.
ACTION: Discuss the Strategy and wider ICT developments within a Board development session.
DECISION: The Board approved the ICT Strategy.
20

Other

Any other business
There was no other business.

21

Questions from members of the public present
There were no questions.

22

Patient Story
The Board received a presentation from Dilan, a patient at BC, about her story through cleft pallet and other
surgeries and her subsequent speech and language therapy. Dilan praised those involved in her care and the
Board thanked her for her inspiring presentation and also thanked the staff who had cared for her over the
years.
Close
ACTION/DECISION LOG

Item

Summary

Owner(s)
Due by

Update

11 – operational plan
13 – annual report
and accounts
15 – NHSI selfcertification
19 – ICT Strategy

The Board approved the Operational Plan 2018/19.
The Board reviewed and approved the Annual Report and Accounts for submission to
Parliament.
The Board reviewed and approved the declaration of compliance with the Trust’s Licence
conditions.
Discuss the Strategy and wider ICT developments within a
DM

6

Board development session.
The Board approved the ICT Strategy.

TBC

7

Report to Board of Directors
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Integrated Performance Report

Author /Sponsoring
Director/Presenter

Authors – Director of Finance and Procurement, Chief Officer for
Workforce, Associate Director of Governance, Performance Manager,
Head of Informatics and Performance
Sponsoring Director – Deputy CEO/Chief Finance Officer

Purpose of Report
To provide assurance
Regulatory requirement

Tick all that apply 



To obtain approval
To highlight an emerging risk or issue

To canvas opinion

For information

To provide advice

To highlight patient or staff experience

Summary of Report

Include key points and additional information as necessary
regarding purpose of report

This paper represents an integrated summary of the Trust’s performance in May 2018 across Operations, Finance,
Safety and Quality, and Workforce.
It includes performance for both Children’s and Women’s services.
Further details of this month’s performance and historical trends are also available in the detailed performance
papers scrutinised at relevant Board Committees.

Recommendation

That the Board notes the performance position for Month 2 of 2018/19.

Integrated Performance Report
Month 2 2018/19

Integrated Performance Report
Month 2 2018/19
For Operations, Finance and Workforce, a balanced scorecard made up of the
individual KPIs for each area is produced each month and overall performance is
based around the scale shown below.

Key:
0-25%

25-50%

50-75%

75+%

•
•

Operations

The Trust met the Diagnostic standard in Month 2 and the number of
•MRI breaches came down to four. The 18 weeks standard was achieved.
Cancelled operations were within the local target and there were no
• breaches to the 28 day standard for cancellations. The FTB serivce
continues with long waits with approximately 60% being seen within 18
weeks. The Trust did not meet the standard for referrals to 2-week wait
• oncology clinics following a significant spike in referrals. Additional
clinics are being arranged and performance will recover over the next
two months.
•
•
•

Finance
Overall Finance Balanced Scorecard Position
Overall position is YELLOW – 63%
The overall performance is more favorable than the YTD position as this
assumes delivery of year-end targets.
Financial position is £2.3m away from the Control Total for May which is
a concern heading into the final month of the quarter. CIP, FTB, High
cost drugs and costs linked to Waterfall House are the key drivers of this
position.

Integrated Performance

•
•

Workforce

•
Sickness absence has reduced in month but still remains above the Trust
target of 3.25% at 3.86%. 12 month Turnover % for the Trust has
increased slightly for the 12 month period ending May 2018 to 12.23%.
There has been an increase in the Trust WTE (ESR) staff in post of 2.95%
from May 17 to May 18. It should be noted that this is affected by
workforce changes of staff transferring out and staff transferring in
under TUPE and is therefore not necessarily a ‘true’ picture.
In May temporary staffing spend has decreased to 4.01%

Quality and Safety
The number of incidents/1000 admission to 5.77 is a new high. This
period has seen a surgical never event . At the time of writing this
report, two other theatre incidents are being reviewed as potential
never events.

Operational
Summary
Monthly Performance

• Overall elective activity is up on plan year to date, with day cases 3.7% up. Theatre
utilisation improved, although some of the over-performance was also driven in
Medical Oncology. The 18 week target was met overall and with an improved
position at the Children’s site. However there are still specialties where we have lots
of patients waiting over 18 weeks and where we also cannot meet our elective plan,
Urology and Orthopaedics in particular. Performance at the Women’s site was better
than at BCH. Gynaecology are now reporting 18 weeks using the new PTL.
• Emergency admissions were up on plan in month 2. However A&E attendances
continue to reduce compared to the same month in previous years. We met the four
hour wait target.
• Performance in oncology against the 2 week pathway standard was not met as
predicted. Extra capacity is being introduced to try and work through the backlog in
gynaecology after an increased number of referrals were realised in March and the
general level of referrals month on month is higher than in previous months.
• 59.8% of the 903 patients waiting in FTB are within the local 18 weeks standard. The
reporting source for FTB waiting list continues to be the local access database and
indicates that the patients waiting is coming down. All of the possible fourteen 52
week breaches have a date to be seen in June 2018. Implementation of the new
database is still due to begin by the end of June 2018 and is being rolled out in a
phased approach.
• Achieving the Early Intervention 2 week target has been a challenge due to gaps in
the EI consultant workforce and capacity in the EI and core pathways. We have met
this 50% target but it remains close.
• Genetics variance from trajectory for reducing the backlog on test reporting has
increased again and is now 76% away from target. We are unlikely to meet the
standard as suggested in the trajectory and recommend that the trajectory is
recalculated.
• Bed flow issues remain at BCH in particular with the number of long stay patients
who are fit for discharge increasing, the number of over seven day patients in the
hospital above target levels and a high average length of stay in month.

Financial Performance Framework – Month 2
Overall Finance Balanced Scorecard Position
Overall position is YELLOW – 63%
More telling though is the Year to Date position which is AMBER
at 37%
The overall performance is more favourable than the YTD position
as this assumes delivery of year-end targets. The sections below
outline the Year to Date performance.
Governance
The forecast NHSI Financial Use of Resources rating per the Single
Oversight Framework is a “3”, which on the rating scale is two
ratings different to the plan of “1”.
The driver for this is the overall I&E position as well as the Agency
spend.

OVERALL

YEAR TO DATE
ONLY

All Measures

63%

37%

Governance

75%
72%
72%
100%
84%
60%
84%

37%
30%
30%
100%
60%
0%
60%

59%
48%
70%

34%
0%
67%

54%
55%
50%

23%
30%
0%

50%
9%
60%
90%
100%
100%

56%
23%
60%
90%
100%
100%

62%

34%

Month 2

Single Oversight Framework
Capital Service Cover rating
Liquidity rating
I&E Margin rating
Variance From Control total rating
Agency rating

I&E and Profitability
I&E £m

Income and Expenditure
The headline I&E position against the Control Total is a surplus of
£0.48m against a Control Total surplus of £2.329m.

EBITDA

Liquidity
Cash balances are below plan in May as the Trust awaits a
settlement from HMRC. Capital expenditure is behind plan.

Capital

Liquidity
Cash

Efficiency
CIP

Efficiency
CIP at a Clinical Group, Directorate and Corporate Department
reported a performance of 82% for the month.
Productivity measures are behind plan in May.
Temporary spend is below 5% in the month.

Productivity
Temporary Spend
CQUIN
Penalties

Previous Month

Highlights & 3 Month Trends

Workforce Summary (1)

Workforce Summary (2)

Indicator

711.45

Trust
(Previous
Month)
5181.59

Trust
(Current
Month)
5183.48

3.15%

3.75%

4.04%

4.12%

4.50%

3.32%

3.22%

4.18%

3.86%

3.39%

3.31%

2.31%

1.78%

2.72%

2.57%

0.88%

1.82%

1.19%

1.01%

1.44%

1.46%

1.29%

1.43%

1.39%

1.83%

1.44%

0.78%

0.91%

1.11%

1.15%

0.88%

0.81%

0.38%

0.82%

0.66%

1.12%

0.48%

0.73%

0.58%

3.91%

4.47%

2.64%

2.67%

5.01%

3.93%

4.49%

3.60%

3.59%

<11%

8.10%

10.97%

12.60%

17.87%

11.42%

8.32%

15.14%

12.14%

12.23%

<5%

2.84%

4.27%

1.76%

2.68%

2.75%

1.46%

3.27%

5.66%

4.01%

95%

90.05%

84.52%

96.10%

93.19%

85.32%

92.21%

88.68%

80.72%

78.10%

95%

84.17%

86.77%

93.19%

94.82%

90.99%

91.59%

92.72%

86.15%

86.68%

Maternity
Services

Neonatal
Services

CHINOS

Specialised

Surgical

Trx, GI &
Cardiac

Urgent &
Critical Care

455.93

194.90

270.85

290.65

673.28

319.91

<3.25

6.18%

4.97%

4.24%

4.87%

4.66%

<3.25

5.82%

4.91%

3.64%

5.21%

3.74%

3.09%

2.76%

2.08%

1.82%

1.73%

Trust Target

FTE in post
Sickness %
(12M)
Sickness %
(Month)
LT Sickness
%
ST Sickness
%
Stress
Sickness %
MSK
Sickness %
Maternity
Leave %
Turnover %
(Rolling
Turnover)
% Temp
staffing v
paybill
PDR's %
Mandatory
Training %

Key Quality Messages from
BWCH May 2018
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BWCH Combined Quality
Metrics

Flags

Status

SIRI’s

10

See slide 7 for full description of SIRIs.

NE

1

See slide 7 for full description of Never Event.
BCH site:
• 2x post-48h CVC related infections (neonatal surgery & PICU).
• 1x post-48h shunt associated meningitis - unavoidable.
• 1x pre-48h osteomyelitis.
• BCH site: 1x post-48h neutropenic sepsis, 1x pre-48h UTI in
gastroenterology patient.
• BWH site: 1 case post-48h NICU

MSSA
4
IC
E. Coli
3

Comments

There has been a continued increase in the rate of Moderate
harm incidents

9

BWH Quality Strategy Metrics

10

BWH Quality Strategy Metrics
>Early identification of and correct intervention for deteriorating Maypatients
17
100% of patients will have IV antibiotics within 1 hour of
<10
100
0
confirmed or suspected sepsis - Maternity (Quarterly)
100% of patients will have IV antibiotics within 1 hour of
<80 <90 ≥90
93
confirmed or suspected sepsis - Neonates (Monthly)
No. of RCAs where MEWS process identified as a
≥1
0
0
contributory factor or root cause
No. of RCAs where NEWTT process identified as a
≥1
0
0
contributory factor or root cause
No. of RCAs where CTG Misinterpretation identified as a ≥1
0
0
contributory factor or root cause
>Improve communication during handover, transfer and discharge using
No. of RCAs where handover issues identified as a
≥1
0
0
contributory factor or root cause
>Reduction of avoidable readmissions
Gynaecology readmission rate within 28 days of surgery
≥6
<6
2.2
(excluding planned readmissions) (%)
Neonatal readmission rate within 28 days of delivery date
≥1.3
<1.3
(excluding planned readmissions and babies that are
1.1
readmitted because their mothers are unwell) (%)
Maternity re-admission - postnatal readmission rate within
28 days of Discharge Date of delivery spell (excluding
≥2.3
<2.3
2.8
those readmitted because their baby is the cause for the
readmission) (%)

Flags
Readmissions

Status

Jun17

Jul17

Aug- Sep17
17

Oct17

Nov- Dec17
17

Jan18

Feb18

Mar18

-

40

-

-

40

-

80

89

87

87

92

0

0

0

0

0

0

0

0

0

0

Apr- May18
18

-

85

-

-

92

-

100

100

100

95

92

83.3

93.5

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

1

0

0

0

0

0

0

0

0

0

1

0

1

0

0

0

0

0

0

0

0

1.52

1.6

0.7

1

3

2.7

0.6

1.1

1.2

1.1

0.6

1.3

2.6

2.1

2

2.1

2.6

1.9

2.5

2.2

1.6

1.1

2.4

2.8

3.4

2.9

2.8

3.2

2.7

3.5

3.9

2.8

2.9

SBAR

Comments
No data available at the time of writing this report.
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BCH Quality Strategy Metrics
Apr- May- JunAug- Sep- Oct- Nov- Dec- Jan- Feb- Mar- Apr- MayJul-17
17
17
17
17
17
17
17
17
18
18
18
18
18

BCH Quality strategy dashboard
Past Harm
Potentially avoidable deaths
Deaths/1000 admissions
Grade 3 or 4 pressure ulcers
Cancelled operations resulting in reported
harm
Waiting & delays resulting in reported harm
Extravasations
Extravasation resulting in ≥moderate harm

Flags

Waiting & delays resulting in reported
harm

≥1
0
Trend over
time
≥1
0
≥1

0

≥1
0
Trend over
time
≥1
0

0

0

0

0

0

0

0

0

1

0

0

0

0

0

0.0

0.0

0.0

0.0

0.0

0.0

0.0

0.0

0.3

0.0

0.0

0.0

0.0

0.0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

1

0

0

0

0

0

0

0

0

0

0

0

0

0

1

0

0

2

1

0

1

0

0

1

1

11

8

9

11

13

15

19

19

8

12

13

13

26

14

0

0

0

0

0

0

0

1

0

0

2

1

2

0

Status

Comments

1

• 50839 – (H&N) Patient attended joint cleft clinic - been lost to follow up for 11 months. Treatment now
more complicated, less likely to be successful as outside window for optimal result. Likely to require
additional procedures to achieve reasonable outcome. Surgery initially planned 7/12/16. Surgery
completed 16/6/17. Should have been seen 2 weeks post surgery for follow up and to start
orthodontic treatment. Patient re-attended nearly one year later to joint cleft clinic 16/5/18 after
having contacted BCH as not had appt.
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KEY ISSUES AND ASSURANCE REPORT
Quality Committee 23 May 2018

The Committee fulfilled its role as defined within its terms of reference. The reports received by the Committee and the
levels of assurance are set out below. Minutes of the meeting are available.
Issue

Assurance
Level

Neonatal Improvement
Plan

Forward Thinking
Birmingham Intervention
Plan

Integrated Assurance
Report

Not
rated

Quality Report

Not
rated

Committee Update
The Committee was assured by the progress
made and the evident clinical engagement,
including the developing concept of a neonatal
surgical pathway at BW. The plan for an
internal audit follow up on CQC compliance
across the whole service was noted
The Committee was assured by progress made
against the plan, which showed a self-assessed
rating of Requires Improvement. The
Committee was also assured by the
transparency of reporting, but was concerned
regarding the size and management of the
waiting list and the inconsistent approach
across the hubs to risk assessing young people
who are waiting to be seen.
The Committee noted three key points:
• Despite the inclusion of negative data from
the national staff survey in CQC Insight, the
CQC’s overall view of the Trust’s performance
remains positive.
• The quarterly performance review data was
not yet available for inclusion but the
Committee was informed that FTB continued
to be rated at level 4 and four other Clinical
Groups were rated level 3: surgery (due to
financial performance), gynaecology,
neonatal and genetics.
• A concern raised following an external review
of KIDS is being challenged as an ‘area of
improvement’ only.
The Committee focused on the following:
• An increase in the number of cases of
moderate harm per 1,000 admissions for the
second month in a row. The data is being
validated and analysed by a Working Group.
• A high number of unplanned admissions to
NICU.
• A reduction in the number of babies receiving
antibiotics within an hour. The detail of each
case was reviewed by CSQAC.
• IUGR detection rate – data is absent from the
report but the Committee was informed that
the rate is 65% and on an improving
trajectory.
• Gynaecology is receiving support to address
an increase in patient feedback and
complaints about poor attitude.
• There has been a deterioration in patient

Action/Recommendation

Produce a plan to
address waiting list
concerns and submit to
committee members
within 7 days.

Timescale
and lead

TA, 30/5/18

1

Mortality Report

Not
rated

People Report

Not
rated

Non-Clinical Safety
Report

Not
rated

Quality Account

Not
rated.

Guardian of Safe
Working*

feedback abut switchboard, reflecting the
infrastructure issues at BWH, which are
expected to be resolved in June.
• SIRIs – including a never event involving a
displaced NG tube; the guidance was
followed and the baby was discharged with
no long-term harm.
• 2 table-top reviews of unexpected deaths
have been undertaken and have identified no
care failings.
The Committee focused on the following,
which are being reviewed to identify any care
failings or learning points:
• FTB deaths – 2 by apparent suicide – both
under review regarding whether outreach
was sufficiently assertive.
• Death of a baby following Twin to Twin
Transfusion Syndrome.
• Child that died from meningococcal
septicaemia after attending ED.
The Committee was assured that the mortality
review process was appropriate.
The Committee focused on the following:
• Sickness absence has decreased but remains
above target –higher-risk teams are receiving
support on building staff resilience.
• The temporary paybill has slightly reduced
but is still too high, particularly in
gynaecology and mental health.
• Turnover has slightly reduced but is still too
high, particularly in mental health.
• Mandatory training and appraisals rates are
still a long way off target.
The Committee focused on the following:
• A small fire had occurred in Pharmacy – it
was quickly extinguished but response was
chaotic and this will be subject to a root
cause analysis. The Fire Safety Committee is
now meeting regularly again and the NonClinical Risk Coordinating Committee is
focusing on fire safety as a priority.
• The risk register is under review, particularly
high-scored risks and aged risks.
The Committee reviewed the report and
agreed it read well and covered the key areas
focussed on by the Committee. The priority
areas for next year were agreed but the
Committee requested a greater focus on
clinical outcomes in the next report. The
Committee agreed to recommend the report
for approval by the Board.
Taken as read

Include more on clinical
outcomes next year.

FR
May 2019

2

Clinical Governance
Review Update

Committee assured by the plan to address the
outstanding recommendations.

Clinical Negligence
Scheme for Trusts (CNST)
incentive scheme
maternity safety actions
Quality Committee
Review

Not
rated

Board Assurance
Framework

Not
rated

The Committee commended and approved the
thorough report and was assured by the
statement of compliance with risk assessments
in place for four weaker areas.
The Committee welcomed the detailed review
and agreed the recommendations, including a
need to increase the focus on clinical outcomes
and rebalance the proportion of time spent on
services across the Trust. In addition, the
Committee agreed the need for specific focus
on learning disabilities this year, which was
given a low assurance rating when it was last
reviewed. The Committee approved the
amended terms of reference and approve
submission to the Audit Committee.
The Committee agreed to review the FTB risk
next month in light of waiting list concerns.

Clinical Safety and
Quality Assurance
Committee (CSQAC)
Mental Health Act
Committee

Patient Experience
Committee*
Non-Clinical Risk
Coordinating
Committee*

Rating

The Committee noted concerns regarding a
backlog of MRI scan reviews and was assured
by the subcommittee’s approach to addressing
the issue.
The Committee noted the subcommittee’s
concerns regarding the following:
• The ability to meet new Place of Safety
legislation.
• The need for a national and local solution to
inpatient capacity constraints.
• Low Mental Health Act (MHA) training
rates, though a robust plan is now in place
and rates are improving.
The Committee was assured that the
subcommittee was effectively overseeing the
matters within its terms of reference.
The Committee was assured that the
subcommittee was effectively overseeing the
matters within its terms of reference.

Include MHA training
data in next FTB
assurance report.

JM/TA, June
18

Assurance Key
Level of Assurance
Assured – there are no gaps.
Partially assured – there are gaps in assurance but we are
assured appropriate plans are in place to address these.
Not assured – there are significant gaps in assurance and we
are not assured as to the adequacy of action plans.

3

UNCONFIRMED

BIRMINGHAM WOMEN’S AND CHILDREN’S NHS FOUNDATION TRUST
QUALITY COMMITTEE
Minutes of the meeting held on 23 May 2018, 09.30, Education Centre, BWH
Present

David Richmond
Tim Atack
Alex Borg
Sara Brown
Colin Horwath
Michelle McLoughlin
Fiona Reynolds
Judith Smith
Caron Eyre
Emma Jeavons
James Mullins
Sam Pretlove
Louise Rudd
Gwenny Scott
Amanda Smith
Nasheima Sheikh

DR
TA
ABo
SB
CH
MM
FR
JS
CE
EJ
JM
SP
LR
GSc
AS
NS

Non-Executive Director (Chair)
Chief Operating Officer (Mental Health Services) (until item 7)
Chief Operating Officer (Acute Services)
Interim Chief Officer for Workforce Development
Non-Executive Director
Chief Nurse
Chief Medical Officer
Non-Executive Director
Attending
Deputy Chief Nurse
Deputy Company Secretary (minutes)
Director of Mental Health Improvement (item 7 only)
Clinical Director of Maternity (item 17 only)
Associate Director of Governance
Company Secretary
NeXT Director Scheme (observer)
NeXT Director Scheme (observer)
Ref.
Item
1
Welcome and apologies for absence
David Adams, Steve Allen.
2

Declarations of interest
None.

3

Minutes and Key Issues and Assurance Report of the meeting held on 24 April 2018
The minutes and report were approved as accurate records.

4

Matters arising from the meeting held on 24 April 2018
There were no matters arising not covered within the agenda.

5

Feedback from other Committees
The Audit Committee had considered the Quality Account and the report from the External Auditors
reviewing it which had provided a modified, limited assurance opinion due to an issue with 18 week RTT data
in the Gynaecology service at BW. The Committee had also approved the Internal Audit Plan for 2018/19
from which reports on Pharmacy, CQC Compliance, neonatal services and job planning would be presented
to the Quality Committee.

6

Neonatal Improvement Plan

Detailed Assurance Reviews

The Committee was presented with two update reports, one which had been presented to the Clinical
Senate at a meeting earlier in the month. Highlights were as follows:
•

The report that had been presented to the Clinical Senate considered a change in the planned clinical
model for the Neonatal Surgical Ward (NSW) at BC, from one where a Neonatologist was consistently
on the site, to one where two senior Neonatology Nurses were present and medical support was

1

UNCONFIRMED

provided only where necessary, which the Senate had endorsed. The model had been in place for
around 4 weeks and had been working well
•

Issues with basic infection prevention control processes that had been identified by the CQC and a
subsequent internal audit review had been satisfactorily resolved

•

The Neonatal Board had moved from discussing the issues identified by the CQC to longer-term
strategic plans and this had been positively received

•

A focus on BW Neonatal Services, following a change in leadership, had also worked well

The Committee discussed the report and was assured that, though there is still room for improvement, issues
particularly in the NSW at BC had begun to be addressed. It was also interested in the suggestion of NSW
moving to the BW sites and the benefits this could provide for mother and baby, though it acknowledged the
specialist cardiac services would remain at BC.
The Committee was advised that the internal audit follow-up of Neonatal Services would cover both BC and
BW sites and had been planned for August 2018.
7

Forward Thinking Birmingham Intervention Plan
The Committee received the update reports and the following were highlighted:
•

The self-assessment model had continued to be utilised and progress made in simpler areas

•

Longer-term areas for improvement remained around workforce, agile working, waiting lists, physical
health, MHA and MCA compliance

•

Mock CQC inspections had taken place across some hubs and ratings had, on the whole, improved

•

Changes in leadership had taken place with the appointment of a Director of Mental Health
Improvement, expected to begin in September 2018, and Director of Quality Assurance (JM)

•

Agreement of the lease for extra space from the CCG was in progress

•

Care plans and risk assessment compliance had decreased, however it was thought this was a
reflection of the high standards now required, rather than a real decrease

The Committee was advised that the Finance and Resources Committee was to discuss the financial and
operational plan for 2018/19 at its meeting later in the day and risks to the plan remained.
The Committee discussed an issue with waiting list systems whereby, though a system upgrade had been
successful, it was not assured that the level of risk within the lists had been appropriately captured and
actioned. The Committee was concerned by the issue and the potential for harm to patients if it was not
swiftly resolved and asked that a plan be established and actioned within the next week.
ACTION: Produce a plan to address waiting list concerns and submit to committee members within 7 days.
8

Integrated Assurance Report

Standard Assurance Reports

The report was received and the following key areas highlighted:
CQC
•

Staff survey results had been included, as anticipated, though they had not affected the overall rating

2
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•

An engagement visit to the BW site was taking place on 29 June The monthly Insight report had not
yet been received however it was highlighted that the staff survey would likely factor into it

•

The CQC continued with their programme of on-going engagement with Trusts and had attended the
March Board meeting

External Reviews
•

KiDS review had taken place and disappointingly the initial response included a serious concern; the
team are challenging as an area for improvement rather than a serious concern

Internal Audit
•

The Abortion Care review report was in draft

Clinical Group Performance
•
9

No updates within the report, though the Committee as advised that the Maternity presentation had
now been received and rated at L3 (4 being the poorest)

Quality Report
The report was presented with the following highlights:
•

The number of cases of harm per 1000 admissions had increased

The Committee was assured that the numbers were being validated and a deep dive into them was being
carried out.
•

Eight serious incidents requiring investigation (SIRI) including two relating to extravasation causing
serious harm had occurred

•

Two unexpected deaths had been subject to immediate table top reviews that had initially concluded
there were no care failings by the Trust

•

There were a high number, 53, of unplanned admissions to NICU

•

Compliance with administration of antibiotics times had not been met

The Committee reflected on the 100% target for antibiotic administration and whilst it agreed that this was a
good aim, acknowledged that peers performing well achieved around 75%.
•

IUGR detection rates had not been reported

The Committee asked that the above be included in every report going forward.

10

•

An increase in adult safeguarding training compliance rates

•

Regular meetings with Gynaecology management following issues with PALS and complaints relating
to poor staff attitude in the area

•

Two deaths relating to FTB that will, as per process, be treated as SIRIs

Mortality Report
The Committee received and noted the Report and was assured that all cases were subject to the usual
mortality review process.

11

People Report
The report was received and the following key items highlighted:

3
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•

Sickness absence rates had reduced slightly however remained above target with issues particularly
in Complex Care

•

The temporary pay bill had reduced slightly and work was on-going to continue to reduce this

•

Turnover had decreased slightly though concerns remained in Mental Health services

•

Mandatory training had increased slightly however remained below target

The Committee discussed the report and whilst it was concerned that similar issues had been highlighted for
some time, it was assured that plans in place to address these had begun to realise change.
12

Non-Clinical Safety Report
The Report was presented and the following highlighted:
•

Following concerns at the non-clinical risk coordinating committee (NCRCC) around fire procedures, a
real fire incident had occurred. Its occurrence in Pharmacy highlighted issues fire procedures and
storage within the particularly department.

The Committee was concerned about the incident and the response to it, though it was assured that a full
RCA was to take place to discuss it in-depth.
•

Exposure to nitrous oxide in the Radiology department continued to be considered as well as a lack
of consistency about acceptable levels of exposure.

The Committee discussed the “extreme” risk relating to waste within the report and asked that an update be
brought to it regarding the impacts of this, within the next NCRCC report. The Committee also asked that
longstanding risks listed be either addressed or updated promptly.
13

Quality Account

Governance

The Committee received the Quality Account and was assured that it reflected what it was reflective of the
organisation during 2017/18.
Whilst it approved the 2018/19 priorities, it suggested that learning disabilities may also have warranted
consideration.
The Committee recommended the Quality Account for approval by the Board.
14

Guardian of Safe Working
The report was taken as read.

15

Clinical Governance Review Update
The review report was presented and the following highlighted:
•

Plans were in place for each objective and more detail would be included on these within the next
report

•

A new model of support from a central governance team across the Trust had been trialled and
would be rolled out

•

A new unified SIRI process was also being trialled across the Trust

•

Procurement for the unified risk management system across the Trust was underway and
deployment had been set for September 2018

The Committee welcomed the update and was keen to encourage strategic oversight and ownership of

4
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clinical governance, as well as the detailed operational action plans in place.
16

Progress against the Clinical Negligence Scheme for Trusts (CNST) incentive scheme maternity safety
actions
The Committee received the update report and was assured that the Trust was compliant with all areas and
approved the self-assessment and declaration.

17

Quality Committee Review
The Committee received and discussed the helpful review which reflected that the Committee had met its
terms of reference throughout the last 12 months. The review had identified a disproportionate focus on
BW services for their size within the Trust and a need to rebalance with BC services. It also identified the lack
of clinical outcomes currently presented to the Committee and work was underway to address this.
The Committee also approved the revised terms of reference.

18

Board Assurance Framework (BAF)
The BAF was received and noted and the Committee was assured that a new template, making it easier for
Chief Officers to provide updates into the BAF, had been developed.

19

Sub-Committee Reports
Clinical Safety and Quality Assurance Committee (CSQAC)
The Committee received the report and noted the red RAG rating for Mental Health by the CSQAC, which it
agreed reflected its own reviews of the services. CSQAC had also discussed improvements to extravasation
processes and positive quality impacts of the outsourcing of MRI reporting.

20

Non-Clinical Risk Coordinating Committee (NCRCC)
The report was taken as read.

21

Mental Health Act Committee
The report included the following key points:
•

Changes to some relevant legislation had been implemented

•

National issues with access to tier IV beds were being discussed with the CCG

•

Issues with having an appropriate place of safety for those that require it, and an appropriate place
for admission for those who require it, have led to a complaint Assured with info provided

ACTION: Include MHA training data in next FTB assurance report.
22

Patient Experience Committee
The report was taken as read.

23

Other

Any other Business
There was no other business.

Close
Next meeting: 27 June 2018, 13.30 at BCH
ACTION/DECISION LOG
Item

Summary of Action

Owner(s)

Update

5

UNCONFIRMED

7 – FTB

Produce a plan to address waiting list concerns and submit to
committee members within 7 days.

13 – quality
account

Include more on clinical outcomes next year.

21 – MHAC

Include MHA training data in next FTB assurance report.

Due date
TA
30/5/18
FR
May 2019
TA
Jun 18

6

Report to Board of Directors
Agenda item:

7

Enclosure Number:

Date

28 June 2018

Title

Quality Report

Author /Sponsoring
Director/Presenter

Michelle McLoughlin, Fiona Reynolds
Caron Eyre, Louise Rudd, Bryan Healy, Nicki Fitzmaurice, Michelle Ross

Purpose of Report
To provide assurance

3

Tick all that apply 



To obtain approval

Regulatory requirement
To canvas opinion

To highlight an emerging risk or issue
For information

To provide advice

To highlight patient or staff experience

Include key points and additional information as necessary
regarding purpose of report
The report describes key quality metrics and issues emerging in May 2018.

Summary of Report

The key areas to note are:
•

There has been a progressive increase in the number of incidents/1000 admission since October 2017.

•

This period has seen a surgical never event when a wrong rib was removed as part of oncological
investigations. At the time of writing this report, there is a potential additional never event being scoped.
The details of this are that we have seen a radio-opaque feature in an X ray which may be a swab; the
patient is attending for investigation when we will be able to assess ether it is a swab which we could have
left behind.

•

Concerns regarding communication and telephone access continue to be an issue at BWH. The PALS team
are now exploring whether or not the concerns are due to the on-going Trust telephone issues or general
access to departments and calls not answered.

Recommendation

Note the report.

Quality Report
June 2018
Fiona Reynolds, Chief Medical Officer
Michelle McLoughlin, Chief Nurse

Key Quality Messages from
BWCH May 2018
BWH

BCH

FTB

BWC
Total

BWC
(FYTD)

Never Events

0

1

0

2

2

SI’s

2

5

3

10

18

C. diff

0

0

0

0

0

MRSA

0

0

0

0

0

MSSA

0

4

0

4

4

E. coli

1

2

0

3

7

Validated
Extreme Risks
(Quality)

2

16

2

20

N/A

Mortality

See commentary in report

See commentary in report

Infection
Control

Topic

Quality points to
note*

• The number of incidents/1000 admission at 5.77 is a new high, there has been a progressive increase since October
2017. This peak had previously been contributed to by an increase in extravasation incidents. Those have started to
decline but since come down.
• This period has seen a surgical never event when a wrong rib was removed as part of oncological investigations. At
the time of writing this report, there is a potential additional never event being scoped. The details of this are that
we have seen a radio-opaque feature in an X ray which may be a swab; the patient is attending for investigation
when we will be able to assess ether it is a swab which we could have left behind.
• Concerns regarding communication and telephone access continues to be an issue at BWH. The PALS team are now
exploring whether or not the concerns are due to the on-going Trust telephone issues or general access to
departments and calls not answered
2

BWCH Combined Quality
Metrics
BWC Quality (Safety) dashboard

Apr-17

Inpatient spells/ Admissions
Total number of incidents reported
Number of incidents reported resulting in
≥moderate harm
Number of incidents reported resulting in
any harm
Number of incidents/1000 admissions
reporting ≥moderate harm
Number of incidents/1000 admissions
reporting any harm
SIRIs
Never Events
Number of Medication incidents resulting in
≥Moderate Harm
>Infection control
C-diff cases
MRSA cases
MSSA cases
E-coli cases

3565

4848

4744

4577

4337

4572

4718

4653

4410

4591

4296

4551

4484

4677

Trend over time

722

984

938

990

978

900

1043

946

766

877

894

927

952

1019

Trend over time

10

10

7

15

9

10

8

10

10

15

11

19

21

27

Trend over time

144

106

126

148

174

131

156

174

156

180

131

161

157

176

Trend over time

2.81

2.06

1.48

3.28

2.08

2.19

1.70

2.15

2.27

3.27

2.56

4.17

4.68

5.77

Trend over time
≥4

<4
0

4
0

7
0

1
0

7
0

6
1

3
0

3
0

6
0

8
1

3
0

5
0

4
0

8
1

10
1

≥2

≥1

0

2

1

0

1

0

0

0

0

2

0

1

0

0

2

0
0
0
0

0
0
0
2

0
0
2
8

0
0
3
3

0
0
1
6

0
0
4
4

0
0
1
1

2
0
0
7

0
0
0
2

1
0
2
8

0
0
1
1

0
0
2
1

0
0
2
2

0
0
0
4

0
0
4
3

≥1
≥1
≥4
≥1

≥1

SIRI’s

10

See slide 7 for full description of SIRIs.

NE

1

See slide 7 for full description of Never Event.

E. Coli
3

40.39 21.86 26.56 32.34 40.12 28.65 33.06 37.40 35.37 39.21 30.49 35.38 35.01 37.63

≥8
≥1

Status

IC

NovMayDec-17 Jan-18 Feb-18 Mar-18 Apr-18
17
18

Denominator

Flags

MSSA
4

MayAugOctJun-17 Jul- 17
Sep-17
17
17
17

Comments

There has been a continued increase in the rate of Moderate harm
incidents

BCH site:
• 2x post-48h CVC related infections (neonatal surgery & PICU).
• 1x post-48h shunt associated meningitis - unavoidable.
• 1x pre-48h osteomyelitis.
•
•

BCH site: 1x post-48h neutropenic sepsis, 1x pre-48h UTI in
gastroenterology patient.
BWH site: 1 case post-48h NICU

3

BWH Quality Strategy Metrics
BW Quality (Safety) strategy dashboard
May17

Jun17

Jul17

Aug17

Sep17

In
development

7

12

9

7

2

5

16

14

15

14

11

≥1

0
7
6

0
4
4

0
5
6
1
0

0
2
4
0
0

0
3
3
2
0

0
3
2
1
0

0
2
6
0
0

0
2
3
0
0

0
1
1
1
0

0
3
5
0
1

0
8
3
0
0

>Learning from Excellence
Number of Learning from Excellence Reports
>No preventable deaths
Potentially avoidable maternal deaths
All Still Births
Early Neonatal Deaths
Late Neonatal Deaths
Infant deaths
Maternity Safety Thermometer - Perceptions of
"Combined 'Harm Free' Care"(Quarterly) - (%)
IUGR detection - Quarterly (%)
Unexpected admission of term babies to NICU
Attendance at Mandatory PROMPT training
(Practical Obstetric Multi Professional Training)
Number of delays to induction or C-section
reported as resulting in potential harm

Flags

Status

IUGR

No data

Attendance at PROMPT

90.2%

0
Trend
Trend
Trend
Trend

<65 ≥65 ≥75
Trend
>50 >40 ≤40

Oct- Nov- Dec- Jan- Feb- Mar- AprMay- 18
17
17
17
18
18
18
18

28

0
0
5
2
6
5
2
2
1
0
82.1
77.78 67.19 85.71 74.24 76.19 89.66 75.76 75.56 74.24 73.53 75.75
68.18
9
65%
28
41
45
37
34
27
31
31
32
25
30
53
36

<80 <90 ≥90
≥1

0

24

90%
0

0

0

0

0

0

0

0

0

0

0

0

Comments
The next audit is due to be reported next month
This is a new indicator to measure mandatory attendance at PROMPT. As at the end of May 2018, each staff group
within the Maternity Unit achieved above 90% attendance. Midwives: 300/335 (90%); Consultants: 20/22 (91%);
Midwifery Support Workers: 2/2 (100%); Junior Doctors: 36/38 (95%)

4

BWH Quality Strategy Metrics
>Early identification of and correct intervention for deteriorating Maypatients
17
100% of patients will have IV antibiotics within 1 hour of
<10
100
0
confirmed or suspected sepsis - Maternity (Quarterly)
100% of patients will have IV antibiotics within 1 hour of
<80 <90 ≥90
93
confirmed or suspected sepsis - Neonates (Monthly)
No. of RCAs where MEWS process identified as a
≥1
0
0
contributory factor or root cause
No. of RCAs where NEWTT process identified as a
≥1
0
0
contributory factor or root cause
No. of RCAs where CTG Misinterpretation identified as a ≥1
0
0
contributory factor or root cause
>Improve communication during handover, transfer and discharge using
No. of RCAs where handover issues identified as a
≥1
0
0
contributory factor or root cause
>Reduction of avoidable readmissions
Gynaecology readmission rate within 28 days of surgery
≥6
<6
2.2
(excluding planned readmissions) (%)
Neonatal readmission rate within 28 days of delivery date
≥1.3
<1.3
(excluding planned readmissions and babies that are
1.1
readmitted because their mothers are unwell) (%)
Maternity re-admission - postnatal readmission rate within
28 days of Discharge Date of delivery spell (excluding
≥2.3
<2.3
2.8
those readmitted because their baby is the cause for the
readmission) (%)

Flags
Readmissions

Status

Jun17

Jul17

Aug- Sep17
17

Oct17

Nov- Dec17
17

Jan18

Feb18

Mar18

-

40

-

-

40

-

80

89

87

87

92

0

0

0

0

0

0

0

0

0

0

Apr- May18
18

-

85

-

-

92

-

100

100

100

95

92

83.3

93.5

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

1

0

0

0

0

0

0

0

0

0

1

0

1

0

0

0

0

0

0

0

0

1.52

1.6

0.7

1

3

2.7

0.6

1.1

1.2

1.1

0.6

1.3

2.6

2.1

2

2.1

2.6

1.9

2.5

2.2

1.6

1.1

2.4

2.8

3.4

2.9

2.8

3.2

2.7

3.5

3.9

2.8

2.9

SBAR

Comments
No data available at the time of writing this report.
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BCH Quality Strategy Metrics
Apr- May- JunAug- Sep- Oct- Nov- Dec- Jan- Feb- Mar- Apr- MayJul-17
17
17
17
17
17
17
17
17
18
18
18
18
18

BCH Quality strategy dashboard
Past Harm
Potentially avoidable deaths
Deaths/1000 admissions
Grade 3 or 4 pressure ulcers
Cancelled operations resulting in reported
harm
Waiting & delays resulting in reported harm
Extravasations
Extravasation resulting in ≥moderate harm

Flags

Waiting & delays resulting in reported
harm

≥1
0
Trend over
time
≥1
0
≥1

0

≥1
0
Trend over
time
≥1
0

0

0

0

0

0

0

0

0

1

0

0

0

0

0

0.0

0.0

0.0

0.0

0.0

0.0

0.0

0.0

0.3

0.0

0.0

0.0

0.0

0.0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

1

0

0

0

0

0

0

0

0

0

0

0

0

0

1

0

0

2

1

0

1

0

0

1

1

11

8

9

11

13

15

19

19

8

12

13

13

26

14

0

0

0

0

0

0

0

1

0

0

2

1

2

0

Status

Comments

1

• 50839 – (H&N) Patient attended joint cleft clinic - been lost to follow up for 11 months. Treatment now
more complicated, less likely to be successful as outside window for optimal result. Likely to require
additional procedures to achieve reasonable outcome. Surgery initially planned 7/12/16. Surgery
completed 16/6/17. Should have been seen 2 weeks post surgery for follow up and to start
orthodontic treatment. Patient re-attended nearly one year later to joint cleft clinic 16/5/18 after
having contacted BCH as not had appt.
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Escalating our highest risks

-New SI’s in May at BWCH

2018/11809 FTB – Unexpected Death

Unexpected death of service user, briefly known to the FTB service

2018/11520 FTB – Information Governance Breach

Patient information stolen from boot of car

2018/12256 FTB – Unexpected death

Suicide of service user from tower

2018/11613 Appointment frequency failure

Ophthalmology – large number of patient appointments being offered late, some care affected

2018/11813 Surgical Site Infection

Serious wound infection for spinal patient resulting in loss of metalwork

2018/12761 Violence & Aggression

Patient known to CAMHS violent and highly disruptive on an inpatient ward

2018/13429 Safeguarding process failure

Patient disclosed safeguarding concern which was not acted upon by staff

2018/13461 NEVER EVENT – Wrong site surgery

Wrong rib removed during surgical procedure for removal of tumour

2018/12561 Unexpected Neonatal Death

Neonatal death after being born in poor condition

2018/11798 Avoidable Mental Health admission Gynaecology patient attempted suicide following traumatic experience
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Escalating our highest risks
SIRIs approved in May at BWCH
2 SIRIs were sent for approval at BC in May
Root Cause and Contributory factors

2017/18965
Gap in outpatient blood
pressure monitoring in
patient suffering with
CHARGE

Recommendations
•

Summary
The child has 2 small and dysplastic kidneys as a result of which
she developed irreversible renal failure. The outcome would not
have been remediable even if this was picked up in November
2016 or earlier.
However, there are opportunities in the BCH clinics and in shared
care centres to make the diagnosis sooner. Earlier diagnosis would
have enabled a better patient journey and quality of experience, as
this would have led to active management of her CKD and a
planned referral for renal supervision and care at Nottingham rather
than presenting as an emergency.
Fragmented information sources poses a future risk in complex
patients
The 20 minute clinic slot should have been 40 minutes.
The consultant leading the clinic was also on call
Consultant did not look on ICE or check very early letters on
Winscribe during consultation.
This incident has highlighted a need to clarify and review the
purpose of the CHARGE clinic and clarify the roles and
responsibilities of the BCH clinic and partners.

Use this case as an example to highlight to staff the
importance of reviewing results on ICE and reading the full
history of a child
Clarify and review the purpose of the CHARGE clinic and
clarify the roles and responsibilities of the BCH clinic and
partners.
Review the time allocated for appointments in this clinic.
Consider whether the learning from this incident investigation
can be applied to other specialist clinics at BCH.
Multiple sources of information. Share this incident with ACMO
for IT/Information, and ask for confirmation the Trusts
approach to managing this risk.

•

•
•
•

Root Cause and Contributory factors

2017/28625
Unexpected death in ED

3 SIRIs were sent for approval at BW in May

Summary
A known patient with WRS became unwell on 11th/12th November
2017 probably with a lower respiratory tract infection upsetting
diabetic management. The patient was seen in ED on 13th
November 2017 for endocrine review. The patient specific folder
was not referred to and Liver Function Tests were started but failed
the sampling process and was not followed up on. The patient reattended ED 2 days later and sadly passed away in the waiting
area. Triage was appropriate in the situation. The failings in the
process from 2 days before were not thought to have contributed to
the death

Recommendations
•
•

There should be a review of Patient Specific Folders in ED.
The following could be considered. The size of the problem
should be assessed. Clinicians need to have better systems in
place to detect and act upon investigations.
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Escalating our highest risks
SIRI’s approved in May at BWCH
2 SIRIs were sent for approval at BC in May
2017/28830
Antepartum Intrauterine
death following abruption in
Radiology

2018/1788
Unexpected Maternal death
following miscarriage

3 SIRIs were sent for approval at BW in May
Root Cause and Contributory factors

Root Cause
The cause of death was an abruption
No gaps in care were identified that contributed to the
devastating outcome
The review acknowledges the devastating outcome for
the family as a result of the abruption but has identified
no failures in care received at BWC that caused harm.

Recommendations
•
•
•

Provide individual feedback to staff
Organisational shared learning
Development of escalation policy/process from Radiology

Root Cause and Contributory factors

Root Cause
The cause of death was confirmed as:
1a) Pulmonary embolus
1b) Pregnancy
(This wording has been taken from the Post Mortem
Report)

Recommendations
•
•
•
•
•
•

2018/3764
Intrapartum stillbirth. Fetal
heart found and lost on site

Root Cause and Contributory factors

Root Cause
The coroner’s post mortem report concluded that the
root cause of this neonatal death is:
Acute Intrapartum Asphyxia with Congenital
Pneumonia
It was agreed there was no gaps in care that led to the
sad outcome of a neonatal death for this baby and that
the asphyxia was neither predictable nor avoidable.

Simulation training to be developed to increase staff confidence
in an arrest situation
A review of site management out of hours is required
VTE risk assessments to be reviewed with regards to Trust
specific surgical procedures in pregnancy
Checklist for an adult death or a maternal death in Gynaecology
to be added to Trust policy
Switchboard protocol to be reviewed to include escalation
process for cardiac arrest, who to contact and when
Equipment to be reviewed by the Resuscitation and Manual
Handling teams

Recommendations
•
•
•
•
•

The process of contacting the 3rd on call anaesthetist or off site
anaesthetist to be reviewed
The local induction for anaesthetists to be reviewed and to
match those of obstetric and midwifery staff
Mobile scan machine equipment to be reviewed
Feedback to anaesthetists as to language used in emergency
situations to ensure it is understood
Share the RCA report to staff so that shared learning can occur
in this case from good practice
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Escalating our highest risks
Validated Extreme Risks at BWCH
Aligned to Strategic Risks on the Board Assurance Framework
ID

LxS

Risk Description

Month end update

5x4
4x4
3x 5

Workforce
The organization requires leadership capacity and
capability to deliver future needs

2010

Last review 6/06/18 Some recruitment gaps filled with ongoing need for recruitment
Histopathology: Risk to continuity of some
Histopathological services due to reduced number of
Histopathologists.
Radiology: UHB are unable to provide a robust emergency Last review 03/06/18 The provision of on-call support for IR through the SLA with UHB has
out of hours interventional radiology service
been reduced from 5 in 8 to 4 in 8.

4x4

Currently undergoing data collection to support risk score and identify improvement
opportunities

1577

Gynaecology shares medical workforce with Obstetrics.
Rota gaps and prioritizing of medical staff can leave
gynaecology understaffed,. This leads to poor training
and risks having to reduce elective activity.

595

450

Strategic Risk SR03:Recruit and retain staff with right skills

Last review Mar 2018
Following Risk score reviewed, confirmed as16 . A deep dive was scheduled for quality
committee in April 18. Engagement required form leads on how to reduce risk score. Link to
WF efficiency programme.

4x4
4x4

2609

2575

Strategic Risk SR10:Embrace innovation and service transformation and deliver ambitions for R&D
R&D: The R&D Labs Coordinator leaves the trust in November and a replacement
is unlikely to be in place to take over. Patient care and scientific validity will be
severely compromised if the labs processes for patients involved in research are
not undertaken in line with the procedures and timelines stipulated within protocols.
With financial and reputational impacts on the labs, R&D and Trust.

R&D co-ordinator still in the temporary role until Jul 18. After
that a 12m secondement will be put in place from the BMS
within Chemistry. This will give some security to reduce the risk
until a permanent replacement can be sourced after the
departmental structure is confirmed as part of the Pathology
Integration for BWC.

Research safety alert on PIC. R&D has proposed that a research safety alert be
included on the PIC record system. This alert will be vital to informing healthcare
professionals of a patients' participation in a research project which involves an
investigational medicinal product.

A case to add alerts to the PIC system was approved by the
Healthcare Records Committee in March 2017. No action will
be taken until at least early 2018.
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Escalating our highest risks
Validated Extreme Risks at BWCH
ID

LxS Risk Description

Month end update

Strategic Risk SR06:Develop and maintain our Estate
3x 5
5x3
3x5

1668

1334

482

Estates Hazardous exposure to pathogenic bacterial contamination through Last review 18/01/2018
domestic water and air systems including 1. Legionella bacteria 2.

Short term funding now in place and schedule for testing in

Psuedomonas Aeruginosa bacteria

development. Seeking funding for Pseudomonas testing

Estates: Insufficient estates staff to provide business continuity

Last review 17/01/2018

Estates: High and Low Voltage Electrical Systems Business continuity,

Last review 18/01/2018

Injury or death arising from working on/testing systems.

PPDD currently being written to upgrade the HV LV network @ BCH.
Full review upon completion in conjunction with AP(HVLV) 's and

4x4

2170

AE(HVLV).
Facilities: Not fully complying with HTM 0-7-01due to the poor waste

Facilities/Estates team reviewing site options for waste segregation

storage facilities on site.

Facilities team developing training in segregation

Fire Safety Committee At the BC hospital site, there is need for improved

FSC to review BW arrangements.

5x3

1259

procedural controls: A lack of clarity of responsibilities for respondents when Fire safety team to provide further clarity of role to those with specific
fire alarm sounds; annual fire safety action plan does not measure control

responsibilities

effectiveness to effectively direct improvement and provide assurance of

Fire safety officer to produce assurance framework against the

compliance; there is no on-going programme for fire drill exercises. FSC

controls in the action plan as part of reporting into assurance structure

assessed that arrangements at in-patient FTB site at Parkview were not
dissimilar, we are not yet able to provide assurance on the BW site.
Strategic Risk SR07:Manage capacity and patient flow
The Neonatal Toolkit (2009) states: ‘Planned capacity should not exceed Existing risk upgraded after review in Jan 2018
an average occupancy of 80%, as the increase in mortality becomes

Key concern raised from the peer review on December 7th 2017 was to

5x3

434

statistically significantly worse above this level’. NICU consistently works manage capacity at 85%. The CEO to respond to NHSE. Discussed at
at above 80%, with an average occupancy over 100%. At 100% and

CASC, risk to be increased.

above there is significant strain on staffing and equipment resource;

Have responded

particularly where a high number of babies are ventilated. Medication and
staffing incidents rise when busy; training and PDR rates drop.
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Escalating our highest risks
Validated Extreme Risks at BWCH

ID LxS Risk Description

Month end update

4x4

2539

Strategic Risk SR09:Deliver FTB
30/04/18 new actions defined
• Additional clinical staff to be built into workforce review, funding to be agreed
FTB: Issues around capacity at Oaklands
• Contact being made with over 16 - to assess risk.
relating to unallocated cases, uncertainty
• Under 12 - pathway being reviewed to expedite appointments.
around the level of risk, complexity of cases, • Review those still on the list every 4 weekly - to reduce risk.
• All of those over 12 on the list reviewed to determine if care could be delivered by Primary care
volume of referrals.
workers for CBT
• Deep dive to determine level of care and possible risk - concern if any have been lost to follow up
FTB: Service users are waiting over 18 weeks • Removal of any secondary lists and updating central list.
RTT for treatment and CMHT transfers are still •
waiting for a review appointment in Hubs due

•

4x4

2476

waiting list system which reduced assurance

Recovery plan including review of database, review of DNA's, telephone choice and waiting list
funding to provide additional choice and NCP slots.

to staff capacity issues. This situation was
worsened by an inconsistent use of FTB

Teams are updating the waiting list at the appropriate times.

•

CAPA job plans being developed with all staff reviewing capacity requirements. Commenced in
Oaklands and Blakesley.

and knowledge regarding how many people

19/6/17 Capacity continues to remain an issue. CMHT waiting list continues to reduce. ADHD waiting lsit

within FTB are waiting to be seen.

has been cleared but there are capacity issues for follwo up appointments with prescribers. RTT waiting
list continues to increase. Recovery plan being developed including validation of data base, review of
DNA's and telephone choice. Waiting list funding to be used to provdie additional choice and NCP...

4x4

2635

Strategic Risk SR11:Detect and contain cyber-security risks
IT There was a cyber attack on the NHS and other organisations in May
2017. This resulted in significant disruption to these organisations and
impacted on patient care.
Whilst BWC was not subject to attack we are aware of weaknesses in our
systems which make us vulnerable.

New equipment recommended as part of the Cyber Review will help to
mitigate the risk but will take until September to implement. Further
review visit from NHS Digital at the end of January will consider progress
since the last visit.
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Escalating our highest risks
Validated Extreme Risks at BWCH
ID

LxS Risk Description

Month end update

•

•

In discussion with UHB about them supplying the majority of the
chemotherapy to reduce the risk of multiple supplies and improve
responsiveness/ability to meet service need due to their proximity.
Commissioning an external consultant to assess the case and what would
be required for an on site aseptic facility.

5x4
5x3

Clinical Oncology: Chemotherapy is now being supplied by five
different units across England, with the most local unit (UHB) having
limited capacity (10 items/ day maximum)
This risk has several resultant issues and consequent hazards that
have been grouped under Reputational Risk

Rheumatology Refusal by commissioners to pay for high cost drugs for Risk to patients is absence of required drugs. Access to drugs for some groups
of patients is not possible until agreed by CRG/NICE for a funding pathway.
patients with rheumatologic conditions (group 1) and related
This risk is held in the absence of that agreement. The secondary risk is
opthamology conditions (group 2). These drugs are biologic agents.
financial where the Trust funds that treatment

3x5

5x3

Audit of practice concluded that
I.
If department guidelines adhered to levels are OK.
II.
N2O supply and anesthetic machines to be checked for leaks to ensure no
Anaesthetics: The level of nitrous oxide in MRI, 3T MRI, room 4 and CT
accidental exposure.
was measured above the workforce exposure limit defined by COSHH.
Further
actions:
Strong concern that source of gases is from practice: non-sealing face
mask with non-compliant population; risk to smaller patient when using 1. Ongoing implementation of clinical guideline
2. Reduction of exclusions.
closed circuit, with scavenging
3. Consider N2O ban in areas where practice not improved.

Existing risk upgrade in April to reflect recent experience of admissions and
Specialised medicine
Cross infection risk increased for CF patients when more that 3 patients challenges to isolation. We are not currently meeting NICE guidelines for CF
admitted to Ward 7 as patients then have to share main ward bathrooms which states all patients should be nursed in en-suite cubicles.
The team are currently looking at strategies to manage, including having
training for staff to allow other areas to accept CF patients

5x3

2625

2087

1765

2599

2445

Safety Risks

Radiology Delay in reporting of MRI examinations (currently 4 weeks
and not 2 weeks) and subsequent delay in diagnosis. This is primarily
due to the resignation of a radiologist in July 2017.
26.04.18: There is now a 10 week wait for an MRI report.

Scans over 10 days are being sent to external company for reporting. Risk held
high until reliability of this control is established.
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Safe – Key Measures
Mortality Review Process at BWC
Identify cases
for review,
using criteria
listed below

Undertake
mortality
review using
relevant
structured tool

Involve
parents, family
or carers in
the process

Link with the
Serious
Incident
process, if
applicable

Report
outcome of
review to
Mortality
Review Group

Monitor
internal and
external trends

Identify and
share learning
across the
Trust

BWC is committed to learning from deaths, and reducing our mortality rates as much as possible.
Due to the unique and specialist nature of our organisation, benchmarking BWC mortality rates
nationally, and with other similar providers, is difficult. The main value is in monitoring the overall
trends, as individual rates cannot be adjusted accurately enough to be meaningful. Therefore, BWC
has an extensive inclusion criteria for cases that will be subject to a detailed mortality review, to
ensure we are learning lessons and identifying areas for improvement.
BWC will review all deaths meeting the following criteria:
•
100% child deaths
•
All perinatal deaths >22 weeks, >500g, excluding termination of pregnancy (unless it is a live
birth)
•
100% maternal deaths
•
All unexpected adult deaths and expected adult deaths in where concerns are raised
•
100% deaths of patients with a learning disability
•
All deaths where bereaved families and carers, or staff, have raised a significant concern about
the quality of care provision.

Safe – Key Measures
Monthly Mortality at BWC
Number
of deaths
in May
2018

BWH: 9 deaths: 2 still births, and 7 neonatal deaths
BCH: 10 deaths: 7 inpatient deaths, and 3 deaths reported in the ED.
FTB: 1 reported death of service users. All reported FTB deaths are investigated as SIRIs and so will be detailed in
the SIRI section when these occur

One of the neonatal deaths was classed as a SIRIs. All of the BWH and BCH cases will undergo the standard mortality review.

The Mortality Review Committee met in May and graded 1 BCH case as outcome 3 (yellow category; The care provided
was less than adequate; and different management would not reasonably be expected to have altered the outcome.) This case
was not subject to RCA. The committee noted 1 failure in care and 1 potential further failure, but neither were considered causal
in the death. The failure was a 5x overdose which would now be prevented by using Smart pumps with inbuilt drug libraries. This
overdose was considered unacceptable care. The potential failure was a possible delay recognising that the patient had
developed bradycardia. The committee noted that the patient was already suffering with organ failure and had received
stabilising intervention at the time. The committee also noted that work is currently underway to try and rationalise the number of
alarms that can be heard on PICU.
The chart below details the Standardised Paediatric Mortality Index with the last available figure annotated. Equivalent data is not
available for maternity cases.

Mortality and external benchmarking information

This chart represents the clinical outcome
for patients cared for on the PICU. The
chart does not highlight any cause for
concern.

This chart represents the clinical
outcome for patients who have
undergone cardiac surgery. The chart
shows that overall the outcomes are
better than expected and this chart does
not highlight any cause for concern.

Safeguarding BWCH
Training Headlines May 2018
Training

FTB

BWH

BCH

Child Protection level 1

85.3%

95.3%

94.5%

Child Protection level 2

63.7%

82.6%

84.3%

Child Protection level 3

67.7%

87.8%

86.6%

Child Protection L4

100%

83.3%

100%

Child Protection L5

100%

100%

100%

Child Protection L6

N/A

N/A

N/A

Safeguarding Adults Level 1

85.3%

94.20%

94.5%

Safeguarding Adults Level 2

63.7%

74.3%

N/A

Safeguarding Adults Level 3

N/A

N/A

N/A

Safeguarding Adults Level 4

100%

100%

N/A

MCA/DOLS training

67.0%

80.2%

N/A

Prevent WRAP 3

46.6%

91.5%

85.0%

Attendance at quarterly BSAB
meetings

100%

100%

100%

Adult safeguarding supervision

100%

100%

N/A

Child safeguarding supervision

100%

100%

100%

BWC Integrated Safeguarding Team
update:
CONTEST strategy (June 2018) has been
updated and strengthened to reflect the
findings of a fundamental review of all
aspects of counter-terrorism, to ensure
best response to the heightened threat in
coming years.
SCR/DHR:
The safeguarding team have a 3 DHR and 3
SCR’s on-going at present which require
extensive analysis and reporting to the
respective safeguarding Boards and Safety
Partnerships,

Safeguarding BWCH
Data Headlines May 2018
Safeguarding Data

FTB

Safeguarding SIRIs

0

1

0

Safeguarding Complaints

0

0

0

“Position of Trust’ cases

0

0

0

New recommendations from Serious Case Reviews

0

0

0

BWH

BCH

BSCB Meetings attended by BCH Executive
Lead/Representative
Child deaths related to suspected physical
abuse/neglect

0

0

0

Reported cases for Female Genital Mutilation.

0

0

0

Number of Safeguarding Cause for Concern FGM
notifications

0

75

0

14

26

56

3

1

0

Number of new Safeguarding Children Request for
Support referrals to CASS/ MASH by BWCH
Number of Safeguarding Adults Multi-agency Alert
referrals to ACAP

Birmingham Safeguarding Children's Board
updates:
This years Child Safety Week took place
from 4th-7th June 2018 , with the theme
Together we've got this!
Accidents are the leading cause of death,
serious injury and acquired disability for
Children and Young people. We also know
that for some families, unintentional injuries
can signal wider safeguarding concerns!!
Birmingham Safeguarding Adults Board:
Risk Enablement- Balancing wellbeing
and risk:
What Adult Safeguarding is all about.
This event is to launch the Board's new
Practice Guidance and discuss how it can
support practitioners and their
organisation to achieve the balance
between protection and autonomy that
is right for the adult in each case.

BWCH Patient Experience
Headlines
Overall FFT % positive
response score
Harm free care

Most Improved
FFT CAMHS response rate has increased from 61% 82% equating 197 comments. The highest trends are
in relation to comments regarding ‘Therapist’ at 37 ,
‘Staff Praise’ at 36, ‘Communications’ at 34 and
‘Food’ at 26.
BW FFT Patient satisfaction has increased this month.
The number of the surveys received has risen by 17%

BWCH

BCH

BWH

95%

92%
95%

98%

BCH only

Data
currently
being
verified

BCH only

Most deteriorated
PE Feedback Cancelled Operation – Increased by 4 to 6.
FFT NTI Food have decreased from 54 – 34. However, it still remains in red – Over
70 % of the feedback was from Inpatient CAMHS with 20 comments received
from Heathlands and 4 from Ashfield in relation to quality and choice of food.
There has been a patient focussed campaign within CAMHS on improving food
FFT NTI Play – majority of comments were in relation to more activities for
CAMHS inpatient wards.
BW PALS have continued to see concerns raised regarding patient accessing
departments via phone
BC Complaints have seen a significant increase in Formal Complaints in May (19),
however analysis of the data isn't leading to any specific themes. 2 of these
complaints were received in April but held until May due to lack of information

Quality and Safety
Performance
Sensitivity to operations (Combined BC and BW Patient
Experience Workstreams)

Please note the BWC data set and RAG rating have
been adjusted within the dashboard below to reflect the
monitoring of (positive and need to improve) comments
as opposed to the overall satisfaction which is reported
on the previous slide.
Apr-17

May-17 Jun-17

Jul-17

Aug-17 Sep-17

Oct-17

Nov-17 Dec-17 Jan-18 Feb-18

MarApr-18 May-18
18

Formal complaints

Trend over time

13

26

19

21

19

26

16

28

17

23

16

22

24

26

PALS contacts

Trend over time

114

130

129

140

169

148

167

159

105

143

147

161

129

133

0

0

0

0

0

0

0

0

0

0

0

0

0

0

≤75 ≤80 ≥81

82.0%

81.0%

81.0%

87.9%

76.80%

79.1%

81.9%

79.4% 78.0% 77.0% 77.0% 81.7% 79.1% 80.6%

≤75
≤75
≤75
≤15

≥76
≥76
≥76
≥20

≥80
≥80
≥80
≥30

91.0%

91.0%

91.0%

89.0%

84.0%
7.0%

75.0%
7.3%

70.0%
7.7%

72.7%
9.9%

88.00% 94.00%
77.70%
62.50% 73.00%
6.6%

94.0%
85%
82.1%
18.5%

92.0%
81.5%
82.5%
11.8%

≥10
≥10
≥10
≥5
≥5
≥5
≤90
≤90
≤85
≥1
≤89
≤89

≥5
≥5
≥5

≥90
≥90

≤4
≤4
≤4
≤4
≤4
≤4
≥95
≥95
≥90
0
≥95
≥95

21
7
0
0
0
1
96.6
99.5
97.7
0

12
6
2
1
1
1
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Data not currently available due to website development

Quality and Safety
Performance
Flags

Status

Comments
Over 70 % of feedback was from Inpatient CAMHS with 20 comments received from Heathlands and 4
from Ashfield in relation to quality and choice of food. There has been a patient focussed campaign
within CAMHS on improving food

Patient Experience Feedback (NTI)
'Food'

34

Patient Experience Feedback (NTI)
'Play'

16

The majority of comments were in relation to wanting more activities for CAMHS inpatient wards

Patient Experience Feedback "Organisation and Responsiveness
of Antenatal Clinics"

16

The majority of comments were in relation to waiting times
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BWC FFT’s and Trends
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Highest FFT positive responses were in relation to values and
behaviours of staff.
Highest number of FFT NTI responses were in regard to Food
and Refreshments as reflected in the Quality and Safety
Performance RAG rated table.
MDU, Ward 10 and ED were the top 3 wards who received the
most feedback overall.

Mar

April

May

Patient satisfaction is 1% above the long term average, with very
small numbers giving negative feedback. Response rates have
improved, with an increase of 17% of surveys received.
The majority of clinics have contributed towards the overall
increase in response rates. Maternity community teams have
doubled their survey responses and Fertility Clinic and GTT have
started to receive FFT feedback.

BWC Quality Strategy Aims
Caring – Positive Stories

Gynaecology - Excellent hospital

We left the hospital after spending 8 weeks in hospital
from birth, and I just wanted to say thank you to the
amazing staff on PICU who helped my Son through his
recovery. The nurses were inspiring, not once did I hear
anyone complain about their work, despite their long
shifts. They always made time if I was upset or needed
a chat about my sons recovery. The ward Sister would
always take the time to approach me if I was upset or
looked concerned.
Also not forgetting the incredible Doctors/Consultants
and cardiologists, I can’t praise them enough, the way
they care for their patients shows how much their job
means to them.
And a final thank you to the surgeon and his team, his
confidence and knowledge really gave us hope. Thank
you for repairing our baby boy.
He is doing amazing, I’m completely overwhelmed that
we are home and will forever be grateful.
- Comment received on the PE App on 22/05/18

‘I delivered my son at 25 weeks at the women's and
they were fab, particularly Meg my midwife who
really looked after me and was a friendly familiar
voice through the birth when I was out of it on gas
and air. Equally the NICU there is exceptional and I
am so grateful for all they did for me and my baby’ Facebook

When I was told I had to have my day case surgery at Birmingham Women's Hospital
I thought it was going to be a horrible experience with women being nasty to each
other. I wasn't happy about having my day surgery there at all. However, when I
arrived I was pleasantly surprised. The staff were nice and friendly and welcoming
and everything was efficiently ran.
The whole place has this positive attitude atmosphere and this passes on to the
patients. Rather than patients being horrible to each other they were all supportive
and kind just like the staff were. It was like we are all here to have surgery done and
lets be supportive of each other. There wasn't any nastiness at all!
The hospital is old but I didn't mind that as it is clean. Everywhere the whole place is
clean and spotless thanks to cleaners scrubbing things up. Even the nurses will start
cleaning to make sure there is no mess anywhere. There was a sense of pride that
they wanted to keep it clean. When I did use the toilets I noticed they still had the
same paper towel dispensers as from my old school days! I felt so nostalgic as it
bought back happy memories from my childhood!!!
Overall my day surgery went well, the after care was excellent the overall
experience was great and I am glad that they proved me wrong. My husband came
to pick me up and I left feeling grateful that the staff had looked after me so well. I
don't want this hospital to be closed and moved elsewhere - it would be a shame if
it is.....
Thank you to all the staff who looked after me so well when I had my day surgery
and well done for keeping your hospital so clean!

I want to say thank you to everybody involved in the care of my son today.
From the 111 service to the paramedics to the nurses at BCH. They were kind,
caring and compassionate and fantastic at their jobs. I am so grateful for the
care and feel so privileged to have the NHS.
- Comment received from parent on the PE App on 12/05/2018

BWC Patient Experience
PALS
PALS - 6 Months

PALS Status Report - BCH
Ongoing

1% 2%

120
100

PALS Status Report -BWH
4%
Ongoing

18%

32%

Closed

80

Closed

BC

60

BW

40

79%

20
0
Dec

Jan

Feb

Mar

Apr

May

Sent to
Complaints
Team

92 cases opened in May, 74 of which
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NB: Some complaints may cross multiple Clinical Groups/Directorates

BWC PALS Categories
PALS Categories - May
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Out of the 92 PALS contacts received;

Out of the 41 PALS contacts received;

FTB received the highest number of PALS concerns at 18 (20%)
The largest proportions of those were in relation to Oakland’s (22%). Finch Road
and Blakesley received the second largest proportion with (17%) for each hub.
The highest trend was concerns around communication with parents regarding
care and treatment (61%). Detailed analysis is underway to understand why FTB
PALS have increased.

We have had 3 new debrief ‘After Thoughts’ requests.

2nd Highest groups were Surgical Care receiving 16 PALS and Head and Neck
receiving 11 PALS. The majority of these concerns from both Directorates were
in relation to appointments.

15% concerns related to appointment queries, including delays and availability, all
of which related to the Gynaecology Directorate.

The highest trend of the month was 47 PALS contacts in relation to concerns
raised with communication. These have predominantly been regarding lack of
communication with parents/carers (20%), regarding understanding of their
child’s treatment, progress and medication. There have also been contacts
chasing referrals and appointments.

17% of the PALS concerns received related to phone calls not being answered.
This is still a high theme for PALS, with switchboard putting patients through to
PALs when they are unable to get through to the required departments.
Switchboards rational is to try to manage a now frustrated patient.

10% contacts were about patients who were waiting for treatment or surgery.

BWC Complaints
Complaints - Last 6 Months

BC Complaints have seen a significant increase in
Formal Complaints in May (19), however analysis of
the data isn't leading to any specific themes. 2 of
these complaints were received in April but held
until May due to lack of information.
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There have been 26 complaints received in April (19 BCH and 7 BWH)
Mental Health received 4 complaints (all FTB)
Specialised Medicine received 3 complaints
Transplant, GI and Cardiac received 0 complaints
Urgent and Critical Care received 4 complaints
Surgical Care received 5 complaints
Neurosciences, Haematology & Oncology had 2 complaints
Diagnostic & Therapies had 1 complaints
Corporate had 0 complaints

Maternity received 4 complaints
Gynaecology received 3 complaints
Neonatal received 1 complaint
Radiology received 0 complaints
Genetics received 0 complaints
NB some complaints may cover multiple Clinical Groups/Directorates

BWC Complaint Themes
Complaint Themes - May

Complaint Themes - May
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Clinical Treatment & Patient Care
The concerns raised were regarding delays in treatment/observations or tests, and
these were seen predominantly in UCC (EDand PICU - 26%) and then split between
Surgical Care, FTB and Neurosciences.
There were also concerns about care needs not being met adequately (26%) across
FTB, Surgical Care and Specialised Medicine.
Communication
The concerns raised were again regarding communication with parents/carers
(55%) and these were across UCC, Surgical Care and Neurosciences.
18% were regarding communication with the patient, and these were FTB
complaints.
Appointments and Waiting Times
The concerns raised were regarding, appointments not being kept by staff,
cancellations and delay in appointments, across FTB, Surgical Care and Specialised
Medicine.
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Maternity
3 of the 4 complaints received for Maternity related to staff attitude.
There was also a theme of concerns regarding accuracy of
documentation and care received on the postnatal wards.
Gynaecology
2 of the 3 complaints received for Gynaecology related to staff
attitude. The remaining complaint related to delays in
care/appointments.

BWC - Themes and Actions from
closed complaints
There were 8 signed CEO letters sent out in May. The actions coming out of these
investigation were:

There were 11 signed CEO letters sent out in May. The actions coming out of these
investigation were:
•

•

•
•

•

•

•
•

•

•

•

The Urology Administrative Team has been reminded about the importance of
ensuring video-urodynamic studies are booked and dates shared promptly with
families.
Staff have been reminded to ensure effective pain medication is prescribed and
administered in a timely manner.
Following a nine week suspension, a new cleaning and storage system for our
clinical equipment has been effectively implemented, allowing the service to
resume.
Clinic letters have been amended to include the contact details for our Spinal Coordinator who can provide support to patients and their families where care is
shared between Birmingham Children's Hospital and Royal Orthopaedic Hospital.
We have submitted two business cases to our Commissioners to try and improve
our services for patients with chronic pain as we recognise our current offering is
limited.
We have asked for a region wide review of chronic pain services for children and
young people facilitated by the West Midlands Quality Review Service.
The Neurosurgery Team now hold a multi-disciplinary review of all neurosurgical
cases prior to surgery taking place to ensure that the proposed actions and
decision for surgery is a collective one that everyone agrees with.
Consent for all neurosurgical procedures will be led by the a Neurosurgical
Consultant to ensure the type of neurosurgery, including the level of the spine at
which surgery will take place, and the associated possible complications are
clearly detailed on the consent form.
The Neurosurgical Team have reviewed how alerts from Radiologists regarding
MRI's are handled to ensure, where appropriate, patients have a review within
two weeks. The current process appears to be working well and this involves the
Radiologist calling or emailing the Consultant Surgeon to discuss any concerns
they have identified on the patients MRI scan. Furthermore, Mr Solanki is also
exploring additional processes between the Neurosurgery and Radiology Team to
standardise this process and make it more robust.
The Complex Care Team have agreed to send a Band 6 nurse to all the Team
Around the Child (TAC) meetings moving forward, to ensure consistency in
communication.

•

•

•

•
•
•
•

•
•

•
•

Development of a patient information leaflet for women who have ovarian cysts
during pregnancy.
The Gynaecology Wards have devised a checking procedure to ensure that the
transfer of pregnancy products from the ward to the mortuary occurs on a daily
basis
A reminder was included in the Gynaecology Directorate Newsletter to highlight
the importance of staff checking a patients name, date of birth and address to
ensure that they have the correct information for the correct patient at all times.
The whole of a woman’s journey through Antenatal Clinic, starting from the point
of receiving a referral letter, is being reviewed, as we recognise it requires
significant improvement. This is an on-going process, led by our Transformation
Team, and they are working hard to improve the service we offer to all women,
also taking care to involve women and families in the redesign.
The Transitional Care Ward Manager has ensured that all staff are compliant with
their mandatory safeguarding children training.
The Maternity Directorate submitted a bid for Customer Service Training for all
frontline staff and we are currently exploring funding routes to support this.
The Maternity Directorate have purchased a television for the Triage area which
will display waiting times, as well as other useful information for women.
The Maternity Directorate recognise that there is a need for an area within the
hospital where women who are not yet in active labour can wait, should they
wish to. This is something we are considering as part of our overall site
development plan.
All staff in the Colposcopy Clinic have received updated training in relation to the
labelling and checking of specimens.
The Medical Secretaries Manager sent a reminder to the medical secretaries
regarding the importance of including a dictated date on the letter, and they are
now working more as a team to share typing tasks, minimising long waits for
correspondence for women and GP colleagues.
Individual feedback to all staff directly involved in complaints.
All queries or concerns relating to the Varsity Scan Service, undertaken on behalf
of our hospital, are directed to our Radiology Department and the letters sent to
women have been amended so it is clear who women should contact if they have
any concerns.
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Summary of Report
The Trust has completed a self-assessment process against the CNST maternity safety actions and would like to
declare compliance with 10 out of 10 standards.
Where there are clear gaps in evidence or alternative arrangements in place, which we do not consider to materially
affect our compliance with the standards, we have undertaken risk assessments to demonstrate how we are
managing these risks or have provided additional information to demonstrate how the risk has been resolved.
The value of the Trust’s incentive for achieving compliance with these 10 standards is circa £800,000.
The Quality Committee reviewed these reports on 23rd May 2018 in detail and commended and approved the report.
They were assured by the statement of compliance and supporting risk assessments.
Quality Committee agreed for the report to be provided in full to Trust Board for information only.
The Task force:
•

The Maternity Directorate working closely with the Governance Team undertook an initial gap analysis
against these 10 standards and agreed further actions that should be taken to achieve full compliance.

•

The task force met weekly and was supported at various times according to need, by colleagues from the
Performance Team and Patient Experience Team. The group was fortunate enough to have the ongoing
advice and support of one of our Consultant Midwives, who also works for National Health Service Resolution
(NHSR) on the implementation of these Maternity Standards.

•

The task force was overseen by members of the executive team, mainly the CMO, DCMO (BWH); CNO, DCNO
/ interim Director of Quality)

The Assessment Process:

This is the first iteration of these standards and the assessment process. Compliance with these standards is
measured through a simple self-assessment declaration which is endorsed at Board Level and signed by the executive
team. NHSR will also cross check the declaration against a small number of external sources.
The declaration (Attachment A) consists of
•

A narrative for each of the standards explaining how the Trust complies with the standard

•

Reference to evidence which the Trust has used to assess compliance (e.g. cases studies, policies and
procedures, audits, training attendance figures, committee reports) as well as external evidence which NHSR
will use to cross check against the self-declaration (e.g. surveys, externally submitted data sets and clinical
incidents or claims information)

Some of standards are based upon national guidance which had previously been released e.g. Saving Babies Lives.
These documents in turn can contain many standards which again may stretch into multiple measures and criteria.
Where the Trust has a known gap in some of these more detailed standards / measures / criteria, but does not
consider it to materially affect overall compliance with the standard, we have highlighted this and submitted a risk
assessment to explain the gap, level of clinical risk and risk mitigation.
There are four risk assessments (Attachment B) attached to this declaration.
• Reducing smoking in pregnancy: Medium Risk; (but alternative arrangements are in place)
• Risk Assessment and Surveillance for Fetal Growth Restriction: Low Risk;
• Effective Fetal Monitoring during Labour: Low Risk
• PROMPT Training: Low Risk
Whilst these risk assessment are not mandatory elements of the self-declaration process we have included them here
for openness and transparency and in the principle of quality improvement which is what underpins this incentive
scheme. In summary the declaration concludes:
Standard 1:
Standard 2:
Standard 3:
Standard 4:
Standard 5:

Mortality Review tool
Maternity Services Dataset
Transitional Care
Medical Workforce Planning
Midwifery Workforce Planning

Standard 6: Saving babies lives care bundle
Standard 7: Patient Feedback Mechanism
Standard 8: 90% PROMPT training for maternity
unit staff
Standard 9: Trust safety champions meetings
Standard 10: NHSR's Early Notification Scheme

Compliant
Compliant
Compliant
Compliant
Compliant
Compliant with Risk assessments for:
• Referral to Smoking Cessation Service
• CTG competency assessments
• GROW training
Compliant
Compliant with
• Booked dates for staff who are out of date
with PROMPT
• Risk assessment for Non - Maternity Unit
Staff (Theatres and Anaesthetic Staff)
Compliant
Compliant

One further document (Attachment C) submitted with this declaration is the Trusts latest quarterly return to NHSE
The return is a survey which provides a snapshot of current compliance with the Saving Babies Lives Care Bundle and
includes a “case study” section which allows providers to share their experience in the implementation of the bundle,
and an action plan to sustain progress.

Recommendation

The Board of Directors is asked to note the content of this report.

Attachment A: Evidence of Trust’s progress against 10 safety actions:
Safety action – please see the
Evidence of Trust’s progress
guidance for the detail required
for each action

Action met?
(Y/N)

1). Are you using the National
Perinatal Mortality Review Tool
(NPMRT) to review perinatal
deaths?

The Trust has used a standardised perinatal mortality review tool since 2015
and moved to the NPMRT tool in 2018.

Current
assessment:

Cases are reviewed by a team of obstetricians, neonatologists, midwives and
neonatal nurses. The reviews are incorporated in job planning and are
ongoing.

Compliant

NHS Resolution will also use
data from MBRRACE to verify the
Trust’s progress against this
Cases from October 2017 have been retrospectively input into the NPMRT.
action.
Each month, the Bereavement Team validate and report all perinatal deaths
onto the MBRRACE database. They then pass these details onto the NPMRT
team, who pull the medical records and then log the details of the cases onto
the NPMRT. The nature of this process means that the data is almost always
a month in retrospect.
Internal evidence:
A list of active cases on the NPMRT has been produced that confirms all but 2
perinatal deaths from January – March 2018 have been started using this tool
and are in progress.
The remaining 2 cases from March 2018, and all deaths from April 2018 will
be uploaded into the NPMRT by the end of May 2018.
External evidence:
Cases listed against BWC on the MBRRACE website.
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2). Are you submitting data to
Our informatics team support the submission of data to the MSDS. The data
the Maternity Services Data Set is extracted from the existing maternity data systems in line with current
(MSDS) to the required
documentation practices.
standard?
Internal and External evidence:
NHS Resolution will also use
A scorecard produced by NHS Digital confirms that the October, November,
data from NHS Digital to verify
December and January data submissions were compliant with 9/10 standards
the Trust’s progress against this
(requirement is 8/10).
action.
The one non-compliant standard related to data regarding critical maternal
incidents. Initially it was thought there was no feasible extraction method for
this field, however, the data extraction process was reviewed and updated in
April 2018, and the February data was submitted using the updated process.
We have now received confirmation that this standard is compliant.

Current
assessment:
Compliant

During February we did not achieve two of the standards that we had
previously achieved:
-

-

The % of births on HES missed the target by 0.5% – this is because it
judges the number of births we submitted against the monthly average
and we fell short as February has 3 fewer days than a normal month. We
would have met this in a normal month. A lot of Trusts fell foul of this as
the target should be adjusted in February. This will not re-occur in March.
The smoking target in February was just missed (79.4% against a target
of 80%). Maternity services are continually reminded of the importance of
capturing and completing the data field and compliance with this standard
should return to normal in future months.

Despite this we still achieved overall compliance for February data (8/10 of
the MSDS standard).
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March 2018 data will be submitted in June 2018.

3). Can you demonstrate that
you have transitional care
facilities that are in place and
operational to support the
implementation of the ATAIN
Programme?
NHS Resolution will cross-check
trusts’ self-reporting with
Neonatal Operational Delivery
Networks to verify the Trust’s
progress against this action

Transitional care facilities are present and run by the Neonatal directorate.
ATAIN work has been undertaken by a senior cross-directorate team from
both Maternity and Neonates as part of “Wave 1 MatNeoQI Programme” with
NHS Improvement and Local Maternity Systems.

Current
assessment:
Compliant

The Patient Safety Alert (NHS/PSA/RE/2017/001 – Resources to support
safer care for full-term babies – February 2017) was reviewed and a response
discussed at our Trust Clinical Audit and Effectiveness Committee (NAGSIE).
This alert was considered compliant and was closed.
These workstreams are discussed and monitored by the Perinatal Risk
Group, which is attended by Maternity and Neonatal staff,
Internal Evidence:
- Operational Policy which outlines the transitional care service provision.
- MatNeoQI Project Plan outlining the ATAIN work programme
- Gap Analysis completed in response to Patient Safety Alert
(NHS/PSA/RE/2017/001 – Resources to support safer care for full-term
babies – February 2017)
- Perinatal Risk Meeting papers
External Evidence:
- Discussion with the link person for our local Operational Delivery Network
(ODN) identified that there is no current active assurance collection in our
local area. Therefore, we have submitted the internal evidence listed
above to the ODN for information/assurance.
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4). Can you demonstrate an
effective system of medical
workforce planning?

The Trust has an effective system in place that is compliant with RCOG
standards and has undertaken 4 weeks of consecutive data collection using
the RCOG workforce monitoring tool.

Current
assessment:
Compliant

Please refer/append all relevant
evidence to demonstrate the
Trust’s progress against this
action as per the guidance
document. This should include
reference to the Royal College of
Obstetricians and Gynaecologists
(RCOG) workforce monitoring
tool template

The RCOG workforce tool is designed to identify Maternity units where there
is inadequate middle grade cover and consultant obstetricians are effectively
working as middle grade doctors whilst on Delivery Suite as well as reliance
on short term locum staff.
Consultant Obstetricians do not fill the middle grade rota at Birmingham
Women’s Hospital. Short term locum staff are only used when absolutely
necessary.
Internal Evidence:
The RCOG audit tool has been used to collect data over the 4 week period to
demonstrate this compliance.
External Evidence:
The RCOG audit tool will be submitted to the RCOG via their website link.

5). Can you demonstrate an
effective system of midwifery
workforce planning?

The Trust uses the Birthrate Plus evidence-based tool to review midwifery
staffing every 3 years. The latest Birthrate Plus review in 2016/17 was
undertaken and identified the required midwifery staffing levels.

Current
assessment:
Compliant

A midwifery staffing paper is regularly written by the directorate which outlines
the current establishment, vacancies and plans for recruitment, as well as
details of any business cases in progress for additional posts. A summary of
this is included in the nursing and midwifery staffing paper for the Board of
Directors.
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In addition, the neonatal directorate use the British Association of Perinatal
Medicine (BAPM) standards to assess and guide their staffing levels. As with
all Trusts in the country, the Trust is not fully compliant with the BAPM
standards for neonatal nursing. There is currently a review of the neonatal
nursing workforce underway.
Internal Evidence:
2016/17 Birthrate Plus report
Midwifery Staffing paper
External Evidence:
None

6). Can you demonstrate
compliance with all 4 elements
of the Saving Babies' Lives
(SBL) care bundle?
External Validation – NHS
Resolution to cross check Trust’
self-reporting to NHS England
Board minutes demonstrating
that each element of the SBL
care bundle has been
implemented or that an
alternative intervention put in
place to deliver against
element(s)

The original SBL care bundle gap analysis was approved at BWH Patient
Outcomes Committee prior to integration with BCH. This gap analysis has
recently been updated and will be presented at Maternity Clinical
Improvement Group and the May meeting of Clinical Safety and Quality
Assurance Committee (CSQAC). Monitoring of sustained progress will
continue through NAGSIE as with all other national reports /
recommendations.

Current
assessment:

Compliant with
risk assessments
in place for
- Smoking
cessation
The Directorate submits a quarterly survey to NHS England, as do all Trusts.
service
The survey is a practice snapshot and helps to track the general picture over
- CTG
time through the realities of implementation. A “case study” section forms part
competency
of the survey which allows providers to share their experience in the
assessments
implementation of the bundle. An action plan to sustain progress is also
- GROW
provided by the Trust.
training
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Smoking testing and advice
We carry out Carbon Monoxide (CO) testing at antenatal booking to identify
smokers (or those exposed to tobacco smoke) but we are unable to refer to
stop smoking service / specialist as this service is no longer provided by our
commissioners. To mitigate this risk patients are signposted back to their own
GP for any further support requirement. The Trust does meet the precise
wording of this standard to “take any other action”, but we have completed a
risk assessment as we would like to improve this pathway.
Intrauterine Growth Restriction (IUGR)
K2, our maternity electronic intrapartum record, captures IUGR at birth and
whether this had been identified antenatally.
The Trust uses customised growth charts to aid decision making on
classification of risk of fetal growth restriction. This is used for all pregnancies.
A detailed quarterly IUGR audit is in place, which has demonstrated an
increasing IUGR detection rate, which currently stands at 65%. Cases where
IUGR was not detected antenatally are captured through the audit and will be
used to provide individualised feedback to staff for learning for a random
selection of these cases. Staff in Day Assessment Unit (DAU) also carry out
their own quality assurance process as part of their on-going professional
development.
Gestation Related Optimal Weight (GROW) training is provided for midwives
and doctors. Our GROW training in the past captured Symphysis Fundal
Height (SFH) measurement and the use of the growth chart. More recently
training provided in June and November 2017, were led by the Perinatal
Institute (PI) and aimed mainly towards community midwives and antenatal
clinic midwives who provide antenatal care. Another session is booked for
June 2018 to train junior medical staff and Consultants.
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The directorate is aware that there is still a small number of staff who have not
had recent GROW training within the Trust (although they may have received
training directly from the PI). We would to like to take the opportunity to revise
the content and format of our GROW training to better reflect our local leads
and encourage our staff to attend these sessions rather than those provided
by external suppliers. We have captured this is a risk assessment.
Reduced Fetal Movements (RFM)
A leaflet about RFM (the Tommy’s leaflet) is given to women in their booking
packs.
A RFM audit was completed in 2017/18 and was followed by a snapshot
survey of women’s understanding / views of the usefulness of this leaflet (the
RFM awareness audit). Feedback from the RFM awareness audit will be
used to strengthen the way that we use the leaflet to advise women about
RFM.
Our regular audits of the Induction of Labour (IoL) process demonstrate the
leading reason for IOL at BWH is RFM.
These audits reassure us that women are aware of what action to take when
they have concerns over their fetal movements.
Effective fetal monitoring during labour
The Trust has a number of ways to train staff in CTG and check their
understanding.
•

•

There is a comprehensive 3 yearly (5 yearly for consultants) training
package on K2 which is mandatory for midwives and doctors. An
element of this includes a self-assessment tool and a review of 10
cases to compare individual’s decision making with that of an expert.
More recently, as part of Sign up to Safety and learning from our local
incident investigations, we have introduced “Fresh Eyes” for CTG
review.
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•
•
•

In addition, CTG training is provided annually through the PRactical
Obstetric Multi-Professional Training (PROMPT) course.
Maternity staff have also attended the CTG masterclass provided by
Baby Lifeline.
The CTG sticker and escalation process are inbuilt within K2.

The Trust does not require all staff to have completed a standalone
competency before they can work on labour ward. There are only a very small
number of Trusts that take this approach at the moment. We are looking at
how we can pragmatically introduce such an approach in phased way. We
have completed a risk assessment to summarise this
Internal evidence:
SBL Gap Analysis
CTG training compliance figures
Clinical Audits:
- IUGR
- Reduced Fetal Movements
- Fresh Eyes
- Grow Chart
Stillbirth Rates
External evidence:
Quarterly survey to NHS England which declares compliance

7). Can you demonstrate that
you have a patient feedback
mechanism for maternity
services, such as the Maternity
Voices Partnership Forum, and

Women are able to provide feedback through a variety of means including the
Friends and Family Test (FFT), the “After Thoughts” debrief meetings,
complaints and PALS. This information is reported and discussed through the
Maternity Clinical Improvement Group.

Current
assessment:
Compliant
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that you regularly act on
feedback?

The Trust participates in the National Picker Maternity Survey. Following
feedback from the latest Picker survey, an action plan was devised to address
some of the concerns that it raised. This is monitored through the directorate
and is currently being updated by the Consultant Midwife.
The Trust facilitates the Family and Patient Advisory Council (FPAC), which
currently has approximately 200 members. In addition to the option of
attending meetings with senior leaders, contact may also be maintained via
email. FPAC activities include hospital walkabouts/inspections, in depth
listening events with senior leaders and co-design project groups.
A formal Maternity Voices Partnership Forum is also being developed through
BUMP.
Internal evidence:
Patient Experience quarterly reports for CIG
National Picker Maternity Survey and Action Plan
Patient Experience Strategy
Engagement/Improvement Projects through Maternity CIG and/or FPAC:
- Caesarean Birth co-design
- Induction of Labour pathway improvements
- Outreach sessions with Arabic, Pakistani and Sikh women
External evidence:
None

8). Can you evidence that 90%
of each maternity unit staff
group have attended an 'inhouse' multi-professional

PRactical Obstetric Multi-Professional Training (PROMPT) training is
mandatory for all relevant Maternity Directorate Unit staff annually. One or
two training sessions are provided each month, and staff can either book onto
the course individually, or are booked on through the midwifery block training

Current
assessment
Maternity Unit
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maternity emergencies training
session within the last training
year?

process.

Staff

There is a PROMPT faculty who set the programme for the coming year and
who meet quarterly to review and evaluate the training.

Compliant

Data has been collected for each of the key staff groups within the maternity
unit. Initial analysis of the staff groups required to attend PROMPT
demonstrated that almost 90% of relevant staff were trained by end April
2018, with plans in place to attend by the end of May 2018. Actual
attendance to date is:
•
•
•
•

Non Maternity
Unit Staff
Risk assessment
in place for
theatre and
anaesthetic staff

Consultants 17/20 85%
Junior Doctors 33/38 87%
Midwives 286/305 94%
Midwifery Assistants 2/2 100%

Exempt Maternity Unit Staff Groups:
Only the midwifery support workers that attend homebirths are required to
attend multi professional training designed for emergencies that occur within
the home setting, as mandatory. This is multi-disciplinary training with the
homebirth team midwives and paramedic staff. The standard requires that
assistants attend the maternity skills drills as a minimum. The 2 homebirth
midwifery support workers attended multi-professional homebirth drills in
2018, and in addition are also booked to attend the full PROMPT course in
June 2018.
A decision was made by the directorate 18 months ago that specialist
midwives i.e. vulnerable women’s team, antenatal clinic midwives and those
working in fetal medicine did not need to attend PROMPT as they have
minimal exposure to obstetric emergencies. Following discussions within the
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directorate this decision has been changed and as of April 2018 PROMPT
was added to their mandatory training, with a training trajectory of meeting
90% compliance over the following 3 months. The following table illustrates
the current and expected attendance at PROMPT for the full maternity unit
staff group including those who were previously exempt.
Staff Group

Attendance to
date

Consultants

17/20 85%

Attendance
expected as at
end May 2018
18/20 90%

Junior doctors

33/38 87%

36/38 95%

Midwives

289/335 86%

300/335 90%

Midwifery Support
Workers (who
attend homebirths)

2/2 100%
attended drill

2/2 100%
attended drill

Future (next 3-4
months)
2 booked
20/20 100%
1 booked for July
1 un-booked
13/35 previously
exempt awaiting
dates
2 booked for June
PROMPT course

[Addendum added 18th June 2018:
Monthly PROMPT attendance is now reported to the Quality Committee and
Board of Directors via the monthly Quality Report. For the purposes of this
report submission, actual attendance at PROMPT in the Maternity Unit, as at
end of May, is:
• Consultants 18/20 90%
• Junior Doctors 36/38 95%
• Midwives 300/335 90%
• Midwifery Assistants 2/2 100%]
Non-Maternity Unit Staff:
Currently, it is not mandatory at BWC for staff outside of the Maternity
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Directorate to attend PROMPT. In light of the NHS Resolution
recommendation that theatre staff and anaesthetic staff should attend
PROMPT, we are exploring how PROMPT training can be delivered to these
other staff groups that currently sit outside our Maternity Unit.
Theatre staff: To date PROMPT training has not been a mandatory
requirement for theatre staff, as they are employed within the Gynaecology
Directorate. PROMPT will now become mandatory for this group of staff and
the theatre management team are developing a plan of how to schedule staff
on this training.
Anaesthetic Staff: This service is provided through a Service Level Agreement
(SLA) from University Hospitals Birmingham (UHB). The current SLA does not
include a requirement to attend PROMPT training. Some of the staff teach on
the PROMPT training sessions and can therefore will have attended /
participated in the sessions and can be considered as trained. We will work
with UHB to enable all other consultant staff to attend PROMPT training as
part of an improvement programme.
It will not be practical to try and achieve this for non-consultant anaesthetic
staff, as there are approximately 80 trainees who rotate every 2 months.
A risk assessment has been completed to explain risks and controls in place
for any staff groups who have not attended PROMPT through such
exceptions or exclusions.
Internal evidence:
PROMPT training spreadsheet
PROMPT agenda and training package
PROMPT booking sheet for 2018/19
Risk assessment for non-maternity unit staff
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External evidence:
None

9). Can you demonstrate that
the trust safety champions
(obstetrician and midwife) are
meeting bi-monthly with Board
level champions to escalate
locally identified issues?

The role of Maternity Safety Champion is allocated to the Clinical Lead for
Delivery Suite and the Matron for Delivery Suite and the Birth Centre. The
Board level maternity champion is the Chief Medical Officer.

Current
assessment:
Compliant

Monthly meetings are in place to ensure maternity safety issues can be
discussed directly between the Maternity Safety Champions and the Board
level maternity champion. These meetings are attended by the CMO,
Maternity Safety Champions, Maternity Governance Lead Midwife and a
Quality Governance representative. More recently they have also included the
interim Director of Governance / Deputy Chief Nurse –Quality
A standard agenda has been developed to support reporting of key
information to this meeting, and through to Clinical Safety and Quality
Assurance Committee.
Internal evidence:
Agenda and papers from the February, March and April meetings.
External evidence:
None

10). Have you reported 100% of
qualifying 2017/18 incidents
under NHS Resolution's Early
Notification scheme?

All cases have been reported to NHS Resolution. NHSR have not yet
acknowledged all of them but have explained that this is due to backlog from
national increase in reporting.

Current
assessment:
Compliant

Relevant cases are identified through incident reports on Datix, and in
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addition at least weekly reviews of Badgernet are undertaken to search for the
Each Baby Counts (EBC) criteria, e.g. HIE grades 2 or 3 with active
therapeutic hyperthermia.
Alongside this internal process, there is an external failsafe in place to ensure
all relevant cases are identified. The national EBC team will notify the Trust’s
EBC Lead Reporter of any cases from Badgernet that appear to meet the
criteria. The Trust’s EBC Lead Reporter then reviews these cases to identify
whether they do meet the criteria. In the vast majority of cases, the missed
cases do not meet the EBC criteria, for example, babies may have been
passively not actively cooled or women were not in labour.
Internal evidence:
Incident Reports and investigations into EBC cases.
Notifications from the Maternity Team to the Legal Team, and from the Legal
Team to NHS Resolution.
External evidence:
NHS Resolution’s record of BWC reported cases.
Report from EBC on the quality of the reviews at BWC.
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Risk Assessment – Reducing Smoking in Pregnancy
Standard 6

Current Situation

Risk

How we are managing the
risk

Plan

Saving Babies Lives: Element 1 – Reducing Smoking in
Pregnancy
Reducing smoking in pregnancy by carrying out Carbon
Monoxide (CO) test at antenatal booking appointment to
identify smokers (or those exposed to tobacco smoke) and
referring to stop smoking service/specialist as appropriate
All women are tested for CO levels at their booking
appointment. Historically, the CCG commissioned a smoking
cessation service for pregnant women. All women with high
CO levels were referred to the service for support to stop.
This service was decommissioned by the CCG. The current
generic stop smoking service is provided in a number of GP
practices and pharmacists, but is not available at all GP
practices. It is also not tailored for pregnant women. Our
current process, if a woman is identified with a high CO
level, is to advise her to visit her GP to ask for a referral to a
smoking cessation service. There is no option for BWH staff
to refer directly into these services.
Medium risk
Due to the additional steps in the pathway, and the inability
for BWH staff to refer women directly, there is a risk that
women will not self-refer and have the motivation to access
services. There is also the risk that if they do access services,
they will not provide the intensive targeted support required
for pregnant women.
Smoking in pregnancy is a key factor in perinatal mortality,
and there is a risk that our perinatal mortality rates will not
be reduced if we cannot provide the support to pregnant
women to stop smoking.
We currently measure CO levels in all pregnant women at
booking, and signpost women back to their GP to be
referred to a smoking cessation service.
We also provide all current smokers with growth scans to
assist in the detection of IUGR and placenta insufficiency
The Trust are liaising with the commissioners about
reinstating a smoking cessation service for pregnant women.
This is also under discussion through BUMP

Risk Assessment – Risk Assessment and Surveillance for Fetal
Growth Restriction
Standard 6

Saving Babies Lives: Element 2 – Risk Assessment and
Surveillance for Fetal Growth Restriction
Intervention 3: For low risk women, fetal growth to be
assessed using antenatal symphysis fundal height charts by
clinicians trained in their use. All staff must be competent
in measuring fundal height with a tape measure, plotting
measurements on charts, interpreting appropriately and
referring when indicated.
Intervention 4: Ongoing audit, reporting and publishing (on
local dashboard or similar) of Small for Gestational Age
(SGA) birth rate, antenatal detection rate, false positive
rate and false negative rate.

Current Situation

Gestation Related Optimal Weight (GROW) training is
provided for midwives and doctors. This is currently
provided by the Perinatal Institute (PI) and does include an
element of assessment as scenarios are given to the
individuals during the day. Three GROW training sessions
took place in June and November 2017, these were led by
the PI and aimed to capture mainly community midwives
and antenatal clinic midwives who provide antenatal care.
However, there are still a number of midwives and medical
staff who have not completed this training.
The Trust uses customised growth charts to aid decision
making on classification of risk of fetal growth restriction.
This is used for all pregnancies. A detailed IUGR audit is in
place, which has demonstrated an increasing IUGR detection
rate, which currently stands at 65%. The audit is repeated
quarterly. Cases where IUGR was not detected antenatally
are captured through the audit. The GROW training provided
does offer an element of assessment and midwife
sonographers in Day Assessment Unit (DAU) also carry out
their own quality assurance process as part of their on-going
professional development.
However, currently this information is not published in a
dashboard.

Risk

Low risk

How we are managing the
risk

Plan

By not performing SFH there is a risk of not identifying the
SGA neonate. However as per the RCOG Green top guideline
there is wide variation of predictive accuracy of SFH
measurement for an SGA baby. SFH is associated with
significant intra- and inter-observer variation. The impact on
perinatal outcome of measuring SFH is uncertain. (RCOG
Green top guideline 31)
• A detailed IUGR audit is in place, which has
demonstrated an increasing IUGR detection rate,
which currently stands at 65%.
• All stillbirths are reviewed as part of the Governance
process and also NPMRT.
• Another GROW training session is booked for June
2018 to train junior medical staff and Consultants.
• The Directorate will review the GROW training in the
next 3 months, as staff have also attended the
training directly at the PI and no record is currently
available internally for that.
• A Maternity Governance dashboard will be
developed to publish this outcome data.

Risk Assessment – Effective Fetal Monitoring During Labour
Standard 6

Current Situation

Risk

How we are managing the
risk

Saving Babies Lives: Element 4 – Effective fetal monitoring
during labour
Intervention 1: All staff who care for women in labour to
undertake and pass an annual training and competency
assessment on cardiotocograph (CTG) interpretation and use
of auscultation. No member of staff should care for women
in a birth setting without evidence of competence within
the last year.
All midwives, trainee obstetricians and consultant
obstetricians undertake a variety of CTG training
programmes:
Online Training and self-assessment
Every 3 years (midwives and trainee doctors) and every 5
years (consultant obstetricians), staff undertake a
comprehensive online CTG programme of training, which is
divided into chapters, with self-assessment questions at the
end of each chapter. The whole package would take
approximately 1 day to complete.
Case Reviews
All staff are required to undertake 10 case reviews every 6
months, and trainee doctors also review cases during their
morning teaching sessions. These case reviews take staff
through various clinical scenarios and test their decision
making processes. Their decisions are then compared to
experts, and feedback is provided to the member of staff
about how their practice compares to that of the expert.
PROMPT
All midwives and obstetricians are required to attend
PROMPT mandatory training every ear, which includes a
session for CTG interpretation.
Low risk
With the current system for training staff in CTG
interpretation, the tool is blunt, and there is a risk that we
will not promptly identify staff who are not competent in
CTG interpretation.
In addition to the mandatory training, there are a number of
other systems in place to support staff with CTG
interpretation, and to identify any practice below standard:
• Fresh Eyes Buddy System
• Ward Rounds

•
•

Plan

Incident Reporting
Targeted Training – examples of concerns escalated
about individuals, and consultant midwives have
been asked to deliver targeted training
The Maternity Directorate would like to move from selfassessment of competency towards a process whereby the
outcome of competency assessments is a pass/fail. For
those who fail the initial competency assessment, targeted
intensive training would be provided, and the assessment
repeated. If the member of staff fails again, after this
intervention, they would be deemed unsuitable to continue
to work in a birth setting and moved to an alternative area,
until they can demonstrate the required level of
competence.
The risk of moving to a pass/fail competency would be
mitigated, by a staged implementation of the process, and
the immediate intensive intervention.
With this approach, the maternity directorate predict there
will be a very small, but not unsafe number of staff, who are
at risk of being moved from the birth setting.
The Professional Midwifery Advocates, who recently
completed their training, will in the future assist with the
support required for staff members who have not been able
to pass their competency assessment

Risk Assessment – PROMPT Training
Standard 8

Current Situation

Training should include fetal monitoring in labour and
integrated team-working with relevant simulated
emergencies and/or hands on workshops. The training
syllabus should be based on current evidence, national
guidelines/recommendations, any relevant local audit
findings, risk issues and case review feedback, and include
the use of local charts, emergency boxes, algorithms and
pro-formas. There should also be feedback on local maternal
and neonatal outcomes.
Maternity staff attendees should include:
• obstetricians (including Consultants, staff grades and
trainees);
• obstetric anaesthetic staff (Consultants and relevant
trainees);
• midwives (including midwifery managers and
matrons, community midwives; birth centre
midwives (working in co-located and stand alone
birth centres) and bank midwives);
• maternity theatre and critical care staff;
• health care assistants (to be included in the
maternity skill drills as a minimum) and
• other relevant clinical members of the maternity
team.
Trusts should be evidencing the position as at end April
2018.
PROMPT is now mandatory training for all midwives,
obstetricians and MSWs part of homebirth team.
Staff Group

Attendance
as of
15/5/18

Consultants

17/20 85%

Attendance
predicted as
of
25/5/2018
18/20 90%

Junior
doctors

33/38 87%

36/38 95%

Future
(next 3-4
months)
2 booked
20/20
100%
1 booked
for July
1 unbooked

Midwives

289/335
86%

300/335
90%

Midwifery
Support
Workers
(who attend
homebirths)

2/2 100%
attended
drill

2/2 100%
attended
drill

11 booked
for June
and July
13
previously
exempt
awaiting
dates
11 not
previously
exempt
and need
to be
booked (5
of who
were
booked for
April or
May but
DNA due to
sickness)
2 booked
for June
PROMPT
course

[Addendum added 18th June 2018:
Monthly PROMPT attendance is now reported to the
Quality Committee and Board of Directors via the
monthly Quality Report. For the purposes of this report
submission, actual attendance at PROMPT in the
Maternity Unit, as at end of May, is:
• Consultants 18/20 90%
• Junior Doctors 36/38 95%
• Midwives 300/335 90%
• Midwifery Assistants 2/2 100%]

Risk

PROMPT is currently optional for anaesthetists and theatre
staff. Anaesthetists are employed through UHB, who are
responsible for their mandatory training. Theatre staff are
managed within the Gynaecology directorate.
Low risk

The groups of staff currently non-compliant with attending
PROMPT (anaesthetists and theatre staff) present a low risk.
In an emergency obstetric situation, these staff would not be
on their own with the woman. These staff are all trained
within their clinical areas of expertise.

How we are managing the
risk
Plan

There is currently a missed opportunity to develop multi
professional team work and improved understanding and
communication between specialties.
These groups of staff do participate in skills drills held in
maternity.
Update UHB SLA to make PROMPT training mandatory for
consultant anaesthetists.
Review trainee anaesthetists’ induction pack to include
some key messages from PROMPT.
Mandate PROMPT training for theatre staff through the
Gynaecology DMT.

KEY ISSUES AND ASSURANCE REPORT
Finance and Resources Committee 23 May 2018

The Committee fulfilled its role as defined within its terms of reference. The reports received by the Committee and the
levels of assurance are set out below. Minutes of the meeting are available.
Issue
Annual Plan
2018/19, including
Capital Programme

Forward Thinking
Birmingham –
Financial and
Operational Plan
2018/19

Our approach to
efficiency

Forward Thinking
Birmingham
Intervention Plan

Assurance
Level

Committee Update

Action/Recommendation

The Committee received an update regarding
the second year of a two-year financial and
operational plan, which focussed on the
requirement for and plans to realise £15m
efficiency savings needed to achieve the £4.2m
control total for 18/19. The Committee was
concerned that the plans assumed a neutral
financial position for FTB which has not
occurred since the service was launched.
Confirming funding for the national pay award
was noted as a further key risk to the plan.

1) Provide briefing
regarding risk
management and
escalation processes
around financial
performance.
2) Provide details of
backlog maintenance
amounts included in
the capital plan.

The Committee also received an update
regarding the second year of a two-year capital
plan with a proposed spend of £21m that had
been approved by the Investment Committee.
The programme included a new proposal to
develop a second theatre in the currently
vacant space next to theatre 8, which the
Committee would receive a business case for in
the coming months. The Committee was made
aware that future significant capital spend was
likely to require sign-off at Sustainability and
Transformation Programme (STP) level.
The Committee considered the plan detailing
key risks around funding, demand, unfunded
posts and, as improvements were made, the
need to have an ability to reduce capacity
where it may no longer be required. The
Committee was concerned by all of the
remaining issues and sought assurance
particularly regarding ownership and escalation
of these.
The Committee received and discussed both an
overall plan and an approach particularly to
temporary staffing costs. It welcomed the
approach of working with leaders within the
organisation in owning the changes however it
reflected that the staff number reductions
remained a challenging topic for discussion and
encouraged regular check-ins and support for
the leaders. Regarding temporary staff, the
Committee approved a mandated use of central
bank for all.
The Committee received the regular update
regarding improvements in the service and
noted a particular issue with waiting lists which
the Quality Committee had asked for assurance
regarding within the next week.

1) Present the FTB
Internal Audit
Review.
2) Present a further
plan to address
financial gaps.
3) Provide details of
governance and
reporting for FTB.
Consider and provide
details of VR and MARS
schemes.

Timescale and
lead
DM
Jun 18

DM
Jun 18

DM
Jun 18
TA
Jun 18
TA, DM
Jun 18
SB
Jun 18

Operational
Performance
Report

Resources Report

ED Expansion

ICT Strategy

Board Assurance
Framework
Performance Board
Investment
Committee
Financial
Sustainability
Group

Rating

Not rated

The Committee received the report which
detailed yellow operational performance with
concerns around the FTB waiting list, 18 week
waits in Genetics and 2 week Gynaecology
waits following an increase in demand. The
Committee was advised that four clinical groups
had been rated at L3 at the Performance Group
the previous day (Neonatal Services, Maternity,
Genetics and Surgery (BC)) and it asked that
these be monitored closely and escalated to the
FRC where necessary.
The Committee considered the report which
included a deficit of £0.5m against a planned
£0.3m surplus. Issues had included significantly
less income for surgical care, due to staff
absence, temporary staff spend above target
and a continued overspend in FTB. Appraisal
and mandatory training rate compliance had
remained disappointing and consideration of
the best processes for annual leave planning
were on-going.
The Committee received and approved the
business case which sought to utilise space that
would be available when Waterfall House has
opened.
The Committee received and discussed the
strategy which it was advised had been
developed in consultation and engagement
with staff throughout the Trust. It welcomed
the strategy and asked for a focus on the
cultural and workforce changes that it would
require to be kept in mind and the positive
difference that it would make for patients,
families and staff.
The Committee received the BAF and was
advised that there is a plan progressing to
ensure receives more regular updates.
No extraordinary items were raised from the
sub-committee and group reports and the
Committee was assured that each
group/committee was appropriately overseeing
matters within their respective terms of
reference.

Consider an additional
risk regarding funding for
the NHS pay award.

DM
Jun 18

Assurance Key
Level of Assurance
Assured – there are no gaps.
Partially assured – there are gaps in assurance but we are
assured appropriate plans are in place to address these.
Not assured – there are significant gaps in assurance and we
are not assured as to the adequacy of action plans.

2

UNCONFIRMED

BIRMINGHAM WOMEN’S AND CHILDREN’S NHS FOUNDATION TRUST
FINANCE & RESOURCES COMMITTEE
Minutes of the meeting held on 23 May 2018, 13.30, at Education Centre, BCH

Present

Sue Noyes
Tim Atack
Alex Borg
Sara Brown
Matthew Boazman
Colin Horwath
Michelle McLoughlin
David Melbourne
Vij Randeniya
Fiona Reynolds
Steve Allen
Phil Foster
Paul Heaven
Emma Jeavons

Attending

Item
1

SN
TA
AB
SB
MB
CH
MM
DM
VR
FR
SA
PF
PH
EJ

Non-Executive Director (Chair)
Chief Operating Officer (Mental Health Services)
Chief Operating Officer (Acute Services)
Interim Chief Officer for Workforce Development
Chief Officer for Strategy and Innovation
Non-Executive Director
Chief Nurse
Deputy Chief Executive/ Chief Finance Officer
Deputy Chairman/ Non-Executive Director
Chief Medical Officer
Director of Performance
Director of Finance and Procurement
Observer
Deputy Company Secretary (minutes)

Apologies for Absence
None.

2

Declarations of interest
None.

3

Minutes and Key Issues and Assurance Report of meeting held on 19 April 2018
The minutes and report were accepted as accurate records.

4

Matters arising from meeting held on 19 April 2018
There were no matters arising not covered in the agenda.

5

Feedback from other Committees
There was no feedback.

6

Annual Plan
Annual Plan 2018/19, including Capital Programme
Annual Plan
The Committee received an update regarding the second year of a two-year financial and operational plan,
with key points as follows:
•

Focus for 18/19 was on achieving a £4.2m surplus in order to hit the control total; this would require
a £15m efficiency saving in-year

•

If all targets were achieved, by year-end the Trust would have c.£40m cash

•

16 key efficiency schemes that would be monitored closely through the Financial and Sustainability
Group

The Committee discussed the plan and was concerned that the FTB financial projections were a risk.
The Committee was concerned that the Trust’s financial flexibility was limited and its recurrent position had
been damaged by not achieving against CIPs in 17/18. It discussed the more directive action being taken, as

1

UNCONFIRMED

per item 8, to address achievement against CIP requirements in 18/19, though it also noted a significant risk
around the national pay award for which funding had not yet been confirmed.
The Committee approved the plan.
Capital Plan
The Committee also received details of the second year of a two-year capital plan, with a proposed
investment of £21m throughout 18/19. It noted that the Investment Committee had previously considered
and approved the plan. Key points were as follows:
•

Further capital funding requirements would involve sign-off at STP level

•

Depreciation charges for the Trust were expected to reduce and therefore its surplus would
increase; it was noted that the Trust was to be conscious to hold the savings made and spend these
on the estate

•

Since the programme was developed, a new plan for an additional theatre had been proposed to
and approved, in principle, by Chief Officers, for which a business case would need to be considered
at the Committee in the coming months

The Committee discussed and asked for clarification regarding the amount of backlog maintenance from an
estates perspective that was included within the plan.
The Committee was concerned about a risk that medical equipment bids may outweigh the funding applied
for these within the plan, however it was assured that a prioritisation process for this within clinical groups
was in place.
The Committee approved the plan.
ACTIONS:
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•

Provide briefing regarding risk management and escalation processes around financial performance.

•

Provide details of backlog maintenance amounts included in the capital plan.

Forward Thinking Birmingham – Financial and Operational Plan 2018/19
An updated plan was presented to the Committee and the following highlighted:
•

Various improvements had been made in 17/18 to the service, some of which had been safety
concerns that were addressed by unfunded clinical posts

•

IT, estate and admin systems all required further work and funding in 18/19

•

A revised workforce model should provide positive impacts to the financial position of the service
going forward, reduced reliance on agency staff usage and improved quality and continuity of care

•

Significant risks to the plan included: CCG funding; inpatient bed demand; ability to reduce capacity
should demand reduce with the improvements being made; supply of staff available for substantive
posts

•

A new Director of Mental Health had been appointed for the service, start date to be agreed

The Committee discussed the plan and was concerned that the CIP requirement of c£2.2m did not appear to
be covered by the plans listed within it, especially as the unfunded posts referred to above were to be
funded by the CIP programme savings.
The Committee was not fully assured by the plan and asked for further details.
ACTIONS:

2

UNCONFIRMED

8

•

Present the FTB Internal Audit Review.

•

Present a further plan to address financial gaps.

Our Approach to Staff Reductions:

Efficiency Strategy Theme

Overall Approach
The Committee considered a report setting out plans to reduce the pay-bill to achieve cost savings required
in-year. The report set out the requirement for 250 posts to be removed and provided clarity on the
numbers and values of posts that this would require. It also emphasised the need to ensure ownership of
the changes by local leadership teams, with support from the Chief Officers where required.
The Committee discussed the report in detail and agreed that the vacancy freeze in place, except for those
vacancies with clear safety risks attached or those which generated income, was appropriate and provided
assurance around delivery. It acknowledged the difficult conversations that leaders would be required to
have with staff and was assured that support for these had been put in place and messages from the Chief
Officers had been communicated clearly and at an early stage and were now being discussed in senior staff
forums.
The Committee was conscious that, though patient safety was paramount, the Board as a whole had not yet
discussed the possibility that reductions may have impacted on the quality of services and patient
experience and it asked that the Chief Officers discussed this and bring back to either the Committee or the
Board.
Temporary Staff
The Trust’s approach to temporary staff and options around this were presented and discussed.
It was acknowledged that the electronic workforce planning systems were currently underutilised at both of
the main hospital sites and particularly at BW where these had not yet been fully implemented.
The Committee discussed the potential use of Voluntary Redundancy (VR) and Mutually Agreeable
Resignation Schemes (MARS), though it was advised that these had had limited success when run in the past.
The Committee discussed the options and approved the mandated use of central bank for all across the
Trust. A recharge mechanism was a matter for executive agreement.
ACTION: Consider and provide details of Voluntary Redundancy (VR) and Mutually Agreeable Resignation
Schemes (MARS).
9

Operational and Performance Review
Forward Thinking Birmingham Intervention Plan
The update report was presented and the following highlighted:
•

Whilst waiting list systems had improved, a concern remained regarding the unknown risk within the
current list which the Quality Committee had asked for immediate assurance regarding

•

Governance structures and reporting for FTB were under review to ensure appropriate reports to
Committees and supporting sub-groups were in place, but to avoid over-reporting and duplication or
a lack of ownership

•

Safety around antipsychotic drug protocols was under review and there was only limited assurance
that physical health checks were in place to support these

The Committee remained concerned about various issues within the service and wished to understand
further the governance structures and reporting arrangements around it.

3

UNCONFIRMED

ACTION:

10

•

Provide details of governance and reporting for FTB.

•

Provide an urgent update regarding anti-psychotic drug protocols.

Operational Performance Report
The report was presented with the following highlighted:
•

Overall performance rating of yellow

•

18 week RTT targets had been met

•

Diagnostic wait targets had been met

•

4 hour wait target had been met

•

A concern with FTB waiting lists regarding the level of risk within them and a nationally measured
target for EI waiting times which had not been met now for several months

•

Issues regarding not meeting 18 week RTT in Genetics

•

2 week wait targets not met in Gynaecology, due largely to an increase in demand in the service

The Committee discussed the above and was advised that the issues were reflected in the QPR ratings
received by groups, including a rating of level 3 (4 being the poorest) for Neonatal Services (BW), Maternity,
Genetics and Surgery (BC). The Committee was assured that all groups had been asked to present to the
Performance Board with their plans for recovery and any particular issues from these would be escalated to
the Committee.
The Committee was also made aware of an emerging concern regarding Oncology 2 week waits that had
trebled in terms of demand and asked that the next Report include further details and actions being taken.
11

Resources Report
The report was presented with the following highlighted:
•

A deficit of £0.5m against a planned surplus of £0.3m

•

Varied clinical income with a significant reduction in surgical income by £0.5m including 10 sessions
lost in Orthopaedics due to three consultants attending an external conference

•

Reduced activity in Gynaecology and Fertility which was a concerned given a recent business case
approved on the basis of consistent or increased activity

•

Temporary staff spend remained above 5% target levels

The Committee was assured that all clinical groups had been contacted and asked for the reasons for their
temporary staff costs and for assurance regarding their plans to reduce it.
•

Continued overspend in FTB of £150k

•

Appraisal and mandatory training rates compliance remained disappointing

The Committee discussed NHS debtors and was assured that significant amounts had been recovered,
except for provider to provider Maternity debts which had been escalated through regulators for a solution.
12

Business and Investment Cases
Emergency Department Expansion
The business case, which had been considered and approved at the Investment Committee, was discussed
and approved.

4

UNCONFIRMED

13

Strategy Review

ICT Strategy 2018-2021

The Strategy was presented to the Committee with discussion as follows:
•

There had been significant engagement with staff regarding the Strategy in efforts to ensure it fit
their requirements

•

It included both long-term strategic goals and detail to begin and sustain work in the immediate
future

The Committee discussed the Strategy, the level of ambition within it and how it could make a positive
impact on staff if its objectives were delivered.
The Committee noted the Strategy was to be presented to the Board of Directors too and looked forward to
further discussions there.
14

Board Assurance Framework
Board Assurance Framework Review
The BAF was received and noted.
The Committee discussed the possibility of an additional strategic risk relating to the NHS pay award as
funding for it had not yet been confirmed.
ACTION: Consider an additional risk regarding funding for the NHS pay award.

15

Governance and Committee Reports

Performance Board
The report was taken as read.

16

Investment Committee
The report was taken as read.

17

Financial Sustainability Group
The report was taken as read.

18

Other

Any Other Business

The Committee thanked CH and PH for their input and Chairing of FRC at their last meeting.
Close by 16.30
Next meeting: 21 June 2018, 13.30 at Education Centre, BCH

ACTION/DECISION LOG

Item

Summary of Action

6 – annual plan
201819
6 – capital plan

Provide briefing regarding risk management and escalation
processes around financial performance.
Provide details of backlog maintenance amounts included in the
capital plan.
Present the FTB Internal Audit Review.

7 – FTB
operational plan

5

Owner(s)
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DM
Jun 18
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Jun 18
DM
Jun 18
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Scheduled
Scheduled
Scheduled
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Present a further plan to address financial gaps.
8 – approach to
staff reductions
9 – FTB
intervention plan

Consider and provide details of VR and MARS schemes.
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Provide an urgent update regarding anti-psychotic drug protocols.
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Consider an additional risk regarding funding for the NHS pay
award.

6
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regarding purpose of report
The 2018/19 financial year is going to be challenging for Birmingham Women’s & Children’s NHS Foundation Trust
(BWC). A requirement from NHSI to secure a challenging control target, reliance on a range of non-recurrent
efficiencies in 2017/18 leaving a major legacy in 2018/19, productivity levels that continue to deteriorate and
underlying cost pressures that have not been eradicated all contribute to this position.

Summary of Report

The Trust is reporting a small surplus in May 2018 of £0.048m. However, this is against a planned Control Total
surplus of £2.329 thereby resulting in a £2.281m deficit against the Control Total. The Trust’s financial plan has
been more favorably phased in 2018/19 which increases the level of concern for this reported position.
The key area of concern remains CIP delivery and the requirement to reduce our workforce costs. With a
workforce efficiency target of £10m we would anticipate an average reduction of 20 posts per month to achieve
this total or a reduction in temporary spend to the equivalent of 1% of the paybill. Our workforce numbers have
increased slightly (excluding the FTB transfers) in this period and temporary spend remains above 4%. We have got
to move away from the belief that the status quo of workforce numbers remaining static and a 4-5% temporary
spend is a positive situation. Given this, there will need to be more targeted action to ensure that this position is
recovered and that run rates reduce in line with planned levels. This is discussed in a separate paper to FRC.
Other areas of concern are:
•

FTB financial performance once again being behind plan mainly through bed numbers exceeding the
planned level. Although baseline funding issues have progressed this month the issue of overperformance
and risk sharing around this has not yet been concluded;

•

Waterfall House – the Trust continues to incur double running costs in advance of the phased opening in

July/August. A funding plan is in place for these from June;
•

Clinical income performance continues to be varied. Productivity in May improved against the 2017/18 run
rates. However, activity and income per wte continue to show a downward trajectory which is an
unsustainable position;

•

High cost drugs – there is an early year I&E mismatch which will be reconciled prior to June with an
improved position anticipated.

Actions against all these areas are crucial. These need to be discussed as part of the June Committee meetings and
agreed before the end of June with action commencing immediately.
The Trust is in danger of failing to hit its Control Total in Quarter One which would be a difficult start to the
financial year The level of STF income at risk in Q1 is £1.643m and this will only escalate as they year progresses.
Externally, this position has been reported to NHSI and generates a Use of Resources rating of “3”. Although a
similar position was reported early in 2017/18 the confidence level in recovering the position was greater 12
months ago with more flexibility to play in. Without recourse to non-recurring means the Trust is now solely
reliant on delivering an internal recovery plan.
The key Workforce points to note are as follows:
• Sickness is showing a decrease for the third month currently across the Trust which is similar to the trend
we are seeing over previous years. The Trust is part of a project being led by NHS Improvement to review
sickness absence and wellbeing. This will involve a review of data, how data is being presented and
analysed, and then utilising this to identify any further areas for improvement. There will be a project
group established, led by the COWD. Further updates will be provided each month on plans and progress.
• Turnover % for the Trust has increased slightly for the 12 month period ending May 2018 to 12.23%
(12.14% in April). It should also be noted that the turnover figure for FTB is lowered by the transfer of staff
from Worcester as there is currently no historic data available. This has been requested from Worcester.
• Appraisal compliance across the Trust has seen a further decrease this month, this may partly be due to
the roll out of the cascade appraisal system. We are currently in the middle of the cascade cycle as
managers undertake appraisals with the next level of staff within teams. It is expected that appraisal rates
should improve from August 2018.
• Mandatory training compliance for core mandatory training has seen a slight increase this month.
Pay bill & Temporary Staff.
Temporary staffing spend within Mental Health Services has decreased significantly within month but remains
more than 10% above Trust target. The majority of this is related to medical and nursing agency spend to cover
on-going vacancies within the FTB service. Workforce planning workshops are taking place for 3 priority pathways
(Urgent Care, Complex Care and Eating Disorders) place during early/mid-June to ensure clarity on the vacancy gap
for all disciplines (including medics) and make robust plans to recruit to these posts can be progressed as soon as
possible. Medical staffing has also been identified as a priority area for attention and the Workforce and
Transformation Lead for FTB is working closely with the medical staffing team to ensure plans are in place to
recruit to vacant medical posts across the service and reduce agency spend on locums. Bank spend within Tier 4
CAMHS also remains high as a result of vacancy and sickness absence cover to ensure safe staffing levels on the
Heathlands and Ashfield units.
Sickness absence -

Hotspot areas: • Mental Health Services sickness absence has increased by remains below Trust KPI; the majority of
sickness absence is long term with hotspots in Blakesley – Eating Disorders pathway, Early Intervention
Team and Finch Road – medics and admin. Reasons for absence are not been adequately captured in some
areas and the ESR training for new managers being run throughout June will ensure managers are
reminded of the importance of capturing this information.
• Sickness within Surgical Care has decreased significantly and is just above KPI at 3.75%. This is a significant
improvement as sickness reached 6% in January.
• Sickness in Maternity Services was above the trust KPI at 5.7%; this has decreased from the previous
month. Majority of the sickness is due to long term with 25 individuals being absent; 15 have since
returned to work and unfortunately there have been 2 deaths in service. Hotspot areas include Antenatal
Clinic and Delivery Suite
• Sickness in Neonates was above the Trust KPI and had shown a slight increase from the previous month;
this was due to the number of short term episodes. Long term sickness has remained stable with 10
individuals being absent; 3 have since returned. Hotspot areas are Main Unit with 7 individuals absent.
• Specialised Medicine continues to be a hotspot area for sickness absence, although rates reduced in April
to 5.19% from 6.49% in March. Long term sickness was still high following a continuing trend since late
2017 whilst short term sickness further reduced. Hotspot areas include Complex Care, CF Day Unit,
Diabetic Homecare, Endocrinology Med Secs and Phlebotomy. An audit of the management of long term
sickness cases was undertaken and assurance has been provided that cases are being managed
appropriately in line with Trust policy. Work has also been undertaken with Complex Care (Community
and Ocean Ward) as particular hotspot areas to increase wellbeing and resilience.
Turnover
Hotspot areas:
• Mental Health Services turnover has decreased again in month; however it is noted that this is partly due
to the transfer of staff as a result of the WHACT TUPE and there being no historic data for this staff group
available at present. The Workforce Transformation and Implementation Lead within Mental Health
Services is working with the senior management team develop workforce plans or three priority areas –
Urgent Care, Complex Care and Eating Disorders pathway. This will also link into the work being
undertaken around the Mental Health Services Workforce across the BSOL STP.
• Turnover increased in May for Urgent and Critical Care which continues as a hotspot area. As reported
previously this is in part due to high turnover in PICU which is regularly reviewed with leaver data being
closely monitored and exit interviews are routinely conducted. Radiology is another hotspot for turnover
which has been raised recently– the reasons for leaving are discussed regularly at DMT and MPR and there
is ongoing work in Radiology to increase retention.
• Turnover levels remain high for Specialised Medicine, increasing in May; hotspot areas remain Complex
Care Community, Ocean Ward and Ward 7. Strategies to encourage retention and any concerns rising out
of the leaver’s data are regularly discussed at DMT.
Appraisals
The agreed appraisal cascade approach has commenced implementation and therefore this may explain lower
appraisal rates as dates are aligned within the agreed timescale. HR Managers are working with areas to gain
assurance that plans to implement the cascade approach and improve rates are in place.
Hotspot areas:
• Mental Health Services appraisal rates have decreased slightly in month within both within FTB and Tier 4.
Appraisal rates are being managed at a hub level and reported back to the Senior Management Team via
the new monthly Integrated Governance meetings. It has been identified that hubs have been keeping
local records of PDR’s due to them previously managing staff under different processes and reporting
systems (BWC and WHACT). A data validation exercise will be completed with the hubs in the short term

•
•
•
•

•
•
•

to ensure that the ESR records accurately reflect the current position.
Head and Neck have seen a decrease in appraisal compliance with 13 PDRs outstanding across the groups.
This has been seen across the majority of departments within the group and is being addressed via DMT to
ensure that there are robust plan in place in line with the new policy.
Surgical care’s appraisal raters have decreased very slightly but there are notable areas of concern such as
Pharmacy. Hotspots are being contacted directly to ensure these are brought up to date.
Genetics still remains low at 70%; this has been in the 70’s for a number of months. Weekly reports are
sent through to the senior team. The team now have access to Vesper and therefore have plans in place
to look at future dates and schedule them in diaries during the July – October period.
Gynae and Fertility is currently at 77.42%. As part of the DMT all departments have been asked to bring
back a plan of action for the next meeting with dates scheduled for all those that are outstanding; all dates
to be scheduled through July to October in accordance with the new appraisal cascade. Further training
sessions to be arranged on manager self-service.
Maternity is currently running at 90.05%; weekly reports are being sent out and a number of staff have
now been trained on ESR and therefore the inputting of PDR’s is being completed in a timely manner
which is reflected in the increase
Neonates are below the Trust KPI at 84.52%; weekly reports are provided to the department. All relevant
individuals have been trained on ESR Self Service.
Appraisal rates in Diagnostics and Therapies have continued to decline from March 2017 having previously
consistently remained above 90% for a significant period of time. There was a push on Appraisals in March
2017 resulting in a sudden increase in completed PDRs, meaning that many PDRs were due to expire in
March this year and the high number of outstanding PDRs has continued into April and May. Further
reasons for the dip in compliance discussed in DMT include pressure on particular teams due to high
vacancy, maternity and sickness rates. Discussions will be held in the May workforce DMT regarding an
action plan to bring figures back up.

Mandatory training –
Trust wide core mandatory training compliance is 86.68% (31/5/18) representing an increase of 0.53% since the
last reported.
•
•

Core mandatory: Adult Safeguarding and Risk, Health & Safety showing the most improvement in May
although both remain areas for improvement along with Fire and Information Governance. All of these
are below 80%.
Job Specific mandatory (clinical): Adult Safeguarding and BLS/HLS remain areas for improvement and are
below 80%.

Looking more specifically at the 2 main Trust sites, compliance is currently lower at BW (by 2.46%) for core
mandatory training however all directorates at BW have shown improvement. Neonatology has increased by
6.06% and Genetics and Gynae & Fertility both in excess of 3% increases.
FTB compliance has fallen and this is in part due to some of the WHACT staff training data (TUPE staff) not on ESR
and linking competencies through to Vesper. Work to map and input WHACT competencies to Vesper for core and
job specific mandatory will be completed for the next report.
Vesper is due to undergo some key maintenance (training dashboards only) from mid-July to end August and this
will require Vesper access to be “restricted”. This is necessary to fully move across to Vesper as a single reporting
platform. Further details will be communicated to explain changes and timelines and Education Reporting will put
systems in place to meet key reporting requirements.

Leadership and Development – Maternity
Development sessions have been arranged with a selection of staff from post-natal, delivery suite and birth centre
during June. Aim of the sessions is to look at behaviours towards each other and expectations and how they can
make their systems better
In addition a leadership session over an 8 week programme has been developed for Matrons focusing on knowing
me knowing you, team effectiveness, team communication and inter team working.
Leadership and Development – Gynaecology
Leadership development sessions are planned with Ward Managers on expectations of senior leadership team,
management competencies/appraisal, consistency for all staff within all teams, conversations – return to
work/poor behaviour and delegation.

Recommendation

The Board review, discuss and approve the Resources Report.

Resources Report: Month 2
Finance & Resources Committee
June 2018

Financial Performance

Overall Performance - Headlines

Use of Resources Metric

Financial Performance Framework

Control Total Achievement - Financial £m
Control Total Achievement - ED (unadjusted)
Control Total Achievement - Total
CIP Year to Date

Cash Year to Date

Plan

Actual

1

3

Overall

Year to Date

63%

37%

Achieved

Variance £m

NO

-1.788

Achieved

%

YES

95.57

Achieved

Variance £m

NO

-2.281

Overall £m

% v Plan

-0.35

82%

Overall £m

% v Plan

34.4

89%

Overall Performance - Summary
May (Month 2) 2018
The 2018/19 financial year is going to be challenging for Birmingham Women’s & Children’s NHS Foundation Trust (BWC). A
requirement from NHSI to secure a challenging control target, reliance on a range of non-recurrent efficiencies in 2017/18 leaving a
major legacy in 2018/19, productivity levels that continue to deteriorate and underlying cost pressures that have not been
eradicated all contribute to this position.
The Trust is reporting a small surplus in May 2018 of £0.048m. However, this is against a planned Control Total surplus of £2.329
thereby resulting in a £2.281m deficit against the Control Total. The Trust’s financial plan has been more favorably phased in
2018/19 which increases the level of concern for this reported position.
The key area of concern remains CIP delivery and the requirement to reduce our workforce costs. With a workforce efficiency
target of £10m we would anticipate an average reduction of 20 posts per month to achieve this total or a reduction in temporary
spend to the equivalent of 1% of the paybill. Our workforce numbers have increased slightly (excluding the FTB transfers) in this
period and temporary spend remains above 4%. We have got to move away from the belief that the status quo of workforce
numbers remaining static and a 4-5% temporary spend is a positive situation. Given this, there will need to be more targeted action
to ensure that this position is recovered and that run rates reduce in line with planned levels. This is discussed in a separate paper
to FRC.
Other areas of concern are:
• FTB financial performance once again being behind plan mainly through bed numbers exceeding the planned level. Although
baseline funding issues have progressed this month the issue of overperformance and risk sharing around this has not yet been
concluded;
• Waterfall House – the Trust continues to incur double running costs in advance of the phased opening in July/August. A funding
plan is in place for these from June;
• Clinical income performance continues to be varied. Productivity in May improved against the 2017/18 run rates. However,
activity and income per wte continue to show a downward trajectory which is an unsustainable position;
• High cost drugs – there is an early year I&E mismatch which will be reconciled prior to June with an improved position
anticipated.

Overall Performance - Summary
May (Month 2) 2018
Actions against all these areas are crucial. These need to be discussed as part of the June Committee meetings and agreed before
the end of June with action commencing immediately.
The Trust is in danger of failing to hit its Control Total in Quarter One which would be a difficult start to the financial year The level
of STF income at risk in Q1 is £1.643m and this will only escalate as they year progresses.
Externally, this position has been reported to NHSI and generates a Use of Resources rating of “3”. Although a similar position was
reported early in 2017/18 the confidence level in recovering the position was greater 12 months ago with more flexibility to play in.
Without recourse to non-recurring means the Trust is now solely reliant on delivering an internal recovery plan.

Our Month 2 regulatory position has not met
our planned rating.
5

Month 2
The Use of Resources measurement has five
equally weighted metrics, as follows:
• Financial Sustainability;
• Capital service capacity
• Liquidity days
• Financial efficiency;
• I&E margin
• Financial Controls.
• Distance from Control Total rating
• Agency spend
In scoring terms “1” = best and “4” = worst
The Month 2 predicted Use of Resources
(UoR) rating shows that the Trust’s rating is at
a “3”, which is significantly different to the
planned level. Although in calculation terms a
“2” would be reported the Distance from
Control Total rating has triggered an override.
At Month 2 only Liquidity is reporting a rating
at the planned level.

Use of Resources Rating

4

UoR

3

Rating
2
1
0
Apr May Jun

Jul

Aug Sep
Plan

Oct Nov Dec
Actual

Jan

Feb Mar

Financial Performance Framework – Month 2.
Overall Finance Balanced Scorecard Position
Overall position is YELLOW – 63%
More telling though is the Year to Date position which is AMBER
at 37%
The overall performance is more favourable than the YTD position
as this assumes delivery of year-end targets. The sections below
outline the Year to Date performance.
Governance
The forecast NHSI Financial Use of Resources rating per the Single
Oversight Framework is a “3”, which on the rating scale is two
ratings different to the plan of “1”.
The driver for this is the overall I&E position as well as the Agency
spend.

OVERALL

YEAR TO DATE
ONLY

All Measures

63%

37%

Governance

75%
72%
72%
100%
84%
60%
84%

37%
30%
30%
100%
60%
0%
60%

59%
48%
70%

34%
0%
67%

54%
55%
50%

23%
30%
0%

50%
9%
60%
90%
100%
100%

56%
23%
60%
90%
100%
100%

62%

34%

Month 2

Single Oversight Framework
Capital Service Cover rating
Liquidity rating
I&E Margin rating
Variance From Control total rating
Agency rating

I&E and Profitability
I&E £m

Income and Expenditure
The headline I&E position against the Control Total is a surplus of
£0.48m against a Control Total surplus of £2.329m.

EBITDA

Liquidity
Cash balances are below plan in May as the Trust awaits a
settlement from HMRC. Capital expenditure is behind plan.

Capital

Liquidity
Cash

Efficiency
CIP

Efficiency
CIP at a Clinical Group, Directorate and Corporate Department
reported a performance of 82% for the month.
Productivity measures are behind plan in May.
Temporary spend is below 5% in the month.

Productivity
Temporary Spend
CQUIN
Penalties

Previous Month

Our month 2 performance has not met our
control total requirement
The criteria for accessing the Sustainability and
Transformation Fund (S&TF) in 2018/19 were
communicated earlier in the year. For BWC this
amounts to £10.952m split as follows:
• Q1
£1.643m
• Q2
£2.190m
• Q3
£3.286m
• Q4
£3.833m
Achievement of the year to date financial control total
for the quarter is weighted at 70%. Achieving this
allows a further 30% to be earned through ED
performance. Failure to achieve the financial control
total means no performance monies can be earned.
Over 12 months £3.286m is linked to ED performance.
The table opposite highlights that the overall Control
Total has not been achieved at Month 2 which is down
to the financial performance.

Plan for
Period
£'000
Surplus/Deficit pre impairments and transfers
2,245
Less: Gain/(loss) on asset disposals
0
Less: Donations & Grants received of PPE & intangible assets, tota
0
Less: STF Income
-1,095
Add: Depreciation and Amortisation - donated/granted assets
84
Plan adjusted for donations and asset disposals
1,234
Performance adjusted for donations and asset disposals
-1,048
Achievement of Control Total in Period to Date
NO
Control Total Requirements

As reported in the Operational Performance Report ED performance has
started the year above 95%. A continuation of this will result in the Trust
securing £0.493m in STF monies at the end of Q1 should the financial
target be achieved.

Income and expenditure against plan
Quarter one continues with similar themes to 2017/18.
Underlying financial performance issues and cost pressures
from 2017/18 continue to seriously impact upon the Trust’s
finances.
Against our planned £2.329m Control Total surplus we have
an I&E surplus of £0.048m.
As we are forecasting to achieve the Q1 position STF monies
for April and May have been accrued.
The key issues in the year to date are:
• CIP under-delivery and the link to workforce savings;
• FTB pressures;
• Waterfall House double pump prime costs;
• Productivity shortfalls; and
• High cost drugs
CIP delivery
CIP continues to under-deliver. The key element of this year’s
programme is the requirement to reduce the pay bill by £10m.
This is not happening (see further items on FRC agenda). To
deliver £10m of efficiencies we would expect to see reduction
of circa 250 posts. Our staffing numbers have remained static
since 2017/18 whilst temporary spend continues at around 5%
per month.
FTB Pressures
Having built in additional monies FTB continues to report an
overspend which at Month 2 is £0.2m above plan. This is
outlined in the detailed FTB FRC paper.

2018/19 I&E to May 2018

Income from activities
Other Income
Operating Expenses
EBITDA
Interest Receivable
Depreciation
Profit/(Loss) on Asset Disposal
Impairment
PDC Dividend
Interest Paid and Corporation Tax
Net Surplus/(Deficit) - inc S&TF
Adjustments for Control Total
Net Surplus/(Deficit) - per Control Total inc STF
Achievement of Control Total in Period to Date
Control Total (Plan) Excluding STF

Annual
Revised
YTD Plan
Plan per
Annual Plan per APR
APR
£'000
£'000
£'000
375,421
375,421
61,751
47,458
47,458
6,980
-389,321
-389,321
-63,508
33,558
33,558
5,223
30
30
5
-9,096
-9,096
-1,516
0
0
0
0
0
0
-8,092
-8,092
-1,349
-672
-672
-119
15,728
15,728
2,245
-756
-756
84
14,972
14,972
2,329
4,020

1,234

1,234

Revised
YTD Plan

YTD Actual

Variance

£'000
62,790
6,828
-64,513
5,105
5
-1,516
0
0
-1,349
0
2,245
84
2,329

£'000
61,316
6,048
-64,737
2,627
17
-1,294
0
0
-1,237
-107
6
42
48

£'000
-1,473
-780
-224
-2,478
12
222
0
0
112
-107
-2,239
-42
-2,281

1,234

-1,048

-2,282

Waterfall House
There is an element of double running costs in the run up to the phased opening in July and
August. Funding for these is being sourced and will improve the future position.
Productivity
Per the future productivity slides the activity and income per wte continues to reduce and
this is linked to the growth in staffing numbers.
High Cost Drugs
Within the position there is an early year I&E imbalance within high cost drugs. Further work
is being undertaken to clarify and rectify this position so an improvement is expected by the
Day 20 Commissioning deadline and therefore the future position will improve.
A detailed CIP performance is outlined in an attachment to this report.

Our efficiency programme
The overall target reflects the following:
• Full year Clinical Group and Directorate targets;
• Full year Trust-wide scheme targets; and
• Residual balance of the underlying legacy position from 2017/18.
Headlines are:
• Achievement year to date is 82% - a shortfall of £0.36m;
• 5 of14 Clinical Groups/Directorates are reporting YTD plan or above achievement;
A detailed CIP Report is included as an attachment to this report.

Clinical Group
Corporate
Diagnostic & Therapies Service
Genetics
Gynaecology
Head and Neck Surgery
Maternity
Mental Health Services
Neonates
NeuroSciences, Haematology & Oncology
Specialised Medicine
Surgical Care
Transplant, GI & Cardiac Services
Urgent & Critical Care
Total Trust

Target £k
2,653
1,408
833
956
456
1,452
299
610
956
923
2,793
863
2,724
16,925

In Year £k Ytd Plan £k
3,012
382
610
1,078
220
1,059
260
309
740
685
1,105
836
1,943
14,676

482
55
117
166
26
157
43
41
68
74
115
104
320
1,974

Achieved
YTD £k
461
32
154
53
21
136
93
31
70
76
79
111
302
1,619

Variance
YTD £k
-21
-23
37
-113
-5
-21
50
-10
2
2
-36
7
-19
-355

Variance
YTD %
-4%
-42%
32%
-68%
-18%
-13%
115%
-24%
2%
3%
-31%
6%
-6%
-18%

Productivity – Trust-wide
The following productivity metrics continue to be recorded:
• Annualised Income per wte; and
• Weighted activity per wte.
However, due to the significant shift in tariff income in from
April 2017 the reference period for the annualised Income
measure should only be reported from 2017/18. Figures
have been re-baselined so that tariff adjustments do not
influence the consistency of reporting.

Annualised Income £k per wte
86.00
84.00
82.00
£k

74.00
72.00

Income £k per wte - Actual

With staff costs equating to 60% of the Trust’s operating
expenditure the return on pay expenditure is vital to the
Trust’s productivity and profitability.

Based on worked hours income per wte has increased in
May but remains on a downward trajectory and is worse
than the May 2017 performance.
These metrics are calculated at a clinical group level. The
table on the next slide outlines the month on month
productivity performance of all clinical groups.

78.00
76.00

What both measures are showing is reducing productivity
which is triangulated with information on the national
Model Hospital project for both obstetrics and paediatrics.

A £1k per wte drop in income is the equivalent of £5.5m on
an annual basis.

80.00

Linear (Income £k per wte - Actual)

Weighted Activity per wte
8.00
7.80
7.60
7.40
7.20
7.00
6.80
6.60
6.40

Weighted Activity per wte

Linear (Weighted Activity per wte)

Productivity – Clinical Groups
Productivity
across
Clinical Groups is shown
opposite.
This shows that a mixed
position
for
Clinical
Groups’ performance In
May.
Maternity’s performance
has improved although
on the income side this is
due to increases in tariff
and are not activity
related. This is an artificial
improvement
The key for the Trust is
how performance can
improve
given
the
increased delivery targets
in future months.

Clinical Group
CCP
CCP
DTS
DTS
HNS
HNS
NHO
NHO
SC
SC
SM
SM
TCS
TCS
UCC
UCC
BWNEO
BWNEO
BWGYN
BWGYN
BWMAT
BWMAT
BWGEN
BWGEN
All clinical groups
All clinical groups

Metric
Income £k per wte
Weighted Activity per wte
Income £k per wte
Weighted Activity per wte
Income £k per wte
Weighted Activity per wte
Income £k per wte
Weighted Activity per wte
Income £k per wte
Weighted Activity per wte
Income £k per wte
Weighted Activity per wte
Income £k per wte
Weighted Activity per wte
Income £k per wte
Weighted Activity per wte
Income £k per wte
Weighted Activity per wte
Income £k per wte
Weighted Activity per wte
Income £k per wte
Weighted Activity per wte
Income £k per wte
Weighted Activity per wte
Income £k per wte
Weighted Activity per wte

Apr-17
10.68
0.09
1.48
0.09
13.36
2.15
10.40
1.30
4.53
0.74
4.88
0.40
9.02
1.09
6.49
0.94
5.41
0.06
5.39
1.22
8.56
0.94
5.35
0.10
6.65
0.72

May-17
10.39
0.12
1.68
0.10
14.33
2.33
11.04
1.57
4.55
0.80
5.40
0.42
9.00
1.20
7.34
1.02
5.50
0.06
5.54
1.38
9.76
1.01
5.84
0.11
7.06
0.79

Jun-17
10.79
0.10
1.74
0.13
14.16
2.50
10.82
1.53
5.15
0.84
4.75
0.40
9.19
1.18
6.80
0.92
5.23
0.06
6.44
1.37
8.39
0.98
6.01
0.11
6.79
0.78

Jul-17
10.64
0.09
1.50
0.11
14.08
2.29
10.94
1.47
5.35
0.87
4.75
0.43
10.28
1.09
7.34
0.96
5.95
0.06
5.61
1.30
8.28
0.93
4.82
0.10
6.98
0.76

Aug-17
10.73
0.10
1.54
0.10
12.56
2.18
11.33
1.54
4.32
0.79
5.29
0.38
9.82
1.14
5.66
0.74
5.99
0.07
5.03
1.16
9.05
1.02
5.29
0.10
6.61
0.72

Sep-17
15.35
0.10
1.54
0.09
15.09
2.46
9.84
1.48
4.49
0.78
5.36
0.42
10.21
1.16
6.48
0.98
5.38
0.06
5.42
1.31
8.39
1.01
5.50
0.11
6.98
0.77

Oct-17
11.94
0.11
1.62
0.12
16.91
2.55
12.54
1.56
4.93
0.82
5.90
0.46
8.81
1.16
8.14
1.05
5.83
0.07
5.20
1.30
7.92
0.89
5.96
0.10
7.25
0.79

Nov-17
11.90
0.12
1.54
0.10
14.96
2.68
10.77
1.46
4.92
0.83
5.37
0.46
8.67
1.12
7.00
1.05
4.89
0.06
5.59
1.29
8.09
0.89
6.60
0.11
6.92
0.79

Dec-17
11.23
0.07
1.40
0.08
12.64
2.11
12.36
1.38
4.29
0.66
5.24
0.39
8.57
1.01
7.07
1.06
5.66
0.05
4.59
1.12
7.95
0.93
4.52
0.08
6.63
0.71

Jan-18
12.16
0.10
1.58
0.11
15.84
2.81
10.39
1.51
4.32
0.75
4.97
0.40
8.34
1.11
6.90
1.03
5.81
0.07
5.83
1.28
8.02
0.91
5.65
0.10
6.86
0.77

Feb-18
11.33
0.08
1.55
0.10
15.64
2.69
10.79
1.27
4.28
0.71
4.75
0.37
8.64
1.10
5.75
0.95
4.93
0.06
4.67
1.10
7.38
0.82
5.21
0.10
6.64
0.70

Mar-18
13.21
0.09
1.44
0.11
15.79
2.93
10.13
1.43
4.63
0.73
4.98
0.40
11.36
1.22
6.99
0.98
4.70
0.05
4.76
1.11
7.67
0.89
5.98
0.10
6.94
0.74

Apr-18
9.06
0.07
1.55
0.09
16.63
2.82
9.72
1.40
4.01
0.73
5.46
0.39
9.05
1.17
6.71
0.93
5.61
0.06
4.32
1.13
8.28
0.89
5.03
0.09
6.47
0.74

May-18
8.87
0.08
1.43
0.10
16.61
2.80
11.41
1.51
4.65
0.80
5.42
0.45
10.15
1.18
7.45
1.05
5.65
0.05
5.41
1.19
7.97
0.93
5.75
0.10
6.90
0.74

Cash and Capital
2018/19 Cash Position

Cash started the year above plan driven by a slow start to
the capital programme and some income cash flow
benefits.

45,000
40,000
35,000
30,000
25,000
£k
20,000
15,000
10,000
5,000
0

In May the cash position has deteriorated against plan as
the Trust was anticipating having resolved an outstanding
issue with HMRC by now. The case remains ongoing with
all supporting information provided.
Maternity pathway discussions have continued in May
with detailed responses and actions expected against
SWAB and UHB (HEFT debt).
STF monies from 2017/18 will be paid nearer the end of
Q1/early Q2 so cash balances will increase either in line
with the phasing in the graph opposite or one month in
arrears.
At “1” the Trust’s Liquidity rating is per the planned
Finance Score rating of “1”.
The Capital performance to the end of May remains
below the original planned level. At this stage of the year
only carry forward schemes are incurring any cost. The
plan was agreed at the May FRC with spend escalating
from Q2 onwards.

Actual

2018/19 Plan

Rolling Forecast

2018/19 Cumulative Capital Expenditure against NHSI Plan
25,000

20,000

15,000

£k
10,000

5,000

Apr

May

Jun

Jul

Aug
18/19 Actual

Sep

Oct

Nov

18/19 Plan - NHSI

Dec

Jan

Feb

Mar

Aged debt dashboard month 2 18/19
40

Aged Invoiced Debt Overdue Profile by Month

90 Day Plus Overdue Debt by Month

12

35

Commentary

10

30
8

•

At month 2 the value of invoiced debt
outstanding totals £23 million – a fall of £5
million on the previous month. The reduction
is due to a lower level of newly invoiced debt
being raised in May (and thus a lower level of
current debt being outstanding) than as a
result of a reduction in the level of old debt.

•

The level of old debt has increased this month
- £10.6 million of debt is now older than 90
days compared with £9.5 million at the end of
March.

•

All but two of the top 10 old debts outstanding
are due from NHS organisations.

•

The most significant driver for the level of aged
debt remains the prompt payment of maternity
pathway debt from a number of NHS
providers. Efforts continue to try and reach
agreement with providers to resolve this issue.

90 day +

20

61 - 90 days

15
10
5

£m

£m

25

6

31 - 60 days

4

< 30 days

2

Current
0

0

Month

Significant debtor balances greater than 90 days old

Month

Change
Value in month
Customer Name
(£,000) (£,000) Narrative
Sandwell & West B’ham Hospitals NHS 2,359
↑282
All MP2P debt M1 17/18 onwards. C.£250k per month. Significant issue to resolve.

University Hospitals Birmingham FT

1,272

↑140

Now showing previous HEFT and UHB old balances together. Half of the balance relates to old
HEFT disputed maternity pathway invoices and the other half relates to over 100 invoices o/s
with UHB across multiple areas and services. During April 18 £1,241k was recovered against old
HEFT maternity pathway debts for undisputed elements.

NHS Sandwell & West B'ham CCG

840

↓334

Vast majority FTB and MH income.

NHS B'ham & Solihull CCG

829

↑829

New balance >90days at May 18. Balance relates to FTB and main SLA income.

Royal Orthopaedic Hospital FT

496

↓15

Largely spinal SLA 17/18.

PPD Global Ltd

296

↑4

R&D invoices to US customer.

University Hospitals North Mids

280

↑2

Many old invoices. Queries raised against 50% of balance that not their patients. Given time
elapsed difficult to invoice elsewhere.

Oversea's Patient

235

-

Overseas Visitor - invoiced Nov 17 for inpatient admission Feb 16 to Aug 17.

South Warks NHSFT

206

↑6

Maternity pathway invoices for past two and a half years. Small disputes delaying payment.

Worcester Acute NHS Trust

197

-

Maternity pathway - credit note discussions ongoing between Worcester and BWC to resolve.

Debtor KPIs
Aged Debt KPIs

Debtor Days
% of debt > 90 days

Apr-17

May-17

22
20%

18
25%

Jun-17

19
29%

Jul-17

19
38%

Aug-17

Sep-17

27
24%

34
22%

Oct-17

35
22%

Nov-17

Dec-17

19
46%

16
50%

Jan-18

18
50%

Feb-18

23
41%

Mar-18

26
51%

Apr-18

22.7
33%

May-18

18.1
47%

14

Workforce

Highlights & 3 Month Trends
Title

Highlights

3 Month Trends & Current RAG Rating

Sickness
Absence

Sickness absence has reduced in month but still remains above the Trust target of 3.25% at 3.86% for April 2018 (4.18% in March).
8 Groups have in month sickness above the Trust target; Those above 3.25% are: Maternity (5.82% down from 6.22%)
Neonatal (4.91% up from 4.43%)
Diag & Ther (3.35 up from 3.68%)
Gynae (5.81% up from 3.70%)
Surgical Care (4.50% down from 5.03%)
Transplant (3.32% up from 4.13%)
Specialised (5.21% down from 6.48%)
Neuro & Heam/Onc (3.64% up from 3.48%)

3.86

The sickness rate is following the typical seasonal pattern with a decrease in March and in April, if the previous 2 yrs pattern continues
sickness rates should drop again in May. Although the rate has decreased in the last 2 months . The Trust is part of the NHSI Improving
Staff Wellbeing and Reducing Sickness Absence Programme and anticipated outcomes and progress against this will be reported

Paybill &
Temporary
Staff

There has been an increase in the Trust WTE (ESR) staff in post of 2.95% from May 17 to May 18. It should be noted that this is affected
by workforce changes of staff transferring out and staff transferring in under TUPE and is therefore not necessarily a ‘true’ picture.
In May temporary staffing spend has decreased to 4.01% (5.66% in April) and is now below target.
All clinical groups were contacted by the CO Workforce to ask for an assessment of current gaps and reasons for agency spend in light of
the increase in March, to ensure the groups were appropriately planning and managing their vacancies to reduce spend and assess where
temporary spend is likely to continue due to recruitment challenges/supply issues. Vacancy Approval Panel will review all agency spend
from w/c 25 June 2018.

Turnover

12 month Turnover % for the Trust has increased slightly for the 12 month period ending May 2018 to 12.23% (12.14% in April) and
continues to remain above the Trust KPI (11%). Mental Health Tier 4 remains a hotspot area (22.81% down from 23.74%), Other areas
with a turnover above 12.5% include: (Specialised (17.87% up from 17.30%), Urgent & Critical care (15.14% up from 14.59%), Neuro Haem Onc (12.60% up from
11.66%). Corporate (16.71% up from 16.57%)

4.01%

12.23

Note: FTB are reporting at 11.60% but the figure is lowered by the Worcester TUPE. To rectify this we have requested the historical leaver
figures from Worcester Healthcare Trust.

Mandatory
Training

Trust wide core mandatory training compliance is 86.68% (31/5/18) representing a increase of 0.53% since the last report (Fig1).
Six topics have increased with Adult Safeguarding and Risk, Health & Safety showing the most improvement although both remain areas
for improvement along with Fire and Information Governance. Five of the 16 topics reported remain within 5% of the Trust KPI (95%) and
5 of the 10 topics. Looking more specifically at the 2 main Trust sites, compliance is currently lower at BW (by 2.46%) for core mandatory
training, All BW directorates are showing increases in May compliance with Neonatology improving by 6.06%.owing a fall in compliance
still exceed 90%.

Appraisals

Appraisal % has decreased in May to 78.10% (April 80.72%), this brings the rate under 80% and into the red, substantially below the Trust
Target of 95%. This decrease was anticipated as the cascade affect of appraisals is currently being rolled out. A positive trajectory is
expected from September and HR Managers are working to gain assurance that cascade plans will demonstrate an improved position.
•
Areas under 80% are: BWC Subsidiary Company Group (20.33%) Partly due to
staff transferring
Corporate (BWC 61.32% down from 66.27% last month)
Mental Health FTB (68.22% up from 62.31% last month)

Genetics (70.00% up from 69.76%)
Diag & Ther (75.88% down from 82.37%)
Gynae (77.05% down from 82.68%)

86.68

78.100

Workforce Summary (1)

Indicator
FTE in post
Sickness %
(12M)
Sickness %
(Month)
LT Sickness
%
ST Sickness
%
Stress
Sickness %
MSK
Sickness %
Maternity
Leave %
Turnover %
(Rolling
Turnover)
% Temp
staffing v
paybill
PDR's %
Mandatory
Training %

Corporate
(BC & BW)

Diagnostic &
Therapies

599.96

393.40

BWC
Subsidiary
Company
Group
250.98

<3.25

3.92%

2.95%

<3.25

2.83%

Mental
Health
Head & Neck
Services Tier
4
103.00
114.00

Mental
Health
Services FTB
253.09

Genetics

Gynae &
Fertility

308.80

243.28

3.93%

2.51%

4.90%

2.45%

3.46%

2.74%

3.35%

5.19%

2.17%

5.81%

2.47%

1.65%

2.71%

1.88%

2.10%

3.80%

1.46%

4.07%

1.99%

0.24%

2.06%

0.95%

1.25%

1.39%

0.71%

1.74%

0.48%

1.41%

0.65%

0.96%

1.13%

2.46%

0.40%

1.22%

0.00%

0.33%

0.00%

0.23%

0.48%

0.94%

0.31%

0.54%

1.09%

0.12%

0.28%

3.26%

4.49%

0.71%

3.12%

2.11%

4.90%

1.26%

2.33%

<11%

16.71%

12.09%

5.53%

8.22%

10.95%

10.43%

22.81%

11.60%

<5%

2.43%

1.87%

n/a

0.00%

5.55%

0.23%

95%

61.32%

75.88%

20.33%

70.00%

77.05%

81.43%

80.25%

68.22%

95%

85.68%

92.27%

n/a

85.88%

85.21%

92.91%

94.99%

75.40%

Trust Target

15.55%

Workforce Summary (2)

Indicator

711.45

Trust
(Previous
Month)
5181.59

Trust
(Current
Month)
5183.48

3.15%

3.75%

4.04%

4.12%

4.50%

3.32%

3.22%

4.18%

3.86%

3.39%

3.31%

2.31%

1.78%

2.72%

2.57%

0.88%

1.82%

1.19%

1.01%

1.44%

1.46%

1.29%

1.43%

1.39%

1.83%

1.44%

0.78%

0.91%

1.11%

1.15%

0.88%

0.81%

0.38%

0.82%

0.66%

1.12%

0.48%

0.73%

0.58%

3.91%

4.47%

2.64%

2.67%

5.01%

3.93%

4.49%

3.60%

3.59%

<11%

8.10%

10.97%

12.60%

17.87%

11.42%

8.32%

15.14%

12.14%

12.23%

<5%

2.84%

4.27%

1.76%

2.68%

2.75%

1.46%

3.27%

5.66%

4.01%

95%

90.05%

84.52%

96.10%

93.19%

85.32%

92.21%

88.68%

80.72%

78.10%

95%

84.17%

86.77%

93.19%

94.82%

90.99%

91.59%

92.72%

86.15%

86.68%

Maternity
Services

Neonatal
Services

CHINOS

Specialised

Surgical

Trx, GI &
Cardiac

Urgent &
Critical Care

455.93

194.90

270.85

290.65

673.28

319.91

<3.25

6.18%

4.97%

4.24%

4.87%

4.66%

<3.25

5.82%

4.91%

3.64%

5.21%

3.74%

3.09%

2.76%

2.08%

1.82%

1.73%

Trust Target

FTE in post
Sickness %
(12M)
Sickness %
(Month)
LT Sickness
%
ST Sickness
%
Stress
Sickness %
MSK
Sickness %
Maternity
Leave %
Turnover %
(Rolling
Turnover)
% Temp
staffing v
paybill
PDR's %
Mandatory
Training %

Sickness Trends

Trust Sickness %

2017

Jan
4.09%

Feb
4.17%

Mar
3.65%

Apr
3.47%

2018

4.73%

4.42%

4.18%

3.86%

May
3.38%

Jun
Jul
Aug
3.53% 4.23% 4.03%

Sep
3.78%

Oct
3.80%

Nov
4.21%

Dec
4.33%

Sickness Cost

Stress %

MSK & Back %

2017

Jan
0.94%

Feb
1.17%

Mar
0.90%

Apr
0.83%

2018

1.06%

1.08%

1.11%

1.15%

May
Jun
Jul
Aug Sep
Oct
0.95% 0.97% 1.18% 0.98% 0.75% 0.83%

Nov
0.94%

Dec
0.82%

2017

Jan
0.65%

Feb
0.48%

Mar
0.75%

Apr
0.78%

2018

0.69%

0.68%

0.73%

0.58%

May
Jun
Jul
Aug Sep
Oct
0.76% 0.70% 0.91% 0.76% 0.78% 0.80%

Nov
0.90%

Dec
0.88%

Sickness Absence
Key
LTS = Long Term Sickness
STS = Short Term Sickness

Clinical Groups Over 4% in April
Apr 18
LTS 3.74%
STS 2.10%

Apr 18
LTS 4.07%
STS 1.74%

Apr 18
LTS 3.39%
STS 1.82%

Apr 18
LTS 3.09%
STS 1.82%

Apr 18
LTS 3.61%
STS 1.19%

Apr 18
LTS 2.76%
STS 0.88%

Staffing WTE (ESR) (Permanent & Fixed Term)

Temporary Staffing & Bank/Agency Spend

Admin Agency
Corporate
Diagnostic & Therapy Services

Admin Bank

Medical Agency
103 -

29,202

74,274

2,932

4,394

35,353

18,705

176

58,464

1,561

33,017 -

4,898

Medical Bank

Nurse Agency

10,585

Nurse Bank
67,151

Gynaecology and Fertility
-

669

Maternity Services

-

8,473

7,170

Neonatal
Neurosciences, Haematology &
Oncology

438

Specialised Medicine

-

33,921

35,465

13,674

83,119

491,570

40,839

950

205,764

11,049

2,274

74,708

9,138

19,818

182

158,725

1,148

2,767

-

133,385
-

18,426

45,072

436

17,195

1,049

74,268

3,138

12,652

394,958

13,659

-

10,716

12,358

1,613

62,696

-

3,381

13,493

Trx, GI & Cardiac Services

-

4,408

9,194

10,538

38,859

26,549

16,146

4,093

92,778

129,361

337,671

420,241

79,387

557,352

610,204

Urgent & Critical Care
87,580

-

1,029,940

18,245

72,196

54,564

Surgical Care

Difference

Grand Total

2,100

4,201 -

-

Medicine

YTD Total (16/17)

PAMs Agency Prof & Tech AgencyProf & Tech Bank

3,711

-

Head & Neck Surgery

YTD Total (17/18)

Other Agency

-

Genetics

Mental Health Services

Locum

77,040

11,618

20,425

14,094

6,243

117,864

98,829
80,099
20,664

-

200,590

948

62,067

-

42,222
120,828
24,375

-

3,201

312,991
2,432,060

129,966

52,366

3,557

98,900

168,175

276,045

443,258

69,318

236,629

567,312

21,627

-114,570

125,993

12,429

1,905,117

-11,320

-38,814

61,626

-23,017

10,069

320,723

42,892

2,748

244,536

-73,627

-8,872

526,943

The combined Trust figures for BWC show that we have spent circa £526k more in overall bank, agency and locum spend in YTD to May 2018 compared to the previous year. Nursing bank has seen an increase of circa
£42k and Nurse Agency has seen a increase of circa £321 k. Medical Agency has decreased by circa £23k, Locum spend has increased by circa £61k. Medical bank has seen an increase of £10k.
Spend shown on the attached table includes recharges and pay arrears and are subject to change each month due to late forms/invoices or missed payments from previous months.

WTE / Paybill / NHSI Agency Rules
As at April 2018 we have seen a 2.95 % increase in substantive WTE over the last 12 months, however, this figure is impacted by the transfer in and out of staff under TUPE. The figure is an
accurate reflection of staff numbers but does not paint a picture of staff and vacancy management or improvement or worsening of efficiency.
The average salary at the organisation based on employee paypoint of scale is £49093 including employer on costs and salary enhancement payments. We will benchmark this with other trusts.
13 Doctors in Training Rotated in May; this was 11 for BC (1 stayer, 1 returner and 9 new) and x2 for BW
We have seen an decrease in spending on temporary staff as a proportion of our pay bill, down to 4.01% in
May18 from 5.66 % in April 18. This may be in part due to the start of a new annual leave year.
NHSI Agency / Price Cap Information

WTE & Cumulative Paybill by Staff Group

From July the threshold for high costs shifts,
currently £120 will reduce to £100. Therefore any
shift costing £100 or more will require CEO sign
off. In addition all shifts that are 50% above the
relevant price cap will require executive director
sign off.
Based upon our current data BWC does not
approve shifts of £120 or more an hour.

Turnover (12 Months Rolling)
Jan

Feb

Mar

Apr

2017

12.56%

12.25%

12.71%

12.83%

12.73% 12.19% 12.01% 11.84% 12.59% 12.85%

May

Jun

Jul

Aug

Sep

Oct

2018

12.98%

11.55%

12.47%

12.14%

12.23%

Please note the Turnover % and WTE Leavers figures exclude internal movers/promotions

Nov

Dec

13.08%

12.12%

Mandatory Training (BWC)
Trust wide core mandatory training compliance is 86.68% (31/5/18) representing a increase of 0.53%
since the last report (Fig1).
Six topics have increased with Adult Safeguarding and Risk, Health & Safety showing the most
improvement although both remain areas for improvement along with Fire and Information
Governance (Fig2). Five of the 16 topics reported remain within 5% of the Trust KPI (95%) and 5 of the
10 topics showing a fall in compliance still exceed 90%.
Looking more specifically at the 2 main Trust sites, compliance is currently lower at BW (by 2.46%) for
core mandatory training however as identified in Fig3, all BW directorates are showing increases in
May compliance with Neonatology improving by 6.06%. Training has maintained the upward activity
trend into May and this continued high volume of course bookings, completions and queries has
resulted in some delays. The team is currently looking at opportunities to prioritise, streamline and
improve response times to avoid unnecessary disruption and “chasing of data” for managers/staff
particularly when they are patient facing as this could ultimately impact on patient care.

FTB is showing a significant drop in May and this in part is due to some of the
WHACT staff training data (TUPE staff) not on ESR. This work is in progress
along with updating of the Subsidiary Company training data.
This updating along with some key maintenance work on Vesper (training
dashboards only) will require Vesper to be “restricted” from mid Jul to end
Aug. This is necessary to fully move across to Vesper and a single reporting
platform. Further details will be communicated to explain purpose and
timelines and Education Reporting will put systems in place to meet key
reporting requirements.
Fig 3

Action required to improve?
• Vesper Reporting Developments:
• Core & Job Specific Mandatory – BWC GO Live - Phase 1 &2 - Jun/Jul - Informatics setting up access permissions for BW
• SC training to be mapped for reporting – deferred Jun report
• Focus on hot spot areas to look at opportunities to improve : FTB, Fire, H&S, IG, Adult Safeguarding and Resus – work continues with training leads/managers
• Org TNA revision– Organisation TNA revision commenced to support transition to VESPER single platform– in progress
• Testing of IAT process to passport training and avoid duplication – HR recruitment/ESR Workforce team – IAT’s now in pilot phase
• CSTF competency updates of BW training data following the move from MANTRA to VESPER
• IBM Dataloads to be prepared which requires mapping of all training competencies (ALL BW and TUPE staff records) – planned Jul/Aug during restricted access
period
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Summary of Report
In February 2017, within the first year of the launch of FTB, significant concerns emerged internally regarding a
range of performance and quality issues and, in accordance with the Trust’s Performance Framework, an
intervention plan was initiated in June 2017.
In July 2017 the Care Quality Commission (CQC) undertook an unannounced re-inspection of the 0-18 service. In
February 2018 the CQC published a report based on this inspection with an overall rating of Inadequate.
A year on from these events, the attached report is presented to the Board to provide an opportunity to take stock
of progress since the CQC concerns emerged, and to consider the approach to obtaining assurance going forward.

Recommendation

The Board is asked to review the report and consider the following:
1. Is the Board assured that the changes that have been made, supported by the
new leadership structure to be in place from October, are sufficient to ensure
that the issues within FTB will be resolved?
2. Does the Board require any additional information to provide assurance that
the issues in FTB are being appropriately managed?
3. How should the Board and its Committees continue to oversee FTB going
forward?

Forward Thinking Birmingham Assurance Report June 2018
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Background

The Forward Thinking Birmingham (FTB) 0-25 mental health service partnership was launched in
April 2016. The Trust was the lead contractor for the service and directly responsible for the delivery
of the 0-18 community Child and Adolescent Mental Health (CAMHS) element of the service.
In May 2016, weeks after the launch of FTB, the CQC undertook a comprehensive inspection of the
whole Trust. The Trust was rated Outstanding overall but the 0-18 community CAMHS service was
rated Requires Improvement. This was not unexpected at this early stage of implementation and a
range of risks, particularly related to finance and workforce were closely monitored from this period.
In February 2017 significant concerns emerged internally regarding a range of performance and
quality issues and these were overseen in accordance with the Trust’s Performance Framework. In
June 2017 an executive intervention plan was initiated.
In July 2017 the Care Quality Commission (CQC) undertook an unannounced re-inspection of the 018 service. This was followed in September 2017 with an inspection focused on medicines
management. Despite early feedback indicating that there were no immediate significant safety
concerns the first draft of the report received in October 2017 rated the overall service as
Inadequate and highlighted a range of basic safety and care issues. These issues included records
management, care planning, infection control standards, cleanliness of equipment and the
environment, and medicines management.
In response to this draft report the intervention plan and senior support were significantly enhanced
with the short-term aim of the rapid improvement of immediate care and safety concerns and the
delivery of a sustainable solution for the longer term.
In January 2018 the Audit Committee received a review of the Board’s oversight of FTB from April
2016 to June 2017 against key elements of the well-led framework. The report concluded that the
main relevant elements of the Well-Led Framework were met; however, there were opportunities
for improvement in the system of internal control, mainly related to the quality and consistency of
reporting through the governance framework.
In February 2018 the CQC published the final report on the 0-18 service, with a rating of Inadequate.
A CQC action plan in response to the issues raised was incorporated in a single assurance report
which has been reviewed on a monthly basis by a range of committees and groups.
A considerable amount of work has been undertaken as part of the improvement plan, with
significant changes made operationally and in terms of governance.
A year on from the emergence of concerns the Board is presented with an overview of the Trust’s
response to provide assurance aligned to the well-led framework in relation to the following
questions:
1

a) Is the Board able to describe:
•

The quality, operational and financial issues and challenges within the service, and the
priorities within these.

•

The underlying reasons for these challenges, with reference to wider system factors and
benchmarking.

•

What the organisation is doing to address these challenges and monitor progress in the
short, medium and long term.

b) Did the Board look for/take appropriate and timely action to address issues identified?
c) Is the system of internal control sufficient to safeguard patient safety, service quality,
investment, financial reporting and the organisation’s assets?
The report also provides the Board with the opportunity to take stock of progress since the CQC
concerns emerged, and to consider the approach to obtaining assurance going forward.

2

2

Timeline

3

3

Performance Framework

The Trust’s performance framework, established in April 2017, is based on the segment approach
used by NHS Improvement (NHSI). Based on a scored assessment in each performance area (quality,
workforce, operations and finance) each Clinical Group/Directorate is classified as red, amber,
yellow or green as follows:

FTB had previously been rated amber under the old performance framework and from February
2017 had been reporting each month on a turnaround plan, focused in particular on bed capacity,
workforce and finance, with additional support from the Chief Operating Officer. In April 2017 FTB
was rated red/4 under the new framework, reflecting wider concerns, including complaints
management. This instigated the ‘intensive support’ requirement, which took the form of an
intervention plan overseen by the monthly executive FTB Oversight Group.
FTB remains rated red/4 for performance.

4

Intervention Plan Governance

October – December 2017
Upon receipt of the draft CQC report in October 2017 the executive support and Board focus was
escalated further as follows:
•
•
•
•

Leadership and support from Chief Medical Officer; Chief Operating Officer – Mental Health;
Associate Director of Transformation.
Turnaround team approach – weekly turnaround meetings at each Hub.
Detailed Intervention Plan triangulating internal actions with CQC action plan.
Monthly reports on Intervention Plan progress to:
o

Internal FTB Oversight Group chaired by Deputy Chief Executive, holding responsible
Executive and Senior Leadership Team to account for progress against actions.

o

External Quality Improvement Board (see below).

o

Board Committees.
4

January – June 2018
In December 2017 the Interim Mental Health Improvement Director started in post and introduced a
new approach to the intervention plan as follows:
•
•
•

Chief Operating Officer – Mental Health; Interim Mental Health Improvement Director.
CQC self-assessment approach plus detailed intervention and CQC action plan.
Monthly reports as above.

Currently, the intervention plan is reported separately to four groups/committees. A formal link
between the FTB Oversight Group and the Board has now been instigated with a Key Issues and
Assurance Report to both Quality Committee and Finance and Resources Committee from June
2018.
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Health Economy

The FTB Quality Improvement Board (QIB) was established in November 2017 to oversee
improvements. The Board is chaired by the CCG with membership from NHSI and NHS England.
In April 2018, following publication of the Inadequate CQC report, a Quality Summit was held, with
attendance from all members represented on QIB plus Birmingham and Solihull Mental Health NHS
Foundation Trust and the Living Well Consortium. The purpose of the Quality Summit was to:
•

Provide assurance for all stakeholders about the improvement actions being taken by the
Trust to respond to the CQC report.

•

Agree the support needed from partners where the actions required were not wholly within
the Trust’s control.

5

At the Quality Summit the stakeholders endorsed the principles and vision of the CAMHS care model
being delivered by FTB and its approach for CAMHS patients. Those present agreed that the forward
focus should be on delivering the improvement actions to make this model fit for purpose.
Actions from the summit are to be overseen by the QIB.
On 27 June 2018 NHSI will undertake a review of infection control at three FTB hubs as a follow-up
to the Requirement Notice issued by the CQC in February 2018: The trust must ensure that all staff
adhere to the infection control policy and have the equipment available to do so. Mock assessments
have been undertaken in preparation to identify and rectify any outstanding issues.

6

FTB Governance

The local governance arrangements have been reviewed in order to establish strong clinical
governance beyond the intervention plan. The diagram above sets out the new reporting routes of
escalation to Board.
This work is being supported by newly redesigned Hub reports to escalate key risks to the refreshed
FTB Governance Committee which will then be escalated to the Trust’s governance committees.
The use of the newly designed reports has been supported by training for the Hub Management
Teams delivered in partnership by FTB and Trust corporate teams.
Work is also required to improve the quality of the data available at Hub level and this is slowly
improving with the input of leads from Governance, Education & Training and Informatics.
6
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Leadership

The mental health leadership structure, which has been in place since the launch of FTB, is as
follows:

During the intervention period the Chief Operating Officer became Chief Operating Officer - Mental
Health (the Deputy Chief Officer became the Interim Chief operating Officer - Acute Services).
Implementation of the intervention plan was led by an Interim Director of Mental Health
Improvement, on secondment from the CQC. From 1 June 2018 the latter role has become a
substantive Director of Quality Assurance, with a continuing focus on FTB improvement until the
new leadership structure is in place from 1 October 2018 as follows:

7
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CQC Engagement

In line with the CQC’s new approach to engage more regularly with service providers between
formal inspections, the CQC have commenced a programme of regular engagement meetings with
FTB.
On 25 June the CQC will carry out a number of focus groups with CAMHS service users at Parkview as
part of intelligence gathering for the next inspection.

9

CQC Ratings

The current formal CQC ratings for the 0-18 Community CAMHS service, published in February 2018,
are:

On a monthly basis the FTB Hubs are undertaking self-assessments against the CQC Key Lines of
Enquiry, enabling progress to be tracked in every domain. The aim was to achieve an overall rating of
Requires Improvement by April 2018. This was achieved, with the ratings reported in June 2018 as
follows:
Hub CQC Self-Assessment Summary

An assurance level consistent with the CQC rating system is applied below:

Outstanding Good Requires Improvement Inadequate ↑Change in rating since previous report

→Previously

reported

change in rating

Oaklands
Safe
Effective
Caring
Responsive
Well-Led
Overall Rating

↑


→



Birmingham
Road
→

→
→



Blakesley
→


→
→
→

Finch
Road



→
→
→

HTT/
Urgent
Care
↑
→
→




FTB Overall
(selfassessed)
→


→
→
→

FTB CQC
Rating
July 2017
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10 CQC Requirement Notices
The June position on Requirement Notices is as follows:
Complete



16↑

Partially Complete with
confidence that plan will
deliver
10↓



Incomplete/ lack of
confidence plan will
deliver*
2



Total

28

11 Priority Areas
At this stage the broad priority areas of focus are:
•

Financial position.

•

Waiting list – numbers and patient risk management.

•

Workforce – particularly medical.

•

Safety through the CQC key lines of enquiry.

12 Committee Oversight
12.1 Clinical Safety and Quality Assurance Committee
The Committee meets on a monthly basis and reports to the Quality Committee.
April 2018
Report (CAMHS & FTB)

Key Issues and Assurance Report

Standard Clinical Group Template report including:
1. Risks
2. Incident investigations
3. Clinical Group Governance
4. Safety dashboard including some analysis (incidents)
5. Restrain numbers per month
6. Training and appraisal rates including risk areas
7. Numbers of complaints and PALS contacts
8. Patient feedback examples
9. Friends and Family Test data (Tier 4)
10. Clinical outcome data
11. Summary of FTB Intervention Plan progress
12. CQC self-assessment – FTB Hubs

January 2018
Report (CAMHS & FTB)
As above, minus 10-12

Capacity and agile working remains a
concern. A new governance
framework is in place as well as a new
Clinical Outcomes Group. CQC
Intervention plan is well reported.
Complaint themes: service access,
waiting lists and effective
communication.
Concerns: Exit of Worcester from
partnership, gaps in psychiatry,
sustainability.
Action: Expedite improvements.

Key Issues and Assurance Report
High risks on the Risk Register are being reviewed; key risks remain estates,
workforce/retention, IT systems, in-patient beds (18-24yr). Steady decrease in
serious incidents since end of Dec 2017. Improved Patient experience data
Taskforce plan in place. Revised governance structure in development.
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October 2017
Report (CAMHS & FTB)

Key Issues and Assurance Report

As above, plus additional
training detail, minus 1012

CQC unannounced visit - significant concerns flagged. FTB taskforce in place.
Detailed intervention plan developed. Action: Report to FTB exec Board to come
to committee to provide details and assurance.

April 2017
Report (CAMHS & FTB)

Key Issues and Assurance Report

As above.

3 new SIRIs. Concern around a number of open SIRIs delayed due to lengthy
signoff process. Lack of Investigating Officers (IO), training being offered to raise
numbers. Developing Quality Strategy. Gaps in workforce with high agency usage.

12.2 Quality Committee and Finance and Resources Committee
From July 2017 the Quality Committee and Finance and Resources Committee received a regular
intervention plan progress report; this incorporated the CQC action plan following release of the
draft report in October 2017 and a CQC self-assessment at Hub level from February 2018.

May 2018

Key Issues and Assurance Reports
Quality Committee
Finance and Resources Committee
May 2018

The Committee was assured by progress made
against the plan, which showed a self-assessed
rating of Requires Improvement. The Committee
was also assured by the transparency of reporting,
but was concerned regarding the size and
management of the waiting list and the
inconsistent approach across the hubs to risk
assessing young people who are waiting to be seen.
Action: Produce a plan to address waiting list
concerns and submit to committee members within
7 days.

April 2018

The Committee considered the FTB operational plan
detailing key risks around funding, demand, unfunded
posts and, as improvements were made, the need to
have an ability to reduce capacity where it may no
longer be required. The Committee was concerned by
all of the remaining issues and sought assurance
regarding ownership and escalation.
The Committee received the regular update regarding
improvements in the service and noted a particular
issue with waiting lists, regarding which the Quality
Committee had asked for assurance regarding within
the next week.

April 2018

The Committee was assured by the demonstration
of progress within the Hubs and recognised that an
improvement plateau has been reached with
remaining areas expected to take longer to embed.
There are some concerns with Blakesley and
Oaklands, which are receiving further enhanced
support.

The Committee received a verbal update on the FTB
operation plan and asked for a formal financial and
operational plan at its next meeting to provide
assurance.
Action: Present the Internal Audit currently in progress.

March 2018

March 2018

The intervention plan demonstrated progress
across the hubs, with 2 more Requirement Notices
now internally rated green and the overall Safe
domain now rated Requires Improvement. The
Committee sought additional assurance regarding
waiting list management, noting that while data
quality has improved enabling improved
management of patients that are waiting, further
progress is required. The Committee was also

The Committee received the intervention plan update
and noted some improvements in the self-assessed CQC
hub ratings and an offer from commissioners for
additional estate. A financial recovery plan included a
potential saving of £1.4m when enacting changes
recommended by the CCG. Further details of how this
would be delivered would be presented to the next
meeting.
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apprised of wider issues, including the risk that not
all consultants will transfer to the Trust with the 1825 service in April. This is being used as an
opportunity to review the model of care. The
Committee discussed the impact of the Inadequate
CQC rating and noted that some potential issues
regarding students were being managed but there
is a general reputational impact. The Committee
was assured that there is increasing confidence in
the grip on all the quality issues and the ability to
address them but there remained a challenge
regarding the workforce to ensure sustainable
change.
Action: Report additional detail on waiting list
management to provide assurance regarding the
clinical risk of patients who are waiting.

February 2018

February 2018

The CQC follow-up report, published today, rates
the Trust’s element of the service as Inadequate.
There had been further improvements in the hubs
and there was confidence in the continuation of
improvements. Funding negotiations with
commissioners continue and a process of contract
escalation has been agreed. The Committee
discussed the slow pace of change in relation to
medicines management, physical health monitoring
and waiting list management. It was noted that
while new governance arrangements will be
implemented in April these will run parallel with
the taskforce approach until there is sufficient
confidence. While the Committee acknowledged
progress a lack of assurance remained and monthly
monitoring will continue.

The CCG will not provide any additional funding in
2017/18 for FTB and don’t accept the funding preapproval process which the Board agreed last month;
contract escalation is therefore now underway. The
Committee was keen to understand how the Trust is
addressing the CCG feedback around bed utilisation
efficiency and mitigations for staffing risks within the
report.
General improvements in community hubs are being
observed. Refreshed governance arrangements are
expected to support further improvements from April.
Actions:
1. Ensure FTB performance is detailed within
performance reports.
2. Ensure mitigations for staffing concerns are
detailed within FTB intervention plan update
reports.
3. Provide a detailed FTB workforce report.

January 2018

January 2018

Improvements are being made in relation to the
accuracy of waiting list data.
An impact assessment of Worcester Health and
Care NHS Trust’s withdrawal from the partnership
(by June 2018) showed concerns around medical
staff training; staff TUPE and finances.
The Committee agreed to recommend to the Board
the implementation of a funding pre-approval
process where a patient is being held at an
alternative place of safety. The Committee was
assured that this would not cause any extra delays
to the admission process and therefore would not
cause harm to the patients. The Committee was
however concerned about the potential to affect
flow across the local healthcare system.

Financial concerns remain following consistently higher
than planned activity and temporary spend coinciding
with this, with contribute significantly to the Trust’s
planned financial underperformance. The Quality
Committee had approved a funding pre-approval
process for admissions over and above the Trust’s
commissioned levels.
The Committee was concerned that recent discussions
with the CCG suggest they may refuse funding on the
basis of issues of efficiency within the service.

December 2017

December 2017

• The Taskforce has ensured the immediate safety

Next steps for the intervention plan relate to long-term
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issues have been addressed. A revised
governance framework is now in development to
take the place of the taskforce approach and
ensure sustainability.
• A detailed workforce review is in progress, based
on leadership, recruitment, retention and
education. While high vacancy numbers remain
senior posts are now filled, enabling improved
hub leadership.
• Financial pressure continues to build, with the
Trust funding out of area beds for demand that
exceeds commissioned capacity. With no
additional funding from commissioners the Trust
will need to initiate controls on admissions. The
Committee recognised the potential clinical risk
this creates and noted that the Finance and
Resources Committee will consider the financial
aspects in detail.
The Committee had improved assurance around
grip and sought refined assurance in future reports
focused on the priorities of waiting list, workforce
and governance.

governance and prioritisation of issues.
A cost pressure somewhere between £2.6 and £3.1m
relates to the service, with approximately £1.5m already
in the system that cannot be ceased; funding
discussions with commissioners have been on-going for
some time and most recently a letter has been sent to
them advising of our intention to introduce an approval
process for accepting any new patients where current
funding does not cover these, however it was
recognised that this has the potential to cause harm
both to patients and the local health economy.

November 2017

November 2017

The Committee was reassured that significant
progress has been made on basic issues such as
medicines management. The Committee was
assured that the majority of the hubs are making
good progress on care planning and that the
waiting list issue is now far clearer, enabling actions
to be developed to address demand. Of all the hubs
Oaklands has made the least progress and remains
a concern. The Committee commenced a debate
about longer-term resilience beyond the
intervention of the taskforce and noted the
pending commencement of a new mental health
director in December. The Committee noted that
workforce remains a significant concern with little
movement on the vacancy rate.

The Committee was assured about the executive grip on
the issues but significant gaps in assurance on the
resolution of a range of issues remained. Key areas of
discussion were:
• Significant progress has been made in the hubs,
though Oaklands lags behind.
• There is no agreed solution to the issue of physical
health monitoring.
• The waiting list remains a significant risk.
• Workforce is the highest risk, which constrains
sustainable improvement.
• Progress in many areas is constrained by financial
limitations.

October 2017

October 2017

The Committee was informed that in July, following
commencement of the intervention, the CQC
inspected the whole FTB community service and
provided initial feedback that corresponded with
the matters already contained in action plans;
however, the draft report has highlighted
significant concerns around fundamentals of care
and safety around three main themes: medicines
management, care planning and waiting list. An
immediate plan had been enacted to address
immediate risks within the hubs and longer-term
demand management. A Mental Health Director
will shortly be appointed for a 6-month
secondment, with clear objectives around

•
•

•

There was an improvement in morale following
intervention at hub level.
The CQC’s final ratings are expected to confirm a
high level of concern about the service; actions
from their informal comments have commenced in
line with the intervention plan actions already ongoing.
Improvements relating to drugs, care planning and
demand capacity are particular areas of focus and
the Trust’s COO who will act as FTB COO for the
coming months to support. In addition, a clinical
director-level appointment has been made to work
alongside the COO, who has medical director
experience in a mental health trust.
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improvements.
An independent report has helped highlight the key
areas requiring immediate and longer term focus
but has confirmed that the model is right and has
unearthed unmet need, which has increased
demand beyond expectations. The Committee
agreed that this message must not be lost amidst
the improvement work. The Committee was
assured as to the appropriate executive action
taken but remained concerned about leadership
culture and capability, sustainability of change and
the ability to address the demand issues and
manage the waiting list within a city-wide
approach.

An external review has also been carried out,
highlighting the following for immediate attention:
waiting lists; demand and capacity; leadership; the
need for a 24hr home treatment team.
The Committee remained concerned about the FTB
service which had been at Level 4 performance and redrated for some time, however it was assured the Trust
now has sight of issues and has begun to take
appropriate steps to ensure improvement.

September 2017

August 2017

The Committee was assured that there is a grip on
the issues and risks but concerned about the ability
to change at an acceptable pace, particularly given
resource constraints, and the potential impact on
patient care, which can be seen through recent
complaints. The Committee acknowledged that
while many of the issues reflect the national picture
in mental health, there are concerns regarding
fundamentals of care, which is not acceptable.

The Committee received a verbal update, which
confirmed that while there has been some progress,
performance remains at level 4. Key issues are the
estate, IT and staffing, which all interlink. Options to
address the estate have been identified, however, these
will come at a significant cost, the funding of which will
require some difficult decisions; no alternative estate
has yet been identified for Oaklands. The clinical model
will be reviewed given the workforce challenges across
mental health services. A detailed report will be
submitted in September. The Committee remained
concerned.

July 2017
The Committee reviewed the report and noted that
significant external scrutiny is being applied and
that commissioners and regulators are satisfied
with the approach. The Committee was assured by
the intervention plan and the governance
framework, was pleased to note some progress in
filling vacancies and acknowledged the level of
activity but expressed some concern regarding
deliverability of the stretching plan.

June 2017
The Committee received an interim analysis
pending a full report following implementation of
the intervention plan. The Committee recognised
the challenges of benchmarking safety data with
other services due to the specific case mix of the
FTB services but sought a deeper understanding of
tolerance levels to ensure an appropriate degree of
scrutiny of safety issues. The Committee was
assured that a clinical and corporate governance
specialist is providing support as part of the
intervention team, using CQC standards to aid
understanding of the issues and to develop plans
for improvement.

•

July 2017

The intervention plan included an independent review
of the clinical model and was to be formally
communicated to commissioners and regulators. The
Committee expressed some concern regarding the
capacity of the management team to deliver, but was
reassured by the prioritisation of actions and the
support from the team supporting the process. The
Committee was assured by the plan and the governance
framework for its delivery and welcomed the proposal
of monthly summary updates.

June 2017

FTB remains a high risk and the intervention plan
continues to be refined. A business case to consider
estates solutions for the service will also be received by
the Committee and Board.
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13 Conclusions and Recommendations
In relation to the questions set out in section 1 above:
The Board is asked to consider whether it is satisfied in relation to the following:

•

Is the Board able to describe the quality, operational and financial issues and
challenges within the service, and the priorities within these?

The regular reporting, which covers the full range of improvement areas has provided clarity on the
challenges across all these areas and the priorities for improvement at Board Committee level, with
regular reporting from those Committees to the Board.

•

Is the Board able to describe the underlying reasons for these challenges, with
reference to wider system factors and benchmarking?

Wider system factors are regularly part of Board committee discussions as they are very pertinent in
the case of FTB. The ability to directly benchmark has been limited; however, wider experience of
other services has been supported by the involvement of the Interim Mental Health improvement
Director.

•

Is the Board able to describe what the organisation is doing to address these
challenges and monitor progress in the short, medium and long term?

The regular reporting provides a progress update on the overall plan, the compliance with the five
CQC domains within each hub and the specific actions to address the Requirement Notices. The
board Committees recognise that while many of the shorter-term actions have been addressed, a
number of challenges will require focus over the longer-term.

•

Did the Board look for/take appropriate and timely action to address issues
identified?

The Board Committees took swift action to seek assurance once the performance and quality issues
were identified by the Performance Board and the Clinical Risk and Quality Assurance Committee in
April 2017.
•

Is the system of internal control sufficient to safeguard patient safety, service
quality, investment, financial reporting and the organisation’s assets?

Significant changes have been made to the leadership and FTB governance structures, which will
support strengthened internal controls on a business as usual basis beyond the intervention period.
The Board is asked to reflect on the above and to consider the following:
•

Is the Board assured that the changes that have been made, supported by the new
leadership structure to be in place from October, are sufficient to ensure that the issues
within FTB will be resolved?
14

•

Does the Board require any additional information to provide assurance that the issues in
FTB are being appropriately managed?

•

How should the Board and its Committees continue to oversee FTB going forward?

15

14/06/2018

Board Assurance Framework For Safe High Quality Services - Summary
Ref

Risk Description

Start Risk

Current Risk

SR1

Failure to improve quality and safety issues identified by external reviews

3X4=12

3X4=12

SR2

Failure to adequately address issues identified through patient feedback

4X3=12

4X3=12

SR3

Inability to recruit and retain the right staff with the right skills

4X4=16

4X4=16

SR4

Failure to develop and maintain a staff culture that supports the delivery of our ambitions and objectives.

3X4=12

4X3=12

SR5

Failure to deliver financial and performance efficiency targets

4X4=16

4X5=20

SR6

Failure to develop and maintain our estate to ensure it is safe, suitable and meets the growing demand for our services.

3X4=12

3X4=12

SR7

Failure to manage capacity and patient flow through our services.

4X4=16

4X4=16

SR8

Failure to successfully work with our external partners in the development of the STP and Accountable Care Organisations

3X3=9

3X3=9

SR9

Failure to successfully deliver the Forward Thinking Birmingham model and the planned benefits.

4X4=16

5X4=20

SR10 Failure to embrace innovation and service transformation and to deliver our ambitions for research development

4X3=12

4X3=12

SR11 Failure to detect and contain risks to cyber security and protect its critical data sets

4X4=16

4X4=16

SR12 Failure to maximise the benefits of the integration of Birmingham Women's and Birmingham Children's hospitals

3X4=12

3X4=12

SR13 Failure to meet the objectives of the Waterfall House development

2X5=10

4X4=16

14 June 2018

14 June 2018

Board Assurance Framework For Safe, High Quality Services - Detail
SR1
Board Lead

Strategic Risk

Target Risk Score

Michelle Mcloughlin/
Fiona Reynolds

Failure to improve quality and safety issues identified by external reviews

1X4=4

LatestUpdate
22/06/2017 New risk entered

Reporting/Assurances

Corp Objectives

Reporting Mechanism

Assurance

Assurance Type

Quality Committee

Reports to Quality Committee show good progress

Internal

Last Date

Next Date

14 June 2018

Board Assurance Framework For Safe, High Quality Services - Detail
SR1
Board Lead

Strategic Risk

Target Risk Score

Michelle Mcloughlin/
Fiona Reynolds

Failure to improve quality and safety issues identified by external reviews

1X4=4

Actions
Action Description

Responsible Person

Respond to CQC review of FTB following July 17 inspection revisit

Tim Atack

Awaiting draft report

Complete Antenatal Scanning pathway improvement plan

Tim Atack

Last report to QC June 17 - amber rated; next report In Progress
due Nov 17

Complete FTB Intervention Plan

Tim Atack

Monthly reports to QC and FRC

In Progress

Complete Neonatal Care Improvement Project (BC)

Michelle McLoughlin

Report to Quality Committee Sept 17

In Progress

Complete abortion care improvement project

Michelle McLoughlin

Quality Committee fully assured July 17; final report In Progress
due Sept 17

Revise process for central oversight and reporting on all
external reviews.

Gwenny Scott

Update external reviews policy and relaunch

Date

Risk Score

22/06/2017

3X4=12

01/06/2017
31/03/2018

Priorities

Risk Score History

Target Date

Actual Date

31/08/2017

Action Notes:

Updated process and register, focusiing on
priorities.

Status
Ongoing

Complete
In Progress

14 June 2018

Board Assurance Framework For Safe, High Quality Services - Detail
SR2
Board Lead

Strategic Risk

Target Risk Score

Michelle Mcloughlin

Failure to adequately address issues identified through patient feedback

2X3=6

LatestUpdate
22/06/2017 New risk entered.

Reporting/Assurances

Corp Objectives

Reporting Mechanism

Assurance

Assurance Type

Quality Committee

Insufficient clarity in assurance regarding patient experience data

Internal

Last Date

Next Date

14 June 2018

Board Assurance Framework For Safe, High Quality Services - Detail
SR2
Board Lead

Strategic Risk

Target Risk Score

Michelle Mcloughlin

Failure to adequately address issues identified through patient feedback

Actions

Priorities

Risk Score History
Date

Risk Score

22/06/2017

4X3=12

2X3=6

14 June 2018

Board Assurance Framework For Safe, High Quality Services - Detail
SR3
Board Lead

Strategic Risk

Target Risk Score

Theresa Nelson

Inability to recruit and retain the right staff with the right skills

2X4=8

LatestUpdate
22/06/2017 New risk entered.

Reporting/Assurances

Corp Objectives

Reporting Mechanism

Assurance

Assurance Type

Finance And Resource Committee

BWH Staff survey results poor

Internal

Quality Committee

Staffing issues in midwifery and neonatal

Internal

Last Date

Next Date

14 June 2018

Board Assurance Framework For Safe, High Quality Services - Detail
SR3
Board Lead

Strategic Risk

Target Risk Score

Theresa Nelson

Inability to recruit and retain the right staff with the right skills

2X4=8

Actions
Action Description

Responsible Person

Target Date

Consider implications of Brexit

Theresa Nelson

04/08/2017

Identify the gaps utilising all available local, regional and
national data and information

Sara Brown

16/08/2017

Develop further awareness of benefits of working at BWC and
embed into management development to aid retention

Sara Brown / Chris Chis

29/09/2017

Develop further the recruitment website to aid marketing and
communications of vacancies and focus on the benefits of

Claire Carter

29/09/2017

Ensure a robust process for monitoring gaps and mitigating
actions

Theresa Nelson

29/09/2017

Develop clear approaches to recruitment and retention,
especially for difficult to fill areas

Sara Brown

14/02/2018

Actual Date

Action Notes:

Status

Report received at Workforce Committee in July re
implications for medical workforce. Committee
asked to consider a range of potential issues and
some actions which will feed in to the overarching
approach and strategy

Complete

Paper developed to FRC in August. Teams are
supported with task analysis to review how roles
are working and skill mix could be improved.

Complete

Work already undertaken on information about
health and wellbeing and development etc. as part
of recruitment offer. This will be expanded further
as part of the HWB work with NHSE. This work
continues and requires more pace but a project
group has been established and continues to work
to improve

In Progress

Meeting held with comms team and recruitment
manager to develop further with new platform.
Investment is needed into our brand and marketing
to enhance this further.

In Progress

Proposal to review workforce committee to ensure
it maintains sight of challenges and utilises the skills
and experience of the members to drive required
change and implementation

Complete

Further analysis to be undertaken. All groups have
been asked to develop workforce plans which will
help identify more detail on gaps and issues and
enable better planning. Flexible working remains
the biggest challenge to retention. BWC are
involved in a research project.

In Progress

14 June 2018

Board Assurance Framework For Safe, High Quality Services - Detail
SR3
Board Lead

Strategic Risk

Target Risk Score

Theresa Nelson

Inability to recruit and retain the right staff with the right skills

Work with HEI's / education providers to ensure we aid
recruitment of students into programmes and support the

Sara Brown

31/03/2018

Continue to work collaboratively through LWAB to look at
region / STP approaches to gaps and innovative approaches

Sara Brown

31/03/2018

Bsol HRD's have established a more collaborative working
model and identified 3 core priorities to make Birmingham

2X4=8
The LWAB sub group, of which we are a member,
Complete
has been established to work between providers
and HEI's to ensure that the process for recruitment
and placement of students under the new process
is smooth and there are standard contractual
arrangements developed. Our workforce planning
processes will enable us to better 'commission'
places for students in all professions. We have
positive working relationships with the HEI's
Regular member of LWAB and sub groups to ensure
BWC is fully engaged in wider discussions and
models of collaboration

14/12/2018

Priorities

Risk Score History

ID

Priority

Date

Risk Score

30/05/2018

4X4=16

3

To build an organisation of high performing teams,focusing onquality

01/08/2017

4X4=16

7

To review whether we have the right people , with the right skills,undertaking key roles to ensure we can provide high
quality services within the resources available

22/06/2017

4X4=16

In Progress

Ongoing

14 June 2018

Board Assurance Framework For Safe, High Quality Services - Detail
SR4
Board Lead

Strategic Risk

Target Risk Score

Theresa Nelson

Failure to develop and maintain a staff culture that supports the delivery of our ambitions and
objectives.

3X3=9

LatestUpdate
22/06/2017 New risk entered.

Reporting/Assurances

Corp Objectives

Reporting Mechanism

Assurance

Assurance Type

Quality Committee

BWH Staff survey results poor

Internal

Last Date

Next Date

7

14 June 2018

Board Assurance Framework For Safe, High Quality Services - Detail
SR4
Board Lead

Strategic Risk

Target Risk Score

Theresa Nelson

Failure to develop and maintain a staff culture that supports the delivery of our ambitions and
objectives.

3X3=9

Actions
Action Description

Responsible Person

Review how the workforce directorate is working to ensure it
has best fit to the culture we wish to develop

Sara Brown

29/09/2017

01/07/2018

Full review of performance management/appraisal processes
to embed the clarity of purpose of each individual staff

Sara Brown

27/10/2017

30/11/2017

Full review of leadership development offer and staff
experience team support across BWC to be undertaken to

Sara Brown

27/10/2017

Focus on inclusion and continued support of the Inclusivity
Group and agenda

Sara Brown

30/03/2018

Development of a range of support tools, guidance, e-learning Sara Brown
to aid individuals and managers around performance, culture,

30/03/2018

Focused work on health and wellbeing working with NHS
England as a demonstrator site

Sara Brown

30/03/2018

Develop a revised People Strategy post In Sync that builds in
the new vision, priorities and values and focuses on the needs

Sara Brown

30/03/2018

Leadership standards in development to enable assessment
and support for all leaders/managers of people. Will align to

Target Date

29/03/2019

Actual Date

28/09/2018

Action Notes:

Status

Begun working on specific areas/pathways to
develop better integrated working between HR and
Education - developing a more holistic approach to
'workforce development'. This is being amended
slightly to align with the new divisional model

Complete

Pilot approach in place to be evaluated early
October and a full plan to train and roll out by April
2018 across whole of BWC

Complete

Review undertaken and paper in development to
recommend some significant changes to approach.
Groups where leadership requires more
development are getting specific support. Funding
for developing wider programmes is challenged.

Complete

Inclusion Group continues to meet and take
forward the required actions from the annual plan

Ongoing

Ties in with leadership review and HWB work - full
plan in development

Ongoing

Funding provided by NHSE to support enhancement Complete
to work and offer - major focus on prevention of ill
health and injury, specifically around obesity, MSK
and mental health
01/06/2018

Clinical group strategy days planned during
November and December to develop the wider
people strategy. Draft Workforce Development
Plan developed to focus on three priority areas for
workforce over the next 3 years

Complete

Work in development

Ongoing

14 June 2018

Board Assurance Framework For Safe, High Quality Services - Detail
SR4
Board Lead

Strategic Risk

Target Risk Score

Theresa Nelson

Failure to develop and maintain a staff culture that supports the delivery of our ambitions and
objectives.

Full plan and targets for improvement developed around NSS Sara Brown
2017 outputs and the annual diversity report. Both presented

29/03/2019

3X3=9

Will be measured through local engagement
surveys, walkabouts, WRES and next annual survey
outcomes

Priorities

Risk Score History
Date

Risk Score

01/08/2017

4X3=12

22/06/2017

3X4=12

ID

Priority
7

To review whether we have the right people , with the right skills,undertaking key roles to ensure we can provide high
quality services within the resources available

Ongoing

14 June 2018

Board Assurance Framework For Safe, High Quality Services - Detail
SR5
Board Lead

Strategic Risk

Target Risk Score

David Melbourne

Failure to deliver financial and performance efficiency targets

2X4=8

LatestUpdate
22/06/2017 New risk entered.

Reporting/Assurances
Reporting Mechanism

Finance And Resource Committee

Corp Objectives
Assurance

Assurance Type

Efficiency strategy and CIP governance arrangements

Internal

Annual Internal Audit on financial management provides significant

Internal

Last Date

Next Date

14 June 2018

Board Assurance Framework For Safe, High Quality Services - Detail
SR5
Board Lead

Strategic Risk

Target Risk Score

David Melbourne

Failure to deliver financial and performance efficiency targets

2X4=8

Actions
Action Description

Responsible Person

Develop a narrative as part of the communication plan.

Priorities

Risk Score History
Date

Risk Score

04/01/2018

4X5=20

22/06/2017

4X4=16

Target Date

Actual Date

Action Notes:

Status
In Progress

14 June 2018

Board Assurance Framework For Safe, High Quality Services - Detail
SR6
Board Lead

Strategic Risk

Target Risk Score

David Melbourne

Failure to develop and maintain our estate to ensure it is safe, suitable and meets the growing
demand for our services.

1X4=4

LatestUpdate
22/06/2017 New risk entered.

Reporting/Assurances

Corp Objectives

Reporting Mechanism

Assurance

Assurance Type

Finance And Resource Committee

Waterfall House project reports demonstrate progress on time

Internal

Last Date

Next Date

14 June 2018

Board Assurance Framework For Safe, High Quality Services - Detail
SR6
Board Lead

Strategic Risk

Target Risk Score

David Melbourne

Failure to develop and maintain our estate to ensure it is safe, suitable and meets the growing
demand for our services.

1X4=4

Actions
Action Description

Responsible Person

Target Date

Actual Date

Action Notes:

Status

Use of vacated space at Steelhouse Lane to maximise capacity.

In Progress

Purchase of dental hospital.

In Progress

Investment in Edgbaston etate as per the Business Case for
the integration.

In Progress

Waterfall House opening.

Due to open in January 2017

Develop protocol to balance PPM needs with operational
requirements.

Priorities

Risk Score History
Date

Risk Score

22/06/2017

3X4=12

In Progress
In Progress

14 June 2018

Board Assurance Framework For Safe, High Quality Services - Detail
SR7
Board Lead

Strategic Risk

Target Risk Score

Alex Borg

Failure to manage capacity and patient flow through our services.

2X4=8

LatestUpdate
22/06/2017 New risk entered.

Reporting/Assurances

Corp Objectives

Reporting Mechanism

Assurance

Assurance Type

Finance And Resource Committee

Operational Performance Report

Internal

Last Date

Next Date

14 June 2018

Board Assurance Framework For Safe, High Quality Services - Detail
SR7
Board Lead

Strategic Risk

Target Risk Score

Alex Borg

Failure to manage capacity and patient flow through our services.

2X4=8

Actions
Action Description

Responsible Person

Review of Transformation progress ( June 17).

Priorities

Risk Score History
Date

Risk Score

22/06/2017

4X4=16

Target Date

Actual Date

Action Notes:

Status
In Progress

14 June 2018

Board Assurance Framework For Safe, High Quality Services - Detail
SR8
Board Lead

Strategic Risk

Target Risk Score

Matthew Boazman

Failure to successfully work with our external partners in the development of the STP and
Accountable Care Organisations

1X3=3

LatestUpdate
22/06/2017 New risk entered.

Reporting/Assurances

Corp Objectives

Reporting Mechanism

Assurance

Assurance Type

Board

CEO report to Board demonstrates progress as a key STP partner

Internal

Last Date

Next Date

14 June 2018

Board Assurance Framework For Safe, High Quality Services - Detail
SR8
Board Lead

Strategic Risk

Target Risk Score

Matthew Boazman

Failure to successfully work with our external partners in the development of the STP and
Accountable Care Organisations

1X3=3

Actions
Action Description

Responsible Person

BWC providing signficiant leadership contribution to the STP
programme Board and executive group meeting

Deputy CEO and COSI

14/08/2017

BWC providing STP level support to the Royal Orthoapedic
Hospital on the development of their options appraisal for

COSI

20/12/2017

BWC leading development of children's health accountable
care system for STP

COSI

BWC leading development of BUMP model across Bsol STP
which will develop maternity accountable care system

Deputy CEO

Priorities

Risk Score History
Date

Risk Score

22/06/2017

3X3=9

Target Date

Actual Date

Action Notes:

Status

14/08/2017

STP operational group now chaired by BWC Deputy
CEO/CFO and BWC COSI also member of group.

Complete

Work commenced August 2017, long list of options
and appraisal criteria agreed, clinical models to be
worked up throughout September and October

In Progress

31/07/2018

Initial programme Board now established and work
stream leads recruited

In Progress

31/07/2018

BUMP programme established and development of
LMS progressing

In Progress

14 June 2018

Board Assurance Framework For Safe, High Quality Services - Detail
SR9
Board Lead

Strategic Risk

Target Risk Score

Tim Atack

Failure to successfully deliver the Forward Thinking Birmingham model and the planned benefits.

2X4=8

LatestUpdate
22/06/2017 New risk entered.

Reporting/Assurances

Corp Objectives

Reporting Mechanism

Assurance

Assurance Type

Last Date

Next Date

Quality Committee

FTB level 4 on performance framework requiring intervention

Internal

26/10/2017

21/11/2017

Quality Committee

CQC FTB inspection feedback critical

Internal

02/10/2017

31/01/2018

14 June 2018

Board Assurance Framework For Safe, High Quality Services - Detail
SR9
Board Lead

Strategic Risk

Target Risk Score

Tim Atack

Failure to successfully deliver the Forward Thinking Birmingham model and the planned benefits.

2X4=8

Actions
Action Description

Responsible Person

Target Date

Identify and implement options to reduce referral demand

Tim Atack

Options are being considered, including use of
alternative pathways

In Progress

Review Clinical Model

Tim Atack

Independent review complete

In Progress

CQC readiness preparation

Tim Atack

CQC inspections took place in July and September
2017, resulting in criticism of services; action now
subsumed in wider intervention plan (below)

Cancelled

Workforce review

Tim Atack

A Workforce Committee meets monthly to monitor
implementation of recruitment and retention plan
and workforce development opportunities. An STP
grup is reviewing the long-term workforce
requirements for mental health across the region.

In Progress

Resolution of additional inpatient costs issue

Tim Atack

Some additional investment has been agreed;
In Progress
however, this does not extend to transport or rehab
costs and demand still exceeds agreed investment.

Estate Review

Tim Atack

A monthly meeting has been established; options
In Progress
have been identified for expansion of Finch Road
and a replacement site for Blakesley and funding
converstations with CCG hae commenced; Oaklands
remains a challenge.

Commissioner-led Community Capacity Review

Tim Atack

Additional investment in 16+ beds and a nonrecurrent investment in FTB PIC beds agreed.

Bolster leadership arrangements

Tim Atack

04/12/2017

Actual Date

Action Notes:

Status

Complete

COO is seconded into the role of as Interim Mental In Progress
Health COO; a Mental Health Improvement Director
has been appointed for a 6 month secondment, due
to commence on 4 December; plan to recruit a
Mental Health Youth Director

14 June 2018

Board Assurance Framework For Safe, High Quality Services - Detail
SR9
Board Lead

Strategic Risk

Target Risk Score

Tim Atack

Failure to successfully deliver the Forward Thinking Birmingham model and the planned benefits.

Implement an Intervention Plan to address performance issues Fiona Reynolds

Priorities

Risk Score History
Date

Risk Score

13/11/2017

5X4=20

22/06/2017

4X4=16

31/03/2018

2X4=8

Intervention Plan in place July 2017; led by CMO
and Interim MH COO, supported by Associate
Director of Transformation; executive-led Oversight
Group; plan incorporates CQC issues; reports
monthly to FRC and CQ; reports monthly to Quality
Improvement Board with CCG and NHSE.

In Progress

14 June 2018

Board Assurance Framework For Safe, High Quality Services - Detail
SR10
Board Lead

Strategic Risk

Target Risk Score

Matthew Boazman

Failure to embrace innovation and service transformation and to deliver our ambitions for research
development

1X4=4

LatestUpdate
22/06/2017 New risk entered.

Reporting/Assurances

Corp Objectives

Reporting Mechanism

Assurance

Assurance Type

Board

Internal Audit on R&D (planned)

Internal

Last Date

Next Date

5
3
2

14 June 2018

Board Assurance Framework For Safe, High Quality Services - Detail
SR10
Board Lead

Strategic Risk

Target Risk Score

Matthew Boazman

Failure to embrace innovation and service transformation and to deliver our ambitions for research
development

1X4=4

Actions
Action Description

Responsible Person

Target Date

Establish new Research and Service Innovation Committee

COSI

18/07/2017

Draft integrated strategy to be developed and reviewed at
October committee

COSI & clinical director's

04/10/2017

Actual Date
18/07/2017

Action Notes:
First meeting held in July, TOR, membership and
work programme agreed

Complete

In progress

In Progress

Priorities

Risk Score History
Date

Risk Score

22/06/2017

4X3=12

ID

Priority
8

16

Status

To support and develop innovation in the delivery of care by redesigning a range of clinical pathways
To develop relationships with our partners and commissioners to support high quality, high value healthcare, for
children and young people across the West Midlands and beyond

14 June 2018

Board Assurance Framework For Safe, High Quality Services - Detail
SR11
Board Lead

Strategic Risk

Target Risk Score

David Melbourne

Failure to detect and contain risks to cyber security and protect its critical data sets

2X4=8

LatestUpdate
22/06/2017 New risk entered.

Reporting/Assurances

Corp Objectives

Reporting Mechanism

Assurance

Assurance Type

Finance And Resource Committee

Internal Audit IT controls 17/18 (significant assurance - BCH, partial a Internal

Last Date

Next Date

14 June 2018

Board Assurance Framework For Safe, High Quality Services - Detail
SR11
Board Lead

Strategic Risk

Target Risk Score

David Melbourne

Failure to detect and contain risks to cyber security and protect its critical data sets

2X4=8

Actions
Action Description

Responsible Person

Develop regular reporting through Information Strategy Group
to FRC.

Priorities

Risk Score History
Date

Risk Score

22/06/2017

4X4=16

Target Date

Actual Date

Action Notes:

Status
In Progress

14 June 2018

Board Assurance Framework For Safe, High Quality Services - Detail
SR12
Board Lead

Strategic Risk

Target Risk Score

David Melbourne

Failure to maximise the benefits of the integration of Birmingham Women's and Birmingham
Children's hospitals

2X2=4

LatestUpdate
22/06/2017 New risk entered.

Reporting/Assurances

Corp Objectives

Reporting Mechanism

Assurance

Assurance Type

Board

Programme Director reports demonstrate majority of PTIP actions co Internal

Last Date

Next Date

14 June 2018

Board Assurance Framework For Safe, High Quality Services - Detail
SR12
Board Lead

Strategic Risk

Target Risk Score

David Melbourne

Failure to maximise the benefits of the integration of Birmingham Women's and Birmingham
Children's hospitals

2X2=4

Actions
Action Description

Responsible Person

Deal with emerging issues through the new performance
framework.

Priorities

Risk Score History
Date

Risk Score

22/06/2017

3X4=12

Target Date

Actual Date

Action Notes:

Status
In Progress

14 June 2018

Board Assurance Framework For Safe, High Quality Services - Detail
SR13
Board Lead

Strategic Risk

David Melbourne

Failure to meet the objectives of the Waterfall House development

Target Risk Score

2X2=4

LatestUpdate
22/06/2017 New risk entered.

Reporting/Assurances

Corp Objectives

14 June 2018

Board Assurance Framework For Safe, High Quality Services - Detail
SR13
Board Lead

Strategic Risk

Target Risk Score

David Melbourne

Failure to meet the objectives of the Waterfall House development

2X2=4

Actions
Action Description

Responsible Person

Target Date

Actual Date

Action Notes:

Status

Set a trajectory for the reduction to clinically acceptable
levels of the number of children and young people who will

In Progress

Instal a generator as Plan B.

In Progress

Priorities

Risk Score History
Date

Risk Score

03/04/2018

4X4=16

22/06/2017

2X5=10

KEY ISSUES AND ASSURANCE REPORT
Audit Committee 22 May 2018

The Committee fulfilled its role as defined within its terms of reference. The reports received by the Committee and the
levels of assurance are set out below. Minutes of the meeting are available.
Issue

Assurance
Level

Internal auditAnnual Report

Internal Audit Annual Plan

Single Tender
Actions

External Audit accounts

Annual
Accounts

External Auditor
- quality report

Not
rated

Committee Update
The Committee received the annual report, noting
that there was a higher than usual number of
reviews with a partial assurance rating, as well as a
higher number of recommendations overall and
more recommendations rated high priority. The
Committee was assured that this reflected the
proactive use of internal audit to support areas of
risk and did not indicate issues of wider concern.
The Committee was assured by the Head of Internal
Audit Opinion of 'significant assurance with minor
improvement opportunities'.
It was noted that a small number of reviews from
the 2017/18 plan were outstanding and will be
presented at future meetings, this included FTB.
The Committee was assured that the plan was
balanced and well-rounded with a good mix of core
and risk reviews, which had been approved by the
Chief Officers. Reviews on workforce savings,
productivity and GDPR will be prioritised, followed
by CQC compliance reviews and Pharmacy. Risk
Management will be a key review for 18/19 and a
significant assurance rating will be critical for the
overall opinion.
A relatively high number of actions reflected the
year-end position. The Committee noted that the
report did not include those forms that were
rejected and was assured by the continued decrease
in retrospective actions.
The External Auditor reported overall an excellent
set of accounts despite an exceptionally complex
year, with an unqualified opinion on Value for
Money. The Auditor had scrutinised the Trust's
accounting treatment of its new wholly owned
subsidiary in considerable detail and ultimately was
satisfied with the approach, as described in the
draft management letter of representation.
Having reviewed the draft accounts in April, and
having received the assurance from the External
Auditor, the Committee agreed to recommend
approval of the audited accounts and the
Management Letter of Representation to the Board.
The 'Limited Assurance Opinion' provided assurance

Action/Recommendation

Timescale and
lead

Annual Report

Cyber Security

Rating

Not
rated

that the Quality Account met the requirements in
terms of content and was consistent with the
information the auditor was required to consider.
Two mandated and one local indicator had been
tested. There were minor issues only in relation to
neonatal 28 day non-elective readmissions (selected
for review by the Council of Governors) and 4 hour
A&E waits. However, a modified opinion had been
given in relation to 18 week referral to treatment
times (RTT). Although there were issues at both
sites, BCH services had demonstrated significant
improvement from the previous year, plus good
control of the issues, whereas there were a number
of issues related to data capture within Gynaecology
at BWH. The management response was presented
to the Committee by the Chief Operating Officer
who provided assurance that actions had already
commenced, including expanding the central team
to ensure consistency on data entry and validation
and implementing face to face training for the BW
team.
The Committee received and reviewed the annual
report and agreed to recommend it to the Board for
approval subject to some minor amendments.
The Committee received a summary of the Trust's
plan to address the recommendation s of the
internal auditor's review, noting that a SMART
action plan is in development, which will be
reflected in the Board Assurance Framework. While
it was recognised that implementing the
recommendations will strengthen the processes and
systems, the Trust has been able to respond
appropriately to ever cyber security alert and has
recently undertaken a self- assessment against
NHSE's 10 standards and was fully compliant.
The Committee was assured by the plan but agreed
that the Board's oversight of and the governance
framework in relation to cyber security require
consideration.

Assurance Key
Level of Assurance
Assured – there are no gaps.
Partially assured – there are gaps in assurance but we are
assured appropriate plans are in place to address these.
Not assured – there are significant gaps in assurance and we

are not assured as to the adequacy of action plans.

UNCONFIRMED

Present

Attending

Ref
1

BIRMINGHAM WOMEN’S AND CHILDREN’S NHS FOUNDATION TRUST
AUDIT AND VALUE COMMITTEE
Minutes of the meeting held on 22 May 2018, 13.30, Tutorial Room 3, BWH

Alan Edwards
Vij Randeniya
Judith Smith
Alex Borg
Phil Foster
Ian Howse
Emma Jeavons
James King
David Melbourne
Gwenny Scott
Thomas Tandy

AE
VR
JS
ABo
PF
IH
EJ
JK
DM
GS
TT

Apologies for absence

Deputy Chair/ Non-Executive Director (Chair)
Deputy Chair/ Non-Executive Director
Non-Executive Director
Chief Operating Officer (Acute Services) (item 8 only)
Director of Finance and Procurement
Deloitte
Deputy Company Secretary (minutes)
Deputy Director of Finance – Financial Accounting
Deputy Chief Executive Officer/Chief Finance Officer
Company Secretary
KPMG
Item

None.
2

Declarations of interest
None.

3

Minutes of meeting held on 26 April 2018
The minutes were approved.

4

Matters arising from meeting on 26 April 2018
There were no matters arising.

5

Feedback from other Board Committees
There was no feedback from other Committees.

6

Audited Final Accounts

Annual Accounts, External Audit and Annual Report

The Committee had reviewed the draft accounts at its April meeting and received assurance in the form of an
unmodified audit opinion and an unqualified opinion regarding Value for Money from the External Auditor in
relation to the Accounts, at item 7. Based on this, the Committee agreed to recommend the audited accounts
for approval by the Board.
Both the Committee and the External Auditor commended finance teams on the excellent set of accounts,
especially given the complexities within them as the first set for the fully integrated organisation and the
intricacies around the new subsidiary company.
7

External Audit Update
The documents below were tabled at the meeting for the Committee’s consideration.
BWC ISA260 Report, including Management Representation Letter
The Report confirmed an unmodified opinion on the Accounts and an unqualified opinion on Value for Money.
The External Auditors had considered in detail the Trust’s accounting treatment of the new subsidiary company
and, following discussions and clarification, had been satisfied with the approach taken and the work carried
out by the Trust with expert advice from KPMG.

1

UNCONFIRMED
An issue whereby submission into and approval of journal entries was able to be completed by the same
person had been identified and quickly resolved.
The report confirmed Deloitte’s independence and that they had not observed any evidence of management
bias within the accounts or management override of controls elsewhere.
The Committee discussed the Management Representation letter which it noted was standard except for two
additional representations relating to the BWCMS subsidiary company. The Committee was content with the
additions and agreed to recommend approval of the letter to the Board.
BWC Quality Report External Assurance Review
A modified “limited assurance” opinion was received on the Quality Report in relation to errors found in
start/stop time at the BW site for 18 week RTT. Otherwise, the External Auditors agreed that the Report met
the necessary requirements and found only minor issues in relation to the 28 day non-elective Neonatal
readmissions data, the locally selected quality indicator, and the other mandated indicator of 4 hour ED waits.
The Committee was concerned that a similar modification to the opinion had been received from the External
Auditors for the last Quality Report, however it was assured that the previous issue had related to a now
resolved concern at BC and that the same processes were being mirrored at the BW site to help resolve issues
there.
8

Annual Report, including audited Quality Account
The Committee received and reviewed the annual report and Quality Account, the latter in conjunction with
the External Auditors report, and agreed to recommend it to the Board for approval, subject to minor
amendments.

9

Head of Internal Audit Opinion

Internal Audit

The Committee received and was assured by the Opinion of 'significant assurance with minor improvement
opportunities'.
10

Internal Audit Annual Report 2017/18
The Committee received and noted the Annual Report which reflected a higher level of risk within the
organisation following integration. It also included a higher than usual number of reviews throughout 2017/18
that had been concluded with a partial assurance rating and 105 recommendations in total; however, the
Internal Auditor was assured that it had been utilised proactively to support areas of potential risk.

11

Internal Audit Plan 2018/19
The final plan was presented following review of a draft at an earlier Committee and discussion and approval by
Chief Officers. The Internal Auditor was content that the Plan covered a good balance of core and risk-based
reviews, including workforce savings, productivity and GDPR, for 2018/19 and the Committee approved the
plan, noting Risk Management would be a key review in year.
The Committee was advised that the Research and Development review report had been issued in draft form
and was to be received at the next meeting.

12

Board Assurance Framework (BAF)

Governance and Assurance

The Committee received and noted the BAF and was encouraged that a template to encourage more regular
updates of the document had been developed and was being shared with Chief Officers.
13

Single Tender Actions
The Committee received and noted the report with a lower number of submissions than the previous month

2

UNCONFIRMED
and though overall the number remained high, it was assured that this reflected a year-end position. The
Committee was assured by the continued reduction in the number of retrospective actions and plans put into
place to decline these in 2018/19.
14

Cyber Review: Management Response

Counter Fraud

The Committee received a report responding to KPMG’s review of Cyber at the Trust and four key themes for
improvement were discussed:
•
•
•
•

Expertise – the Trust had begun discussions with other local Trusts to share expertise on an SLA basis
Leadership – leaders within the Trust were encouraged to view cyber as an issues for all to own and the
communications team were working closely with IT to get messages out to teams regarding it
Systems and processes – these required development and would be linked to the ICT Strategy
Training – new as well as on-going training would be required to ensure the best possible engagement
in developments

The Committee welcomed the response however asked that a plan be drawn up including measurable
outcomes and target dates for them. The Committee also remained concerned about cyber security at the
Trust and agreed it remained a priority for the coming months and years, though some assurance was taken
from the immediate response which teams provided to large-scale and minor cyber security alerts to the NHS
on a sometimes weekly basis.
The Committee discussed the need to ensure governance and reporting regarding cyber security and the ICT
strategy as a whole was clear to promote ownership by everyone of the issues and scrutiny at the appropriate
level; the Committee was not assured that this was quite in place in the current model.
15

Any Other Business

Other

There was no other business.
Next meeting: 20 July 2018, 09.30, at Education Resource Centre, BWH
Decisions and Actions
Item

Decision/Action

Owner (s)
Due by

Update

3

UNCONFIRMED
BIRMINGHAM WOMEN’S AND CHILDREN’S NHS FOUNDATION TRUST
RESEARCH AND SERVICE INNOVATION COMMITTEE
Notes of the meeting held on 2 May 2018, 10.30 in Tutorial room 1 ERC, BWH
Present
Judith Smith
JS
Non-Executive Director (Chair)
Tim Barrett
TB
Consultant Paediatrician, Endocrinology and Diabetes (from item 7)
Alan Edwards
AEd
Deputy Chair/Non-Executive Director
Andy Ewer
AEw Director of Research and Development (BW)
Matthew Boazman MB
Chief Officer for Strategy and Innovation
Chris Chiswell
CC
Consultant in Public Health
Jeremy Kirk
JK
Director of Research and Development (BC)
Julie Taylor
JT
Professor of Nursing/SNAHPs representative (until item 11)
John Williams
JW
Managing Director of Birmingham Health Partners
Attending Emma Jeavons
EJ
Deputy Company Secretary (notes)
Ref
Item
1
Apologies for absence
David Adams.
2

Declarations of interest
Item 11 – JS declared that she was a Senior Associate of the Nuffield Trust.

3

Notes and Key Issues and Assurance Report of meeting held on 28 February 2018
These were agreed as an accurate record.

4

Matters arising from meeting held on 28 February 2018
There were no matters arising.

5

Feedback from other Committees
The Committee was advised that the Audit Committee had agreed to the development of a new Value Panel
which would consider topics of economy, efficiency and effectiveness. It was noted that the new panel would
need to draw on relevant research evidence and may on occasion draw on the expertise of the Research and
Service Innovation Committee (RSIC).

6

Governance
Research and Development Operational Delivery Group
There was no report from the Group.

7

Research and Development Performance Report
The Report was presented with the following highlights:
•
•

Recruitment to research trial targets were slightly behind plan
KPIs were as below:
o NIHR funding based on recruits for 17/18 – 4732 target, 4397 achieved
o Activity funding – 14% below expected

The Committee was advised that other combined women’s and children’s Trusts had around three times as
many recruits, though the Trust had typically less studies with a higher number of patients per study.
•

Operational issues included:
o Pharmacy – the study approval backlog in pharmacy had been cleared and the Committee
thanked the R&D and pharmacy team for their work in doing so
o Aseptic provision remained a significant challenge for research studies at the trust, with no

1

UNCONFIRMED

o

robust model yet confirmed to resolve this. The trust was relying on several external providers
at present; the Committee understood this was also a national pressure and NHS England had
commissioned Deloitte to review the situation and consider solutions for the NHS
There had been several challenging operational pressures in pharmacy, and in aseptic provision
in particular, however management changes had begun to address these

The Committee was concerned about the continued disruption to Aseptic provision and the impact it was
having on studies and service provision, particularly in Oncology, as well as the potential to be reputationally
damaging across national and international research partners. It was assured that several options were being
considered by the Chief Officers and and noted that development of model with UHB was emerging as the
preferred option. It was also noted that it would take some time to put provision in place and that external
provision of aseptic pharmacy would be required in the meantime.
The Committee agreed to ask the Board to consider whether the issues in Pharmacy should be added to the
Board Assurance Framework (BAF).
•
•

A Medicines and Healthcare products Regulatory Agency (MHRA) inspection of Pharmacy provision at
the Trust was due
Fundraising brochures were being developed for the key priority areas in the Trust Research Strategy
and the Committee will review them at its June meeting

ACTIONS:
•
•
8

Consider the addition of a risk relating to Pharmacy on the BAF
Review draft fundraising brochures for the Trust’s R&D priority areas

Birmingham Health Partners (BHP)

Workshop

The Committee received a verbal update from JW regarding the BHP, including:
• implementation of the new strategy for BHP;
• development of new management and governance arrangements for the thematic areas of the new
strategy;
• the Birmingham Life Sciences Park development; and
• branding for BHP and its partners.
The Committee looked forward to further updates in the future, in particular BHP work relating to women and
children’s health and mental health.
9

Genetics Tender

Strategy Development

The Committee received a verbal update regarding progress with the NHS England tender for genetics centres,
highlighting:
•
•
•
•
•

Thanks to the teams across the Trust and wider partners for their hard work to date
The bid had been submitted to NHS England in the previous week and a site visit was expected within
the next two weeks
The Finance and Resources Committee had been concerned with financial risks associated with
partners to the bid, however it had been assured following discussion about how these risks are to be
managed within the bid consortium
The lease for the current genetics service at BW to move to new accommodation in July in the
University Research Park on Vincent Drive had been signed, with appropriate break clauses included
Next steps in the process were to include price negotiations, contract award in summer 2018 and
mobilisation in autumn 2018

2

UNCONFIRMED
The Committee reiterated its thanks to the teams involved in the process and to MB for leading the important
work which had significant implications for the Trust’s research and innovation capacity and reputation.
10

Research Strategy: Implementation Plan
The Committee considered the draft research strategy implementation plan with key points made as follows:
•
•
•

Significant work had been completed on the plan so far
The Plan had been discussed by MB, JS, AE and JK with the Trust Chairman and the importance of
research to the Trust’s strategic direction and the Board’s focus on it was clear
The Plan’s focus was on ensuring robust ways of embedding R&D into the organisation as a whole and
doing this via a small number of high impact actions, focused on the priority areas in the Strategy

The Committee was keen that the key areas from the Strategy should align with those in the implementation
plan and agreed that it required further development, including:
•
•
•
•
11

Explicit reference to early career researchers and research opportunities and support for staff other
than doctors
Closer links with BHP’s strategy and implementation work to ensure alignment
Finding ways to ensure ownership of research and development work at clinical group level across the
trust
Developing an impact, timescale and cost grid for the plan.

Joint Research and Evaluation in Child Health – Nuffield Trust
The Committee considered and discussed the outline proposal put forward to the Trust by the charitable health
research foundation, the Nuffield Trust, for a study of factors influencing children’s health and the impact of
austerity on child health and outcomes in three cities and one rural location in the UK.
The Committee welcomed the research collaboration in principle and members were asked to send comments
on the outline proposal to MB.
MB and JS agreed to keep the Committee updated on the development of the project and associated workshop
sessions.

12

Syndromes without a name: Service use and further research
The Committee received this BWC report for information, and welcomed the update.

13

Other

Any Other Business
Internal Audit Report of R&D activity

The Committee was advised that the report by internal auditors KPMG would likely be ready to be presented to
it at the June meeting.
ACTION: present the internal audit report.
Research Showcase Day
The Committee was to be sent dates of the research showcase to be hosted at University Hospitals Birmingham
by the BHP in May.
ACTION: send dates to Committee members.
Close
Next meeting: 27th June 2018 @ BCH

3

UNCONFIRMED
Decisions and Actions

Item

Summary

7 – R&D
performance
report

Consider the addition of a risk relating to Pharmacy on the BAF.

13 – AOB

Review draft fundraising brochures for the Trust’s R&D priority
areas
Present the internal audit report.
Send dates to Committee members.

4

Owner(s)
Due by
MB
Jun 18
JK
Jun 18
MB
Jun 18
MB
May 18

Update

Scheduled
Scheduled

KEY ISSUES AND ASSURANCE REPORT
Magnificent 7 Capacity Transformation Programme Board June 2018
The Programme Board fulfilled its role as defined within its terms of reference. The reports received by the Programme
and the levels of assurance are set out below. Programme notes from the meeting are available.
Issue
Assurance
Committee Update
Action /
Timescale and
Level
Recommendation
lead
Clinical Variation
Project Brief to be July 2018
Steve Allen, Director of Performance, presented
developed for
Fiona Reynolds,
a paper on Clinical Variation, setting out a
approval
SRO
revised approach that reflected the
development of the national ‘Getting it right
first time’ (GIRFT) programme to cover more
August 2018
Share & debate
specialties within our organisation and feedback proposals for
Steve Allen
from the GIRFT visits that have already
measuring clinical
outcomes and the Director of
happened, which have mostly shown good
potential areas for Performance
performance when we are compared to other
in-depth review
organisations, rather than identifying any
with the Clinical
potential areas that could make major
Senate
improvements.

Steve proposed three objectives for the
workstream:•
•
•

To develop and publish effectiveness and
outcome measures for all of our services
To undertake one or more data-led reviews
of clinical ‘problem areas’ in 2018/19
To appraise options for development of a
clinical outcomes unit

The programme board welcomed the revised
approach, in particular the focus on ‘problem
areas’. It was felt that the Clinical Senate would
be the right forum to discuss and agree the
areas that should be addressed during 2018/19.
The programme board stipulated that the
workstream should aim for 3 areas of high
impact for inclusion within the project.
It was recognised that GIRFT was an important
element of our approach to addressing
unwarranted clinical variation and clinical teams
should be encouraged to continue to engage
with the NHS England Regional team who are
leading this programme.
The programme board agreed that the Clinical

Senate should also be engaged in developing
our approach to clinical outcome measurement.
Programme
Leadership

David Scott, Associate Director of
Transformation, presented the proposed
revised leadership structure of the programme
with identified SROs, project/clinical leads,
operational leads and project management
support.

Add clinical leads
for clinical
variation project
to programme
leadership
structure, once
identified.

July 2018

Benefits for each
project to be
described within
PIDs.

July 2018

David Scott,
Associate
Director of
Transformation

It was noted that the clinical variation
workstream clinical leads will depend on the
agreed areas of focus.
A revised programme board membership
proposal was presented and approved.
Benefits Map

David Scott presented a ‘work in progress’
benefits map. The map includes the Outputs,
Capabilities, Deliverables and Benefits as
described in the project briefs.
The next stage will be to map these for each
project, identifying what will be delivered and
how the changes will translate into tangible
benefits e.g. quality improvement or cost
saving.
This will require support from informatics and
finance and capacity in these areas was flagged
as a risk.

Project Briefs
Improving
Surgical Flow
Efficiencies
Increasing the roll

Alex Borg, Chief Operating Officer and Senior
Responsible Officer (SRO), presented the
project brief for Improving Surgical flow
efficiencies. The programme board agreed the
project brief.

David Scott,
Associate
Director of
Transformation

Capacity from
informatics and
finance to be
noted as a
programme risk

Project Initiation
Document to be
developed

July 2018
Alex Borg, SRO

out of 23hr/day
surgery
Improving
discharge
processes for
short stay
patients
Reducing short
term LoS for
medical patients
Reducing short
term LoS for
surgical patients

Konnie Tzifa, SRO for the 23 hour day case and
short stay and discharge workstreams, gave a
presentation providing an overview of the
proposed work in these areas.
The programme board approved the project
briefs for:•

Increasing the roll out of 23hr/day
surgery,

•

Improving discharge processes for short
stay patients and

•

Reducing short term LoS for medical
patients.

Project Initiation
Documents to be
developed

July 2018
Konnie Tzifa
SRO

Amend Project
brief for Reducing
short term LoS for
surgical patients

There was a more detailed discussion regarding
the ‘Reducing short term length of stay for
surgical patients’ project brief.
There was some debate regarding the link to
paediatric orthopaedic surgery that is going to
transfer from the Royal Orthopaedic Hospital
NHS Foundation Trust.
The programme board agreed that this needed
to be clarified in the PID and the deliverables
needed to be strengthened.
AOB
Paediatric
Network
Staffing/Resource

Assurance Key
Rating

Mary Montgomery, SRO for Paediatric
Networks, raised concerns that the Paediatric
Critical Care Network (PCCN) and paediatric
Network Project between UHB-HGS and BWC,
linked to the STP, is insufficiently resourced to
meet the requirements of the Paediatric Critical
Care CQUIN and the project outcomes for the
local paediatric Network Project.

DM to meet with
MM to discuss
requirements

July 2018
David
Melbourne,
Chief Financial
Officer/ Deputy
CEO

Level of Assurance
Assured – there are no gaps.
Partially assured – there are gaps in assurance but we are assured appropriate plans are in place to
address these.
Not assured – there are significant gaps in assurance and we are not assured as to the adequacy of
action plans.

