BIRMINGHAM WOMEN’S AND CHILDREN’S NHS FOUNDATION TRUST
Board of Directors’ Meeting: Part I in Public
10.00, 2 October 2018, at Education Resource Centre, Birmingham Women’s Hospital
AGENDA
Ref

Item

1
2
3
4
5

Chairman’s Welcome and Introduction
Apologies for absence
Declarations of interest
Minutes of meeting held on 31 July 2018
Approval
Matters arising from meeting held on 31 July 2018
Assurance
Performance: Quality, Workforce, Operations and Finance: 10.05 -11.20
Integrated Performance Report – Month Five
DM
Assurance
Quality
DR
Assurance
• Report and minutes from Quality Committee
• Quality Report
Finance and Resources
Assurance
SN
• Report and minutes from Finance and Resources Committee
• Resources Report
AE
• Verbal report from Value Scrutiny Panel
All
• Board debate: productivity and workforce

6
7

8

Lead

Purpose

Report type

Enc 01

Enc 02
Enc 03

Enc 04

9

Break: 11.20-11.30
Governance, Committees and Executive Briefing: 11.30-12.30
Emergency Planning and Resilience Response
AB
Approval

Enc 05

10

Freedom to Speak Up Guardian Quarterly Report

SB

Assurance

Enc 06

11

Board Assurance Framework*

GS

Assurance

Enc 07

12

Use of Trust Seal*

GS

Approval

Enc 08

13

Audit Committee

AE

Assurance

Verbal

14

Research and Service Innovation Committee

JS

Assurance

Verbal

15

Report from Trust Subsidiaries, including Annual Accounts

DM

Assurance

Enc 09

16

Transformation Board

SJM

Assurance

Enc 10

17

Chief Executive’s Report

SJM

Information

Verbal

Other: 12.30-13.15
18

Any other business

19

Questions from members of the public present

20

Patient Story

Verbal
MM

Information

CLOSE BY 13.15
* These items will be taken as read and approved or noted without discussion unless requested by
Board members and agreed by the Chairman prior to the meeting.

Presentation

Present

BIRMINGHAM WOMEN’S AND CHILDREN’S NHS FOUNDATION TRUST
Minutes of the Board of Directors’ Meeting held in Public
09.30, 31 July 2018, at Education Centre, Birmingham Children’s Hospital

Bruce Keogh
Tim Atack
Matthew Boazman
Alex Borg
Sara Brown
Alan Edwards
Sarah-Jane Marsh
Michelle McLoughlin
David Melbourne
Sue Noyes
Vij Randeniya
Fiona Reynolds
David Richmond
Judith Smith
Gwenny Scott

Attending
Ref
1
Chairman’s welcome and introduction

BK
TA
MB
ABo
SB
AE
SJM
MM
DM
SN
VR
FR
DR
JS
GS

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
Chief Nursing Officer
Deputy Chief Executive/Chief Finance Officer
Non-Executive Director
Deputy Chairman/ Non-Executive Director
Chief Medical Officer
Non-Executive Director
Non-Executive Director
Company Secretary (minutes)
Item

BK welcomed all those present, attending and observing to the meeting.
2

Apologies for Absence
Niti Pall, David Adams.

3

Declarations of Interest
There were no new declarations.

4

Minutes of Board meeting held in public on 28 June 2018
The minutes were approved as an accurate record of the meeting.

5

Matters arising from Board meeting held in public on 28 June 2018
The actions from the last meeting were all complete.

6

Performance: Quality, Workforce, Operations and Finance
Integrated Performance Report
The Board’s discussions focused on the following key points:
• Activity overall was lower than plan except in community mental health.
• Performance against key operational targets was therefore strong, apart from the Early Intervention
Service, the two-week wait target in gynae-oncology and the genetics turnaround target.
• Despite the decrease in activity temporary staffing had increased and substantive staff numbers had not
reduced.
• Decreased productivity was one of the drivers of the financial position, which was significantly behind plan.
Other drivers included performance against the efficiency target, the FTB financial position and the impact
of the delay to Waterfall House. Half of the Trust’s flexibility for the year had been used to reduce the
deficit to help the Trust improve its financial position against plan in quarter one..
• A range of opportunities were being used to communicate this picture to staff; feedback indicated that it
resonated with the real experience for many staff, with many feeling less busy.
• Ways to improve planning around demand were being considered in collaboration with the divisional

1

leadership teams. A new Chief Executive’s Leadership Group meeting would be used to engage with clinical
leaders and to ensure a consistent message.
• Key quality issues were a harm review of the gynae-oncology two-week waiting list breaches (see below),
and the plan for a harm review of FTB 52-week waiting list breaches. Safety in theatres was an area of focus
following a number of never events.
7

Quality
The minutes and Key Issues and Assurance Report from the June Quality Committee meeting were received
and noted. A verbal update from the July meeting was provided and the following key points were discussed:
Harm review: gynae-oncology
A number of breaches of the two-week wait target had occurred due to a significant increase in demand. The
review had identified no harm to the relevant patients. Indeed, none of the patients referred on that pathway
over the last three months had received a confirmed diagnosis of cancer, which brought into question the
referral criteria. A change in the referral process meant further increases in demand were likely across all
cancer services. Staff were working with commissioners to review this.
Abortion Care
A review by the internal auditor provided significant assurance regarding the service but there were concerns
with parts of the patient pathway outside the Trust. Discussions with commissioners were also required
regarding the Trust’s provision of a service for under 13s, which the Board supported, and the resilience of the
national service for late abortions.
Theatres
A report of an anonymous audit of the WHO checklist provided some assurance, with improvements still
required for parts of the process. Analysis of the recent never events indicated there were some issues in a
particular theatre, which was therefore under review.
Forward Thinking Birmingham
The intervention plan update and the report from the Oversight Group gave assurance of some improvements
in the fundamentals of care but waiting lists, agile working and workforce remained significant issues.
Non-Clinical Risk
Following a fire in Pharmacy the fire service had made a number of recommendations, which if not met could
result in an improvement notice if another fire were to occur. The subcommittee was maintaining close
oversight of the plan and VR planned a visit of the area to provide expert insight.
Quality Report
•
•
•
•
•

8

The Healthcare Safety Investigation Branch had been asked to review the strength of the Trust’s action
plans in response to the recent never events.
None of the mortality review processes had raised any alarms. There was, however, one death that would
be reviewed as a serious incident.
The Trust had received a civil claim from a woman regarding her treatment by Miles Bradbury; this was
the first case relating to the Children’s Hospital and the first claim by a female. The Trust had reviewed
and audited its chaperone policy in response.
There had been an increase in FTB PALS contacts and complaints regarding waiting.
Comments regarding food at the Children’s Hospital had improved.

Finance and Resources
The minutes and Key Issues and Assurance Report from the June Finance and Resources Committee meeting
were received and noted. A verbal update from the July meeting was provided and the Resources Report was
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received.
Key points of discussion were the concerning financial performance in quarter one, particularly in FTB, and the
need to review management of staff vacancies to support the delivery of the workforce efficiency plan.
The Board considered the Trust’s historical approach to recruiting to establishment as this limited the ability
to flex the workforce to meet demand. Changing this approach would require a substantial cultural shift.
Proposals were in development to implement a unitary board structure within divisions. The aim was to
provide a more consistent approach and increased accountability in relation to quality, operations, workforce
and finance.
9

Governance

Report from Audit Committee

The Board received the Key Issues and Assurance Report from the July meeting and a verbal report from the
first Value Scrutiny Panel, which had focused on reducing unwarranted clinical variation. A detailed report
would be submitted to the Board.
10

Report from Research and Service Innovation Committee
The Board received the minutes from the June meeting, which had previously been reported verbally.

11

Board Assurance Framework
The Board approved the new format and revised content and approved the recommendations.

12

Report from Capacity Transformation Board
There has been some good progress overall, although clinical variation was rated ‘red/amber’ as there was
insufficient clarity around the value attached to the project, or the resources in place to deliver against it.

13

Chief Executive’s Report

Executive Briefing

SJM verbally reported on the following:
•
•
•
•
•

Waterfall House official opening.
The Trust had been recognised in the National Institute for Health Research league tables.
The Trust’s paediatric hydration care bundle had been shortlisted for a HSJ Patient Safety Award.
The Cardiac Team had returned from teaching and sharing clinical expertise in Malaysia.
The youth volunteering programme was live, with 60 young people taking part so far and providing positive
feedback.
• A Children’s Hospital visit from Sir Lenny Henry, who indicated his wish to support the Trust.
• Star of the Month Awards:
o BC staff nominated: Miriam Sadler, Rheumatology Secretary
o BC patient/family nominated: Wheelers Lane Technology College
o BW staff nominated: Nicola Round, Antenatal Ward Sister
o BW family nominated: Neonatal Nurses
14

Any other business

Other

BK spoke to the Board about his ambition to improve the way the Trust assesses quality through better
measurement of patient outcomes. The Board agreed to hold a development session on the topic.
15

Questions from members of the public present
None.
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16

Patient Story
The Board heard a story from Sheila Musgrave, which focused on her experience as a carer of a Forward
Thinking Birmingham service user and the importance of engaging and communicating with carers proactively
throughout the patient journey. The Board supported the need for an improved culture of engagement with
carers throughout FTB and thanked Sheila for her powerful story.
Close

ITEM
None

ACTIONS/DECISION LOG
ACTION/DECISION

LEAD/DATE

STATUS

4

Integrated Performance
Report
August 2018, Month 5

Integrated performance

Operational
Elective activity (i.e. elective inpatients and day cases) was just above plan in
month but is 2.4% below plan for the year to date. when you include day cases and
elective inpatients. This underperformance is being driven by elective inpatients
which are 11% below plan in month and 10% below plan year to date.. Outpatient
activity is significantly down both in month and year to date. This is particularly the
case in follow up activity which is down on plan by 6%.
Performance across most key operational targets was very good. The Trust again
achieved the 18 week RTT target, the 6 week diagnostic target (2 MRI breaches)
and there was a noticeable improvement in cancelled operations (21 on the day).
We also hit the Emergency Department access standard, which had its strongest
performing month this year.
The Trust continued to struggle with our oncology 2 week target in July but the
numbers show that this target has been met in August (reported formally next
month, although referrals continue to remain high.
We still have large numbers of patients on our mental health service waiting lists but
this varies across hubs. The list at Finch Road is falling and they are meeting all
the local waiting times targets. We have met our Early Intervention 2 week wait
target but this is still an area of concern due to the capacity and caseloads held by
the staff.
Staffing pressures on PICU which meant that we could not consistently sustain 29
beds open in August and this could be a concern as we enter the busy winter
months, although there are a number of new nurses starting in September.

Finance
In month five, clinical income was in a better position but is not quite
where we could have expected it to be at this point in the year especially
given the opening of WFH at Steelhouse Lane.
However, our expenditure remains higher than plan due in the main to
three key areas:
•

Efficiency plans, which are currently achieving 80% of what we had
expected

•

There is an imbalance between our payroll costs and activity levels our pay bill by month five was £2.8m higher than our planned
position agreed by the Board and included in local operational plans.

•

FTB where we continue to see a high demand for over 18 inpatient
beds and high staff costs. The former is a result of high demand – for
example 62 beds compared to the 50 contracted during August; the
latter is generally driven by high use of agency staff.

The result of these pressures is that we have an overspend of £984k by
the end of August against a target of a £2.3million surplus - £3.3million
from plan.

Quality
Workforce
The overall pay bill is not falling in line with the cost improvement programme Use
of temporary staff remains high at 7.52% of pay bill in August (7.66% in July).
Although improved, turnover still remains high and is causing a pressure and links
to the reliance on temporary staff. This is particularly the case in our mental health
services – corporate and mental health services have both seen increases in
temporary staff – there are reductions elsewhere in the Trust.
Sickness absence continues to show an upward trend, with particular increase in
stress/mental health related absences.
There has been an improvement in mandatory training across the trust. We have
seen a worsened position on our appraisal rates, particularly low in corporate and
MH services.

There has been a noticeable drop in the total number of incidents
reported; this is comparable to previous years.
There has been a reduction in unexpected admissions to NICU as a
result of changes in process for reviewing babies who had failed the
pulse oximetry test on the ward. A paediatrician will now attend the ward
to review rather than the baby be taken to the NICU in the first
instance.
We have had one extravasation injury resulting in moderate (or greater)
harm which is being investigated as an SI. A project looking into
extravasation injuries in already underway, with a focus upon
prevention, compliance to process, early identification and a revised
escalation process.
The Trust received the outcomes of two recent inquests, where the
coroner has expressed concerns and issued prevention of future deaths
reports regarding our neonatal and FTB services.

KEY ISSUES AND ASSURANCE REPORT
Quality Committee 24 July 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

Harm review: gynaeoncology 2-week wait

Internal Audit: Abortion
Care Service

Theatre Safety: Secret
Audit Results

Forward Thinking
Birmingham

Integrated Assurance
Report

Not
rated

Quality Report

Not
rated

Committee Update
The review provided assurance that none of
the women who had waited over 2 weeks had
experienced harm as a result; indeed none of
the women referred on this pathway during
the relevant period had received a positive
cancer diagnosis. The Committee was
concerned, however, that a change in primary
care policy was likely to result in a further
increase in referrals on this pathway across
oncology services, which could divert resource
from other cancer pathways and other
services.
The Committee was assured regarding the
improvements made following CQC’s 2016
rating of Requires Improvement, though noted
the improvement plan was not yet complete.
The Committee supported in principle an
extension of the service to include under 13s,
who currently needed to referred out of
region. The Committee would wish to be
assured however as to the Trust’s ability to
extend the late abortion service.
Improvement on the previous audit results was
demonstrated, however, further work was
required in some areas. A Board walkabout had
revealed greater staff engagement and a better
understanding of issues; a further walkabout
would ensure the involvement of medical staff.
The Committee was partially assured by the
results of the audit but was not yet assured
that the improvement plan would deliver the
change needed at sufficient pace.
The Committee was encouraged by the further
improvements in the self-assessments and
requirement notices and optimistic for
continued improvement in the fundamentals of
care. However, significant concerns remained
about management of capacity and the
financial position. Recent concerns had also
emerged about medical engagement.
The Committee noted some areas of concern
highlighted by CQC’s monitoring tool, Insight,
which could reflect pressure within the Trust.
The Committee focused on:
• 2 never events in surgery at BC.
• Continued concerns regarding rates of
incidents causing moderate harm.
• An indirect maternal death in January had
been reviewed with no indications of

Action/Recommendation
Provide an update
following discussions
with commissioners.

Timescale
and lead
AB, Sept 18

Share audit results with
all theatre staff.

FR, Aug 18

Update at next meeting.

FR, Aug 18

DR to support
engagement with the
medical workforce.

DR, FR, TBC

1

Mortality Report

Not
rated

People Report

Not
rated

Medical Revalidation
Annual Report
Board Assurance
Framework

Not
rated

Non-Clinical Risk
Coordinating Committee

Clinical Safety and
Quality Assurance
Committee
Workforce Committee
Information Governance
Committee

Rating

concern.
• A continued lack of IUGR data – a
fundamental maternity safety indicator.
The Committee was reassured this would
appear in the next report.
• Two incidents where both hospitals could
learn from each other, having experienced
similar incidents in the past.
• PALS contacts continued to increase.
• Following a claim regarding Miles Bradbury
the Trust’s chaperone policy and process
had been reviewed.
One death would be reviewed as a serious
incident. The Committee noted a third month
with high numbers of neonatal deaths; the
Committee was reassured that a review by
MBRACE found the mortality review process
robust and self-critical.
The overall picture was noted to be declining,
with indicators including sickness and retention
causing concern and reflecting staff morale.
The Committee was assured by the process,
though noted the need for a single electronic
tool. The Statement of Compliance was
approved.
The Committee welcomed the new format,
approved the refreshed content and supported
the recommendations.
The subcommittee had not been assured by
the response to the recommendations of the
fire service relating to fire safety in the
pharmacy and had requested an improved
action plan.

Update at next meeting.

AB, Sept 18

The Committee was assured that the
subcommittees were effectively overseeing
the matters within their terms of reference.

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
QUALITY COMMITTEE
Minutes of the meeting held on 24 July 2018, 09.30, Education Resource Centre, BWH
Present

David Richmond
Tim Atack
Alex Borg
Sara Brown
Michelle McLoughlin
Fiona Reynolds
Judith Smith
Steve Allen
Kat Cleverley
James Mullins
Gwenny Scott

DR
TA
AB
SB
MM
FR
JS
SA
KC
JM
GS

Non-Executive Director (Chair)
Chief Operating Officer (Mental Health Services) (until item 7)
Chief Operating Officer (Acute Services)
Interim Chief Officer for Workforce Development
Chief Nurse
Chief Medical Officer
Non-Executive Director
Attending
Director of Performance
Deputy Company Secretary (minutes)
Director of Mental Health Improvement (item 7 only)
Company Secretary
Ref.
Item
1
Welcome and apologies for absence
Sue Cordon, Louise Rudd, Caron Eyre, David Adams
2

Declarations of interest
None.

3

Minutes and Key Issues and Assurance Report of the meeting held on 27 June 2018
Approved.

4

Matters arising from the meeting held on 27 June 2018
Clinical Outcomes
ACTION: A brief paper regarding proposals for work around Clinical Outcomes will be presented in
September.
Harm Review
The Committee was assured that no harm had come to patients following delays in the Gynaecology cancer
two-week wait pathway. However, the Committee was alerted to an issue whereby there is likely to be an
increase in patients coming through the two-week wait pathway due to a change in national GP templates,
which will have an effect on resources. There was also concern regarding patients diagnosed with cancer
through the 18 week-wait pathway, and that focus on ‘worried well’ patients on the two-week wait pathway
will miss more serious cases.
ACTION: FR is reinstating joint clinical commissioning meetings with Birmingham and Solihull CCG from
September to discuss this issue. It will also be raised at Board as an area of concern.
DisabledGo
ACTION: Feedback will be received in September, with a more detailed update to the Committee in March.

5

Feedback from other Committees
None.

1

UNCONFIRMED

6

Detailed Assurance Reviews
Internal Audit: Abortion Care Services
The Committee received the internal audit report for abortion care services which had been completed by
KPMG in April. The Committee was encouraged to see that significant improvement had been given as a
result.
The Committee was further assured of improvement within the service, including the following:
•
•
•
•
•
•
•

There is now a dedicated Termination of Pregnancy list on a Friday afternoon to ensure that cases
are appropriately planned.
In recognition of the emotional impact on staff, support and counselling sessions have been put in
place.
There is a close working relationship with the bereavement team with support during all stages of
care.
Ultrasound Scan guidance is now in place for all surgical abortions with both consultants fully
trained.
Implementation of e-Roster has ensured that arrangements are planned with staff who are
comfortable with their duties.
Issues in image quality have been addressed with a high spec scanner now in place.
Abortion care competencies have been completed and are currently being implemented.

The Committee was informed of the next steps to continuously improve the service, as follows:
•
•
•
•
•
•

Ensure that all team members that consent to provide Abortion Care have completed their
competencies.
That we will progress discussions with our commissioners about Abortion Care services and the
growth in this service we have seen is commissioned appropriately.
Progression of the Business Case to support this growth in services and also the increased complexity
of cases particularly those requiring additional mental health support.
That we continue to monitor our compliance with statutory guidance and report that as part of our
performance dashboards.
That we take steps to keep waiting times from referral to treatment within the required guidelines.
That we continue to support and develop all of our staff groups in the provision of this service.

ACTION:
•
7

There will be a review into referral times to establish the reason behind some of the three week gaps
between initial referral and receipt of referral at Birmingham Women’s (BW).

Theatre Safety: Secret Audit Results
The Committee received the report, noting some assurance that the results have improved since the last
audit.
The Committee remained concerned about the adherence to the WHO checklist as certain elements, such as
the debrief, were not being fully carried out at the end of every theatre session. The Committee noted that
issues such as clinical leadership and staffing were ongoing problems that needed resolving.
ACTIONS:
•

A full internal audit will be carried out in all theatres at Birmingham Children’s (BC)

2

UNCONFIRMED

8

•

The Committee will receive monthly updates on theatre safety and never events

•

A safety walkabout will be arranged with theatre staff and medics

•

A joint piece of work will be carried out with the Healthcare Safety Investigation Branch (HSIB) to
utilise their wider experience of never events

Forward Thinking Birmingham
•

Intervention Plan

The Committee received the report, noting some assurance from the improvements that had been made
within the Eating Disorders service, infection control rates, and comprehensive care plans and risk
assessments. The Committee also noted that the CQC had rated Oaklands as ‘requires improvement’ from
‘inadequate’.
The Committee was informed that staffing remains an issue. HR leads are completing a workforce plan which
is expected by the end of July, and recruitment is underway for additional administrative and clinical staff.
The Committee was informed that waiting lists are also an ongoing challenge. An Improvement Day is
planned to focus on discharge and exit criteria, and hub management are being engaged to establish better
patient flow.
The Committee noted that a session had been held with FTB and Tier 4 Inpatient consultants, and as a result
a further session will be held in the autumn to discuss future models of mental health.
ACTION:
•
9

DR will attend the session in autumn

Integrated Assurance Report

Standard Assurance Reports

The Committee received the report and it was noted that the CQC may review theatre safety in more depth
during their next visit, as never events are further highlighted.
10

Quality Report
The Committee received the report; the following key areas were highlighted:
•

Two new surgical never events have been reported; these cases related to a retained swab in the
abdomen, and a wrongful incision on a plate that did not need removing.

•

Moderate harm incidents are reducing.

•

Three Serious Incidents Requiring Investigation (SIRIs) were reported; these cases related to a
Forward Thinking Birmingham (FTB) patient suspected of a violent crime, an indirect maternal death
due to a fall from an epileptic fit, and a surgical complication during the removal of ovaries which
resulted in a damaged bowel.

The Committee discussed the safeguarding issue related to the member of staff at Addenbrookes Hospital
and the need to raise awareness of the Trust’s Chaperone Policy, including clearly referencing it in
appointment letters.
11

Mortality Report
The Committee received the report.

3

UNCONFIRMED

The Committee agreed that mortality benchmarking data would be continued to be received.
12

People Report
The Committee received the report; the following key areas were highlighted:

13

•

Sickness absence has increased, particularly stress-related absence.

•

Specialised Medicine continues to have a particularly high sickness absence rate.

•

There is a challenge regarding the Trust’s ability to meet requests for flexible working, which is
having an impact on retention. A review of this is being undertaken.

Governance and Sub-Committee Reports
Medical Revalidation Annual Report
The Committee received the report and were assured by the governance structure around the revalidation
process. The Committee recommended that the report be signed by Sarah-Jane Marsh, CEO.
ACTIONS:
•

14

Negotiations will continue with University Hospitals Birmingham (UHB) for a single electronic system
across BW and BC sites.

Board Assurance Framework
The Committee received the newly formatted report, noting that the BAF would be presented monthly with
more detailed quarterly reviews.

15

Clinical Safety and Quality Assurance Committee
The Committee received the report.
ACTION:
•

16

A report on Investigational Medicinal Products (IMP) will be brought to the Committee in September.

Workforce Committee
The Committee received the report.

17

Information Governance Committee
The Committee received the report.

18

Non-Clinical Risk Coordinating Committee
The Committee received the report, noting that there was disappointment with the response to the
Pharmacy fire at BC.

19

Other

Any other Business
None.

Close
Next meeting: 25 September 2018, 09.30 at BWH
ACTION/DECISION LOG
Item

Summary of Action

Owner(s)
Due date

Update

4

UNCONFIRMED

4 – Harm
Review

FR is reinstating joint clinical commissioning meetings with
Birmingham and Solihull CCG from September to discuss the issue of
the gynaecology cancer two-week wait pathway.

FR –
September
/October

It will also be raised at Board as an area of concern.

DR – July

4 - DisabledGo

Feedback will be received in September, with a more detailed update
to the Committee in March.

Scheduled

6 – Internal
Audit: Abortion
Care Services

There will be a review into referral times to establish the reason
behind some of the three week gaps between initial referral and
receipt of referral at Birmingham Women’s (BW).

SB –
September
/March
AB
MM –
September
/October

7 – Theatre
Safety: Secret
Audit Results

A full internal audit will be carried out in all theatres at Birmingham
Children’s (BC).

7 – Theatre
Safety: Secret
Audit Results

The Committee will receive monthly updates on theatre safety and
never events.

FR monthly

Scheduled

7 – Theatre
Safety: Secret
Audit Results
7 – Theatre
Safety: Secret
Audit Results

A safety walkabout will be arranged with theatre staff and medics .

FR

A joint piece of work will be carried out with the Healthcare Safety
Investigation Branch (HSIB) to utilise their wider experience of never
events.

FR

8 – Forward
Thinking
Birmingham
13 – Medical
Revalidation
Annual Report
15 - Clinical
Safety and
Quality
Assurance
Committee

DR will attend the session in autumn to discuss future models of
mental health.

DR October

Negotiations will continue with University Hospitals Birmingham
(UHB) for a single electronic system across BW and BC sites.

SB

A report on Investigational Medicinal Products (IMP) will be brought
to the Committee in September.

FR September

Scheduled

5

Report to Board of Directors
Agenda item:

7

Enclosure Number:

Date

2 October 2018

Title

Quality Report

Author /Sponsoring
Director/Presenter

Michelle McLoughlin, Fiona Reynolds

3

Caron Eyre, Louise Rudd, Bryan Healy, Nicki Fitzmaurice, Michelle Ross

Purpose of Report

Tick all that apply 

To provide assurance



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

Summary of Report

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

The report describes key quality metrics and issues emerging in August 2018
This month the Quality report is supported by a summary report and dashboard of key Quality metrics.

Recommendation

The key areas to note are:
•

Continuing incidences of e-coli cases

•

Reduction in unexpected admissions to NICU as a result of a change in
process for reviewing babies who failed the pulse oximetry test on the
ward.

•

We have had one extravasation injury resulting in moderate (or
greater) harm which is being investigated as an SI.

The Trust received the outcomes of two recent inquests, where the coroner
has expressed concerns and issued prevention of future deaths reports
regarding our neonatal and FTB services. A further inquest is scheduled during
September where we anticipate a critical conclusion and possible prevention
of future deaths report for our FTB service.

Executive Summary

There has been a noticeable drop in the total number of incidents reported; this is comparable to previous years. There has been a reduction in unexpected admissions to NICU as a result of changes in process for reviewing babies who had failed the
pulse oximetry test on the ward. A paediatrician will now attend the ward to review rather than the baby be taken to the NICU in the first instance.
We have had one extravasation injury resulting in moderate (or greater) harm which is being investigated as an SI. A project looking into extravasation injuries in already underway, with a focus upon prevention, compliance to process, early
identification and a revised escalation process.
The Trust received the outcomes of two recent inquests, where the coroner has expressed concerns and issued prevention of future deaths reports regarding our neonatal and FTB services.

In Month Narrative/Comments
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to NICU.
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before recovering in October.
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Previous we reported on the
potentially avoidable deaths /
1000 admissions however this
is not a sensitive measure. It
has been replaced by total
deaths per 1000 admissions to
observe the trend over time.
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We have had one extravasation injury resulting in
moderate (or greater) harm which is being
investigated as an SI. A project looking into
extravasation injuries in already underway, being led
by the Lead nurse for patient safety.
The Maternity Safety Thermometer data is based on
a snap shot of inpatients on one day per month. The
Maternity Directorate is continuing to review this
data to understand why the perception of harm free
care has reduced, and whether there are any
improvements in care we can make.
New Indicator introduced last quarter: 100% of
patients will have IV antibiotics within 1 hour of
confirmed or suspected sepsis - Gynaecology
(Quarterly)

In Month Narrative/Comments
Clinical Treatment has been reported by several complainants who have reported
inaccurate diagnosis’/observations ,and that the quality of care has been poor.
These were raised in Surgery A, Surgery B, and Urgent and Critical Care.
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Mental Health received 27 PALS contacts, 37% were regarding communication ;
including patient and families not being listened to, and inadequate information
shared. 19% were regarding appointments, including delays and queries around
referrals. The highest reporting department was Blakesley Centre with 30% of all
FTB contacts.
Gynaecology received 46 PALS contacts, 63% (29) were regarding communication
and of those, 18 were regarding phone calls not being answered within various
gynaecology departments. This has been escalated and an audit is being carried out
to understand the root cause. 15% were regarding delays in outpatient
appointments.
Our most positive comments are in relation to staff values (587), behaviours and
patient care (149). A total of 64 % positive comments received overall.
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PALS contacts

Gynaecology received 2 complaints in August, which is a marked improvement from
the 6 received last month. One of the complaints was regarding Surgical Sperm
Retrieval which has been a recurrent theme through PALS over the past 6 months
due to continued challenges with the service. The other complaint was regarding a
potential missed opportunity to operate on an ovarian cyst during early pregnancy.

Our most positive comments are in relation to staff values (587), behaviours and
patient care (149). A total of 64 % positive comments received overall.
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Summary/Emerging Themes From Patient Experience

The Patient Experience Team have experienced problems with the FFT data input system, which has been attributed to the merger of the IT systems in the move to the new server. This is due to be complete in
October and we are hopeful that the issues experienced will be resolved. Most teams have seen a reduction in survey collections, with the exception of Wards 7 & 8 who have doubled their response rates this month,
reaching 99, their highest collection in the last year.
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Key Quality Messages from
BWCH August 2018
BWH

BCH

FTB

BWC
Total

BWC
(FYTD)

Never Events
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C. diff
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MRSA
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0
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E. coli
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Validated
Extreme Risks
(Quality)

3

10

4

17

n/a

Mortality

See commentary in report

Infection
Control

Topic

Quality points
to note

See commentary in report

• Noticeable drop in total number of incidents being reported – this low is a pattern seen each year as incident reporting
typically drops into September before recovering in October.
• Need to look at what we are measuring for e-coli – always red suggests we are measuring the wrong thing, have our
thresholds wrong or have a problem which we cannot resolve.
• Reduction in unexpected admissions to NICU as a result of a change in process for reviewing babies who failed the pulse
oximetry test on the ward. Now a paediatrician will attend the ward to review the baby with a machine similar to the one
used on NICU. This has reduced the number of unexpected admissions to NICU.
• We have had one extravasation injury resulting in moderate (or greater) harm which is being investigated as an SI. A project
looking into extravasation injuries in already underway, being led by the Lead nurse for patient safety.
• The Trust received the outcomes of two recent inquests, where the coroner has expressed concerns and issued prevention
of future deaths reports regarding our neonatal and FTB services. A further inquest is scheduled during September where
2
we anticipate a critical conclusion and possible prevention of future deaths report for our FTB service.

BWCH Combined Quality
Metrics
BWC Quality (Safety) dashboard
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≥moderate harm
Number of incidents reported resulting in any
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131
harm
Number of incidents/1000 admissions
Trend over time 2.19
reporting ≥moderate harm
Number of incidents/1000 admissions
Trend over time 28.65
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SIRIs
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3
Never Events
≥1
0
0
Number of Medication incidents resulting in
≥2 ≥1 0
0
≥Moderate Harm
>Infection control
C-diff cases
≥1
0
0
MRSA cases
≥1
0
0
MSSA cases
≥4 ≥1 0
1
E-coli cases
≥1
0
1
Flags

Status

Comments

MSSA 2

BCH site:
• x1 post-48h on PICU, source not established.
• x1 post-48h on ward 18, considered to represent neutropenic sepsis rather than a line infection.

E. Coli 2

BCH site: x1 pre-48h infection in neutropenic haematology patient.
BWH site: x1 pre-48h maternity infection in patient with endometritis, considered unavoidable.

Infection
control
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BWH Quality Strategy Metrics
BW Quality (Safety) strategy dashboard
>Learning from Excellence
Number of Learning from Excellence Reports
>No preventable deaths
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Attendance at Mandatory PROMPT
training All other applicable staff
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Comments
The Maternity Safety Thermometer data is based on a snap shot of inpatients on one day per month. The Maternity
Directorate is continuing to review this data to understand why the perception of harm free care has reduced, and
whether there are any improvements in care we can make.

Not
Full data not received, however, 3 consultant anaesthetists have attended PROMPT. The sessions from September 2018
received onwards have been revised to include a new session on recovery to make the training more relevant the theatre staff.

26

Previously, babies who failed the pulse oximetry test on the ward were admitted to NICU for a repeat test - most babies
ended up as an unexpected admission, but when they had their test repeated on the NICU equipment, they had a normal
result. We have changed the process now so that if a baby fails the pulse ox test, the Paediatrician attends the ward
taking with them a similar machine to the one on NICU and reviews the baby on the ward and repeats the test. This has
reduced the number of unexpected admissions to NICU.
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BWH Quality Strategy Metrics
>Early identification of and correct intervention for deteriorating
patients
100% of patients will have IV antibiotics within 1 hour of
<10
0
confirmed or suspected sepsis - Gyanecology (Quarterly)
100% of patients will have IV antibiotics within 1 hour of
<50 <90
confirmed or suspected sepsis - Maternity (Quarterly)
100% of patients will have IV antibiotics within 1 hour of
<80 <90
confirmed or suspected sepsis - Neonates (Monthly)
>Reduction of avoidable readmissions
Gynaecology readmission rate within 28 days of surgery
(excluding planned readmissions) (%)
Neonatal readmission rate within 28 days of delivery date
(excluding planned readmissions and babies that are
readmitted because their mothers are unwell) (%)
Maternity re-admission - postnatal readmission rate within 28
days of Discharge Date of delivery spell (excluding those
readmitted because their baby is the cause for the
readmission) (%)
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Updates to metrics:
• New Indicator introduced last quarter: 100% of patients will have IV antibiotics within 1 hour of
confirmed or suspected sepsis - Gynaecology (Quarterly)
•

Indictors to be retired: Removed metrics regarding MEWS, NEWTT or CTG
misinterpretation as contributory factors or root causes of incidents and removed number of
delays to induction or C-section reported as resulting in potential harm, as data suggest
that they are not sensitive or useful measures of quality.
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BCH Quality Strategy Metrics
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BCH Quality strategy dashboard
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Status

Comments

1

52547 - Left foot peripheral cannula extravasation with 0.9% Sodium Chloride and 10% Glucose Maintenance
running through at 18ml/hr Swelling, poor perfusion and blisters following the extravasation. Under
investigation as a SIRI.

June Deaths per 1000 admissions data updated by informatics – previous entry of 3.55 incorrect.
Updates to metrics:
•

Amended indicator: Previous we reported on the potentially avoidable deaths / 1000 admissions however this is
not a sensitive measure. It has been replaced by total deaths per 1000 admissions to observe the trend over
time.
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Escalating our highest risks

-New SI’s in August at BWCH

2018/18868

Medication Incident

Overdose of morphine and inadequate dosing of nalaxone - required PICU admission

2018/20750

Pressure ulcer & inadequate
bowel care management

Notification from Plastics that Grade 2 Pressure Sore now a Grade 3 with bowel compaction
requiring surgical intervention.

2018/20770

Extravasation injury

Patient suffered from serious extravasation injury to the foot. Fluids containing high sugar
solution being administered.

2018/20774

Cardiac Arrest on PICU

Patient receiving lumbar puncture then sustained a potentially avoidable cardiac arrest.
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Escalating our highest risks
SIRIs approved in August at
BWCH
2 SIRIs were sent for approval at BC in August
2018/8886

Unexpected Death - Measles
Summary of Gaps and Concerns

It was not recognised that the patient had been a measles contact in
another organisation by all members of the treating team.
Issue: Patient A was isolated during this time due to his MRSA
status. However, during the early part of his admission he often left
his cubicle looking for other children to play with. This included
Patient B.
The following learning points do not represent areas where care fell
short
- A number of patients cared for at BCH do not have a diagnosed
immune deficiency, but who respond to infections as if they have
one. A discussion with the clinical team is required to identify these
patients.
- Isolated Patients may leave isolation unknown to the Infection
Prevention and Control Team without discussion with ward nurses.

2018/5813

Recommendations
1. The Infection Prevention and Control team will actively enquire about concerns
maintaining isolation when they are carrying out routine monitoring.
2. We will liaise with other experts to determine if we need to change how we class
patients as immune-compromised.

Extravasation Injury
Root Cause and Contributory factors

Recommendations

The investigation of this extravasation showed gaps in care to be
addressed through a new process. The Trust is working with other
organisations on a project on new practices to reduce extravasation
injuries. The need for support of the bedside nurses to identify those
patients at higher risk not just the medication being administered but
also the patient’s condition can present a higher risk

1. Documentation for cannula care to be developed so that we can identify which
drugs and intravenous access devices are being utilised, i.e. CVCs etc.
2. Documentation to be developed to identify the high risk patients at increased
risk of extravasation and extravasation injury e.g. patients with low cardiac output.
3. For the plastics team to review the responsiveness to this case and clarify the
part of the policy relating to reviewing of potential infusion injuries.
4. Practice for checking of the cannula sites was not followed in this case to the
gold standard there were contributory factors why this could not be achieved due
to the medical complexity of the patient. PICU to revisit training needs for nurses
involved to highlight the high risk situation when administrating intravenous drugs.
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Escalating our highest risks
SIRI’s approved in August at
BWCH
2 SIRIs were sent for approval at BW in August
2018/10661

Intrapartum Stillbirth
Root Cause and Contributory factors

The root cause of the death was agreed as:
Uterine rupture from previous caesarean section
The RCA team did not identify any gaps in care that could have
prevented.

2018/3125

Recommendations
1. Due to the sad outcome and as the review found no gaps in care, the
investigations asked for an external review to check their findings and share
with the family.

Medication Incident
Root Cause and Contributory factors

Recommendations

The investigation undertaken concluded that the root cause was a lack of
guideline on the management of hypoglycaemia in preterm
neonates. There is a National Guideline for older children but not preterm
neonates in place but this was not locally adopted. The National Guideline
for older children advises that when a bolus of Glucose is given then the
patient’s maintenance intake of glucose should increase. For example, if
a baby is receiving 5% glucose maintenance fluid the maintenance fluid
should then be increased to 10% glucose.

1. To write a Guideline on the Management of Hypoglycaemia to include the
points discussed in section 4.1 of this report.
2. For the Clinical Director to meet with the laboratory management to discuss
discrepancies with the gas machine and laboratory test results.
3. To ensure that blood glucoses are completed 15 minutely for one hour
following a bolus of actrapid insulin and glucose and glucose infusion rate is
increased (‘glucose chaser’) with the new guideline reflecting this.
4. Local Learning for the nurses to document on the observation chart when
there is an increase or decrease in the baby’s fluids.
5. To ensure that the staff are aware of where the spare fluid stickers are kept.
6. To re-instate druggles to ensure that prescribing is improved.
7. Make a sticker for the actrapid insulin and glucose bolus prescriptions.
8. To ensure that checking prescriptions is included in mandatory training.
9. Increase nurses understanding for increase in glucose infusion rates or
concentration after a bolus of glucose to stabilise blood glucose measurements
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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

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.

The management team continue to audit forms issues relating to changes in roles due to staffing
issues and delays to care.
The options for a task logging and allocation system to ensure tasks are not missed is being scoped.

5x3

Maternity: There is currently fewer trainees provided from
the Deanery which is a national issue as the workforce is less
due to obstetrics being a Consultant based service. Staff
grades are not always available to fill the spaces

RAG rating medical staffing on a daily basis green- staffing levels is fine, amber-have pulled from
somewhere to cover service red- just about covering service but no support reg, black- cannot cover
service. On a daily basis we are between amber and red.
Remodel of ANC/DAU business case (which will reduce medical input required) to be approved

3x 5

595

378

450

Strategic Risk SR03:Recruit and retain staff with right skills

Radiology: UHB are unable to provide a robust emergency out Since risk was logged, process for approval for additional IR has been completed and recruitment
attempted. The recruitment of Radiographers and theatre staff started but did not attract applicants for
of hours interventional radiology service
the Consultant Interventional Radiologist post. There has been no change to the number of IR
radiologists on call. However a Radiologist experience din IR has started and their potential to join the on
call roster is being scoped.

4x4

Facilities: Not fully complying with HTM 0-7-01due to the poor

Estates have been instructed to commence with capital works. The draft Moodle has been tested on a

waste storage facilities on site.

number of key users and reviewed by waste management experts within the supply chain and is
currently being implemented.

Fire Safety Committee: That the evacuation of staff, patients and Trust fire procedures have been reviewed.
3x5

1259

2170

Strategic Risk SR06:Develop and maintain our Estate

visitors from a fire is insufficient due to lack of clarity and/or

5x3

434

unfamiliarity with roles and procedures in an evacuation
ID LxS Risk Description
Strategic Risk SR07:Manage capacity and patient flow

Fire drills have been conducted at main sites, further planned for September.
A system is now in place to monitor the pick-up of the DFL Bleep
Month end update

The Neonatal Toolkit (2009) states: ‘Planned capacity should not exceed an average occupancy of

Existing risk upgraded after review in Jan 2018

80%, as the increase in mortality becomes statistically significantly worse above this level’. NICU

Key concern raised from the peer review on December 7th

consistently works at above 80%, with an average occupancy over 100%. At 100% and above there is 2017 was to manage capacity at 85%. Solution currently being
significant strain on staffing and equipment resource; particularly where a high number of babies are sought with Commissioners
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

5x3

2383

ID LxS Risk Description
Month end update
Strategic Risk SR07:Manage capacity and patient flow
T&O Patient access (for both outpatient and inpatient appointments) is becoming very limited.
There is a significant risk of 52 week wait times for surgery and 28 day breaches for cancelled
operations on the day

Working with consultants to assess ability to transfer work to
other centres. Waiting list validation .Using WHF Capacity.
Informing patients of reasons for waits

Short of Medic for ADHD/Community, Current agency medic left after 1

Additional clinical staff to be built into workforce review, funding to be agreed
Contact being made with over 16 - to assess risk.
Under 12 - pathway being reviewed to expedite appointments.
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 workers for CBT
• Deep dive to determine level of care and possible risk - concern if any have been lost to
follow up
The Directorate continue to seek agency for this post but, this is not a permanent post that

year due to obtaining a substansive post .Appts having to be cancelled,

is being recruited into , hence agency staff members will continue to leave, causing lack of

approximately 22 patients per week mixture of Community and ADHD.

continuity for patient care. 1. Short of medic for over 18 core team for several months

Update on present medical cover for Oaklands

resulting in numerous cancellations and only urgent case being seen by MD. Perinatal

4x4

FTB: Issues around capacity at Oaklands relating to unallocated cases,
uncertainty around the level of risk, complexity of cases, volume of
referrals.

3x5

2704

2539

Strategic Risk SR09:Deliver FTB
•
•
•
•
•

cases now unable to see in two weeks. Urgent slots becoming difficult to manage, due to

4x4

2476

increased requests . Non urgent cases not being seen. 2. ADHD medic now covered
FTB: Service users are waiting over 18 weeks RTT for treatment and CMHT •

Removal of any secondary lists and updating central list.

transfers are still waiting for a review appointment in Hubs due to staff

•

Teams are updating the waiting list at the appropriate times.

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

•

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

waiting list system which reduced assurance and knowledge regarding how
many people within FTB are waiting to be seen.

•

CAPA job plans being developed with all staff reviewing capacity requirements.

5x3

2743

Commenced in Oaklands and Blakesley.
The service is experiencing difficulty accessing NHS England's MH beds for

We work with commissioners to ensure safety of the children/young people, when the

under 18 year old, whilst not under the control of FTB, the lack of being

issue of a bed availability arises.

able access/allocate a timely appropriate bed is impacting on patient care
and risk, due to patients not accessing treatment in the correct setting.
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Escalating our highest risks
Validated Extreme Risks at BWCH
ID

LxS

Risk Description

Month end update

4x4

2635

Strategic Risk SR11:Detect and contain cyber-security risks
IT There was a cyber attack on the NHS and other organizations in May 2017.
This resulted in significant disruption to these organizations 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.

Safety Risks

measured above the workforce exposure limit defined by COSHH. Strong
4x4

2445

Anaesthetics: The level of nitrous oxide in MRI, 3T MRI, room 4 and CT was
concern that source of gases is from practice: non-sealing face mask with noncompliant population; risk to smaller patient when using closed circuit, with
scavenging

across England, with the most local unit (UHB) having limited capacity (10
5x3

2599

Clinical Oncology: Chemotherapy is now being supplied by five different units

This risk has several resultant issues and consequent hazards that have been

1.

Further environmental testing to be undertaken in at risk areas to confirm
previous results

2.

Potential local modifications to improve air flow identified should testing
confirm problem

•

•

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.

5x3

Rheumatology Refusal by commissioners to pay for high cost drugs for patients DMT/ DTC discussion to clarify level of risk and whether it would be appropriate to
with rheumatologic conditions (group 1) and related opthamology conditions

have individual risks for individual drugs following discussion at DTC which

(group 2). These drugs are biologic agents.

identified a route for one drug to be prescribed

4x4

The intrathecal chemotherapy service at Birmingham Children's Hospital may
not be able to transfer directly from using the Surety system of connectors to
the NRFit system of connectors.
Poor compliance with policies and procedures around central line management
5x3

1765
2731

Further actions:

items/ day maximum)
grouped under Reputational Risk

2760

Audit of practice concluded that if department guidelines adhered to levels are OK.

may be contibuting to an increase in line-associated bloodstream infections.
These in turn lead to substantial costs for the Trust and increase length of stay.

There is regular discussion and review of the availability of needles and syringes on
site at BCH and in our different intrathecal chemotherapy suppliers
CVC action group is addressing an increased occurrence of CVL infections. The
problem is monitored through DIPC
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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
August
2018

BWH: 9 deaths: 5 still births, and 4 neonatal deaths

The Mortality Review Committee met in August and graded 1

BCH: 9 deaths: 8 inpatient;1 out of hospital arrest.

was less than adequate; and different management would not

BCH case as outcome 3 (yellow category; The care provided
reasonably be expected to have altered the outcome.) This

FTB: 0 reported deaths of service users.

case was not subject to RCA. The committee noted a delayed

All of the BWH and BCH cases will undergo the standard mortality review.

response to the deterioration in PEWS.

• This Standardised Paediatric Mortality Index shows the last
available figure (annotated) calculated from data available in June.
• This was the last date that Mortality outcome data has been
available from NHS Digital since.
• 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.

Recent inquests
(with critical conclusions)
The Trust has had two inquests over recent months where the coroner has expressed concern
Inquest on 20 August 2018 touching upon the death of a two day old baby girl on NNU who collapsed following an
accidental overload of TPN. The case had been investigated by the trust as a SIRI.
The Coroner recorded a narrative conclusion: “Baby died from an inadvertent fluid overload of TPN which was as a result of
unsafe staffing levels, a failure to follow the correct procedure and a lack of learning from a previous incident. Death was
contributed by neglect.”
A Report to Prevent Future Deaths was issued to the Trust and the Commissioners and the Trust is working to provide a
response to this.
Inquest held on 31 August 2018 touching upon the death of a young man, known to FTB services, who was found
deceased in Moseley Bog having taken an overdose of anti-depressant medication. The case had been investigated by the
trust as a SIRI.
The Coroner concluded that the young man intended to take his life and would have known the potential fatality of the
overdoses he had taken. He established that the clinical assessments by RAID and FTB were appropriate and also described
the decision to discharge him from the crisis team as a reasonable and appropriate.
The Coroner voiced concerns that the responsibility for accessing continued help and support was placed on the young man
at the time of discharge and felt that follow up should have been done by FTB on his behalf given his recent experience of
mental health crisis. The Coroner recorded that the cause of death was Suicide – death by Venlafaxine Overdose
A Report to Prevent Future Deaths will be sent to the Trust in regards to the follow up of Crisis patients. FTB have already put
measures in place to prevent a recurrence of this circumstance and the report will be responded to in a timely manner once
received.

Future inquests
(with potential critical conclusions)

A further inquest is scheduled during September. We anticipate a critical conclusion to this inquest
and possible prevention of future deaths report.
Inquest on 13 September 2018 touching upon the death of a young man, known to FTB services, who died following a fall
from a tower block. The case had been investigated by the trust as a SIRI.
The inquest had been classed as a rule 23 (statements are simply read out by the Coroner and witnesses are not required to
attend), however, the coroner has now called witnesses. The RCA found gaps in care for this patient on a number of
occasions. It cannot be established if the gaps identified contributed to the death of the patient, however, the RCA concluded
that more active, timely and consistent follow up may have had a positive impact.
Evidence of completion of most of the recommendations from the RCA will be provided to the coroner prior to the inquest to
demonstrate learning and try to avoid or minimise the extent of any report to Prevent Future Deaths.

Notable claims update
There are two high value claims which are nearing conclusion in future months
Birth Injury sustained during delivery in 2008: The child has an asymmetric spastic form of cerebral palsy. The Trust has
admitted that there was a delay in delivery and that the injuries would have been avoided if there had been no delay.
We were notified of this claim in January 2010. Admissions were agreed in 2012 but the claim was stayed until injuries could
be fully assessed. The stay was lifted in March 2017 as it was deemed that the baby was of an appropriate age to be properly
assessed. A settlement meeting has been arranged for 21 September 2018 in London.
As the claim is quantified at over £15m, the Department of Health are required to authorise the settlement.

Maternal post natal death in 2014: The Claim is brought by the husband of the Deceased patient who delivered her first
child at Birmingham Women’s Hospital on 20 February 2014 by elective caesarean section. The cause of death was
recorded as "sepsis due to the infection with E-coli, occurring 6 days after elective caesarean section surgery (38 weeks) for
breech and diabetes mellitus in first pregnancy". It is alleged there were two missed opportunities for earlier intervention and
that death could have been avoided.
Expert evidence has been received on this matter and advised that the Community Midwife should have taken the patient’s
pulse when she saw her at home on 25 February. This is consistent with the findings of the RCA which found there was an
inadequate assessment by the Midwife. The Trust changed its guidelines and practice following this case; community
midwives now carry temperature probes and are to carry out observations on women who are unwell. Owing to the identified
litigation risk, this case will proceed to attempted settlement at Mediation which is due to take place on 3 October.

Safeguarding BWCH
Training Headlines August 2018
Training

FTB

BWCH

Child Protection level 1

94.8%

95.6%

Child Protection level 2

78.2%

72.6%

Child Protection level 3

90.7%

87.1%

Child Protection L4

100%

100%

Child Protection L5

100%

100%

Child Protection L6

N/A

N/A

Safeguarding Adults Level 1

79.3%

70.3%

Safeguarding Adults Level 2

86.7%

54.2%

Safeguarding Adults Level 3

N/A

N/A

Safeguarding Adults Level 4

100%

N/A

MCA/DOLS training

74.6%

80.2%

Prevent Basic Awareness

98.1%

96.2%

Prevent WRAP 3

74.6%

77.4%

Attendance at quarterly BSAB meetings

100%

100%

Adult safeguarding supervision

100%

N/A

Child safeguarding supervision

100%

100%

BWC Integrated Safeguarding Team update:
• The vulnerable women’s team of specialist
midwives integrated with the corporate
safeguarding team on 1st August 2018.
SCR/DHR:
• 3 year old child who sustained a significant
fracture to his skull and a serious bleed to
his brain, which required immediate
intubation and neurosurgery. During the
operation it became evidence that the child
had old factures and was noted to have
evidence of older bleeding on the brain. The
child had some global development delay
prior to the injuries.
• Chronology completed , IMR requested.

Safeguarding BWCH
Data Headlines August 2018
Safeguarding Data

FTB

Safeguarding SIRIs

0

0

0

Safeguarding Complaints

0

0

0

“Position of Trust’ cases

0

0

1

New recommendations from Serious Case Reviews

0

0

0

100%

100%

BSCB Meetings attended by BCH Executive
Lead/Representative

100%

BWH

BCH

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

20

0

Number of new Safeguarding Children Request for
Support referrals to CASS/ MASH by BWCH

9

23

51

Number of Safeguarding Adults Multi-agency Alert
referrals to ACAP

0

0

0

Birmingham Safeguarding Children's Board
updates:
Development of a revised multi agency
Information sharing agreement led by
Children’s Trust in response GDPR
requirements.
Birmingham Safeguarding Adults Board
Updates:
Adult Safeguarding: Roles and
Competencies for Health Care Staff Intercollegiate Document Published by RCN
on 20.08.18. The Safeguarding Team plan to
review the TNA

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

Sep-17

Oct-17

Nov-17

Dec-17

Jan-18 Feb-18 Mar-18 Apr-18 May-18 Jun-18 Jul-18 Aug-18

Formal complaints

Trend over time

26

16

28

17

23

16

22

24

26

25

24

20

PALS contacts

Trend over time

148

167

159

105

143

147

161

129

133

175

164

181

0

0

0

0

1

1

0

1

0

0

0

2

79.1%

81.9%

79.4%

78.0%

77.0% 77.0% 81.7% 79.1% 80.6%

0.81

83%

80.30%

≥80 94.00%
≥80 77.70%
≥80 73.00%
≥30

94.0%
85%
82.1%
18.5%

92.0%
81.5%
82.5%
11.8%

95.0%
83.4%
85.7%
19.0%

90.0% 93.0% 97.0% 93.0%
82.6% 86.0% 85.8% 86.0%
87.5% 68.5% 33.0% 61.0%
31.6% 28.5% 29.2%

14
2
0
0
0
7
98.1
100
98
0

11
8
0
1
2
7
97
99.6
98.3
0

20
11
0
1
4
2
97.1
99.5
98.6
0

10
6
1
0
0
2
96.5
995
98
0

Referrals to Parliamentary Health Service Ombudsman Proportion of patient experience feedback which is
positive %
% positive FFT comments: (BCH)
% positive FFT comments (BWH)
% positve response: Friends and Family Test (CAMHS)
Response Rate: Friends and Family Test
Sensitivity to operations (BC Patient Experience
Workstreams)
Patient Experience Feedback (NTI) 'Food'
Patient Experience Feedback (NTI) 'Play'
Patient Experience Feedback (NTI) 'Breastfeeding'
Patient Experience Feedback - 'prolonged fasting'
Patient Experience Feedback - 'not listened to'
Patient Experience Feedback - 'cancelled operation'
NCQIs - Overall Score %
Infection control hand hygiene Audit
Infection Control HII
Grade 3 or 4 Pressure Ulcers
CYP Safety Thermometer %
Mental Health Safety Thermometer %
Sensitivity to operations (BW Patient Experience
Workstreams)
Other Sources of Patient Feedback "Organisation and
Responsiveness of Triage and Delivery Suite"
Patient Experience Feedback "breastfeeding support
including tongue tie"
Patient Experience Feedback - "Food"
Patient Experience Feedback - Partner Care"
Patient Experience Feedback - 'not listened to'
Patient Experience Feedback - "Organisation and
Responsiveness of Antenatal Clinics"
Patient Experience Feedback - "Delays in Induction and
Caesarean"

≥1

0

≤75

≤80 ≥81

≤75
≤75
≤75
≤15

≥76
≥76
≥76
≥20

≥10
≥10
≥10
≥5
≥5
≥5
≤90
≤90
≤85
≥1

≥5
≥5
≥5

≥10

≥5

≤4

48

40

36

23

20

15

7

13

6

9

29

19

≥10

≥5

≤4

2

7

4

5

6

5

2

0

6

5

4

5

≥15
≥10
≥5

≥10
≥5

≤5
≤4
≤4

12
0
8

8
3
4

13
2
4

11
0
3

6
2
6

5
2
7

10
1
0

3
0
0

10
3
0

4
0
2

6
2
3

11
0
2

≥10

≥5

≤4

30

16

19

2

13

18

9

26

16

12

33

24

≥10

≥5

≤4

22

6

10

4

7

3

2

1

0

0

5

8

≤4
≤4
≤4
≤4
≤4
≤4
≥90 ≥95
≥90 ≥95
≥85 ≥90
0
Trend
≤89 ≥90 ≥95

9
20
8
13
9
6
2
1
1
1
0
0
0
4
0
4
3
4
97.1 97.4
97.4
99.4 99.5
98.7
97.3 98.7
97.5
0
0
0
91.2 93.8 90.2

92.0% 79.00% 88.00% 79.70%
85.8% 83.5% 88.8% 88.0%
82.0% 62.20% 75.86% 78.95%
33.1% 37.0% 24.0% 31.2%

54
34
23
16
1
1
0
0
0
2
4
6
97.2
97.5
99.5
97.2
98.9
96.7
0
0
93.8 91.8

10
3
0
1
0
0
97.3
98.6
97.7
0
94.3

10
8
2
5
2
0
2
1
1
3
0
0
97.3
100
99 78.95%
95.3 96.3
0
1
91.7
86.1

Quality and Safety
Performance
Flags

Status

Trend

Comments

Referrals to the Parliamentary and
Health Service Ombudsman (PHSO)

2

We have received two referrals to the PHSO in August and have shared the
relevant records and complaint files with the PHSO for their review.
One referral is a complaint dated back to 2015 and the other regarding two
separate complaints dating back to 2016 and 2018.

Grade 3 or 4 Pressure Sore

1

This incident is currently being investigated as a SIRI

CYP Safety Thermometer %

Patient Feedback "Organisation and
Responsiveness of Triage and Delivery
Suite"
Patient Experience Feedback "Organisation and Responsiveness of
Antenatal Clinics"

86.1%

When reviewing BWC’s previous results for each of these measures, our results
vary above and below a median point. This month, it is clear that the number of
measures falling above our median point have coincided which gives us a lower
than usual score for the delivery of Harm Free Care. The NCQI measures suggest
that we are delivering the safe care required to minimise the chance of adverse
events / harm occurring. For this reason, we will monitor the Safety
Thermometer results for September 2018 to see if they fall back in line with our
usual trend.

19

We have seen a decrease in negative feedback down from 29 in July. However,
we have seen an increase in feedback via our PALS; we were made aware of a
bottle neck of patients awaiting to deliver their babies in August. Management
highlighted the issue and actively tried to resolve this in a timely manner.

24

We have seen a decrease in negative feedback, down from 33 in July. However,
we have also seen a large volume of PALS contacts for ANC, some regarding
telephones not being answered. This is being highlighted with management
when PALs received and audit is being carried out to review the telephone
issues.
22

BWC Headlines & Positive stories
Most Improved
• Gynaecology have seen a decrease in the number of Formal
Complaints received, down from 6 to 2.
• BC FFT surveys have increased from 903 to 1144, with an increase
of percentage positive at 93%.

“To the amazing ladies on ward 5, I wanted to thank you all for
looking after me and my baby during our time on the ward. I
had been in hospital since 4th August and got to ward 5 on 8th
August, without you ladies I would have gone crazy. Even
though the main importance is to oversee patients health, its
also just as important the relationship built with patients and
how we are made to feel whilst in your care. For me you were
all so kind and caring and I wasn’t made to feel I was just
another patient and just another baby for you to look after.
The good thing I can take away from having a C-section is the
fact that I got to meet some great ladies who took great care of
me and my baby. Thank you once again!”

Most deteriorated
• BW have continued to see an increase in PALS contacts regarding
phone calls not being answered in our outpatient departments. This
has been escalated and an audit is currently being carried out to
establish the root cause.
• BW have seen an increase in contacts from some of our longstanding
PALS contacts regarding their pathway for Surgical Sperm Retrieval,
which is a procedure we no longer offer at BW. We have recently
referred all patients awaiting this to University Hospital London, and
patients have now been contacting PALS regarding the delays in this
process and seeking clarification of when they will be seen in London.

“Thank you so much for the wonderful ladies who worked at
Ward 8. They made my first hospital experience to don't be
afraid and they supported me with everything. I wanna say big
thank you to all the anaesthetic team as well. What a great
team all of you. I wish all the best for you lovely people.”
“We came in with our 5 year old son on 24th July 2018 and
cannot speak highly enough of the staff and care we
encountered. Every staff member nurses/doctors/HCAs that
came into contact with our son were fantastic, kind and
compassionate with us also. We are so grateful to them for
looking after him so well.”

BWC FFT’s and Trends
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Our most positive comments are in relation to staff values (587),
behaviours and patient care (149). A total of 64 % positive
comments received overall.

Patient satisfaction remains high this month, in keeping with the long
term average. Response numbers are lower than the previous few
months, this could be due to the summer period.

Most need to improve (NTI) were facilities with 29 comments, 8
of which were about the hot environment, lack of fans and A/C.

The Patient Experience Team have experienced problems with the FFT
data input system, which has been attributed to the merger of the IT
systems in the move to the new server. This is due to be complete in
October and we are hopeful that the issues experienced will be
resolved. Most teams have seen a reduction in survey collections,
with the exception of Wards 7 & 8 who have doubled their response
rates this month, reaching 99, their highest collection in the last year.

We have already starting to see positive feedback about the
facilities and environment in Waterfall house.

BWC Patient Experience
PALS
PALS Status Report - BCH

PALS - Last 6 Months

PALS Status Report - BWH

140

6%
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63%

Ongoing

32%

Ongoing
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Closed
After
thoughts

62%
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90 cases were opened in August, 55 of
which were closed (60%)

PALS & Complaint - August
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91 cases opened in August, 63 of which
were closed (69%)

Formal Complaint
PALS
Formal Complaint
PALS

NB: Some complaints may cross multiple Clinical Groups/Directorates

BWC PALS Categories
PALS Categories - August
Values And Behaviours (Staff)
Waiting Times
Clinical Treatment/Patient Care
Communications
Appointments
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Out of the 90 contacts received;

Out of the 91 PALS contacts received;

Mental Health received 27 PALS contacts, 37% were regarding
communication ; including patient and families not being listened to, and
inadequate information shared. 19% were regarding appointments,
including delays and queries around referrals. The highest reporting
department was Blakesley Centre with 30% of all FTB contacts.

Gynaecology received 46 PALS contacts, 63% (29) were regarding
communication and of those, 18 were regarding phone calls not being
answered within various gynaecology departments. This has been escalated
and an audit is being carried out to understand the root cause. 15% were
regarding delays in outpatient appointment s.

Surgery A received 22 PALS contacts, 36% were regarding communication;
including information sharing with families and GP’s. 32% were relating to
appointments and waiting times; specifically clinic appointments.

Maternity received 37 PALS contacts, 57% (21) were regarding
communication and of those, 5 were regarding phone calls not being
answered in ANC. 24 % were regarding conflicting information. 19% were
regarding attitude of staff, in various departments including ANC, Ward 3,
Induction and Delivery Suite.

Surgery B received 10 PALS contacts, including waiting times for
appointments and communication with families.
Specilaised Medicine received 10 PALS contacts, including communication
with families.

Radiology received 1PALS contact, regarding attitude of staff,
Neonatal received 1 PALS contact regarding confidentiality.

BWC Complaints
Complaints - Last 6 months
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There have been 20 complaints received in August (11 BCH and 9 BWH)
There have been 17 investigations closed, and awaiting a CEO letter in August (10 BCH and 7 BWH)
Mental Health received 1 complaint (all FTB)
Specialised Medicine received 2 complaints
Transplant, GI and Cardiac received 2 complaints
Urgent and Critical Care received 4 complaints
Surgical A received 4 complaints
Surgery B received 3 complaints
Diagnostic & Therapies 0 had complaints
Corporate had 0 complaints

Maternity received 5 complaints
Gynaecology received 2 complaints
Neonatal received 2 complaint
Radiology received 0 complaints
Genetics received 0 complaints
NB some complaints may cover multiple Clinical Groups/Directorates

BWC Complaint Themes
Complaint Themes - August

Complaint Themes - August
Privacy and Dignity

Appointments/Waiting times

Communication and Information

Attitude of Staff

Clinical Treatment

Medication

Attitude of Staff

Clinical Treatment

Outpatient Appointment Cancelled or
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Clinical Treatment has been reported by several complainants who have
reported inaccurate diagnosis’/observations ,and that the quality of care has
been poor. These were raised in Surgery A, Surgery B, and Urgent and
Critical Care.
Communication has been identified as a continuing theme , ranging from
poor communication regarding treatment, after-care and advice, to having
difficult conversations and the manner in which staff address
patients/relatives. These were raised in Surgery A, Surgery B, Urgent and
Critical Care and Mental Health.
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Gynaecology
Gynaecology received 2 complaints in August, which is a marked
improvement from the 6 received last month. One of the complaints was
regarding Surgical Sperm Retrieval which has been a recurrent theme
through PALS over the past 6 months due to continued challenges with the
service. The other complaint was regarding a potential missed opportunity to
operate on an ovarian cyst during early pregnancy.
Maternity
4 of the 5 complaints received included a theme of staff attitude. 2 of the 5
complaints received had a theme of patients not feeling listened to. 2 of the
complaints received related to the Induction of Labour process.
Neonatal
Both of the complaints received about Neonatal related to attitude of staff.

BWC - Actions from closed
complaints
There were 5 signed CEO letters sent out in August, regarding complaints made against Birmingham Women’s Hospital. The actions coming
out of these investigation were:
• All staff on Ward 5 have received one to one training with a member of our Breastfeeding Team.
• Bottles and teats are no longer provided on Ward 5, and supplies of bottles and teats have been removed from our in-house Boots pharmacy
to discourage the promotion of bottle feeding.
• Our Prevention and Treatment of Venous Thromboembolic Disease Guideline has been re-launched with an update on our maternity
software, K2.
• The Pharmacy Team now instruct midwives to make amendments to the VTE score, and to check Clexane is correctly prescribed, rather than
making amendments themselves, again to ensure future learning.
• Consent for couples undergoing fertility treatment to be discussed at the Fertility Improvement Summit being held in September 2018.
• The Inpatient Services Matron has highlighted the need for Postnatal Ward staff to be aware of vulnerable women on the ward, and any
additional support they may need.
• All the midwives and doctors within the Maternity Directorate have been reminded to keep retrospective entries in case notes to a minimum,
and this will now be audited on a regular basis to identify the frequency of retrospective entries, and to ensure that this is improving in line
with what is expected.
• A welcome pack has been completed for new staff rotating through Antenatal Clinic.
• An email has been sent to the wider team in Antenatal Clinic reminding them of the importance of communicating delays and reasons for
certain procedures, to women and their families.
• A training package has been put into place to allow Midwifery Assistants to complete blood forms, which will help to avoid any unnecessary
delays. A blood tracking form has also been developed to ensure blood samples are checked for mistakes before being sent to the labs.
• A review of the Antenatal Pathway is currently being undertaken to streamline our care and improve the experience of our women and their
families.
• An Induction of Labour Working Group is in place, and they are looking at the induction process as a whole, including the information women
are provided with so they have a clear understanding of what to expect.
• A Postnatal Group are reviewing all of our discharge processess to include ‘midwifery discharge’ .
• The concerns highlighted regarding the process for tagging babies has been escalated to our Chief Nurse and is also now on the Risk Register
within the Maternity Directorate. A meeting has been arranged with Senior Management to review this process in more detail.

BWC - Actions from closed
complaints cont…
There were 10 signed CEO letters sent out in August regarding complaints raised at Birmingham Children’s Hospital. The actions coming out of
these investigation were:
•
•
•
•
•
•
•
•
•

•

•

A safety message has been distributed to all PICU nurses to double check both the cartridge and pen when administering insulin to
patients.
The Endocrine Nursing Team provided personalised teaching regarding a young person’s insulin pen with the PICU team leaders, this will be
cascaded to the bedside nurses.
The PICU Education Leads have fed back the importance of checking drug charts for patient specific allergies, such as Conti wipes, as part of
the PICU nursing education programme.
All staff on PICU have been reminded about effective and compassionate communication with patients and their families.
Complaints and actions have been shared with the wider team to ensure learning, reflection and communication has taken place with
relevant teams, e.g. community, other hospitals, etc.
The clinical teams have been made aware of the need to improve their communication around diagnosis and expected outcomes,
especially with patients with complex and life limiting diseases.
We have raised awareness of the importance of considering all children as an individual and not by their diagnosis or likely diagnosis.
We have raised staff awareness of the need to respect parents decisions when there is an ACP in place, the need to fully involve parents in
care plans for their child, listening and acting on any concerns raised.
We have recently appointed a specialist Palliative Care Consultant who will ensure additional training and support is available to all staff,
patients and parents with any concerns around care or treatment for children and young people with life-limiting or life threatening illness,
including Advanced Care Plans.
We have raised awareness of the importance of a timely notification of discharge and discharge letters being completed and sent to the
young person’s GP, we aim for the discharge notification to be completed within 24 hours and the discharge letters to be completed within
7 days of a young person being discharged from the Home Treatment Team.
The HTT have been reminded of ensuring that medication for all of our young people is ordered and delivered within a timely fashion, to
avoid them being left without an adequate supply of medication.

BWC - Actions from closed
complaints cont…
• Reminder added to electronic diary when clinician is unable to contact a patient and family to communicate test results or medication
changes.
• The admin and clerical teams are now aware of the process to check before giving any results over the telephone to ensure that the results
they are giving are accurate and up to date.
• The Endocrinology Secretarial Team have confirmed that correct telephone numbers are on all correspondence and that the correct telephone
numbers are given out in clinic.
• A robust process for telephone cover within the admin and clerical team is in place to ensure the telephones are always answered.
• Staff have been reminded to double-check any data input and changes they have made to a patients’ records, and this has now been added to
our Information Governance training, which is mandatory for all staff to complete.
• All staff within our Health Records Team and Call Reminder Service are now up to date with their Information Governance Mandatory Training.
• Apologies provided to patients and family members.
• All young people under the care of our HTT are now contacted each morning to discuss and agree convenient times for home visits to be
undertaken on that day.
• If there are any amendments to the appointment time as the day progresses, the Clinician will now contact the young person directly to agree
a suitable alternative time slot.
• All young people now have a named nurse, who supports them in managing their care and treatment plan.
• Your concerns have been shared within the wider FTB Team to ensure that everyone involved can take some valuable learning from your poor
experience.
• The Clinical Leads have raised awareness within the wider FTB team of the importance of professional communications with young people and
families at all times.
• Information on additional support agencies independent of FTB has been provided.
• A second independent review of a patient’s care, which included additional support for the patient from FTB and recommendation to access
external services.
• FTB have worked alongside our Carenotes provider, to install an alert within the system to prevent referrals from being partially processed.

KEY ISSUES AND ASSURANCE REPORT
Finance and Resources Committee 21 August 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
Staff Efficiencies

Financial Recovery
Approach

Divisional Recovery
Plan: Medicine

Divisional Recovery
Plan: Surgery

Divisional Recovery
Plan: BWH

Operational
Performance
Report

Assurance
Level

Committee Update
The Committee was concerned that workforce
signature schemes are not delivering pay bill
reductions, despite a decline in activity.
The Committee was also concerned about the
continuing high temporary staff costs, particularly
within Forward Thinking Birmingham. Assurance
could not be taken that the staff efficiency
programme would deliver as planned.
The Committee was concerned that basic
financial habits were not being adhered to in all
divisions, but assurance was given through the
setting up of a Weekly Oversight Group that will
manage metrics with each division at a local level.
The Committee was not assured that the financial
recovery plan had been quality assessed, and was
therefore safe to implement. FRC did not receive
information and assurance on the change on
staffing numbers and expenditure which would
be realised.
The Committee was not assured that the financial
recovery plan had been quality assessed, and was
therefore safe to implement. FRC did not receive
information and assurance on the change in
staffing numbers and expenditure which would
be realised.
The Committee received a verbal update but was
not assured that the level of financial challenge
was fully understood within the division. There
was also concern regarding the lack of basic
financial management at local levels.
There is overall strong performance; key areas of
risk were:
• Forward Thinking Birmingham: Failed to
meet the Early Intervention mental health
target, which is now being escalated with the
teams after a number of consecutive months
not achieving this standard.
• Genetics: A recovery plan is due to be
discussed at Performance Board in October
and will be brought to the Committee in the
same month.
• The Trust will carry out market analysis of
elective services, cardiac in particular, to
look at the market share locally and review
whether to gain work (NHS and non-NHS) or
disinvest in the service.

Action/Recommendation

Timescale and
lead
AB

•

An operational plan
for the summer
period is to be
implemented to
manage activity and
staff levels during
the summer months.

•

The Weekly
Oversight Group will
be managing metrics
with each division.

DM, PF, AB

•
•

Feedback to division
Reassess plan

AB, DM

•
•

Feedback to division
Reassess plan

AB, DM

Women’s Divisional
management team to
attend FRC in September.
Specific focus on
Genetics service in
October

SA
September/
October

The Committee was concerned over a number of
issues, including:
• The expected £1.5m surplus was not
met in July, although the position was a
break even in month, an improvement
on the previous 3 months.
• The Trust’s pay bill is not reducing,
despite a decline in activity.
• The efficiency plan is not being met.
• Mental health services are creating an
increasing pressure on the Trust; use of
beds and temporary staff are causing an
overspend.
• Sickness rates are particularly high.
No proposed amendments

Resources Report

Board Assurance
Framework
Business Case: IV
Pumps

The Committee approved the business case.

Revised Approach
to Reporting to
Board
Forward Planner

Not
Rated
Not
Rated

FRC asked for this to be reviewed in light of the
financial performance to date, to allow sufficient
time for the priority items

Forward Thinking
Birmingham
Oversight Group

Not
Rated

A verbal update was given, noting in particular
that FTB estate is being reviewed. The Committee
was informed that a proposal to expand the
estate had been rejected at Investment
Committee.
No extraordinary items were raised from the subcommittee and group reports and the Committee
was assured that each group/committee was
appropriately overseeing matters within their
respective terms of reference.
The number of question marks/lack of clarity on
some reports from the Performance Board was
highlighted as ineffective governance
The Infrastructure group, covering capital
programme spend, to be reported into FRC from
September onwards

Performance Board

Workforce
Committee
Investment
Committee
CIP Delivery Group
ICT Programme
Board

•

FRC requested the
Executive Team
review this for return
to the Committee in
September

KC,
September

FRC requested that the
reports from sub
committees be fully and
appropriately completed
for robust governance
Infrastructure Group
reports to be received
from September onwards

2

Rating

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
FINANCE & RESOURCES COMMITTEE
Minutes of the meeting held on 21 August 2018, 13.30, at Education Centre, BCH

Present

Sue Noyes
Matthew Boazman
Alex Borg
Sara Brown
Michelle McLoughlin
David Melbourne
Niti Pall
Vij Randeniya
Steve Allen
Neil Bugg
Kat Cleverley
Liz Meredith
Dominic St Louis
Gary Williams

Attending

Item
1

SN
MB
AB
SB
MM
DM
NP
VR
SA
NB
KC
LM
DSL
GW

Non-Executive Director (Chair)
Chief Officer for Strategy and Innovation
Chief Operating Officer (Acute Services)
Interim Chief Officer of Workforce Development
Chief Nurse
Deputy Chief Executive/ Chief Finance Officer
Non-Executive Director
Non-Executive Director
Director of Performance
Clinical Director for Surgery (item 9)
Deputy Company Secretary (minutes)
Associate Director of Operations, Surgery Division (item 9)
Service Manager, Medicine Division (item 8)
Deputy Director of Finance – FM & Planning

Apologies for Absence
Fiona Reynolds, Phil Foster, Gwenny Scott

2

Declarations of interest
None.

3

Minutes and Key Issues and Assurance Report of meeting held on 26 July 2018
Approved.

4

5

Matters arising from meeting held on 26 July 2018
•

The full Divisional Recovery Plan for BWH is due to be submitted to the Committee in September.

•

There are no updates on the 2019/2020 tariff; however a paper is due to be submitted to the
Committee in September based on knowledge of the current issues, and to begin the planning
process.

•

Terms of Reference and the work plan for the Infrastructure Group will be submitted to the
Committee for assurance.

Feedback from other Committees
None.

6

Our Approach to Staff Efficiencies

Efficiency Strategy Theme

Key issues were highlighted as follows:
•

Workforce signature schemes had been developed in each division in order to reduce the pay bill;
however, the schemes are struggling to deliver and despite there being a decline in activity, the pay
bill has not reduced.

•

Temporary staffing cost has increased, which is mostly due to use of locum consultants within
Forward Thinking Birmingham (FTB). A medical strategy has been discussed with regards to bringing
temporary staff onto permanent contracts; however analysis shows that the Trust is unable to afford

1

UNCONFIRMED

to attract staff away from their temporary contracts. The Committee was informed that the majority
of other divisions are below 5% on temporary staff spend, and a weekly return has been requested
for all bank and overtime staff.

7

•

The vacancy panel continues to meet. The Committee was informed that a Mutually Agreed
Resignation Scheme (MARS) will be available from September, and run rate management letters
have been sent to all divisions.

•

A Summer Plan will be developed and implemented for the summer months, which will include
potentially closing wards and dispersing staff throughout the hospital during this period. ACTION

Financial Recovery Approach
Key issues were highlighted as follows:

8

•

Divisions were asked to self-assess their basic financial habits against an amended NHSI checklist;
the results showed that most were not being adhered to.

•

A Weekly Oversight Group had been set up in order to manage meaningful metrics with each
division that that can be discussed at local level.

•

The Committee was informed that a “Golden Patients” plan will be starting in surgery, whereby the
first two patients of the day will be decided in advance, therefore reducing late starts.

Divisional Recovery Plan: Medicine
The Committee heard plans for the medicine division to make savings of £584k for 2018/19. It was noted
that communication to staff groups about the financial challenge and how their decision making and
ownership can make a difference would be useful to further reduce the divisional spend.

9

Divisional Recovery Plan: Surgery
The Committee heard plans for the surgery division to make recovery savings of £3,070k against a £5,168k
deficit. A discussion was held regarding better management of surgeons annual leave arrangements to avoid
theatre closures, and it was agreed that the Summer Plan would help to act as a framework for this.

10

Divisional Recovery Plan: BWH – Update
The Committee was informed that there are plans in place, including improvements in coding, and work in
Genetics. However, there remains a concern regarding basic financial management at local levels and the
depth of understanding and ownership of the financial challenge.
This will return in detail in September. ACTION

11

Operational and Performance Review
Operational Performance Report
There is overall strong performance, with key issues highlighted as follows:
•

Forward Thinking Birmingham: FTB has failed to meet the Early Intervention mental health target,
and this has now been escalated to the Early Intervention teams after a number of consecutive
months not achieving the standard.

•

Genetics: A recovery plan is due to be discussed at Performance Board in October and will be
brought for formal discussion to the Committee in the same month.

•

The Trust will carry out market analysis of elective services, particularly cardiac, to look at the
market share locally and review whether to gain work (NHS and non-NHS) or disinvest in the service.

2

UNCONFIRMED

12

Resources Report
Key issues were highlighted as follows:

13

•

The Trust did not meet the expected £0.7m surplus in July

•

There is declining activity, but the pay bill for the Trust is not reducing

•

Mental health services are creating increased pressure on the Trust, particularly the use of beds and
temporary staff which is causing an overspend

•

Sickness rates are the highest they have been in 18 months; the Committee was informed that there
is focus on the Return to Work practice within the delivery suite at BW and A&E at BC.

Board Assurance Framework (BAF)

Board Assurance Framework

The Committee received the BAF.
Investments
14

Business Case: IV Pumps
The Committee approved the business case.

15

Governance and Committee Reports
Revised Approach to Reporting to Board
The Committee noted that there will be clear reporting and discussions in order that the Committee can give
full assurance to the Board.

16

Forward Planner
The Committee will regularly review the planner to ensure timely discussion of important items. The
Committee was asked to review the forward plan and it will be brought back to September’s meeting.

17

Forward Thinking Birmingham Oversight Group
Key issues were highlighted as follows:

18

•

The Committee was informed that all IT equipment has been PAT tested and is now being provided
to staff on a phased approach.

•

There is a member of the performance team supporting FTB with waiting lists; four of the five
patients waiting over 52 weeks have been identified as frequent DNAs. There is now a set of
procedures at operational level to regularly carry out harm reviews.

•

Beacon have carried out a piece of work on bed usage and how to better manage the process. FTB is
now looking at internal bed options, such as home treatment and hotels/B&Bs.

•

The Committee was informed that contractual discussions with the CCG are taking place to stop
taking patients from 24 September.

•

Physical health checks will now take place using the Leicester tool, which will ensure a more
structured approach.

•

FTB estate is also being reviewed; the Committee was informed that a proposal to expand the estate
had been rejected at Investment Committee.

Performance Board
The Committee received the report.

3

UNCONFIRMED

19

Workforce Committee
The Committee received the report.

20

Investment Committee
The Committee received the report.

21

CIP Delivery Group
The Committee received the report.

22

ICT Programme Board
The Committee received the report.

23

Any Other Business

Other

The Committee was informed that the Trust has been given preferred bidder status for the Genetics Tender,
although price and activity is not yet known.
Close by 16.00
Next meeting: 27 September 2018, 13.30 at Education Centre, BCH

ACTION/DECISION LOG

Item

Summary of Action

6 – our approach
to staff
efficiencies
10 – divisional
recovery plan:
BWH
14 – business
case: IV pumps

A Summer Plan will be developed and implemented for the
summer months, which will include potentially closing wards and
dispersing staff throughout the hospital during this period.
This will return in detail in September.

The Committee approved the business case.

4

Owner(s)
Due by
AB

Update

SA
September

Scheduled

Report to Board of Directors
Agenda item:

8

Enclosure Number:

4

Date

2 October 2018

Title

Resources Report – Period Ending 31 August 2018

Author /Sponsoring
Director/Presenter

Authors - Director of Operational Finance and Interim Chief Officer for
Workforce
Sponsoring Director – Chief Finance Officer
Presenters – Chief Finance Officer and Interim Chief Officer for
Workforce

Purpose of Report

Tick all that apply 

To provide assurance

To obtain approval

Regulatory requirement

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




August is traditionally a month where the Trust’s activity and financial performance is weak. This is reflected in the
plan that has been set. Despite this reduced target, the Trust has once again delivered a sub-plan performance,
the fourth time this has happened this year.
The cumulative position to date is an overspend of £984k; that is £3.3million adrift of the Trust’s baseline plan
required to hit the financial control target. This position was only achieved by accounting for the full £1.4million
additional FTB funding given by commissioners for the whole year. The Trust is continuing to trade at a deficit and
is now effectively utilising its surplus cash balances to fund operational expenses. The outlook of meeting the
control total in quarter two is now significantly under threat.
Income figures were generally where we had expected them to be when we set the budget at the start of the
financial year – however we had expected these to be better given the opening of Waterfall House and the initial
indications from the forward look meetings. Issues in particular are:
• Case mix – e.g. level of cardiac planned procedures as a result of cancellations (year to date). This trend
continued in August.
• Outpatient activity is significantly reduced, in particular the level of follow up outpatients are not just
lower than plan but last year. This was seen in the forward look figures during the month.
The most notable financial change in August has been the Trust’s treatment of the additional £1.4m received for
FTB beds this year. By the end of August £1.7m had been spent on beds above the baseline contracted level. As a
consequence of this the full £1.4m has been phased into the year to date position thereby exhausting all funding.
From mid-August any occupied beds for Birmingham patients above the baseline plan level are open without a
funding source. This is a huge risk for the Trust and will be discussed with BSOL CCG on September 20.
The Trust continues to overspend in terms of the paybill and there has been little discernible movement in the

right direction in this expenditure area. Whilst there is a narrative that there are a range of projects not being
captured the acid test is the monthly pay costs and they have not shifted in line with the required plan. The lack of
impact of workforce based efficiency schemes was highlighted at the August FRC. Agency spend has remained
over 7% of the paybill in August with the level of spend now triggering a Use of Resources rating of “3” for the first
time.
The financial contribution from clinical services has deteriorated compared with the same period last year (on
which the plan is broadly based) driven by lower than planned activity for the cost base (predominantly staff
costs). In August productivity has again been below the required level both from an income and activity
perspective. With the exception of Women’s services all Divisions showed reduced income productivity metrics in
August with a drop-off from July greater than that experienced in August 2017.
Whilst the financial landscape is challenging the CIP required ought to be achievable with the appropriate
organisational focus and the will to implement the schemes that have been identified. There needs to be a
consistent and considerable focus now on delivery of the efficiency agenda across all areas of the Trust but also
throughout the organisation from Board to the ward. Looking after every tax payer £ received by the Trust should
have equal weight to looking after every patient and every member of staff.
A more detailed approach to delivering financial balance is being developed. This builds on what is already in place
and that the Board signed up to as part of the downside planning prior to the merger. This will include:
• Reviewing and amending where necessary the Governance systems that are in place;
• Capital development plans being cut back to one or two key priorities – what was affordable when the
plan was set is no longer affordable to the Trust in cash terms and reviewing the level of the programme
and its timing will give revenue benefits;
• Having a greater focus on delivery of activity plans and forward look. All respective Clinical Directors and
Assistant Directors of Operations and Nursing were written to on 1 August outlining their target run rates
for the remainder of the year. These will be required to complement and support the ongoing work being
undertaken by the COO and CNO and Director of Performance. A Forward Look tool is now being
implemented with weekly review processes in place to examine the previous and future weeks’
performance;
• The development of a disinvestment plan that develops and builds on a concept of affordable quality. The
current levels of staffing at the Trust are not affordable within the resources that are available.
The key Workforce points to note are as follows:

•
•
•
•

Sickness is showing an increase in month across the Trust, and whilst there continues to be particular
hot spot areas that require ongoing work and support, there have been decreases in Surgery, Mental
Health Services and Corporate.
Turnover has seen an increase this month, with continued focus on staff retention including Mental
Health Services, Surgical Care, PICU and Complex Care.
Appraisal compliance remains a challenge across the Trust with a further decrease this month which
takes us below our target.
There has been an improvement in Trust wide core mandatory training compliance is 87.87%
representing an increase of 3.05% since the last report.

Sickness absence
• Sickness remains high across Birmingham Women’s Hospital and Surgery, with the main reasons as
MSK and Stress related absence. Within Surgery A sickness remains above KPI but has declined each
month since May and sickness in Surgery B is just above Trust KPI but is expected to reduce with
planned returns in September. There are short term and long plans in place across the groups:

•

•

•

o Confidential Care is being promoted more widely, including the broadness of services on
offer.
o A new template has been developed in Maternity to be used when staff phone in sick to
ensure absence if recorded accurately and that the absence is managed appropriately from
day 1.
o Staff experience interventions are being developed and tailored to each clinical group.
o There are plans to deliver refresher training on the Sickness Absence policy to Ward Sisters at
the Women’s to ensure appropriate support is being offered. A deep dive is going to be
undertaken into short term sickness in maternity and confirm and challenge meetings are
being set up.
The majority of sickness in Mental Health Services is due to long term absence with
stress/anxiety/depression and musculoskeletal problems being the main reasons for absence.
Support is being reviewed for those on long term sickness, and workshops have been scheduled for
staff during early November 2018 with a focus on supporting resilience in a healthcare setting.
Sickness absence remains high in Complex Care but is being effectively managed through the Trust
policy. Staff retention has been identified as a concern for this area. To address this, an action plan
has been drawn up with the department manager to review their approach to staff management and
engagement, particularly for community staff who rarely work on-site.
Sickness absence remains high on PICU; monthly confirm and challenge meetings are taking place
with the senior managers to ensure all cases are managed appropriately. A review of the workforce
model on the unit is also being undertaken to ensure this is streamlined whilst also meeting national
standards for paediatric intensive care nursing.

Temporary Workforce Spend
• Spend on bank at the Women’s Hospital remains high however grip and control measures are being
implemented such as the service joining the Trust wide bank system from October. Medical Staffing
remains a concern and the temporary spend at BW reflects this. There is significant work on going
with regards to medical workforce at BW, with recruitment reporting on a bi-weekly basis and the
workforce delivery template being used to support longer term planning. An action plan has been
developed which has also identified some quick wins such as clarifying processes.
• Within Surgery bank spend in Theatres is notable due to vacancies and high levels of sickness. Long
term plans are being developed; the senior team are holding monthly meetings focused on workforce
and work streams such as recruitment, retention and workforce planning.
• Temporary staffing spend remains high in FTB; there is no simple solution because of the
national/regional shortage of mental health practitioners in all disciplines, but importantly a task and
finish group Chaired by the new Director of MHS is now in place. The group are doing a deep dive
into MHS agency using data from the MHS workforce plan, finance and the agency activity reports.
The group will look to identify actions and work streams to enable the service to reduce reliance on
agency. To reduce the reliance on agency, a recruitment action plan is in place for both MHS Medics
and Nursing staff groups. The Nursing team attended the BWC Open day on the 8th September 2018
to support their recruitment, and Medical recruitment is currently underway including a revised
advert in the BMJ and a meet and greet event arranged for 11/09/18 for interested candidates to
meet the Senior Management Team and DCMO. An action plan is also in place for recruitment to
admin posts within the service. Across Divisions the workforce delivery template is being introduced
including forecasting vacancies and maternity leave to identify staffing levels across disciplines and
aid workforce planning.

Mandatory Training
Trust wide core mandatory training compliance is 87.87% representing an increase of 3.05% since the
last report. Nine of the 11 core topics have increased with Child Protection showing most improvement
at 9.83%. The annual core topics, Fire Safety and Information Governance have increased by approx. 23% and remain targets for improvement. In July, Vesper became the Trust single reporting platform for
mandatory training and the core training topics are fully mapped. Job specific training topics which
include Resus and higher levels of Safeguarding are 90% mapped to Vesper in terms of the training needs
analysis and will be included in the September report.

Recommendation

Board review, discuss and approve the Resources Report.

CIP Programme Status
Report Summary

0

1000

Report Date

2000

3000

4000

5000

6000

7000

8000

9000

10000

11000

20/09/18

12000

13000

14000

15000

16000

17000
Thousands

CIP Monthly Update - Month 5
a) £4.7m achieved against YTD plan of £5.6m - 84%
b) Diagnostic & Therapies, Obs Gynae & Neonates and Urgent & Critical Care have all achieved above in month plan. Overall M5 delivery is at 97% of in month plan.
c) 18/19 Forecast is £13.5m with a recurrent forecast value of £13.3m
d) 269 schemes have identified milestones of which 47% of YTD milestones are completed.
e) 71.7% (324) schemes have passed the QIA process, 15% (68) of the schemes are awaiting approval at panel, 10.6% (48) of schemes have No QIA completed or are awaiting
clinical review and 2.6% (12) QIAs have been returned to project lead with queries from the QIA Panel. All Divisional Associate Directors of Ops have attended specially convened
meetings with the CNO to discuss outstanding schemes. Approval of a number of schemes has been delayed due to annual leave.
f) 224 live schemes (49.6%) have been updated in the last month.
g) 325 of452 schemes are RED rated. These represent 52.5% of the total CIP Programme. 228 schemes have a red financial rating, the remaining 97 red rated schemes relate
to incomplete QIA & milestones.
Sub Division

In Year

Ytd Plan

Corporate
Trustwide

£2,652,936
£0

£3,616,570
£2,397,523

Urgent & Critical Care
Specialised Medicine
Diagnostic & Therapies Service
Divisional Total

£2,723,777
£1,617,340
£1,896,918
£6,238,035

£2,035,679
£1,101,034
£857,804
£3,994,517

Surgery A
Surgery B
Divisional Total

£2,759,761
£1,124,947
£3,884,708

£1,219,606
£1,122,408
£2,342,015

£1,311,393
£1,130,931
£697,245
£375,928
Division of Medicine
£859,190
£775,512
£350,510
£319,535
£248,093
£273,295
£1,457,793
£1,368,343
Division of Surgery
£334,682
£216,758
£345,711
£272,973
£680,393
£489,731

£3,017,201
£833,170
£3,850,371
£299,048
£16,925,097

£3,241,991
£546,200
£3,788,191
£259,516
£16,398,331

Division of Women's Services
£1,107,326
£967,372
£263,583
£269,352
£1,370,910
£1,236,724
£108,130
£101,576
£5,625,864
£4,703,232

Obs, Gynae & Neonates
Genetics
Divisional Total
Mental Health Services
Grand Total

Target

Achieved

In Year Forecast

Variance
Against Plan

Recurrent Plan

Recurrent Fcast

£3,249,558
£822,638

-£180,462
-£321,317

£2,933,206
£3,137,111

£2,764,739
£2,457,673

£1,838,288
£1,027,968
£788,298
£3,654,555

-£83,678
-£30,975
£25,202
-£89,450

£605,049
£675,571
£1,249,220
£2,529,840

£648,787
£783,213
£1,141,873
£2,573,872

£1,155,786
£967,898
£2,123,684

-£117,924
-£72,738
-£190,662

£1,221,185
£888,128
£2,109,312

£987,318
£888,128
£1,875,446

£2,888,888
£662,064
£3,550,952
£111,576
£13,512,963

-£139,955
£5,769
-£134,186
-£6,554
-£922,632

£3,002,214
£350,400
£3,352,614
£197,892
£14,259,976

£3,154,542
£389,092
£3,543,634
£101,576
£13,316,940

Divisional Headlines
Division of Medicine
In month of delivery against plans of 105% due to:
- Increased AHP & Phone Contact Activity in Dietetics
- Integration of Microbiology Labs across BC & BW
- Reduction in discretionary spend
- Provisions of MRI support - SLA for clinical scientists
- Review of Stem Cell storage
- Reduced by slippage in a number of local workforce plans
Forecasted delivery of £3,655k which is £339k below the identified plan of £3,994k and £2,583k short of the £6,238k target.
Division of Surgery
Period: £84k or 54% of the monthly plans identified by the Division realised. The shortfall principally relates to vacancy control and various local workforce plans. Actual delivery in
the period was 17% down on average delivery in prior periods.
Year to Date: The Division has delivered c£490k or 72% of YTD plans. This is a fall on the 77% realised by the end of M04. Workforce headlines noted above coupled with delay to
ROH and income related schemes explain the YTD shortfall.
Forecast outturn: The Division is currently forecasting delivery of c£2.1m. This represents 90% of plans developed or 54% of annual target. To hit this the division needs to average
c£230k delivery per month over the balance of the year.

Division of Women's Services
At Month 5 reporting £1.237 delivered against a plan of £1.371 (90%).
Forecasting delivery of £3.55m against a target of £3.85m (92%)
Improved forecast position is mainly linked to the successful implementation of Badgernet for antenatal care in Maternity and Fertility activity and income re-forecast.
Both Neonates and Genetics have a significant target unidentified (£300k and £223k full year effect respectively).
Note; Fertility business case CIP is overstated by £150k in Month 5, this will be reversed in Month 6 (restated YTD delivery is 80%)

Mental Health Services
87% of identified plans against 18/19 overall target
YTD achieved against identified plans of 94%
Over performance against Tier 4 bed Occupancy CIP
Under performance against overnight Staffing Model CIP

Plans In
Progress

Fully Developed

Corporate
Trustwide

£
£

2,000
-

£
£

41,500
-

£
£

Urgent & Critical Care
Specialised Medicine
Diagnostic & Therapies Service
Divisional Total

£
£
£
£

11,000
8,400
19,400

£
£
£
£

569,880
209,782
122,903
902,564

£
£
£
£

Surgery A
Surgery B
Divisional Total

£
£
£

18,016
137,800
155,816

£
£
£

281,884
333,580
615,463

£
£
£

Obs, Gynae & Neonates
Genetics
Divisional Total
Mental Health Services
Grand Total

£
£
£
£

1,192
1,192
£178,408

£
£
£
£

945,707
10,000
955,707
£2,515,235

£
£
£
£

Opportunity

Amber

Green

£1,473,276
£2,397,523

34
15

£2,131,298
£0

16
0

1,012,687 £
442,105
£726,196
216,393 £
666,436
£396,207
208,070 £
526,831
£638,323
1,437,150 £
1,635,372 £ 1,760,725
Division of Surgery
541,147 £
378,564
£631,888
429,491 £
221,537
£619,084
970,638 £
600,101 £ 1,250,972
Division of Women's Services
1,664,871 £
630,222
£1,422,622
479,000 £
57,200
£53,000
2,143,871 £
687,422 £ 1,475,622
234,083 £
25,433
£244,083
£7,932,052
£5,772,614
£8,602,201

33
40
43

£114,848
£128,275
£120,245
£ 363,368

2
6
4

3,146,310 £
426,764
£
2,397,523
Division of Medicine

Number of
Schemes

Cumulative
Value

% of total CIP
Value

75
51
325
451

£3,522,066
£4,274,041
£8,602,201
£ 16,398,309

21
26
52

116
59
33
92
60
4
64
4
325

Red

No milestones identified
Or
2 or more milestones missed

100

2
12

£940,178
£489,000
£ 1,429,178
£0
£4,274,041

6
3

Financial information and
phasing identified
But
<99% financial achievement
after phasing has started

Milestones identified
But
1 milestone missed

14

9
0
51

£12,000
£0

2
0

£1,194,628 24
£576,529 9
£99,236 5
£ 1,870,393 £ 38
£424,073 15
£316,776 15
£ 740,848 £ 30
£879,192 3
£4,200 1
£ 883,392 £ 4
£15,433 1
£3,522,066 75

Green
Financial information and
phasing identified but
phasing has not yet started
Or
>99% financial achievement
after phasing has started

Milestones identified
And
All milestones on track

Quality Impact Assessment
completed
But
Assessment not yet signed
off by CNO and CMO
Or
Assessment has queries
raised by CNO or CMO to be
addressed

No Quality Impact
Assessment completed
Or
QIA completed but not
clinically reviewed

12

£163,649
£186,549
£ 350,198

Amber

No financial Information
Identified
Or
No phasing identified
Or
<95% financial achievement
after phasing has started

QIA

Total

Red

Finance

Completed

Milestones

Clinical Group

Scheme does not require a
detailed Quality Impact
Assessment
Or
Quality Impact Assessment
signed off by CNO & CMO

% Schemes Identified and Actuals Against Target by Sub Division
Identified

Achieved

Target

160%

140%
136%
120%
107%

100%

100%

98%

97%
87%

80%
75%
68%

60%

40%

66%

45%

43%

34%

32%

32%

14%

32%

28%

24%

20%

60%

44%

28%

20%

64%

22%
13%

8%

0%
Corporate

Urgent & Critical
Care

YTD Planned Miles

Specialised
Medicine

Diagnostic &
Therapies Service

Completed Miles

Surgery A

Surgery B

Obs, Gynae &
Neonates

Genetics

Mental Health
Services

Grand Total

Division of
Medicine

Division of
Surgery

Division of
Women's Services

Sub Division Milestones

80

70

60

50

40

30

20

10

0
Corporate

Diagnostic & Therapies
Service

Genetics

Mental Health Services Obs, Gynae & Neonates Specialised Medicine

Surgery A

Surgery B

Trustwide

Urgent & Critical Care

2018/19 - Approval of Quality Impact Assessments
3

43

57
No Detailed QIA Review Needed

9
5

QIA Passed

QIA to be Sent for Review

67

QIA with CNO/CMO

QIA Awaiting Clinical Review from Specialty

Returned To Project Lead

1

Review Requested

No QIA Completed

267

Schemes with No Quality Impact Assessment Completed by Clinical Group
17 of 43 of schemes with no approved QIA are recording financial achievement

9

Corporate

Trustwide
20

Genetics

Obs, Gynae & Neonates

13

1
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Summary of Report
EPRR Report 1: Self-Assessment against NHS England Core Standards for Emergency Preparedness Resilience
and Response (EPRR) 2018.
This report outlines the Trust’s self-assessment of its compliance with the NHS England Core Standards for
Emergency Preparedness, Resilience and Response (EPRR). The Core Standards are an annual audit and this year
included a “deep dive” into Incident Coordination Centres and Command Structures. The Trust is declaring a
compliance level of “Fully Compliant” against the 64 standards used for 2018. This follows the Trust being
upgraded to “Fully Complaint” following an Enhanced Assurance Visit last year. The Trust is declaring a level of
“Fully Compliant” against the Core Standards deep dive.
The Trust’s submission has been agreed and authorised by the Chief Operating Officer in his role as Accountable
Emergency Officer. For assurance purposes, NHS England requires the Board of Directors to approve the selfassessment. The self-assessment is also subject to scrutiny from NHS England and the CCG.
EPRR Report 2: Emergency Preparedness, Resilience and Response Annual Report August 2018
This paper provides an annual update on the resilience status within the Trust.
The main points to note are:
• The report updates the Board of Directors on the resilience of the Trust and current key initiatives.
• No major incidents have been declared to date during 2017/2018.
• The paper provides an update of progress against the annual work programmes produced by the
Emergency Planning and Resilience Manager for both main sites.
Recommendation
• Consider and approve the Trust’s self-assessment of Fully Compliant
with NHS England EPRR Core Standards for 2018, noting progress and
The Board of Directors is asked
areas planned to be addressed in the coming year.
to:
To consider and approve the EPRR Annual Report September 2018
and approve the current status of EPRR within the Trust.

EPRR Report 1:
Self-Assessment against NHS England Core Standards for EPRR 2018
1.

Purpose

This report outlines the Trust’s annual self-assessment of its compliance with the NHS England Core
Standards for Emergency Preparedness, Resilience and Response (EPRR). The self-assessment
requires Board of Directors’ discussion and approval. The latest EPRR Core Standards were published
in August 2018.
2.

Background

The current NHS England Core Standards for EPRR apply to all NHS Trusts – acute, specialist,
community, mental health and ambulance as well as CCGs and NHS England, independent
contractors in the healthcare industry and other bodies e.g. Urgent Care Centres/Walk-in Centres
and Care Homes
The EPRR Core Standards and the Trust’s current self-assessment are attached at Appendix 1. The
return has been submitted to the CCG and NHS England West Midlands to provide external
assurance to the Local Health Resilience Partnership (LHRP).
All organisations within the West Midlands LHRP were asked to complete and return their
assessments by August 31st 2018. Trusts are required to have sought and confirmed approval from
their respective Boards or, due to the short timescales involved, as soon as possible after the
submission date. Due to the cancellation of the September Board meeting the October meeting is
the first available after this deadline – the report has been agreed by the Chief Operating Officer and
sent as a final draft to NHS England and the CCG. The Trust was required to present compliance with
the Core Standards at a West Midlands LHRP meeting in late September 2018.
As part of the Core Standards process for 2017 a series of “Enhanced Assurance visits” were carried
out for Major Trauma Centres. The Children’s Hospital site was visited by a group from NHS England
(Regional and local EPRR), NHS Improvement and the CCG. The Trust’s status was upgraded from
Substantial to Fully Compliant as a result of this visit.
3.

The Trust’s self-assessment

A copy of the Trust’s self-assessment against individual EPRR Core standards can be found at
Appendix 1 attached to this report for the Board’s consideration and approval.
Based on previous self-assessments against Core Standards and lessons learned from exercises, an
annual work programme is produced. This has enabled the Emergency Planning and Resilience
Manager to prioritise the workstreams for each site. Progress against the work programme is
monitored by each hospital’s EPRR Working Group.

The annual “deep dive” related to the Core Standards focuses on a different element of EPRR each
year. This year the “deep dive” relates to Incident Coordination Centres and Command Structures.
The Trust is fully compliant with the eight “deep dive” standards.
4.

Recommendations

The Board of Directors is asked to:
•

Consider and approve the Trust’s self-assessment of Fully Compliant with NHS England EPRR
Core Standards for 2018.

EPRR Report 2:
Emergency Preparedness Resilience and Response Annual Report August 2018
1
Introduction
During 2017-18, Emergency Preparedness, Resilience and Response (EPRR) within the Trust was led
by the Chief Operating Officer – Acute Services, who is the Accountable Emergency Officer. The EPRR
function is managed by the Emergency Planning and Resilience Manager (EPRM) who is based at
Birmingham Children’s Hospital (BCH) with line management reporting to Associate Service Directors
at both main sites. 2018 saw the retirement of the Emergency Planning Officer at Birmingham
Women’s Hospital (BWH) and the EPRM now covers the function across both sites and also works
closely with FTB colleagues on relevant resilience issues. The EPRM is supported for one day per
week by a colleague at BWH who assists with Business Continuity Management work.
Annual work programmes have been developed for both hospitals detailing the workstreams
required to ensure the Trust fully meets its obligations under the Civil Contingencies Act 2004, the
NHS England EPRR Core Standards 2017/2018 and the latest national and regional guidance.
National events such as the terrorist attacks in Manchester and London have also directly affected
the Trust priorities for EPRR and have led to significant initiatives such as the continued
development of a Mass Casualty planning workstream.
The Trust continues to work collaboratively with other Trusts within the West Midlands conurbation.
The Chief Operating Officer as Accountable Emergency Officer is a member of the Local Health
Resilience Partnership (LHRP) and the EPRM attends the Local Health Resilience Forum (LHRF) as
well as regularly liaising with emergency services and other partner agencies.
There were no Major Incidents declared by the Trust during 2017-18. However there were a number
of incidents which led to the initiation of Business Continuity procedures or special response
measures being put into place. These incidents included the following:
•
•
•
•
•
•
2

Stabbing Incident at BWH
Telephony problems at BWH
Flooding at Oakland’s Centre and Parkview as well as the Women’s hospital site
Generator issues at BCH
Small fire at BCH site
Adverse weather problems affecting all sites – Snow and Heatwave
External Audit of EPRR

NHS England Core Standards for EPRR
The Trust has to report on compliance with these standards to NHS England and the CCG. This year
BWC provided a compliance level of Fully Compliant.
2017 saw the introduction of “Enhanced Assurance Visits” as part of the Core Standards process.
Last year saw a visit to Major Trauma Centres and the Children’s Hospital site hosted colleagues
from NHS England EPRR teams at Regional and local level, NHS Improvement and the CCG. The visit

included an increased level of scrutiny as well as the opportunity for colleagues to visit PICU, Burns
Centre, Emergency Department and Hospital Operations Centre. Following the visit the Trust
compliance rating was increased from Substantial to Fully Compliant.
3
EPRR Working Groups
There is an EPRR Working Group at both hospital sites. The meetings address key issues around
EPRR including emergency planning and business continuity management (BCM). The groups meet
every two months and are chaired by Associate Directors. Membership includes service managers
and leads from clinical groups as well as managers from key non-clinical departments such as IT,
Estates and Finance.
The Emergency Planning and Resilience Manager supports the ASD’s in facilitating these meetings.
There is a standard agenda as well as similar work plans to which both groups operate to ensure
consistency across the organisation. The work plans address the following key areas of Resilience:
•
•
•
4

Planning – Major Incident Plans, BCM plans, specific planning initiatives such as Mass
Casualties
Training and exercising – team briefings, tabletop and call out exercises, seminar
Initiatives – response procedures, partner agency engagement, Core Standards
Update On Trust Plans

4.1
Critical and Major Incident Policy and Major Incident Plans
The Critical and Major Incident Policy for the Trust was a new initiative for 2017/18. The policy
outlines the legislative duties of the Trust as well as the Strategic and Tactical planning, response and
recovery procedures. The Critical and Major Incident Policy is an overarching document and was
approved in April 2018 by the Policy Review Group.
The Major Incident Plans for both sites are the operational management response plans for
responding to Major Incidents. The Major Incident Plans for both hospital sites were also approved
in April 2018 by the Policy Review Group following extensive review and updating.
The Major Incident Plans are supported by a variety of operational plans such as:
•
•
•
•
4.2

Mass Casualty Annex – BCH site only
Adverse Weather Plans – Heatwave and Cold Weather planning
Lockdown
Pandemic Influenza

Mass Casualty Annex
As a Major Trauma Centre, Birmingham Children’s Hospital forms a key element of overall
response plans of both NHS England and WMAS and has now produced its own internal Mass
Casualty Annex (MCA).

The MCA has been tested by two tabletop exercises as well as a call out cascade exercise. The
MCA will also be tested as part of the Trust response to a major Regional Paediatric Mass
Casualty Exercise in October 2018.
Mass Casualty planning has been led by a working group chaired by Dr.Tina Newton. The group
has been well attended and supported by colleagues from across the Trust. Recent initiatives
have seen meetings focus on single issue topics and have included the following:
•
•
•
•

Pharmacy requirements in a mass casualty incident
Dealing with fatalities/bereavement/family and staff support/Police Casualty Bureau
WMAS mass casualty arrangements and their expectations of the Trust
Estates and Facilities requirements and support in major incidents

The Working Group continues to be well supported across the Trust. Future meetings are planned to
include colleagues from West Midlands Police and other partners as we aim to ensure that our
response to any future incidents can be as effective as possible whilst maintaining the care, safety
and wellbeing of patients, families and our own staff.
4.3EPRR Annual Seminar
This year saw the first of what is intended to become an annual EPRR seminar. The event was held
on April 27th 2018 at our Children’s Hospital site and addressed the subject of “Planning to Respond
to Terrorist Major Incidents”. The event was organised and run at no cost to these attending.
The seminar was attended by 94 delegates representing all Trust Services and sites. Feedback has
been overwhelmingly positive. Speakers included colleagues from BCH who talked about our Mass
Casualty planning work, West Midlands Police Counter Terrorism Unit and WMAS. The seminar also
featured a presentation from colleagues at Manchester Children’s Hospital on their response to the
Manchester Arena attack in May 2017.
The seminar in 2018 will aim to address current issues in EPRR with another range of key note
speakers and subject matter experts.
5
Exercising Of Plans
Under the Civil Contingencies Act 2004, the Trust has a responsibility to undertake regular testing of
its Major Incident Plan. The Trust is currently compliant with all requirements as outlined in NHS
guidance.
•

Communications: Should be tested 6 monthly.

At BWH, this was tested fully during telephony problems in January 2018 and flooding problems
experienced in May 2018. At BCH, tests were under taken as part of the exercising programme
for the Mass Casualty annex in November 2017 and will be tested again as part of the Trust
response to the Regional Mass Casualty exercise in October 2018.
Weekly testing of other cascades such as Trauma alerts are carried out across both Trusts.

•

Desk top testing: Annually.
At BCH, tabletop exercises were held to test the Mass Casualty Annex as follows:
o
o
o

Exercise Edge - October 10th 2017
Exercise Oscar 1 -November 28th 2017
Exercise Edge 2 - February 5th 2018

Project Argus tabletop exercises have also been held at both BCH and BWH (September and October
2018). This is a multi-media simulation that tests the response to a terrorist attack. The two events
were facilitated by the EPRM for the Trust along with West Midlands Police Counter Terrorism Unit
and WMAS – both events were well attended by staff from across the Trust.
The Trust also participates in Regional Exercises led by NHS England and PHE. These include a
Regional Paediatrics Mass Casualty Exercise to be held on October 18th 2018 and a National Burns
Exercise due for October 30th 2018.
•

Live casualty exercise: every 3 years.

The next “live” exercise is due to be carried out in 2019. The EPRM is already working with partner
agencies to arrange a suitable date. The nature of “live” exercises means that considerable pre
planning is required due to the logistical issues to be considered to actually mobilise staff and
resources whilst causing as little disruption to the day to day activities of the Trust as possible.
6
Business Continuity Planning
A Trust Business Continuity Management Policy has been produced by the EPRM at BCH and the
Local Health, Safety, Security and Business Continuity Manager at BWH. Robust plans are in place
across both hospital sites and FTB. BCM is a standing agenda item on the bi monthly EPRR group
meetings and also at the Non Clinical Risk Committee for both sites.
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Training

Training and awareness raising is a key element of EPRR as all staff across the Trust have a potential
role to play in assisting in the response to Critical and Major Incidents.
At BCH, a range of training opportunities are available across the Trust to ensure compliance with
Core Standards. These range from regular training in ED for all aspects of Major Incident response
including CBRN, attendance at seminars and workshops, briefings of Management and Ward groups,
participation in table top and live exercises and supporting partners in their own training
programmes. Middle/Operational Managers on call also have to complete core competencies,
including EPRR, before taking on the on call role.
9

Recommendation

The Board is asked to consider the Emergency Preparedness Resilience and Response Annual Report
October 2018 and approve the current status of EPRR across the Trust.

Please select type of organisation:

Core Standards
Governance
Duty to risk assess
Duty to maintain plans
Command and control
Training and exercising
Response
Warning and informing
Cooperation
Business Continuity
CBRN
Total

Deep Dive
Incident Coordination Centres
Command structures
Total

Interoperable capabilities
MTFA
HART
CBRN
MassCas
C2
JESIP
Total

Acute Providers

Total
standards
applicable
6
2
14
2
3
7
3
4
9
14
64
Total
standards
applicable
4
4
8
Total
standards
applicable
28
33
32
11
36
23
163

1

Fully compliant

Partially
compliant

Non compliant

6
2
14
2
3
7
3
4
9
14
64

0
0
0
0
0
0
0
0
0
0
0

0
0
0
0
0
0
0
0
0
0
0

Fully compliant

Partially
compliant

Non compliant

4
4
8

0
0
0

0
0
0

Fully compliant

Partially
compliant

Non compliant

0
0
0
0
0
0
0

0
0
0
0
0
0
0

0
0
0
0
0
0
0

Overall assessment:

Fully compliant

Interoperable capabilities:

Self-assessment not started

Instructions:
Step 1: Select the type of organisation from the drop-down at the top of this page
Step 2: Complete the Self-Assessment RAG in the 'EPRR Core Standards' tab
Step 3: Complete the Self-Assessment RAG in the 'Deep dive' tab
Step 4: Ambulance providers only: Complete the Self-Assessment in the 'Interoperable capabilities' tab
Step 5: Click the 'Produce Action Plan' button below

Self assessment RAG

Ref Domain

Standard

Detail

Appointed AEO

The organisation has appointed an Accountable Emergency Officer (AEO) responsible
for Emergency Preparedness Resilience and Response (EPRR). This individual should
be a board level director, and have the appropriate authority, resources and budget to
direct the EPRR portfolio.

Acute
Providers

Specialist
Providers

NHS
Ambulance
Service
Providers

Community
Service
Providers

Patient
Transport
Services

NHS111

NHS England
Director
Mental Health
Commissionin
Providers
g Operations
Team

NHS England
NHS England
Regional
National Team
Team

NHS
Improvement

Primary Care
Clinical
Other NHS
Commissionin Services - GP,
Commissionin
funded
community
g Support Unit
g Group
organisations
pharmacy

Red = Not compliant with core standard. In line with the organisation’s EPRR work
programme, compliance will not be reached within the next 12 months.

Evidence - examples listed below

Amber = Not compliant with core standard. The organisation’s EPRR work programme
demonstrates evidence of progress and an action plan to achieve full compliance within
the next 12 months.
Green = Fully compliant with core standard.

1

Governance

Alex Borg. Chief Operating Officer – Acute Services

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

A non-executive board member, or suitable alternative, should be identified to support
them in this role.
The organisation has an overarching EPRR policy statement.

Fully compliant

Critical and Major Incident Policy (Attached)
Policy Review Group May 25th 2018

Approved by

This should take into account the organisation’s:
• Business objectives and processes
• Key suppliers and contractual arrangements
• Risk assessment(s)
• Functions and / or organisation, structural and staff changes.
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Governance

Y

EPRR Policy Statement

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Fully compliant

Y

The policy should:
• Have a review schedule and version control
• Use unambiguous terminology
• Identify those responsible for making sure the policies and arrangements are
updated, distributed and regularly tested
• Include references to other sources of information and supporting documentation.
Board paper (31/08/17 attached).
Board paper for October 2nd 2018 (Attached)

The Chief Executive Officer / Clinical Commissioning Group Accountable Officer
ensures that the Accountable Emergency Officer discharges their responsibilities to
provide EPRR reports to the Board / Governing Body, no less frequently than annually.

3

Governance

EPRR board reports

4

Governance

EPRR work programme

5

Governance

These reports should be taken to a public board, and as a minimum, include an
overview on:
• training and exercises undertaken by the organisation
• business continuity, critical incidents and major incidents
• the organisation's position in relation to the NHS England EPRR assurance process.

The organisation has an annual EPRR work programme, informed by lessons identified
from:
• incidents and exercises
• identified risks
• outcomes from assurance processes.
The Board / Governing Body is satisfied that the organisation has sufficient and
appropriate resource, proportionate to its size, to ensure it can fully discharge its
EPRR duties.

Governance

Continuous improvement
process

7

Duty to risk assess

Risk assessment

8

Duty to risk assess

Risk Management

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Fully compliant

Y

Workplan for Children's Hospital and Women's Hospital sites (Attached)

Y

EPRR Resource

6

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Fully compliant

• Critical and Major Incident Policy (Attached) - approved by Policy Review Group
25/5/18
• Organisation structure chart (Available as evidence if required)
• Internal Governance process chart including EPRR group (Attached)

Fully compliant

The organisation has clearly defined processes for capturing learning from incidents
and exercises to inform the development of future EPRR arrangements.

• Critical and Major Incident Policy (Attached)
Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

The organisation has a process in place to regularly assess the risks to the population
it serves. This process should consider community and national risk registers.

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

• EPRR risks are considered in the organisation's risk management policy
• Reference to EPRR risk management in the organisation's EPRR Critical and Major
Incident policy document . Emergency Planning and Resilience Manager sits on Non
Clinical Risk Committee and Fire Safety Committee. BCM is a standing agenda item on
NCRC.

Fully compliant

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Partners consulted as appropriate dependent on initiative. NHS England and WMAS
consulted on Mass Casualty Annex . Annex will be tested as part of the Trust response
to Exercise Blue Peter - 18/10/18. (copy of Mass Casualty Annex attached)

Fully compliant

Fully compliant
EPRR Risk Register (Attached)

The organisation has a robust method of reporting, recording, monitoring and
escalating EPRR risks.

Fully compliant

Domain 3 - Duty to maintain plans
9

Duty to maintain plans

Collaborative planning

Plans have been developed in collaboration with partners and service providers to
ensure the whole patient pathway is considered.

11

Duty to maintain plans

Critical incident

In line with current guidance and legislation, the organisation has effective
arrangements in place to respond to the following risks / capabilities:
In line with current guidance and legislation, the organisation has effective
arrangements in place to respond to a critical incident (as per the EPRR Framework).

12

Duty to maintain plans

Major incident

In line with current guidance and legislation, the organisation has effective
arrangements in place to respond to a major incident (as per the EPRR Framework).
In line with current guidance and legislation, the organisation has effective
arrangements in place to respond to the impacts of heat wave on the population the
organisation serves and its staff.

10

Duty to maintain plans

Planning arrangements

13

Duty to maintain plans

Heatwave

14

Duty to maintain plans

Cold weather

15

Duty to maintain plans

Pandemic influenza

16

Duty to maintain plans

Infectious disease

17

Duty to maintain plans

Mass Countermeasures

In line with current guidance and legislation, the organisation has effective
arrangements in place to respond to the impacts of snow and cold weather (not internal
business continuity) on the population the organisation serves.
In line with current guidance and legislation, the organisation has effective
arrangements in place to respond to pandemic influenza as described in the National
Risk Register.
In line with current guidance and legislation, the organisation has effective
arrangements in place to respond to an infectious disease outbreak within the
organisation or the community it serves, covering a range of diseases including Viral
Haemorrhagic Fever. These arrangements should be made in conjunction with
Infection Control teams; including supply of adequate FFP3.
In line with current guidance and legislation, the organisation has effective
arrangements in place to distribute Mass Countermeasures - including the
arrangement for administration, reception and distribution, eg mass prophylaxis or
mass vaccination.
There may be a requirement for Specialist providers, Community Service Providers,
Mental Health and Primary Care services to develop Mass Countermeasure
distribution arrangements. These will be dependant on the incident, and as such
requested at the time.

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Critical Incident response is covered using BCM plans and Police. (Copy of Trust
BCM Policy attached - sample of BCM plans from BCH, BWH, Forward Thinking
Birmingham available as evidence if required)
Major Incident Plan for both main sites approved at Policy Review Group - 25/5/18.
(MIP for both sites attahced). MIP stored on Trust intranet.
Heatwave planning and response has been high profile this year - Procedures in place,
reporting on Heatwave issues is via EPRR Working Group and on to Non Clinical Risk
Committee. Information circulated to EPRR leads at BCH/BWH/FTB - also on Trust
intranet. (Copies of BCH/BWH Adverse Weather Plans available as evidence if
required)
See above. Also there is a current initiative on-going at BWC to recruit 4whd volunteers
for use at all sites in adverse weather. Ongoing inititative to combine th two plans into
one
Pandemic Influenza plans in place at both sites. Updated annually, reflect current best
practice and National guidance. Plans are stored on Trust intranet (BCH/BWH plans
available as evidence if required)
Variety of Outbreak Control and specific infectious disease plans available if
required - Eg, Outbreak Control, Viral haemorrhagic fever

Fully compliant

Fully compliant

Fully compliant

Fully compliant

Fully compliant

Fully compliant

See above

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Fully compliant

CCGs may be required to commission new services dependant on the incident.

18

Duty to maintain plans

Mass Casualty - surge

19

Duty to maintain plans

Mass Casualty - patient
identification

20

Duty to maintain plans

Shelter and evacuation

21

Duty to maintain plans

Lockdown

22

Duty to maintain plans

Protected individuals

23

Duty to maintain plans

Excess death planning

Domain 4 - Command and control

In line with current guidance and legislation, the organisation has effective
arrangements in place to respond to mass casualties. For an acute receiving hospital
this should incorporate arrangements to increase capacity by 10% in 6 hours and 20%
in 12 hours.

The organisation has arrangements to ensure a safe identification system for
unidentified patients in emergency/mass casualty incident. Ideally this system should be
suitable and appropriate for blood transfusion, using a non-sequential unique patient
identification number and capture patient sex.
In line with current guidance and legislation, the organisation has effective
arrangements in place to place to shelter and / or evacuate patients, staff and visitors.
This should include arrangements to perform a whole site shelter and / or evacuation.
In line with current guidance and legislation, the organisation has effective
arrangements in place safely manage site access and egress of patients, staff and
visitors to and from the organisation's facilities. This may be a progressive restriction
of access / egress that focuses on the 'protection' of critical areas.
In line with current guidance and legislation, the organisation has effective
arrangements in place to respond to manage 'protected individuals'; including VIPs,
high profile patients and visitors to the site.
Organisation has contributed to and understands its role in the multiagency planning
arrangements for excess deaths, including mortuary arrangements.

Y

Y

Y

Y

Y

Mass Casualty Annex approved by Operational Leadership Team on 5/6/18. Paper on
Mass Casualty planning to Board in October 2018. Presentation to Executive
Management Team 2/10/18. MCA has been the focus of two tabeltop exercises, a
"virtual response exercise" and a specific call out cascade exercise. The MCA will also
be tested during Exercise Blue Peter in October 2018. MCA has been shared with NHS
England and WMAS. (Exercise planning documents and feedback available as
evidence if required) Pragmatic Protocol - BCH/UHB/HEFT available if
required)
Forms part of MCA as outlined above

Fully compliant

Fully compliant

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Extensive arrangements in place as part of BCM and Fire Safety planning. (BCM plan
for Intensive Care attached as evidence further plans available as evidence if
required)

Fully compliant

Lockdown plan attached for BCH.
Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Fully compliant

(Policy available if required)
Fully compliant
N/A. Dealing with fatalities forms part of the ongoing work on the Mass Casualty agenda
- discussions are ongoing with the Coroner regarding additional mortuary capacity if
required

Fully compliant

24

Command and control

On call mechanism

A resilient and dedicated EPRR on call mechanism in place 24 / 7 to receive
notifications relating to business continuity incidents, critical incidents and major
incidents.

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

This should provide the facility to respond or escalate notifications to an executive
level.
On call staff are trained and competent to perform their role, and are in a position of
delegated authority on behalf on the Chief Executive Officer / Clinical Commissioning
Group Accountable Officer.

25

Command and control

Trained on call staff

The identified individual:
• Should be trained according to the NHS England EPRR competencies (National
Occupational Standards)
• Can determine whether a critical, major or business continuity incident has occurred
• Has a specific process to adopt during the decision making
• Is aware who should be consulted and informed during decision making
• Should ensure appropriate records are maintained throughout.

Detailed on call process in place for both sites out of hours. Middle/Operational
Manager on Call supported by Exec on Call.
In office hours there is a Hospital Operations Centre Manager at BCH and an
Operational Manager on call at BWH. FTB have their own on call arrangements (BCH
on call protocol attached as example)

Fully compliant

(On Call competencies framework available if required)

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Fully compliant

Domain 5 - Training and exercising
26

Training and exercising

EPRR Training

The organisation carries out training in line with a training needs analysis to ensure
staff are competent in their role; training records are kept to demonstrate this.
The organisation has an exercising and testing programme to safely test major
incident, critical incident and business continuity response arrangements.

27

Training and exercising

EPRR exercising and testing
programme

Organisations should meet the following exercising and testing requirements:
• a six-monthly communications test
• annual table top exercise
• live exercise at least once every three years
• command post exercise every three years.

Annual training programme in place. Also, details of external training opportunities are
shared with a wide distribution group across all sites.

Fully compliant

See above

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Fully compliant

The exercising programme must:
• identify exercises relevant to local risks
• meet the needs of the organisation type and stakeholders
• ensure warning and informing arrangements are effective.
Lessons identified must be captured, recorded and acted upon as part of continuous
improvement.

28

Training and exercising

Strategic and tactical
responder training

29

Training and exercising

Computer Aided Dispatch

Strategic and tactical responders must maintain a continuous personal development
portfolio demonstrating training in accordance with the National Occupational
Standards, and / or incident / exercise participation
Manual distribution processes for Emergency Operations Centre / Computer Aided
Dispatch systems have been tested annually

Exec level training is an ongoing requirement. EPRR Manager has held sessions for
the Executive Team, Clinical Senate, Chief Executive briefings

Fully compliant

N/A

Y

Domain 6 - Response

30

Response

Incident Co-ordination Centre
(ICC)

31

Response

Access to planning
arrangements

32

Response

Management of business
continuity incidents

33

Response

Loggist

34

Response

Situation Reports

35

Response

Access to 'Clinical Guidance
for Major Incidents’

36

Response

Access to ‘CBRN incident:
Clinical Management and
health protection’

ICC arrangements form part of MIP for both main sites

The organisation has a preidentified an Incident Co-ordination Centre (ICC) and
alternative fall-back location.
Y
Both locations should be tested and exercised to ensure they are fit for purpose, and
supported with documentation for its activation and operation.
Version controlled, hard copies of all response arrangements are available to staff at
all times. Staff should be aware of where they are stored; they should be easily
accessible.
The organisations incident response arrangements encompass the management of
business continuity incidents.
The organisation has 24 hour access to a trained loggist(s) to ensure decisions are
recorded during business continuity incidents, critical incidents and major incidents.
The organisation has processes in place for receiving, completing, authorising and
submitting situation reports (SitReps) and briefings during the response to business
continuity incidents, critical incidents and major incidents.
Emergency Department staff have access to the NHSE ‘Clinical Guidance for Major
Incidents’ handbook.
Clinical staff have access to the PHE ‘CBRN incident: Clinical Management and health
protection’ guidance.

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Fully compliant

Emergency planning Section on Trust intranet
Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Fully compliant
• Business Continuity Policy and BCM plans across all sites - see Standard 11 above
for evidence
Trained loggists are in place to cover both main sites. (Loggist details available if
required)

Fully compliant
Fully compliant

Major Incident Plans for both sites
Fully compliant
Guidance available - latest version 2011
Y

Fully compliant
New guidance not available yet. Last guidance published was 2008 and is avaialable if
PHE decided it was extant for use in an incident.

Y

Fully compliant

Domain 7 - Warning and informing
37

Warning and informing

The organisation has arrangements to communicate with partners and stakeholder
Communication with partners organisations during and after a major incident, critical incident or business continuity
and stakeholders
incident.

38

Warning and informing

Warning and informing

39

Warning and informing

Media strategy

The organisation has processes for warning and informing the public and staff during
major incidents, critical incidents or business continuity incidents.
The organisation has a media strategy to enable communication with the public. This
includes identification of and access to a trained media spokespeople able to represent
the organisation to the media at all times.

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Major and Critical Incident Communications Manual in place for Trust (Attached).
Comms Team involvement in exercises. EPRR Manager held tabeltop exercise for
Comms Team 12/5/18

Fully compliant

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

See above

Fully compliant

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

See above
Fully compliant

Domain 8 - Cooperation
40

Cooperation

LRHP attendance

41

Cooperation

LRF / BRF attendance

42

Cooperation

Mutual aid arrangements

The Accountable Emergency Officer, or an appropriate director, attends (no less than
75%) of Local Health Resilience Partnership (LHRP) meetings per annum.
The organisation participates in, contributes to or is adequately represented at Local
Resilience Forum (LRF) or Borough Resilience Forum (BRF), demonstrating
engagement and co-operation with other responders.
The organisation has agreed mutual aid arrangements in place outlining the process for
requesting, co-ordinating and maintaining resource eg staff, equipment, services and
supplies.

• Minutes of meetings
Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Fully compliant
Trust represented at all LHRF meetings if possible - EPRM only missed one whilst on
leave. Arrangments for representation have now been agreed

Fully compliant

Wmids Mutual Aid arrangements - EPRM for BWC contributed section on Bloods
Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Fully compliant

These arrangements may be formal and should include the process for requesting
Military Aid to Civil Authorities (MACA).
N/A

Arrangements outlining the process for responding to incidents which affect two or
Arrangements for multi-region
more Local Health Resilience Partnership (LHRP) areas or Local Resilience Forum
response
(LRF) areas.
Arrangements are in place defining how NHS England, the Department of Health and
Social Care and Public Health England will communicate and work together, including
how information relating to national emergencies will be cascaded.

43

Cooperation

44

Cooperation

Health tripartite working

45

Cooperation

LHRP

46

Cooperation

Information sharing

Arrangements are in place to ensure an Local Health Resilience Partnership (LHRP)
meets at least once every 6 months.
The organisation has an agreed protocol(s) for sharing appropriate information with
stakeholders.

Y

Y

Y
N/A

Y
N/A

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Information shared wherever appropriate. Prompt response to information requests and
returns from NHS England or other partners.

Fully compliant

The organisation has in place a policy statement of intent to undertake Business
Continuity Management System (BCMS).
The organisation has established the scope and objectives of the BCMS, specifying
the risk management process and how this will be documented.

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

(Trust BCM Policy attached)

Fully compliant

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

BCM Policy in place for the Trust. Extensive BCM plans available for all Trust sites see Standard 11 above for evidence if required

The organisation annually assesses and documents the impact of disruption to its
services through Business Impact Analysis(s).
Organisation's IT department certify that they are compliant with the Data Protection
and Security Toolkit on an annual basis.
The organisation has established business continuity plans for the management of
incidents. Detailing how it will respond, recover and manage its services during
disruptions to:
• people
• information and data
• premises
• suppliers and contractors
• IT and infrastructure

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Domain 9 - Business Continuity
47

Business Continuity

BC policy statement

48

Business Continuity

BCMS scope and objectives

49

Business Continuity

Business Impact Assessment

50

Business Continuity

Data Protection and Security
Toolkit

51

Business Continuity

Business Continuity Plans

BCM Policy in place for the Trust. Extensive BCM plans available for all Trust sites see Standard 11 above for evidence if required
Statement of compliance available if required. 69% satisfactory with Improvement Plan
(Green status).
BCM Policy in place for the Trust. Extensive BCM plans available for all Trust sites see Standard 11 above for evidence if required

Fully compliant
Fully compliant
Fully compliant

Fully compliant

These plans will be updated regularly (at a minimum annually), or following
organisational change.

52

Business Continuity

BCMS monitoring and
evaluation

53

Business Continuity

BC audit

54

Business Continuity

BCMS continuous
improvement process

55

Business Continuity

Assurance of commissioned
providers / suppliers BCPs

The organisation's BCMS is monitored, measured and evaluated against the Key
Performance Indicators. Reports on these and the outcome of any exercises, and
status of any corrective action are annually reported to the board.

The organisation has a process for internal audit, and outcomes are included in the
report to the board.
There is a process in place to assess and take corrective action to ensure continual
improvement to the BCMS.
The organisation has in place a system to assess the business continuity plans of
commissioned providers or suppliers; and are assured that these providers
arrangements work with their own.

BCM Policy in place for the Trust. Extensive BCM plans available for all Trust sites see Standard 11 above for evidence if required

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Fully compliant

Standing agenda item on both EPRR Working Groups and also Non Clinical Risk
Committee. BCM Policy in place for the Trust. Extensive BCM plans available for all
Trust sites - see Standard 11 above for evidence if required
BCM Policy in place for the Trust. Extensive BCM plans available for all Trust sites see Standard 11 above for evidence if required
BCM Policy in place for the Trust. Extensive BCM plans available for all Trust sites see Standard 11 above for evidence if required

Fully compliant
Fully compliant

Fully compliant

Domain 10: CBRN
56

CBRN

Telephony advice for CBRN
exposure

57

CBRN

HAZMAT / CBRN planning
arrangement

58

CBRN

HAZMAT / CBRN risk
assessments

59

CBRN

Decontamination capability
availability 24 /7

Staff have access to telephone advice for managing patients involved in CBRN
exposure incidents.
There are organisation specific HAZMAT/ CBRN planning arrangements (or dedicated
annex).

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

CBRN

Equipment and supplies

61

CBRN

PRPS availability

• Acute providers - see Equipment checklist:
https://www.england.nhs.uk/ourwork/eprr/hm/
• Community, Mental Health and Specialist service providers - see Response Box in
'Preparation for Incidents Involving Hazardous Materials - Guidance for Primary and
Community Care Facilities' (NHS London, 2011) (found at:
http://www.londonccn.nhs.uk/_store/documents/hazardous-material-incident-guidancefor-primary-and-community-care.pdf)
• Initial Operating Response (IOR) DVD and other material: http://www.jesip.org.uk/whatwill-jesip-do/training/

62

CBRN

Equipment checks

Fully compliant

Fully compliant

See above
Fully compliant

Y
See above - evidence as at Standard 57. Also detials provided on
Decontamination Equipment check list attached.

Y

Y

Y

Fully compliant

Y

The organisation has the expected number of PRPS (sealed and in date) available for
immediate deployment.

Current stock of 19 suits. 3 reach EOL in November 2018, 1 reaches EOL in
December 2018. Additional 1 suit was scheduled for delivery July 2018 - not received
at time of completion.

Y
There is a plan and finance in place to revalidate (extend) or replace suits that are
reaching their expiration date.
There are routine checks carried out on the decontamination equipment including:
• Suits
• Tents
• Pump
• RAM GENE (radiation monitor)
• Other decontamination equipment.

Fully compliant

See above and Risk Register

The organisation holds appropriate equipment to ensure safe decontamination of
patients and protection of staff. There is an accurate inventory of equipment required
for decontaminating patients.

60

N/A
Extensive procedures in place. (Audit report from WMAS/HART attached.
Management of PRPS SOP attached)

HAZMAT/ CBRN decontamination risk assessments are in place appropriate to the
organisation.
This includes:
• Documented systems of work
• List of required competencies
• Arrangements for the management of hazardous waste.
The organisation has adequate and appropriate decontamination capability to manage
self presenting patients (minimum four per hour), 24 hours a day, 7 days a week.

Y

Fully compliant

See above. Monthly stock take.

Fully compliant

Y

There is a named individual responsible for completing these checks

63

CBRN

64

CBRN

65

CBRN

66

CBRN

67

CBRN

68

CBRN

69

CBRN

There is a preventative programme of maintenance (PPM) in place for the
maintenance, repair, calibration and replacement of out of date decontamination
equipment for:
• Suits
• Tents
• Pump
• RAM GENE (radiation monitor)
• Other equipment
There are effective disposal arrangements in place for PPE no longer required, as
PPE disposal arrangements
indicated by manufacturer / supplier guidance.
The current HAZMAT / CBRN Decontamination training lead is appropriately trained to
HAZMAT / CBRN training lead
deliver HAZMAT / CBRN training
Internal training is based upon current good practice and uses material that has been
Training programme
supplied as appropriate. Training programme should include training for PPE and
decontamination.
HAZMAT / CBRN trained
The organisation has a sufficient number of trained decontamination trainers to fully
support its staff HAZMAT/ CBRN training programme.
trainers
Staff who are most likely to come into contact with a patient requiring decontamination
understand the requirement to isolate the patient to stop the spread of the contaminant.
Staff training decontamination
Equipment PPM

FFP3 access

Organisations must ensure staff who may come into contact with confirmed infectious
respiratory viruses have access to FFP3 mask protection (or equivalent) 24 / 7.

See above

Fully compliant

Y

See above - as per Regional/National guidance. (See Standard 57 - Management of
PRPS SOP attached)
(Training records from ED avaiable if required)

Y
Y

Fully compliant
Fully compliant

(ED training programme attached) . Records as above
Y

Y

Y

Y

Y

Y

Y

Fully compliant
As above

Y

Fully compliant

As above
Y

Fully compliant

As above
Y

Y

Y

Y

Fully compliant

Self assessment RAG

Ref

Domain

Standard

Detail

Acute
Providers

Specialist
Providers

NHS
Ambulance
Service
Providers

Community
Service
Providers

Patient
Transport
Services

NHS111

Mental Health
Providers

NHS England
Director
Commissionin
g Operations
Team

NHS England
NHS England
Regional
National Team
Team

NHS
Improvement

Primary Care
Clinical
Other NHS
Commissionin Services - GP,
Commissionin
funded
Evidence - examples listed below
g Support Unit
community
g Group
organisations
pharmacy

Red = Not compliant with core standard. In
line with the organisation’s EPRR work
programme, compliance will not be reached
within the next 12 months.
Amber = Not compliant with core standard.
The organisation’s EPRR work programme
demonstrates evidence of progress and an
action plan to achieve full compliance within
the next 12 months.

Action to be taken

Lead

Timescale

Comments

Green = Fully compliant with core standard.
Deep Dive - Command and control
Domain: Incident Coordination Centres

1

Incident Coordination Centres

Communication and IT
equipment

2

Incident Coordination Centres

Resilience

3

Incident Coordination Centres

Equipment testing

4

Incident Coordination Centres

Functions

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

The organisation has the ability to establish an ICC (24/7) and
maintains a state of organisational readiness at all times.

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

ICC equipment has been tested every three months as a minimum
to ensure functionality, and corrective action taken where
necessary.

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

The organisation has arrangements in place outlining how it's ICC
will coordinate it's functions as defined in the EPRR Framework.

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

The organisation has equipped their ICC with suitable and resilient
communications and IT equipment in line with NHS England
Resilient Telecommunications Guidance.

Fully compliant

Up to date training records of staff able to
resource an ICC
Post test reports
Lessons identified
EPRR programme
Arrangements outline the following functions:
Coordination
Policy making
Operations
Information gathering
Dispersing public information.

Review of ICC arrangments will take place
following Exercise Blue Peter (18/10/18)

EPRM

Nov-18

ICC provision will be reviewed following
"Exercise Blue Peter" in October 2018. New
Resilient Telecomms guidance has not been
published yet but ICC is an operational
Hospital Operations Centre and is used daily
and is fully equipped.

Equipment requirements will be reviewed
following Exercise B;lue Peter (18/10/18)

EPRM

Nov-18

See Deep Dive Standard 1 above

Fully compliant

Fully compliant

Fully compliant

Details included in the Major Incident plan and
the ICC Set Up Plan

Domain: Command structures

5

Command structures

Resilience

6

Command structures

Stakeholder interaction

7

Command structures

Decision making
processes

The organisation has a documented command structure which
establishes strategic, tactical and operational roles and
responsibilities 24 / 7.

The organisation has documented how its command structure
interacts with the wider NHS and multi-agency response
structures.
The organisation has in place processes to ensure defensible
decision making; this could be aligned to the JESIP joint decision
making model.

The organisation has a documented process to formally hand
over responsibility from response to recovery.
8

Command structures

Recovery planning

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Training records of staff able to perform
commander roles
EPRR policy statement - command structure
Exercise reports
EPRR policy statement and response
structure
EPRR policy statement inclusive of a
decision making model
Training records of those competent in the
process
Recovery planning arrangements involving a
coordinated approach from the affected
organisation(s) and multi-agency partners

Fully compliant

Fully compliant

Fully compliant

Critical and Major Incident Policy (Attached)

Fully compliant

Major Incident Plan for BCH/BWH. BCM
Plans for BCH/BWH/FTB

Overall assessment:

Fully compliant
Self assessment RAG
Red = Not compliant with core standard. In
line with the organisation’s EPRR work
programme, compliance will not be reached
within the next 12 months.

Ref

Domain

Standard

Detail

Evidence - examples listed below

Action to be taken

Lead

Timescale

Comments

Amber = Not compliant with core standard.
The organisation’s EPRR work programme
demonstrates an action plan to achieve full
compliance within the next 12 months.
Green = Fully compliant with core standard.

Deep Dive
Command and
1 Control

Duty to maintain
2 plans

Review of all ICC operating procedures will take place following Exercise Blue
1 Peter and subsequent debrief.

Review will take account of the internal Hot and
Cold Debrief as well as the Regional Report.

EPRM

Internal review will be complete by the
end of November. Complete review will
depend on the outcomes of the
Nov-18 Regional Report.

EPRM

Although the exercise will focus on
BCH any key lessons learnt will be
used to review the MIP for both main
Jan-19 sites

12

Review of the Major Incident Plan for both main
sites will take place following Exercise Blue Peter

18 Mass Casualty Annex will be reviewed following Exercise Blue Peter (18/10/18)

Exercise Blue Peter will be the first opportunity to
test the new Mass Casualty Annex with external
partners - NHS England, WMAS, additional Trusts.
Review will be led by EPRM with support from the
Mass Casualty Working Group
EPRM/MCWG

Duty to maintain
3 plans

To include a review of the Pragmatic
Jan-19 Triage of paediatric casualties

Decontamination equipment checklist - for use by Acute providers

Ref

Equipment

Equipment model / generation / details etc

EITHER: Inflatable mobile structure
E1 Inflatable frame
E1.1 Liner
E1.2 Air inflator pump
E1.3 Repair kit

Self assessment
Yes - have equipment
No - do not have equipment

N/A
N/A
N/A
N/A

E1.2 Tethering equipment
OR: Rigid / cantilever structure
E2 Tent shell

N/A
N/A

OR: Built structure
E3

Decontamination unit or room

Decontainer DC15

AND:
E4
E5
E6
E7
E8
E9

Lights (or way of illuminating decontamination area if dark)
Shower heads
Hose connectors
Flooring appropriate to tent in use (with decontamination basin if
needed)
Waste water pump and pipe
Waste water bladder
PPE for chemical, and biological incidents

DC15 floodlights, street lights, mobile floodlight
x4 static DC15
x4 internal push fit - external push fit line
colour coded matting - specific fit
Tsurumi fixed pump + fittings/push fit hose
x2 500ltr flexi bowser

E10
The organisation has the expected number of PRPS suits (sealed
and in date) available for immediate deployment should they be
required.
E11

E12
E13

Providers to ensure that they hold enough (appropriately labelled)
training suits in order to facilitate their local training programme
Ancillary
A facility to provide privacy and dignity to patients
Buckets, sponges, cloths and blue roll

Current stock of 20 suits. 3 reach EOL in November
2018, 1 reaches EOL in December 2018.

x8 Respirex standard suits
Decontainer plus dignity quick-erect shelters
Multi supplies stored within DC15

E14

Decontamination liquid (COSHH compliant)

Hospec standard - additional stock within DC15

E15

Entry control board (including clock)

NBC Entry board

E16
E17

A means to prevent contamination of the water supply

x2 500l bowsers - drains not marked

Poly boom (if required by local Fire and Rescue Service)

N/A

E18

Minimum of 20 x Disrobe packs or suitable equivalent (combination
of sizes)

Theatre gown/Blanket/Towel/Swaddle/Overshoe
available to meet all age groups

E19

Minimum of 20 x re-robe packs or suitable alternative (combination
of sizes - to match disrobe packs)
Waste bins
Disposable gloves
Scissors - for removing patient clothes but of sufficient calibre to
execute an emergency PRPS suit disrobe
FFP3 masks
Cordon tape
Loud Hailer
Signage
Tabbards identifying members of the decontamination team
Radiation
RAM GENE monitors (x 2 per Emergency Department and/or HART
team)
Hooded paper suits
Goggles
Overshoes & Gloves

Theatre gown/Blanket/Towel/Swaddle/Overshoe
available to meet all age groups
Clinical waste bags and ties (hosp std)

E20
E21
E22
E23
E24
E25
E26
E27
E28
E29
E30

Tuffcuts in DC15 trolley
Multiple stocks (within ED)
In DC15
In FIRE box (Welcome Desk)
A-Board in outside store
N/A
x2 Ram Genie (maintained by ED - External annual
training given)
N/A
(Helicopter kit within ED)
Overshoes in DC15

Pen in DC15 if suit ID required

N/A

Report to BWC Board
Agenda item:
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Enclosure Number:
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Date

2 October 2018

Title

Freedom to Speak Up Guardian Quarterly Report

Author /Sponsoring
Director/Presenter
Purpose of Report

Clare Atkinson – Staff Ambassador
Tick all that apply 

To provide assurance
Regulatory requirement
To canvas opinion

To obtain approval



To highlight an emerging risk or issue
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



Effective speaking up arrangements help to protect patients and improve the experience of NHS workers. Having a
healthy speaking up culture is an indicator of a well-led trust.
Following the Francis Report and the Freedom to Speak Up Review, Birmingham Children’s was the second Trust
nationally to introduce a Staff Ambassador (FTSU Guardian) to support the development of a culture for raising
concerns.
Following the merger with Birmingham Women’s in 2017 the model of Staff Ambassador supported by a network
of staff champions was rolled out across the new organisation.
In May 2018 NHSI in conjunction with the National Guardian Freedom to Speak up office issued guidance for
Boards on Freedom to speak up. This included an organisation self-assessment tool against the following
principles:
•

Leaders are knowledgeable about FTSU

•

Leaders have a structured approach to FTSU

•

Leaders actively shape the speaking up culture

•

Leaders are clear about their role and responsibilities

•

Leaders are confident that wider concerns are identified and managed

•

Leaders receive assurance in a variety of forms

•

Leaders engage with all relevant stakeholders

•

Leaders are focused on learning and continual improvement

To strengthen BWC performance against these criteria and continue to build a culture that supports raising
concerns, the Staff Ambassador will present raising concerns data at board level every quarter for information.
Annually, the Ambassador will present a review of themes from the previous 12 months and include staff stories.
Concerns raised and measures taken to address these continue to be discussed with the CEO every 6 weeks.
All raising concerns data is triangulated with wider workforce data to ensure an overarching understanding of
culture on safety & performance. The Raising Concerns policy was updated in August 2018 to simplify the process
of raising concerns and increase clarity on senior leaders’ roles in this.
Key Points to note from the quarterly data:
•

14 concerns have been raised from 1st April to 30th June 2018

•

4 cases related to patient safety

•

3 of the 14 concerns have led to wider staff listening events and reporting findings to Leadership teams

•

5 concerns remain open and are in the process of being resolved.

•

9 concerns have been closed

•

Staff Ambassador visibility and cultural awareness of the importance of speaking out and staff feeling safe
to do so is helping to increase concerns raised

•

Leaders are now hearing concerns from their own teams and pro-actively asking for support from the Staff
Ambassador

Recommendation

The board notes the report.

September 2018

BOARD ASSURANCE FRAMEWORK SUMMARY
REF

STRATEGIC RISK

SR1

Failure to improve quality and safety issues identified by
external reviews.
Failure to adequately address issues identified through
patient feedback
Inability to recruit and retain the right staff with the right
skills
Failure to deliver financial and performance efficiency
targets
Failure to develop and maintain our estate to ensure it is
safe, suitable and meets the growing demand for our
services.
Failure to manage capacity and patient flow through our
services.
Failure to successfully deliver the Forward Thinking
Birmingham model and the planned benefits.
Failure to embrace innovation and service transformation
and to deliver our ambitions for research
development
Failure to detect and contain risks to cyber security and
protect its critical data sets
Failure to maximise the benefits of the integration of
Birmingham Women's and Birmingham Children's hospitals
Failure to meet the objectives of the Waterfall House
development
The transfer of services from the Royal Orthopaedic
Hospital will restrict the Trust’s ability to deliver its strategy
and achieve its goals.

SR2
SR3
SR5
SR6
SR7
SR9
SR10
SR11
SR12
SR13
SR15

DATE OF
ENTRY

June 17

June 17
June 17
June 17
June 17
June 17
June 17

LEAD
Chief Nurse; Chief
Medical Officer
Chief Nurse; Chief
Medical Officer
Chief Officer for
Workforce Development
Chief Finance
Officer/DCEO
Chief Finance
Officer/DCEO
DCEO/Chief Operating
Officer
Chief Operating Officer

June 17

Chief officer for Research
and Innovation

June 17

Chief Finance
Officer/DCEO
Chief Finance
Officer/DCEO
Chief Finance Officer/
Chief Operating Officer
Chief Operating Officer

June 17
June 17
Sept 18

TARGET
RISK SCORE

PREVIOUS
RISK SCORE

CURRENT
RISK SCORE

1x4=4

3x4=12

2x4=8

2X3=6

3X4=12

3X3=9

3X4=12

4x4=16

4x4=16

2x4=8

4X5=20

4X5=20

2x4=8

4x3=12

4x3=12

2x4=8

4x4=16

4x4=16

3X4=12

5X4=20

5X4=20

3X4=12

4X3=12

4X3=12

2x4=8

4X4=16

4X4=16

2X2=4

4X4=16

3X4=12

2X2=4

3X4=12

2X4=8

2x4=8

n/a

4x4=16

September 2018

Archived Risks (live risks mitigated to a score below 8)
REF

STRATEGIC RISK

SR8

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

DATE
OF
ENTRY

June 17

DATE
ARCHIVED

LEAD

July 18

Chief officer for Research
and Innovation

Likelihood

Likelihood

Board Risk Profile

5
4
3
2
1

5
4
3
2
1

Consequence
1

September 2018 BAF Risk Scores
2

3
2
1
1

Consequence
1

4
1
4
1
2

5

4
1
3
2
1

5

1

July 2018 BAF Risk Scores
2

3
2
1
1

1

TARGET
RISK
SCORE
1x3=3

PREVIOUS
RISK SCORE

CURRENT
RISK SCORE

3x3=9

2x3=6

BOARD ASSURANCE FRAMEWORK RISK SUMMARY
REF.
SR1

STRATEGIC RISK

Failure to improve quality and safety
issues identified by external reviews.

last update 14.09.2018

GOAL/ENABLER

Best place to work and be
cared for.

CONTROLS/MITIGATIONS

CAUSES

A range of quality issues have been
highlighted since 2016 by CQC and
other external reviewers.

GAPS IN CONTROL

• Refreshed external reviews assurance process.
• Revised leadership and governance structures in FTB
• FTB Oversight Group
• All areas overseen by Quality Committee
• New Integrated Assurance Report
• Action plan for Pharmacy overseen by CSQAC
• Pharmacy department reporting as a distinct service to CSQAC
• Project management in place

CONSEQUENCES

Negative impact on quality of
services regulatory status and
reputation.

LEAD(S) Risk Score
MM; FR

• FTB still rated ‘red’ for assurance overall
• Antenatal and Neonatal still rated ‘amber’.

ACTIONS PLANNED

Action
Deliver FTB Intervention Plan and CQC action plan

Lead
MM

Due date
Monthly

Update
Monthly reports demonstrating progress

Deliver Antenatal Scanning Pathway improvement plan

AB

Quarterly

Quarterly reports demonstrating progress

Deliver Neonatal Care Improvement Project (BC)

MM

Quarterly

Last quarterly report (May 18) rated green/amber.

Deliver abortion care improvement project

MM

Complete

Quality Committee rated the service ‘green’ in September 2017.

Deliver Pharmacy Improvement Plan

FR

Quarterly

Last report Aug 18

TARGET RISK SCORE
3 months

6 months

RISK HISTORY
12 months+

Jun 17
Jul 18

2x4=12

POSITIVE ASSURANCES
•

3x4=12
2x4=8

1x4=4
•

•

Reports to Quality Committee
show good progress on CQC
FTB Requirement Notices and
a self-assessment of Requires
Improvement.
Improvement in assurance on
abortion care, neonatal and
antenatal at Quality
Committee
FTB assurance update to
Board June 18.

NEGATIVE ASSURANCES

• FTB still rated ‘red’.
• Internal audit on neonatal
surgery – partial assurance
(July 17)
• Pharmacy remains a concern

PLANNED ASSURANCE

Internal audits on:
• Antenatal
• Neonatal
• Pharmacy/Meds Management
Neonatal assurance report to QC
Sept 18
Next monthly FTB assurance
report to QC – Sep 18

BOARD ASSURANCE FRAMEWORK RISK SUMMARY

last update 14.09.2018
•

SUMMARY UPDATE

Internal Audit Abortion care
July 18

BOARD ASSURANCE FRAMEWORK RISK SUMMARY
REF.

STRATEGIC RISK

SR2

Failure to adequately address issues
identified through patient feedback

last update 14.09.18

GOAL/ENABLER

CAUSES

Best place to be cared
for.

Analysis of the range of feedback
received from our patients and their
families identifies areas that require
improvement

CONTROLS/MITIGATIONS

• Patient Experience projects established to address some of the key themes: play;
partner care (BWH); Antenatal clinics; cancelled operations/prolonged fasting;
Food; compassionate care; breastfeeding support; noise at night; induction and
caesarean delays.
• Analysis and response by Patient Experience team.
• Proactive engagement with patient groups.
• Wide range of methods for patients to provide feedback.

ACTIONS PLANNED

GAPS IN CONTROL

CONSEQUENCES

Low patient satisfaction, poor
quality service, negative impact
on regulatory ratings,
reputational damage

LEAD(S) Risk Score
MM

No specific project to address patient feedback about waiting too long across Trust
services, though capacity transformation plan is relevant.

Action
Re-tender for catering contract

Lead
MM

Due date
Oct 18

Update
Specification to be approved by Boards of Subsidiary and Trust

Deliver antenatal improvement plan

AB

Quarterly

Amber assurance in June 18

Deliver Neonatal Improvement Plan (includes breastfeeding support)

MM

Quarterly

Update due Sep 18

BCH playground refurbishment

GSe

Deliver maternity patient experience action plan.

MM

Quarterly

Reports to Patient Experience Committee

TARGET RISK SCORE
3 months

6 months

RISK HISTORY
12 months+
2x3 = 6

06/17
06/18

POSITIVE ASSURANCES
•

4x3=12
3x3=9
•
•
•

3x3=9

Last Quality Committee
assurance on antenatal
improvements was amber – June
18
Gynaecology inpatient survey
May 18
BCH patient feedback on food
improved July 18
Overall positive response to
BWH catering survey.

NEGATIVE ASSURANCES
•

•
•

Increase in negative feedback
on staff attitude in
Gynaecology.
Maternity inpatient survey
PLACE results for food

PLANNED ASSURANCE

Internal Audit of antenatal
CQC compliance.

BOARD ASSURANCE FRAMEWORK RISK SUMMARY
SUMMARY UPDATE

last update 14.09.18

BOARD ASSURANCE FRAMEWORK RISK SUMMARY
REF.

STRATEGIC RISK

SR3

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

last update 12.7.18

GOAL/ENABLER

CAUSES

Best place to work/
sustainable workforce

National policy impact on supply
chain; cultural, generational and
reputational
factors;
lengthy
recruitment processes.

CONTROLS/MITIGATIONS
•
•
•
•
•
•
•
•
•
•

Action
Identify and analyse workforce gaps in all professions, services and
pathways.
Development of a staff attraction/marketing package

LEAD(S) Risk Score

Impact on capacity and ability to
deliver quality services; impact on
SB
staff morale; inability to deliver
transformation.

4x4=16

GAPS IN CONTROL

Recruitment and retention work programme
Workforce development plan focused on priority areas: leadership, supply and retention
Re-structured workforce team focused on workforce planning, design and OD
Contribution to HEE workforce strategy
Involvement in regional and national policy development.
Use of international workforce supply routes and alternative workforce models
Strong relationships with local universities
Staff engagement and Health and wellbeing programmes
Robust appraisal programme
Workforce efficiency programme, including quality impact assessment

ACTIONS PLANNED

CONSEQUENCES

Lead
SB
SB

Develop programmes in partnership with universities to encourage
students to work for the Trust and to develop joint posts.
Review leadership development programmes to focus on staff
retention.
Review shift patterns and job planning

SB
SB

Review better usage of CPD funding and apprenticeship levy

SB

Ensure each area has a robust, detailed workforce plan

SB

SB

Due date

•
•
•
•
•

No system to monitor use and quality of appraisal process.
Inconsistent application of local induction and probation processes
Lack of strong people management in some areas.
Not all areas have robust, detailed workforce plans.
Inadequate local ownership of efficiency programme.

Update
FTB, maternity and neonatal in progress.

BOARD ASSURANCE FRAMEWORK RISK SUMMARY
TARGET RISK SCORE
3 months

6 months

RISK HISTORY
24 months+

06/17

3x4=12

4x4=16

last update 12.7.18
POSITIVE ASSURANCES
•

Mental health
recruitment/ retention
report to QC provided
partial assurance
regarding the plan.

NEGATIVE ASSURANCES
•
•
•
•
•

SUMMARY UPDATE

Full update July 2018, including revised target risk score.

Turnover above target (June 18)
National Staff survey results 2017.
Temporary staffing above target
WTE tracker shows numbers are
increasing.
Significant recruitment and
retention issues in some areas.

PLANNED ASSURANCE

Internal Audits on:
• Job planning
• Workforce savings and
productivity

BOARD ASSURANCE FRAMEWORK RISK SUMMARY
REF.

STRATEGIC RISK

SR5

Failure to deliver financial and
performance efficiency targets

22.6.18

GOAL/ENABLER

Effective use of resources

CAUSES

GAPS IN CONTROL

• Ownership of the issues across the organisation.
• Willingness to take the necessary action.
• FTB – unclear operational plan to deliver within resources available.

Monthly meetings of CIP Recovery Group
Regular CIP reports through performance framework
Capacity Transformation Board Oversight
PMO approach to Cost Improvement Programme
Workforce targets issued to each group.
Vacancy control panel in place.
Quality Impact assessment completed for the schemes.

ACTIONS PLANNED

LEAD(S) Risk Score

Substantial targets for 18/19; staff Higher targets for the following
year, creating an increased risk of
engagement is critical.
an impact on patient services;
loss of STF income, impact on
regulatory ratings and reputation;
DM
possible regulatory intervention
leading to increased risk of
impact on staff; inability to
achieve strategic objectives,
particularly investment plans.

CONTROLS/MITIGATIONS

•
•
•
•
•
•
•

CONSEQUENCES

Action
Workforce plans submitted by clinical groups

Lead
AB/SB

Due date
31ST May

Options presented to FRC for consideration to secure workforce
reductions.
FTB investment plan held until clear costed CIP programme developed

DM

24th May

TA

June 2018

Review of impact of national pay award and national funding to assess
impact.
Quarterly review of position and actions against NHSI Grip & Control
checklist.

DM/SB

July 2018

DM/PF

July 2018
October
2018
January
2019

Update
Workforce plans returned showed that continued to be a shortfall.

4X5=20

BOARD ASSURANCE FRAMEWORK RISK SUMMARY
TARGET RISK SCORE

RISK HISTORY

22.6.18
POSITIVE
ASSURANCES
•

3 months

6 months

12 months+
2X4=8

06/17
01/18

4x4=16
4x4=20

Achieved
financial targets
17/18

NEGATIVE ASSURANCES

PLANNED ASSURANCE

•

Internal Audits:
• Key financial controls
• Payroll
• FTB Business Planning
• Workforce savings and
productivity

•

17/18 financial targets only
achieved through technical
accounting methods.
At May 18 highlights risk of
missing Q1 control total.

SUMMARY UPDATE
The Trust only met its financial control total in 2017/18 by one off technical adjustments including the utilisation of flexibility. Regular review of the programme of work
developed as part of the efficiency strategy continues on a monthly basis and controls – especially around the appointment of staff is in place. At month two, delivery against
CIP schemes was a contributory factor, currently at 82% of the target.
Within the actions considered in June are further options to support delivery of the pay-bill reductions required to meet the financial targets resulting from the financial
control total established by NHSI.
There will be continued scrutiny at the Trust Quarterly Performance Reviews, Performance Group, CIP Delivery Group and FRC.

BOARD ASSURANCE FRAMEWORK RISK SUMMARY
REF.

STRATEGIC RISK

SR6

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

22.6.18

GOAL/ENABLER

CAUSES

New buildings

Our current estate has significant
limitations in terms of capacity,
development potential and adequacy
and has nearly reached its maximum
development potential at Steelhouse
Lane.

CONTROLS/MITIGATIONS

• Risk-based capital planning
• Planned preventative maintenance programme
• Estate management now undertaken by Trust subsidiary, enabling a greater focus
at Board level
• Purchase of dental hospital to maximise value and potential of site.

ACTIONS PLANNED

Action
Use of vacated space at Steelhouse Lane to maximise capacity.

Lead
DM

Investment in Edgbaston estate as per the Business Case for the
integration.
Waterfall House opening.

DM

Develop protocol to balance PPM needs with operational
requirements.
Acute site development plan for Birmingham to be developed.

TARGET RISK SCORE
3 months

6 months

RISK HISTORY
12 months+
2X4=4

06/18

4x3=12

GAPS IN CONTROL

LEAD(S) Risk Score

Impact on ability to meet
medium
and
longer-term
objectives; impact on ability to
manage capacity and patient DM
flow; potential impact on safety if
ageing
estate
cannot
be
adequately maintained.

4x3=12

• Reconciliation of capacity requirements with safety requirements; e.g theatres
maintenance.

DM

Due date
Phase 1
Jan 19
May 18 –
June 19
July 2018

Update
Business case August 2018
Contractor appointed, electrical infrastructure scheme in progress, second
gynaecology theatre and Norton Court in preparation phase.
Progressing to plan

DM

Sept 18

In Progress

DM

Dec 18

In progress – discussions with UHB /ROH how best to progress this work.

POSITIVE ASSURANCES
•

CONSEQUENCES

Six facet survey of all
estate

NEGATIVE ASSURANCES
•

PLACE review

PLANNED ASSURANCE

• Annual internal review linked to
capital programme

BOARD ASSURANCE FRAMEWORK RISK SUMMARY

22.6.18

SUMMARY UPDATE
With the shift around the approval of major capital schemes requiring any form of significant external funding now shifted to STP level the need to tie the long term estates
strategy to the acute sector clinical strategy across Birmingham & Solihull is clear. In the meantime the medium term development plan on Steelhouse Lane and Edgbaston
sites remain on track. At Steelhouse Lane this centres on the development of the vacant space generated by the opening of Waterfall House at Edgbaston the plan agreed on
merger is being implemented – with genetics services vacating Norton Court. Plans are in place to improve the community based estate for our FTB services and the inpatient
mental health services will be reviewed as part of the tier four tender exercise during 2018.
In the meantime investment in the back-log maintenance across the estate continues – a refreshed six facet survey is being commissioned to direct investment.

BOARD ASSURANCE FRAMEWORK RISK SUMMARY
REF.

STRATEGIC RISK

GOAL/ENABLER

SR7

Failure to manage capacity and
patient flow through our
services.

The best place to be
cared for.

22.6.18
CAUSES

Significant increases in demand
across many of the Trust services
require innovative and potentially
high-risk solutions to grow
capacity and/or manage flow.

CONTROLS/MITIGATIONS
ACTIONS PLANNED

Action
Agreed programme of ‘flow’ work through the capacity
transformation work focussing on:
• Improving surgical flow efficiencies
• Increasing the roll out of 23 hour/ day surgery
• Improving discharge processes for short stay patients
• Reducing short-term length of stay for medical patients
• Reducing short term length of stay for surgical patients
Detailed Project Initiation documents (PIDs) completed that show the
detailed quantifiable benefits of each.
Estate at BCH being profiled to allow zoning of patient groups to
facilitate the flow projects and further improvement in capacity to
allow better management of theatres.
Site development plan is being developed for BWH to ensure that
theatres and flow through gynaecology etc. meets requirements over
the foreseeable future.

3 months

6 months

RISK HISTORY

12 months+
2X4=8

06/18

4x4=16

LEAD(S) Risk Score

Impact on quality of services; impact on
patient
experience
with
longer
waits/referral
elsewhere;
regulatory
scrutiny resulting from failure to achieve AB/DM
national performance targets; reputation;
impact on CQC 'responsive' rating; impact
on staff resilience and retention.

4X4=16

GAPS IN CONTROL

• Capacity Transformation Board oversees delivery of Programme

TARGET RISK SCORE

CONSEQUENCES

Lead
SC

Due date
June 2018

SC

July 2018

DM

September
2018

GSe

September
2018

POSITIVE ASSURANCES
•

Update
Project mandates completed.

Fourth theatre planned for Parsons block requires business case (to
demonstrate affordability and value for money) as does the other planned
changes around ward 7 and C side of PICU.
Business case required to show how a second theatre might be utilised and
affordability.

NEGATIVE ASSURANCES
•

PLANNED ASSURANCE
•

BOARD ASSURANCE FRAMEWORK RISK SUMMARY
SUMMARY UPDATE

22.6.18

BOARD ASSURANCE FRAMEWORK RISK SUMMARY
REF.

STRATEGIC RISK

SR9

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

22.6.18

GOAL/ENABLER

CAUSES

Best place to work and
be cared for.

Demand for services is far greater
than has been commissioned,
impacting patient experience and the
financial position; the cost of
delivering the services is greater than
budgeted for; significant long waits
have been transferred into the
service; some of the estate is poor,
impacting on the delivery of the
required model and the provision of a
quality service; challenging delivery of
recruitment plan.

CONTROLS/MITIGATIONS
•
•
•
•
•
•
•

LEAD(S) Risk Score

Regulatory impact. Financial
pressure for the Trust; the model
may require revision to fit within
budget; full benefits of model
not realised; impact on local and
national targets; impact on
TA
patient experience; inability to
recruit
and
retain
staff;
reputation.

5X4=20

GAPS IN CONTROL

Review by Workforce Committee
FTB Oversight Group overseeing intervention plan delivery
Review of FRC and Quality Committee
External Quality Intervention Board chaired by commissioners
Self assessment against CQC framework led by the Director of Quality Assurance
Director of Performance weekly review of waiting list position with the FTB team.
Support of Director for Quality Assurance until substantive Director in place.

ACTIONS PLANNED

CONSEQUENCES

• Service level leadership.

Action
New leadership in place from October 2018

Lead
MM

Due date
1ST October

Intervention plan reviewed monthly through performance
management mechanisms this includes high risk areas:
• Use of inpatient beds
• Care planning
• Physical health checks
• Roll out of technology and estate solutions
• Staff plan (Workforce support provided to the service)
• Finances
• Waiting list risk management
• Mock inspections

TA

Monthly

Update
New mental health director appointment of an experienced mental health
nursing director.
CQC inspections took place in July and September 2017, resulting in criticism
of services; action now subsumed in wider intervention plan (below)

BOARD ASSURANCE FRAMEWORK RISK SUMMARY

22.6.18

Deliver action plan for waiting lists

TA

July 2018

Harm review being undertaken on long waiters.

Resolution of additional inpatient costs issue with commissioners.

TA/ DM

July 2018

Additional funding in place but pressures continue at month two.

Deliver Finance plan

TA /PF

Monthly

Reviewed by FRC.

Commissioner-led Community Capacity Review

TA

Complete

TARGET RISK SCORE

Additional investment in 16+ beds and in community solutions. The latter has
not as yet provided evidence of any impact.

POSITIVE ASSURANCES

3 months

6 months

RISK HISTORY
12 months+
3X4=12

06/17
11/17

4x4=16
4x4=20

•
•

Current self-assessed CQC
rating of Requires
Improvement.
FTB assurance review to
Board June 18

NEGATIVE ASSURANCES
•
•

Current CQC rating of
Inadequate.
Not all CQC Requirement
Notices complete.

PLANNED ASSURANCE

Internal Audit – FTB Business
Planning.

SUMMARY UPDATE
Whilst there have been improvements in the service – at June our self assessment indicated Requires Improvement – the service is still graded as high risk given areas such as
staff vacancies, waiting list management particularly understanding and managing the risk on the list.

BOARD ASSURANCE FRAMEWORK RISK SUMMARY
REF.

STRATEGIC RISK

SR10

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

25.06.2018

GOAL/ENABLER

CAUSES

Where research and
innovation thrives

• Lack of Research and Development • Inability to maximise
Strategy
opportunities to achieve the
best possible clinical
• Lack of robust R&D governance
outcomes.
arrangements
• Relatively low academic capacity • Reputation impact
across Trust
• Inability to maximise financial
contribution.
• Small number of research active
specialities (especially at BC)
• Limited volume of commercial
research studies.

CONTROLS/MITIGATIONS

• Research and Development Strategy approved
• Research and Service Innovation Committee (RSIC) established
• Agreement reached that women and children will be a theme within the new
Applied Research Collaboration (formerly CLARHC)
• Women and children agreed as a theme within the Birmingham Health Partners’
Strategy

ACTIONS PLANNED

CONSEQUENCES

LEAD(S) Risk Score

MB COSI

4X3=12

GAPS IN CONTROL

• Lack of aseptic services limits the ability to set up new clinical trials in a timely
fashion for cancer studies, which has a clinical, reputational and financial impact.

Action
Implement Research Strategy

Lead
MB

Due date

Update

Develop and implement Research Implementation Plan

MB

June 2018

Due to be submitted to RSIC June 18

Develop and implement research fundraising plan

MB

Sept 18

Implement Clinical Trials Scholarship Programme

MB

Sept 18

Win the tender for genomics laboratory services

MB

Oct 18

BCH Charity approved ‘ask’ in principle – due to submit detailed plan to Board
of Trustees Sept 18
Programme agreed with University of Birmingham; five jointly supported roles
to commence in September 2018.
Bid submitted – outcome awaited.

Establish a long-term solution for aseptic services

JA

Task and Finish Group established to oversee an independent review of the
model which is due for completion in July 18.

BOARD ASSURANCE FRAMEWORK RISK SUMMARY
TARGET RISK SCORE
3 months

6 months

RISK HISTORY
12 months+
2X4=8

SUMMARY UPDATE

06/17

4x3=12

25.06.2018
POSITIVE ASSURANCES
•

NEGATIVE ASSURANCES
•

PLANNED ASSURANCE

Internal Audit on research
governance and research finance
complete and due at Audit
Committee July 18.

BOARD ASSURANCE FRAMEWORK RISK SUMMARY
REF.

STRATEGIC RISK

SR11

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

June 18

GOAL/ENABLER

CAUSES

Digital revolution

The increasing move from paperbased to technology systems to
store data and patient information
has increased the risk of external
cyber threats.

CONTROLS/MITIGATIONS

GAPS IN CONTROL

• Firewall
• Antivirus software
• Scanning of all emails and memory sticks
• IT security policy
Action
Implement Cyber Maturity Assessment Action Plan

3 months

6 months

2X4=8

SUMMARY UPDATE

Lead
SA

RISK HISTORY
12 months+

LEAD(S) Risk Score

Data security breaches; breach of
information
governance
standards; loss or corruption of
DM
critical data; impact on delivery of
patient services; direct impact on
patient safety.

4X4=16

• Specialist expertise in identification and management of information security risks.
• Implementation of Cyber Maturity Assessment Action Plan

ACTIONS PLANNED

TARGET RISK SCORE

CONSEQUENCES

06/17

4X4=16

Due date

Update

POSITIVE ASSURANCES
•

NEGATIVE ASSURANCES
•

PLANNED ASSURANCE

Cyber Maturity Assessment Internal audits on:
by Internal Auditor and LCFS • Cyber Security
– Trust scored lower than
• GDPR
peer group (Feb 18)
• IT controls
• Data Security and Protection
Toolkit
Detailed action plan to Audit
Committee to Cyber Maturity
Assessment

BOARD ASSURANCE FRAMEWORK RISK SUMMARY
REF.

STRATEGIC RISK

SR12

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

22.6.18

GOAL/ENABLER

CAUSES

CONSEQUENCES

All

The business case for the integration set
out a range of strategic, clinical,
commercial, workforce and financial
benefits, which are now embedded in the
Trust's strategies, plans and ambitions.

• Fail to deliver neonatal
strategy
• Workforce – staff lose
confidence
• Fail to meet financial targets

CONTROLS/MITIGATIONS

LEAD(S) Risk
Score
DM

3X4=12

GAPS IN CONTROL

• Due-diligence pre-integration.

•

ACTIONS PLANNED

Emerging risks not identified as part of due diligence

Action
Deal with emerging issues through the new performance framework.

Lead
DM

Due date
Ongoing

Update
In Progress

Further benefits document to Board

DM

October 2018

Initial document already presented to Board.

Investment of loan funding into capital infrastructure at BW site

DM

April 2019

Site development plan for the BW site in progress
and work on-going on electrical infrastructure,
gynaecology theatre, delivery suite, single iT
system and Norton Court

TARGET RISK SCORE
3 months

6 months

RISK HISTORY
12 months+

06/17

3X4=12

2X2=4

SUMMARY UPDATE
This risk has now been managed into business as usual processes.

POSITIVE ASSURANCES
•

Performance framework
o Staff
o Quality & safety Finance
o Operational performance
• Benefits document to Board

NEGATIVE ASSURANCES
•

Staff engagement scores

PLANNED ASSURANCE
•

BOARD ASSURANCE FRAMEWORK RISK SUMMARY
REF.

STRATEGIC RISK

GOAL/ENABLER

SR13

Failure to meet the objectives of the
Waterfall House development

New Buildings

CONTROLS/MITIGATIONS
•
•
•
•

14.09.18
CAUSES

CONSEQUENCES

The business case for the • Failure to meet financial targets
development included a range of • Failure to meet the benefits of an
objectives to ensure the benefits are
ambulatory care model
realised.
• Failure to improve the experience for
patients and families as set out in the
business case
• Significant reputational impact

LEAD(S) Risk Score

DM/AB

2x4=8

GAPS IN CONTROL

Dedicated Project Manager
Mobilisation group reporting to Next Generation Board.
Oversight by Next Generation Board
Oversight by FRC

ACTIONS PLANNED

Action
Recovery of VAT on the building currently with HMRC

TARGET RISK SCORE
3 months

6 months

Lead
DM

RISK HISTORY
12 months+
2X2=4

06/17
04/18
07/18
09/18

SUMMARY UPDATE
Waterfall House fully opened on 1 August 2018.
Further review of this risk is in progress.

2x5=10
4x4=16
3x4=12
2x4=8

Due date
Update
September In Progress
2018

POSITIVE ASSURANCES
•

•
•

Building handed over with all
necessary commissioning checks
Building now fully operational; no
significant issues
Six week review undertaken of
estates and operational issues.

NEGATIVE ASSURANCES
•

PLANNED ASSURANCE

• Reports via Strategic Capital
Group.

BOARD ASSURANCE FRAMEWORK RISK SUMMARY
REF.

SR15

STRATEGIC RISK

The transfer of services from the
Royal Orthopaedic Hospital will
restrict the Trust’s ability to deliver
its strategy and achieve its goals.

last update September 2018

GOAL/ENABLER

CAUSES

Provision of the transferring services
was not within the Trust’s strategy
or plans.

The best place to be
cared for/ global impact/
effective use of
resources.

CONTROLS/MITIGATIONS

• Capacity identified for the majority of theatre sessions required.
• Capacity identified for the majority of inpatient beds required.
• Implementation of plans to refurbish Theatre 8 and Ward 15 is in progress.

ACTIONS PLANNED

GAPS IN CONTROL

CONSEQUENCES

• Lost opportunity to use
vacated space for alternative
purposes, including potential
growth of existing services or
adoption of external services.
• Reduction in capacity to
deliver existing services.
• Increased pressure on ability
to meet national operational
targets.
• Regulatory impact.
• Financial impact of inability to
expand and potential
orthopaedic tariff changes.
• Reduced quality of service to
patients.

LEAD(S) Risk Score

COO

4x4=16

• Lack of assurance around orthopaedic waiting list data or management.
• Lack of control of outpatient element of 18 week pathway delivered by ROH,
potentially impacting ability to meet the standard.
• Uncertainty regarding ability to recruit sufficient theatre staff
• Finalised plan to accommodate all transferring activity and the displaced activity of
existing specialities.
• Revised winter plan.
• Lack of capacity to accept remaining elements of the pathway currently retained
by ROH (outpatients, diagnostics and rehabilitation) in the event that ROH cease
to provide these.

Action
Reorganisation of theatres/revise theatre schedules to accommodate
all theatre needs.
Agree clinical pathways with all clinical leads.

Lead
AB

Due date
30 Sep 18

AB

31 Oct 18

Develop a plan with each speciality to reduce length of stay to reduce

SR

1 Feb 19

Update

BOARD ASSURANCE FRAMEWORK RISK SUMMARY

last update September 2018

the pressure on bed usage.
Finalise Standard Operating Procedures for wards.

1 Feb 19

SLA with ROH for retained elements of the pathway to enable
contractual management of any delivery/performance issues.
West Midlands Review of Trauma and Orthopaedics.

AB

31 Dec 18

MB

1 June 19

Identify opportunities to improve efficiency of transferred activity.

AB

1 Feb 18

TARGET RISK SCORE

RISK HISTORY

2 months

6 months

18 months+

3x4=12

3x4=12

2x4=8

SUMMARY UPDATE
New risk added September 2018.

date
Sep 18

score
4x4

POSITIVE ASSURANCES
•

Project Plan is meeting
timescales.

NEGATIVE ASSURANCES

PLANNED ASSURANCE

Performance targets are met
No increase in incidents casing
harm for the orthopaedic patient
cohort.
No increase in post-operative
infection rates for the patient
cohort.
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The Trust’s Standing Orders require that the use of the seal is authorised by the Board of Directors and entered in
the Register of Sealings. The seal is used to execute deeds (e.g. conveyances of land) or where it may be required by
law.
The Company Secretary is Custodian of the Trust seal.
The seal was used on the following document on 27 July 2018:
•

Deed of variation to Managed Services Licence between Birmingham Women’s and Children’s NHS
Foundation Trust and BWC Management Services Limited

The seal was used on the following document on 24 August 2018:
•

Lease of Units 18-26 (inclusive) and 90-99 (inclusive) The Institute of Research and Development,
Birmingham Research Park, Vincent Drive, Edgbaston, Birmingham, B15 2SQ, from Birmingham Research
Park Limited to Birmingham Women’s and Children’s NHS Foundation Trust

The seal was used on the following document on 6 September 2018:
•

Underlease and Licence to Underlet to Royal Voluntary Service, relating to the shop and cafeteria, Ground
Floor, Birmingham Women’s Hospital

Recommendation

The Board is asked to endorse the use of the Trust seal.
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The Trust is the parent organisation for three wholly owned subsidiaries. The accounts for these limited companies
are incorporated within the Trust Group accounts; however, separate reports and accounts are also produced in
accordance with the requirements of the Companies Act.
The attached annual accounts for the three subsidiaries have been approved by the respective Boards of Directors.
They are presented now to the Trust’s Board for information and assurance.
In addition, a summary report is provided in relation to each subsidiary.

Recommendation

Note the summary subsidiary report and the annual accounts for each subsidiary.

Trust Subsidiary Update Report
Birmingham Children’s Hospital Health Services
Date of incorporation:
Limited
Trading Name
Purpose
n/a
Non-operational holding company; Board
considers commercial opportunities on behalf
of the Trust. Parent Company of Birmingham
Children’s Hospital Pharmacy Ltd.

13.06.2012

Operational date:

n/a

Directors
o Alan Edwards
o Paul Heaven
o David Melbourne
o Matthew Boazman
o Niti Pall

Summary Update
Acted as Project Board for the project to establish an additional subsidiary in 2017/18.
During 2018/19 examining two more potential ventures:
•

Matthew Boazman and Dr Satish Rao are leading on the potential of a training venture with partners in India.

•

Tim Atack is leading on the development of a home care company providing services to our patients who require
packages of care and are currently reliant on private sector providers.

Birmingham Children’s Hospital Pharmacy Limited
Trading Name
Medicine Chest

Date of incorporation:

Purpose
The provision of outpatient pharmacy
services to Birmingham Children’s
Hospital.

13.06.2012

Operational date:

n/a

Directors
o Alan Edwards
o Paul Heaven
o David Melbourne
o Sue Noyes
o Jeff Aston

Summary Update
The quality aims of the company were to improve patient experience (particularly environment and waiting times) and to
improve safety.
Operationally the company continues to report a much improved patient experience, with 97% of users rating the overall
service as good or very good and 94% of users satisfied or very satisfied with waiting times.
Low numbers of safety incidents have been reported during the life of the company.
Financially, the company operates at a profit, with a forecast year-end pre-tax profit for the current financial year of £156.7K
(at the end of July 2018).
Operating the company provides a significant reduced cost of outpatient drugs to BWC. During 2018/19 the potential to take
on the Boots held contract at Birmingham Women’s Hospital will be investigated.

BWC Management Services Limited
Trading Name
Vital Services

Date of incorporation:
Purpose
Provision of non-clinical services to the
Trust (currently hard and soft facilities
management services).

29.06.2017

Operational date:

Jan 2018

Directors
o Paul Heaven
o David Melbourne
o Michelle McLoughlin
o Graham Seager
o Tim Atack
o Gwenny Scott

Summary Update
The company was fully operational from April 2018 following the TUPE transfer of the final group of Trust staff into the
company.
The key company objectives are:
• Deliver efficient, high quality support services.
• Provide a better platform to deliver efficiencies.
• Provide a feasible approach to workforce challenges.
Priority areas of focus in 2018/19 are:
• Improving staff engagement.
• Addressing workforce challenges.
• Establishing a customer service approach to all services.
Key achievements to date:
• Launched the company without significant staff engagement issues due to the investment in a programme of staff
engagement and communication.
• Established a Staff Partnership Forum.
• Developed alternative staff terms and conditions for new staff that will be available to existing staff.
• Commenced regular measurement of customer satisfaction in all services.
• Developed performance reporting for each service.
• Addressed some longstanding workforce issues.
• Developed an improvement programme for BW catering services and will lead on the tendering of the BWC catering
contract.
• Provided significant capital and revenue savings to the Trust as parent – the latter reduced the 2018/19-efficiency
requirement.
A detailed report on benefits realisation will be presented to the Finance and Resources Committee later in the year.

KEY ISSUES AND ASSURANCE REPORT
Capacity Transformation Programme Board September 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

Deep Dive –
Local Maternity
System

Assurance
Level

Committee Update

A presentation on the Birmingham & Solihull
Local Maternity System Plan was received.
The Single Point of Access (SPA) model has been
confirmed and stakeholder engagement is
underway. A pilot site will be agreed.
Badgernet installation and training is underway
at BWH for the single Electronic Patient Record
and a patient portal is being tested.

Action/
Recommendation

Timescale and
lead

A further update
will be presented
to the
Programme
Board in
December.

Dec 18

Alex Borg will
discuss with the
SRO how the
priorities are
operationalised in
readiness for
Winter

Oct 18

Sam Pretlove
Clinical Director

Potential Hub sites are being scoped with a
view to establishing two pilot hubs and 13
Continuity of Carer pilots are running which will
be evaluated by the end of December.
The programme board acknowledged the work
achieved to date.
Deep Dive –
HGS/BWC
Paediatrics
Network

This programme of work was started 18 months
ago but has not had dedicated project
management support since March 2018.
Funding has now been secured for senior
support and this post will be advertised shortly.
There has been limited progress since March
and the Oversight Group met in June and
agreed to prioritise establishing a unified
Telephone and Guidance system, agreeing a
process for transferring patients from BWC to
UHB and to focus on patient & family and staff
engagement and Communications.
The work will concentrate on the pre-admission
phase in ED and CDU with a general paediatric
consultant at the front door to direct the
patient to the right place before they are
admitted. It is envisaged that this will be in
place by Winter.
The programme board challenged as to when
any material impacts would be seen.
The gathering of data across sites in a way that
allows an accurate assessment of the impact
has been challenging. The intention is to

A further update
will be presented
to the
Programme
Board in
December.

Alex Borg
Chief Operating
Officer

Dec 18
Mary
Montgomery
SRO

consistently use the same database to collate all
data which will enable the impact to be
demonstrated in a measurable way.
Clinical Variation

There has been limited progress with the
Clinical Variation project. A clinical lead has not
yet been identified and although a project
management resource has been identified they
have not been able to work substantively on
this project until now due to other
commitments. It is expected that the project
manager will be available to concentrate
exclusively on this project from next week.

A paper will be
presented at the
next meeting
which will include
the results of the
stock take and set
out a clear plan.

August 2018
David Scott
Programme
Manager

The programme board agreed that work is
underway in a number of areas already,
including Gynaecology and Radiology. A
stocktake of on-going work, including GIRFT
reviews, is required.
The programme board also noted that a large
amount of data is available to us to identify
areas of focus outside the GIRFT programme.
Short Stay Flow

Steady progress has been made with the roll
out of 23 hour/day case methodology to
Orthopaedics, Gynaecology and Cardiac
Catheterisation taking place during September.
Paediatric Surgery & Urology and ENT are
currently scoping for additional pathways
suitable for 10am discharge.

None required

N/A

Improving
Hospital
Discharge

Working groups have been established for the
Modernising TTOs, Live Patient Management
System and Discharge delay reporting
mechanisms work streams. Progress is currently
in accordance with plan.

None required

N/A

Surgical Flow
Efficiencies

Oversight meetings are in place at both sites
and the steering group in place with progress
according to plan.

None required

N/A

At BCH the Increased activity on lists in
Waterfall House will be monitored weekly
through forward look.
At BWH work is progressing well with the
addition of the three minor procedures to lists
per week. The pre-op process is being reviewed
to ensure that the flow of minors is maintained.

Programme
Report

Whilst progress related to short stay flow,
discharge and surgical flow efficiencies has
been good and in accordance with the plan, the
continued lack of significant progress related to
clinical variation means that the programme
remains ‘amber’ overall.

See above re
clinical variation

N/A

Programme
Dashboard

The dashboard has been simplified in line with
the discussions at the meeting last month and
agreed with the SROs. Each metric related to
flow can be translated at ward level .

Develop roll out
plan for visual
management
system

Oct 18
Alex Borg
Chief Operating
Officer

The operational management team are
reviewing metrics for inclusion in visual
management tools at Ward level. A rollout
programme will then be agreed.
Assurance Key
Rating

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.

