Quality Report 2018/19
1. Statement from Chief Executive
2018/19 has been another proud year for Birmingham Women's and Children's as we
have continued to treat more patients and families than ever before. Ensuring that
we deliver high quality, safe and effective services to each and every one of our
women, children, young people and families has remained our number one priority
throughout, and we are extremely pleased to have made significant progress across a
range of important areas, whilst also integrating new services into our organisation,
including community mental health support for 18-25 year olds, and a world
renowned Early Intervention Psychosis team.
Our quality improvement projects have been wide and varied, but always focused on
the specific quality challenges we know impact on our patients and families, including
abortion care, antenatal scanning clinics, theatre safety, mental health and neonatal
care.
In abortion care we have undertaken a complete redesign of our pathway to ensure
we are able to deliver some of the most complex abortion care services in the
NHS. This has included improving access, whilst training and developing our clinical
teams to ensure the highest levels of skill and compassion.
We have made significant progress with our antenatal service too, reducing waiting
times for antenatal scanning clinics. This has resulted in shorter visits to hospital for
our women and families, and a much better experience. However, whilst scan waiting
times have dramatically improved, challenges remain within the antenatal clinic
pathway and this will be a particular focus for us throughout 2019/20.
Our theatre teams have led a major programme of work as well, this time in response
to previous never events, which we had identified as an area of concern during
2017/18. This has included extensive leadership development and support; fully
embedding the World Health Organisation surgical safety checklist and undertaking
simulation training. We are pleased that there have been no new never events since
October 2018; with a real sense of improved communication and team work.
Within mental health we have prioritised the issues within our Forward Thinking
Birmingham service, strengthening our leadership team to ensure we can make
essential changes more quickly. Whilst it is clear that that are still many challenges,
particularly as a result of increasing numbers of children and young people needing
access to our services, we have made progress across a range of areas, strengthening
our service model, increasing compliance with a range of quality measures and
implementing clear systems and processes to help keep our young people safe.
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Progress within our neonatal services has been particularly pleasing too, as we have
been able to utilise the expertise and skills from across our whole organisation to
transform the model of care we provide to our babies. We have fully embedded the
Newborn and Infant Physical Examination (NIPE) screening programme, whilst
implementing a new jaundice pathway, which has halved the number of jaundice
incidents we see as an organisation.
As our thoughts turn towards 2019/20 it is clear that access to our services is a key
area as we work to maintain short waiting times for an increasing number of patients
against a backdrop of workforce and financial challenges. Ensuring that our patients
can access our services in a timely way is critical for the delivery of high quality care,
as well as for patient and family experience. I have every confidence that we will
respond to these challenges with the leadership, dedication and commitment of our
world class teams who work hard everyday to provide world leading care.
To the best of my knowledge the information contained in this Quality Account is
accurate.

Sarah-Jane Marsh
Chief Executive of Birmingham Women's and Children's NHS Foundation Trust
Chair of the National Maternity and Children and Young People's Transformation
Programmes
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2. Priorities for Improvement and Statements of
Assurance from the Board
2.1 Quality Priorities
2.1.1 Our Mission, vision and values
We know that organisations which have strong values and behaviours do well and that
employees are engaged, happy and motivated in their work.

Our mission: To provide outstanding care and treatment, to share and spread new
knowledge and practice, and to always be at the forefront of what is possible.

Our vision: To be a world-leading team providing world-leading care.
Our goal: To be the best place to work and be cared for, where research and innovation
thrive, creating a global impact.

During 2018/19 we have
been working closely with
our staff to develop and
embed our values to
ensure that they continue
to underpin the way we
care for our patients and
each other.

How we live our values
•
•

•

Ambitious: We continually challenge ourselves to improve care and services

through innovation, research and education.
Brave: We take personal responsibility to always do our best for our patients,
families, and each other, challenging behaviours and attitudes whenever we need to,
we speak up and ask for help.
Compassionate: We deliver care and services, with respect and kindness, for our
patients, families, ourselves, and each other; we listen and are inclusive.

Our Quality Committee, a Board level Committee, is chaired by a Non-Executive Director
and has continued to provide focus and scrutiny on the strategic risks to Quality faced by
the organisation. The Committee receives Key Issues and Assurance Reports from Executive
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led subcommittees and holds them to account for the management of operational risk. This
year the Quality Committee has particularly maintained close scrutiny on:
•
•
•

Sustaining our organisation learning from our Surgical Never Events in 2016 and
2017
Responding to the challenges faced by our Forward Thinking Birmingham
Partnership.
Ensuring we have learnt from our previous CQC inspections in our abortion care
service and antenatal care service

During 2018/19 we have also been reshaping some of the sub-committees of quality
committee to provide better support and quality assurance
•

Clinical Safety Quality Assurance Committee (CSQAC): We have worked with
the clinical divisions to ensure more consistency of reporting, more comprehensive
quality assurance and greater peer challenge around clinical safety and risk issues.

•

Non-Clinical Risk Coordinating Committee (NCRCC): We have refocused this
committee to provide greater scrutiny and challenge around key elements of our
non-clinical infrastructure including Fire Safety, Waste Management and Security.
Our Estates and Facilities service are working on a Premises Assurance Model which
will compliment this approach and provide greater understanding of our non-clinical
risks.

This year we have also aligned our governance model across our sites, harnessing the best
of both of BWH and BCH models of governance through
•

Partnership Governance Model: We have worked with the Clinical divisions to
identify, support and partner with the governance leads within each of the divisions,
ensuring that quality and governance is embedded within the wider clinical team
and learning is shared across the Trust and wider healthcare system.

•

SIRI Process: Using a PDSA (Plan Do Study Act) improvement model and
Appreciative Inquiry we have developed and launched a new process for the
investigation of Serious Incidents Requiring Investigation (SIRI). We have taken the
best of both BWH and BCH SIRI processes, the local expertise and engagement of the
clinical team within the BWH model and the objective challenge and scrutiny from an
independent investigator within the BCH model. We have built resources and
training to guide our team of specialty and independent investigators and have been
supported by our executive team with an executive chair appointed for each SIRI.

•

Datix Risk Management System. We have implemented a new integrated risk
management system across the Trust. Following a tender and consultation process
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our staff chose the Datix risk management system and have worked with us on new
systems and processes for incident reporting and management, risk registers and
complaints management. We have also rolled out dashboards to ward and divisional
management teams. These interactive dashboards allow our staff to own and use
their risk management data, providing them with the tools to enable meaningful
feedback and share learning and improvement with their teams.

2.2 Listening to what our priorities should be
There are many ways we gather information so we can understand where we need to
improve within our services to make our quality of care better:
•

Listening to the women, children and families that use our services: There
are lots of ways that our families can tell us what they think and what is important to
them. Our Patient Experience Team work with our families and our staff to receive:

•

Feedback cards

•

Patient surveys

•

Patient stories

•

Expert patient / family groups

•

Consultation events

•

Websites like NHS Choices and Patient Opinion

•

Social Media feedback

•

PALS, comments and concerns

•

Complaints
•

Listening to our staff: The views of the staff who work in our Trust everyday are
vital and we encourage them to tell us what they think through surveys,
consultations and feedback events like ‘BWC Fest’. We also place much importance
upon their wellbeing and make sure they are fully supported so that they are able to
deliver the best services they can.

•

Listening to others: The views of groups like the Young Person’s Advisory Group
(YPAG) at Birmingham Children’s Hospital and the Family and Patient Advisory
Committee (FPAC) at Birmingham Women’s Hospital help us focus on how to make
the improvements that are needed. Our Governors, representing the interests of our
NHS Foundation Trust Members, and the public in general also provide us with
further insight on the quality of our services and the priorities for improvement.

•

Analysing information about the quality of services, such as patient and staff
safety incidents, risk registers, as well as internal and external reviews and clinical
audits.
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•

Listening to our stakeholders, including those who commission and regulate our
services, the educational bodies that support our student and trainee staff, royal
colleges and other professional bodies.

•

Using best practice examples, national targets and learning from and
benchmarking with other organisations.

We strive to take on board feedback and improve services as a result. Some case studies
below demonstrate this approach in practice.

Birmingham Children’s Hospital Case Study - Feedback in action:
Feedback in Action - Quality of food
Feedback about the quality of food has been a consistent issue within BC and Parkview. As
the new catering contract commences the Patient Experience team wanted to ensure that
our patients and families can give contemporaneous and meaningful feedback ensuring that
food is evaluated on taste, appearance and presentation. Food will therefore now be:
•
•
•
•

Served by our catering teams to pupils at James Brindley School weekly as part of the
curriculum. Written and photographic feedback will be given.
Our Young Person’s Advisory group (YPAG) will be served food monthly at their
formal meeting. Written and photographic feedback will be given.
YPAG will conduct secret shopper/unannounced visits to Parkview to observe
choices and gain feedback.
Our volunteers will spotlight wards and departments across the trust weekly to give
written and photographic feedback on the experience of food.

All feedback will be collated by the patient experience team and fed back to our catering
teams and the patient experience monthly operational meeting.

Birmingham Women’s Hospital Case Study - Feedback in action:
Feedback in Action – Visiting times
There is inequity of approaches to visiting times across the Trust with the approach adopted
at BWH much more structured than that at BCH and no longer consistent with other acute
providers of adult care across the region. We have had feedback from women, patients and
families which tells us that structuring access to a loved one gets in the way of care; we
know it causes unnecessary tension from the PALS enquiries and complaints we receive.
In response to this issue the Trust has been working towards a consultation with staff and
families to explore the feasibility of a flexible approach to visiting. The consultation started
in April 2019 for six weeks and will inform any changes to visiting hours. Results will be fed
back to Patient Experience Committee.
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Feedback in Action - Bereaved families
Whilst family feedback from those experiencing stillbirth and neonatal death has been
mostly positive, feedback relating to the miscarriage and termination services had been less
favourable highlighting the lack of suitable environments for supportive conversations. In
addition, we had received PALS and complaints stories telling us that the busy outpatient
clinics and the rapid turnover of women being scanned can get in the way of staff being able
to spend time recognising the impact of loss.
Families who have been discharged or left clinics after distressing news have limited places
in BWH to find comfort and support; they report feeling that the organisation doesn’t value
the impact of their experience. Even those who have been well cared for during the birth
of their stillborn child or loss of their baby while on the neonatal unit have little access to an
appropriate environment.
After hearing from our families through written, verbal and family consultations we have
worked alongside them to create a business case for Woodland House, a facility which will
be built on our Women’s hospital site to provide a safe haven for families who have
experienced loss. Bereaved families have helped us design the layout of the House and are
fronting our fundraising appeal, launched in April 2019.

BWC Case Study - Feedback in action
Feedback in Action – Interpreting Services
Over the last six months, the interpreting department has been looking at ways to improve
patient experience for non-English speaking and deaf patients. Our initial challenge focused
on how to provide an ‘on demand’ interpreting service for patients who arrive at the
hospital without an interpreter booked in advance. Our aim was to reduce waiting times for
non-English speaking and deaf patients and avoid appointments and treatment being
cancelled due to Interpreter availability.
Using interactive video technology to provide face to face interpreting, the trial of
‘interpreting on wheels’ has been hugely successful and there have been a number of cases
where we have been able to provide an interpreter on demand without which the
appointment would have almost certainly been rescheduled. The ability to use the video
devices in emergency situations has also reduced some of the stress families experience by
allowing them to communicate almost instantaneously with staff. The availability of
‘Interpreting on Wheels’ has enabled us to close the gap between the experience and access
to services provided for our English speaking patients compared to our non-English speaking
patients.
In February a PALS concern highlighted the experience of one of our deaf patients. The
expectant mum told us that the long waiting times in clinic often meant her British Sign
Language (BSL) interpreters had to leave to attend other appointments before she had been
seen. As well as the ongoing work on our antenatal pathway we agreed to extend the times
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of availability for BSL Interpreters to 2 hours minimum and provide a mobile number for the
agency so the patient could text and check that an Interpreter had been booked. The
Interpreting Service is continuously looking at new and innovative ways that we can improve
access to services for deaf patients.

Forward Thinking Birmingham Case Study - Feedback in action:
Feedback in action – Supporting and engaging our Patient and Carers
‘Creation of Mental Health Passport’ was a successful charity bid and we are using feedback
to work with service users to create a Health Passport. Using funds provided by our charity
this passport will allow our young people to share and track appointments, reflect on
progression and their journey, and enable them to express their diagnosis and preferences
in their words.
Carers Charter – We have developed a charter with our Parent & Carer Group (FTB Carers
Voice) alongside our staff, to outline the involvement and support we aim to achieve with
the parent & carers we work with.
Early Intervention (EI) and Psychosis - Carer Info Booklet: Following a successful charity bid,
we have worked with parents from our EI pathway to create an information booklet
explaining diagnoses, therapy options and services available on the pathway along with
references to further support available outside of the service.
Each year in this Quality Account we use the combination of all these sources of information
and feedback to articulate our priorities for the coming year as well as report how we’ve
progressed against those set out the year before.
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2.3 Quality Priorities from 2018/19
Birmingham Women’s and Children’s NHS Foundation Trust
Priorities 2018/19
The priorities and quality indicators that the Trust chose for 2018/19 are summarised below

Patient Experience

Clinical Effectiveness

Safety

Neonatal Care – roll over from 2017/18 but extend scope across trust.
Focus on how we diagnose / treat jaundice.
Bliss Baby Charter
Key initiatives to improve
Neonatal non-elective
quality of care for newborns, readmissions ≤28 days of
mothers and families across
delivery
the trust
Unexpected term
Focus on diagnosis and
admissions to the
treatment of jaundice
Neonatal Intensive Care
Unit (NICU)
Antenatal Radiology Pathway: roll over from 2017/18 but extend scope to include wider
work around antenatal pathway
Patient Experience
Waiting times
Staff Experience
Never Events : Roll over from 2017/18 and include progress with NATSIPS implementation
WHO checklist compliance
Rate of Never Events
Implementation of NATSIPS
Cancelled Operations: Roll over from 2017/18 and focus on delays and cancellations
around insertion / removal of management of lines
Complaints or PALS
Cancelled Operations
Rate of incidents
concerns regarding delay
Measures
associated with delay or
or cancellations of
cancellations of insertion /
insertion / removal of lines
removal of lines
FTB: New priority for 2018/19
Improved CQC rating upon
next FTB inspection

Waiting times are within
the national 18 week
target

Improved selfassessment rating
through Hub care
plans

While the detail and focus of some of these priorities have been redefined and broadened
as we have progressed through the year, the five priorities remain clear:
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•
•
•
•
•

Neonatal care
Antenatal pathway
Surgical Never Events
Cancelled Operations
FTB

In the following section, we report upon each of these areas in turn.
For continuity we also report briefly upon Abortion Care, which was a priority from the
previous year, briefly introducing three additional areas which have emerged throughout
the year (Emergency Department, Waiting Lists and Genetics).
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Neonatal Care
Bliss Baby Charter
Looking back on 2018/19 - How have we done?
This year we have conducted an audit against the BLISS Baby Charter principles for our
Neonatal Intensive Care Unit (NICU) and an action plan is in place to address the gaps which
have been identified.
A lead nurse for implementing developmental care has been identified to oversee the
implementation of the action plan. Dedicated non-clinical time is built into their role to
ensure that plans are well led and that we continue to make steady progress towards
accreditation.

Looking forward - What are we doing to improve?
During this upcoming year the lead nurse will make an assessment of our progression to
meet the BLISS Baby Charter requirements and work together with our local representatives
of BLISS to arrange a preliminary independent audit to inform future work.

Improving the early identification and treatment of jaundice
Looking back on 2018/19 – How have we done?
Over the last year we have worked across the Trust to introduce a new jaundice guideline,
led by a General Paediatrician and Neonatologist.
Discussions are underway with the Local Maternity System to agree that babies who are
identified as having jaundice requiring treatment attend the hospital of birth rather than
attend Accident and Emergency Departments. This will ensure babies are being treated in
the most appropriate place.
Neonatal Outreach Nurses from our Neonatal Intensive Care Unit have been working with
colleagues across at BCH with a focus on the Neonatal Surgical Ward (NSW) and neonates
on the other specialty wards with the aim to standardise neonatal care delivery and
minimise variations in care; one of the areas focused upon was jaundice.
Our baseline data was taken over two calendar years from January 2016 to December 2017.
During this time we had a total of 97 jaundice and/or bilirubin incidents reported, on
average just over 48 incidents per year or 4 per month.
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Our latest assessment was taken over a twelve month period from April 2018 to March
2019, where the same search for jaundice and/or bilirubin incidents returned a total of 29
incidents.
This shows a significant improvement with just under a 50% reduction in the number of
incidents reported.

Incidents Reported by Department April 2018
- March 2019
Baby Clinic (Mat)
Blood Sciences Including Transfusion
Clinical Chemistry
Delivery Suite
Maternity Governance Office
Transitional Care - NNU
Ward 18
Baby Clinic
Ward 4 (Post-natal care)
Charlotte Road Midwives
Stratford Road
Neonatal Surgical Ward
Neonatal unit
0

Page | 12

1

2

3

4

5

6

7

Looking forward to 2019/2020 – What are we doing to improve?
Our Neonatal Outreach Nurses will further expand their teaching beyond NSW to cover all
wards across BC. We will build on this work with our Emergency Department and across
wards at BC to ensure any baby admitted who is at risk of hyperbilirubinaemia has the
following completed routinely:
• Bilirubin sample taken
• Bilirubin chart started and completed as appropriate
• Weight chart started and completed as appropriate
• WHO centile chart started and completed as appropriate
We will also complete a review of all phototherapy equipment across both sites and an
associated programme of updating and replacing as required.

Neonatal non-elective readmissions ≤28 days of delivery
Looking back on 2018/19 - How have we done?
Over the last year we have built an electronic performance dashboard for neonates
including all readmissions data, both back to BW and unexpected attendances and
admissions to the Children’s hospital. This data now forms part of our quarterly
performance reporting. In addition we have completed a number of audits examining the
reasons for unexpected admissions to NICU.
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Unplanned admissions at the children’s hospital within 14 days of discharge from the women’s
hospital
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Our audit intelligence shows that the majority of readmissions at both sites are caused by
issues relating to weight loss and/or jaundice. These results have been fed into our infant
feeding group and the business case for our neonatal outreach team.

Looking forward to 2019/20 - What are we doing to improve?
Under the guidance of the Neonatal Care Board, the infant feeding group will continue to
improve our feeding support both in the hospital and within the community. We plan to
remodel and refocus our hospital based feeding support team and we will also be improving
pathways of support within the community.
We will continue with our audits, which will be reviewed regularly by the Neonatal Care
Board that will then direct any future improvement work.
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Neonatal Care – Feedback from our NICU Peer Review
Following a neonatal Peer Review visit in December 2017, the Trust received a report in July 2018
highlighting the key points. There were no immediate risks identified for the service at the time,
however following a tragic incident just a couple of months later and a Regulation 28 report from
the subsequent inquest sent to both the Trust and Commissioners of the service, the issues about
staffing and capacity in the unit were revisited and recruitment has commenced. The NICU has also
put a much more robust education strategy in place following the incident and shared learning both
within and outside the Trust.

Significant Achievements
Cohesive team, with good collaboration
from all specialities.
Strong nursing and medical leadership.
Strong links with the Southern West
Midlands Maternity & Newborn Network
(SWMMNN).
Modern and open unit with access to
good space and strong links to BCH.
Noah's Star charity led by exparents/carers of babies cared for by the
unit.
Tea trolley round giving support to
families on the unit.
Clinical supervision & neonatal
psychological support available to
families & staff.
Medical trainees happy to express the
unit offered much support.
Clinical post to support data submitted
to Badgernet.
Active role in multicentre research
trials.
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Serious Concerns
The occupancy rates are greater than
95% and this impacts on the role of the
NICU. On average approximately 15
babies each month are turned away
from the unit because of no cot
availability.
Due to the high levels of occupancy, a
baby in the unit would at times need to
be transferred out to another unit within
the network in order to make space for a
new admission.
The Trust has raised this issue with
specialised commissioning colleagues
and a neonatal commissioning strategy
was presented to the LMS board in 2017.
Cot capacity has remained a challenge
over 2018/19 and this issue has been
revisited in response to learning from a
SIRI in the neonatal unit.

Areas For Improvement
Reduced NICU specific access to
dietitian, SALT and physiotherapy
provision.
Below target for nurses with postregistration qualification in specialised
neonatal care . The unit flexed the acuity
of cots dependent on trained nurses and
an active recruitment was planned.
Strategy to increase the neonatal
consultant workforce to provide 24/7
resident cover (to meet the BAPM 2015
standards)
Absence of rooming in accommodation
for parents and carers. The facilities for
parents/carers were away from the unit
and required refurbishment.
The outreach services was felt to be only
partially developed.

Antenatal Pathway
Antenatal Radiology
Antenatal clinic and radiology obstetric scanning services were raised as a concern by the
Care Quality Commission during 2016, in terms of waiting times.
During November 2016, the Transformation Team carried out a rapid scoping of the issues
and improvement plans across the pathway. Over two weeks a series of 1:1 discussions
took place with key individuals, including the Head of Midwifery, Clinical Director, Matrons
and support staff within the Antenatal service; and Clinical Lead Radiologist, Advanced
Ultrasound Practitioner and Service Manager within the Radiology departments, as well as
some time spent shadowing and observing activity and processes within both areas, along
with a review of available data.
As a result of the scoping and subsequent stakeholder discussions with teams across the
pathway, a programme of work was agreed and a programme board established chaired by
the Chief Operating Officer. This programme of work was approved as part of the Capacity
Transformation Programme (CTP) which commenced in February 2017.
The review of Radiology scanning was the first focus due to the department having been
recognised by Public Health England as not having implemented the Fetal Anomaly
Screening Programme (FASP) guideline, with recommendations regarding scan appointment
times and the three vessel trachea (3VT) view of the fetal heart on mid trimester scans.
Overall the department was at risk of losing their screening accreditation as a result of the
poor patient experience that was being provided by the Trust.
Historically, numerous attempts had been made to address capacity and waiting time issues
across the antenatal radiology service, including Rapid Improvement Events and on-going
work by NHS Elect to assess the spread of demand on the services. Despite this, services
had not experienced significant reconfiguration; demand on the services had continued to
increase and a collaborative and radical review of how the services were delivered to the
woman had not been successfully carried out.
Overall demand exceeded the capacity available in Radiology by 43% and the department
was faced with a large number of unfilled sonographer vacancies. Staff raised their concerns
about repetitive strain injuries due to the sheer volume of scans that they were expected to
perform daily and no longer found satisfaction in their roles.
Achievements:
The department reviewed capacity and demand data and devised a new clinic template
which incorporated 30 minute slots for Mid Trimester scans. The template was built on 6
obstetric scan rooms running all day based on the funding establishment of sonographers
for BWH Radiology. Prior to this going live in June 2017 there was recognition that there was
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a shortfall of capacity. Maternity Services anticipated that this shortfall of capacity would be
eliminated via two main routes:
1) Supporting education of junior doctors to reduce amount of unnecessary scan
requests.
2) Patients suitable for DAU to be transferred to DAU for care.
The overall waiting times for patients had significantly reduced; this has also been sustained
and is now measured as one of our monthly KPI’s. The graph below follows our waiting time
reduction from January 2017.
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The department has seen a vast reduction of negative patient experience responses about
waiting times.
Staff have expressed the positive impact the transformation has made, which they have
stated has led to positive changes regarding their job satisfaction and also from a health and
safety point of view. They no longer feel they are exceeding their scanning hours therefore
this has reduced the incidence of Repetitive Strain Injury (RSI). The department has been
recognised within the Trust for its transformation and changes and has won a ‘Trust Acorn’,
an accolade awarded by the innovation team to those teams who are engaged in local
improvements.
Since the template went live, it has been recognised that the demand levels in Radiology
have not yet reduced. Day Assessment Unit continues to scan consultant-led women and
non-consultant led women were to be seen in Radiology. Therefore, Radiology agency
staffing increased to accommodate the additional scans that exceeded the fixed capacity.
This on average has put a cost pressure on the department of around £3500 per month to
accommodate these additional scans with agency sonographers.
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Looking Forward into 2019/2020:
A review was carried out in 2018 of the existing template and feedback from the
department highlighted a growing pressure of increasing demand. It was recognised that
using only 6 obstetric scans rooms per day would result in a shortfall of 99 scan slots per
week based on scan and clinic being a joint appointment.
The department is aiming to work more closely with Maternity in how best to manage this
extra demand of patients who potentially do not need to be seen in Antenatal Clinic,
whether that is supporting the development of community growth scanning or supporting
Antenatal Clinic to spread capacity more evenly across the week.
The departmental aims for next year are to ensure that we sustain our improvement in our
waiting times with substantive sonographers to help support the Trust with cost
improvement savings and to support recruitment and retention within the Trust. We will
continue to monitor our waiting times, staff and patient experience associated with any
other changes we are making.

Antenatal Clinic Pathway
In the Quality Account last year we reported in detail the work undertaken to improve our
antenatal radiology service. Therefore, we also refocused our efforts during 2018/19 on the
improvement of the antenatal clinic pathway, specifically with the aim of improving the
experience of both women and staff and implementing a system that will assess, monitor
and improve the waiting times in the antenatal clinic.
The Antenatal Clinic Improvement Group meets weekly and has reviewed contact data in
Lorenzo and Badgernet to develop measures to look at times booked in, waits to first
contact and overall time in clinic. A review of electronic software to support this collection
of data showed no compatible solutions at present. We will continue to review the market
to see if there is any cost effective system for monitoring waiting times.
Fig. 1 - Total count of patients seen*

* The figure for April 2019 does not represent the full month
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Fig. 2 - Average waiting times from arrival to departure

From the chart above, women are currently waiting in antenatal clinic for between 1-4
hours. Having reviewed capacity and demand in the antenatal clinic, we have focused on
creating capacity for women to be seen in the community in a timelier manner, rather than
attend the hospital clinic. To date, all 4 community midwifery teams now operate booking
clinics in the community setting (Charlotte Road, Quinton Lane, Stratford Road and Weoley
Castle), having moved from a home visit model. This increases the number of women
community midwives can book per day from 3 to 7.
In addition to reducing demand for antenatal clinic services, we have focused on improving
the women’s experience while waiting in antenatal clinic:
•

•

•
•
•
•
•
•
•

Volunteers and staff regularly check on women in waiting areas daily from 11am to
4pm and offer refreshments and reassurance/information as required. PALS have
reported a decline since Christmas in daily 'drop in' complaints referencing waiting
times. Noticeboards signpost women to speak to reception staff if any concerns.
A Duty midwife is now available every shift to ensure a senior team member is able
to address patient concerns; all staff are also aware of how to escalate issues to Duty
Midwife.
We are exploring a system of handing out coloured cards which change colour each
hour to denote hour of arrival.
Staff have attended customer service training.
There are now daily improvement huddles with receptionists.
The décor and layout of antenatal clinic has been updated and improved.
Electronic waiting room signage will be considered following the migration to a new
patient information system at Birmingham Women’s Hospital.
Paging system: The team have trialled this in ANC/Imaging before. The use of this
technology will be assessed again
The ticket machine has now been relocated to the actual waiting area and all
confusing signage removed; new signage on order.

During 2018/19, we asked KPMG to undertake an internal audit of the antenatal
pathway. In addition to the areas for improvement discussed above, other key
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recommendations were also made for improvement in relation to safe and secure
storage of medication and infection prevention and control. Our response to these
recommendations is as follows:
•
•

•
•

•
•
•

•
•
•

•

Vaccine fridge to be moved to a key coded locked door. New thermometers now in
use.
The Duty Midwife ensures all daily checks are undertaken as per Daily Task list. Lists
and issues escalated to ANC Sister then interim Clinic Matron. This includes
temperature monitoring.
Weekly pharmacy stock rotation and stock date review by the Pharmacy Technician.
All emergency kits including Anaphylaxis and Hypoglycaemia are now stored within
the newly acquired emergency trolley. This is secured using a digilock. The trolley has
a new checklist format that is completed daily. Assurance is provided through the
Duty Midwife Daily Task List as per fridge checks above and issues escalated to ANC
Sister then ANC Interim Matron.
Clinic Manager and Interim Matron now undertaking infection control walkabouts
and spot checks.
All midwifery and support staff have been reminded daily at the 08:00 safety huddle
to keep the dirty utility doors closed.
New staffing template sees additional staff available at 08:00 to ensure all rooms
and equipment cleaned before the start of the clinic. New staffing template sees
additional staff available at open and close to ensure cleaning and stocking up/and
shut down of clinic is completed. Daily room checklists ensure compliance is
checked.
Increased domestic cover from 07:30 and a new domestic lunch time service for all
waiting areas to maintain all areas including the public toilets.
All noticeboards now removed. New desks ordered as per IP&C and Fire Safety
approval.
Large metal play area removed and flooring replaced. Daily clean by MA/MSWs
assigned to waiting areas which appropriate checklist completed – these are on
display in the appropriate staff office.
The Infection Prevention and Control Team undertake a monthly review of the
Antenatal Clinic to identify any improvements required.

Looking forward to 2019/20 - What are we doing to improve?
•
•
•

Procurement of a waiting times monitoring system / review market again to see if
there is any cost effective system to monitor waiting times
Reduce waiting times to first contact
Increase the specialist midwife clinic and focus on High BMI and Endocrine comorbidities with the specialist midwifery team
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•
•
•

Further analysis of capacity and demand to focus on hot spot days and increase
capacity at key bottlenecks to increase flow
Continued monitoring of Community clinic reliability and discussion with CCG re
making clinic space available in key high risk areas of the city
Organisational change to shift pattern rota on E-roster to match staffing to
appointments for flow in the department.
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Surgical Never Events
Looking back on 2018/19 - How have we done?
Total number of
Never Events
reported across
BWC
Surgical never
events in a
theatre setting

2015/16
7

2016/17
4

2017/18
2

2018/19
6

6

3

0

4*

* One incident was in an interventional radiology setting, the RCA concluded that this was an unusual incident
which was not caused by any deficiencies in the WHO checklist and standard checking processes.

Following the reporting of 4 surgical never events within a theatre setting during 2018/19,
we revisited our learning from all of these incidents. We refocused our efforts on
implementing a restructured BCH Theatre Management team; with a refreshed quality
improvement programme. A new Head of Nursing for BCH Theatres was appointed,
followed by the appointment of a Lead Nurse for Safety and Quality who works alongside
the existing Lead Nurse for Operations and Resources. Theatres now has its own Clinical
Governance Meeting, conforming to the standard Directorate agenda, and directly reports
to the Trust Clinical Safety and Quality Assurance Committee every 3 months. Theatre
Workforce has been subjected to a comprehensive review, and the nursing/ODP gap is fully
understood and actively being managed through a proactive recruitment strategy. This has
included open day attendance, creation of rotational roles with BCH wards and BWH
Theatres and introduction of an Assistant Practitioner Programme. Theatre staffing, scoring
15 on the risk register, whilst being the highest ongoing concern is mitigated daily through
the range of measures described below.
During 2018/19 the following was implemented:
Twice Daily Theatre Coordination Management Huddles – 0750 and 1400
This 10 minute meeting is attended by: Head of Nursing, Lead Nurses, Theatre Coordinator,
Trauma Coordinator and Clinical Director. The purpose is to review daily workforce issues,
staff welfare, activity, skill mix and resource issues – to ensure good start and continued
running of theatre lists.
Twice Daily Band 7 Walkabout Rounds to all Theatre areas
These rounds provide support, advice and troubleshooting to the Theatre staff from a senior
practitioner. A survey revealed that 70% of Theatre Staff felt that theatre safety, daily
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service organisation and running of lists plus staff support are positively impacted by these
rounds.
Mandatory ‘Red Hat’ Leadership in Every Theatre Area
Mandatory requirement for ‘Red Hat’ system in every theatre – requiring every Team
Leader to wear a red hat, to visually distinguish them. Compliance is monitored via Band 7
Walkabouts.
Mandatory Implementation and Auditing of ‘Safer Surgery’ WHO Checklist Etiquette
‘Call to order’ system introduced requiring all staff within Theatres to stop non-essential
activity and gather round the operating table for ‘sign out’ and ‘time out’ safety checklists.
Daily ‘clipboard’ auditing of compliance, by a member of Theatre Management Team, with
immediate feedback of observed good practice and non-compliance is being provided.
Audit has revealed much improved compliance, although some additional focus is required
to ensure ‘out of hours’ compliance is maintained at the same high standard as during
daytime hours.
The data over the last five months, as reported to the Clinical Safety and Quality Assurance
Committee, is shown below:
Checklist compliance (clipboard audit)
Nov 2018

91%

Dec 2018

95%

Jan 2019

92%

Feb 2019

97%

Mar 2019

97%
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Snapshot data from the March 2019 audit shows the detail

Mandatory requirement for Swab/Instrument Wipe Boards to be used
Red Hat Wearer assigned responsibility for ensuring Swab/Instrument Wipe Boards are
accurately completed by a member of the team for each individual case. Compliance is
monitored via Band 7 Twice Daily Walkabouts.
Equipment Management
Robust theatre auditing of equipment maintenance schedules introduced, to ensure all
Theatre Hardware is always serviced annually.
Theatre cleanliness and stocking
Robust programme of unannounced Theatre cleanliness and stock level checks introduced
to ensure all Theatre areas are left ‘fit for purpose’ at the end of each working day.
Redesign of Weekend Shift Pattern
Removal of unpopular weekend ‘enforced overtime’ shifts, associated with poor work-life
balance and staff stress - replaced with rostered late shifts. This was a response to
recommendation of a grievance, Executive team ‘listening to you’ walkabouts and ‘Never
Event’ Root Cause Analysis investigations which considered our previous safety incidents
may have been partially associated with fatigued staff. This weekend shift redesign will
improve work-life balance, reduce fatigue and improve patient safety.
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Composition of LOCSSIPS to reduce/prevent Theatre Never Events
LOCSSIPS documents have been written by Lead Nurse for Safety/Quality and Theatre
Teams, with guidance from Surgical and Anaesthetic Consultants. These are now published
upon the Intranet.
Bite Size Learning – Core messages for ‘Never Event’ Prevention
Bite size learning to deliver core safety messages about Never Event prevention has been
implemented, with teaching resources distributed to the Theatre staff.
Safety Newsletters
A monthly safety and quality newsletter is distributed to all Theatre staff. Newsletter
contains safety updates, alerts, critical incident themes and actions implanted, WHO
checklist audit results and parent feedback.

Looking forward to 2019/2020 - What are we doing to improve?
Creation of Deputy Theatre Leadership Role in Each Theatre
Through an internal selection process, the Band 6 Senior Theatre Practitioners will have the
opportunity to become the ‘Deputy Theatre Lead’ and acquire greater responsibility for
managing their theatre area’s environment, resources and staff welfare.
Continued workforce/recruitment strategy
Embedding of the new rotational and assistant practitioners into daily work schedules will
continue. Theatres Open Day planned for 2019, and continued innovation with creating
attractive posts and retention to keep our existing experience staff at BCH. Participation in
BCU ‘ODP Degree Apprenticeship’ programme will be pursued in 2019/2020, which appears
to be a good future source of Theatre staff.
Address Skill Deficit/Targeted Training for Scrub Skills required
Workforce challenges have restricted capacity to train staff, resulting in significant pressure
on a small number of staff who have specialist skills. This will be addressed by releasing staff
to train, including going to neighbouring trusts where necessary.
Resuscitation Training for ODPs/Recovery Nurses
We are strengthening our training compliance for Qualified Nurses/ODPs to have completed
Paediatric Immediate Life Support (PILS). Daily staffing challenges have prevented staff
from being able to attend PILS training.
We will continue to measure the rate of never events in a surgical setting, and audit
compliance with the WHO checklist.
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Cancelled Operations
Birmingham Women’s and Children’s NHS Foundation Trust
Looking back on 2018/19 - How have we done?
Over 2018/19, we have not seen a sustained reduction in nationally reported cancelled
operations. The challenges we have faced over 2018/19 have meant it was not appropriate
to focus this priority on delays and cancellations around insertion / removal of management
of lines and the incidents and complaints associated with this group of cancelled procedures
as we had planned to do. This priority has therefore just focussed simply upon reducing the
number and impact of hospital cancellations on 2018/19. The 2 main consistent reasons for
hospital cancellations on the day are lack of PICU beds and Emergency / Trauma patients.
2017/18

2018/19
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100

107
83

90

93
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Q3

80
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40
20
0
Q1
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Q4

BWC Rate of Cancelled Operations - % (Month) Cancelled Ops

Apr-18
May-18
Jun-18
Jul-18
Aug-18
Sep-18
Oct-18
Nov-18
Dec-18
Jan-19
Feb-19
Mar-19
Total

BCH
26
20
28
33
18
28
23
36
24
29
28
42
335

BWH
1
2
6
7
2
2
3
3
4
4
2
2
38

BWC TOTAL
27
22
34
40
20
30
26
39
28
33
30
44
373

RWC Rate of cancelled
operations
1.16
0.89
1.42
1.68
0.81
1.26
0.98
1.5
1.22
1.37
1.28
1.71
1.27

50
45
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Cancellations by Trust BWH
Cancellations by Trust BCH

10
5
0

Looking forward to 2019/20 - What are we doing to improve?
There are 2 separate work streams trying to tackle these specific issues. The first, looking at
additional PICU capacity and changing the cardiac pathways to improve flow out of PICU to
assist in flow into PICU, this has already had some success in month 12 of 18/19. The other
is providing additional theatre capacity for emergency and trauma patients. Both of these
work streams will be monitored on a monthly basis to ascertain their effectiveness.
We will monitor this priority through our weekly waiting list management meetings and at
our performance board, which reports through to Trust Board via Finance and Resource
Committee on a monthly basis.
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Forward Thinking Birmingham
Forward Thinking Birmingham (FTB) was established as a partnership of five organisations to
provide mental health services for young people up to the age of 25, with BWC as the lead
partner. The service commenced in April 2016 and was inspected by CQC just a month later.
As the service was new and had inherited a range of challenges the overall rating of
‘Requires Improvement’ was not unexpected when it was published in February 2017.
The Board and its committees maintained oversight of FTB, both before and after launch of
the new service, and the range of strategic, financial and operational challenges and issues
that the new service faced. In response to this an intervention plan was developed coupled
with additional senior support and an independent review of the clinical model.
The CQC returned at the end of July 2017 to carry out a follow up inspection and identified a
number of areas of serious concern. The final report was published in February 2018 with an
overall rating of ‘inadequate’.
The Trust responded as soon as it became aware of these concerns following the inspection
and upon receipt on the first draft of the CQC report in September 2017.
The Trust’s response was to significantly enhance the intervention plan and senior support
with the short-term aim of the rapid improvement of immediate care and safety concerns
and the delivery of a sustainable solution for the longer term.

Looking back on 2018/19 - How have we done?
Self-Assessment Ratings against CQC Standards
Overall FTB has delivered significant improvements over the last year. Each of the hubs has
continued to work through self-assessment and improvement plans against the CQC Key
Lines of Enquiry whilst also working through the CQC requirement notices. At the end of
2018/19 all hubs were achieving ‘Requires Improvement’ in their self-ratings with many on
the way to achieving ‘Good’.
During April 2019 CQC inspected the service as part of the core service review across BWC.
We look forward to receiving the final inspection report some time later this year and hope
to see our efforts have translated into service improvements.
Mental Health Care Quality Indicators MHCQI’s
Over 2018/19 FTB have developed and refined a series of Care Quality Indicators which
enable regular monitoring and review of core elements of their care. The MHCQIs provide a
robust system of assurance and enable progress against each core element within each of
the hubs and services. Across the service around 140 records are audited as part of the
MHCQIs.
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Physical Health Monitoring: This indicator measures whether relevant patient groups have
received appropriate physical health checks. These physical health checks are considered
important for patients with Severe Mental Illness (SMI), subject to Care Programme
Approach (CPA) or receiving high dose anti-psychotics. This includes all aspects of the
LESTER tool and where a patient has a corresponding care plan and intervention needs with
regards to their physical health.
Care Planning and Risk Assessment: This indicator look at the completion, timely review
and quality of care plans and risk assessments for patients. The indicator is monitored
through a case management report and the service is looking to use local dashboards to
help the hubs focus on and improve performance against this indicator.
The position at the end of March for these indicators is illustrated in the chart below.
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As our activity and demand for our services continues to grow we face the challenges
associated with increasing waiting times to access our services. This has resulted in longer
waits for first appointment and treatment at all our hubs. We are working to reduce this
through innovative solutions such as online platforms for mental health assessments and
treatment. In the meantime, FTB continues to undertake Clinical Harm Reviews to ensure
patients are not coming to harm whilst they wait for our service.
Through establishing a framework for improvement we are working closely with our
partners and the wider system to improve access to services at every level; at primary care
and secondary care level and also within our urgent care system.
Over 2019/20 several transformational services commenced, including:
• Intensive Community Outreach (ICON) – training staff and delivering highly
specialised interventions for those young people with the most complex and
challenging presentations
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•

STICK team integrated within the BCT and local schools to identify early help needed
with children and young people and deliver brief interventions to build emotional
resilience and mental well being

Agency Spend

Historically, FTB has been reliant upon temporary staff and has had to manage both the
financial and quality challenges that this brings. Through robust recruitment plans we have
significantly reduced nursing vacancies and have more substantive medics in post. In the last
quarter of 2018/19 we have also seen reduction in agency spend for the first time.
Through our retention work stream we are also developing ways to retain our staff. We are
improving what we offer our staff through improving access to IT, improving access to
additional space and valuing our workforce events.

Looking forward - What are we doing to improve?
Over 2019/20 we will be working with our commissioners and other partners across the
healthcare system to integrate care for young people in a more effective way. We will
continue to focus upon key priorities including:
We will continue to embed quality improvements across all our hubs and services as we
aspire to achieving ‘outstanding’ in our self-assessments against CQC standards.
•
•

Providing timely and responsive services and reducing the waiting times experienced
by our service users to access or progress through our services.
Being timely and responsive and reducing waiting times.
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•

Sustained improvements with recruitment and retention of staff and a staff group
who want to work within the service.

These priorities will be monitored through regular reports to BWC Quality Committee and
clinical commissioning Quality Group.
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Abortion Care Service
Approximately 1 in 3 women will have an abortion in their lifetime. This could be for
complex medical conditions affecting the pregnancy or the woman’s
health, fetal abnormalities or many other reasons impacting on women and their lives,
which leads to them taking this step.
Here at Birmingham Women’s we’ve been on a journey since our abortion service was
established in 2015 when our commissioners wanted to formalise a pathway for medically
complex women with a designated acute provider, and as part of our mission to be the local
and regional provider of choice and centre of excellence for women’s care, we took up this
service.
In the Quality Account last year we reported in detail the work to improve our abortion
care service which started in 2016 following the CQC inspection and external review
reports. We continued this work in 2018/19 with:
•

April 2018: We hosted an abortion care summit which concluded that significant
improvements had been made with further challenges to be addressed

•

July 2018: Internal audit report concluded that there was significant assurance
with minor improvement opportunities.

Significant work has been undertaken to improve staff training and to increase staff
confidence in the management of patients requiring abortion care. We have increased
the provision of emotional support for both staff and patients, with more available
access to the bereavement services; counselling and 1:1 clinical supervision. However
we recognise that there are areas for further improvement and we continue to learn
from incidents and complaints where we think there are gaps in the care we have
provided or we have just not got it right for our patients or their families.
In October we reported concerns that our waiting times had increased and were falling
short of our local target due to continued growth in demand for the service, as well as a
change in patient profile with more requests for surgical terminations of pregnancy (ToP)
and greater numbers of patients who require complex wrap around care, safeguarding
support and management of comorbidities.
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Actual and forecast growth in
demand
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The service was initially set up to
undertake 200 cases per year and
has seen a year on year increase in
activity. The anticipated growth in
demand is set to rise even further
given that Birmingham is classed as
one of the ‘youngest population’
cities in the UK.

The consequence of this fourfold growth is that patients’ experience is less than ideal with
unacceptable waits for an outpatient appointment to determine their treatment pathway.
Added to this are waits for surgical ToP which leaves no margin for uncontrollable events
such as loss of capacity for sickness in specialist staff.
We anticipate there will be a bigger ‘future’ problem as the city’s young children move into
adulthood and therefore outlined a phased approach to managing our current and future
issues through a workforce, capacity and estates plan.
•

•

The workforce: Development of the acute gynaecology nurse specialist role to take
on care of patients on a variety of gynaecology pathways including abortion care,
investing in post graduate training, scanning, prescribing and advanced assessment
skills. We have also been working to reduce two medical workforce risks which have
affected our gynaecology and obstetric services and have recently recruited to
substantive posts in gynaecology.
Creating Outpatient Capacity: In order to meet this increased demand we need to
run additional Outpatient Clinics. By managing our in-patient activity more efficiently
we have been able to change the way we use the ward area, transforming it into an
out patients area. We have achieved this safely by using side rooms and treatment
rooms as consultation rooms and the patient lounge area as a waiting space.

We have come a long way but know that there is much more that we have to do. In
particular we need to think carefully about where our services are best located and ensure
that we have the right estate and sufficient capacity to meet our women’s needs.
We also need to continue to listen to women and regularly review our service to ensure we
support them in the very best way, starting conversations about how we better support
younger teenagers and women in later stages of their pregnancies.
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Emerging priorities identified throughout 2018/19
Waiting Lists
Reducing the time patients wait for treatment / care at any part of their journey is a key
objective for all our services. Many of our services experience similar causes of delays such
as physical capacity, personnel capacity and increase in demand; however solutions are
often unique to the particular service. All of our waiting time key performance indicators are
monitored on a monthly basis and deviations from plan are interrogated and addressed.
Some of the actions we have / are undertaking include:
•
•
•
•

Reviewing the pathways to improve the flow
Increasing capacity where possible
Reviewing our workforce requirements to deliver the service
Working in partnership with other organisations.

Emergency Department
Looking back on 2018/19 - How have we done?
It has been a challenging year for the Emergency Department (ED). Whilst Q1 and Q2
performance was better than previous years, Q3 and Q4 have been very difficult.
Attendance numbers have risen (1.1% for the full year but 6% over the winter period)
compared to the previous year and patient acuity has also increased. The ED team have
worked very hard to ensure patient safety is maintained but performance against the 95%
target has been particularly difficult.

Looking forward - What are we doing to improve?
There appears to have been a shift change in the number of attendances to ED and the level
of acuity. In response, the clinical and management teams are developing an ED strategy
which will help us understand what staffing and physical estate models are required to
sustain ED over the next 3-5 years.

Genetics
Looking back on 2018/19 - How have we done?
Preparation for the Genomic Laboratory Hubs (GLH)
The UK is currently leading the world in terms of genomic medicine, with the NHS at the
forefront of a medical revolution, transforming our ability to understand and tackle rare and
complex diseases. In some cases, the results of genomic testing could lead to personalised
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medicine, ranging from inclusion in a clinical trial to a change of treatment to one
considered likely to be more effective. Some people with undiagnosed rare diseases may
also receive a genetic diagnosis for their condition.
In October 2018, the Secretary of State for Health and Social Care announced that all
genomic testing is to be delivered through a network of seven Genomic Laboratory Hubs.
The West Midlands, Oxford and Wessex Genomic Laboratory Hub (WMOWGLH) is based at
the West Midland Regional Genetics Laboratory (WMRGL), part of Birmingham Women’s
and Children’s NHS Foundation Trust (BWC), and will serve 11 million people across the
region. Working in partnership with acute Trusts across the West Midlands, Oxford and
Wessex, the WMOWGLH will analyse all genetic tests in the region.
Relocation of Genetics
Following the successful relocation of the Genetics laboratory Germline Programme last
August (2018) to Birmingham Research Park, the laboratory Cancer Programme joined them
in February 2019. This was the next step towards expanding the genetics laboratory and
part of relocating the entire Genetics team from Norton Court. These moves will help to
meet an increasing demand for laboratory and office space and provide a much improved
working environment.
The Cancer Programme provides genomic testing for a range of cancer referrals including
haematological malignancies, solid cancers (such as breast cancer) and for patients with a
family history of cancer.
The Technical Programme will remain in the existing Genetics block and work is being
undertaken to increase the laboratory space and also improve the working environment.
Performance
Referral to Treatment (RTT) and Laboratory Turnaround times have deteriorated as a result
of a mismatch in growth and resources available. Actions have been undertaken to stabilise
the laboratory backlog and improve RTT performance.

Looking forward - What are we doing to improve?
•
•
•

Continue to work through plans with the Genomic Laboratory Hubs Consortium to
deliver the Secretary of State for Health and Social Care vision.
The final phase of relocation will be the transfer of our Clinical Genetics team from
Norton Court. We are in the process of finding suitable accommodation.
Develop a true demand and capacity model for both laboratory and clinical services
so that our patients have no unnecessary delays in their treatment pathway.
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2019/20 Priorities for Birmingham Women’s & Children’s
NHS Foundation Trust
Developing our Quality Strategy
We are committed to being the best place to be cared for, providing excellent patient care
and excellence in treatment and clinical outcomes and it is our aspiration that every woman,
young person, child and family feels safe and cared for whilst accessing services at
Birmingham Women’s and Children’s NHS Foundation Trust.
Over 2018/19, building upon our Mission, Vision and Values, we have worked with our staff
to develop the four frameworks which form the foundations of our Quality Strategy and
define how we will deliver our goal to be the best place to work and be cared for.
Our Quality Strategy is aligned to the national quality and quality improvement agenda and
builds upon the successes of the previous Birmingham Women’s and Birmingham Children’s
strategies which introduced and raised the profile of the quality agenda across the Trust
through its focus on key quality improvement initiatives.
These four frameworks cover the traditional elements of Quality as well as a fourth
dimension of risk management which we consider to be an enabling element of our Quality
Strategy.
•

Patient Experience and Participation: that women, children and young people will
say that they have received effective, safe, high quality care and that they have been shown
compassion and treated with dignity and respect. A good experience of care, treatment and
support is an essential part of excellent healthcare.

Compassionate
Care - including
inclusivity and
diversity
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Enhancing the
care
environment

Personalised
support,
information
and education

Engagement,
Patient, family
and staff
partnership

•

Patient Safety: that we keep women, children and young people safe and do no harm.
This means ensuring that the environment is safe, clean and that we constantly work to
reduce avoidable harm. We have worked closely with our staff this year to define their three
top safety priorities.

To ensure that our
families are cared for in
and our staff work in a
safe, therapeutic space

•

To reduce harm and
avoid preventable
deaths

To deliver safe staffing
levels in all disciplines

Effectiveness of Care: that we deliver the most effective care and work towards
identifying clinical outcomes that are important to our women, children and young people
and are co-designed with them. This dimension also includes delivery of evidence based care
and audit of national and specialty specific clinical guidelines.
This element of the Quality Strategy incorporates our Outcomes Programme which sets out
the Trust’s approach to collating and using clinical outcomes to measure the quality of each
of our clinical services. Our aim is for all specialties to have a suite of well respected, well
understood clinical outcome measures using data that is systematically collected, analysed,
reviewed and published. Along the way we will learn to share this information in a
meaningful way with our patients and stakeholders and learn how to routinely use
outcomes data alongside financial, workforce and operational information to inform our
decision-making processes.
We have also added a fourth dimension which we believe is integral to enabling and
sustaining quality.

•

Risk Management: We have broadened our concept of quality to include how we assess
and define the risks associated with our care, how we manage this within our organisation
and how these risks are escalated, shared and resolved or managed.
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The National Quality Board provides us with a 7 Steps to Quality Model which will be used as our
blueprint on our quality journey.

We will also use the Improvement 4 Everyone (I4E) methodology to drive our quality agenda
using break through objectives to focus upon core elements of the quality strategy and
supporting frameworks.
Over the next three years the Quality Account will focus and report upon the priorities set
out in our Quality Strategy.
As we start to implement our new Quality Strategy over 2019/2020 we will develop
measures for each of these quality priorities and apply them to service developments or
areas where we face continued challenges already discussed in this quality account or
emerge during the year. These priorities will be measured through quarterly reports to the
Clinical Safety and Quality Assurance Committee, and escalated to Quality Committee
through the Key Issues Assurance Report.
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In summary the priorities and quality indicators that the Trust has chosen for 2019/20 are
summarised in the table below:

2019/20 Priorities
Patient Experience: Women, children and young people will say that they have received effective, safe, high
quality care and that they have been shown compassion and treated with dignity and respect. A good
experience of care, treatment and support is an essential part of excellent healthcare.

Compassionate Care - including inclusivity and diversity
Enhancing the care environment
Personalised support, information and education
Engagement, Patient, family and staff partnership
We will develop measures for these safety priorities as we apply them to key areas including:
- Continued improvements in Forward Thinking Birmingham
- Continued improvements in our Antenatal Pathway
- Continued improvements in our neonatal care across the Trust
Safety: that we keep women, children and young people safe and do no harm. This means ensuring that the
environment is safe, clean and that we constantly work to reduce avoidable harm. We have worked closely
with our staff this year to define their three top safety priorities.

To ensure that our families are cared for in and our staff work in a safe, therapeutic space
To reduce harm and avoid preventable deaths
To deliver safe staffing levels in all disciplines
We will develop measures for these safety priorities as we apply them to key areas including:
- Development of new shared pathways of care with the Royal Orthopaedic Hospital
- Continued Improvement in Forward Thinking Birmingham Priorities
- Quality Improvement project on prevention and management of extravasation injuries
Effectiveness: that we deliver the most effective care and work towards identifying clinical outcomes that
are important to our women, children and young people and are co-designed with them.

Clinical Outcomes Programme
- In 2019/20 account we will report clinical outcomes for 3-5 clinical pathways.
These will be agreed by the Clinical Outcomes Programme Board and Project Team
As well as these priorities we will continue to include information in the 2019/20 quality
account which we consider important within a balanced account of Quality at BWC. This will
include:
-

Cancelled Operations
Surgical Safety and Never Events
Emergency Department Services
Managing our waiting lists
Developing our Genetics Services

Page | 40

2.3 Statements of Assurance
Review of Services
Birmingham Women’s and Children’s NHS Foundation Trust
During 2018/2019 the Birmingham Women’s and Children’s NHS Foundation Trust provided
and/or sub-contracted 37 NHS services. The Birmingham Women’s and Children’s NHS
Foundation Trust has reviewed all the data available to them on the quality of care in all of
these relevant NHS services. The income generated by the NHS services reviewed in
2018/2019 represents 100 per cent of the total income generated from the provision of NHS
services by the Birmingham Women’s and Children’s NHS Foundation Trust for 2018/2019.
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Participation in Clinical Audits
National Clinical Audits
During 2018/19 33 national clinical audits and national confidential enquiries covered relevant
health services that Birmingham Women’s and Children’s NHS Foundation Trust (BWC) provides.
During that period BWC participated in 85% (28/33) of the national clinical audits and national
confidential enquiries which it was eligible to participate in.
The national clinical audits and national confidential enquiries that BWC was eligible to participate in
during 2018/19 are as follows:
1. Child Health Clinical Outcome Review Programme: New Topic - Long-term ventilation in
children, young people and young adults
2. Feverish Children (care in emergency departments)
3. Inflammatory Bowel Disease (IBD) Registry, Biological Therapies Audit
4. Learning Disability Mortality Review Programme (LeDeR)
5. Major Trauma Audit
6. Mandatory Surveillance of bloodstream infections and clostridium difficile infection
7. Maternal, Newborn and Infant Clinical Outcome Review Programme: Perinatal Mortality
Surveillance / Perinatal morbidity and mortality confidential enquiries
8. Maternal, Newborn and Infant Clinical Outcome Review Programme: Maternal Mortality
surveillance and mortality confidential enquiries / Maternal morbidity confidential enquiries
9. Medical and Surgical Clinical Outcome Review Programme: Cancer in Children, Teens and
Young Adults
10. Medical and Surgical Clinical Outcome Review Programme: Perioperative diabetes
11. Medical and Surgical Clinical Outcome Review Programme: Pulmonary Embolism
12. Mental Health Clinical Outcome Review Programme: Suicide, Homicide & Sudden
Unexplained Death
13. Mental Health Clinical Outcome Review Programme: The Assessment of Risk and Safety in
Mental Health Services
14. National Asthma and Chronic Obstructive Pulmonary Disease (COPD) Audit Programme
(NACAP): Paediatric Asthma Secondary Care
15. National Audit of Seizures and Epilepsies in Children and Young People (Epilepsy12)
16. National Cardiac Arrest Audit (NCAA)
17. National Clinical Audit of Psychosis: EIP spotlight audit
18. National Comparative Audit of Blood Transfusion programme: Use of Fresh Frozen Plasma
and Cryoprecipitate in neonates and children
19. National Comparative Audit of Blood Transfusion programme: Management of massive
haemorrhage
20. National Congenital Heart Disease (CHD): Paediatric, Adult
21. National Diabetes Audit – Adults: National Pregnancy in Diabetes Audit
22. National Maternity and Perinatal Audit (NMPA)
23. National Neonatal Audit Programme - Neonatal Intensive and Special Care (NNAP)
24. National Paediatric Diabetes Audit (NPDA)
25. Neurosurgical National Audit Programme
26. Paediatric Intensive Care Audit Network (PICANet)
27. Prescribing Observatory for Mental Health (POMH-UK): Monitoring of patients prescribed
lithium
28. Prescribing Observatory for Mental Health (POMH-UK): Rapid tranquilisation
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29. Reducing the impact of serious infections (Antimicrobial Resistance and Sepsis): Antibiotic
Consumption
30. Reducing the impact of serious infections (Antimicrobial Resistance and Sepsis):
Antimicrobial Stewardship
31. Serious Hazards of Transfusion (SHOT): UK National haemovigilance scheme
32. Seven Day Hospital Services Self-Assessment Survey
33. UK Cystic Fibrosis Registry
The national clinical audits and national confidential enquiries that BWC participated in during
2018/19 are as follows:
National Clinical
Audit/National
Confidential Enquiry Title
NCEPOD long-term
ventilation in children,
young people and young
adults Study
Feverish Children (care in
emergency departments)

Participation

Cases Submitted (Number/percentage
reported)

Participating

Still open for data submission at time of
writing report

Participating

Data unavailable at time of writing
report

Inflammatory Bowel
Disease (IBD) Registry,
Biological
Learning Disability Mortality
Review Programme (LeDeR)
Major Trauma Audit (TARN)

Participating

75% (458 cases)

Participating

61% (11 out of 18 cases)

Participating
Participating

171 cases submitted and accepted by
TARN
100% (80 cases)

Participating

100% (109 cases)

Participating

0% (1 case requested recently, to be
submitted in 2019/20)

Mandatory Surveillance of
bloodstream infections and
clostridium difficile
infection
Maternal, Newborn and
Infant Clinical Outcome
Review Programme Perinatal Mortality
Surveillance / Perinatal
morbidity and mortality
confidential enquiries
Maternal, Newborn and
Infant Clinical Outcome
Review Programme Maternal Mortality
surveillance and mortality
confidential enquiries /
Maternal morbidity
confidential enquiries
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National Clinical
Audit/National
Confidential Enquiry Title
NCEPOD Medical and
Surgical Clinical Outcome
Review Programme: Cancer
in Children, Teens and
Young Adults Study
Mental Health Clinical
Outcome Review
Programme - Suicide,
Homicide & Sudden
Unexplained Death
National Asthma and
Chronic Obstructive
Pulmonary Disease (COPD)
Audit Programme (NACAP) Paediatric Asthma
Secondary Care
National Audit of Seizures
and Epilepsies in Children
and Young People
(Epilepsy12)
National Cardiac Arrest
Audit (NCAA)
National Clinical Audit of
Psychosis – EIP spotlight
audit
National Comparative Audit
of Blood Transfusion
programme - Use of Fresh
Frozen Plasma and
Cryoprecipitate in neonates
and children
National Comparative Audit
of Blood Transfusion
programme - Management
of massive haemorrhage
National Congenital Heart
Disease (CHD)
National Diabetes Audit –
Adults: National Pregnancy
in Diabetes Audit
National Maternity and
Perinatal Audit (NMPA)
(births that took place
under the care of your trust
between 1 April 2017 and
31 March 2018.)
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Participation

Cases Submitted (Number/percentage
reported)

Participated (data
submission in 2017/18)

67% (16 cases)

Participating

Data unavailable at time of writing
report

Will participate – due to
launch June 2019, with
hospital recruitment from
September 2018

100% (5 cases; pilot)

Participating

100% (129 cases plus organisational
survey)

Participating

100% (29 cases)

Participating

100% (347 cases)

Participating

100% (20 cases FFP at BWH, 20 cases
FFP and Cryoprecipitate at BCH)

Participating (only
applicable to BWH)

100% (3 cases)

Participating

100% (961 records submitted)

Participating

Data unavailable at time of writing
report

Participating
(uses Trust Maternity
Services Data Set (MSDS)
data submitted to NHS
Digital)

100% (organisational survey)

National Clinical
Audit/National
Confidential Enquiry Title
National Neonatal Audit
Programme - Neonatal
Intensive and Special Care
(NNAP)
National Paediatric
Diabetes Audit (NPDA)
Neurosurgical National
Audit Programme
Paediatric Intensive Care
Audit Network (PICANet)
Reducing the impact of
serious infections
(Antimicrobial Resistance
and Sepsis) - Antibiotic
Consumption
Reducing the impact of
serious infections
(Antimicrobial Resistance
and Sepsis) – Antimicrobial
stewardship
Serious Hazards of
Transfusion (SHOT): UK
National haemovigilance
scheme
Seven Day Hospital Services
Self-Assessment Survey
UK Cystic Fibrosis Registry

Participation

Cases Submitted (Number/percentage
reported)

Participating

100% (2203 cases)

Participating

Participating

Still open for data submission, due to
close on 31 May 2019
100% (all cases submitted with HES
data through NHS digital)
100% (1224 admissions)

Participating

25% (1 out of 4 reports; Q4 data sent)

Participating

25% (1 out of 4 reports; Q4 data sent)

Participating

100% (11 cases)

Participating

85 cases

Participating

93% (285/305)

Participating

The national clinical audits and national confidential enquiries that BWC did not participate in during
2018/19 are as follows:
NCEPOD Medical and
Surgical Clinical Outcome
Review Programme:
Perioperative Diabetes
Study
Medical and Surgical Clinical
Outcome Review
Programme: Pulmonary
Embolism

Did not participate. Data
submission was 2017/18.

0 cases

Did not participate

0 applicable cases

Mental Health Clinical
Outcome Review
Programme - The
Assessment of Risk and

Did not participate

0 clinicians included in the random
selection
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Safety in Mental Health
Services
Prescribing Observatory for
Mental Health (POMH-UK) Monitoring of patients
prescribed lithium
Prescribing Observatory for
Mental Health (POMH-UK) Rapid tranquilisation

Did not participate

The Trust is currently not a member of
this organisation.

Did not participate

The Trust is currently not a member of
this organisation.

The reports of 23 national clinical audits and confidential enquiries were reviewed by the provider in
2018/19 and BWC intends to take the following actions to improve the quality of healthcare
provided: (See table 7)
Table 7 National Clinical Audit / NCE Reports Reviewed
National Clinical Audit /
National Confidential
Enquiry Title
National Paediatric
Diabetes Audit (NPDA)

MBRRACE gap analysis
MBRRACE-UK Saving
Lives, Improving
Mothers’ Care - Lessons
learned to inform
maternity care from the
UK and Ireland
Confidential Enquiries
into Maternal Deaths
and Morbidity 2013–15
Published December
2017
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Action

Dedicated “Annual Review Clinics” have been developed and were
launched in September 2018.
A new “High HbA1c pathway” has been developed and this was launched
in May 2018. This has been designed to allow targeted support for those
Children and Young People with HbA1c >8.5% as per NICE guidance.
Update of guideline for care of Children and Young People with newly
diagnosed diabetes – time of blood samples to be taken to screen for
antibodies and comorbidities amended.
92% compliant (119/130 recommendations met, 7 partially compliant 4
non-compliant). Actions were:
• Recommendation to detail that pregnancy should not alter the
investigation and treatment of a woman presenting with a stroke,
action to identify the most appropriate guideline for this
information
• Review and revise the Mental Health guideline to identify an
appropriate section to include recommendation 53.
• Further discussion with the Mental Health lead midwife for
recommendations 56-59
• Explore the possibility of a critical care outreach nurse to work in
partnership with the midwifery team prior to transferring the
woman to ITU
• The maternity directorate is in the process of introducing influenza
immunisation in Antenatal Clinic.

National Clinical Audit /
National Confidential
Enquiry Title
NCEPOD Chronic
Neurodisability Study

National Confidential
Enquiry into patient
Outcome and Death
(NCEPOD) report ‘On the
Right Course?’ a review
in to the quality of care
for children and young
people under the age of
24 who died or were
admitted to High
Dependency Care within
60 days of systemic anticancer therapy (SACT).
NNAP

Action

Neurology at BCH is a tertiary service and therefore many aspects of
patient care for patients with chronic neurodisability disorders are led
and provided by community care, which is covered by a number of
different community teams across the area.
An initial gap analysis showed out of 35 recommendations, 30 are
applicable, of these 7 have been fully met, 10 are partially met, and 13
are not met.
An internal working group is meeting quarterly to address the areas for
improvement. Actions include:
• Ensuring clinicians are aware of and are completing the Gross
Motor Function Classification System
• Conducting a ‘mini audit’ to check compliance
• A copy of our gap analysis has been shared with our commissioners,
so that they can review the recommendations that we believe
would benefit from a wider system response.
Two of our medical staff were on the group that advised on the design of
the study.
Local audits have been proposed to help improve compliance with six of
the recommendations in the report.
A specific consent form for SACT has been devised, that addresses the
points made in recommendation 4 of the report, and this is in use.

Retinopathy of prematurity (ROP) screening, regarding our low-outlier
status: Our new Ophthalmology team is entering the ROP data directly
onto Badger. We have appointed a neonatal nurse with dedicated time
to be our Badger Champion to ensure data completeness and accuracy.
She has been a significant asset in capturing the data accurately. We
hope this will improve our figures and looking at the 2018 data, we have
made significant improvements with only 3 late screens. These were for
babies who were discharged and brought back to the ophthalmology
outpatient’s clinic.

Local Clinical Audits
The reports of 94 local clinical audits were reviewed by the provider in 2018/19 and BWC
intends to take the following actions to improve the quality of healthcare provided:

Page | 47

CARMS-00937: Time taken to achieve 100% feed volumes/rates in children commencing enteral
feeding (Oncology Dietetic Team)
Objectives: To look at the reasons why 100% of feed rates are not achieved and how long it takes
children to achieve 100% of feed volumes/rates commencing enteral feeding.
Vomiting was in this audit the main reason for feed rates to be delayed.
Actions:
•

To look at vomiting as the main cause of feed not progressing; To review patients and check
whether they are on/having adequate anti-sickness medication.

•

Consider change to a partially hydrolysed feed

•

Consider changing feed rate

CARMS-00998: Outcomes in major burns in children
Objectives: To monitor clinical outcomes in patients with major burns (>20% TBSA)
Actions:
•

Weigh patient on admission or obtain a weight at the first change of dressing in theatre
(weighting dressing): Nurse Staff have been informed of the importance of obtaining an
accurate weight on patients ASAP. This recommendation has been reported in our Burns
Newsletter. Every morning at ward round medical and nurse staff check if the patient’s
weight has been taken.

•

We have now tested and started using a bed side software 'Burn Navigator' that hourly
recommend fluids to be administered according to the urinary output hourly recorded.

•

Reduce fluids input if urinary output is >1ml/kg/h

CARMS-BWH-00722: Effectiveness of Neonatal Observation Monitoring Chart
Objectives: All babies who require monitoring should be monitored with a Neonatal Early Warning
Score (NEWS) chart, monitored at the correct time frames, and NEWS scores should be actioned
correctly.
Actions:
•

Email delivery suite and inpatient matron with regard to findings and ensure that the
Newborn Early Warning Trigger and Track chart triggers are re-iterated and that all babies
triggering review get one.

•

Secondly, to ensure that babies are monitored at correct intervals.
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CARMS-30019: Weight measurements documented in Discharge CPA reports from an eating
disorders unit
Objectives: To look at the documentation of weight measurements in the last CPA report before
discharge from the ward, with particular regard to the inclusion of the following information: Actual
weight, BMI, % weight for height, healthy weight range at the time of admission and discharge.
Actions:
•

Include a section with information regarding weight in Review meeting document. A section
on weight information has been added to the CPA / Discharge document.

CARMS-30028: Audit of Management of TP53 mutation positive families (Li-Fraumeni syndrome)
Objectives: To check the management of the families known to the clinical genetics department with
proven TP53 mutations, to ensure that genetic testing has been offered appropriately and breast
cancer screening for females is in accordance to existing guidelines
Recommendations:
•

The first degree female relatives should be contacted to offer genetic testing/breast
screening.

•

Affected patients will eventually need to be contacted to arrange screening if the screening
guidelines are implemented. Also first degree relatives will all need to be offered genetic
testing.

CARMS-30054: Auditing abdominal ultrasound requests by the Liver Unit
Objectives: Improve our current practice for requesting elective abdominal ultrasound by liver unit.
Analysis of current practice; are essential demographics & information filled out appropriately on
the form?
Recommendations:
•

Printed labels for demographics

•

Radiology form should be declined if no clinical query stated, no sedation status stated, or
no infection status stated.

•

Review future possibility of online radiology request

CARMS-30177: Transfusion Sample Taking Audit
Objectives: To identify whether the transfusion sample taking complies with NBTC National
standards for the clinical transfusion process and ISO 15189: 2012 5.2 Accommodation and
Environmental conditions and 5.4 Pre-examination processes in sampling.
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Findings: All the national standards were met during this audit.
Recommendations:
•

To continue with sample collection training

•

Ensure that this training remains an integral part of all transfusion teaching

•

To teach on the phlebotomy training day at BWH

CARMS-30193: Audit of compliance of trust gynaecology/EPAU guidelines
Objectives: To assess the compliance of BWH gynaecology /EPAU guidelines for patients returning
for follow up scans in the early pregnancy unit.
Actions:
•

Sub-chorionic haemorrhage (SCH) do not need re-scan arranged, however advise women
about seeking advice if further fresh bleeding. Unless, the patient develops a new episode of
PV Bleeding and presents (where viability USS can be done) SCH on its own doesn’t need rescan.

•

Conservative/Expectant management patients do not need to be seen prior to 3 weeks - this
is patient specific and some patients may request being brought earlier

•

Although HCG and progesterone levels prior to diagnosis of Pregnancy of Unknown
Location/Ectopic pregnancy aren’t clinically informative, it has been discussed and agreed in
EPAU MDT that doing them prior to scanning helps the nursing staff in triaging patients who
need earlier scans due to high index of suspicion regarding ectopic pregnancies.

CARMS-30234: Saving babies lives care bundle version 1
Objectives: Carbon Monoxide monitoring, IUGR (Number of pregnancies appropriately screened and
monitored according to risk), Reduced Fetal Movements, Effective fetal monitoring during labour.
Actions:
•

New guideline waiting approval.

•

Confirmed Tommy's leaflet is still in use.

CARMS-30001: Audit of request for support referrals from BCH to Children's services
Review a random sample of 10 referrals per month ensuring coverage of FTB, ED and wards. The
referrals are assessed against a criteria tool that reviews quality and completeness of the referral.
The criteria tool has a scoring system which enables data reporting.
The audit commenced in April 2015. Initial results identified that 20% of referrals to social care were
assessed as poor. All poor results were followed up by the safeguarding team with the referrer.
Additionally group supervision focused upon strengthening referrals alongside induction training and
training updates.
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•

In April 2016 70% of referrals were assessed as either good or outstanding.

•

In April 2018 100% of referrals were assessed as either good and outstanding

•

In December 2018 100% of referrals were assessed as good.

The safeguarding team have established safeguarding supervision across "hot spots" that have been
identified as poor quality referrers therefore the audit has been closed as the safeguarding team
have established process for supporting improved quality of referrals.
CARMS-30141: GRiST and Risk Assessment Audit
Re-assess the degree of compliance with the local guidelines for inpatient risk assessment as
detailed in the 'Policy for the Assessment and Management of Clinical & Associated Risk within
CAMHS Tier 4 Inpatient Units' in the 3 wards on the Parkview Clinic site.
Actions:
•

Produce guidance for MDT/ junior doctors on completing GRiST to be included in induction
booklet

•

Discuss possibility of weekly GRiST meeting

CARMS-30151: Carbon monoxide monitoring in pregnancy
To measure the compliance with offering measurement of carbon monoxide levels. To look at the
compliance of documentation that testing has taken place.
Actions:
•

Review and revise smoking in pregnancy guideline.

CARMS-30161: Maternal Temperature Loss during Elective LSCS
To formally assess the fall in maternal temperature occurring during elective caesarean section.
Previous audit resulted in the purchase of a fluid warming cabinet in order to warm all IV fluids to
prevent a fall in patient temperature (as per NICE guidance). This audit looks to check if that has led
to a reduction in loss of temperature in obstetric patients.
Actions:
•

Share results with Theatre Matron for discussion at Theatre Management Group regarding
theatre temperature recording

•

Share results with Theatre Matron regarding need for warming device for blood

CARMS-30191: Antibiotic timing during caesarean section
To audit the timing of antibiotics administered during caesarean section. Women undergoing any
type of caesarean section, whether elective or during labour, will be eligible. We are an outlier for
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infection for Caesarean wound infection and endometritis currently on the risk register. A RCT trial
showed preoperative administration was associated with a significant 41% reduction in the rate of
endometritis compared with intraoperative administration. The aim is to audit what practice is
currently and timing of the antibiotics.
Actions:
•

To inform the new medical staff of the importance of antibiotic timing (by email,
presentation at governance day, and at junior doctor induction).

Participation in Research
Birmingham Women’s and Children’s NHS Foundation Trust
The number of patients receiving NHS services provided or sub-contracted by Birmingham Women’s
and Children’s NHS Foundation Trust between 1 April 2018 to 31 March 2019 that were recruited
during that period to participate in research approved by a research ethics committee was 7653 for
NIHR Portfolio studies. This is 40% above our target for this period.
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Goals agreed with commissioners
Birmingham Women’s and Children’s NHS Foundation Trust
A proportion of Birmingham Women’s and Children’s NHS Foundation Trust’s income in
2018/19 was conditional upon achieving quality improvement and innovation goals agreed
between Birmingham Women’s and Children’s NHS Foundation Trust and any person or
body they entered into a contract, agreement or arrangement with for the provision of
relevant health services, through the Commissioning for Quality and Innovation (CQUIN)
payment framework.
Further details of the agreed goals for 2018/19 and for the following 12-month period are
available electronically at https://www.england.nhs.uk/nhs-standard-contract/cquin/
The total value of the income due to CQUIN payments for 2018/19 is £6,648,274. The value
achieved for 2018/19 that was conditional upon achieving quality improvement and
innovation goals was £6,374,219.
The value of the CCG Acute and FTB CQUIN schemes is the equivalent of 2.5% of contract
income excluding drugs and devices. The value of NHSE CQUIN schemes is the equivalent of
2% of the acute contract income excluding drugs and devices.
Schemes agreed for Commissioning Quality and Innovation (CQUIN) framework 2018/19
Commissioner
CCGs (acute)
CCGs (acute)

CQUIN Scheme
Improvement of Health and
Wellbeing of NHS Staff
Health Food for Staff, Visitors &
Patients

CQUIN
weighting

Value of
CQUIN

Projected Year End
Performance

Projected
Lost Income

0.100%

£90,693

YTD Targets Not Met

£90,693

0.100%

£90,693

All YTD Targets Met

£0

CCGs (acute)

Flu Vaccination for Clinical Staff

0.100%

£90,693

All YTD Targets Met

£0

CCGs (acute)

Identification of Sepsis

0.075%

£68,019

All YTD Targets Met

£0

CCGs (acute)

Treatment of Sepsis

0.075%

£68,019

YTD Targets Not Met

£15,304

CCGs (acute)

Antibiotic Review of Sepsis
Patients

0.075%

£68,019

All YTD Targets Met

£0

CCGs (acute)

Reduction in Use of Antibiotics

0.075%

£68,019

All YTD Targets Met

£0

CCGs (acute)

Improving Services for People
with Mental Health Needs

0.300%

£272,078

All YTD Targets Met

£0

CCGs (acute)

Offering Advice & Guidance

0.300%

£272,078

All YTD Targets Met

£0

CCGs (acute)

Preventing Ill Health

0.300%

£272,078

All YTD Targets Met

£38,771

CCGs (acute)

Engagement with STPs

0.100%

£906,926

All YTD Targets Met

£0

2.500%

£2,267,314

0.166%

£45,504

CCG (acute)
Subtotal
CCGs (FTB)
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Improvement of Health and
Wellbeing of NHS Staff

£144,767
All YTD Targets Met

£45,504

CCGs (FTB)

Health Food for Staff, Visitors &
Patients

0.166%

£45,504

All YTD Targets Met

£0

CCGs (FTB)

Flu Vaccination for Clinical Staff

0.166%

£45,504

All YTD Targets Met

£0

CCGs (FTB)

Improving Physical Healthcare

0.500%

£136,511

All YTD Targets Met

£0

0.500%

£136,511

All YTD Targets Met

£0

0.500%

£136,511

All YTD Targets Met

£26,210

0.500%

£136,511

All YTD Targets Met

£0

2.500%

£682,556

Clinical Utilisation Review

0.417%

£769,081

All YTD Targets Met

£0

Medicines Optimisation

0.220%

£404,729

All YTD Targets Met

£0

0.089%

£164,328

All YTD Targets Met

£0

0.062%

£115,148

All YTD Targets Met

£57,574

0.549%

£1,011,822

All YTD Targets Met

£0

CCGs (FTB)
CCGs (FTB)
CCGs (FTB)

Transitions out of CYP’s Mental
Health Services
Preventing ill health by risky
behaviours - alcohol and
tobacco
Engagement with STPs

CCG (FTB)
Subtotal
NHSE
NHSE
NHSE
NHSE
NHSE

CAMHS Screening of LTC
Patients
Improving Haemoglobinopathy
Pathways
Paediatric Critical Care
Networks

£71,714

NHSE

CAMHS Transition Pathways

0.089%

£164,328

All YTD Targets Met

£0

NHSE

Neonatal Community Outreach

0.217%

£400,475

All YTD Targets Met

£0

NHSE

Complex Care

0.223%

£410,818

All YTD Targets Met

£0

NHSE

Haemtrack

0.134%

£246,688

All YTD Targets Met

£0

2.000%

£3,687,417

2.5%

£10,987

2.500%

£10,987

£0

£6,648,274

£274,055

NHSE
Subtotal
PHE

Paediatric Dentistry

PHE
Subtotal
Grand Total

£57,574
YTD Targets Met

£0

The monetary total for the amount of income conditional upon achieving CQUIN goals in
2018/19 and the monetary total for the associated payment in 2017/18 are detailed below:

CQUIN income data 2017/18 and 2018/19

2017/18

2018/19

Total value of CQUIN targets (based on planned income)

£6,525,589

£6,648,274

Income not achieved

£96,750

£274,055

% of income not achieved

1.5%

4.1%
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Statements from the CQC
Birmingham Women’s and Children’s Hospital NHS Foundation Trust
Birmingham Women’s and Children's Hospital NHS Foundation Trust is required to register
with the Care Quality Commission (CQC) and its current registration status is registered with
the CQC with no conditions. The CQC has not taken enforcement action against the Trust
during 2018/19.
Birmingham Women’s and Children’s Hospital NHS Foundation Trust has not participated in
any special reviews or investigations by the CQC during the reporting period.

NHS Number and General Medical Practice Code Validity
Birmingham Women’s and Children’s NHS Foundation Trust
Birmingham Children’s Hospital NHS Foundation Trust submitted records during 2018/19 to
the Secondary Uses service for inclusion in the Hospital Episode Statistics which are included
in the latest published data. The percentage of records in the published data:
Which included the patient’s valid NHS number was:
•
•
•
•

99.1% for admitted patient care
99.7% for outpatient care
99.5% for accident and emergency care
99.9% for Mental Health Care

Which included the patient’s valid General Medical Practice Code was:
•
•
•

100% for admitted patient care
99.9% for outpatient care
100% for Accident and Emergency care

Information Governance Toolkit attainment levels
Birmingham Women’s and Children’s NHS Foundation Trust
The Trust completed its first self-assessment against the Data Security Protection Toolkit
(DSPT) in 2019. Our improvement plan has been accepted and has been recorded as
‘Standards not fully met (plan agreed)’.
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Clinical Coding Audit Report for Data Security & Protection
Toolkit (DS&P) Data Security Standard 1 Data Quality
Birmingham Women’s and Children’s NHS Foundation Trust
Birmingham Women’s and Children’s NHS Foundation Trust was not subject to the Payment by
Results clinical coding audit during 2018-19 by the Audit Commission.
BWC undertook an audit of coding results as part of the Data Security & Protection toolkit.
The results for 2018/19 are:

Total
Coder
Audited Error

Non
Coder
Error

Total
%
Incorrect Correct

Primary Diagnosis

203

13

0

13

93.5

Secondary Diagnosis

574

34

2

36

93.7

Primary Diagnosis

166

13

2

15

90.9

Secondary Diagnosis

461

38

2

40

91.3

Overall

1404

98

6

104

92.5

Introduction
Clinical data must be accurately and consistently recorded to well-defined national
standards to enable it to be used for statistical analysis both locally and nationally. There is a
clear need for full and accurate coding of activity in NHS trusts as complete coding is
essential for service delivery, achieving target, resource management, clinical governance
and performance management; and coded clinical data which is validated and audited is
more likely to be recognised as an accurate reflection of hospital activity.
The quality of the coded clinical data depends upon accurate and timely information
provided in the clinical record; accurate and consistent clinical coding; and effective
management processes such as policy and procedures and training and development.

Aims and Objectives
The aim of the audit was to evaluate the quality of coded clinical data by making
comparisons with the information held on the Patient Administration System (Lorenzo) and
the information recorded in the full clinical case notes, and to endeavour to trace the source
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of any problems found. The audit would identify areas of good practice, together with any
areas of weakness, providing recommendations as necessary to ensure that the quality of
the data is maintained and improved.
The main objectives of the audit were:
•

•
•
•
•
•
•
•
•

To measure coding accuracy against national standards and classification rules and
conventions, covering inpatient activity from a representative sample of finished
consultant episodes
Identify coding errors and their source
Assess coding quality by comparing the coded audit data derived from the discharge
letter with the original coded data
Compare the information provided to the coders at the time of coding with the
information present in the full clinical case note at the time of audit
Identify areas of coding practice where improvement is required
Review the quality of the information source provided to the coders
Promote interchange between clinician and coder to improve the quality of coded
data
Produce a detailed report showing the results of the above comparisons measured
against national and local standards
Make recommendations for improvement in the quality of coded clinical data.

Clinical Coding Information Governance Audit 2018/2019 BWC
Recommendations
Key recommendations
Response
Training
The Trust should address the training issues
identified in this report including:
•

•

Adherence to the
primary diagnosis
definition
Recording of sign
and symptom
codes when a
definitive diagnosis
has been identified
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Progress to Date

All coding staff to receive training on the
importance of the primary diagnosis. Make a
poster to go in both offices as a reminder.

Poster designed and
sent to all staff.
07.12.18

All coding staff will undertake a training paper
with examples of the errors picked up in the
audit.
This will ensure that these errors will not be
repeated in any further audits.

All staff have
completed the
Audit Questions
Feedback and training
at next
meetings in March

All coding staff will be given a list of the Ref 88
mandatory
Co-morbidities list to put into their ICD10 books
for their reference.
A Coding session on Z site codes will be held at
both BWH and BCH.

All staff sent a copy of
Ref 88 coding clinic
with the addition of
codes.
PowerPoint
presentation
completed.

All coding staff to have an electronic copy of the
ICD10 & OPCS national standards on their PC
desktop
A copy of the clinical coding policy and local
polices to be available for all staff in both
offices.
Make sure that all coding staff have training on
all systems so they can ensure that they are
applying all the relevant information available to
them.

All staff have a copy of
the current standards
attached to their
desktop.
Hard copies are in both
offices 07.12.18
Staff received
Badgernet training in
February. All coders
happy with using all
systems

Audit
Implement a
programme of regular
clinical
coding audit to monitor
the quality of clinical
coding produced within
the department

Deputy Clinical Coding Manager will start a
regular clinical coding audit programme.
The audit will make certain coders are
accurately abstracting information from the
clinical record and are utilising all of the
information that is available to them resulting in
an accurate coding assignment. This will also
identify any training needs for individual coders.

Meeting held.
Implementation of
individual
audits will commence
in April
2019.
Any issues identified
during
Validation will be
escalated.

Clinical Engagement
Engage with clinical
teams to reinforce the
importance of clear
documentation to
facilitate the coding
process

A Clinical Engagement lead for the trust has
been appointed, this is secondment post.
This post will ensure that no mandatory
comorbidities are omitted. All relevant primary
and secondary diagnosis are captured and this
will support the training and auditing
programme we are going to put in place.

On going
Progress has been
made in engaging with
several consultants
and the validation
process has started.
This will continue
during the
secondment.

•

Omission of
relevant diagnostic
and procedure
codes
o Mandatory comorbidities
o OPCS-4 site
codes
• Adherence to
documented national
standards

Documentation
Ensure coders
effectively utilize all
information
sources available to
them and accurately
abstract all relevant
information from them.
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Data Quality
Birmingham Women’s and Children’s NHS Foundation Trust has completed a significant
amount of work during 2018/2019 to support improving Data Quality.
The Trust has continued to implement its Data Quality Strategy & Policy which sets out goals
and objectives to support the Trust to continuously improve its Data Quality. The Trust
published its new ICT, Digital and Information Strategy in May 2018 which set out objectives
to:
•
•
•
•

We will innovate constantly with ideas driven by our patients and staff, and digital
tools to enhance their experience.
We will record information electronically and use automation, decision support and
artificial intelligence to free staff time to provide care and do their jobs.
Planning and management of our organisation will be driven by accurate, reliable
information available when and where it is required.
We will lead the way regionally and nationally on how we capture and share
information in women’s and children’s services.

Birmingham Women’s and Children’s NHS Foundation Trust will be taking the following
actions to support this strategy and to improve data quality:
•
•

•
•
•
•
•

Action 1: Ensure that the needs of accurate data are embedded in our training
courses, which will also cover commonly made data quality issues.
Action 2: Support and develop pro-active notification of issues where possible. For
example, prompting systems users when entering information if its context or
consistency shows a potential issue.
Action 3: Use reporting to identify potential issues, and focus our training and
support efforts.
Action 4: Develop ownership of data and an ‘information culture’ where staff can
monitor their own information, identify and correct any issues.
Action 5: Where correcting data is required, ensure corrections are done in the host
system so that errors are corrected at source.
Action 6: Expand the current Information Asset Register to incorporate aspects of
the Data Security and Protection toolkit.
Action 7: Increase awareness and data capture for data items that become included
in the updated Data Quality Maturity Index published by NHS Digital.
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Learning from Deaths
Q1

Q2

Q3

Q4

Total

Number of deaths

50

42

54

49

195

Number of deaths that have been reviewed
through the mortality review process

28

24

12

0

64

Number of deaths that have been reviewed
through the mortality review process and the SI
process

4

1

0

2

7

Number of deaths that have been reviewed
through the SI process.

6

1

1

2

10

Number of deaths that have been reviewed
through either the mortality review process or a SI

28

24

12

2

66

During 2018/19 195 of Birmingham Women’s and Children’s Hospital patients died. This
comprised the following number of deaths which occurred in each quarter of that reporting
period: 50 in the first quarter; 42 in the second quarter; 54 in the third quarter; 49 in the
fourth quarter.
By 15th April 2019, 64 case record reviews and 10 investigations have been carried out in
relation to 195 of the deaths included in item 27.1. In 7 cases a death was subjected to both
a case record review and an investigation. The number of deaths in each quarter for which a
case record review or an investigation was carried out was: 28 in the first quarter; 24 in the
second quarter; 12 in the third quarter; 2 in the fourth quarter. All of the other deaths from
18/19 are still under review.
In addition BCH has completed 118 mortality reviews for deaths that occurred before 18/19
(3 in Q1; 41 in Q2; 33 in Q3; 41 in Q4). We are currently unable to report on how many BWH
mortality reviews before 18/19 were completed in 18/19, as the date of review was not
recorded. However, we have developed a KPI that will monitor review date and will enable
future reporting.
0 deaths representing 0% of the patient deaths before the reporting period are judged to be
more likely than not to have been due to problems in the care provided to the patient.
0 deaths representing 0% of the patient deaths during the reporting period are judged to be
more likely than not to have been due to problems in the care provided to the patient.
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These numbers have been established using the site specific mortality review tool. Each of
the three main sites, the Women’s Hospital, the Children’s Hospital and Forward Thinking
Birmingham have a different review tool.
The Women’s Hospital review process for each case is:
Initial case review by the maternity governance team to identify if there are any concerns. If
any concerns are identified then the case is progressed to an RCA, usually as a SIRI.
Detailed case review using the National Perinatal Mortality Review Tool (NPMRT) by
designated clinicians who were not involved in the care.
Sign off case by Perinatal Mortality Review group.
All adult deaths are automatically classed as Serious Incidents.
The Children’s Hospital review process for each case is:
Stage 1 – the case is reviewed by the patient’s clinical specialties, the corporate nursing
team and, if the patient passed away on PICU, the intensive care team. A structured review
tool is used to guide each of these reviews. The tool was developed in-house in 2011, and
updated following the publication of the Learning from Deaths national guidance, and
provides more detailed prompts than those available in the nationally recommended tools.
If there are significant concerns then the case will also be reviewed as a SIRI.
Stage 2 – the outputs from the stage 1 review are shared with a senior clinician who was not
involved in the stage 1 reviews and they are asked to assess whether the stage 1 reviews
align and whether there are any outstanding causes for concern. If the senior review has
queries then the case is referred to stage 3. If there are any concerns that the patient’s
death may have been caused by failures in BCH care then the case will also be referred to
stage 3. If the senior reviewer is satisfied that there are no outstanding queries they are
asked to sign the case off. The senior review is documented in a standard tool.
Stage 3 – cases that could not be signed off as completed at stage 2 are referred for further
discussion at the Mortality Review Committee. The committee will then, following a
discussion about the case, draw conclusions about whether the care provided to the patient
could have caused the patient’s death.
The Forward Thinking Birmingham review process for each case is:
Every service user death, or homicide, is automatically scoped as a potential SIRI and where
related to the services provided, undergoes a full RCA.
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Summary of what the provider has learnt from case record reviews and investigations
The vast majority of patient deaths at BWC are due to the patient’s underlying condition.
The nature of our services as a specialist tertiary care provider and level 3 neonatal unit
means that our patient acuity is high and that a number of our patients suffer from several
complex health problems.
In 18/19 we have not identified that any of the deaths were caused by substandard care
however, we have identified the following trends as part of our reviews and investigations:
•

•

•

•
•

There are some cases where inpatient monitoring of physiological observations does
not meet the Trust standard. A pattern noted is in relation to patients who suffer
with hypoglycaemic episodes, however, this concern did not contribute to the
patient’s death in any of the reviewed cases.
There were examples where patients attended the Emergency Department and were
discharged without a full set of observations being recorded. The Mortality Review
Committee concluded that this did not contribute to the patient’s deaths in any of
the cases seen.
Our liver transplant protocol, which was based on nationally recommended practice,
has been developed so that we will automatically consider whether a patient will
require a stoma forming as part of their liver transplant care. This development to
our protocol does not represent a gap in our previous care; it is an opportunity to
develop our practice beyond the current national recommendation.
Maternal screening for domestic violence requires improvement. We have not
identified that this issue contributed to any of the deaths reviewed at BWH.
Maternal carbon monoxide monitoring and smoking cessation guidance requires
improvement.

A description of action taken during the reporting period
•

•
•

We have fed the learning about monitoring of physiological observations as
inpatients and in the Emergency Department into the working group developing our
PEWS system. We are also exploring ways of better using technology to monitor
patients so that we are less prone to human error. This second strategy to develop
technology is a solution that does not exist in the market place and so this is not
anticipated to lead to a rapid solution.
We have changed our liver transplant protocol as described above, and have shared
this learning with other transplant centres.
Consultation with colleagues about domestic violence screening indicates that
practice is frequently good in this regard, but the trend has none the less been seen
in mortality reviews. We are therefore carrying out an audit to understand our
current practice better. This audit will be used to drive further practice changes.
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•

Carbon monoxide monitoring and smoking cessation support have been recognised
as issues across Birmingham, and not just for patients who are supported by BWC.
This issue is therefore being addressed by the pan-Birmingham BUMP partnership
which is designed to ensure consistently high standards across all of the Birmingham
Maternity Units.

An assessment of the impact of actions described above
At BWC a formal evaluation of the impact of SIRI actions takes place 6 months after the
lessons have been implemented. In 18/19 we did not identify that any of the deaths,
reviewed as Serious Incidents, were potentially preventable if gaps had not been present.
While lessons are still identified by these investigations, the degree of system change arising
from Serious Incident investigations into deaths, seen in previous years is not present in this
year.
A number of lessons identified through the mortality review process are listed above.
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Audited Indicators
Indicator
1) Percentage of incomplete pathways within 18 weeks for
patients on incomplete pathways at the end of the reporting
period

April
May
June
July
August
September
October
November
December
January
February
March
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Performance
92.2%
93.0%
92.4%
92.3%
92.5%
92.3%
92.6%
92.7%
92.0%
92.9%
92.8%
92.0%

Target
92%
92%
92%
92%
92%
92%
92%
92%
92%
92%
92%
92%

2018/19
Performance
92.3%

2017/18
Performance
92.9%

Indicator

2018/19
Performance
89.15%

2) A&E 4 hour wait
2018/19
Month

Attendance

Total
breaches

Total %

April

4607

182

96.05%

May

5154

250

95.15%

June

4981

247

95.04%

Quarter 1

14742

679

95.39%

July

4847

193

96.02%

August

3663

48

98.69%

September

4567

371

91.88%

Quarter 2

13077

612

95.32%

October

5285

465

91.20%

November

5793

1210

79.11%

December

5464

727

86.69%

Quarter 3

16542

2402

85.48%

January

5344

878

83.57%

February

4780

1037

78.31%

March

5741

929

83.82%

Quarter 4

15865

2844

82.07%

FYE

60226

6537

89.15%

Accident and Emergency Performance
Performance
100.00%
90.00%
80.00%
70.00%
60.00%
50.00%
40.00%
30.00%
20.00%
10.00%
0.00%
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Target

2017/18
Performance
92.84%

Indicator

2018/19
Performance
1.27%

3) Quality Priority: Cancelled Operations

2017/18
Performance
1.45%

BWC Rate of Cancelled Operations - % (Month) Cancelled Ops
Apr-18
May-18
Jun-18
Jul-18
Aug-18
Sep-18
Oct-18
Nov-18
Dec-18
Jan-19
Feb-19
Mar-19
Total

BCH
26
20
28
33
18
28
23
36
24
29
28
42
335

BWH
1
2
6
7
2
2
3
3
4
4
2
2
38

BWC TOTAL
27
22
34
40
20
30
26
39
28
33
30
44
373

RWC Rate of cancelled
operations
1.16
0.89
1.42
1.68
0.81
1.26
0.98
1.5
1.22
1.37
1.28
1.71
1.27

50
45
40
35
30
25
20
15
10
5
0
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Cancellations by Trust BWH
Cancellations by Trust BCH

2.4 Core Quality Indicators
Due to the time it takes central bodies to collate and publish some of the data, sometimes
comparative figures are not available at all, indicated by N/A in the tables below.
There are several core national indicators that are only applicable to some of our services at
Birmingham Children’s Hospital, Birmingham Women’s Hospital and FTB due to the
specialist nature of many of our services. Where the indicator is only relevant to either
Birmingham Children’s Hospital (including FTB) or Birmingham Women’s Hospital this will be
stated below. Where the indicator is applicable to more than one service, this information
is provided in separate tables.
The data made available to the National Health Service Trust or NHS Foundation Trust by
NHS Digital with regard to the percentage of admissions to acute wards for which the
Crisis Resolution Home Treatment Team acted as a gatekeeper during the reporting
period.
This indicator is valid for Birmingham Children’s Hospital (including FTB) only
BCH 2017/18

BCH 2018/19

100%

100%

Trust Average
2018/19
100%

Lowest
Trust
88.2%

Highest
Trust
100%

The Birmingham Children’s Hospital considers that this data is as described for the following
reasons:
The Quarterly Mental Health Community Teams Activity return collects data on the number
of patients on Care Programme Approach (CPA) followed up within 7 days of discharge from
psychiatric inpatient care, and the number of inpatient admissions gate kept by Crisis
Resolution Home Treatment (CRHT) teams.
The Birmingham Children’s Hospital intends to take/has taken the following actions to
improve this, and so the quality of its services, by:
We will continue to monitor this data to maintain performance and investigate any areas of
concern.
The data made available to the National Health Service trust or NHS foundation trust by
NHS Digital with regard to the percentage of patients
(i) <16 years
(ii) 16+ years
Emergency readmissions to hospital within 30 days of discharge
This indicator is valid for both Birmingham Children’s Hospital and Birmingham Women’s
Hospital
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(i) The percentage of emergency admissions to any hospital in England occurring within 30
days of the most recent discharge from hospital after admission: indirectly standardised
percentage, <16 years.
Year

Indicator
value

Numerator

Denominator

Expected

2016/17

12.9

2,235

19,050

1,992

2017/18

12.1

1,985

18,650

1,887

2018/19

N/A

N/A

N/A

N/A

The percentage of emergency admissions to any hospital in England occurring within 30
days of the most recent discharge from hospital after admission: indirectly standardised
percentage, 16+ years.
Year

Indicator
value

Numerator

Denominator

Expected

2016/17

14.4

295

3,380

275

2017/18

16.9

360

3,675

287

2018/19

N/A

N/A

N/A

N/A

The Birmingham Women’s and Children’s NHS Foundation Trust considers that this data is as
described for the following reasons:
Further guidance on re-admissions provides a rule to exclude maternity related spells:
Obstetric exclusions will be based on all episodes in a spell:
• The existing specification excludes spells where the first episode in the CIP spell does
not have a primary diagnosis beginning with ‘O’ (Pregnancy, childbirth and the
puerperium) AND the last episode in the CIP spell does not have a main specialty of
Obstetrics, Midwifery or General Practice with Maternity Function.
• When the code was initially reviewed in 2015/16 this was revised to exclude the
above based on if it occurs in any episode in a spell. This revision is logical and will be
maintained.
The Birmingham Women’s and Children’s NHS Foundation Trust intends to take/has taken
the following actions to improve this, and so the quality of its services, by:
We will continue to monitor readmissions on a specialty by specialty basis and investigate
any areas of concern.
The data made available to the Trust by NHS Digital with regard to the trust’s
responsiveness to the personal needs of its patients during the reporting period. The data
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in the table below is the most up to date information available on the NHS Digital website,
at the time of writing this report.
This indicator is valid for Birmingham Women’s Hospital only
2016/17

2017/18

2018/19

74.2

79.9

N/A

England Average 2018/19 Lowest Trust
N/A

N/A

Highest Trust
N/A

No data for the 2018/19 reporting period is available from NHS Digital.

The Birmingham Women’s Hospital considers that this data is as described for the following
reasons:
This is based on five questions within the national inpatient survey which are combined to
give a composite score. It covers the following areas;
1. Involvement in decisions regarding care and treatment.
2. Being able to talk about worries, fears and concerns.
3. Were you told who to contact after discharge if you were worried about your condition.
4. Privacy when discussing treatment.
5. Being disturbed by noise at night from other patients/staff.
The 2018 Adult inpatient survey results have been received and a summary of results is as
follows:

The Birmingham Women’s and Children’s NHS Foundation Trust intends to take/has taken
the following actions to improve this, and so the quality of its services, by:
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We are pleased with the improvements made in year and are continuing to focus on how
we improve our discharge planning processes so that our women are able to understand
their ongoing health needs.
The 2018 Maternity patient survey results have been received and a summary of results is
as follows:
Significantly higher this year for 3 questions:
• C10. Did you have skin to skin contact (baby naked, directly on your chest or tummy)
with your baby shortly after the birth?
• D3. On the day you left hospital, was your discharge delayed for any reason?
• F2. When you were at home after the birth of your baby, did you have a telephone
number for a midwife or midwifery team that you could contact?
Your trust’s results were significantly lower this year for 0 questions.
The were no statistically significant differences between last year’s and this year’s results for
46 questions.
We are pleased with the improvements made in year, particularly in relation to results for
offering skin to skin contact.
The Birmingham Women’s and Children’s NHS Foundation Trust intends to take/has taken
the following actions to improve this, and so the quality of its services, by:
We are working towards greater opportunities for partners to engage in the care of their
new families.
The data made available to the National Health Service trust or NHS foundation trust by
NHS Digital with regard to the percentage of staff employed by, or under contract to, the
trust during the reporting period who would recommend the trust as a provider of care to
their family or friends (KF1).
This indicator is valid for both Birmingham Children’s Hospital and Birmingham Women’s
Hospital
Staff Recommender Scores
Recommend as a Place to Work
(Question 21c)
2017
61.4%
2018
56.7%

Recommend as a Place for Treatment
(Question 21d)
83.6%
80.7%

The Trust saw a significant decline in response rate to the survey in 2018, having undertaken
a sample of 1250 staff, and seeing just a 33% response rate. We are disappointed by the
decline in the recommender scores and take this seriously. We have discussed this at length
with the Trust Board and senior leaders to ensure staff engagement is seen as a really
important factor in how we lead and manage the organisation.
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The data made available to the National Health Service Trust or NHS Foundation Trust by
NHS Digital with regard to the percentage of patients who were admitted to hospital and
who were risk assessed for venous thromboembolism during the reporting period.
This indicator is valid for Birmingham Women’s Hospital only
BWC
2017/18
98.8%

BWC
2018/19
N/A

Acute Specialist Trust
Average 2018/19
N/A

Lowest Acute Highest Acute
Trust
Specialist Trust
N/A
N/A

The Birmingham Women’s Hospital considers that this data is as described for the following
reasons:
With the permission of our commissioners and NHS Improvement we suspended the VTE
reporting (the proportion of VTE risk assessments that had been completed) so we could
take a more qualitative approach to support an improvement project that came about from
some incidents and the resulting investigations.
As we were going live with Badgernet gradually along the pregnancy pathway, the data
would be meaningless until we have complete data, which would be expected at 9 months.
The Birmingham Women’s and Children’s NHS Foundation Trust intends to take/has taken
the following actions to improve this, and so the quality of its services, by:
We will restart the quarterly reporting for Q1 19/20, as we are already recording this on
Badgernet and will have a full data set from April 2019 onwards.
The data made available to the National Health Service trust or NHS foundation trust by
NHS Digital with regard to the rate per 100,000 bed days of cases of C difficile infection
reported within the trust amongst patients aged 2 or over during the reporting period.
This indicator is valid for both Birmingham Children’s Hospital and Birmingham Women’s
Hospital
There was one case of Clostridium difficile infection (CDI) during the year at Birmingham
Children’s Hospital, compared to three cases in 2017/18. This was in a patient who was
admitted from home with symptoms attributable to CDI. No root cause or avoidable
contributory factors were identified.
We have not had a case of Clostridium difficile infection at Birmingham Women’s Hospital
since 2010/11.
The Birmingham Women’s and Children’s NHS Foundation Trust intends to take the
following actions to improve to maintain this percentage, and so the quality of its services,
by:
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To ensure that our performance is maintained we will continue to implement and audit the
Trust Infection Prevention and Control Programme.
The data made available to the National Health Service trust or NHS foundation trust by
NHS Digital with regard to the number and, where available, rate of patient safety
incidents reported within the trust during the reporting period, and the number and
percentage of such patient safety incidents that resulted in severe harm or death.
This indicator is valid for both Birmingham Children’s Hospital and Birmingham Women’s
Hospital
BWC
April –
September
2017
Number of
Patient Safety
Incidents

2417

BWC
April –
September
2018*

BWC
October
2018 –
March
2019*

1852

Highest: 3582
Lowest: 287
Average: 1454

2843

2443

Not
available

Not
available

11

7

Not
available

Not
available

BWC
October
2017 –
March 2018

Acute Specialist
Trusts
October 2017 –
March 2018

Rate of Patient
Safety Incidents

42

32

Highest: 158.3
Lowest: 17.6
Average: 52.19

Number of
patient safety
incidents
resulting in
severe
harm/death

10

15

Highest: 15
Lowest: 0
Average: 3

Rate of Patient
Safety Incidents
resulting in
severe
harm/death

0.17

0.26

Highest: 0.43
Lowest: 0
Average: 0.35

The Birmingham Women’s and Children’s NHS Foundation Trust considers that this data is as
described for the following reasons:
The most recent data has not yet been published by NHS Digital and no national
comparative figures are available from March 2018. We have instead provided the data
from our local risk management systems for 2018/19 where possible, indicated by *.
The Birmingham Women’s and Children’s NHS Foundation Trust has taken the following
actions to improve this, and so the quality of its services, by:
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•

We investigate and learn from incidents with a focus on those which cause or have
potential to cause most harm in line with the NHS Serious Incident Framework

•

We also report incidents of death of patients under the care of Mental Health
Services, whether or not gaps in care contributed to the death, as all such deaths are
reviewed as SIRIs

•

We take actions to address safety issues identified through safety monitoring and
analysis

•

We carry out regular audits of incident reports to identify any staff groups, wards or
departments that may not be reporting all incidents

•

The management response to incidents is monitored to ensure that incidents are
adequately investigated and feedback provided to staff and families

•

We maintain a programme for disseminating lessons learnt from our incidents
including the use of our One Liners publications, lessons of the month, and one page
summaries from SIRIs

•

Incidents are analysed to identify themes and significant safety issues. We
endeavour to link incidents to our risk assessments in order to ensure on-going
issues can be monitored through our risk register

•

We triangulate our incidents with other sources of feedback, including patient
experience data

•

In addition to monitoring implementation of specific actions arising from serious
incident investigations, we have developed a programme to review the effectiveness
of our solutions to ensure they continue to mitigate risks

•

Since November 2018 we have been recording our incidents on one single risk
management system to ensure continuity throughout the system and ease of access
for data. This is enhanced with the use of incident theme and process dashboards
which feedback incident and risk data to the Divisional, Directorate and
Departmental teams in real time.
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3. Other Information
3.1 Quality Indicators
The Trust has reported upon the following quality indicators, aligned to our local priorities in
Part 2 of this report.

Patient Experience

Clinical Effectiveness

Safety

Neonatal Care – roll over from 2017/18 but extend scope across trust.
Focus on how we diagnose / treat jaundice.
Bliss Baby Charter*
Key initiatives to improve
Neonatal non-elective
quality of care for newborns, readmissions ≤28 days of
mothers and families across
delivery
the Trust
Unexpected term
Focus on diagnosis and
admissions to the
treatment of jaundice
Neonatal Intensive Care
Unit (NICU)
Antenatal Radiology Pathway: roll over from 2017/18 but extend scope to include wider
work around antenatal pathway
Patient Experience
Waiting times
Staff Experience
Never Events : Roll over from 2017/18 and include progress with NATSIPS implementation
WHO checklist compliance
Rate of Never Events*
Implementation of NATSIPS*
Cancelled Operations: Roll over from 2017/18 and focus on delays and cancellations around
insertion / removal of management of lines
Cancelled Operations
Measures*
FTB: New priority
Improved CQC rating upon
next FTB inspection

Mental Health Care Quality
Indicators

Improved selfassessment rating
through Hub care
plans

*These indicators are governed by definitions in National Standards

In addition to these priorities we have also chosen to report on a small number of
supplementary indicators to ensure that they, together with the local priorities, provide a
comprehensive view of the care provided to the whole family by the service that comprise
Birmingham Women’s and Children’s Hospital NHS Foundation Trust.
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Supplementary Indicators 2018/19
Patient Experience




Friends & Family Test
(FFT)*
PALS Contacts*
Formal Complaints*

Clinical Effectiveness


Hand Hygiene Audit
Compliance*

*These indicators are governed by definitions in National Standards
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Safety




Incidence of SIRIs and
Never Events*
MRSA rates*
MSSA rates*

Patient Experience
Friends and Family Test (FTT)
The Friends and Family Test was launched in 2013 and has been rolled out in phases to most
NHS funded services in England. The survey gives all patients the opportunity to leave
feedback on their care and treatment. It is an important feedback tool which asks if people
would recommend the services they have used and offers a range of responses: extremely
likely, likely, neither likely nor unlikely, unlikely, extremely unlikely and don’t know. The
‘Percentage Positive’ score is calculated from these responses and reported nationally. This
along with additional follow up questions provides organisations with the chance to capture
both positive and negative feedback. The data can be used to provide a broad measure of
comparable data, but more importantly can be used to contribute to the improvement of
services and share examples of good practice.

Birmingham Children’s Hospital
% of positive FFT
Responses 2018/19
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Thank you for an awesome experience as a parent, I was terrified today but you all
made this the easiest experience. You are beyond nice, funny, and super caring. It’s
easy to see why BCH has an excellent reputation the staff make this place awesome.
(MDU)
The staff were brilliant and very supportive, I could feel that my daughter was in
good hands (ED)

Waiting Times
We were seen in a timely fashion, even though there were lots waiting (OPD)
Communications Staff listened to what I had to say and tried hard to resolve any issues/worries (Ward
12)
Play
Activities for the kids are great e.g. drawing painting and movie night. Really made a
difference to his mood and he loved it. (Ward 18)

Birmingham Women’s Hospital
FFT Maternity
FFT Neonatal
FFT Gynaecology
FFT Genetics

% Positive Responses
per Directorate 2018/19

Mar-19

Feb-19

Jan-19

Dec-18

Nov-18

Oct-18

Sep-18

Aug-18

Jul-18

Jun-18

May-18

Apr-18

100
90
80
70
60
50
40
30
20
10
0

Clinic and Ward Managers are proactively involved in the FFT initiative, as they have access
to bespoke feedback comments and statistics that refresh every time an assigned link is
clicked. The real-time dashboards allow staff to access the most recent surveys collected for
the past month. A monthly Trust dashboard is also distributed indicating individual clinic
FFT Scores. The key NTI (need to improve) themes highlighted through FFT data 18/19
include are detailed below.

FFT by Category 18/19
Communication/Information
Hotel Services
Waiting Times in Clinics
Failure to Follow Procedure/In Standard
Delays in Antenatal Clinic/Scan
Attitude of Staff
0
(Data source: Trust Board Quality Report)
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For comparison, the FFT figures by category for 2017/18 were as follows:

Formal Complaints
Birmingham Women’s and Children’s NHS Foundation Trust Formal Complaints
2018/19
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(Data Source: Safeguard and Datix Versions 12 and 14)

There were 273 formal complaints recorded in 2018/19, compared to 235 in 2017/18.

Birmingham Children’s Hospital
The following graph shows the numbers of complaints received by category. It should be
noted that complaints can be multi-factorial and therefore the total number of complaints
by category is greater than the total number of complaints received.
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BCH (inc FTB) Complaints by Category 2018/19
Waiting Times
Values And Behaviours (Staff)
Trust Admin/Policies/Procedures Including Patient
Transition Of Care
Staff Numbers
Restraint
Prescribing
Patient Care
Facilities
Consent
Communications
Clinical Treatment
Clean, Comfortable, Safe & Friendly Environment
Appointments
Admissions and Discharges (Excluding Delayed…
Access to Treatment or Drugs
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(Data Source: Datix Version 14 and Safeguard)

Through previous analysis we have identified to specifically track the following themes on a
monthly basis through the Quality Report, and any emerging themes triangulated with other
data sources to inform the Board about emerging risks.
Communication and clinical treatment remain the highest reportable categories.
There are specific work-streams in place to address each of these key areas. An update is
provided to Board on these areas every month.
Cancelled operations, prolonged fasting and not being listened remains our 2018/19 local
priorities as described previously.

Birmingham Women’s Hospital
The following graph shows the numbers of complaints received by category. As described
above, complaints can be multi-factorial and therefore the total number of complaints by
category is greater than the total number of complaints received.
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BWH Complaints by Category 2018/19
Values And Behaviours (Staff)
Trust Admin/Policies/Procedures Including Patient
Transition Of Care
Privacy, Dignity & Wellbeing (PDW)
Prescribing
Patient Care
Consent
Communications
Clinical Treatment
Clean, Comfortable, Safe & Friendly Environment
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Admissions and Discharges (Excluding Delayed…
Access to Treatment or Drugs
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(Data Source: Datix Versions 12 and 14)

Through previous analysis we have identified to specifically track the following themes
identified not just through complaints but through all forms of patient experience feedback
on a monthly basis through the Quality Report, and any emerging themes triangulated with
other data sources to inform the Board about emerging risks.
Clinical treatment remains the highest reportable categories.
There are specific work-streams in place to address each of these key areas.
Delays in the Antenatal Clinic/Scan are a major component of one of our 2018/19 local
priorities as described previously.

Forward Thinking Birmingham
The following graph shows the numbers of complaints received by category. As described
above, complaints can be multi-factorial and therefore the total number of complaints by
category is greater than the total number of complaints received.
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FTB Complaints by Category 2018/19
Values And Behaviours (Staff)
Trust Admin/Policies/Procedures Including Patient
Transition Of Care
Patient Care
Communications
Clinical Treatment
Appointments
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Access to Treatment or Drugs
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(Data Source: Datix Version 14 and Safeguard)

Through previous analysis we have identified to specifically track the following themes
identified not just through complaints but through all forms of patient experience feedback
on a monthly basis through the Quality & Safety Board report, and any emerging themes
triangulated with other data sources to inform the Board about emerging risks.
Communication remains the highest reportable category; however there has also been an
increase clinical care and patient care categories.
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PALS Contacts
Birmingham Women’s and Children’s NHS Foundation Trust PALS Contacts
2018/19
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(Data Source: Corporate Nursing – Safeguard System)

Birmingham Children’s Hospital

Top 5 PALS Categories 18/19 - BCH
Values and Behaviours
Information and Communication
Waiting Times
Appointments
Communications
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(Data Source: Corporate Nursing – Safeguard & Datix System)
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Through previous analysis we have identified to specifically track the following themes on a
monthly basis through the Quality Report and have specific work-streams in place to
address each of these key areas:
•
•
•
•
•

Cancelled Operations
Prolonged fasting
Food
Play
Not listened to

An update is provided to Board on these areas every month. Cancelled operations remains
one of our 2018/19 local priorities as described previously.

Birmingham Women’s Hospital

Top 5 PALS Categories 18/19 - BWH
Prescribing
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(Data Source: Corporate Nursing – Datix System)

Through previous analysis we have identified to specifically track the following themes
identified not just through complaints but through all forms of patient experience feedback
on a monthly basis through the Quality Report and have specific work-streams in place to
address each of these key areas:
•
•
•
•
•

Lack of breastfeeding support including tongue tie
Food
Partner Care
Noise at Night
Delays in the Antenatal Clinic/Scan
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An update is provided to Board on these areas every month and the delays in the Antenatal
Clinic/Scan are a major component of one of our 2018/19 local priorities as described
previously.
The monthly forum for information sharing is now a joint meeting for staff across all areas
of BWCH, to share innovations and actions to further enhance patient experience. This
provides opportunity for each clinical division to analyse their feedback themes using all
means available; FFT, BWC website feedback, PALS, Complaints and external websites.
PALS contacts received corresponding to those key work streams identified in the previous
section relating to formal complaints are also monitored on a monthly basis and any
emerging themes triangulated with other data sources to inform the Board about emerging
risks.
PALS contacts received corresponding to those key work streams identified in the previous
section relating to formal complaints are also monitored on a monthly basis and any
emerging themes triangulated with other data sources to inform the Board about emerging
risks. We have noted an increase across all forms of feedback regarding lack of
communication, including patients not listened to.
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Hand Hygiene Audit Compliance
Birmingham Women’s and Children’s NHS Foundation Trust
Hand Hygiene Observational Audit % Compliance 2018/2019
100.00%
99.50%
99.00%
98.50%
98.00%
97.50%
97.00%
96.50%
96.00%
95.50%
95.00%

(Data Source: Hand Hygiene Database)

Page | 85

Safety
Incidence of SIRIs and Never Events
Birmingham Women’s and Children’s NHS Foundation Trust
2018/19 Data
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(Data Source: Quality & Safety Board Report)

2017/18 Data
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During 2018/19 there were 56 reported SIRIs for BWC, including 6 Never Events. The total
number of SIRIs reported is comparable to the previous year, when 56 SIRIs were reported.
However, the spread of these SIRIs across the sites is different to previous years. Further
analysis of the SIRI and Never Event profile for BWC follows.

Birmingham Children’s Hospital
SIRIs
During 2018/19 there were 37 reported SIRIs, including 6 Never Events. This is an increase
of 14 SIRIs from the previous year, when 23 SIRIs, including 2 Never Events, were reported.
The chart below details the SIRIs in 2018/19 broken down by incident category and
compared with the incident profile from 2017/18.
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Infection control outbreaks and unexpected deaths remain the most common SIRI
categories. 2018/19 has also seen an increase in diagnosis incidents
Any infection control outbreak meeting the SIRI criteria is escalated appropriately and
investigated. The most common causes of the infection control outbreaks have been
Norovirus being brought into the Trust by visitors. There have been concerns raised about
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cleanliness on the wards, appropriate compliance with response policies and the checking of
wards before re-opening following an outbreak. Plans have been put in place to address
these gaps in care. Examples of changes in practice include changes to the response
policies, publicising the correct processes required clarifying where responsibilities for
leading cleaning of wards in an outbreak lies.
All deaths are reviewed, and in addition, any unexpected or potentially avoidable deaths are
escalated as a SIRI. Refer to the previous Learning from Deaths section for further
information on trends, actions taken and lessons learnt.
The five diagnosis incidents vary in causes. Two of the five incidents are still being
investigated at the time of writing this report. Of the three closed investigations, two
investigations concluded that additional reviews of the patient were required but were not
common practice at the time. Plans have been put in place to address these gaps in care.
Examples of changes in practice include increased neurological assessment of patients who
have undergone trauma and additional tests to be undertaken for twin patients with
suspected haemophilia.

Never Events
During 2018/19 we have reported 6 never events. All of these incidents occurred at the
Children’s hospital site and four of them were surgical never events (two wrong site
surgeries and two retained items following surgery) where the learning is detailed in
Surgical Never Event section of this report.
The other two never events related to the use of a misplaced trans-anastomotic tube (TAT)
and a nasogastric tube (NGT). Learning from these incidents included review of Trust
guidance to reflect national guidance, an attempt to reduce the use of ranitidine where
possible and looking at a “fresh eyes” approach to assessing pH values when testing NGT
placement.

Forward Thinking Birmingham
SIRIs
During 2018/19 there were 7 reported SIRIs, which is the same as the previous year.
The chart below details the SIRIs in 2018/19 broken down by incident category and
compared with the incident profiles from 2017/18.
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The most common SIRI over the last two years result from suspected suicides/major selfharm, with 5 investigations in 2017/18 and 2018/19. The range of SIRIs during 2018/19 has
been more diverse, including an Information Governance breach, physical assault on a
member of staff, medication incident and possible failure to monitor a deteriorating patient.
Common themes seen through SIRI investigations include gaps in processes for handing
over service users between services and in processes to follow up young people involved in
serious self-harm attempts. Plans have been put in place to address these gaps in care.
Examples of changes in practice include enhanced handover and review processes along
with improving communication between services.

Never Events
There have been no never events reported for Forward Thinking Birmingham in 2018/2019.

Birmingham Women’s Hospital
SIRIs
During 2018/19, there were 12 reported SIRIs. This is a decrease of 15 SIRIs from the
previous year, when 27 SIRIs were reported in 2017/18.
The chart below details the SIRIs in 2018/19 broken down by incident category and
compared with the incident profile from 2017/18.
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Unexpected deaths and delayed diagnoses are the most common SIRI categories.
All stillbirths, neonatal deaths, maternal deaths and unexpected adult deaths are reviewed,
and in addition, any unexpected or potentially avoidable deaths are escalated as a SIRI.
Refer to the previous Learning from Deaths section for further information on trends,
actions taken and lessons learnt.
The most common causes of delayed diagnoses have been delayed identification of cancers
in Gynaecology. These incidents have often reflected cases where the cancers were difficult
to identify but where we have recognised gaps in care such as a failure to follow national
guidance on the seniority of the doctor reviewing the patient affected. Plans have been put
in place to address these gaps in care. Examples of changes in practice include changing of
clinics so that only experienced staff are seeing at risk patients.

Never Events
There have been no never events reported for Birmingham Women’s Hospital in 2018/2019.

New SIRI process developed in 2018:
Following the merger of Birmingham Children’s Hospital and Birmingham Women’s
Hospital, the Quality Governance team undertook a review of the Serious Incident
investigation process. A workshop was held in January 2018, where groups of staff from
across BWH, BCH and FTB discussed what best investigation practice looked like. We
identified the best aspects of the investigation process used in the 3 organisations, and
reviewed practice in other areas of the country. Based on this information, a new SIRI
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process was developed and evolved over the course of the year. Areas of improvement
include:
• An improved process for involving patients and parents/carers in the investigation –
specifically, ensuring a named person is identified to liaise with the patient/family
throughout the investigation, timely communication once a SIRI was declared,
explaining the investigation process, asking for areas they would like covered in the
investigation, keeping the family up to date throughout the process and providing
feedback at the end of the investigation, with the report usually shared in a face to
face meeting.
• Each SIRI is allocated a core investigation team of 4 people:
• Executive Chair to oversee SIRI and chair the investigation meeting providing
executive oversight and links to strategic risks
• Independent Investigation Lead (health professional/service manager trained in
SIRI investigations, from outside the specialty where the incident occurred – to
provide investigation expertise, independent perspective and challenge)
• Speciality Investigation Lead (health professional/service manager from within
the specialty where the incident occurred, to facilitate communication
throughout speciality and provide service specific context)
• Governance Lead from Quality Governance Team (to ensure high quality,
thorough investigation undertaken with appropriate challenge).
• Increased scrutiny of the process and findings prior to the RCA meeting, including: an
investigation planning meeting to identify terms of reference and required evidence,
evidence review and challenge meetings, preparing an evidence pack for the
investigation meeting.
• A new report template to enable key gaps, analysis and recommendations to be
pulled through the report and clearly articulated.
• An improved ratification process for checking the robustness of each SIRI report.
• An updated and improved one day SIRI training programme, which was rolled out in
January 2019. Currently, 50-60 health professionals and service managers across
BCH, BWH and FTB have been trained in the new process and latest safety science
evidence.
• The SIRI Policy was updated and published along with a supporting SIRI toolkit to
support investigators and those involved in a SIRI investigation.
• The previous BCH Safety Casebook has been reviewed and replaced with a series of
‘One-page Summaries’, where the overview, findings, learning points and key actions
from each SIRI is summarised in a one page document, which is then shared through
the usual Trust-wide communication channels.
• In addition, approximately every 6 months, the Quality Governance team undertakes
an analysis of SIRIs, causes and contributory factors, to identify common themes and
actions taken to improve care and systems across the Trust.
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MRSA rates
Birmingham Women’s and Children’s NHS Foundation Trust
We have had no cases of MRSA bacteraemia this year, which is the same as 2017/18.

MSSA rates
Birmingham Women’s and Children’s NHS Foundation Trust
There were 12 cases of MSSA bacteraemia this year, which is a reduction from 19 cases
during 2017/18.
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3.2 NHS England Additional Reporting Areas
Duty of Candour (DoC)
Prior to the introduction of the Duty of Candour in 2014, both hospitals had a wellembedded approach to transparency with patients and families when things go wrong,
which provided a strong basis on which to establish processes that are compliant with the
Duty.
During 2018/19 work has been undertaken to ensure a consistent approach to Duty of
Candour across the Birmingham Women’s and Children’s NHS Foundation Trust, ensuring
that we retain the strongest elements of practice from each of the former organisations.
This work included redesigning and distributing DoC posters as well as updating the leaflets
for staff and patients. One to one training is also available on request but moving forward
scheduled training sessions will be made available for 2019/20.
A joint policy has been approved and published. A resource toolkit has been developed,
which includes:
• Guidance on determining whether the statutory duty of candour applies to an
incident/event
• Guidance for clinicians on how to apologise
• Example Duty of Candour letters
• Template Duty of Candour letters
• Patient leaflet
• Staff leaflet
During 2018/19, BWC had 55 (26 for BWH and 29 for BCH) cases which met the statutory
duty of candour threshold. Over the year, we have improved our monitoring of such cases
by ensuring regular updates are sought by the relevant department and when necessary
advice and assistance is provided on an individual case basis. Overall monitoring is
provided by the Clinical Groups through their Quality and Safety reports which are
presented at the Clinical Safety and Quality Assurance Committee (CSQAC).
The plan for 2019/20 will be to launch this policy and toolkit in all clinical areas and to
provide a schedule of training sessions for clinicians across both sites.
Further work to understand the complexity of Duty of Candour in mental health services is
being undertaken, specifically in relation to defining moderate harm in a mental health
setting. We are seeking national guidance, and looking for best practice examples from
other mental health services, but in the meantime we consider each incident on a case by
case basis, in particular for our SIRI’s.
Page | 93

Birmingham Women’s and Children’s NHS Foundation Trust
The learning disability improvement standards for the NHS trusts 2018
Progress to date May 2019
Standards
1: Respecting and
protecting rights

Progress to date
Mechanisms for identification of women and children with Learning Disabilities (LD) when accessing BWC
Flagging System in place
• Call centre
• Med sec
• Department staff/ward Clark
• ED
• Pre-admission
By notification of trust electronic systems, along with person-centred adjustments recorded.
Pathways of care adjusted to prioritise LD patients, where possible, also to enable person-centred care by implementing the hospital
passport developed by the trust.
Trust has developed a LD Transition document for young people, moving on to adult services. This helps to ensure they are aware of
annual health checks provided by GP practices to all their patients with a LD diagnosis. It also reminds patients to have an eye,
dental and hearing test. The document takes into consideration parents/carers anxieties of transition to adult service, provides an
open platform for discussion.
Deaths of patients with LD are reported into the LeDeR programme. The LeDeR programme is supported by the trust, by
presentation on their local area steering group, and by reviewing deaths.
The trust have two employed LD Nurses, who vigilantly monitor any restrictions or deprivations of liberty associated with the
delivery of care and treatment to people with LD, autism or both. They link in with Safeguarding team, and carry out mental capacity
assessments with the patient’s own environment and provide communication aids to best support the individual to express to their
full capacity.
The flagging process enables the LD nurse’s to become aware of and involved with individual cases to ensure the patients LD needs
are understood, and to prevent diagnostic overshadowing.
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2: Inclusion and
engagement

•
•
•
•
•
•
•

3:
Workforce

•
•
•
•
•
•
•

Standard 4:
Specialist learning
disability service
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•

LD lead is part of the patient experience committee meeting to ensure patients, carers, and families experience from LD
perspective is heard and taken into consideration when improving care. LD Nurses support to risk assess patients with LD to
ensure their stay is safe and best meets their person- centred needs, as well as, protecting their patient experience.
All PALS concerns and complaints involving a patient with LD are alerted to the LD Lead Nurse to ensure best possible
outcome of the compliant for the patient, carers, and the trust can be reached.
Patients and carers, are encouraged to provide a feedback of their experience of the trust, individual LD audit are also
implemented where possible.
Learning disability training days include service users to come and share their experience with the audience.
Patients with LD and their carers are consulted on developing accessible written information.
Patients are given the opportunity to participate in the young people’s advisory group with additional support.
People with LD, and Autism or both are offered work experience, operatorship, and employment opportunities.
The trust has two LD nurses in post covering the trust who offer a service to patients with LD and/or Autism. Patients and
carers can contact them directly for support.
There are LD Champions across the trust working towards making their areas of work LD friendly, supported by the LD
Nurses.
There are LD and Autism Moodle teaching packages level 1 for all staff, and level 2 for all Clinical staff. Face to face training
is provided on demand from departments, and wards, along with set face to face training following completion of the
Moodle.
LD Nurses participate in best interests meetings, and assess capacity to consent for treatment within the patient’s own
home to ensure adjustments are made to ensure information provided is understood to the patient’s full mental capacity.
Visual and written information is provided and tailored to the patient’s needs.
LD Nurses ensure that the rights of patients with LD and Autism or both are protected, and their needs are prioritised by
the trust.
Due to the recent merger of trusts, it has highlighted from one LD Nurse’s PDR that she would benefit from attending a
course on becoming a best interests assessor. This would be beneficial for the trust and hopefully avoid any delays in
investigations and treatment process for the patient.
The LD Nurses liaise, facilitate and support patients that require specialist LD services that may have been admitted to the
acute site of the trust. This means liaising and working closely with Transforming care services, as well as, providing
consultation, advice and support to ward staff in best managing the individual whilst in their care.

Sign up to Safety
Birmingham Children’s Hospital
PEWS

A number of incidents have demonstrated that the paediatric early warning system (PEWS)
we use needs to be reviewed. We have recruited key experts including parents, the Patient
Safety Collaborative and the University of Birmingham in addition to clinical experts from
the hospital to conduct this review.
The key actions identified include:
•
•
•
•

An ergonomic redesign of the PEWS chart to make it even easier to complete
accurately (by July 2019)
Further enhancing how we engage and listen to parents when undertaking our
clinical assessments (by September 2019)
Further clarifying guidance on the recognition and escalation of sepsis (by August
2019)
A comprehensive review to ensure we are educating our clinical workforce in the use
of PEWS is a robust as reasonably possible (by August 2019).

Extravasation

We have had a number of incidents where intravenous lines, that we use to administer
drugs into a patient’s blood stream, have stopped working for various reasons. This can lead
to drug therapies being administered into surrounding tissues which sometimes causes
harm and extravasation injuries. We have had a number of these extravasation injuries and
we are working to develop solutions to both reduce the incidence and harm.
We will be piloting the first phase of solutions in April 2019, with full rollout to follow once
any further refinements have been completed.
IV Pumps
Ensuring the purchase of new medical equipment requires us to ensure they meet stringent
safety standards, whilst also giving value for taxpayers money, is essential. Our recent
purchase of a new intravenous pump for the Children’s Hospital site was no exception. This
is a piece of equipment that is used extensively throughout the hospital so getting this right
was extremely important.
Manufacturers were invited to enter a strictly controlled tendering process that included:
1) Submission of initial bids and pump specification.
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2) Presentation by manufacturers to an expert panel.
3) Testing by our Medical Engineers.
4) Site visits to hospitals using the pumps.
5) Evaluation by over 100 of our clinical staff that would use the pumps.
The evaluation process also utilised human factors science to ensure that our conclusions
were as robust as possible. We are glad to report that the rollout of the chosen pump to all
inpatient areas proceeded safely for our patients.
ENFit®
ENFit® is a connection system found on all the feeding tubes and oral medicines syringes we
use. Adoption of ENFit® two years ago was an important step in preventing patient harm
caused by connection of a feed or oral medicines syringe to an intravenous line.
Like all new designs ENFit® is not perfect however and the complexity and accuracy of the
ENFit® medicines syringes remains problematic. We are working hard to improve safety by
sharing our concerns with colleagues, the designers, manufacturers and regulators in the
UK, Europe and the United States. Our Medicines Management Nurse recently gave
evidence at a meeting of the International Organization for Standardization about the issues
identified by BWC.

Birmingham Women’s Hospital
We continue to participate in the national Sign up to Safety Campaign and following a
successful bid for funding we employed a practice development midwife in October 2016 to
support our Sign up to Safety maternity projects which include:
•
•
•
•
•

Improved Cardiotocography (CTG) interpretation
The early recognition and management of sepsis
Appropriate use and escalation of Maternity Early Warning Scores (MEWS)
Continued improvement to the Induction of Labour Pathway
Tissue Viability

The following progress has been made in relation to each of these projects.
Fresh Eye CTG Reviews
The NHS has set out a national ambition to halve the rates of stillbirths by 2030, with a 20%
reduction by 2020. ‘The Saving Babies Lives’ Care Bundle is a bold step towards introducing
many evidence-based and policy recommendations in maternity care with the goal of
reducing stillbirth in the UK. Element 4: Effective fetal monitoring during labour of ‘The
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Saving Babies’ Lives Care Bundle identifies that a buddy system should be put in place for
review of cardiotocograph (CTG) interpretation, with a protocol for escalation if concerns
are raised.
Currently, there is a trust standard for hourly fresh eyes review of the CTG within the fetal
monitoring guideline, however, this is not currently being achieved. Following re-launch, we
would expect to see full implementation of hourly fresh eyes review of CTG in established
labour for high risk women. Another outcome of this project would be improved
interpretation of CTGs and with this a reduction in poor neonatal outcomes due to
misinterpretation of CTGs.
Prior to the launch of this project the guideline was reviewed and an audit was undertaken
to review current compliance and practice with regards to Hourly Fresh Eye CTG Reviews.
This audit has highlighted poor compliance with Hourly Fresh Eye CTG Reviews and this
audit is due to be presented at the next delivery suite group meeting.
Fresh Eye CTG Champions have also been identified to assist with the re-launch of Hourly
Fresh Eye CTG Reviews and to help facilitate teaching of CTGs. This now features on
PROMPT which is a multi-disciplinary study day.
To monitor the effectiveness of this project through on-going audit.
Sepsis
The aim of this project is to improve adherence to standards for timely administration of
antibiotics (red flag sepsis within one hour). In order to achieve this, the maternity
directorate have been working closely with the UK Sepsis Trust to develop inpatient and
outpatient Sepsis Tools. During the launch of this project there will be full implementation
of these new Sepsis tools and there will be a focus on going into the community areas to
launch them. The current NICE Sepsis Guideline has been updated. The impact of the new
sepsis tools and guidelines on the management of women with suspected sepsis and the
timely administration of antibiotics will be reviewed and audited following launch.
Sepsis champions have been identified in all clinical areas, including transitional care.
Induction of Labour
The aim of this project is to reduce the delays in Induction of Labour (IOL) with a particular
focus on the reduction of delay between women reaching the stage where an Artificial
Rupture of Membranes (ARM) is possible and it being performed.
A working group has been formed by Midwives from the Antenatal Ward and Delivery Suite
to identify where delays in the process occur and where action can be taken to improve the
patient experience.
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Tissue Viability
The aim of this project is to improve Tissue Viability care within maternity and develop a
more robust system for those women at risk of pressure ulcers and those who have
pressure ulcers identified. A new Tissue Viability tool will be developed and signposted via
Practical Obstetric Multi-Professional Training (PROMPT). In order to improve care and
reduce morbidity for women when skin damage has been identified a pathway (to include a
discharge checklist) will be developed. This will help support midwives in clinical decision
making and to formulate an agreed action plan for these women.

Staff Survey
Staff Recommender Scores
National Staff Survey 2018

2017
2018

Recommend as a Place to Work
(Question 21c)
61.4%
56.7%

Recommend as a Place for Treatment
(Question 21d)
83.6%
80.7%

The Trust saw a significant decline in response rate to the survey in 2018, having undertaken a
sample of 1250 staff, and seeing just a 33% response rate. We are disappointed by the decline in the
recommender scores and take this seriously. We have discussed this at length with the Trust Board
and senior leaders to ensure staff engagement is seen as a really important factor in how we lead
and manage the organisation.
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The Trust has seen a decline in most of its results in 2018. Our response rate of 33% from a sample
of 1250 was disappointing and we will ensure we run a census again in 2019 and work with our
leaders and staff to encourage improved completion to help us get a richer data set, not just at trust
level but at department level. We have been saddened by the worsening results and have
developed plans with the board and senior leaders to put greater focus on staff engagement and
involvement in the coming year, ensuring it is seen as, as important, as the focus on performance,
quality and finances.

Care Quality Commission Ratings
Birmingham Children’s Hospital
In May 2016 the Trust’s services were inspected by the Care Quality Commission (CQC) as
part of a comprehensive inspection of the Trust’s compliance with quality standards. The
initial feedback provided following the inspection highlighted numerous examples of
excellent practice as well as a number of areas that required improvement. The Trust took
immediate action to address these concerns. The final report was received in February 2017
with an overall rating of Outstanding. The detailed ratings were as follows:
Safe

Effective

Caring

Responsive

Well-led

Overall

Urgent and
emergency
services

Good

Good

Good

Good

Good

Good

Medical care

Good

Outstanding

Outstanding

Outstanding

Outstanding

Outstanding

Surgery

Requires
improvement

Outstanding

Good

Good

Good

Good

Critical care

Outstanding

Outstanding

Outstanding

Outstanding

Outstanding

Outstanding

Neonatal
services

Inadequate

Requires
improvement

Good

Requires
improvement

Requires
improvement

Requires
improvement

Transitional
services

Outstanding

Outstanding

Outstanding

Outstanding

Outstanding

Outstanding

End of life
care

Good

Good

Outstanding

Outstanding

Good

Outstanding

Outpatients
and
diagnostic
imaging

Good

Not rated

Outstanding

Good

Requires
improvement

Good

Child
and
adolescent
mental
health wards

Good

Good

Good

Good

Good

Good

Requires
improvement

Outstanding

Outstanding

Outstanding

Good

Outstanding

Overall Trust

In 2017 the CQC inspected the Trust’s community mental health services provided as part of
Forward Thinking Birmingham. The report was published in February 2018 with the
following ratings:
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Safe

Effective

Caring

Responsive

Well-Led

Overall

Inadequate

Requires
Improvement

Requires
Improvement

Inadequate

Inadequate

Inadequate

Birmingham Women’s Hospital
In April 2016 the Trust’s services were inspected by the Care Quality Commission (CQC) as
part of a comprehensive inspection of the Trust’s compliance with quality standards. The
final report was received in September 2016 with a rating of Requires Improvement. The
detailed ratings were as follows:
Safe

Effective

Caring

Responsive

Well-led

Overall

Maternity
inpatient

Good

Good

Outstanding

Good

Outstanding

Outstanding

Maternity
community

Good

Not rated

Good

Good

Good

Good

Surgery
gynaecology

Requires
improvement

Requires
improvement

Good

Requires
improvement

Requires
improvement

Requires
improvement

Outpatients
& diagnostic
imaging

Good

Not rated

Good

Requires
improvement

Requires
improvement

Requires
improvement

Neonatal
services

Good

Good

Good

Good

Good

Good

Overall
Trust

Good

Requires
Improvement

Good

Requires
Improvement

Requires
Improvement

Requires
Improvement

The Board’s Committees continued to receive reports on improvements to the services rated
inadequate or requires improvement during 2018/19. The Trust is expecting an inspection by the
CQC in 2019/20.
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Seven Day Hospital Services
Looking back on 2018/19 – What have we been doing?
7 day services model was introduced to the NHS to ensure that patients were reviewed,
managed in the same way regardless of the day of the week of admission. The theory
behind the model is:-

Faster Diagnosis

Faster Treatment

Less time in hospital

There are 10 core standards, 4 of which are priority standards

Time to initial
Consultant
review within
14 hours of
admission

Access to
Consultant
Directed
interventions

Daily
Consultant
review Twice
daily fotr HDU
patients

7 day access
to core
diagnostic
services

In Spring2018 we took part in the national audit which measured all of the 7 day services
standards. We achieved all the standards other than the consultant review within 14 hours.
Of the 85 patient records we reviewed 27 (32%) failed the target. Below are the results of
the survey by various measures. Whilst we know that we do not achieve the standard for all
of our patients we are sure that we see our patients in order of clinical priority.
Breakdown by speciality where the target was not achieved
Speciality
Obs & Gynae
General Paeds
Renal
Neurosurgery
Oncology
Haematology
General Surgery
Gastroenterology
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No
2
11
1
3
2
2
5
1

Breakdown by day of the week where the target was not achieved
Mon
3

Tues
8

Weds
5

Thurs
2

Fri
6

Sat
1

Su
1

Supplementary audit
Following discussions with NHSI regarding the definition of consultant role the notes were
re-audited this is due to most of our patients admitted through ED being seen by an ED
Consultant and in this Trust these are all Consultant Paediatricians. This re-audit improved
our performance to 88% overall. Future audits will be undertaken in the same vein.
Other points of note
There were 7 patients of the 27 where there was no documentation in the notes as to when
and by whom the review was undertaken therefore we had to assume that there was no
review, although this is very unlikely.
While there were 27 patients not reviewed by a Consultant, 7 were reviewed by another Dr
ST3 and above and 4 reviewed by nurse – all of these were documented in the notes

Looking forward to 2019/20 - What are we doing to improve?
Provision of 7 day services is core to our service delivery as an organisation.
We are working hard to ensure that we achieve the standards for all of our patients and we
will continue to participate in all future audits anticipate that we will achieve a higher
standard than the last audit. There now needs to be a focus on ensuring staff document
fully in the notes reviews that take place, it is believed that this will automatically improve
the performance.
The Trust does believe that 100% achievement of this target will never be achieved due to
the specialist nature of some of our sub specialities and the very low numbers of emergency
admissions. With the larger admitting specialities we are confident that the patients are
reviewed on clinical priority, to achieve this target 100% would mean doubling the
Consultant workforce for both general paediatrics and Paediatric Surgery this is clearly not
financially viable and the workforce not available.
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Raising Concerns (Whistleblowing)
The BWC Raising Concerns (Whistleblowing) Policy is based on the model policy developed
by NHS Improvement and NHS England as an outcome of the review by Sir Robert Francis
into whistleblowing in the NHS. The policy aims to aid anyone, at any level to raise a
concern, particularly about patient care, and feel safe in doing so.
The policy provides an overview of the types of concern covered and the steps to take to
raise the concern. It also outlines how the Trust will deal with and manage concerns raised.
The policy outlines a 3 step approach:
Step 1 - Raise concern with the individual at the time. If unable to do this, raise it
with line manager (or tutor) or someone in your senior leadership team such as your
General Manager, Clinical Director or Associate Director of Nursing.
If for any reason it is not appropriate to do this, staff are encouraged to contact the
Staff Ambassador (Freedom to Speak Up Guardian). Staff can also contact the
Quality Governance Team.
Step 2 - If concerns remain unresolved having used Step 1, staff can contact the
Chief Officer for Workforce Development who is the Executive lead for the Raising
Concerns. If staff still remained concerned after this, contact the Lead Designated
Officer (nominated Non-Executive Director).
Step 3 - While we hope concerns will be resolved prior to this stage, there may be
circumstances when staff wish to raise concerns with external bodies. Details for this
are provided in the policy.
The BWC Staff Ambassador has been given special responsibility and training in dealing with
concerns. They treat concerns confidentially unless otherwise agreed and will:
•
•
•
•

Ensure staff receive timely support to progress the concern
Escalate to the Trust Board any indications that an individual is subjected to
detriment for raising a concern
Remind the organisation of the need to give timely feedback on how the concern is
being managed
Ensure staff have access to personal support, as raising concerns may be stressful.

To support the successful implementation of this policy and BWC approach to raising
concerns, the Staff Ambassador works with leaders to build capability around responding to
concerns. The Ambassador has also developed a network of Staff Champions across the
Trust who are trained in signposting and supporting individuals with concerns.
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The Staff Ambassador meets with the Chief Executive Officer every six weeks to share
concern themes and updates. The Ambassador provides quarterly reports to Trust Board
and an annual review.

Guardian of Safe Working
The Guardian of Safe Working Annual Board Report 2017-2018 went to Trust Board in
November 2018 and reported a total of 12 exceptions, all relating to hours worked and the
presence of rota gaps. There were no exceptions regarding inappropriate tasks or
educational issues. Compared to other NHS England provider trusts this is a low number of
exception reports.
2016-17

2017-18

Obstetrics and
Gynaecology
Paediatrics

0

5

3

1

CAMHS

19

4

General Surgery

1

2

TOTAL

23

12

Summary of findings of 2017/18 annual report
The exception reports regarding rota gaps have been generated from four rotas (surgery,
paediatrics, CAMHS and obstetrics & gynaecology), which can be considered some of the
most pressured specialties both locally and nationally. All exceptions relate to being asked
to cover rota gaps at short notice. Rota gaps occur for two main reasons:
•

Short term gaps are created due to illness
The illness rates within certain high pressure rotas need to be monitored as an
indicator of staff experience. Rising rates need to be addressed through engagement
with the trainees to address their concerns. Internal self-assessment by the doctors
in training against the eight high impact actions to improve the working environment
for junior doctors will help identify priority areas for action to improve this. This NHS
Improvement tool published in November 2017 has already been used within
obstetrics & gynaecology and helped identify areas for improvement.
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•

External influences beyond BWC’s control
Particular rotas are at risk of increased gaps at particular time periods due to
external circumstances beyond the Trust’s control. Examples of this are the rota gaps
that appeared in the surgical junior rota due to the Trust being allocated only 9 out
of 13 trainees by Health Education West Midlands, alongside an increase in
maternity leave within the obstetrics & gynaecology rotas.

Solutions
To support the surgical SHO rota, an additional non training grade doctor and a nurse
practitioner to support ward based tasks was employed. The Obstetrics & Gynaecology
trainees expressed concerns about the late finishing times of the afternoon antenatal clinics
which have been exacerbated by rota gaps. Extensive efforts from the junior doctors,
consultants and management teams have appeared to have mitigated this risk.
Conclusion of 2017/18 annual report
BWC continues to cope well with the introduction of the 2016 doctors in training contract.
The rotas that are working under the new contract terms and conditions are safe. Rota gaps
beyond the control of the Trust are the main cause of exception reports.
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3.3 Other National Indicators
Threshold

BWC
Score

92%

92.3%

95%

89.4%

85%

83.0%

90%

100%

surgery

98%

100%

anti-cancer drug treatments radiotherapy

98%

100%

All cancers: 31-day wait from diagnosis to first treatment

96%

100%

93%

87.8%

95%

N/A

50%

48.06%

75%

90%

95%

95%

-

1 case

95%

99.70%

Indicator
Maximum time of 18 weeks from point of referral to treatment
(RTT) in aggregate – patients on an incomplete pathway
A&E: maximum waiting time of four hours from arrival to
admission/transfer/discharge
All cancers: 62-day wait for first treatment from
urgent GP referral for suspected cancer
NHS Cancer Screening Service referral
All cancers: 31-day wait for second or subsequent treatment,
comprising:

Cancer: two-week wait from referral to date first seen,
comprising:
all urgent referrals (cancer suspected)
Meeting commitment to serve new psychosis cases by early
intervention teams
Early intervention in psychosis (EIP): people experiencing a first
episode of psychosis treated with a NICE-approved care package
within two weeks of referral
Improving access to psychological therapies (IAPT) (N):
people with common mental health conditions referred to the
IAPT programme will be treated within 6 weeks of referral
Improving access to psychological therapies (IAPT) (N):
people with common mental health conditions referred to the
IAPT programme will be treated within 18 weeks of referral
C. difficile – meeting the C. difficile objective
Mental health data completeness: outcomes for patients on CPA
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Annex 1 Statements from Stakeholders
Commissioners
Statement of Assurance from Birmingham and Solihull CCG May 2019
1.1 Birmingham and Solihull Clinical Commissioning Group (CCG), as coordinating commissioner
for Birmingham Women’s and Children’s Hospital NHS Foundation Trust (BWC), welcomes the
opportunity to provide this statement for inclusion in the Trusts 2018/19 Quality Account.
1.2 A draft copy of the Quality Account was received by the CCG on the 1st May and the review
has been undertaken in accordance with the Department of Health Guidance. This statement of
assurance has been developed from the information provided to date.
1.3 The information provided within this account presents a balanced report of the healthcare
services that BWC provides. The range of services described and priorities for improvement are
representative based on the information that is available to us. The report demonstrates the
progress made by the Trust in the last financial year. It identifies what the organisation has done
well, where further improvement is required and what actions are needed to achieve these
goals and the priorities set for 2019/20.
1.4 It is encouraging to see the significant service improvements and delivering on the CQC
requirement notices which Forward Thinking Birmingham (FTB) have achieved in 2018/19 and
Commissioners recognise the commitment of FTB staff to reach these milestones. Rising
referrals and waiting time position remains a major issue of concern with longer waits in all FTB
Hubs for first appointments and treatment for people up to the age of 25 accessing mental
health services. Vacancy position shows a positive story and improving picture, highlighting the
successful work being done by FTB around nursing and medical recruitment. Commissioners are
actively working with FTB and other partners across the STP through establishing a framework
for improve access to services at primary, secondary and urgent care levels and the CCG is
pleased to note several transformational services including Intensive Community Outreach
(ICON), DICE Pilot and STICK team which commenced in 2018/19.
1.5 Positive work, building on that undertaken in 2017/18, has been undertaken in relation to
the Trust’s 2018/19 quality priority in to improve the early identification of treatment and
jaundice. BWC have introduced new jaundice guidelines and discussions are underway with the
Local Maternity System to agree that babies with jaundice requiring treatment are treated in
the most appropriate place rather than Accident and Emergency Departments. The CCG is
encouraged to note that in association with the introduction of key clinical effectiveness
initiatives there has been a significant improvement in the number of jaundice and/or bilirubin
incidents reported in the last twelve months.
1.6 Whilst it is concerning to see that a total of six Never Events were reported across BWC in
2018/19, the CCG is pleased to note the positive actions undertaken by the Trust in relation to
organisational learning from the Surgical Never Events in 2016 and 2017. Substantial
restructuring of the Theatre Management team on the Children’s site has been undertaken in
addition to the introduction of safety initiatives including mandatory ‘Red Hat’ leadership in
every theatre area and implementation of LOCSSIPS documents to reduce / prevent Never
Events. The CCG is supportive of the continued workforce and recruitment strategy focus for
2019/20 to attract and retain experienced theatre staff at BWC.
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1.7 The Trust’s 2018/19 quality priority to reduce cancelled operations was not met, and a
sustained reduction in nationally reported cancelled operations not achieved. The two main
consistent reasons for hospital cancellations on the day are lack of PICU beds and Emergency /
Trauma patients. Commissioners welcome the identified work streams for 2019/20 to tackle
these specific issues.
1.8 The CCG is pleased to note the continued progress the Trust has made in the relation to the
2018/19 quality priority to improve Abortion Care Services and acknowledges the work
undertaken to improve staff training and increased provision of emotional support to both staff
and patients. Commissioners recognise the challenges of the continued growth in demand for
the service and will work with the Trust to support further improvements to improve quality
outcomes for patients and their families.
1.9 It is disappointing to see the decline in the recommender scores in the 2018 NHS Staff
Survey. Whilst the CCG welcomes the response to this survey made by BWC and the recognition
of the importance of ensuring staff engagement, it would be helpful to include some description
of the planned approach to address this staff feedback.
1.10 The Patient Experience section gives a comprehensive review of formal complaints and
PALS contacts and themes. The CCG recognises the importance of this data in contributing to
the improvement of services and welcomes the work streams which have been identified to
address the key areas.
1.11 The quality priorities for 2019/20 reflect areas where improvement is required and the CCG
is supportive of the continued priority to embed quality improvements to improve services for
people up to the age of 25 who access Forward Thinking Birmingham (FTB).
1.12 The section on National Quality Indicators is well presented and clearly provides the reader
with details of the Trust’s performance. Year to date targets were not met in relation to CQUIN
schemes for Improvement of Health and Wellbeing for NHS staff, and Treatment of Sepsis.
1.13 The CCG welcomes the inclusion of a Learning from Deaths section in the 2018/19 Quality
Account and is reassured by the mortality review processes outlined, learning identified and
new SIRI process developed in 2018. It is positive to note that the Trust have not identified that
any of the deaths in 2018/19 were caused by substandard care.
1.14 The CCG is pleased to note that the Trust has identified extravasation as a priority area in
response to a number of extravasation injuries reported as serious incidents. Commissioners
welcome ongoing work at BWC to develop solutions to reduce both incidence and hard of
extravasation injuries.
1.15 As commissioners, we have worked closely with BWC over the course of 2018/19, meeting
with the Trust regularly to review the organisations’ progress in implementing its quality
improvement initiatives. We are committed to engaging with the Trust in an inclusive and
innovative manner and are pleased with the level of engagement from the Trust. We hope to
continue to build on these relationships as we move forward into 2019/20.
Paul Jennings
Chief Executive Officer
Birmingham and Solihull CGG
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Healthwatch
Healthwatch Birmingham welcomes the opportunity to provide our statement on the Quality
Account for Birmingham Women’s and Children’s Hospital NHS Trust 2018/19. We recognise the
work the Trust has focused on over the year in order to align its governance model across
Birmingham Children’s Hospital (BCH) and Birmingham Women’s Hospital (BWH). We note the
development of a new process for the investigation of Serious Incidents Requiring Investigation
(SIRI) and the Partnership Governance Model that ensures quality is embedded within clinical
teams and learning shared across the Trust.
We also recognise the work being carried out in response to a previous CQC inspection,
particularly at BWH and Forward Thinking Birmingham (FTB), whose ratings were ‘requires
improvement’ and ‘inadequate’ respectively. We hope to see this work lead to an improved
rating as the CQC re-inspect in 2019/20.
Patient and Public Involvement
The Quality Account does demonstrate that the Trust uses various methods to engage with
patients, service users and carers. For instance, the use of feedback cards, patient stories,
consultations, social media, complaints, surveys, expert groups, websites like NHS choices and
patient opinion, Pals, comments and concerns. We are particularly pleased that the Trust is
listening to groups protected under the equality act, such as the Young Persons Advisory Group
at BCH. This is important as it ensures that the views of the diverse population the Trust serves
are heard and reflected in changes and improvement. We hope to see more examples of the
Trust collecting feedback from spaces where seldom heard groups are, in the 2019/20 Quality
Account.
We welcome that a wide range of stakeholders, including service users, carers and staff, have
been involved in developing the Trust’s priorities for quality improvement for 2019/20. Of
importance to Healthwatch Birmingham is that the Trust has also used reports (i.e. safety
incidents reports, internal and external reviews and clinical audits) to inform the development
of the 2019/20 quality priorities.
It is also positive to see the actions taken by the Trust across the three services (BCH, BWH, and
FTB) in response to patient feedback. We note the consultation on a ‘visiting approach’ taking
place at BWH following patients and family feedback about the limited access to loved ones.
Also, at FTB, the creation of a Mental Health Passport that young people can use to track
appointments, reflect on progression, and express their preferences. We are particularly
pleased with the introduction of ‘interpreting on wheels’, which uses interactive video
technology to provide face to face interpreting. The Trust has also increased times of availability
of BSL interpreters to a minimum of two hours and will provide patients with the agency
number to check if an interpreter has been booked prior to their appointment. We look forward
to reading about the impact of these initiatives on access for deaf people in the 2019/20 Quality
Account.
This is important for Healthwatch Birmingham as our recent report into people’s experience of
Birmingham’s hospital waiting rooms reported particular problems for people who are hearing
impaired and need a British Sign Language Interpreter during their visit. Generally, the
experiences of people with a disability were less positive in relation to communication, access,
the environment and so on. We believe the findings of the report will continue to be useful as
the Trust continues to look for innovative ways to improve access for people with a disability.
The report can be found here: http://bit.ly/2H1ZKMD.
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We welcome the structured approach the Trust is taking to working with patients, service users,
and carers. The use of a Patient Experience and Engagement Strategy at BWH is positive and will
help the Trust embed patient, service user and carer experience in service improvement and the
redesign. We note the four aims that were implemented by BWH in 2017/18 regarding patient
experience (i.e. involve patients in service design and redesign, listening to feedback and act,
empower staff, and making it easier for service users to feedback). Healthwatch Birmingham still
believes that the Trust should use the BWH Patient Experience and Engagement Strategy as a
foundation for developing a Trust-wide patient involvement (PPI) strategy. This will ensure
commitment across BCH, BWH and FTB to the use of patient and public insight and experience
data, and to their involvement in the design of services. We also believe that such a strategy
would support the achievement of the Trust’s 2019/20 Quality Priorities: ‘Engagement, patient,
family and staff partnership’ and ‘deliver effective care and identify outcomes that are
important to patients and co-design solutions with them (women, children and young people).’
A PPI strategy would outline:
•
•
•
•
•
•

Why the Trust is listening
What the Trust is listening for
How the Trust listens
Who the Trust wants to hear from (including ‘seldom-heard’ groups)
How the Trust will use what it hears
Clear arrangements for collating feedback and experience.

Over the past year, Healthwatch Birmingham has worked with clinical commissioning groups
(CCGs) and Trusts to benchmark their PPI processes using Healthwatch Birmingham’s Quality
Standard. This enabled them to identify areas of good PPI practice, or areas that need to
improve. This has led to the development of actions aimed at embedding systems for delivering
consistently high-quality PPI. Healthwatch Birmingham has been in contact with the
engagement staff at the Trust on this project and we hope to continue supporting the Trust’s
PPI activities in 2019/20.
Regarding the Friends and Family Test (FFT), we are pleased that the FFT positive responses for
maternity and gynaecology have been consistently at or above 90% throughout 2017/18, except
for genetics which was at 80% in December 2018. On the other hand, the NHS Staff Survey
shows that 80.7% of staff would recommend BCH and BWH as a provider of care to their family
or friends. We ask the Trust to look into the difference between staff and patient views and feed
the findings into service improvement.
We also note that there has been a decrease in the number of staff responding to the NHS Staff
Survey; only 33% of the 1250 staff sampled responded. In addition, only 56.7% (62.4% in 2017)
of staff said they would recommend BCH and BWH as a place to work. We welcome that the
Trust is working to ensure that senior leaders understand and agree on why staff need to be
engaged. We believe that for this process to be effective, staff have to be engaged so that the
Trust can understand the staff’s needs. A PPI strategy would be useful not only for setting out
how and why to engage with staff but ensuring that staff also understand their role in patient
and public involvement. We would like to read in the 2019/20 Quality Account the actions that
have been developed in response to staff feedback and involvement.
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Council of Governors
We are pleased to have an opportunity to comment on Birmingham Women’s and Children’s NHS
Foundation Trust’s Quality Account for 2018/19.
We have been delighted to see improvements in the last year in areas such as the abortion care
service and in theatre safety, which we have continued to track through the Governors Scrutiny
Committee.
We note some continued challenges, however, regarding the antenatal pathway and managing our
cancelled operations and we look forward to seeing an improved position in next year’s report.
Another area we have monitored closely throughout the year is Forward Thinking Birmingham (FTB).
We have been really pleased to see the progress made in addressing the concerns that had been
highlighted by the Care Quality Commission, particularly in issues such as care planning, risk
assessments and monitoring physical health needs. We recognise the continued pressures related to
demand and staffing and will continue to receive reports on this service throughout 2019/20 to
ensure that the service users and families that we represent are receiving the best possible mental
health care.
We are satisfied that the information provided in the Quality Account is consistent with the
information with which the Council of Governors has been provided through meetings of the Council
and of the Governors’ Scrutiny Committee, patient stories, review of the Board of Directors’ meeting
papers, and Governors walkabouts to areas across the Trust.
We agree that the quality priorities selected for 2018/19 are the right ones. However, we would also
like to see information in the next report on Genetics, Emergency Department, waiting times across
the Trust and the impact that the BUMP project has had across the wider health economy.

Overview and Scrutiny Committees
The Birmingham Health and Social Care Overview Scrutiny Committee has indicated that it is not in a
position to provide a statement on the Birmingham Women’s and Children’s NHS Foundation Trust
draft Quality Account 2018-19.
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Annex 2 Statement of Directors’
Responsibilities for the Quality Report
The directors are required under the Health Act 2009 and the National Health Service
(Quality Accounts) Regulations to prepare Quality Accounts for each financial year.
NHS Improvement has issued guidance to NHS foundation trust boards on the form and
content of annual quality reports (which incorporate the above legal requirements) and on
the arrangements that NHS foundation trust boards should put in place to support the data
quality for the preparation of the quality report.
In preparing the Quality Report, directors are required to take steps to satisfy themselves
that:
• the content of the Quality Report meets the requirements set out in the NHS
Foundation Trust Annual Reporting Manual 2016/17 and supporting guidance
•

the content of the Quality Report is not inconsistent with internal and external
sources of information including:
o board minutes and papers for the period April 2016 to March 2017
o papers relating to Quality reported to the board over the period April 2016 to
March 2017
o feedback from commissioners dated 16th May 2019
o feedback from governors dated 16th May 2019
o feedback from local Healthwatch organisations dated 20th May 2019
o the trust’s complaints report published under regulation 18 of the Local
Authority Social Services and NHS Complaints Regulations 2009 April 2016 to
March 2017
o the 2018 national patient survey
o the 2018 national staff survey
o the Head of Internal Audit’s annual opinion over the trust’s control
environment dated 21st May 2019
o CQC Inspection reports dated 2nd November 2016 for BWH and 21st February
2017 for BCH.

•

the Quality Report presents a balanced picture of the NHS foundation trust’s
performance over the period covered

•

the performance information reported in the Quality Report is reliable and accurate
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•

there are proper internal controls over the collection and reporting of the measures
of performance included in the Quality Report, and these controls are subject to
review to confirm that they are working effectively in practice

•

the data underpinning the measures of performance reported in the Quality Report
is robust and reliable, conforms to specified data quality standards and prescribed
definitions, is subject to appropriate scrutiny and review and

•

the Quality Report has been prepared in accordance with Monitor’s annual reporting
manual and supporting guidance (which incorporates the Quality Accounts
regulations) as well as the standards to support data quality for the preparation of
the Quality Report.

The directors confirm to the best of their knowledge and belief they have complied with the
above requirements in preparing the Quality Report.
By order of the board

Chairman
24 May 2019
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Chief Executive
24 May 2019

