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AGENDA
Trust Board – Public Session

Venue Churchvale/Hollyoak Room, Sandwell Hospital Date 1 October 2015; 1330h – 1730h

Members attending: In attendance:

Mr R Samuda
Ms O Dutton
Mr M Hoare
Mr H Kang
Dr P Gill
Mr R Russell
Cllr W Zafffar
Mr T Lewis
Mr T Waite
Dr R Stedman
Mr C Ovington
Miss R Barlow

(RSM)
(OD)
(MH)
(HK)
(PG)
(RR)
(WZ)
(TL)
(TW)
(RST)
(CO)
(RB)

Chairman
Vice Chair
Non-Executive Director
Non-Executive Director
Non-Executive Director
Non-Executive Director
Non-Executive Director
Chief Executive
Director of Finance
Medical Director
Chief Nurse
Chief Operating Officer

Mrs R Goodby
Mrs C Rickards
Mr A Kenny

Ms A Binns

Secretariat
Ms L Fairfield

RG
(CR)
(AK)

(AB)

(LF)

Director of OD
Trust convenor
Director of Estates / New
Hospital Project
Asst. Director of Governance

Interim Trust Secretary

Time Item Title Reference Number Lead

1330h

14.00

1. Apologies – Kam Dhami, Olwen Dutton Verbal LF

2. Declaration of interests
To declare any interests members may have in connection with the agenda and any
further interests acquired since the previous meeting

Verbal Chair

3. Patient story (discussion to follow in private Board meeting) Presentation CO

4. Minutes of the previous meeting
To approve the minutes of the meeting held on 3 September 2015 as a true and
accurate records of discussions

SWBTB (9/15) 153 Chair

5. Update on actions arising from previous meetings SWBTB (9/15) 153 (a) LF

5.1 DNACPR: presentation of audit data SWBTB (10/15) 154

SWBTB (10/15) 154 (a)
RST

5.2 Public Health Committee escalated matter: volunteer service Presentation CO

6. Questions from members of the public Verbal Public

7. Chair’s opening comments Verbal Chair

8. Chief Executive’s report SWBTB (10/15) 156 TL

14.20 9. Trust Risk Register SWBTB (10/15) 157
SWBTB (10/15) 157 (a)

AB

14.30 10. Wider safe staffing report SWBTB (10/15) 158 RG
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Time Item Title Reference Number Lead

14.40 11. Safe nurse staffing SWBTB (10/15) 159
SWBTB (10/15) 159 (a)

CO

15.00 12. Corporate integrated performance dashboard SWBTB (10/15) 160

SWBTB (10/15) 160 (a)
TW

15.15 13. Financial performance - period 5 August 2015 SWBTB (10/15) 161
SWBTB (10/15) 161 (a)

TW

15.30 14. CQC improvement plan update SWBTB (10/15) 162
SWBTB (10/15) 162 (a)

TL

15.50 15. Annual plan priorities

15.1 Ten out of Ten SWBTB (10/15) 163

SWBTB (10/15) 163(a)
CO

15.2 Reducing readmissions SWBTB (10/15) 164

SWBTB (10/15) 164 (a -b)
RB

15.3 Community caseload: forward development programme SWBTB (10/15) 165

SWBTB (10/15) 165a-
RB

15.4 Sickness – way forward and plan ‘B’ SWBTB (10/15) 166

SWBTB (10/15) 166 a-b
RG

16.20 16. R&D Plan 2015-2018 – likelihood of delivery assessment SWBTB (10/15) 167
SWBTB (10/15) 167(a)

RST

16.35 17. Patient, staff and visitor food – current state and future plans SWBTB (10/15) 168

SWBTB (10/15) 168(a)
CO

16.50 18. Our 2020 vision: consultation response SWBTB (10/15)170
SWBTB (10/15) 170(a)

RW

17.05 19. Revalidation for nurses and midwives SWBTB (10/15) 171
SWBTB (10/15) 171(a)

CO

UPDATES FROM THE COMMITTEES

20. Update from the meeting of the Quality & Safety Committee
held on 25 September 2015 and minutes of the meeting held
on 28 August 2015

SWBQS (8/15) 094

To Follow
OD/
CO

21. Update from the meeting of the Finance and Investment
Committee held on 25 September 2015 and minutes of the
meeting held on 31 July 2015

SWBFI (7/15) 028 RSM/
TW

22. Update from the meeting of the Workforce and
Organisational Development Committee held on28
September 2015 and minutes of the meeting held on 29 June
2015

SWWO (6/15) 012

To Follow
KK/
RG

23. Any other business Verbal All

24. Details of next meeting
The next public Trust Board will be held on 5th November 2015 at 1330h , Anne Gibson Board Room, City Hospital
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TRUST BOARD PUBLIC

Venue Anne Gibson Board Room, City Hospital Date 3rd September 1.30pm – 4.30pm

Members Present In Attendance

Mr. Samuda Chair
Ms. O. Dutton Vice Chair Mrs. R. Goodby Director of Organisational Devel.
Mr. H. Kang Non Executive Director Miss K. Dhami Director of Governance
Mr. M. Hoare Non Executive Director Mr. N. Rogers Group Dir of Ops (Interim) – Surg A
Dr. P. Gill Non Executive Director Mrs. C. Rickards Trust Convenor
Cllr. W Zaffar Non Executive Director
Mr. R. Russell Non Executive Director
Mr. T. Lewis Chief Executive Secretariat
Mr. T. Waite Director of Finance & Perf. Mgt Miss R. Fuller Executive Assistant
Dr. R. Stedman Medical Director
Mr. C. Ovington Chief Nurse

Minutes Paper Reference

1 1 Apologies
2

Apologies were received from: Rachel Barlow

2 Declaration of interests

No declarations of interests were recorded.

3 Patient Story (discussion to follow in private board meeting)

Carol Poole a patient on Ward D16 was accompanied by the Ward Sister Maureen Smith to
discuss inpatient food.

Ms. Poole has been an inpatient for 5 weeks. She commented that her quality of care was good
and the staff she came into contact with are very helpful and kind.

Ms Poole informed the Trust Board that the food was not as good as expected. The food could be
cold if you were the last person to be served, the food was not as described and if you wanted a
condiment they were not always available when requested. It was noted that Ms. Poole has
never completed a food feedback form during her stay. Ward staff help with food ordering,
however Ms. Poole saw a lot of waste food at lunch time as many people did not want a hot
meal.  Ms. Poole stated the breakfasts were very good with a choice of cereal and toast.

Sr. Smith did confirm that patients who were served last did complain about cold food but this
was due to the food being placed on top of the heated trolley while it was been distributed. Hot
food at lunch time as well received and wastage was no greater than any other time.
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Ms. Poole also asked if snacks could be available during the day as only biscuits are available
when the tea trolley goes round. Mr. Lewis asked if a kitchen was available where you could
make your own snacks. Ms. Poole said this would only be available if you had support. Sr. Smith
commented that patients making own meals was a good idea as patients relatives and visitors
did on occasion bring in the hot food but they are aware that they could not use the trust
kitchens to re-heat any food.

Mr. Kang queried if relatives were encouraged to bring in food for patients. Mr. Lewis confirmed
that the trust has a legal duty to ensure food is tested before consumed and the legal framework
around this issue is tricky.

Ms Goodby asked if the menu was different in the Summer and Winter. Mr. Ovington confirmed
that the menu is changed.

Mr Samuda thanked Ms. Poole and Sr. Smith for attending the Trust Board today and expressed
he was happy that the care Ms. Poole has received has been of a high standard. The Trust Board
would discuss food again in its private meeting later on today and formulate any actions.

4 Minutes of previous meeting – 6th August 2015 SWBTB (8/15) 135

The minutes were agreed as an accurate record.

5 Update on actions arising from previous meetings SWBTB(8/15) 135(a)

ACTION:  Schedule of Organisation Change to be placed on agenda of Board Informal session in
November

K Dhami

5.1 Approach to near misses SWBTB (9/15) 137

Mr. Lewis reported there were three never events now called near misses in April and June and
page 2 of his report shows what the plan is for the next 6 months.

It was discussed that more staff communications needs to be done and for appropriate staff to
be aware of actions that come out of a TTR, as it was noted that some actions are not being
followed up.

Going forward staff will received a letter informing them of the action and they then need to
return the slip at the bottom, it was confirmed that this action of returning the slip was not a
legal matter just a change in mindset and behaviour.

Cllr Zaffar asked where there any comparisons from other Trusts on how actions from near
misses were communicated. Mr. Lewis noted this information was not known but he would make
contact with partner trusts obtain a view.

It was reported that action plans on near misses are charted following the TTR and staff were
always eager to take on the learning experience as they do not want it to happen again. Also
following a change in the law the patients view is also taken into account. TL also informed the
Trust Board that all near misses are emailed to the exec team the following morning.

Mr. Hodgetts stated that lessons have not been learnt in ophthalmology over the years ago so
improving is going to be hard. Mr. Hodgetts was reassured that ophthalmology had not had a
near miss in  over 15 months and they were an example on how you go forward, they use video
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reflexology as part of the learning experience with staff. Ms Barlow reminded the Trust Board
that she would be discussing with Mr. Tyagi a follow up presentation on video reflexology for the
Trust Board in November and also the Theatre Management Board are managing the actions and
so far the feedback has been positive.

Mr. Samuda thanked Mr. Lewis for his report.

ACTION:
Ms. Barlow to follow up with a presentation on video reflexology to the Nov Trust Board R. Barlow

5.2 Consent on the day of surgery SWBTB (9/15) 139

It was reported that over a 5 day period in certain areas at Sandwell Hospital 28 elective patients
out of 165 were identified as giving consent on the day of surgery, however these patients were
given time and information to consider their answer. The current procedure piloted is during the
consultation the consultant completes the Decision to Admit electronic form which includes a
section on consent. Once this form is completed the patient is then listed for surgery.

Following a brief discussion Dr Stedman confirmed the protocol for consent of patients who lack
capacity to make an informed decision about surgery; this is done by a best interest group of
people who comprise of the patient, next of kin and a patient advocate.

Miss Dhami informed the Board that more work still needed to be done to ensure consent on
day is only done in exceptional circumstances; this guidance still needs to be completed.

The Trust Board noted the report

5.3 Safe staffing data quality SWBTB (9/15) 140

Mr. Ovington informed the Board that over recent months the wrong data has been submitted
this has been corrected however a double check is being undertaken to ensure the systems that
gather this information to ensure a sustainable and assured submission.

Mr. Ovington talked through his paper on how shift requests were covered using staff, bank and
agency. The reliance on agency is currently being mitigated by increasing the pay rates of our
bank staff to encourage more of our staff to join the Trust Bank. Currently the fill rates are being
checked daily which also includes the look ahead.

Following a question it was noted that the data used between January and July was incorrect, the
July data is correct but some under reporting of fill rates as bank and agency were not included.
This should be rectified by the 15th October. The information is recorded in the Unify system
which cannot be corrected once inputted; however other Trusts have reported the same
problem.

Ms Dutton queried the number of shift patterns to complete of 380. Mr. Ovington reported it
was complicated and work is being done looking at these.

The Board asked Mr. Ovington to keep the Board updated on progress.

ACTION: An update report to be presented to the Board at each future meeting C Ovington

6 Questions from members of the public
Mr. Samuda opened the meeting for questions from the public.
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Mr. Bates queried the Trust was striving to be the best integrated care Trust however for that
first class communication was required. How was the Trust going to ensure our community based
locations and staff are part of that? Dr Stedman informed the Trust Board that improvements
were taking place in the community to address that, i.e. EPR and an improvement in the IT
systems. Also it was noted that in week commencing 12th October a focus week looking at
readmissions which will involve the community would take place.

Responses back to GP. The Trust was making a commitment to have responses back to GPs
within 5 days.  It is envisaged by April 2016 this will be being delivered.

Following another query about the new hospital, Mr. Lewis stated this was included in his CEO
Report.

Mr. Samuda thanked the public for their questions and continued interest in the Trust.

7 Chair’s opening comments

Mr. Samuda paid tribute to the teams in A&E and the progress they have made over the last few
weeks in meeting their targets. The reconfiguration on cardiology was a big change and good
effort was also being undertaken by the teams involved.

8 Chief Executive’s Report SWBTB (9/15) 141
The CEO highlighted the following from his report:

Sickness – only 1 in 20 staff were currently being subject to a formal review, but sustained work
is being undertaken in groups to ensure the communication and support is continuing.

Freedom to Speak up – this will be discussed in more detail at the Board Informal Session and
Miss Dhami will be producing a paper.

New Hospital – the project is on time and budget. The Planning Committee of Sandwell MBC is
meeting on the 23rd September to consider the application; current indications are good for the
application to be approved. The seal is required for the S106 and work is being looked at on the
community garden etc. Over the next few months a number of rooms for the new hospital will
be mocked up in the CPU for patient groups to look around and comment.

Surgical Configuration – this will proceed in November. The issue on head injuries pathway has
been signed off by Dr. Stedman. Travel arrangements, medical cover etc. have all been resolved.

ACTION:  Freedom to Speak up – to be agenda at the Board Information meeting on the 18th

September
K Dhami

9 Trust Risk Register SWBTB (9/15) 142

Miss Dhami reported no new items to be escalated. The Rhapsody risk noted in 9.2 was a new
risk to be presented by Dr Stedman. Miss Dhami reminded the Trust that appendix b was a
summary of the red pre mitigated risks. These risks are challenged by the triumvirate team and
mitigation plans are in place which is monitored by the Risk Management Committee and CLE.

9.1 Oncology SWBTB (9/15) 143

It was noted that 3 weeks ago University Hospitals Birmingham served notice on its current SLA
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for oncology services; this is specific to the provision of consultant’s time at our Trust for
outpatient clinics and MDT attendances. For some time the SLA has been recognised to be
unsatisfactory in scale and capacity and working arrangements and renegotiating the SLA was
being sought. With this notice this gives the Trust an opportunity to obtain a new service with a
view to employing its own oncology consultant.

Mr. Kang asked what continuity plans were in place for the current patients. Dr Stedman
reported that there will still be continuity of service but it may not be the same consultant,
however it is well know that when a Consultant moves, many of their patients tend to follow. Mr.
Lewis stated arrangements will be put in place as UHB want to terminate the service by
December 2015, therefore if we recruit a consultant and they cannot commence in post due to
working notice, UHB may well provide cover as we have been proactive in organising the service.

Following discussion and queries Dr Stedman also informed the Trust Board that an approach will
be made to the Black Country Alliance to take this service on. In the past it has been hard to
recruit in oncology but with a greater area to serve, a consultant which a sub speciality would
find the role attractive. The transitional period to get the service right could take up to 2 years.
Mr. Lewis confirmed the BCA Board will be meeting at the end of September and oncology is an
item on its agenda. Also Dr Stedman will have additional management support to assist on this
service.

9.2 Rhapsody SWBTB (9/15) 144

Dr. Stedman informed the Trust Board the Rhapsody system was an integration engine for hard
and software and it allows IT systems within the trust to connect/speak with each other. One of
the two systems has failed and due to the age of the system it cannot be repaired safely. A virtual
machine has been created which could take the Rhapsody system data if it failed completed but
it would be untested. The long-term plan is to upgrade to a modern system over the next 6
months. Support has been brought in to help with this work.

Dr Stedman stated that currently the system is kept in house but the IT plan in place is to look at
which aspects of the system can be outsourced as is common practice with other organisations.
An infrastructure review has taken place and plans are in place to address any other risks.

It was confirmed that if Rhapsody failed the IT Risk plan would be actioned.

Mr. Samuda thanked Dr. Stedman for informing the board, and the Trust Board accepted the risk.

Ms Dutton noted that some of the risks noted in the report could be removed. It was agreed that
the housekeeping of risks would be reviewed and those no longer necessary would be removed.

Stroke Services – a letter was received from the CCG supporting the service but made some
comments about Walsall. The BCA have been asked to come back with a proposal on stroke
services for the future.

ACTION:  Ms. Dhami to review the risks and remove those which were obsolete K. Dhami

10 Annual Plan Priorities
10.1 Community caseload SWBTB (9/15) 145

Mr. Rogers, Group Director of Operations (Interim) – Surgery A presented this item on behalf of
Ms. Barlow. It was reported that the community caseload of each team member would be
assessed noting the complexity for the team. The vision is to increase patient contact by 10%
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through better scheduling of visits, looking at current caseloads and a reduction in travel time of
staff. £100,000 has been invested for this project.

Following a query the 7 day service would be an opportunity for patients to be seen on Saturday
and Sunday at home, this would help with the peak number of visits on a Friday and Monday.
The Trust will also liaise with the CCG to tackle the areas when a district nurse is used as an
alternative for a GP. Through the QHIDs this will be established and communicated with teams.

The Trust Board noted the report.

10.2 Health visitor visiting SWBTB (9/15) 146

Ms. Amanda Geary, Group Director of Operations – Women & Child Health Clinical Group
presented this item. There has been an overview on the responsibilities of the Health Visitors.
The service is currently the responsibility of NHS England but in October the service will transfer
to local authorities therefore there will be a move from registrant to residential access of the
Health Visiting service within the borough.

During the last 3 years significant work has been undertaken to improve the service with
increasing the number of health visitors even though recruitment and retention is still a
challenge. The Trust Board is aware of the improvements but to meet the indicators required
further more work is required. One of the key targets is to see all women by 28 weeks in
pregnancy, new baby review between 10 - 14 day of birth, and undertake more development
assessments of baby/child at difference time periods. The contract with the local authority is due
to be signed next week.

Mr. Lewis stated the current contract is valued at £5m, therefore it is imperative for the Trust’s
future business to ensure the indicators are sorted in the next few months, to ensure the
contract is kept with us.

The board discussed further and Mr. Samuda thanked Ms. Geary for her attendance at the
meeting.

11 Corporate integrated performance dashboard SWBTB (9/15) 147

Mr. Waite presented his usual report on performance noting there has been a focus on discharge
and readmission. Mr. Rogers stated the cancer care deteriorated in August but discussions are
underway with oncologist to provide support at MDTs, the board were also forewarned about a
problem with UHB and radiotherapy, the data will be adverse.

The Trust Board discussed, the focus on cancelled operations and an improvement is likely. Data
quality especially the friends and family data has improved this will be checked. Managers in
some areas of the Trust are achieving 100% in staff sickness, the Trust Board agreed this should
be celebrated and any good practices should be shared with other groups.

The Trust Board accepted the performance report and Mr. Samuda thanked Mr. Waite for his
report.

12 Financial performance (Period 4 July 2015) SWBTB (9/15) 148

Mr. Waite reported that the finances are off plan and will require an improvement in financial
management. The Trust is expected to delivery £2m a month worth of savings to achieve
financial balance. Capacity is underperforming and the pay bill on agency rate is still high.
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Remedial actions taken on demand and capacity will be reviewed weekly. CIP is monitored at the
biweekly PMO review where Mr. Waite and Ms Barlow will be looking at escalating with groups
those who do not have a balance financial plan.

The Finance & Investment Committee will be meeting monthly from October and fortnightly
telephone conferences have been scheduled with Messrs. Samuda, Lewis, Waite and Russell.

The stretch target – for the organisation the original plan is being used, however the Trust will try
to meet the stretch targets by using non recurrent measures. Capital will be discussed later on in
this agenda and there is some year-end management to do on the External Finance Limit.

Agency Spend. Mr. Ovington reported that work on how agency staff are engaged is continuing
especially with the national target of reducing agency spend by 5%. The Trust has agreed along
with other Trusts in the area to cease using Thornbury Agency due to their high costs from the 1st

September, Thornbury were used only a short notice to fill staff in specialist areas of Trust like
critical care. More is being done to encourage our own staff to join the bank however no staff
member are allowed to work at this Trust via an agency.

Following discussion Mr. Waite would continue to keep the Board abreast with developments
and Mr. Samuda thanked him his for his report.

13 Forward capital plan 2015-17 SWBTB (9/15) 149

Mr. Waite reported that a two year review of the capital programme for 2015-17 is currently
being undertaken and once completed a further review will be presented to the Board.

The paper presented focused on this year’s commitment and investment in the retained estates
approved by the Board within its capital resource limit. In 2016/17 shows the advancement on
the retained estate investment programme and the firming up on the IM&T investment.

The board discussed the MES contract needing to be in place within 6 weeks valued at £22m but
the Finance & Investment Committee is keeping an overview on this.

Mr. Waite asked the Board to note the recommendations for the programme for 2015/16 and to
support the programme going forward noting any due governance and SFIs as appropriate.

The Trust Board approved the recommendations.

ACTION:  A report on the capital programme review to be presented at a future Trust Board T Waite

14 CQC Improvement Plan Update SWBTB (9/15) 150

Ms Dhami presented her report on the delivery actions on the CQC improvement plan. Out of the
67 actions 26 have been completed to date, the project is still on track to complete all actions by
October 2015.

Ms Dhami highlighted the following:

Practices – some practices would need to change and a report on progress in test areas will be
presented at the October Board
Medicine Storage – cabinets with lockable systems have been ordered.
Social scheduling – to be managed by the Theatre Management Board.
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All the actions will continue to be discussed at the weekly executive team meeting.

Mr. Lewis informed the Trust Board October 2015 will be a year since the CQC visited the Trust.
At the next meeting Mr. Lewis confirmed a paper would be presented to show the successes over
the last year which would also be taken to the Quality & Safety meeting.

ACTION:  A paper on the test areas where practices have changed due to the CQC
implementation plan for a future Trust Board meeting
A paper on success to be presented to the Quality and Safety Committee and the

Trust Board in October

K Dhami/R Stedman
K Dhami/O Dutton

15 Authority to use Trust seal: Midland met S106 SWBTB (9/15) 151

Mr. Kenny reported that the application for Midland Met will be taken to the Planning
Committee on the 23rd September for approval. There is be a condition attached to the approval
notice which is required to be signed, this shows consent on the Section 106 Agreement valued
at approximately £303,000. Mr. Kenny stated the seal request was request early as when the
agreement is approved the need to seal to the document is required within a very short period of
time.

The board agreed for the Seal to be used and to allow a £50k buffer if the agreement was
different.

16 Update from Q&S Committee 28.8.15 & minutes of meeting 31.7.15 SWBQS (7/15) 082

Ms Dutton stated to the board that  issues discussed at the Q&S Committee on sickness,
agency/bank staffing, CQC improvement plan, risks have been discussed at this meeting.

17 Update from Configuration Committee 28.8.15 & minutes of meeting 26.6.15 SWBFI (6/15) 060

Mr. Samuda paid tribute to the team working on MMH. A Board to Board with the TDA is
currently being arranged and the date will be forwarded once agreed. Mr. Kenny stated the ABC
has been approved.

18 Update from Public Health, Community Development & Equality Committee 27.8.15 &
minutes held on 28.5.15

SWBCF (5/15) 028

Mr. Kang reported that there was a debate on Smoking and e-cigarettes. The board will be
invited to make a decision on smoking and e-cigarettes in due course, however in the meantime
Mr. Ovington and Dr. Stedman were available to discuss outside of this meeting.
12 Any Other Business
No other items were discussed
19 Details of the next meeting : 1st October 2015 Verbal
An off-site venue for the next meeting is currently being arranged. This will be communicated in
due course.

K Dhami

Signed ……………………………………………………………………………………………………..

Print ……………………………………………………………………………………………………..

Date ……………………………………………………………………………………………………..
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Members present:

In Attendance:

Apologies:

Secretariat:

Item Paper Ref Date Action Assigned To
Completion

Date
Response Submitted Status

SWBTBACT.371 Nurse staffing levels
SWBTB (4/15) 062
SWBTB (4/15) 062 (a) 02-Apr-15

Examine by October how we can seek to
create a broader Safe Staffing report for the
Trust RG 01/10/2015 On October Agenda

SWBTBACT.475

2014/15 annual
governance
statement and
report

SWBTB (6/15) 080
SWBTB (6/15) 080 (a)
SWBTB (6/15) 091 04-Jun-15

Present the Business Continuity
arrangements at the next meeting of the
Audit & Risk Management Committee RB 30/07/2015

Scheduled for presentation at the October
meeting of the Audit Committee

SWBTBACT.477
Quarter 1 financial
update

SWBTB (6/15) 087
SWBTB (6/15) 087 (a) 04-Jun-15

Arrange for the Women and Child Health
Group to be invited to a future Board
Informal session SGL 17/07/2015 Arranged for October Board informal meeting

SWBTBACT.484
Ten out of Ten
deployment

SWBTB (7/15) 105
SWBTB (7/15) 105 (a)
SWBTB (6/15) 091 02-Jul-15

Present an update on Ten out of Ten
deployment in October CO 01/10/2015 On October Agenda

SWBTBACT.485 DNACPR Plan SWBTB (7/15) 121 06-Aug-15

Feedback to the board when 3 month data is
available and mid point report to board in
October RSt 01/10/2015 On October Agenda

SWBTBACT.486
Consent on the day
of surgery SWBTB (7/15) 122 06-Aug-15

Provide update with analysis of how many
people on our waiting list pre-date eDTAs
introduction KB

3/9/15 &
1/10/15 completed

SWBTBACT.487 CEO Report SWBTB (8/15) 123 06-Aug-15
100,000 Genome Project - R&D team to
prepare a paper for future board TL 03/12/2015 Provide report to December board

SWBTBACT.488 CEO Report SWBTB (8/15) 123 06-Aug-15 Mutual Tolerance Report at 6 months TL 01/03/2016 Provide report to March 2016 board

SWBTBACT.489
Annual Plan Delivery
Report - Q1 - update SWBTB (8/15) 130 06-Aug-15

Workforce delivery Board to look at sickness
and the way forward. Inform board with a
plan B RG 01/10/2015 Present report to October Board

Next Meeting: 5th November, Anne Gibson Board Room, City Hospital

Last Updated: 25th September 2015

Mr R Samuda (RSM), Ms O Dutton (OD), Mr H Kang (HK), Mr R Russell (RR), Dr P Gill (PG),  Mr M Hoare (MH), Mr W Zaffar (WZ),  Mr T Lewis (TL), Mr T Waite (TW), Mr C Ovington (CO), Dr R Stedman (RST),

Sandwell and West Birmingham Hospitals NHS Trust - Trust Board

6th August 2015, Rowley Regis Hospital

Miss R Fuller

Miss R Barlow (RB)

Miss K Dhami (KD),  Mrs R Goodby (RW), Mr A Kenny (AK)

G

B

G

G

G

G

G

B

B
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SWBTBACT.491

Board Assurance
Framework 2015/16 -
Q1 SWBTB (8/15) 129 06-Aug-15

Health Visiting staff position to be updated
at September board RB 03/09/2015 completed

SWBTBACT.492 Trust Risk Register SWBTB (8/15) 128 06-Aug-15
Update position on Ultrasound at
September Board RB 03/09/2015 completed

SWBTBACT.493 Matters arising SWBTB (8/15) 135(a) 03-Sep-15
Schedule of Organisational Change to be
included on agenda for Board Informal KD 18/09/2015 completed

SWBTBACT.494
Approach to Near
Misses SWBTB (9/15) 137 03-Sep-15

Obtain data from  other Trust on what they
report on Near Misses KD 01/10/2015 Update to October meeting

SWBTBACT.495
Approach to Near
Misses SWBTB (9/15) 137 03-Sep-15

Video Reflexology presentation at November
Trust Board RB 05/11/2015 November Trust Board

SWBTBACT.496
Staff Staffing Data
Quality SWBTB (9/15) 140 03-Sep-15

Update report to be presented to a future
Trust Board CO 05/11/2015 November Trust Board

SWBTBACT.497
Chief Executives
report SWBTB (9/15) 141 03-Sep-15

Freedom to Speak Up to be included on
Board Informal agenda KD 18/09/2015 completed

SWBTBACT.498 Trust Risk Register SWBTB (9/15) 142 03-Sep-15
Risks to be reviewed and any obsolete to be
removed KD 01/10/2015 Update Trust Board

SWBTBACT.499
Forward Capital Plan
2015-17 SWBTB (9/15) 149 03-Sep-15

Update the Trust Board on the capital
programme review TW 05/11/2015 Update Trust Board

SWBTBACT.500
CQC Improvement
Plan Update SWBTB (9/15) 150 03-Sep-15

Update on areas where practices have
improved following CQC inspection KD 05/11/2015 Update Trust Board

SWBTBACT.501
CQC Improvement
Plan Update SWBTB (9/15) 150 03-Sep-15

A paper on successes following the CQC
inspection to be presented to the Q&S
Committee KD 03/12/2015 Update Trust Board

KEY:

Action highly likely to not be completed as planned or not delivered to agreed timescale.

Action potentially will not delivered to original timetable or timing for delivery of action has had to be renegotiated more than
once.

Slight delay to delivery of action expected or timing for delivery of action has had to be renegotiated once.

R

A

Y

G

G

G

G

G

G

G

G

B

B

B

Version 1.0 ACTIONS
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Action that has been completed since the last meeting

Action that is scheduled for completion in the future and there is evidence that work is progressing as planned towards the date
set

G

B

Version 1.0 ACTIONS



SWBTB (10/15)154

Page 1

TRUST BOARD (PUBLIC)

DOCUMENT TITLE: DNACPR Documentation and eBMS Flag Audit
SPONSOR (EXECUTIVE DIRECTOR): Dr Roger Stedman (Medical Director)
AUTHOR: Dr Roger Stedman
DATE OF MEETING: Thursday 1st October 2015

EXECUTIVE SUMMARY:

The Trust Board has sought assurance regarding the robustness of control measures in place to
ensure that decisions to not perform cardio-pulmonary resuscitation (DNACPR) are carried out in
a timely and appropriate way.  In particular, following near-miss incidents that resulted from poor
hand over practice, that it is clear to all staff on a ward at any particular time which patients have
a current valid DNACPR order.

We have identified that there is a mechanism for identifying patients with a DNACPR order on
the eBMS system using a flag which has to be manually set by the clinician completing the
DNACPR form.  We undertook to audit the use of this flag along with the standard DNACPR
documentation audit that is carried out monthly.  During the months of May and June 2015 the
use of DNACPR flag was audited (this is prior to any intervention to improve the use of the
DNACPR flag on eBMS).

The results of this audit found the following:
- During the period 145 patients with a DNACPR form were audited
- 25% of these patients also had the eBMS flag set
- The majority of wards relied on manual handover sheets to communicate DNACPR

status
- Notable exceptions were – Newton 5, D21 and D25
- Other notable findings from the audit:
- 100% of DNCPR forms had a consultant signature
- 23% of forms had incomplete escalation plans (interventions other than CPR also to

be withheld)
- 5.5% of forms gave inadequate reasons for DNACPR

Due sickness in the resuscitation team we were unable to carry out the audit during July and
August.

The following interventions have taken place since the last audit:
- Communication to all doctors to remind them of the need to set DNACPR flag
- Training update to FY1&2 doctors
- Launch of the ‘Board Round Peer Review Tool’ – incorporating DNACPR flag

reminder (see attached)

This audit will be repeated for the months of September and October.

Is the report to be considered in the private session of the Trust Board meeting? (Indicate ‘x’ where applicable):

No X Yes If ‘yes’, please justify reason:
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REPORT RECOMMENDATION:

We recommend that this issue is re-visited by the board following intervention and re-audit

ACTION REQUIRED (Indicate with ‘x’ the purpose that applies):

The receiving body is asked to receive, consider and:
Accept Approve the recommendation Discuss

X
IMPACT ASSESSMENT AND REPORT LINKAGES

KEY AREAS OF IMPACT (Indicate with ‘x’ all those that apply):
Financial Environmental & estates Communications & media
Commercial Legal and regulation X Patient Experience X
Clinical X Policy development X Workforce
Comments:

EQUALITY AND DIVERSITY

Does your proposal/report present any equality and diversity consideration? No X Yes

If ‘yes’, please outline these, including any reasonable adjustments or engagement that may be required
to handle these:

RISK MANAGEMENT AND ALIGNMENT TO BOARD ASSURANCE FRAMEWORK:

BAF items:
013-CCH – Ensuring that we support patients to die in a place of their own choosing including their own
home
004-SHQC – Meeting the improvement requirements agreed with the CQC
003-SHQC – Achieving the gains promised from our 10/10 programme

ALIGNMENT TO TRUST STRATEGIC OBJECTIVES, ANNUAL PRIORITIES, STANDARDS AND PERFORMANCE
METRICS:
Safe High Quality Care
CQC Improvement Plan (SD27)

PREVIOUS CONSIDERATION:

Previously discussed at Trust Board

NEXT STEPS:



Board Round Peer Review - "Go, Look, See" Feedback Sheet

Ward: Date: For each patient was their EDD agreed/confirmed/revised?: Yes No ?

Start time: Finish time: Duration:

Started on time? Yes No  Circle as appropriate Did the lead conclude with a summary of:

Where did the board round take place? the number of agreed discharges? Yes No ?

Is this location appropriate? (patient confidentiality, not obstructing ward work) Yes No ? restate patient names and any outstanding actions required? Yes No ?

Was eBMS set up to be viewed by all participants? Yes No ?

Was it clear to you who was leading the board round? Yes No ? Any other observations or comments to make:

Was someone nominated to update eBMS as individual patients were discussed? Yes No ?

For each patient was:

  -  diagnosis stated Yes No ?

  -  plan for the day agreed Yes No ?

  -  actions allocated to MDT members Yes No ?

  -  EDD (re)confirmed Yes No ? Any suggested improvements the team could make?

Were any patients identified who required a senior review by a consultant? Yes No ?

Was the following recorded on eBMS for each patient?

  -  diagnosis Yes No ?   -  MFFD Yes No ?

  -  board round notes/actions Yes No ? Yes No ?

  -  discharge plan Yes No ?

  -  transport flag Yes No ? Yes No ? Any ideas that you will take back to your ward?

  -  EDD and time Yes No ?

For patients due for discharge today, were the discharge dependant actions agreed? Yes No ?

Was VTE status recorded for all patients [Green V]? Yes No ?

Was the flag ticked for all patients with DNACPR plan in place [Black Star]? Yes No ?
 Circle as appropriate

  -  Go Home
today flag

  -  Weekend
Plan

minimum requirement as and when required
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REPORT TO THE PUBLIC TRUST BOARD

Chief Executive’s Report – October 2015

This is our first public Board meeting since the exciting confirmation that Carillion Plc, our preferred
bid partner for Midland Met, have received final planning consent for the development.  Although
this is not the end of the journey to irrevocable confirmation that the development will proceed, it is
a hugely significant step, both for local residents and our staff, and in terms of the commercial
milestones needed prior to financial close.  It was especially positive, for me, to be present at the
planning committee and hear experienced councillors, used to receiving applications, complement
the Trust and partners on both the excellence of the design solution and the engagement work
undertaken to date on issues such as transport.  We reiterated our commitment to ensure good
two-way neighbourhood communications continue once construction commences.

The Board’s papers today are especially full and extensive.  This reflects the mid-way point of the
financial year.  We are reporting back on performance, looking forward to year end delivery, and
responding to issues of concern highlighted by Board members.  In that guise, we consider a
presentation on the volunteering strategy, and our first report-back on the three year R&D Plan
2015-2018.  And we have a detailed discussion planned on the food that we serve.  As we build
towards the end of October, which is a key milestones in our Improvement Plan, we review again
not only whether actions promised have been taken but whether they have had the benefit we
sought. These are local priorities, to which we do and must give the same salience as national
initiatives and policies:  Looking out not up.

1. Our patients

We continue to make progress with our Never Events response plans.  And can demonstrate
continued improvements in our work on mortality reviews, sepsis, and re-admissions.  Although the
Trust is a safe provider of care, with a lower than anticipated mortality rate, we are ambitious to do
much better.  Over coming months we will finalise our Safety and Quality Plans, which will set
forward targets for performance in these vital areas.  The Board considers again today progress with
Ten Out Of Ten, and that reflects our belief that it is often the consistency of what we usually do well
that lies at the heart of poor experiences of care, complaints or poor performance.

In September, emergency care services have performed well under sustained pressure.  Regrettably
we will not achieve the four hour standard in month or for the quarter, but have repeated the 94%+
success of June and July, where in August we achieved 95%.  We have seen some demand spikes
during this period, including but not limited to ‘level 4’ status in neighbouring Trusts.  Our big
challenge has been discharges, both volume and timing.  Although delayed transfers of care remain
an issue for us, in this month it has been our own practices which on occasion have left difficulties –
exacerbated inevitably by our planned bed closure programme.  Looking forward to winter we need
to ensure that we address major strategic issues such as social work availability and the
sustainability of neighbouring units, but particularly that we need defined progress in October and
November with estimated dates of discharge and morning discharge targets.  These are both the
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national quality standard under ECIST, and our own analysis of what we could best to improve care.
Like Ten Out Of Ten, this rests on ward clinical teams, their teamwork and communication.

There is very encouraging progress with improving our scheduling. Whilst there is work to do before
we deploy outpatient partial booking, we have made huge strides in theatre scheduling in the last
three weeks.  The organisational norm of late booking has and is being replaced by a genuine
forward look achieved already by the best local hospitals.  Whilst the board’s attention on this issue
in part reflects income under-recovery year to date, as well as a modest backlog increase, the driving
force for this work is safety.  Better scheduling will allow us to ensure equipment and pre-
assessment issues are tackled and will help us to tackle cancellations and DNAs. We should under-
estimate the scale or nature of our changes, nor the inevitable new problems to be solved that
disrupting long established systems will create.

2. Our workforce

The Clinical Leadership Executive continues to focus not just on these individual patient-benefit
projects but on how we implement change in the organisation.  Linked to our Improvement Plan,
and the national well-led framework, we need to continue to consider whether we are doing the
right things and doing enough to implement good change management practices.  Part of that is
ensuring that we hear discordant voices as we implement change, and the Board’s workshop a
fortnight ago on doing even more work on whistleblowing is a symbol of that determination.  We
will work through over coming weeks, involving stakeholders like our JCNC, the proposal to appoint
8 Speak Up guardians in our organisation mapped to our eight service and corporate groups. This
will help to ensure that being open is part of the middle management culture, as well as the Board
level value base.

When we issue our mid-year Annual Plan Review with payslips in October, we would expect to
reiterate the strong position of the Trust on many measures.  But the continued weakness we see
around sickness rates and vacancies in some areas.  Tackling these issues is a key priority for all our
Groups, and I can confident that the subject has sufficient salience within the wider leadership of the
Trust.  Of course these are longstanding issues and issues faced by other Trusts.  But that does not
deter nor excuse the problems we face which we need to surmount.  We have made strides in
switching use from agency to bank.  We now need to see reduced nursing turnover rates at middle-
grades and improved nurse recruitment from our student nurses, who report their educational
experiences very positively.  Among medical staff we can already see the benefits of the Black
Country Alliance vision for recruitment, as well as the ambition signalled by our IT and R&D plans.

Engagement and morale continue to be issues in some deeps.  Our Your Voice tracking data gives us
a regularity and scale of information not seen in other organisations.  It shows the local volatility of
opinion as change deploys as well as underlying factors such as pension changes and wider NHS job
security.  The tracking of trainee medical staff opinion continues to be important to us, with
executive colleagues routinely attending the Junior Doctor’s Forums on both hospital sites.  As
BMA/NHS Employer negotiations continue we need to remain vigilant about vacancy rates and cross
cover in our organisation.

Mid-October sees our annual SWBH Awards ceremony. It is our biggest yet, and reflects new award
categories in areas of priority like equality and diversity and primary care.  For the first time we
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dedicate an award to children’s services.  This reflects the priority we have on the one in six of our
patients who is under 18, as well as the wider population demographic of our communities.  At a
time when both Local Authority services for children face continued scrutiny it is right that as an
organisation we give even greater priority to this.  The CQC inspection report on Community
Children and Young People’s Services is anticipated in final form in coming weeks.

The Board meeting kicks off our annual flu vaccination campaign.  Recruitment of vaccinators has
gone well.  We must maintain our tradition that this is not a ‘nice to have’.  It is an obligation for
those of us looking after patients.  The full focus of the leadership, clinical and non-clinical, is on
achieving rapid coverage across our staff base, with a focus on high risk areas.  We reserve the right
to temporarily move unvaccinated staff into lower risk areas of the Trust if we cannot achieve
collective coverage in coming months.  In the last two years, this has not proved necessary because
of our success.

3. Our partners

The first meeting of the Black Country Alliance board takes place later this month.  There is real
energy being generated around ideas from clinicians about collaboration.  It is far too early to specify
defined ideas, but what is clear is:

 There is great practice in all three organisations which can be adapted everywhere
 There are real inequities for patients in the community at the boundary of the boroughs
 Our ideas should not be limited to services we currently provide, this is a growth story

The Right Care, Right Here partnership has held its first Board meeting under the new independent
chair.  There was a very welcome collective focus on bigger issues than simply Midland Met,
reaching into the next decade and addressing need and demand, not just in the NHS but the wider
care system.  It is to be hoped that not only does RCRH develop into a source of collective strength,
but the developing partnership helps to build and maintain public trust around service changes to
come.

It is now public knowledge that the Black Country Partnership Foundation Trust are seeking to
identify a long term potential merger partner.  They have also just been awarded Vanguard status
for their joint work with two other mental health Trusts.  Longstanding Chief Executive, Karen
Dowman has also announced her intention in due course to retire. We share a number of services
with BCP and will be exploring with them how our collaboration can continue.

The Trust has been invited to become a formal member of the Sandwell Health and Wellbeing
Board.  We will be progressing this opportunity.  For both adult and children’s services the local
authority has a full forward agenda, and we want to work in smart collaboration with them.  Given
the apparent failure of the Better Care Fund to deliver its promised admission reduction benefits,
the financial challenge of our system in 2016-17 is increased, and we want to play a full part in
identifying and implementing changes which we believe will work.  In that regard our focused work
on re-admissions is before the Board at this meeting, as part of the work starting October 12th to
tackle this anew.  The Trust’s annual consultant conference focuses heavily on this subject, as well as
end of life care, on October 14th.  As I indicated in our staff newspaper, Heartbeat, notwithstanding
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the economic impact of readmissions on our revenues, we are pressing hard to improve the
position, because it is “simply the right thing to do”.

4. Our regulators

The Trust is anticipating an invited review by the CQC against our December 2014 improvement
notice for imaging training records.  This will take place in October.  A submission has meanwhile
been made to the HSE in respect of a July contravention of electrical working regulations.

I am pleased to report an exceptionally positive review of Core Medical Training by Health Education
West Midlands.  Through the CLE Education committee, which I chair, we now examine all of these
reports on receipt, building on the work of our education specialist leaders.  A future restructure of
that function will take place ready for 2016-17 to ensure, among other benefits, that our approach
to educational excellence operates on a single cross Trust basis.  It is very much our aim to ensure
that leading education is a Clinical Group function, with expert input from educationalists.  This is a
widely welcomed move to integrate service, R&D and education.  That is already the case in
therapies and midwifery, and we will explore the route to that journey for nurse education as well.

We had an invited infection control review with NTDA earlier in September.  This was a very positive
review in respect of City Hospital, and raised some new and some longstanding issues at Sandwell.
The positive is therefore the mirror opposite of July’s review.  The full executive are working through
the issues raised to understand how our internal multi-professional inspection processes can give
quicker sight of issues.  The Board will recall that a proposed part of our CQC response is to
undertake a wave of unannounced inspections across all matters during November.  Kam Dhami will
be leading that work, and we are very keen to have ‘fresh pairs of eyes’ on the issues; this will
include patient representatives as we have promised.

5. Other matters

I attach my updated schedule against our top ten and our Equality and Diversity plans.  I am
encouraged by recent catch-up progress in both areas.

At the last Board we considered health visiting performance and saw the detail of significant changes
in deliver between April and July 2015.  The latest data shows sustained good performance still shy
of our Q3 improvement aim.  The real focus by the Board on health visiting is, I know, appreciated by
our teams.  The opportunity to better connect midwifery, health visiting, children’s centres and
general practice is a chance we must seize as develop collaborations in the months ahead.  This is a
much more complex issue that relocating staff or attaching them.  It is about maximising the value of
clinical interventions and ensuring a focus not just on the highest risk families, but on those who
may become the highest risk families.  MASH success in Sandwell in the last 12 months has seen
progress with the former goal, which must now be matched by progress with the larger tier 3 pool.

The Board continues to pay routine attention to issues around imaging and secretarial functions.
Weekly data on both service transformations is available.  It is clear that there is imaging
improvement in acute care, which must now be matched by planned care.  And that improvements
in clinical administration vary from the significant to a worsening position.  In each case we are
looking to confirm whether the changes planned have been made and fallen short, or have not, for
good or other reasons, yet been implemented.  The Board agreed named non-executive directors to



SWBTB(10/5)156

track those projects and I shall chair one to one sessions with each in coming weeks to ensure that in
the next six months that oversight of progressed with gusto.

Toby Lewis, Chief Executive - September 25th 2015

ANNEX A - Our annual plan 2015/16 – top ten

Objective (listed by
improvement quarter

order)

End of August update Improv
ement
quarter

Success
quarter

Likelihood of
delivery

assessment

Work within our agreed
capacity plan for the year
ahead

Recovery plan in place.  Planned care
delivery below expectations.

Q1 Q1-4 As before

As before

Create balanced financial
plan…

Anticipate 5 of 8 Groups having CEO
agreed plans by end of September.

Q1 Q1-4 As before

As before

Agree EPR OBC and initiate
procurement process

Approved and out to advert.  Work being
done now to resolve the ‘grey area’
systems that might stay or go.

Q1 Q1 and
Q3

As before

As before

Achieve the gains promised
in our 10/10 programme

Delivery plan was discussed at July Board,
outcome update at Board in October.

Q2 Q2 Worsened

As before

Implement our Rowley
Regis expansion…

Plan approved and tenders let. Q2 Q3 As before

As before

Cut sickness absence below
3.5%...

Good mobilisation but data flows need
firming up if planning to go green.  Plan
now needed for medium term sickness.

Q2 Q3 and
Q4

As before

As before

Reduce readmissions by 2%
at Sandwell

Delivery plan needs further work within
the executive, but focus on on UCC3 in
w/b Oct 12 to try and tackle this.

Q2 Q3-4 Improved

Improved

Deliver our plans for
significant improvements
in our universal health
visiting offer

Plan now before the Board and a clear
priority for WCH Group.  Some gains
through DQ, but changed processes
required.

Q2 Q4 As before

Improved

Tackle caseload
management in community
teams

Budget established and a plan to get a
plan is before the Board.  Need to
establish the balance between more staff
and changed supply model.

Q3 Q4 As before

Improved

Reach financial close on
the Midland Met

Reached PB stage, with planning consent
due in late September.

Q4 Q4 As before
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Annex B – Board Equality and Diversity Plan (October 2014 version – July revisions)

Key deliverable Commitment at July 15 board Current state
The CLE education committee
is overseeing analysis of
training requests and training
funds vs ESR protected
characteristics data.

This will be available in draft at in time for our
annual declaration.  This will be compared to our
overall by band staff profile.

On track

The CLE equality committee
and whole Board have
received initial training in the
duties of the Act and in the
precepts of the EDS system.

Board members to undertake a baseline
knowledge assessment this summer on equality
and diversity, which can then inform a training
plan for Q3.  This work will be led by Raffaela
Goodby, supported by the Head of Corporate
Governance.

On track

We would undertake an EDS2
self-assessment for any single
directorate in the Trust.
Almost all directorates have
submitted to post a draft for
review.

It is to be reviewed in full and final form at the
next meeting of the Board’s PHCD&E committee
in September 2015

Could not be done.  Will
be completed at
November Committee.

Collect, collate and examine
protected characteristics data
on our workforce and,
largely, on our staff:  We will
undertake a one off ESR data
validation.

The use of outpatient kiosks (from Q3) will be our
vehicle to improving patient data.  Both will be
compared through our Board committee against
the demographic for SWB as per the ONS.

We need to agree within
the EG who will do what
when to make sure that
these changes happen

Undertaking monthly
characteristics of emphasis  in
which we host events that
raise awareness of protected
characteristics (PC)

The director of communications needs to plan a
year of work, starting from October 2015.

Agreed early at
September Committee,
and starts from
December.

Add into our portfolio of
leadership development
activities a series of
structured programmes for
people with PC

Raffaela Goodby will determine how we move
ahead by October 2015 with an unambiguous
programme which will certainly include a specific
BME leadership offer.

Proposal in hand and will
be available by mid
October.  Discussed at
Board’s workforce
committee.

We proposed and agreed
with staff-side that Harjinder
Kang, as JCNC independent
chair, would review whether
our workforce policies and
procedures match (if
implemented) our ambitions
and commitments.  This was
due to occur in Q2 but will
now occur in Q3.

It now needs to be progressed, to conclude by
December 2015.  Critically we are looking to
determine not simply whether our policies avoid
overt discrimination, but whether they actively
take steps to promote diversity.

Not yet due

With partners to ensure a
peer group in each protecting
characteristic is active [we
have BMSOG and there is an
emerging LGBT group]

This will require some further discussions across
the leadership, to prioritise how we create
interest groups with integrity.  We will work with
TU colleagues and others to think through how
this is best developed in time for the PHCD&E
committee in September.

Started but in delay
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Key deliverable Commitment at July 15 board Current state
Work with senior leaders
with protected characteristics
for them to provide visible
support within the
organisation to others

We will start by producing a pictoral
representation, and data graph, of who our
leaders are.  We will also use the next stage of
the leadership development programme to
explore how issues of diversity can become a
more explicit part of our leadership programmes.

Forms part of the
leadership programme
proposals
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TRUST BOARD
DOCUMENT TITLE: Risk Registers

SPONSOR (EXECUTIVE DIRECTOR): Kam Dhami, Director of Governance

AUTHOR: Mariola Smallman, Head of Risk Management

DATE OF MEETING: 1 October 2015

EXECUTIVE SUMMARY:
The Trust Risk Register compromises high (red) risks that have been through the validation processes at
directorate / group and Executive Committee levels. The Clinical Leadership Executive is responsible for
reviewing and approving high (red) risks validated by Risk Management Committee, which are proposed for
inclusion on the Trust Risk Register reported to Trust Board.

The Trust Risk Register was reported to the Board at its September meeting and Executive Director updates
are highlighted where these were provided for the meeting.

REPORT RECOMMENDATION:
 RECEIVE monthly updates on progress with treatment plans from risk owners for high (red) risks on

the Trust Risk Register

ACTION REQUIRED (Indicate with ‘x’ the purpose that applies):
The receiving body is asked to receive, consider and:

Accept Approve the recommendation Discuss
 

KEY AREAS OF IMPACT (Indicate with ‘x’ all those that apply):
Financial  Environmental  Communications & Media
Business and market share Legal & Policy  Patient Experience 

Clinical 
Equality and
Diversity

 Workforce


Comments:
ALIGNMENT TO TRUST OBJECTIVES, RISK REGISTERS, BAF, STANDARDS AND PERFORMANCE METRICS:
Aligned to BAF, quality and safety agenda and requirement for risk register process as part of external
accreditation programmes.
PREVIOUS CONSIDERATION:
Clinical Leadership Executive September 2015



Trust Risk Register

Report to the Trust Board on 1 October 2015

1. EXECUTIVE SUMMARY
1.1 This report provides an overview of high (red) risks which have been previously accepted by the

Board for inclusion on the Trust Risk Register. The current Trust Risk Register with lead
Executive Director updates is at Appendix A.

1.2 The RMC reviews and reports on high (red) risks to CLE on a monthly basis, including
highlighting new risks or changes to existing risks.  The CLE updates the Board on existing risks
and escalates ‘new’ risks. There are no additional risks to be highlighted from the recent CLE
meeting. However Women’s and Child Health provided an update on the BCG vaccine shortage
risk; some stocks will be made available which W&CH will work with partners to ensure these
are prioritised based on those at highest risk. There are approximately 1500 babies that are
awaiting their BCG vaccination.

1.3 As a reminder, the options available for handling risks are:

Terminate Cease doing the activity likely to generate the risk
Treat Reduce the probability or severity of the risk by putting appropriate

controls in place
Tolerate Accept the risk or tolerate the residual risk once treatments have been

applied
Transfer Redefine the responsibility for managing the risk e.g. by contracting out a

particular activity.

2. ELECTRONIC RISK REGISTER (ERR)
2.1 The Trust Risk Register will be uploaded to the ERR over the coming weeks, which will include the

opportunity to review and refresh all risks. It is intended that the move to electronic risk registers will
facilitate easier review and refresh by Executive Director risk leads as previously there has been some
slippage in the frequency of review.

2.2 The Risk Team has arranged for risk registers from W&CH, M&EC, Surgery B and Informatics to be uploaded
to the electronic system and roll-out is in progress to enable access for individuals to manage their risks
online.   Once roll-out is complete at directorate level the local risk leads will be responsible for further roll-
out to wards and departments. The risk team will provide ongoing support and advice.  MMH project risks
associated with scenario testing for derogations from HBNs are also now on the ERR.

2.3 The risk team is working on standard reports which will be available to all staff.

2.4 Colleagues from remaining Groups / Corporate Directorates have been asked to provide all of their excel
based risk registers for review/data cleaning and uploading to the live system. (Surgery A,  Estates,
Pathology, Community and Therapy, Imaging, Workforce, Corporate Nursing & Facilities, Finance, Corporate
Operations, Medical Director Office).

FOR DECISION



2.5 Reporting of the Trust Risk Register to RMC, CLE and the Board will continue throughout the implementation
of the electronic risk register system.

3. RECOMMENDATION(S)
3.1 The Board is recommended to:

 RECEIVE monthly updates on progress with treatment plans from risk owners for high
(red) risks on the Trust Risk Register

Kam Dhami, Director of Governance
1 October 2015
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Appendix A - Trust Risk Register (version as at 23 September 2015)
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Insufficient policy levers to ensure
effective delivery of Trust
workforce plan establishment
reduction of 1400 wtes, leading to
excess pay costs.

4 5 20

Review of existing policy levers to ensure options are
maximised and are executed sufficiently early.  Strong
governance oversight by the Trust Board.
Previous update: A more detailed plan is being
developed through CLE workforce committee, led
personally by the Chief Executive.  Will culminate in
review at Board’s Workforce and OD committee in
September 2014.
Update: Detailed plans for 14/15 and 15/16 in
development due for implementation during Q3 and Q4
of 2014.  Key planning assumptions for 2016 onwards in
development.
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Potential loss of the Hyper Acute
Stroke Unit which is subject to an
external commissioner led review.

4 4 16

Trust representatives on Strategic Review sub groups;
SWBH Stroke Action Team continues to monitor stroke
activity and performance on a monthly basis and to
develop actions plans for service improvement;
Implement action plans to improve data capture and
accuracy.
Previous updates: Standard operating procedure
agreed and in place for data collection and validation.
KPI improving new pathways, e.g., thrombolysis
pathways direct from ambulance to CT scanner and
strengthened capacity planning to ensure availability of
gender specific beds to support timely admission.
Feedback received from Stroke Review Advisory panel to
be considered to strengthen position as preferred
provider.
Update 21.11.2014 - outcome of review has been put on
hold and no definitive outcome has been received due to
data validation issue.  No current timeline.
Update 12.2.2015 Awaiting final decision from CCG
Commissioners and the independent panel that has been
set up to review the whole process. CCG have not
confirmed a timeline or completion date
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Lack of assurance of standard
process and data quality
approach to 18 weeks.

4 4 16

Task and Finish Group established to oversee rapid
improvement programme; SOP to be agreed and
implemented in March for new processes; Elective
access team structure to be reviewed; Central booking
process to be strengthened to ensure real time data
quality management; IST visit will inform work
programme content.
Previous update: New Waiting List Manager recruited
and starting in July. Year of Out Patients programme will
deliver automation to strengthen real time data. Plans to
centralise elective access team in Q2. Data Validation
Team still required - funding until end Q2. Perceived
knowledge deficit in some services regarding 18 weeks -
New Elective Access Manager to assess competency of
teams and provide re-training in Q2.
Progress: Timelines for assessment and training
September to December and SOP / policy review in
September
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Sustained high Delayed Transfers
of Care (DTOC) patients
remaining in acute bed capacity.

4 4 16

Joint working through joint discharge teams on both
acute sites established; 7 day working pilot; Weekly
urgent care call with Chief Executives and Chief
accountable officers from LAT, CCG, NTDA, acute Trust
and social services includes DTOC review, strategic and
operational work; Commissioning plans for 7 day working
in 2014 in train.
Previous update: Additional capacity closed end July
although DTOC remains high. Plan will remain in place to
re-open additional beds if required and triggers are
agreed and activated through Operations Centre and
authorised by COO or on call Executive Directors.
Resilience System Plan (winter) submissions includes
additional beds in community and social care – outcome
of funding decision to be agreed in July. This will impact
on DTOC reduction. Work to establish a Joint Health
Social Care assessment and discharge team continues –
now in training phase for go live at Sandwell in August
and then at City.
Progress: DTOC numbers remain high. The System
Resilience plan awaits clarification from Birmingham City
Council on aspects of plan workforce and the re-
ablement bed plan for the locality.  New joint team with
Sandwell is in implementation phase with good
engagement.
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Risk of Breach of Privacy and
Dignity Standard, Information
Governance Risk and Infection
Control Risk at SGH Outpatient
Department as a consequence of
poor building design in SGH
Ophthalmology OPD. Clean/dirty
utility failings cannot be
addressed without re-
development of the area.

5 4 20

Trust Solution fitting in with RCRH required; Compliance
with Medical Device and ICOC standards; Service
Improvement application to Sandwell OPD; Greater use
of Rowley facilities.
Previous update: Rowley Max has been scoped and will
be delivered in Year of Out Patients programme on track
for completion Q2.  Plans for relocation of oral surgery
OP to enable ophthalmology to meet privacy and dignity
standards in development with intention to complete in
Q3. SGH outpatients privacy and dignity risk treatment
plan stalled as dependant on Oral Surgery being
relocated, which is still to be resolved
Update 24.2.2015 Continuing to seek potential solution
through re-location of Oral Surgery either off-site or to
another SWBH location.
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Lack of Tier 4 beds for C&YP with
Mental Health problems means
that they are admitted to the
paediatric ward. There is no
specialist medical or nursing
mental health team to care for
their needs with limited access to
in / out of hours CAMHS support.
Care for these children is
compromised and impacts also
on other children and parents.

4 4 16

Bank and agency staff utilised where available. Incidents
to be escalated to the Health Forum / SSCB / PAB LA.
Monthly report to be developed and reviewed at
Paediatric Governance meeting and information provided
to risk, Health Forum / SSCB / PAB. Honorary contracts
for psychiatrists to be explored.
Mental health commissioners report that they are working
up enhanced assessment service for children’s mental
health which intends to reduce numbers of children
needing admission.  Impact expected in autumn.
Confirmed new assessment service and intended
benefits will enable review of residual risk.  The Trust
continues working closely to support this work. Agreed
with both adult providers access to mental health bank to
support specialist staffing.  Guidance on booking process
to be agreed in July.
Previous Update: Direct access to agency booking
approved by Chief Nurse 11.08.14
Update: Continue to monitor any incidents as they arise.
Funding identified by the Mental Health Trust to provide
both a Crisis Team and a Home Treatment team – both
due to be in place January 2015, however funding is
currently only available until end on March 2015.
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Oncology Service is currently
unable to treat approx. 120
patients a month due to workforce
issues.

5 4 20

Previous update: SLA with Royal Wolverhampton
Hospital NHS FT to provide consultant AOS – 2 sessions
to augment the 2 sessions provided by UHB
Update: Provision of replacement locum through New
Cross Hospital, Wolverhampton to provide Consultant
AOS - 2 sessions to augment the 2 sessions provided by
UHB.
Update 12.2.2015. Locum secured through
agency. Clinic modelling re: breast and lung taking place
as per actions through Cancer Taskforce Group Ch
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Trust non-compliant with
Oncology Standards.

5 4 20

Previous update: Workforce and service design issues
(hot clinics) to be negotiated through enhanced SLA with
oncology provider.  Meeting scheduled with QE for
September.  Intention is to agree model of service and
agree workforce model and SLA for Q3. Developing
nurse led services to see pre-chemotherapy patients – to
mitigate oncology demand issues.
Previous Update: Clinic Modelling and AOS proposal
completed as a pre-requisite to negotiations with UHBFT
re: SLA provision.  Pilots to commence re: oral
chemotherapy pharmacist role and rescheduling of
chemotherapy in BTC.
Update12.2.2015:  Interviews for x 2 Band 6 AOS nurses
taking place. IAP being completed for 7 day service
through business planning process.
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Trust has inconsistent cancer
pathways between its sites and
mixed visiting oncology MDT
attendance patterns.

3 5 15

Previous update: Trust has extended discussions with
UHB and executive led cancer futures workshop now
scheduled for early September.
Update: Workshop has taken place and proposal for
oncology clinic model has been submitted to UHBFT.
Update 12.2.2015: Awaiting reply from UHBFT re: model
proposal. Cancer Action Taskforce Group working
through actions and proposed model.
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The existing provision of a 2nd
theatre team for an obstetric
emergency.

2 5 10

Process to request opening of a second theatre in and
out of hours for obstetrics is in place. Ongoing monitoring
of any second theatre team issues through the incident
reporting process. (Risk initially RED, downgraded to
AMBER due to reduced frequency).
Previous Update: TB has previously reviewed the risk
and agreed it is to be tolerated.
Update: Continued monitoring
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Unpredictable birth activity and
the impact of cross charging from
other providers against the AN /
PN tariff is significantly affecting
the financial position of the
service impacting on the
affordability and quality provision
of the service.

4 4 16

Previous Update: Maximise tariff income through robust
electronic data capture. Review of activity and income
data 6 months post BadgerNet roll out. Comprehensive
review of maternity pathway payment system underway
for presentation to FD.

Update: Options appraisal from finance in progress which
will be discussed between the Clinical Group Director of
Operations and Director of Finance Ch
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There is a risk that a not fit for
purpose IT infrastructure will
result in a failure to achieve
strategic objectives and
significantly diminishes the ability
to realise benefits from related
capital investments. e.g.
successful move to paperlite
MMH, successful implementation
of Trust Wide EPR.

5 4 20

 Approved Business Case for Infrastructure
Stabilisation Programme achieved June 2015.

 Specialist technical resources engaged (direct and
via supplier model) to facilitate key activities.

 Appropriate governance model and controls
underway.

 Phase 1 Deep Dive - commenced to identify
detailed IT infrastructure issues – network element
completed by end May 2015.

 Phase 2: Infrastructure Improvements - addresses
need to upgrade to 21st Century IT infrastructure.
Procurement Strategy under development; key
Workstreams identified; high-level delivery schedule
subject to Procurement outcome, in draft, but overall
delivery scheduled to complete by end April 2016.

 Appropriate benefits realisation plan to be
incorporated within programme plan.

 Clear identification of dependency linkage between
other key programmes e.g. EPR, and wider strategic
objectives.

Me
dic

al 
Di

re
cto

r

Ap
r-1

6

Ju
n-

15

Mo
nth

ly

5 4 20 =



SWBTB (10/15) 157a
Appendix A - Trust Risk Register (version as at 23 September 2015)

11 | P a g e

Re
fer

en
ce

 N
o.

So
ur

ce
 of

 ris
k

Cl
ini

ca
l G

ro
up

 /
Co

rp
or

ate
 D

ire
cto

ra
te

Sp
ec

ial
ity

 / W
ar

d /
 T

ea
m

Ri
sk

 ca
teg

or
y

Risk Statement

Lik
eli

ho
od

Se
ve

rity

Ri
sk

Ra
tin

g

Summary of Risk Controls and Treatment Plan

Ex
ec

uti
ve

 Le
ad

Ex
pe

cte
d d

ate
 of

co
mp

let
ion

Da
te 

of 
lat

es
t r

ev
iew

Re
vie

w 
fre

qu
en

cy

Lik
eli

ho
od

Se
ve

rity

Re
sid

ua
l ri

sk
 ra

tin
g

Ch
an

ge
 si

nc
e l

as
t

mo
nth

IN
FO

RM
AT

IC
S0

03

De
pa

rtm
en

tal
 R

ev
iew

Me
dic

al 
Di

re
cto

r's
 O

ffic
e

Inf
or

ma
tic

s S
er

vic
e

Or
ga

nis
ati

on
al 

(S
tra

teg
ic)

There is a risk of failure of a trust
wide implementation of a new
EPR due to insufficient skilled
resources in Informatics,
significant time constraints
(programme should have started
earlier) and budgetary constraints
(high risk that in adding the full
costs of an EPR into the LTFM
that there is insufficient capital for
related and pre-requisite
schemes - e.g. Infrastructure
Remediation / MMH Infrastructure
preparation / Business Plan
schemes)

4 4 16

 Recruitment of suitably skilled specialist resource for
the EPR Programme and associated Infrastructure
Programme.

 Informatics LTFM will be prioritised to ensure
appropriate funding is allocated to EPR and
necessary dependencies.

 Completion of the formal procurement process –
SOC / OBC / OBS at speed in attempt to claw back
time required for implementation.

 Managerial and Board support for programme
ensuring investment in infrastructure dependencies
and required resource is given priority.

 Management time will be given for programme
elements (benefit realisation / change processes
etc.)

 Setup of appropriately manned Programme Board
with strict governance and TORs

 Development of contingency plans in relation to
clinical IT systems will be established to ensure that
if there is any slippage (for example a TDA query /
Legal challenge) there is an alternative and fully
considered option.
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There is a risk of a breach of
patient or staff confidentiality due
to inadequate information security
systems and processes which
could result in regulatory and
statutory non-compliance.

4 4 16

 Prioritised and protected investment required across
security infrastructure.

 Specialist Security Manager recruited; bringing
immediate focus to upgrades, improvements and
IGTK and best practice activities.

 Review all NHS National mandates for Informatics
and clinical systems and ensure compliance.

 Deep discovery activities initiated to flush out any
‘under the cover’ issues.

 End of XP and Windows 2003 support to be given
higher priority to ensure issue is mitigated (Windows
7 migration). This could involve the use of external
consultancy companies to speed up the process.
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Not all shifts have an
appropriately trained trauma
nurse on duty due to a lack of
nurses trained in ATNC or
equivalent which could
compromise the quality of care. 5 3 15

All shift coordinators have ATLS qualifications. The Staff
running the resus area particularly do not necessarily
have trauma qualifications. The peer review team
advised that these staff should have the Advanced
Trauma Nurse Course (ATNC) or equivalent.  The staff
will be scheduled to attend training.  In the meantime
local trauma teaching will take place as a re-fresher
session.
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Reduced ability to provide an
Interventional Radiology service
as a result of difficulties in
recruiting Interventional
Radiology consultants, results in
delays for patients and loss of
business.

4 3 12

Service covered weekdays resulting in potential delays
for patients presenting out of hours.  Clinically these
cases may be appropriate to manage in a scheduled
service.  If clinically required urgent patients will be
transferred to another local centre with 24/7 cover. The
intention is to secure alternative and robust  24/7 cover
arrangements through recruitment, and partnership
arrangements through a network approach with other
providing organisations.

Current recruitment includes extending the search for
locums; also consider recruitment from abroad.
Develop collaboration with Dudley - supports service
resilience and potentially better chances of joint
recruitment. Immediate potential for joint appointment of
fellow or specialist doctor.
Explore options to develop extended roles for
radiographer or nurse to cover some procedures.
Revisit previous plans to consolidate services onto one
site to make cover easier to manage
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Clinical Groups are unable to
transact basic business
processes because of key person
gaps resulting in performance
delays and failures. 4 4 16

Executive Group weekly monitoring of recruitment
processes; investing in high quality agency staff to cover
gaps; peer support network set up by COO for existing
staff to buddy with high quality agency staff.  Interview
timetable for Director of Operations scheduled for mid
may conclusion
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Current capacity is restricted
resulting in a number of women
having dating USS performed >
12/40 and some being outwith the
screening window and therefore
not receiving screening as per
National NSC guidelines which
results in the potential for an
inequitable service for those
women choosing to book at
SWBH.

3 5 15

Existing Controls:
 Implemented alternative ways of providing services

to minimise impact.
 Bank / Agency Sonographers / scanning

midwives
 Additional Clinics

 Task group established to monitor and manage.
 HR/Recruiting policies designed to support

managers to recruit where there are difficulties to
recruit.

 Ongoing review of referrals to ensure inappropriate
scans are not being undertaken  and requests are in
line with best practice guidance.

Additional Controls:
 Link action to workforce planning methodologies.
Support Groups to link in with Recruitment to support
“Open Days” and other innovative methods to recruit
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Provision of ultra sound support
for Gynaecology services is at
risk due to difficulties in
recruitment and retention of ultra-
sonographers which results in the
potential for delayed diagnoses,
failure to achieve 31day cancer
investigation targets plus impacts
on the one-stop community
service contract.

3 4 12

Existing Controls:
 Ultra sound services currently actively recruiting

externally.
 Training provided to support the development of

sonographers in house.
 Developing pathways for other multi professional to

take up elements of sonographers role. (i.e
midwives completing dating scan service.)

 Prioritising work and concentrating on high risk
areas i.e. EPAU and Emergency Gynaecology,
PMB.

 Use of agency staff to cover gaps in the current
service.

Additional Controls:
 Radiology directorate considering more ‘creative’

advertising, offering incentives.
 Consider consolidating CGS to 2 venues at City and

Sandwell where scan provision can be utilised more
appropriately.

Update: Due to the continued attrition of sonographers
the Group lacks confidence that the sonography team will
be able to maintain attendance at all community gynae
clinics given the low priority a one stop outpatient clinic
will have compared to urgent / emergency activity. A
worsening position is anticipated.
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BadgerNet connectivity problems
associated with the use of I Pads
is affecting Community Midwives’
(CMW) ability to access/ update
patient live records.

4 4 16

Existing controls:
 Connectivity issues reported to EPR team via the IT

Service Desk for investigation.
 A proforma has been developed to enable CMW to

send critical information to the IT service desk.
 Utilisation of local super users and dedicated

midwife for day- to- day support.
Additional controls:
IT Service Desk exploring solutions, e.g. enable access
onto GP computers, establish uninterrupted WIFI 4G
connection Ch
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National shortage of intradermal
BCG vaccination leading to a
potential increase in babies
affected with TB.

5 4 20

Existing Controls:
 Pooling all available vaccines from other areas

in the Trust including the Paediatric Clinic BTC
and Occupational Health.

 Getting the maximum number of doses out of
each vial when opened to prevent unnecessary
wastage.

 A vial is not opened unless there are a
sufficient number of infants to vaccinate.

 All the community midwives informed that
infants will be discharged without being
vaccinated.

Additional Controls:
 Record all infants who are discharged from

Maternity and Neonates who qualify but don’t
receive the vaccine.

 Pharmacy locating other areas in the Trust that
they distribute BCG vaccine to and sending
them to Maternity.

 To inform all parents of eligible infants of the
shortage of the vaccine and how to raise any
concerns with relevant agencies.

 Clinics to be set up from May 2015 onwards to
enable infants to return and be vaccinated
when the BCG vaccine is available.

 Advise community midwives and parents to be
extra vigilant in observing and referring infants
where necessary.

Inform Paediatrics and the HV of potential admissions.
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There is a risk that further
reduction or failure to recruit
senior medical staff in ED leads
to an inability to provide a viable
rota at consultant level which may
impact on delays in assessment,
treatment and patient safety.

4 5 20

Recruitment campaign through local networks, national
adverts, head-hunters and international recruitment
expertise. Agree a recruitment and retention premium.
Marketing of new hospital plans pending approval of full
business case. Leadership development and mentorship

Programme to support staff development. Continued
communication and engagement of the Urgent Care
Strategy. Ch

ief
 O

pe
ra

tin
g O

ffic
er

On
go

ing

07
/05

/20
15

Mo
nth

ly 3 5 15 =

Op
er

ati
on

s

Op
er

ati
on

s

Op
er

ati
on

al/
Bu

sin
es

s

There is a risk that within a large
group of open referrals that there
are potentially patients whose
clinical or administrative pathway
is not fully completed as a result
of historical and inadequate
referral management which may
lead to delayed treatment.

5 3 15

1. automated referral closure of selected and risk
assessed group of patients,
2. Letter to go to selected group of patients,
3. Review data quality score card KPI set,
4. Formulate new or revised set of SOPs , training
schedule and compliance assurance measures for new
smart and accurate referral management Ch
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