AGENDA

Trust Board — Public Session

SWBTB (9/13) 181
Sandwell and West Birmingham Hospitals

NHS Trust

Venue Anne Gibson Boardroom, City Hospital Date 26 September 2013; 1330h
Members In attendance
Mr R Samuda (RSM) [Chairman] Miss K Dhami  (KD) [Director of Governance]
Ms C Robinson (CRO) [Vice Chair] Mr M Sharon  (MS) [Director of Strategy & OD]
Dr S Sahota OBE  (SS) [Non-Executive Director]  Mr G Seager (GS) [Director of Estates & New Hosp Project]
Prof R Lilford (RL) [Non-Executive Director]  Mrs C Rickards (CRI) [Trust Convener]
Ms O Dutton (OD) [Non-Executive Director]
Mr H Kang (HK)  [Non-Executive Director]  Guests
Mr T Lewis (TL) [Chief Executive] Ms L Hesk (LH) [Matron]
Mrs L Pascall (LP) [Interim Chief Nurse] Ms T Weston (TW) [Ward Manager — D27]
Miss R Barlow (RB)  [Chief Operating Officer] Mr M Budhoo (MB) [Group Director — Surgery A]
Mr R White (RW) [Director of Finance]
Dr R Stedman (RST) [Medical Director] Secretariat
Mr S Grainger-Payne (SGP) [Trust Secretary]
| Time ‘ Item Title Reference Number Lead
1330h ‘ 1 Apologies Verbal SGP
2 Declaration of interests Verbal All
To declare any interests members may have in connection with the agenda and
any further interests acquired since the previous meeting
3 Minutes of the previous meeting SWBTB (8/13) 180 Chair
To approve the minutes of the meeting held on 29 August 2013 a true and
accurate records of discussions
‘ 4 Update on actions arising from previous meetings SWBTB (8/13) 180 (a) | SGP
5 Chair’s opening comments and Chief Executive’s report SWBTB (9/13) 182 Chair/
CEO
‘ 6 Questions from members of the public Verbal Public
m‘ 7 Patient Story Presentation LH/TW
1400h ‘ 8 ‘Never Event’ — Plastic Surgery Verbal RST

1415h ]

-‘ MATTERS FOR APPROVAL

-

Maintenance of Digital Mammography Systems — Approval | SWBTB (9/13) 183 GS
of Waiver of Tendering Process SWBTB (9/13) 183 (a)

10 Performance Management Regime — monthly submission | SWBTB (9/13) 184 MS
SWBTB (9/13) 184 (a)
SWBTB (9/13) 184 (b)

Trust Development Authority submission: Winter Bed Plan | To follow RB
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12

1425h

Estates strategy

SWBTB (9/13) 186
SWBTB (9/13) 186 (a)

GS

-‘ MATTERS FOR DISCUSSION

‘ 13 Safety, Quality and Governance
13.1 | Update from the meeting of the Quality & Safety SWBAQS (8/13) 128 oD
Committee held on 20 September 2013, minutes from the
meeting held on 23 August 2013
LI, M 13.2 | Quality report SWBTB (9/13) 187 LP/
SWBTB (9/13) 187 (a) | RST
> Klebsiella infection briefing SWBTB (9/13) 188 LP
SWBTB (9/13) 188 (a)
> Readmissions update SWBTB (9/13) 189 RB
SWBTB (9/13) 189 (a)
13.3 | ‘Never Event’ briefing SWBTB (9/13) 190 KD
SWBTB (9/13) 190 (a)
-‘ 14 Finance & Performance Management
14.1 | Update from the meeting of the Finance & Performance SWBFC (8/13) 081 CRO
Management Committee held on 20 September 2013,
minutes from the meeting held on 23 August 2013
CYL1L W 14.2 | Monthly finance report — Month 5 SWBTB (9/13) 192 RW
SWBTB (9/13) 192(a)
14.3 | Update on plans to address Medicine Group’s financial SWBTB (9/13) 193 RB
position SWBTB (9/13) 193 (a)
LY 14.4 | Monthly performance monitoring report SWBTB (9/13) 194 RB
SWBTB (9/13) 194 (a)
‘ 15 Any other business Verbal All

16

Update on Trust’s planned response to the Francis Inquiry

SWBTB (9/13) 191
SWBTB (9/13) 191 (a)

-‘ MATTERS FOR INFORMATION

- E

Midland Metropolitan Hospital project: monitoring report

SWBTB (9/13) 195

18

Foundation Trust application programme: monitoring
report

SWBTB (9/13) 196
SWBTB (9/13) 196 (a)

19

NHS Performance Framework & FT Compliance Framework
report

SWBTB (9/13) 197
SWBTB (9/13) 197 (a)

20

Details of next meeting

The next public Trust Board will be held on 31 October 2013 at 1330h in the Boardroom, Sandwell Hospital

*PLEASE NOTE NEW TIMING *
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Sandwell and West Birmingham Hospitals m

NHS Trust
MINUTES
Trust Board (Public Session) — Version 0.2
Venue Anne Gibson Boardroom, City Hospital Date 29t August 2013
Present In Attendance
Mr Richard Samuda [Chair] Miss Kam Dhami
Dr Sarindar Sahota OBE Mrs Jessamy Kinghorn
Ms Olwen Dutton Mrs Chris Richards
Ms Clare Robinson Mr Bill Hodgetts [Healthwatch]
Mr Toby Lewis Mr Chris Archer [for Mr White]
Miss Rachel Overfield Dr Deva Situnayake [for Dr Stedman]

Miss Rachel Barlow

Secretariat

Mrs Lesley Broadway

Minutes Paper Reference
1 Apologies for absence Verbal
Apologies were received from Professor Richard Lilford, Mr Harjinder Kang, Mrs

Gianjeet Hunjan, Mr Robert White, Dr Roger Stedman and Mr Simon Grainger-

Payne.

2 Declaration of Interests Verbal

There had been no declarations of interest made since the last meeting and no
Board member declared an interest with any item on the agenda of the meeting.

3 Minutes of the previous meeting

SWBTB (7/13) 162

The minutes of the Trust Board meeting held on 25t July 2013 were presented for
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consideration and were approved as an accurate record of discussions held.

AGREEMENT: The minutes of the last meeting were approved.

4 Update on Actions arising from Previous Meetings

SWBTB (7/13) 162 (a)

4.1 Francis Report

The current position with regard to the Trusts action in respect of the Francis
report was discussed. It was noted that the presentation of the baseline
assessment against the recommendations within the Francis report to the Quality
& Safety Committee and Trust Board had been deferred until September. It was
further noted that the recently published Keogh and Berwick reports would also
need to be reviewed and action plans drawn up as appropriate. Ms Dutton
confirmed that the Keogh report was included on the agenda of the next meeting
of the Quality & Safety Committee. Mr Sharon highlighted that it was important
to reference the contents of the reports as part of the FT process. Ms Robinson
advised that the Francis report headlines were available on the TDA website.

4.2 Audit Committee

Mr Lewis drew attention to an assurance from the Director of Finance &
Performance Management that all outstanding actions had now been completed.

ACTION: Mr Grainger-Payne to arrange for consideration of Internal Audit
actions at the next meeting of the Audit & Risk Management
Committee
5 Chair’s Opening Comments and Chief Executive’s report SWBTB (8/13) 164

The Chairman provided a summary of the key activities in which he had been
involved since the Board had met in July. It was noted that the recent visit made
by Richard Douglas, Finance Director of the Department of Health, to The
Learning Works had been successful and he had been impressed with the work
being undertaken to the benefit of the local population. The work undertaken by
Mr Jim Pollitt in setting up the Learning Works and the Reconfiguration work
undertaken by Mrs Jayne Dunn had both been nominated for HSJ Awards.

The Chair had also met informally with Black Country chairs, had met with staff
from Imaging and Newton 1 and had met with Tom Storrow, Chair of Birmingham
Community Trust.

Mr Lewis asked the Board to receive and accept his written update. He
highlighted that there was now a clear linkage between the disbursement of Trust
finances and the risk register process. The Joint Consultation and Negotiating
Committee (JCNC) had agreed to focus on four areas of particular mutual concern;
namely reduction of substantially long-term sickness rates, ensuring that the Trust
offered the right support for flexible working of staff, development of better
models for policy implementation and ensuring that the Trust exceeded its
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equality duties as an employer.

A rolling-programme of monthly on-line staff surveys in each clinical group and
corporate directorates would be introduced in the near future to collate data on
how the Trust was performing. This would be reviewed after Christmas.
Arrangements were in hand to ensure that any staff that did not have access to
electronic communication were not excluded from the surveys. It was aimed to
achieve a 20%+ response rate.

In answer to a query from Ms Dutton, Mr Lewis advised that, although the North-
West Midlands pathology tendering exercise had been formally abandoned by
CCGS, discussions would continue with the CCGs and other hospitals within the
Black Country to ascertain whether there would be any value in forming a
partnership. An update report would be presented to Trust Board on the
outcome of these discussions when clarity was gained.

6 Questions from Members of the Public Verbal

There were no questions from members of the public.

7 Presentation of Nursing Staff Awards Presentation

Miss Overfield gave a background to the introduction of the Nursing with Pride
awards that had commenced in May 2013. The criteria for achieving the badges
(bronze, silver and gold) was explained following which a presentation was made
by the Chair to Ms Julie Romano (gold award) and to Ms Clare Garbett (silver
award). It was noted that two other members of the nursing staff had also
achieved the awards but were currently on leave. Miss Overfield reported that a
monthly Award Ceremony would be introduced and it was proposed to extend
the Nursing with Pride awards to include health visitors, midwives and therapists.
It was noted that a QUEST training system had also been launched in May 2013.

MATTERS FOR APPROVAL

8 Chair’s Action: Application of the Trust Seal to Church Lane Lease SWBTB (8/13) 165

Miss Overfield advised that the lease for the Church Lane industrial estate Unit 3
where the Trust’s transport service (general and PTS) was based, would expire on
10" June 2014. It was deemed favourable to negotiate a new lease agreement
for the same site. Trust Board approval was sought to affix the Trust’s seal to the
document.

AGREEMENT: The Trust Board agreed to the affixation of the Trust Seal on the
Church Lane lease

9 Performance Management Regime — Monthly Submission SWBTB (8/13) 167
SWBTB (8/13) 167 (a)

Mr Sharon presented the latest version of the Performance Management Regime
(PMR) submission for approval. It was noted that there was nothing significant to
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report or changes that had been made since the last meeting.

AGREEMENT: The Performance Management Regime monthly submission
was approved

11 Safety, Quality & Governance

11.1 Update from the meeting of the Quality & Safety Committee held on 23"
August 2013 and Minutes from the Meeting held on 19" July 2013

SWBQS (7/13) 113

Ms Dutton updated the Board on the key discussion points from the meeting of
the Quality & Safety Committee that had been held on 23" August 2013.

It was noted that the Committee had received a detailed update on the Trust’s
practice in respect of child protection duties. It had been highlighted that at
present the new IT system in ED did not have the functionality to be able to flag
when a patient presenting had been previously referred to social services and was
therefore potentially a safeguarding case (both child and adult). The Quality &
Safety Committee would continue to maintain a focus on this. Miss Overfield
advised that there was communication with schools regarding children at risk via
the Safeguarding Board. However, poor communication and the transfer of
information between organisations was the single most difficult issue to resolve.

It was noted that Miss Barlow would be presenting a paper regarding readmission
rates to the next Quality & Safety Committee meeting which would then be
presented to the full Board.

The positive report from the CQC following their recent visits had been well
received, however it was agreed that there remained a need to resolve issues of
consent.

ACTION: Miss Barlow to present a report regarding readmissions to the
next Quality & Safety Committee

11.2 Quality Report

SWBTB (8/13) 168
SWBTB (8/13) 168 (a)

The Board was asked to consider the Quality Report.

It was noted that the Q1 ward reviews had been included in the report (plus Q4
2012/13 for comparison). There remained concern across several wards
regarding resource management and this was being addressed via a more robust
use of e-rostering and BRAD (acuity tool). Many of the wards struggling with
resource management were wards that had been subject to several changes in
bed configuration and specialty mix over the past 12 months.

Dr Situnayake reported that compliance with the World Health Organisation
checklist was 99.8% across all patients which underwent surgery, an
improvement on previous months. It was possible that there would be a
fluctuation in the VTE risk assessments for the month of August in view of the
junior doctor changeover and changes in IT systems. The Trust’s 12-month
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cumulative HSMR remained below 100 and was lower than that of the SHA peer.

Ms Robinson highlighted that the patient safety walkabout had taken place and
had proved a worthwhile visit with positive feedback. It had been noted during
the visit that there were high window blinds and asked what arrangements were
in place for cleaning. Miss Overfield advised that the blinds were only cleaned
when ward were empty as cleaning them on an occupied ward was problematic.

With regard to complaints, Ms Robinson expressed the view that the information
provided within the themes/learning section was difficult to interpret and
understand. Mr Lewis advised that changes to the Quality Report style were
proposed and agreed that there would need to be some adjustment to
complaints reporting and that sample reporting would need to be meaningful.
Miss Dhami advised that detailed complaints reports were considered by the
Quality & Safety Committee.

The Patient Safety Committee had requested an assurance report and plan from
the T&O directorate in respect of the recent outbreak of Klebsiella deep joint
infection and an increase in surgical site infections. As this had been linked to
infection control and environmental concerns around Sandwell Theatres, an
assurance report and robust plan had been drawn up and the theatres had, at the
time, been closed by the DIPC for a mandatory sterenis deep clean and declutter.
Estates work was also planned for Sandwell Theatres during the Christmas
shutdown. There were no concerns in respect of the T&O wards. The Trust had
informed the Public Health Department about the Klebsiella outbreak and it was
likely that an unannounced visit by Public Health would take place in the
foreseeable future. In answer to a question from Mr Lewis, Miss Overfield
reported that regular audits were undertaken by the T&O directorate with
support from the microbiology team. T&O have been asked to present a report
to the Infection Control Committee.

Ms Robinson asked for an update in respect of nurse recruitment. Miss Overfield
reported that recruitment should be concluded by November/December 2013.
However she highlighted that there would be issues if there was a necessity to
open additional intermediate care beds both within and outside of the Trust as
this would cause a drain on local nurse availability. She recommended that there
would be a need to over recruit staff as per previous winter periods to cover such
eventualities.

Mrs Rickards reiterated the concerns that had been raised by Staff Side during
2012 about the proposals which had been put forward regarding the
establishment of a virtual ward to cover winter 2012 and hoped that similar
proposals were not being considered for the forthcoming winter 2013 period.

Mr Lewis confirmed that the Trust did not intend to issue zero-hour contracts.
However, he indicated that we would continue to recruit on a rolling basis,
nothwithstanding Staff Side concerns.
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12 CQC Reports

SWBTB (8/13) 170
SWBTB (8/13) 170 (a)
SWBTB (8/13) 170 (b)

The formal reports received from the Care Quality Commission (CQC) following
their unannounced inspections at Sandwell and City Hospitals in June 2013 were
received.

12 Finance & Performance Management

12.1 Update from the meeting of the Finance & Performance Management
Committee held on 23" August 2013 and Minutes of the Meeting held on
19" July 2013

SWBFC (7/13) 070

In Mr White’s absence, Mr Archer provided a summary of discussions held at the
meeting of the Finance & Performance Management Committee held on 23"
August 2013. He advised that the financial performance was reported to be
behind plan by £191k with the underlying position for the Medicine & Emergency
Care Clinical Group remaining a concern. There was an adverse position with
regard to non-pay spend which reflected expenditure associated with high cost
drugs, high cost pathology reagents, hotel services in the BTC and postage.

12.2 Monthly Finance Report — Month 4

SWBTB (8/13) 171
SWBTB (8/13) 171 (a)

Mr Archer reiterated that work was being undertaken to address the financial
deficit within the Medicine & Emergency Care Clinical Group which was mainly
linked to staffing and the high level of agency use.

A new system had been implemented within the Pathology Group to help resolve
the adverse position with regard to the non-pay spend on high cost pathology
reagents. However there were noted to be ‘teething problems’ in respect of the
charging mechanisms for consumables. Discussions were on-going with the
company that had provided the system.

It was reported that it had been hoped to reduce the high amount of expenditure
on postage through the use of electronic communications but this had not proved
as successful as hoped and was deteriorating partly due to the number of letters
being sent from the Trust to patients regarding the current data quality matter. It
was noted that the majority of post was sent by second class mail. Miss Barlow
reported that the TSO team had been asked to work with Health Informatics to
achieve a solution to reduce postage and the possibility of outsourcing was also
being considered. It was agreed that Miss Barlow should keep the Board updated
on this matter. Ms Dutton queried whether it was still a Department of Health
regulation that hard copies of letter should be sent. Mr Lewis agreed to progress
this query. Mr Hodgetts queried why it was no longer possible for patients to be
given their next appointment date when they attended outpatients. Dr
Situnayake advised that this procedure had changed due to the introduction of
the partial booking system. Patients were now sent an appointment once it was
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certain that clinic would proceed and that follow-ups were not cancelled. Mr
Lewis highlighted that the cost of postage was cheaper than the cost of DNAs.

Mr Lewis requested that the wider issue of turbulence/stability in non-pay should
be considered in detail at the next meeting of the Finance & Investment
Committee.

12.3 Plans to address the Medicine & Emergency Care Group’s Financial
Position

SWBTB (8/13) 172
SWBTB (8/13) 172 (a)

Miss Barlow presented an update on the financial position of the Medicine &
Emergency Care Clinical Group. The recovery plan was designed to tackle both
the existing overspend year to date and the projected deficit of £2.7m. Both
figures excluded the unidentified TSP of £1.1m, which the Trust level financial
plan provides for non-recurrent coverage in 2013-14.

Mr Lewis questioned why the forecast position was as large as cited, given that
the Month 4 overspend was considerably less than in prior months. Mr Archer
noted that that position included exceptional adjustments, and confirmed that he
agreed with the forecast presented in Miss Barlow’s paper.

Mr Lewis asked for confirmation that the income improvement cited was ‘real’
and would result in the Trust’s year end income being above the sum forecast in
the Month 4 report. Mr Archer agreed that some further work was needed in this
area, but accepted that this would be necessary for the improvement to be as
presented.

Ms Robinson raised concern that as part of the recovery plan process, the
Medicine Group had highlighted two areas where income would increase by the
introduction of correct capturing and charging and asked whether this could this
be a problem in other areas of the Trust. Mr Lewis confirmed that this would be
looked at as part of the LTFM process.

Ms Dutton asked whether consideration had been given to the quality and safety
impact of the proposals and asked for an assurance that the plans would not have
an adverse effect on quality and safety. Miss Barlow noted that the plan as set
out was not for approval and was subject to impact assessment in the usual
manner. However, she noted that the establishment plans were in line with prior
proposals accepted by the Board. The pace of change on outpatient
transformation was necessarily more rapid than previously.

Ms Dutton asked for wider views on the safety of reducing bank and agency posts.
Miss Overfield considered that the issue was a complex one. Though the
proposals were not new it was agreed that there was a need to see them in the
context of all the changes that had occurred within the Group over the past
couple of year. This included changes to bed plans, ward establishment reviews
and changes in leadership. As a result compliance with rostering and
establishment control, whilst generally good, needed some improvement. She
agreed that the Trust needed to identify expenditure on specialling and drew
attention to the latest updated acuity reviews.
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Mr Lewis advised that if investment was required for wards in year then it would
be necessary to put on hold some of the decisions made at the last Clinical
Leadership Executive, at which no leader had identified outstanding unconsidered
proposals. He suggested that he would review that position outside the meeting
and ensure that, in future, the timing of establishment reviews was, other than in
exceptional circumstances, congruent with the revised investment cycle.

It was noted that nursing vacancies were actively being recruited to and once the
majority were in post (expected November 2013) the use of expensive agency
staffing would cease. All use of agency HCA staff was reported to have ceased.
Miss Barlow agreed to revisit whether a rolling recruitment programme, to
vacancy levels anticipated, given turnover, was taking place.

Ms Dutton expressed the hope that the paper would contain a risk assessment
report when it returned to the Board for further discussion.

Mr Lewis reported that the paper did not describe anything that had been agreed
in the Trust’s Annual Plan; however this did not mean that Trust could not change
its stance. The biggest challenge would be the need to achieve £4.5 million
savings in 2014/15 (14-15 TSP target plus unmet 13-14 TSP) as quality, though not
safety, may be an issue that required detailed debate.

The risk assessment for these changes would be considered further and reported
to October’s Board meeting.

12.4 Monthly Performance Monitoring Report

SWBTB (8/13) 174
SWBTB (8/13) 174 (a)

It was noted that the percentage of stroke patients reported as receiving a CT
scan within 24 hours of presentation remained at less than 100% and that the
proportion of MRI scans reported within 24 hours had reduced during the month
of July to 70%. A detailed analysis of delays had been requested.

Mr Lewis queried why the Dementia (Find, Assess and Refer) CQUIN target was
currently failing. Miss Overfield reported that Mrs Talbot was investigating the
reasons for this and was continuing to raise awareness.

Mr Sharon advised that he would investigate the variances in the activity figures
that had been recorded.

ACTION: Miss Overfield to arrange for an update on performance against
the dementia CQUIN target to be presented at a future meeting
of the Quality & Safety Committee

12.5 Annual Planning Update

SWBTB (8/13) 174
SWBTB (8/13) 174 (a)

The report outlined progress against a list of actions included within the 2013/14
internal annual plan, focusing on those that were currently delayed and the
further action required to ensure completion. The Board was asked to consider
overall progress against delivery of the actions in the 2013/14 annual plan and
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consider the key risks to delivery and planned actions for the next quarter.

It was noted that there were two actions facing significant delay; namely
response to complaints and sickness absence. The RAG rating definitions were
discussed and clarified.

The background to new service models was explained.

Miss Robinson felt that the report made it difficult to ascertain clearly the
implications for the Trust. She felt that an extra column detailing risk assessment
should be included as it was important for the Board to be in receipt of all
relevant information. Mr Sharon felt that it might not be appropriate to set up a
separate risk management record outside of the Trust’s wider risk management
process. The Risk Register should be used to ensure that the Trust was kept up-
to-date of any failures to hit milestones.

Mr Lewis reported that the Annual Planning update for Quarter 2 would be
presented to the Board in October and that the format would be revisted in the
light of comments received.

13 Any Other Business

Verbal

There was none.

14 Farewells

The Chair wished to record the Trust Board’s appreciation for the work
undertaken by Miss Overfield and Mrs Kinghorn during their time at the Trust and
wished them every success in the future careers.

Matters for Information

The Board received the following for information:
e Midland Metropolitan Hospital Project: Monitoring Report
* Foundation Trust Application Programme: Monitoring Report

* NHS Performance Framework & FT Compliance Framework Report

Details of the next meeting

Verbal

The next public session of the Trust Board meeting was noted to be scheduled to
start at 1330h on 26" September 2013 and would be held in the Anne Gibson
Board Room, City Hospital.
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Name:

Date:



Members present:
In Attendance:
Apologies:

Secretariat:

Next Meeting: 26 September 2013, Anne Gibson Boardroom @ Sandwell Hospital

Sandwell and West Birmingham Hospitals NHS Trust - Trust Board

29 August 2013, Boardroom @ Sandwell Hospital

Mr R Samuda (RSM), Ms C Robinson (CR), Dr S Sahota (SS), Mr H Kang (HK), Ms O Dutton (OD), Mr T Lewis (TL), Mr M Sharon (MS), Miss R Overfield (RO), Miss R Barlow (RB)

Miss K Dhami (KD), Mrs J Kinghorn (JK), Mrs c Rickards (CR), Mr b Hodgetts (BH), Mr C Archer (CA), Dr D Situnayake (DS)

Prof R Lilford, Mr H Kang, Mrs G Hunjan, Mr R White, Dr R Stedman, Mr s Grainger-Payne

Mrs L Broadway

Last Updated: 20 September 2013

SWBTB (8/13) 180 (a)

Reference Item Paper Ref Date Action Assigned To Conl::;lte:wn Response Submitted Status
Trust’s initial
response to the Summary response included on the agenda of
report of the Mid Present the baseline assessment against the 26/04/2613|Trust Board meeting planned for 26 September
Staffordshire NHS recommendations within the ‘Francis’ report 30/06/2043(2013, however more detailed update deferred to
Foundation Trust  [SWBTB (2/13) 032 at the next meeting of the Quality & Safety 31/68/2613|a further meeting. Request renegotiation of
SWBTBACT.245 public inquiry SWBTB (2/13) 032 (a) 28-Feb-13 Committee and Trust Board KD 30/09/2013[delivery date for action.
Health Informatics
Services (HIS) —key .
decisions and SWBTB (7/13) 149 Provide a further update on the procurement Update not available for presentation. Request
SWBTBACT.262 timeline SWBTB (7/13) 149 (a) 25-Jul-13 of an EPR system in September 2013 FS 26/09/13|renegotiation of delivery date of action.
Present the position in terms of compliance
with the better payments code at a future Update not presented to Finance & Investment
Monthly finance SWBTB (7/13) 155 meeting of the Finance & Performance Committee in September. Request renegotiation
SWBTBACT.263 report—Month 3 |SWBTB (7/13) 155 (a) 25-Jul-13 Management Committee RW 20/09/13|of delivery date of action.
Update from the
Audit Committee
held on 9 May
2013, minutes of .
the meeting held Present an update on Internal Audit actions
on 14 February SWBAC (2/13) 020 still outstanding at the next Audit Committee 12/09/2013
SWBTBACT.260 2013 and SWBAC (5/13) 036 (a) 30-May-13 meeting SG-P 25/10/2013|Date change due to revised meeting schedule
SINGTe tenaer
action:
maintenance When single tender actions are made, the
contract for proposer is reminded to seek an undertaking ‘
Olympus video and Arrange for the Trust’s standard contract from the company that the best price is offered.
ultrasonic terms to be amended to include a warranty The formal contract documentation is being
SWBTBACT.256 endoscopes SWBTB (5/13) 085 30-May-13 related to best NHS UK price RW 30/09/13|reviewed however. ACTION NOT YET DUE.

Version 1.0

ACTIONS
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18 weeks 2013/14 Schedule a discussion about 18 weeks data .
and Data Quality  [SWBTB (6/13) 123 quality lessons learned onto the agenda of
SWBTBACT.261 review SWBTB (6/13) 123 (a) 27-Jun-13 the October 2013 meeting SG-P 31/10/13|ACTION NOT YET DUE
Update from the
meeting of the
Quality & Safety
Committee held on ‘
23rd August 2013
and Minutes from
the Meeting held Present a report regarding readmissions to
SWBTBACT.260 on 19th July 2013  |SWBQS (7/13) 113 29-Aug-13 the next Quality & Safety Committee RB 20/09/13|Presented as requested
Arrange for an update on performance ‘
Monthly against the dementia CQUIN target to be
Performance SWBTB (8/13) 174 presented at a future meeting of the Quality Discussed at the meeting of the Quality & Safety
SWBTBACT.261 Monitoring Report |SWBTB (8/13) 174 (a) 29-Aug-13 & Safety Committee RO 20/09/13|Committee on 20 September 2013

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.

=G

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

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

Action that has been completed since the last meeting

Version 1.0

ACTIONS
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Sandwell and West Birmingham Hospitals NHS

NHS Trust

REPORT TO THE PUBLIC TRUST BOARD

Chief Executive’s Report — September 2013

1. Our patients
The keyissues in our Board papers this month relate to safetyand to quality.

Building on discussions that have taken place at Quality and Safety and in the executive domain, we
have papers examining respectively:

a. our approach to substantially reducing unplanned readmissions to hospital b. ensuring that our
practices support eliminating avoidable infection c. examining the controls pursuant to the last three
years of Never events

Regrettably, that discussion takes place against the backdrop of our second Never event, which whilst
the error dates from December 2012, was formally identified in August 2013. The Group Director
accountable for plastic surgery will attend the Board meeting.

Encouragingly, we continue to see mortality review numbers rise. And our work to tackle MRSA
screening rates has seen our best ever results.

August, and so far in September, has also seen big improvements in performance on emergency care.
In practice that means keeping ambulance handover rapid, waits in emergency departments below
four hours, and making sure patients do not stay in our dedicated (doubled in size since last winter)
assessment wards for more than forty eight hours. The critical metric on the latter issue is how many
empty staffed beds we have at 21.00. Our modelling and experience is that, broadly, if we have 16
such beds empty, without placed ED patients in them, our night-time plans meet our ambitions and
standards. What is encouraging about August and September is that our City site is seeing days, and
indeed weeks, of delivery. In June, when we met the standard for the first time in a year, and July
when we almost did, we relied very heavily on exceptional performance at Sandwell. None of these
results suggest we are a sustainable success as yet: Hence our infection control improvements, and
extra beds, which come on line over the next four weeks. We are better placed to succeed than last
year.

It is disappointing that August saw us fell short of our local aim (achieved in the last three months) of
at least 95% VTE assessment. The commitment of our incoming trainee doctors is not in doubt and
we did change the computer arrangements with their arrival. This double-whammy has had some
effect. Daily and weekly data in September sees recovery to prior levels in most areas and our
determined effort to achieve 100% will continue until it is achieved. Patients will be safer when we
do.

During July and August over 60,000 letters have been issued to patients, dating back several years,
where we want to be certain that our records of care are accurate. This is a specific issue relating to

waiting time status for planned patients. | wish to place on record my own thanks to call-centre staff,
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managers and clinicians who have worked tirelessly on this look-back exercise. As expected a small
proportion of patients have contacted us to discuss concerns, which range from clinical to
communication issues. Each individual case is being handled expeditiously. Despite this work in
October we do have several thousand as yet unconcluded look-back cases and in line with the plan of
action proposed to the Board in spring 2013 we will record those patients on our waiting list until
such time as their status is confirmed. In almost every case we expect that conclusion to be reached
during October. Over the coming six months we have considerable work to do in a small minority of
specialties to cut waiting times. We need to bring the same focus to elective care as we now see
Trust-wide on emergency care.

2. Our colleagues

During September, we have started our monthly staff polling regime. Four clinical groups have
received the short survey. We will review with our workforce and organisational development the
progress of the programme: Your Voice. This work has active trade union support and has the
potential to provide a valuable data set about local team 'health'. The national annual staff survey is
also out NHS-wide this month, and in line with prior SWBH practice, we are adopted the sample size
nationally commended this year, having undertaken a whole staff survey last year. Results from the
sample will be available in early 2014.

In April we initiated work to make sure that our establishment (planned staffing) and vacancy
information was fit for purpose, and was routinely in use to manage our workforce, their and our
patient's safety. The Board has routinely seen such material for nurses and HCAs through the Quality
and Safety report. Initial results of this wider work were presented to the Clinical Leadership
Executive this month, with final results due in October. We could be very encouraged that
discrepancies between the various data sources were minimal. And that our vacancy level would
appear to be not more than 340 posts, from over 7,000, and may be closer to 200, of which most are
being actively marketed presently. This data, when linked to electronic rostering for future shifts,
should give us much greater local and corporate grip over staffing levels.

3. Our partners

We welcome the NHS mental health director, Louis Appleby, to the Trust on October 1st. This
reflects the continued profile and esteem of the RAID service, which supports our City-site wards and
ED. Commissioner discussions on the future of this service continue across the conurbation.
Meanwhile, our pilot project at Sandwell with the Black Country Partnership Trust commences later
in the autumn. Our focus on mental health provision is driven by the underlying health needs of
those we look after, and well established data on secondary causes of admission. We need to turn
attention now, with partners, to services for children and adolescents with mental health issues.

| am delighted to be able to confirm the commitment of both Birmingham City Council and Sandwell
Metropolitan District Council to a seven day pattern of social care delivery for emergency patients.
This will commence in October and will comprise, but not be limited to, social work support in each
A&E, routine access to social care funded beds regardless of the day of the week, and open access to
equipment stores across the conurbation at weekends. These are crucial steps to change care which
we have been working to put in place since April of this year. Their availability this winter will make a
difference to quality of care.
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4. Our regulators

| am pleased that the papers confirm that the completion of the two policy document where we
judged their absence was a technical concern, given the new regulatory regime, emergent since April
2013. On our draft returns to the Trust Development Authority this leaves non-compliance in three
categories: middle management capacity (to be discussed in October), constitution compliance on
elective care (target December 2013 for compliance), and the areas where no national framework of
evaluation has been published (which remain numerous).

5. ‘Hot Topics’ feedback

September's ongoing Hot Topic discussion for our teams focuses on how we will work when our
configuration changes in the future. For most staff, not later than 2018, they will be working across
multiple locations. The traditional NHS model for this is in-week travel. Given our award winning
experience in NHS reconfiguration, we believe that there are better ways to ensure quality of care,
continuity of expertise, and the development of strong multi-professional teams. We have asked
leaders to identify existing successful practices and to think through the steps needed now to be
ready for change over the next five years. This is of course part of a wider effort to think through the
"nothing to do with bricks and mortar" elements of the Midland Metropolitan Hospital. What we
suspect will come through strongly from the feedback, as it did very strongly at this month's
Consultant Staff Conference is the critical importance of IT-connectivity to make our ‘Right Care,
Right Here’ model a success.

Toby Lewis, Chief Executive — 20 September 2013
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Sandwell and West Birmingham Hospitals m

NHS Trust

TRUST BOARD

Maintenance of Digital Mammography Systems — Approval of
Waiver of Tendering Process

SPONSOR (EXECUTIVE DIRECTOR): | | Graham Seager, Director of Estates & New Hospital Project

DOCUMENT TITLE:

AUTHOR: Lawrence Barker, Medical Engineering Manager
DATE OF MEETING: 26 September 2013

oecmveswwar:

The Trust owns seven digital mammography systems and associated IT equipment. This represented a
major investment in new technology between 2010 & 2013 in excess of £3,000,000, equipping three
fixed rooms at BTC and four mobiles providing our screening service.

The maintenance contract for the equipment is due for renewal and the sole supplier of comprehensive
technical support, including remote diagnostics, software and hardware support, available on NHS
Supply Chain framework agreement is the original equipment manufacturer, Hologic.

The maintenance agreement has been pre-tendered via NHS Supply Chain, with costs held at 2012/13
prices.

| REPORT RECOMMENDATION: I

To seek approval for the waiver of tendering process for the renewal of the Hologic maintenance
agreement.

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

The receiving body is asked to receive, consider and:

Accept Approve the recommendation Discuss
X
| KEY AREAS OF IMPACT (indicate with  allthose thatapply):
Financial X | Environmental Communications & Media
Business and market share Legal & Policy Patient Experience
Clinical Equality and Diversity Workforce

Comments:

RISK REGISTERS, BAF, STANDARDS AND PERFORMANCE METRICS: I

| ALIGNMENT TO TRUST OBJECTIVES,
Safe, high quality care

| PREVIOUS CONSIDERATION: ‘

None
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Sandwell and West Birmingham Hospitals m

NHS Trust

MAINTENANCE OF DIGITAL MAMMOGRAPHY SYSTEMS - APPROVAL OF
WAIVER OF TENDERING PROCESS

Briefing paper to Trust Board — 26 September 2013

The Trust currently owns seven digital Mammography systems, three within the Breast
Screening Unit at BTC and four on mobiles as part of the national breast screening service.
All of the systems and their associated IT workstations are manufactured by Hologic. Over
£3 million was invested in digital breast screening technology between 2010 and 2013.

The maintenance contract for the equipment is due for renewal at month end and the sole
supplier of comprehensive technical support, including remote diagnostics, software and
hardware support, available on NHS Supply Chain framework agreement is the original
equipment manufacturer.

The maintenance agreement has been pre-tendered via NHS Supply Chain, with costs held
at the 2012/13 price. The total contract agreement is £110,580 + VAT

The Trust Board are asked to approve the waiver of tendering process for the renewal of the
maintenance agreement.

26 September 2013
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Sandwell and West Birmingham Hospitals m

NHS Trust

TRUST BOARD

DOCUMENT TITLE: Provider Management Regime Return

SPONSOR (EXECUTIVE DIRECTOR):

Mike Sharon, Director of Strategy & Organisational Development
& Kam Dhami, Director of Governance

AUTHOR:

Mike Harding, Head of Performance Management &
Simon Grainger-Payne, Trust Secretary

Board Statements.

Governance Risk Rating (RAG as per SOM guidance)

DATE OF MEETING: 26 September 2013

| EXECUTIVE SUMMARY:

The Provider Management Regime (PMR) return is to be submitted to the SHA on a monthly basis and comprises a
dashboard of performance against key quantifiable targets, together with a declaration of compliance against a series of

The organisational risk ratings as reported for August 2013 are as follows:

GREEN

Financial Risk Rating (Assign number as per SOM guidance)

3

| REPORT RECOMMENDATION:

| The Trust Board is asked to NOTE the report and its associated commentary.

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

The receiving body is asked to receive, consider and:

Accept Approve the Discuss
recommendation
| X
| KEY AREAS OF IMPACT (indicate with  allthose thatapply):

Financial X Environmental X Communications & Media X
Business and market share X Legal & Policy X Patient Experience X
Clinical X Equality and Diversity X Workforce X
Comments:

| ALIGNMENT TO TRUST OBJECTIVES, RISK REGISTERS, BAF, STANDARDS AND PERFORMANCE METRICS:
| The PMR covers performance against a number of the Trust’s objectives, standards and metrics

| PREVIOUS CONSIDERATION:

| Performance Management Committee.
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SELF-CERTIFICATION RETURNS

Organisation Name:

Sandwell & West Birmingham Hospitals NHS Trust

Monitoring Period:

August 2013

NHS Trust Over-sight self certification template

Returns to XXX by the last working day of each




NHS Trust Governance Declarations : 2013/14 In-Year Reporting

Sandwell & West Birmingham Hospitals NHS

Name of Organisation:
9 Trust

Period: August 2013

Organisational risk rating

Each organisation is required to calculate their risk score and RAG rate their current performance, in addition to providing comment with regard to any
contractual issues and compliance with CQC essential standards:

‘ Key Area for rating / comment by Provider ‘ Score / RAG rating*
Governance Risk Rating (RAG as per SOM guidance) G
Normalised YTD Financial Risk Rating (Assign number as per SOM guidance) 3

* Please type in R, AR, AG or G and assign a number for the FRR

Governance Declarations
Declaration 1 or declaration 2 reflects whether the Board believes the Trust is currently performing at a level compatible with FT authorisation.
Supporting detail is required where compliance cannot be confirmed.

Please complete sign one of the two declarations below. If you sign declaration 2, provide supporting detail using the form below. Signature may be either hand
written or electronic, you are required to print your name.

Governance declaration 1

The Board is sufficiently assured in its ability to declare conformity with all of the Clinical Quality, Finance and Governance elements of the Board Statements.

Signed by: Print Name:
on behalf of the Trust Board Acting in capacity as:

Signed by: Print Name:
on behalf of the Trust Board Acting in capacity as:

Governance declaration 2

At the current time, the board is yet to gain sufficient assurance to declare conformity with all of the Clinical Quality, Finance and Governance elements of the
Board Statements.

Signed by : Print Name : Toby Lewis
on behalf of the Trust Board Acting in capacity as: Chief Executive

Signed by : Print Name : Richard Samuda
on behalf of the Trust Board Acting in capacity as: Chairman

If Declaration 2 has been signed:

For each target/standard, where the board is declaring insufficient assurance please state the reason for being unable to sign the declaration, and explain
briefly what steps are being taken to resolve the issue. Please provide an appropriate level of detail.

Target/Standard:

The Issue :

Action :

Target/Standard:

The Issue :

Action :

Target/Standard:

The Issue :

Action :

Target/Standard:

The Issue :

Action :

Target/Standard:

The Issue :

Action :




Board Statements

dwell & West Birmingham Hospitals NHS 1

August 2013

For each statement, the Board is asked to confirm the following:

For CLINICAL QUALITY, that:

The Board is satisfied that, to the best of its knowledge and using its own processes and having had regard to the SOM's
Oversight Regime (supported by Care Quality Commission information, its own information on serious incidents, patterns
of complaints, and including any further metrics it chooses to adopt), the trust has, and will keep in place, effective
arrangements for the purpose of monitoring and continually improving the quality of healthcare provided to its patients.

Response

The board is satisfied that plans in place are sufficient to ensure ongoing compliance with the Care Quality Commission’s
registration requirements.

The board is satisfied that processes and procedures are in place to ensure all medical practitioners providing care on
behalf of the trust have met the relevant registration and revalidation requirements.

4

For FINANCE, that:

The board anticipates that the trust will continue to maintain a financial risk rating of at least 3 over the next 12 months.

Response

5

The board is satisfied that the trust shall at all times remain a going concern, as defined by relevant accounting standards
in force from time to time.

6

For GOVERNANCE, that:

The board will ensure that the trust at all times has regard to the NHS Constitution.

Response

All current key risks have been identified (raised either internally or by external audit and assessment bodies) and
addressed — or there are appropriate action plans in place to address the issues — in a timely manner

The board has considered all likely future risks and has reviewed appropriate evidence regarding the level of severity,
likelihood of occurrence and the plans for mitigation of these risks.

The necessary planning, performance management and corporate and clinical risk management processes and
mitigation plans are in place to deliver the annual plan, including that all audit committee recommendations accepted by
the board are implemented satisfactorily.

10

An Annual Governance Statement is in place, and the trust is compliant with the risk management and assurance
framework requirements that support the Statement pursuant to the most up to date guidance from HM Treasury
(www.hm-treasury.gov.uk).

11

The board is satisfied that plans in place are sufficient to ensure ongoing compliance with all existing targets (after the
application of thresholds) as set out in the Governance Risk Rating; and a commitment to comply with all commissioned
targets going forward.

12

The trust has achieved a minimum of Level 2 performance against the requirements of the Information Governance
Toolkit.

13

The board will ensure that the trust will at all times operate effectively. This includes maintaining its register of interests,
ensuring that there are no material conflicts of interest in the board of directors; and that all board positions are filled, or
plans are in place to fill any vacancies, and that any elections to the shadow board of governors are held in accordance
with the election rules.

14

The board is satisfied that all executive and non-executive directors have the appropriate qualifications, experience and
skills to discharge their functions effectively, including setting strategy, monitoring and managing performance and risks,
and ensuring management capacity and capability.

15

The board is satisfied that: the management team has the capacity, capability and experience necessary to deliver the
annual plan; and the management structure in place is adequate to deliver the annual plan.

CEO

Signed on behalf of the Trust: Print name

Chair




QUALITY

Information to inform the discussion meeting

Sandwell & West Birmingham Hospitals NHS Trust

Insert Performance in Month

Refresh Data for new Month

MMMMEHMM My m i m

SHMI data relates to period May 2012 - April 2013 which is
1 [SHMI - latest data Score 96.0 96.3 95.3 94.2 95.6 94.9 94.4 94.2 94.3 95.5 95.9 99.2 the most recent period for which data is available (source
HED).
p Y [ Ui e el (V1) % 91.0 915 917 || 902 || 915 || 910 || 861 90.8 925 95.3 95.9 94.4
Screening
Data reported is screens not matched with patients. Screens
3a |Elective MRSA Screening % 38.7 104.6 96.2 112.0 130.9 193.6 138.9 196.6 173.2 196.9 249.9 217.1 matched to patients for the month is 75.9%.
Data reported is screens not matched with patients. Screens
3b |Non Elective MRSA Screening % 66.1 66.0 78.6 78.4 80.7 823 76.8 79.2 82.2 813 84.1 87.1 matched to patients for the month is 77.3%.
4 Single Sex Accommodation NOmEer 0 0 0 0 0 0 0 161 114 2 0 0
Breaches
This includes any ward closures, grade 3 or 4 pressure sores,
Open Serious Incidents Requiring serious injuries following fractures and infection control
5 Investigation (SIRI) flupbey 2 3 ! 2 0 4 2 5 S 8 n 8 issues. This includes 2 of which were downgraded following
review.
6 |'Never Events" occurring in month | Number 1 0 0 0 0 0 0 0 0 1 0 1 Wrong site surgery
| 7 ICQC Conditions or Warning Notices |Number| | 0 “ 0 0 | 0 || 0 I | 0 “ 0 I | 0 | | 0 | 0 | 0 0
2 lerts. Spinal / Epi | | i
8 Open Central Alert System (CAS) N 10 3 5 4 3 10 10 5 5 3 6 6 overdue open alerts Splné / Epidural needles remain a
Alerts manufacturing problem.
i A - Midwif ff Sicki Al 4.99
9 RED rated areas on your maternity N 3 2 4 4 ) ) 3 2 3 1 ) 2 ugust Id\A(I ery Staff Sickness Absence (4.9%) anld
dashboard? Neonatal Mortality Rate - 0 to 28 days (3.9 / 1000 babies).
10 Falls resulting in severe injury or Nl 6 0 2 2 1 2 2 3 2 5 0 0
death
There were 2 avoidable Grade 3 pressure ulcers and 2
11 |Grade 3 or 4 pressure ulcers Number 3 1 1 6 1 2 2 2 1 1 1 2 unavoidable Grade 3 pressure ulcers reported during
August.
Compliance was 99.2% in August (2889 records compliant of
o ) ; . 2912 Al Lo .
12 100% f:ompllance with WHO surgical YN No No No No No No No No No No No No 912 total). All list and individual checklists alte checked for
checklist completeness by staff at the end of the session and then
entered onto a database.
| 13 IFormaI complaints received |Number| | 56 “ 62 68 | 38 || 60 | | 70 || 57 | | 63 | | 59 | 50 | 60 75
o -
14 |Agency as a % of Employee Benefit | 18 23 245 || 291 || 262 || 457 || 641 4.29 4.28 26 371 3.27
Expenditure
| 15 |Sickness absence rate | % | | 4.18 || 451 4.47 | 4.58 || 4.86 | | 4.42 || 4.55 | | 4.36 | | 4.01 | 3.94 | 3.99 3.97
@ TR, FRET These figures indicate the percentage of Consultant
onsultants which, at their las K . X
16 |appraisal, had fully completed their | % 84 83 87 86 88 81 77 77 78 77 81 81 Afp”ra'sa's that Wle'e ;"mp'etes, ar: that time without
previous years PDP reference to completed PDPs which are seen as a more
dynamic document.




FINANCIAL RISK RATING Sandwell & West Birmingham Hospitals NHS

Trust
Reported Normalised

Risk Ratings

Position Position*

Forecast | Year to | Forecast

Criteria Indicator Outturn Outturn Board Action
Underlying . o
performance EBITDA margin % 25% 11| 9 5 1] <
ARl EBITDA achieved % 10% |[100| 85 | 70 | 50 |<50
of plan
Net return after financing % 20% >3] 2 |-05]| -5 |<-5
Financial
efficiency I&E surplus margin % 20% 3|21 ]-2]<2
Liquidity Liquid ratio days 259, 60 | 251 15 | 10 |<10 Includes effect of assumed working capital facility.
| Weighted Average | 100% | |

| Overriding rules |

| Overall rating |

Overriding Rules :

Max Rating Rule
3 Plan not submitted on time
3 Plan not submitted complete and correct
2 PDC dividend not paid in full
2 Unplanned breach of the PBC
2 One Financial Criterion at "1"
3 One Financial Criterion at "2"
1 Two Financial Criteria at "1"
2 Two Financial Criteria at "2"

* Trust should detail the normalising adjustments made to calculate this rating within the comments box.



FINANCIAL RISK TRIGGERS

Sandwell & West Birmingham Hospitals

NHS Trust
Historic Data Current Data
o Qtr to Qtr to .

1 Unplanned decrease in EBITDA margin in two

consecutive quarters

Quarterly self-certification by trust that the normalised
2 |[financial risk rating (FRR) may be less than 3 in the next

12 months
3 Working capital facility (WCF) agreement includes default N/a N/a N/a N/a N/a N/a N/a

clause

Debtors > 90 days past due account for more than 5% of Outstanding debtors include overseas patients where the debt
4 total debtor balances continues to be pursued but is fully provided for.
5 Creditors > 90 days past due account for more than 5% of

total creditor balances
6 Two or more changes in Finance Director in a twelve

month period
7 Interim Finance Director in place over more than one

quarter end
8 Quarter end cash balance <10 days of operating

expenses

: . . Trust is on track in relation to its internal plan following review

9 |Capital expenditure < 75% of plan for the year to date of detailed programmes.
10 |Yet to identify two years of detailed CIP schemes




GOVERNANCE RISK RATINGS

See ‘Notes' for further detail of each of the below indicators

Sub Sections

‘ Sandwell & West Birmingham Hospitals NHS Trust ‘

Historic Data Current Data
Qtr to I Qtr to I

Dec-12 Mar-13

Qtr to

Jun-13 Jul13 I Aug-13 I Sep-13

Refresh GRR for New Quarter

RAG RATING :

|AMBEHIGHEEN = Score greater than or equal to 1, but less than 2

|AMBER / RED = Score greater than or equal to 2, but less than 4

Referral to treatment
1a Data completeness: Community services Referral i
%) comprising:
@° Treatment activity information
c
_g 1b Data completeness, community services: Patient identifer information
© (may be introduced later) Patients dying at home / care home
£
W | 1c |Data completeness: identifiers MHMDS | N/a || N/a [
1c E:ﬁ(z; ;;J\mpleleness: outcomes for patients 50% 0.5
==
From point of referral to treatment in ; o
" 1.
o | 22 |agaronate (RTT) - acmited Maxdmum time of 18 weeks| ~ 90% 0
o F—
c . .
[ From point of referral to treatment in Mai i1 95% 1.0
2 aggregate (RTT)  non-admitied laximum time of 18 weeks o K
o
ﬁ From point of referral to treatment in
+— | 2c |aggregate (RTT) - patients on an Maximum time of 18 weeks 92% 1.0
s i pathway
o
© Certification against compliance with
Q. | ,4 |requirements regarding access to N/A 05
healthcare for people with a learning
Jisabily,
All cancers: 31-day wattfor second or Surgery|  94% July 2013 performance confirmed from
3a | N treatment. i Anti cancer drug treatments 98% 1.0 National Cancer Waiting Times system
" Radiotherapy 94% report. August performance projected.
From urgent GP "ie”a' ol g5, July 2013 performance confirmed from
3b | All cancers: 62-day wait for first treatment: From NS E!ZZZ? ch;:;frz 1.0 National Cancer Waiting Times system
Service referral %0% report. August performance projected.
All Cancers: 31-day wait from diagnosis to 0, ‘JUIY 2013 performan_c_e cor_]iirmed from
3¢ |first reatment 96% 05 National Cancer Waiting Times system
report. August performance projected.
Cancer: 2 week wait from referral to date [ all urgent referrals]  93% | July 2013 performance confirmed from
3d first seen, comprising: | for symptomatic breast pauentsl 93% l 0.5 National Cancer Waiting Times _system
! (cancer not initially ° report. August proj X
A&E: From arrival to . ™ 0,
1.4
_é’ 3e admission/transfer/discharae | Maximum waiting time of four hours 95% ‘ 0 |
§ ) Receiving follow-up contact within 7] g0,
AE Care Pn_:gramme Approach (CPA) patients, days of discharae 1.0 N/a N/a N/a N/a N/a N/a N/a
comprising: Having formal review| o
95%
within 12 months
‘“)’:"C‘gf‘"g mental heatth delayed transfers | | <75% [ 1.0 ‘ l N/a | l N/a N/a Nia | N/a | | N/a || N/a l |
Admissions to inpatients services had
3h |access to Crisis Resolution/Home 95% 1.0 N/a N/a N/a N/a N/a N/a N/a
Treatment teams
3j |Meeting commitment to serve new 95% 05 N/a N/a N/a Nia Nia N/a Nia
psychosis cases by early intervention teams
5 | CategoryAcal response | Redt] 80% | 05 |[ wa |[ Na Nia Na |[ wa ][ Na [ Na
within 8 minutes | Red2| 75% | 05 || Na |[ Na Nia Na |[ Na |[ wa |[ Na
ak | Category A oal~ ambulance vehicle arrves 9% | 10 Nia Nia Nia Na || Na Nia N/a
Is the Trust below the de minimus 12
4a Clostridium Difficile Enter 1.0
Is the Trust below the YTD ceiling| contractual
ceiling
Is the Trust below the de minimus 6
4b MRSA Enter 1.0 There was 1 case of post 48 hour MRSA
Is the Trust below the YTD ceiling| contractual Bacteraemia (contaminant) reported during
>, ceiling April.
@ CQC Registration
‘T Non-Compliance with CQC Essential
2} A |Standards resulting in a Major Impact on 0 20
Patients
B Non-Compliance with CQC Essential 0 4.0
Standards resulting in Enforcement Action i
NHS Litigation Authority — Failure to
c maintain, or certify a minimum published 0 20
CNST level of 1.0 or have in place B
appropriate alternative arrangements
TOTAL



GOVERNANCE RISK RATINGS Sandwell & West Birmingham Hospitals NHS Trust

Refresh GRR for New Quarter

See 'Notes' for further detail of each of the below indicators Historic Data Current Data

Overriding Rules - Nature and Duration of Override at SHA's Discretion

Greater than six cases in the year to date, and breaches the

i) [Meeting the MRSA Objective cumulative year-to-date trajectory for three successive quarters

Greater than 12 cases in the year o date, and either:
Breaches the cumulative year-to-date trajectory for three.

ii) |Meeting the C-Diff Objective

q
Reports important or signficant outbreaks of C.difficile, as
defined by the Health Protection Agency.

Breaches:

The admitted patients 18 weeks waiting time measure for a
third ive quarte

RTT Waiting Times The non-admitted patients 18 weeks waiting time measure for a
third successive quarter

The incomplete pathway 18 weeks waiting time measure for a
third successive quarter

Fails to meet the ASE target twice in any two quarters over a 12-
A&E Clinical Quality Indicator month period and fails the indicator in a quarter during the
subsequent nine-month period or the full year.

=z

Breaches either:

the 31-day cancer waiting time target for a third successive
v) |Cancer Wait Times quarter

the 62-day cancer waiting time target for a third successive
quarter

Breaches either:
the category A 8-minute response time target for a third
successive quarter

Ambulance Response Times the category A 19-minute response time target for a third
successive quarter

s

either Red 1 or Red 2 targets for a third successive quarter

Fails to maintain the threshold for data for:

referral to treatment information for a third successive quarter;

Vil

Community Services data 1 N N N N
service referral information for a third successive quarter, or;

treatment activity information for a third successive quarter

vii) |Any other Indicator weighted 1.0 Breaches the indicator for three successive quarters. ‘

Adjusted Governance Risk Rating 2.0 1.0 1.0 1.0
AR AG AG AG G G G




CONTRACTUAL DATA

Information to inform the discussion meeting

Sandwell & West Birmingham
Hospitals NHS Trust

Insert "Yes" / "No" Assessment for the Month

Refresh Data for new Quarter

0 Data Current Data
| 1 |Are the prior year contracts® closed? | Yes ” Yes | Yes Yes “ Yes ” ” | |
2 A_re all current year contracts* agreed and Yes Yes Yes Yes Yes
signed?
Has the Trust received income support outside
3 of the NHS standard contract e.g. No No No No No
transformational support?
Are both the NHS Trust and commissioner
4 fulfilling the terms of the contract? Yes Yes Yes Yes Yes
5 Are there any disputes over the terms of the No No No No No
contract?
6 Might _the .dlspute require third party intervention No No No No No
or arbitration?
7 Are the parties already in arbitration? No No No No No
Notices to date relate to performance
: . during May - RTT Performance in specific
8 Have any performance notices been issued? Yes Yes Yes No No specialties and Mixed Sex Accommodation
Breaches.
9 |Have any penalties been applied? || Yes || Yes | Yes Yes || Yes || || |

*All contracts which represent more than 25% of the Trust's operating revenue.



TFA Progress ‘ Sandwell & West Birmingham Hospitals NHS Trust ‘

Sep-13 ‘ Select the Performance from the drop-down list ‘

TFA Milestone (All including those delivered) Milestone Due or Delivered Future Milestones Board Action
Date lestones

1 |Draft IBP and LTFM submitted Aug-11 ‘ ‘ Fully achieved in time ‘ ‘ ‘ ‘ ‘
2 |Assess and challenge IBP/LTFM ‘ Sep-11 ‘ ‘ Fully achieved in time ‘ ‘ ‘ ’ ’
‘ 3 [HDD stage 1 ‘ Dec-11 ‘ ‘ Fully achieved in time ‘ ‘ ‘ ‘ ‘
4 |8 week public engagement completed ’ Mar-12 ‘ ‘ Fully achieved in time ‘ ‘ ‘ ’ ’
‘ 5 [First cut Quality Governance self-assessment ‘ May-12 ‘ ‘ Fully achieved in time ‘ ‘ ‘ ‘ ‘
6 |BGAF process ’ Sep-12 ‘ ‘ Fully achieved in time ‘ ‘ ‘ ’ ’
7 |Submit IBP/LTFM to SHA for review ‘ Sep-12 ‘ ‘ Fully achieved in time ‘ ‘ ‘ ‘ ‘
‘ 8 |Final cut Quality Governance self-assessment ‘ Sep-12 ‘ ‘ Fully achieved in time ‘ ‘ ‘ ‘ ‘
‘ 9 I ission of key FT application ion for review ‘ Sep-12 ‘ ‘ Fully achieved in time ‘ ‘ ‘ ‘ ‘
‘ 10 |External validation of final Quality Governance sef-assessment ’ Oct-12 ‘ ‘ Fully achieved in time ‘ ‘ ‘ ’ ’
‘ 11 ‘FI’ readiness review with SHA ‘ Oct-12 ‘ ‘ Fully achieved in time ‘ ‘ ‘ ‘ ‘
‘ 12 |Final IBP/LTFM - SHA submission | Nov-12 ‘ ’ Fully achieved but late ‘ ‘ ?f;e;?‘e‘::‘ni:é not to submit at this stage pending further discussion on
‘ 13 |BGAF validation ‘ Nov-12 ‘ ‘ Fully achieved in time ‘ ‘ ‘ ‘ ‘
‘ 14 |Board able to certify compliance with IG toolkit | Dec-12 ‘ ’ Fully achieved but late ‘ ‘ ‘ ‘ ’
‘ 15 |SHA approval review ‘ Dec-12 ‘ ‘ Fully achieved but late ‘ ‘ Agreed with SHA pending further discussion on TFA milestones ‘
‘ 16 |HDD Stage 2 | Dec-12 ‘ ‘ Fully achieved in time ‘ ‘ ‘ ‘ ’
‘ 17 |SHA FT quality assessment ‘ Jan-13 ‘ - ‘ /;g”r;et:;:veth SHA to delay at this stage pending further discussion on TFA ‘
‘ 18 |Final e leyaEET fon 1o SHA | @ ‘ - ‘ :\ng”r:set:r\:/e\:h SHA to delay at this stage pending further discussion on TFA ’
‘ 19 |Final SHA Board to Board ‘ Feb13 ‘ - ‘ Ag.reed with SHA to delay at this stage pending further discussion on TFA ‘
milestones
‘ 20 |Submission of FT application to DH | Mar-13 ‘ - ‘ :\ng”r:setc;r\:/e\:h SHA to delay at this stage pending further discussion on TFA ’
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Notes

Ref Indicat Details

The SHA will not utilise a general rounding principle when considering compliance with these targets and standards, e.g. a performance of 94.5% will be considered as failing to
Thresholds |achieve a 95% target. However, exceptional cases may be considered on an individual basis, taking into account issues such as low activity or thresholds that have little or no tolerance
against the target, e.g. those set between 99-100%.

Data completeness levels for trusts commissioned to provide community services, using Community Information Data Set (CIDS) definitions, to
consist of:

- Referral to treatment times — consultant-led treatment in hospitals and Allied Healthcare Professional-led treatments in the community;

- Community treatment activity — referrals; and

- Community treatment activity — care contact activity.

Data
1 Completeness: . . . . . y . .
a Community While fallure aga!nst any threshold will score 1.0, the overall impact will be capped at 1.0. Failure of the same measure for three quarters will
" result in a red-rating.
Services
Numerator:
all data in the denominator actually captured by the trust electronically (not solely CIDS-specified systems).
Denominator:
all activity data required by CIDS.
1b Data The inclusion of this data collection in addition to Monitor's indicators (until the Compliance Framework is changed) is in order for the SHA to track
Completeness the Trust's action plan to produce such data.
Community
Services (further |This data excludes a weighting, and therefore does not currently impact on the Trust's governance risk rating.
data):
1c Mental Health Patient identity data completeness metrics (from MHMDS) to consist of:
MDS - NHS number;
- Date of birth;
- Postcode (normal residence);
- Current gender;
- Registered General Medical Practice organisation code; and
- Commissioner organisation code.
Numerator:
count of valid entries for each data item above.
(For details of how data items are classified as VALID please refer to the data quality constructions available on the Information Centre’s website:
www.ic.nhs.uk/services/mhmds/dq)
Denominator:
total number of entries.
1d Mental Health: Outcomes for patients on Care Programme Approach:
CPA « Employment status:

Numerator:

the number of adults in the denominator whose employment status is known at the time of their most recent assessment, formal review or other
multi-disciplinary care planning meeting, in a financial year. Include only those whose assessments or reviews were carried out during the
reference period. The reference period is the last 12 months working back from the end of the reported month.

Denominator:

the total number of adults (aged 18-69) who have received secondary mental health services and who were on the CPA at any point during the
reported month.

« Accommodation status:

Numerator:

the number of adults in the denominator whose accommodation status (i.e. settled or non-settied accommodation) is known at the time of their
most recent assessment, formal review or other multi-disciplinary care planning meeting. Include only those whose assessments or reviews were
carried out during the reference period. The reference period is the last 12 months working back from the end of the reported month.
Denominator:

the total number of adults (aged 18-69) who have received secondary mental health services and who were on the CPA at any point during the
reported month.

« Having a Health of the Nation Outcome Scales (HONOS) assessment in the past 12 months:

Numerator:

The number of adults in the denominator who have had at least one HONOS assessment in the past 12 months.

Denominator:

The total number of adults who have received secondary mental health services and who were on the CPA during the reference period.

Performance is measured on an aggregate (rather than specialty) basis and trusts are required to meet the threshold on a monthly basis.
Consequently, any failure in one month is considered to be a quarterly failure. Failure in any month of a quarter following two quarters’ failure of
the same measure represents a third successive quarter failure and should be reported via the exception reporting process.

Will apply to consultant-led admitted, non-admitted and incomplete pathways provided. While failure against any threshold will score 1.0, the
2a-c RTT overall impact will be capped at 2.0. The measures apply to acute patients whether in an acute or community setting. Where a trust with existing
acute facilities acquires a community hospital, performance will be assessed on a combined basis.

The SHA will take account of breaches of the referral to treatment target in 2011/12 when considering consecutive failures of the referral to
treatment target in 2012/13. For example, if a trust fails the 2011/12 admitted patients target at quarter 4 and the 2012/13 admitted patients target
in quarters 1 and 2, it will be considered to have breached for three quarters in a row.

2d Learning Meeting the six criteria for meeting the needs of people with a learning disability, based on recommendations set out in Healthcare for All (DH,
Disabilities: 2008):
Access to a) Does the trust have a mechanism in place to identify and flag patients with learning disabilities and protocols that ensure that pathways of care
healthcare are reasonably adjusted to meet the health needs of these patients?

b) Does the trust provide readily available and comprehensible information to patients with learning disabilities about the following criteria:

- treatment options;

- complaints procedures; and

- appointments?

c) Does the trust have protocols in place to provide suitable support for family carers who support patients with learning disabilities?

d) Does the trust have protocols in place to routinely include training on providing healthcare to patients with learning disabilities for all staff?
e) Does the trust have protocols in place to encourage representation of people with learning disabilities and their family carers?

f) Does the trust have protocols in place to regularly audit its practices for patients with learning disabilities and to demonstrate the findings in
routine public reports?

Note: trust boards are required to certify that their trusts meet requirements a) to f) above at the annual plan stage and in each month. Failure to
do so will result in the application of the service performance score for this indicator.

Cancer:

31 day wait 31-day wait: measured from cancer treatment period start date to treatment start date. Failure against any threshold represents a failure against

the overall target. The target will not apply to trusts having five cases or less in a quarter. The SHA will not score trusts failing individual cancer
thresholds but only reporting a single patient breach over the quarter.. Will apply to any community providers providing the specific cancer
treatment pathways

3a

62-day wait: measured from day of receipt of referral to treatment start date. This includes referrals from screening service and other consultants.
Failure against either threshold represents a failure against the overall target. The target will not apply to trusts having five cases or less in a
quarter. The SHA will not score trusts failing individual cancer thresholds but only reporting a single patient breach over the quarter. Will apply to
any community providers providing the specific cancer treatment pathways.

. National guidance states that for patients referred from one provider to another, breaches of this target are automatically shared and treated on a
3b Cancer: , 50:50 basis. These breaches may be reallocated in full back to the referring organisation(s) provided the SHA receive evidence of written
62 day wait agreement to do so between the relevant providers (signed by both Chief Executives) in place at the time the trust makes its monthly declaration
to the SHA.

In the absence of any locally-agreed contractual arrangements, the SHA encourages trusts to work with other providers to reach a local system-
wide agreement on the allocation of cancer target breaches to ensure that patients are treated in a timely manner. Once an agreement of this
nature has been reached, the SHA will consider applying the terms of the agreement to trusts party to the arrangement.

Measured from decision to treat to first definitive treatment. The target will not apply to trusts having five cases or fewer in a quarter. The SHA will
3c Cancer not score trusts failing individual cancer thresholds but only reporting a single patient breach over the quarter. Will apply to any community
providers providing the specific cancer treatment pathways.




Notes

Ref

3d Cancer

Details
Measured from day of receipt of referral — existing standard (includes referrals from general dental practitioners and any primary care
professional).Failure against either threshold represents a failure against the overall target. The target will not apply to trusts having five cases or
fewer in a quarter. The SHA will not score trusts failing individual cancer thresholds but only reporting a single patient breach over the quarter. Will
apply to any community providers providing the specific cancer treatment pathways.

Specific guidance and documentation concerning cancer waiting targets can be found at:
http://nww.connectingforhealth.nhs.uk/nhais/cancerwaiting/documentation

‘ 3e ‘A&E

Waiting time is assessed on a site basis: no activity from off-site partner organisations should be included. The 4-hour waiting time indicator will
apply to minor injury units/walk in centres.

3f Mental

7-day follow up:

Numerator:

the number of people under adult mental iliness specialties on CPA who were followed up (either by face-to-face contact or by phone discussion)
within seven days of discharge from psychiatric inpatient care.

Denominator:

the total number of people under adult mental iliness specialties on CPA who were discharged from psychiatric inpatient care.

All patients discharged to their place of residence, care home, residential accommodation, or to non-psychiatric care must be followed up within
seven days of discharge. Where a patient has been transferred to prison, contact should be made via the prison in-reach team.

Exemptions from both the numerator and the denominator of the indicator include:
- patients who die within seven days of discharge;

- where legal precedence has forced the removal of a patient from the country; or
- patients discharged to another NHS psychiatric inpatient ward.

For 12 month review (from Mental Health Minimum Data Set):

Numerator:

the number of adults in the denominator who have had at least one formal review in the last 12 months.

Denominator:

the total number of adults who have received secondary mental health services during the reporting period (month) who had spent at least 12
months on CPA (by the end of the reporting period OR when their time on CPA ended).

For full details of the changes to the CPA process, please see the implementation guidance Refocusing the Care Programme Approach on the
Department of Health’s website.

3g Mental Health:
DTOC

Numerator:

the number of non-acute patients (aged 18 and over on admission) per day under consultant and non-consultant-led care whose transfer of care
was delayed during the month. For example, one patient delayed for five days counts as five.

Denominator:

the total number of occupied bed days (consultant-led and non-consultant-led) during the month.

Delayed transfers of care attributable to social care services are included.

3h Mental Health: I/P
and CRHT

This indicator applies only to admissions to the foundation trust's mental health psychiatric inpatient care. The following cases can be excluded:
- planned admissions for psychiatric care from specialist units;

- internal transfers of service users between wards in a trust and transfers from other trusts;

- patients recalled on Community Treatment Orders; or

- patients on leave under Section 17 of the Mental Health Act 1983.

The indicator applies to users of working age (16-65) only, unless otherwise contracted. An admission has been gate-kept by a crisis resolution
team if they have assessed the service user before admission and if they were involved in the decision-making process, which resulted in
admission.

For full details of the features of gate-keeping, please see Guidance Statement on Fidelity and Best Practice for Crisis Services on the
Department of Health’s website. As set out in this guidance, the crisis resolution home treatment team should:

a) provide a mobile 24 hour, seven days a week response to requests for assessments;

b) be actively involved in all requests for admission: for the avoidance of doubt, ‘actively involved’ requires face-to-face contact unless it can be
demonstrated that face-to-face contact was not appropriate or possible. For each case where face-to-face contact is deemed inappropriate, a
declaration that the face-to-face contact was not the most appropriate action from a clinical perspective will be required;

c) be notified of all pending Mental Health Act assessments;

d) be assessing all these cases before admission happens; and

e) be central to the decision making process in conjunction with the rest of the multidisciplinary team.

Mental Health

Monthly performance against commissioner contract. Threshold represents a minimum level of performance against contract performance,
rounded down.

Ambulance
CatA

3jk

For patients with immediately life-threatening conditions.

The Operating Framework for 2012-13 requires all Ambulance Trusts to reach 75 per cent of urgent cases, Category A patients, within 8 minutes.
From 1 June 2012, Category A cases will be split into Red 1 and Red 2 calls:

. Red 1 calls are patients who are suffering cardiac arrest, are unconscious or who have stopped breathing.

. Red 2 calls are serious cases, but are not ones where up to 60 additional seconds will affect a patient's outcome, for example diabetic
episodes and fits.

Ambulance Trusts will be required to improve their performance to show they can reach 80 per cent of Red 1 calls within 8 minutes by April 2013.

4a C.Diff

Will apply to any inpatient facility with a centrally set C. difficile objective. Where a trust with existing acute facilities acquires a community
hospital, the combined objective will be an aggregate of the two organisations’ separate objectives. Both avoidable and unavoidable cases of C.
difficile will be taken into account for regulatory purposes.

Where there is no objective (i.e. if a mental health trust without a C. difficile objective acquires a community provider without an allocated C.
difficile objective) we will not apply a C. difficile score to the trust's governance risk rating.

Monitor’s annual de minimis limit for cases of C. difficile is set at 12. However, Monitor may consider scoring cases of <12 if the Health Protection
Agency indicates multiple outbreaks. Where the number of cases is less than or equal to the de minimis limit, no formal regulatory action
(including scoring in the governance risk rating) will be taken.

If a trust exceeds the de minimis limit, but remains within the in-year trajectory for the national objective, no score will be applied.
If a trust exceeds both the de minimis limit and the in-year trajectory for the national objective, a score will apply.
If a trust exceeds its national objective above the de minimis limit, the SHA will apply a red rating and consider the trust for escalation.

If the Health Protection Agency indicates that the C. difficile target is exceeded due to multiple outbreaks, while still below the de minimis, the SHA
may apply a score.

4b MRSA

Will apply to any inpatient facility with a centrally set MRSA objective. Where a trust with existing acute facilities acquires a community hospital,
the combined objective will be an aggregate of the two organisations’ separate objectives.

Those trusts that are not in the best performing quartile for MRSA should deliver performance that is at least in line with the MRSA objective target
figures calculated for them by the Department of Health. We expect those trusts without a centrally calculated MRSA objective as a result of being
in the best performing quartile to agree an MRSA target for 2012/13 that at least maintains existing performance.

Where there is no objective (i.e. if a mental health trust without an MRSA objective acquires a community provider without an allocated MRSA
objective) we will not apply an MRSA score to the trust’s governance risk rating.

Monitor’s annual de minimis limit for cases of MRSA is set at 6. Where the number of cases is less than or equal to the de minimis limit, no formal
regulatory action (including scoring in the governance risk rating) will be taken.

If a trust exceeds the de minimis limit, but remains within the in-year trajectory for the national objective, no score will be applied.
If a trust exceeds both the de minimis limit and the in-year trajectory for the national objective, a score will apply.
If a trust exceeds its national objective above the de minimis limit, the SHA will apply a red rating and consider the trust for escalation
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Sandwell and West Birmingham Hospitals
NHS Trust

TRUST DEVELOPMENT AUTHORITY BOARD STATEMENTS & LICENCING CONDITIONS: SEPTEMBER 2013

COMPLIANCE AS
BOARD STATEMENT ‘ AT AUGUST 2013 ’ REASONS FOR DECLARING NON-COMPLIANCE
THBadsflit tifiknowledge and using its own pro cesses (supported by
Care Quality Commission information, its own information on serious incidents, patterns of
1 complaints and including any further metrics it chooses to adopt), its NHS trust has and will keep in .
place effective arrangements for the purpose of monitoring and continually improving the quality
of healthcare provided to its patients
The Board is satisfied that to the best of its knowledge and using its own processes, plans in place
2 are sufficient to ensure ongoing compliance with the CQCs registration requirements .
The Board is satisfied that processes and procedures are in place to ensure that all medical
3 practitioners providing care on behalf of the Trust have met the relevant registration and .
revalidation requirements
The Board is satisfied that the Trust shall at all times remain a going concern, as defined by
4 relevant accounting standards in force from time to time ‘
The Board will ensure that the Trust remains at all times compliant with the NTDA accountability * The Trust identified in August 2012 a substantial
framework and shows due regard to the NHS Constitution reporting issue with incomplete compliance. Until
the programme of change to remedy that is
complete in December 2013 we consider that our
‘ duty to promote the constitution cannot be
discharged fully — we await feedback on that
5 interpretation since our submission in May 2013.
* No assessment against TDA accountability
framework undertaken as metrics being used to
form judgement of compliance are yet to be
clarified
All current key risks to compliance with the NTDA’s accountability framework have been identified * No assessment against TDA accountability
6 (raised wither internally or by external audit and assessment bodies) and addressed — or there are framework undertaken as metrics being used to
appropriate action plans in place to address the issues — in a timely manner ‘ form judgement of compliance are yet to be
clarified

1|Page
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BOARD STATEMENT |

COMPLIANCE AS

’ REASONS FOR DECLARING NON-COMPLIANCE

AT AUGUST 2013
TWBadiglkely future risks to compliance with the NTDA Accountability No assessment against TDA accountability
7 Framework and has reviewed appropriate evidence regarding the level of severity, likelihood of a ‘ framework undertaken as metrics being used to
breach occurring and the plans for the mitigation of these risks to ensure continued compliance form judgement of compliance are yet to be
clarified
The necessary planning, performance management and corporate and clinical risk management Need to strengthen risk management processes
8 processes and mitigation plans are in place to deliver the annual plan, including that all audit ‘ Construction of 2013/14 BAF still to be undertaken
committee recommendations accepted by the board are implemented satisfactorily — linked in with revised risk management plans
An Annual Governance Statement (AGS) is in place and the Trust is compliant with the risk
9 management and assurance framework requirements that support the statement pursuant to the ‘
most up to date guidance from HM Treasury
The Board is satisfied that plans in place are sufficient to ensure ongoing compliance with all The Trust is rated as performing on the DH
existing targets as set out in the NTDA oversight model; and a commitment to comply with all . framework. We rate as amber red on Monitor’s
10 commissioned targets going forward framework. We are not consistently delivering
monthly ED compliance and have several
specialties non-compliant with 18 weeks.
The Trust has achieved a minimum Level 2 performance against the Department of Health’s
11 Information Governance Toolkit ‘
The board will ensure that the Trust at all times will operate effectively. This includes maintaining
12 its register of interests, ensuring that there are no material conflicts of interest in the board of
directors; and that all board positions are filled, or plans are in place to fill any vacancies, and that
any elections to the shadow board of governors are held in accordance with the election rules
The board is satisfied that all executive and non-executive directors have the appropriate
13 qualifications, 'exp'erience and skillls to discharge their ﬂ{nctions effectively, including setti.ng ‘
strategy, monitoring and managing performance and risks, ensuring management capacity &
capability
Trust level mitigations will continue to deliver the
The board is satisfied that: the management team has the capacity, capability and experience ‘ annual plan. But capacity issues in middle
. . . . . management need to be addressed by the
14 necessary to deliver the annual plan; and the management structure in place is adequate to deliver executive and the development work on
the annual plan - o .
leadership capability needs to show traction. The
Board will consider in October what success looks
like and a final trajectory for compliance.

2|Page
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LICENCING CONDITION ‘ :‘?XALTCI;IS:"I'CZEO?; ’ REASONS FOR DECLARING NON-COMPLIANCE

G4 Fit and proper persons as Governors and Directors (also applicable to those performing equivalent

or similar functions) ‘
G7 Registration with the Care Quality Commission ‘
GS8 Patient eligibility and selection criteria ‘
P1 Recording of information ‘
P2 Provision of information ‘
P3 Assurance report on submissions to Monitor ‘
P4 Compliance with the National Tariff ‘
P5 Constructive engagement concerning local tariff modifications ‘
C1 C1 - The right of patients to make choices ‘
c2 C2 — Competition oversight ‘
IC1 IC1 — Provision of integrated care ‘

3|Page
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TRUST BOARD
s
DOCUMENT TITLE: Estates Strategy Update
SPONSOR (EXECUTIVE DIRECTOR): | Graham Seager, Director of Estates & New Hospital Project
AUTHOR: Graham Seager/Rob Banks
DATE OF MEETING: 26 September 2013

oecmvesuwwaR:

The attached estates strategy covers the period 2013/14 to 2019/20 as such it builds on previous years
estates strategies. The aim of the strategy is to support the Trusts strategic objectives by reviewing the
current key estate issues of the Trust, setting out how the clinical services will be supported by a safe,
secure and appropriate environment and ensuring that capital investments support service strategies
and plans. The strategy document has been set out in line with DH guidance

| REPORT RECOMMENDATION: I

The Board is asked to approve he attached Estates strategy

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

The receiving body is asked to receive, consider and:

Accept Approve the recommendation Discuss
I X
| KEY AREAS OF IMPACT (indicate with  all those thatapply): |
Financial X | Environmental X | Communications & Media
Business and market share Legal & Policy Patient Experience X
Clinical X | Equality and Diversity X | Workforce
Comments:

| ALIGNMENT TO TRUST OBIJECTIVES, RISK REGISTERS, BAF, STANDARDS AND PERFORMANCE METRICS:
| 21°* Century Facilities- New Hospital Project |
| PREVIOUS CONSIDERATION:

I Annual review. |

Page 1
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1.0 INTRODUCTION

A patient’s first impression of healthcare services is formed bythe appearance of healthcare buildings and
facilities. Services should be delivered in safe and suitable environments. Patients and staff need to feel safe,
secure and comfortable. Healthcare buildings should ensure good functionality meet epectations in terms of
privacyand dignityprovide good access to all, reduce infection and minimise accidents.

In line ith guidance (Developing an Estate Strategy) this strategyhas been developed on a frameark asking
three fundamental questions across a range of criteria, as follosv

¢  Where are eynow

¢  Where do want to be?
* Howlo wget there?

2.0 AIMS OF AN ESTATE STRATEGY

The Trust’s Strategic Objectives are summarised:-
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To support these objectives the Estates Strategy document:-

e Reviesthe current keyestate issues of the Trust
e Sets out howhe clinical services il be su  pported by a safe, secure and appropriate environment
e Ensures that capital investments support service strategies and plans
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3.0 OBJECTIVES

1. To analye the estate condition and its performance.

2. To identify costs to achieve Estatecode Condition B for keyfacets of Condition Survey
3. To prioritise capital investment in estate statutor)compliance issues.

4. To support compliance ith Care QualityCommission registration.

5. To achieve gar -on-gar improvement on performance in line ith the Trust approv ed Carbon
Management Plan.

6. To operate all Estate and Facilities services at a benchmark beteen the loar and upper quartiles of
the Estates Return Information Collection (ERIC) returns of comparable Trusts and demonstrate value
for money

7. Maintain Patient Led Assessments of the Care Environment (PLACE) standards gar on gar to achieve a
minimum of 90% compliance level across all criteria for all sites.

8. To have a formal system of control to ensure a robust Development Control Plan (DCP) to support
clinical services.

4.0 TIMESCALE

This is an annual review of the 2012/13 201$20 Estates Strategy This timescale has been chosen as it
encompasses the planned Midland Metropolitan Hospital (MMH) opening date and the timescale for
communityfacilities sch emes that cannot be commenced prior to MMH opening. This strategyidentifies the

areas of land for disposal but does not include the schemes to support disposal as theyare planned to be

outside of this timescale. The strategy il be reviead on an ann  ual basis as part of the Trust’s business
planning process.

5.0 ESTATE PERFORMANCE 2 ACHIEVING OBJECTIVES 1,2 & 3

5.1 Whee ae 2 Hi

As can be seen from Table 1 overleaf, (Building Age and Asset Profile) much of the eisting estate is of a
significant age and does not complyith Department of Health guidelines or  aspirations for 40% of the NHS
estate to be less than 15 years old by 2010. Currently more than 70% of City site is over 30 years old and over
90% of Sandwell site is over 20 years old.

Compliance with Department of Health requirements is dependent upon the implementation of the Trust’s long

term strategic plan for the construction of the Midland Metropolitan Hospital as part of the Right Care, Right
Here programme.
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Table 1 @ Buildig Age ad AetPfile asat31 * Mach 2013

Age & AetPfile Uit Sandgll CiEl R&?l T#6

/Age Profile - 2005 to present % 0 21.29 0 1111
iAge Profile - 1995 to 2004 % 0 9.31 0 4.86
IAge Profile - 1985 to 1994 % 0 3.98 100 9.16
IAge Profile - 1975 to 1984 % 88.87 5.12 0 38.86
Age Profile - 1965 to 1974 % 4.28 7.27 0 5.54
Age Profile - 1955 to 1964 % 0 3.11 0 1.62
Age Profile - 1948 to 1954 % 0 0.41 0 0.22
IAge Profile - pre 1948 % 6.85 49.5 0 28.63
IAge Profile - Total (must equal 100) % 100 100 100 100
Building Asset Value by Age - 2005 to

present 0 19,823,558 0 0
Building Asset Value byAge - 1995 to

2004 0 8,671,351 0 0
Building Asset Value byAge - 1985 to

1994 0 3,703,174 12,645,075 0
Building Asset Value byAge - 1975 to

1984 64,555,097 4,763,401 0 0
Building Asset Value byAge - 1965 to

1974 3.105.862 6,769,133 0 0
Building Asset Value byAge - 1955 to

1964 0 2,895,786 0 0
Building Asset Value byAge - 1948 to

1954 0 384,821 0 0
Building Asset Value by Age - pre 0
1948 4,977,581 46,085,876 0

Total Building Asset Value 72,638,540 93,097,100 12,645,075 178,380,715

Condition survey of the ta principle sites are undertaken in December 2002 byFrench Thorpe Consultancy
supported byMalcolm Lamb As sociates. The criteria that are used to assess the estate are those defined by
Estatecode:

e Phyical Condition

e Space Utilisation

e Statutorytandards

e Energyperformance
e Functional suitability

Desktop survey w ere undertaken in August 2007 and the additional facet of Qualityas included in June 2012

to identifyareas thiere condition has deteriorated or improved via capital investme  nt. The folloing pie charts
summarise the performance for the categories. Note the ‘Part Dangerous and Inoperable’ areas are generally
disused areas of the estate ith the egeption of the upper floors of Arden House tere the lack of passenger

lifts limits operational use of the building for staff.
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The findings of the surveyare summarised graphically as follosv (Ref 31* March 2012):-

TH

Cifl

Sadgll

HRegis

Phigsl Cdiin

Kel

A = As nevbuilt ithin last 2 gars)

B = Sound, operationallysafe and ekibits onlyminor deterioration

C = Operational but major repair/replacement needed soon, ithin 3 gars for  building
elements and one gar for engineering elements

D = Runs serious risk of imminent breakdow

X = Supplementaryating added to C or D to indicate that nothing but a total rebuild or
relocation ikl suffice

Physical Condition (Combined)

3%

68%

BamBECOD AY|

Physical Condition (City Hospital)

1% 5% 0% 2

0%

oAmBEcODEX

Physical Condition (3andwell Hospital)
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Physical Condition (Rowley Regis Hospital)

%

100%

ERETERERLN

Falel SiabiliE

Kel

A = Veryatisfactoryno change needed

B = Satisfactoryminor change needed

C = Not satisfactorymajor change needed

D = Unacceptable in its present condition

X = Supplementaryating added to C or D to indicate that nothing but a total rebuild or
relocation ikl suffice

Functional Suitability (Combined)
™ 0%

2% 2%

56%

@A @B acoDaX]

Functional Suitability (City Hospital)
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8%
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Functional Suitability (Sandwell Hospital)
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Functional Suitability (Rowley Regis Hospital)
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Spce Utiliain

Ke2

A = Emptyor grosslunder used at all times (ekluding temporaryclosure)

U = Under-used, utilisation could be significantlyincreased

F = Fullused @ a satisfactoryevel of utilisation

O = Overstretched, overcroded, overloaded and facilities generallyverstretched

Space Utilisation (Combined)

mEavnFoo

Space Utilisation (City Hospital)

BemvErFoo

Space Utilisation (Sandwell Hospital)

BEaUnFo0

Space Utiisation (Rowley Regis Hospital)

0%
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Qalill
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A = Afacilityof exellent quality

B = A facilityequiring general maintenance investment only

C = Aless than acceptable facilityequiring capital investment

D = A venyoor facilityequiring significant capital investment or replacement

X = Supplementaryating added to C or D to indicate that nothing but a total rebuild or
relocation ilf suffice

Quality (Combined)

% 0% -

@AmBocoDax

Quality (City Hospital)

Quality (Sandwell Hospital)

oA @B aCa0 e

Quality (Rowley Regis Hospital)

.E.:
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StiRelnh
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A =Compliesith all statutoryequirements and guidance

B = Action needed in the current plan to complyith statutoryequirements and guidance
C = Knowcontravention of one or more standards hich falls short of B

D = Dangeroushbelows standard

X =Supplementaryating a dded to C or D to indicate that nothing but a total rebuild or
relocation ikl suffice

Statutory Requirements (Combined)

e
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Statutory Requirements (City Hospital)
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Statutory Requirements (Sandwell Hospital)
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Statutory Requirements (Rowley Regis Hospital)
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A =35-55 GJ per 100 cubic metres

B =56-65 GJ per 100 cubic metres

C =66-75 GJ per 100 cubic metres

D = 76-100 GJ per 100 cubic metres

X = Supplementaryating added to C or D to indicate that nothing but a total rebuild or
relocation ill suffice

Energy Performance (Combined)

% 1%
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Energy Performance (City Hospital)
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Energy Performance (Sandwell Hospital)

aAnBacaday|

Energy Performance (Rowley Regis Hospital)
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The cost to Condition B for keyfacets, hich is the Trust ’s Backlog Maintenance Level, has also been
estimated:-

e CityHospi tal - 87,148m’ - 5107,267
Sandell Hospital - 54,614 m? - @4 321,531
* RoleyRegis Hospital - 8,735 m* - 384602
e Leasows Intermediate Care Centre - 921m? - 200,000

The High and Significant Risk elements of this assessment equate to B3 3m hich has been funded in
the 2013/14 capital programme.

5.2 Whee dd@ atibe ?

Backlog of this magnitude has potential safetyimplications and mayinfluence patient perception. This
could also affect business ith grea ter patient choice arrangements.

The issues of poor phyical condition need to be addressed to maintain the building fabric and to ensure
patient’s epe ctations are met. This is assessed through the Patient Led Assessment of the Care
Environment action team initiative (PLACE). A strategic objective for the Trust is to achieve 21* century
facilities, achieving condition B for all facets of the surveythr ough strategic capital investment and to
achieve good or egellent standards for PLACE Assessments wuld meet this objective . However, this
cannot be achieved ikhout strategic investment; therefore, detailed risk assessments are undertaken in
line ith th e Trusts formal risk assessment process and managed through the governance/risk
management structure to ensure a safe facility.

5.3 HoRid@ gethee ?

Issues associated ith statutory compliance have to be managed through the Trust ’s risk management
arrangements. These arrangements consist of the Estates and Facilities Governance Group, hich meets
on a monthlybasis and reports through the Trust’'s Governance arrangements. The risk management
process identifies a number of estates and facilities issues as red risks; these are reported ith their
control measures through the Trust’s risk management arrangements. All risks are updated annuallyand
implications identified through the business planning process. Continued investment into the Estate is
required in order to control the backlog position, maintain compliance ith statutory standards and
minimise risk.

To date specific funding has been made available to address the high and significant backlog issues.
Wider condition surveyrelated issues ar e addressed as part of the briefing process for capital
investments.

5.4 2013/14 Cajhl Prgam

The capital programme for the 2013/14 financial gar includes [3.43m allocated to statutory standards
and estates related improvement schemes. The [3.43m ependiture has been identified through a
detailed risk assessment process and covers areas including:

e Fire Safety

¢ Asbestos Management
e Legionella Precautions
e Electrical Safety
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Other capital schemes to support the implementation of the Trust’s Transformation Saving Plans (TSPs)
il also include elements of environmental improvements and statutory standards compliance arks as
all as facilitating the functional change required to deliver these TSPs.

Hoewer, to achieve condition BEfor all face  ts requires strategic investment. Notable capital schemes
for 2013/14 are as follosv

e Major Estate Rationalisation

e Endoscop\R econfiguration at Sandall

e Patholog\Reconfiguration, B lood Sciences laboratory

e Stroke Reconfiguration

* Imaging Reconfiguration

¢ Replacement Gamma Cameras at City

¢ Winter will be Better 2013 (range of schemes across all sites)
e Theatre Hgiene Works

* Improving the Environment for Dementia

6.0 RISK MANAGEMENT AND GOVERNANCE - ACHIEVING OBJECTIVE 4

6.1 Where are we now?
The Estates division has a robust system of risk management managed through the division’s Governance
Group. Chaired byeither the Director of Estates or the Head of Estates, this group meets monthlyand

reports through the Trust’s Governance arrangements.

The standing agenda items are:

*  Privacyand Dignity e Consultation and Patient Involvement
* DisabilityDiscrimination Act e Staff Management
e PLACE ¢ Education and Training
e Compliance ith HTMs, HBNs, Best e Governance Development
Practice Guides e External Publications
e Complaints and Litigation e HEFMA
e Statutonfnforcement B odies e Divisional Health & SafetyMeetings

e Risk Management

All significant Estates related risk assessments are managed through the Trust’s risk management
processes. To provide Board assurance that the estate is suitable and safe the Estates department have
commissioned ekernal consultants to provide Board assurance. This builds on the ekernal assurance
provided to Audit Committee during the last financial gar.

The 2013/14 exernal assurance revieww ill be undertaken during autumn 2013 and presented to a
subsequent committee.

6.2 Where do we want to be?

The Trust needs to maintain progress on all of the above issues and provide its services in a safe, suitable
and secure environment. This needs to be achieved in a transparent ay and be responsive to patient
perception and viesvthrough survey and complaints. The objective is to maintain compliance ith
Outcome 10 and 11 for Care Quality Commission registration requirements and maintain the robust
approach to Risk Management and Governance.
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6.3 How do we get there?

The Risk Management and Governance arrangements of the Trust provide a framewrk to m eet the
objective of maintaining a safe and secure environment.

The Risk Register is a statutoryrequirement and an aid in determining the prioritisation of funding for
capital investment and informs ongoing service provision. The division il maintain its Risk Register and
ensure the divisional Bed risks” and associated control measures are notified to through the Trust’s risk

management arrangements.

The current risk assessment process is based around the long term strategic objectives to move to the
Midland Metropolitan Hospital ith the risks managed over a 5 gar planning horion.

Establishing ekernal assurance of Estates w ill become an annual occurrence.

7.0 ENVIRONMENTAL PERFORMANCE — ACHIEVING OBJECTIVE 5

7.1 Where are we now?

Carbon Management Plan

The Carbon Management Plan is the Trust’s route-map to achieving sustainabilityand carbon related
targets. The Carbon Management Plan document includes a series of projects and programmes that il
help the Trust achieve rigorous carbon reduction goals over the nex five gars.

The Trust’s baseline carbon emissions footprint for 2012/2013 encompassing energy business travel,
ater and wste w@ws 26,956 tCO2. This can be broken dow as follosv

Busi
Electricity Waste Transport ::;:ZTS
(kwh) (tonnes) (km)

Amount 24,740,263 23,056,772 227,945 2,486 549,914 7,373,269

Cco,

emissions 12,869 12,042 246 132 116 1551 26956
(tonnes)

Carbon Reduction Projects

The Trust has alreadyengaged in some carbon reduction projects hich include a 50KWp Solar Voltaic
system installed at the Birmingham Midland Eye Centre. The project as installed and commissioned
ithin 5 weks and ithin the first month of operation generated 7713 KWh of electricity This project
aims to save the Trust >RI800®f electricityper gar and reduce the carbon footprint by23 t ons.

The Trust has also begun to replace light fittings ith energyefficient LED fittings and advanced lighting
controls. This has so far been introduced at CityBirmingham Midland Eye Centre, Sheldon Block,
Sandell OPD, Lift lobbies and at RoleyRegis circulation areas. Lighting had been identified as a
significant electrical energyconsumer so it @s an obvious choice to invest in making improvements.

SustainabilityWorking Group and SustainabilityAction Plan

The Trust has an active SustainabilityWorking Group ith membership from keystakeholders such as
Procurement, Estates, Facilities, Pharmacyand Information Technologyand is chaired byThe Director of
Estates and Newlospital Project ith lead responsibilityfor sustainability
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The SustainabilityWorking Group members have identified a range of actions and have developed a
SustainabilityAction Plan. The action plan is reviead monthlyand progress monitored

SustainabilityChampions

The Trust has developed a netark of aro und 100 SustainabilityChampions and an additional 100
SustainabilitySupporters. The SustainabilityChampions and Supporters are vital in driving forward the
Trust’s sustainability objectives including energyreduction, aste reduction and recyling, ater
conservation, promoting sustainable travel and transport.

A quarterlySustainabilityChampion s meeting is held hich is open for attendance from anyof the
current Champions. The meeting is an opportunitjto communicate progress ith carbon management,
future aspirations and an opportunity for the Champions to feedback their eperiences ithin
departments.

Sustainabilit\Events and Engagement

Sustainabilityevents are run annuallyith additional engagement campaigns run throughout the gar.
Last gar a Sustainabil ityGarden Partyas held hich provided keyengagement and recruited numerous
ekra champions.

The aim of these events is to gain further support and engagement across the organisation and to
demonstrate the successes have achieved to date.

Good Corporate Citien

The Trust continues to report to the Sustainable Development Unit bi-annuallyia the Good Corporate
Citien assessment tool. This assessment tool covers a range of sustainable development topics,
including:

* Transport

* Procurement

e Facilities management
*  Workforce

e Communityengagement
¢ Newuildings

e Adaptation

*  Models of Care

For each of the above areas, the Trust answers a series of questions to gauge hat ware doing and to
track progress. The last submission @as in  August 2013 and shoead an improvement on the previous
submission in February 2013.

* Scorein February =47%

e Score in August =51%
e Qverall score for 2013 = 56%
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The scores achieved bythis Trust for 2013 shosva continuing improvement.

Febai2013 Api2013
Travel 43% 29%
Procurement 32% 42%
Facilities Management 56% 65%
Workforce 66% 70%
Community Engagement 39% 37%
Buildings 48% 51%
Adaptation 41% 46%
Models of Care 35% 35%

The graph below shows how this Trust compares to all other Acute Trusts that have published their
results in 2013

Overall

100

Your Organisation (2013}
Corporate approach to all domains: 12 5%

B vour Organisation
(2013)

B West Midlands
Organisation's {2073}

an

ai

Percentage

40

20

Corporate approach to all domains

Carbon Reduction Commitment

There is a statutory requirement for the Trust to comply with Carbon Reduction Commitment (CRC). This
scheme assesses the gas and electricity consumption of the Trust and calculates carbon emissions based
upon consumption. The Trust is then obliged to buy carbon (in tons) from the Environment Agency and
surrender the equivalent emissions back to the EA. The Trust has completed the qualification
requirements for Phase 2 of the scheme which introduces the next stages of carbon emission prediction
in a bid to ensure organisations set targets that should be at least matched or be required to purchase
addition carbon allowances at a higher unit rate than offered originally. Work is underway to collect data
and evidence for submission in July 2014 (2013/14 data).

The Trust is also a member of the European Union Emission Trading Scheme (EUETS) and is currently part
of Phase Ill which runs from January 2013 to December 2020. The aim of EUETS was to introduce carbon
as a commodity that could be allocated and purchased, with organisations having the ability to trade
surplus carbon if they had made savings. The Trust has so far been able to emit less carbon than allocated
and accumulate a substantial ‘bank’ of carbon units. Phase Il has introduced an annual reduction in
organisation allocation of carbon and the Trust has enough carbon ‘banked’to top up the reduced
allocation until 2016. By this point the Trust will expect to be in deficit.
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CRC and EUETS schemes relyupon individual meter points as a measure of energyconsumption and
carbon emission based upon this. A single meter point can onlybe part of one of these schemes.
Currentlythe largest Gas consuming meter ithin the Trust at Cityis part of EUETS hich currentlyoffers

a much loar unit rate of carbon than CRC.

Display Energ\Certificates

All Trust buildings over 1,000mE (and tae re there is access to the public) are required to display their
energyperformance/efficiencyrating on a scale of A to G byuse of DisplayEnergyCertificates (DECs).
The Trust has updated these for 2013/14 and theyare on display at the main entrances to buildings
included ithin the sc heme. DECs have to be reneed annually

There are seventeen buildings across the Trust that fall into the category of requiring a Display Energy
Certificate. Due to the varietyand different ages of the buildings the energyperformance varies
significantlyln summary most buildings fall ith the  mid-range of C to F. Display Energ\Certificates are
also accompanied byan EnergyAdvisory Report that contains recommendations for improvement in
energyperformance. The recommendations are being considered as part of the Carbon Management
Plan identified above.

As can be seen in more detail in the ERIC Returns, generallythe Trust is operating environmental related
performance indicators belowhe loar quartile for both cost of energyand the carbon emission s per
occupied floor area. The Trust is proactivelymonitoring its energyusage and implementing measures to
reduce consumption.

7.2 Whee d@& atibe?

The Trust is committed to ongoing improvement in its environmental impact, energyreduction
programme and sustainable development, hilst providing a cost efficient service to the public. The Trust
il undertake a voluntary BREEAM Assessment for its eisting sites and aspire to a ‘Good’rating.

The Trust il undertake a mandatory BREEAM Assessment on the Midland Metropolitan Hospital
development and aim to achieve an ‘Excellent’rating

7.3 HoRid gethee?

The revised carbon target il be a 15% reduction in carbon by 2016/17 (from the 2011/12 baseline). The
Carbon Management Plan will be assessed and accredited by the Carbon Trust over the next few months.
Work is underway to progress us towards this ambitious target, including:

e The Estate Rationalisation programme

* Installation of energy efficient lighting and controls

e Installation of air conditioning controls

e Investigating installation of Solar PV at Rowley Regis Hospital
e Installing new boiler plant at City and SGH

e Introduction of recycling at SGH and RRH
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8.0 ERIC AND PERFORMANCE INDICATORS & ACHIEVING OBJECTIVE 6

8.1 Where are we now?

Estates Return Information Collection (ERIC) Returns

The Trust has a mandatoryequirement to submit information annuallyjto the Department of Health on a
tole range of hard and soft FM services. This information is provided in line ith the Es  tates Return
Information Collection requirements. Trusts are categorised according to their sie and tpe. Sanduall
and West Birmingham Hospitals NHS Trust is in the categoryf Large Acute Trusts Outside Of London of
hich there are 38 such Trusts.  Obviouslythe benchmarking information is more meaningful ie n
provided in this ay.

The returns are summarised for each service into quartiles, loar, medi an and upper. Anyservice that fall
outside the upper and loar quartiles il be identified and further detailed analyis undertaken to
understand the reasons iy .

8.2 Where do we want to be?

For each element of service deliverythe object ive remains to keep the cost of provision of those services
ithin the benchmark beteen loar and upper quartiles and demonstrate value for money

8.3 How do we get there?
To inform the business planning process, the division il utilise the 2012/13 ERIC returns, factor in the
current TSP plans and forecast its benchmark position. Areas outside of the benchmark il be reviead

and these are showbelow

Where appropriate, proposals il be developed to make changes to operational services to complyith
objective.

8.4 Summary of ERIC returns where the Trust lies outside of the Upper or Lower Quartile

Capital Investment for newsuild per Occupied Floor Area Upper Quartile

Finance Unit SWBH Position Lower Quartile Median Upper Quartile
Capital fim * 83.66 2.26 15.82 53.23
Investment for
newuild per
Occupied Floor
Area

Almost @ 12 million has been invested in nevbuild during 2012/13 a large amount of hich (@562m)
as utilised to purchase land and propertyat Grove Lane for the proposed newhospital project . The
Trust Value egluding Grove Lane land and propertyurchases is 785, just above the upper quartile.

Total Capital Investment B Upper Quartile

Finance Unit SWBH Position Lower Quartile Median Upper Quartile
Total Capital 17,318,078 5,174,605 7,626,047 13,750,379
Investment
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Total Capital Investment per Occupied Floor Area B Upper Quartile

Fiance Uit SWBH Piin LBrQuartie Median UprQuarte

Total Capital Pm * 112.97 34.82 50.94 94.80
Investment per
Occupied Floor
Area

The capital invested in nevbuild together ith the B3} million invested in improving eisting buildin gs
and addressing statutory standards has resulted in the total capital investment being above the upper
quartile. The Trust value egluding Grove Lane land and propertypurchases is 1080 placing the Trust
above the Upper Quartile.

Total backlog cost Bl Upper Quartile

Qualiff o . . - .

Bildigs Uit SWBH Pin LBrQuartle Median UprQuartle
Cost to eradicate 96,659,400 9,298,253 20,919,816 42,488,791
Backlog

Significant investment has been utilised from Capital Programme to address high and significant backlog
and minimise risk to the organisation. It is accepted that the Trust il continue to have a very high
backlog maintenance until such time as the Midland Metropolitan Hospital is opened. The emphasis must
continue to be to keep high and significant backlog to a minimum.

Percentage of Risk Adjusted Backlog to Total Backlog @ Loar Quartile

Qualif o

. Uit SWBH Piin LBrQuartie Median UprQuarte
Bildigs

Percentage of % 7.90 16.95 33.05 55.57
Risk Adjusted
Backlog to Total
Backlog

Despite reporting a huge figure required to eradicate total backlog maintenance, the Trust has continued
to expend Capital investment in addressing Statutory Standards which has resulted in a large reduction of
high and significant risks.

Total Energy Cost per Occupied Floor Area B Upper Quartile

EngPRl Uit SWBH Pin LBrQuarte Median UprQuarte
Total Energy Pm 30.96 24.86 27.02 28.85
Cost Per

Occupied Floor

Area

The ageing estate contains manybuildings ith lownergyperforma nce resulting in a high energyinput

to maintain required environmental conditions. As a result of the Estate Rationalisation programme a
number of buildings closed during 2012/13. Though the reduced occupied floor area s reported in the
submitted data the energyconsumed up until closure s included for these buildings. Had the building
closures not happened the Trust figure auld have been F28&7 hich is belowhe upper quartile.
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Contracted Out Services per Occupied Floor Area - Loar Quartile

Co'hced Ou Uit SWBH Piin LBrQuartie Median UprQuartle
Seires
Contracted Out £/mb 16.28 33.31 66.96 149.86

Services per
Occupied Floor
Area

The majorityof Facilities services are in -house inclusive of PTS and Security

Total Hard FM (Estates) and Soft FM (Hotel Services) costs (Cost of Occupancy per Occu pied Floor Area
Upper Quartile

Fianc e Uit SWBH Piin LBrQuartie Median UprQuarte

Total Hard FM £/mB 425.41 237.63 313.51 404.90
(Estates) and
Soft FM (Hotel
Services) costs
(Cost of
Occupancyper
Occupied Floor
Area

The Hard and Soft FM costs for all the buildings during the Estate Rationalisation programme are included
ithin the reported figure. Hoewer , the floor area folloimg these closures as reported therefore
placing the Trust above the upper quartile. Had the buildings not closed the Trust figure auld have
been R39M7 hich is belowhe upper quartile.

Gross Cost of Inpatient Services per Main Meals Requested (Cost per Inpatient Meal) B Upper Quartile

Fd Seires Uit SWBH Piin LBrQuartie Median UprQuartle

Gross Cost of Pmeal 4.35 3.02 3.45 4.18
Inpatient Meal

The reason for this figure being above the upper quartile is being investigated.

Cost of Laundry and Linen Services per Item (Upper Quartile)

"a“fi:d Uit SWBH Piln LBrQuartle Median UprQuartie
Cost of Laundry Fitem 0.41 0.27 0.31 0.37
and Linen
Services per
ltem

The reason for this figure being above the upper quartile is being investigated.
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9.0 PATIENT LED ASSESSMENTS OF THE CARE ENVIRONMENT (PLACE) @ ACHIEVING
OBJECTIVE 7

9.1 EEnl PLACE Adit2013

The audits for 2013 are held later in the gar and are undertaken beteen 2 " April and 29" June
2013. Trusts and other participating organisations no longer determine the date(s) on tich to undertake
the assessments. The Health and Social Care Information Centre (HSCIC) has given Trusts and other
organisations six aeks’ notice of the aek in hich assessments at anyparticular hosp ital/unit are to be
undertaken. Notification &s received in relation to all of the assessment dates for our Trust and they
@are undertaken as detailed below

CityHospital B Friday 19" April 2013
Leasows PCT B Friday 3™ May 2013
Roley [ Friday 24™ May 2013
Sandell B Wednesdayp ™ June 2013
BTC B Thursday 13™ June 2013

O OO 0O

Feedback from the audits are that the overall standards are very good and the majorityof the detailed
checks have passed, there are a fewualified passes and a couple of failure s that are being addressed.

The NHS Information Centre have indicated the results of the PLACE 2013 programme for Cleanliness,
Food, Privacyand Dignityand Condition Appearance and Maintenance score for each hospital ithin the
Trust. Hoawer, the result s need to be verified prior to release, confirmation is epected by18
September 2013.

th

Cleahias Fd Priac® Cdiin
Sce Sce Digill Apanpe &
Sie Nam Sce Maibaoe

Sce

% % % %
SANDWELL GENERAL HOSPITAL 99.32 92.81 97.08 95.96
CITY HOSPITAL 97.32 90.38 96.32 94.96
EYE HOSPITAL 99.79 95.05 95.00 97.14
ROWLEY REGIS HOSPITAL 98.37 94.81 89.73 92.68
LEASOWES 100.00 94.37 95.00 89.81

Percentages TBC.
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10.0 SUMMARY DISPOSAL AND PROCEEDS OF SALE P ACHIEVING OBJECTIVE 8

The Trust currentlyprovides it s services from an estate that covers over 80 acres and 170,000m? of
buildings. There are currentlya number of building areas that have been vacated and plans are
developing to vacate further areas as the Trust improves its performance and implements the interim
reconfiguration. The Estates division are developing plans to Bright sie Gts estate byclosing peripheral

buildings through the Estate Rationalisation Transformation Savings Plan. Howwer, until such time as

the Outline Planning Application and Outline Business Case for the Midland Metropolitan Hospital have
been approved and there is much more certaintyabout the future of the remaining estate, site disposal

it be put on hold.

An Estates Terrier summaryo fthe three existing sites is showin Table 2 below

RyRegis Leasas
Genal Ifmatio Ciﬂ'lhl (1) Sandauall th e th 3) lamediate
Care
Gross internal site floor area 98,2210 m? 61,762m2 8,735m2 980m”*
Occupied floor area 87,148m’ 54,614m’ 8,735m’ 921m’
NHS Estate occupied floor 87% 100% 100% 100%
area
Site heated volume 202,763m’ 138,442m’ 22,760m* 2,211m’
Site building footprint 60,067m’ 27,790m’ 4,868m’ 980m’
Site land area 19.47 hectares 8.14 hectares 2.76 hectares 0.84 hectares
Leased in land area” Nil 2.97 hectares Nil
All Saints Way Car Park
Hallam Street Car Park
(2.66h)
Unit 3, Church Lane, West
Bromwich,
(no details of land or
buildings)
Patient occupied floor area 59,940m2 32,285m2 5,990m2 600m>
Non-patient occupied floor 27,207m2 22,329m2 2,745m2 321m*
area
Unoccupied floor area 11,0635m2 7,148m2 Nil 59m?
Main circulation area 7,300m2 8,012m2 832m* 115m’
Leased in floor area Nil Nil Nil Nil
Leased out floor area” 869m” Nil
Artificial Eye
BHBN
Leased out floor area"”’ 60m’> Nil
WRVS .
MRI Nil
24 and 25 Hallam Close
GP Deputising?
Leased out floor area” Nil Nil
Temporary buildings and 540m” 176m’ Nil Nil
portacabins
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11.0 DEVELOPMENT CONTROL PLANS [ ACHIEVING OBJECTIVE 8

The Trust’s Development Control Plan has to take into account clinical service requirements in the form
of:-

e Clinical Service Developments

e Clinical Service Reconfigurations

e Clinical Service Transformation Savings Plans
* Long Term Clinical Configuration

Estates related issues:-
e Condition of the estate
e StatutoryfCompliance issues

e Transformation Savings Plans - Estates Rationalisation Programme
* Long term estates plans

The folloimg illustrations showhe 201  3/14 development control plans for each site:

City

e j’:‘:j::.“: -
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— Sandwell

Filey,
b

ST ;J/‘f‘

Development Control Plan 2013/14
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11.1 Deelph Ch Planfo CiBl Hogal 2014/15®01 7/18

These plans need to be updated folloimg further discussion ith the groups and feedback fromth e
Transformation Savings Plans.

Clinical Seice 2014/15 2015/16 2016/17 2017/18
Deelmeh
1. Achieving Right care Right | Over time should release acute capacity(beds & clinics) but requires increase in community
Here Activityrojections capacity

Initial increase in acute beds in 13/14 but the intention is for these to be closed again byl5/16.

2. Other Possible If inpatients
Reconfigurations: Clinical integrated onto one
Haematologyinpatients) site it need

increase in beds for
the specialtyon that
site & possible ard
refurbishment e.g.
hepafiltration to
some isolation
rooms (areas
currentlynere
service delivered
are: Neton 5, BTC,
D7 & D41- think D41
pts moving to other
ards at Cityas part
of imter 13 plans ).
Anyhange likelyto
happen in 14/15

(assuming
consultation
required).

3. Other Possible If emergency PPCI
Reconfigurations: or all PCI integrated
emergencyPPCI onto one site may
(Cardiology need increase in
Anychange unlikelyto be CCU/Cardiology
before 14/15 unless beds on that site &
emergencychange review of  Cardiac

Cath Lab capacity
% upgrade of C ath
Lab (City. Areas
currently  tere
service delivered
are: City& Sandell
- CCU, Cath Lab,
Cardiologyard on
each  site.  Any
change likely to
happenin 14/15

4, Other Possible If IR based on one
Reconfigurations: site mayhave
Interventional Radiology implications for
(IR). Others maybe recoveryspace in
identified via specialty Imaging & upgrade
strategies or TSPs of existing

rooms/equipment
(especiallyat

Sandell) likelyto
stayon both sites
until MMH although
not finalised gt.

Still under review

5. Development of Gpae Mayhave implications for equipment,
Oncology as supra theatre capacity beds

regional  service; may
include reconfiguration of
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Urogpaecology (in
partnership ith BWH),
increase in laparoscopic
surgery development of
radical & ultra radical
surgical  skill  (including
ith colorectal surgery.
2014/15 to 2015/16
6. Development of Will have implications for BMEC capacityin outpatients especially development of teaching
specialist/tertiary facilities e.g. simulation theatre and potential development of private patient facilities.
Ophthalmolog\ervices;
includes developing R&D
capacitysecuring national
or regional commissioned
status for specialised
services in e.g. mucous
membrane pemphigoid,
posterior Uveitis, scleral
contact lenses etc.,
enhancing training
facilities. 14/15-17/18
7. Development of Breast Unclear at this stage but ikl require
Surgenyncluding investment in Imaging technology
Oncology plastic ark,
expansion of breast
screening service. 14/15-
15/16
8. Reviewf Theatre 2014/15
capacityand activityto
determine if closures can
be made. 2014/15.
9. Development of minor 2014/15
ops facilityBTC
10. | Imaging®@ & CT scanner 2014/15-15/16
11. | Imaging 3" MRI; site 2014/15-15/16
unclear but suld make
sense to be at Citynex to
BTC in line ith long term
plans
11.2 Deeulph Ch Plan fsad@ll Hogal 2014/15®01 7/18
Clinical Seice 2014/15 2015/16 2016/17 2017/18
Deelmenh
1. | Achieving Right care Right | Over time should release acute capacitybeds & clinics) but requires increase in community
Here Activityprojections capacity as for City
2. | Other Possible If inpatients
Reconfigurations: Clinical integrated onto one
Haematologyinpatients & site i need
chemotherapyunits) increase in beds for
the specialtyon that
site & possible ard
refurbishment e.g.
hepafiltration to
some isolation
rooms (areas
currentlyhere
service delivered
are: Neton 5, BTC,
D7 & D41- think D41
pts moving to other
ards at Cityas part
of imter 13 plans ).
Anyhange likelyto
happen in 14/15
(assuming
consultation
required).
3. | Other Possible If emergencyPPCI
Reconfigurations: or all PCl integrated
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emergencyPP CI
(Cardiology

onto one site may
need increase in
CCU/Cardiology
beds on that site &
reviewf Cardiac
Cath Lab capacity&
upgrade of Cath Lab
(City. Areas
currentlyhere
service delivered
are: City& Sanduell

- CCU, Cath Lab,
Cardiologyard on
each site. Any
change likelyto
happen in 14/15
(assuming
consultation not
required). Assume
anyeconfiguration
il be to Citsite &
therefore expansion
at Cityin above
areas.

All sbject b
conslatnf
necesr [

Anyhange likelyto
happen in 14/15

Other Possible
Reconfigurations:
Interventional Radiology
(IR). Others maye
identified via specialty
strategies or TSPs

If IR based on one
site mayhave
implications for
recoveryspace in
Imaging & upgrade
of existing
rooms/equipment
(especiallyat
Sandell)

As for City

Medical DayCase Unit

Medical DayCase Unit
14/15-15/16

Development of part of Development of
Lpdon 2 into an SAU part of Lpdon 2
into an SAU
14/15
11.3 Deelm eh Cb Plan flRBiRegisHofhl 2014/15@01 7/18
Clinical Seice 2014/15 2015/16 2016/17 2017/18

Deelmeh

Expansion of market share
for Ophthalmologyith
groth from Dudley
residents

Increase in outpatient activity

Relocation of School Health | 2014/15

Nurse office base into one

centre RRH

PrimaryCare Assessment Additional

and Treatment bed pilot beds/reallocation of
space
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11.4 Deelph Cb Plan fiCilh 2014/15 ®01 7/18
Clinical Seice 2014/15 2015/16 2016/17 2017/18
Develmeh
Increase in Health Visitors | Additional bases | Additional bases | Additional bases
(Sandell Community. required for | required for | required for additional
additional staff; | additional staff; | staff; needs discussion
needs discussion | needs discussion | ith GPs re best

ith GPs re best
locations

ivth GPs re best
locations

locations

2 Reviewf BradburyDay Either closure or
Hospice development of
facilityto meet new

service model.
Likely to start in
13/14/ but go into
14/15.

12.0 STRATEGIC OPTIONS FOR ESTATE CHANGE

12.1 Where are we now?

Sandell and the ast of Birmingham has some of the highest levels of deprivation in the country. This is
a major factor in determining the poor health of the diverse and disadvantaged communities. Local
health and social care services face verychallenging health needs that are a major cause for concern. For
eample:

¢ Men and mamen live three to four gars less than the national average

* Infant mortalityrates are high . In some parts theyare tige the national average

* Onein five people have a long-term illness that affects their dailyife

e There is significant variation in health status ithin the area, and in general Black and Minority
Ethnic groups have poorer health than others.

The need for major investment to develop and improve health and social care services to address these
needs as formallyrecognised bythe developme  nt of a Strategic Outline Case during 2003 and 2004. The
Strategic Outline Case sets out a clear direction of travel to deliver a vision of improved phyical, mental
and social ®ll being for the population of Sandall and the w est of Birmingham and described the need
to redesign the hwole health and social care system bycreating a major step chan  ge in service provision.

The Strategic Outline Case indicated a required rebalancing of capacityto reflect a substantial transfer of
care into a primarycare setting alongside a demanding performance improvement in acute hospital
services. Substantial reductions in hospital lengths of stay are anticipated, ith much of the consequent
reduction in acute hospital capacitybeing re -provided in nevgervices and facilities closer to people$
homes. Investment in community health and social care services, as & |l as investment in acute hospital
facilities, is seen as keyto making the vision a success. This investment ikl also enable newnodels of
care to be put in place in advance of anykchanges to acute hospital facilities.

The development of an Outline Business Case for all of the investment needed across the local health and
social care sytem commenced under the auspices of the Right Care Right Here Partnership.

Milestones of progress;-

e The Strategic Outline Case us approved bythe Department of Health  in Jul\2004.
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e Department of Health approved the Outline Business Case in August 2009 to enable application
for Trust to activate a Compulsory Purchase Order. Caveats are made that HM Treasuryauld
need to approve the Outline Business Case before procurement is initiated.

e CompulsoryPurchase Inquiry completed in June 2010 and Secretary of State Health confirmed
that the Compulsory Purchase Order can be made in January 2011.

e Right Care, Right Here reviewo the programme and subsequent scope reviewroc  ess leading to
revision of sie of the Midland Metropolitan Hospital and change to assumptions (Trust ikl now
retain facilities on the Cityand Sandall sites) - imter 2009/10. Driven bymore adverse
financial environment.

e Full update of the Outline Business Case approved byTrust Board in September 2010 and
Strategic Health Authority in October 2010 & this addressed the newequirements to meet
International Financial Reporting Standards to model partial indeation and to meet Monitor’s
Prudential Borroimg Ratios

* General Vesting Declaration 1 activated in July2011 the most complexproperties are now
omed bythe Trust (taking omership to circa 50% of the total site)

e Detailed Department of Health scrutiny of the Outline Business Case and Long Term Financial
Model (LTFM) during 2011 /12, approval not yet granted.

e Procurement documents completed by September 2011.

* General Vesting Declaration activated in June 2012 @ secures all remaining areas of the site.

e HM Treasury reviewf P rivate Finance Initiative procurement route commenced ith collection
of evidence in December 2011, report pending.

e OQutcome of HMT reviewannounced, PF2 initiative launched, Trust project timescales re -

established
Chpae TeAmoe Proesaldig Flo foe Sepher
kgl
Updaé FT LTFM tedaih detiled CIP [an November
fda/15 ad 15/16
Fully revised LTFM approved SWBH Board End November
Trust issues notice to quit to remaining tenants at September
Grove Lane
Architectural Design Refresh September / October
Update Procurement Documents November
Agreement of PF2 Update of documentation December / January

DH/ NHSTDA approve OBC & updated PF2 Documents December /January

Commence Pre Market Engagement December

Final SWBH Board approval to issue OJEU End January 2014
HMT approve OBC & updated PF2 Documents February 2014
Secretary of State Approval Letter February 2014
Issue OJEU Notice March 2014

ITPD issued to 3 Bidders April 2014

3 Bidders reduced to 2 Bidders August 2014

Draft ABC to request permission to close dialog issued End January 2015
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AplsProesDH, NHSTDA/Midad HMT Ed Mach 2015
Cla bDialga letriad

Fial ABC apd ad Prefeed BidderAjad Ja 2015

CBC apd ad Fian cial Cle Jaa2016
Construction August 2018
Commissioning October 2018
New Hospital Opens October 2018

12.2  Right Care Right Here Community Facilities

SWBH ill continue to prov ide healthcare services from its Trust omed estate that comprises City
Sandell, RRH and Leasows Intermediate Care. These sites il be reconfigured to support relocation of
acute inpatient services to MMH. Work has been undertaken to establish DCPs for each site. These are
illustrated below

City Hospital Site

GROUND FLOOR
LEVEL

BMEC ¢ SHELDON BLOCK

.
Idpr"llwn..ll‘-.\'
M RcwlTEET

THIRD FLOOR LEVEL

CITY HOSPITAL - PREOPOSED FLOOR PLANS Sandwell and West Birmingham Hospitals INHS |
NS Trimt

s
(REVISED 10.09.13)
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Dematas auant b promosed new retained sstaks Gouncsry
FAG Mo (184 Acres)

sSandwell and West Birmingham Hospitals
e

S Trust Clenotas Basting, Bolcing te be ratained @ sadt of

restmnened et ke SoHuEion

CITY HOSPITAL .
PROPOSED SITE PLAN (V4) SEPTEMBER 2013 AP oioiancs

Sad@ll Hogl Sie
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E' Ciznotes sxtent of Ensting Hosptal Sit Boundary

Cenotes axtert af m’np:hed g retaned satate bogncar
- 42008

Schiedil of Parking:

Cunotes Taating Buidag bo e retaned as part of
retained astate solution

g z <=

55 Spaces

el Farung
i

111 %IHIIII
|'| I

s

SANDWELL HOSPITAL

Sandwell and West Birmingham Hospitals

PROPOSED SITE PLAN (V4) SEPTEMBER 2013 QP osanas s

Sandwell and West Birmingham Hospitals
=i —E—=

Lk

Indizates vertical
armulabon losatiens

v Ly
Swirch Rooms
(107 4m?)

b

a5 :
Flart. Area
[SHE.TmS)
SANDWELL HDSPITAL - PROPOSED LOWER GROUND FLOOR PLAN i p MIDLANDS
(REVISED | 1.02.13) R ewireery
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Sandwell and West Birmingham Hospitals [u'/z ]

P Trum

naisabas vertsal
siraulation losations

| / Completad
ST E “ / Dapartments

MIDLANDS

mEMITEETS

SANDWELL HOSPITAL - PROPOSED GROUND FLOOR PLAN | p
(REVISED | 1.02.13) e

Sandwell and West Birmingham Hospitals [u'/z ]

P Trum

naisabas vertsal
siraulation losations

/ Lompleted
/ Dapartments

Corgarate
Adrmimstration
(A3 T

nedigte Tare

SANDWELL HOSFITAL - PROPOSED FIRST FLOOR PLAN |___p MIDLANDS
(REVISED | 1.09.13) >

mEMITEETS
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Sandwell and West Birmingham Hospitals [u'/z ]

P Trum

THIRD
FLOOR LEVEL

Fey:

Indizates vertical
sircuiation locatic

SECOND
FLOOR LEVEL

SANDWELL HOSPITAL - PROPOSED 2nd ¢ 3rd FLOOR PLANS i Bt
(REVISED | 1.09.13) dMIDLANDS

mEMITEETS

Sandwell and West Birmingham Hospitals [u'/z ]

P Trum

FIFTH
FLOOR LEVEL

Indhcates vertical
sircuiation losations

FOURTH
FLOOR LEVEL

Completed
Deparzmenta

SANDWELL HOSFITAL - PROPCSED 4th ¢ S5th FLOOR FLANS | p B
(REVISED | 1.08.13) L EARLS

mEMITEETS

RB{RegiHofl Si
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Sandwell and West Birmingham Hospitals [u'/z*]

P Trum

7

pE ]

7

7/

%7

7/
0
“,
: 7
Frt 4 HLB
| 4G .EmE A
G .
I
i
i 3 ../'/ /
7

Y/

ROWLEY REGIS HOSFITAL - PROPOSED GROUND FLOOR. PLAN
(REVISED 28.08.1 3)

Sandwell and West Birmingham Hospitals [u'/z ]

P Trum

N POSSILE ADMIN or THERAP ES/ADL
31 Im2

7

Fil & HUE
ToS, 2mE

NN

NTERMEDIATE CARE
|, 7aémz

SR

NN

ROWLEY REGIS HOSPITAL - PROPOSED FIRST FLOOR PLAN
(REVISED 28.08.1 3)

12.3
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The Trust provides services from non-oned estate. Over the coming 12 months SWBH ith its partners
need to develop an estates strategyto support clinical services in the community These partners il
include CCGs, Local Authorities, NHS PropertyServices and CommunityHealth Partnerships to all have
an interest in ensuring the estate is optimised for clinical care.

Properties in tich communityfacilities are currentlydelivered are detailed below These are currently
under revievéh the CCG.

Beeches Road Childrens Centre, Beeches Road, West Bromigh, B70 6QE

Bradbury DayCare Centre, Wolverhampton Road,Oldbury B68 8DG

Burnt Tree Childrens Centre, 20-25 Tividale Street, Tipton. DY4 7SD

Cape Hill CC, Cape Hill, Smethigk

Cape Hill Medical Centre, Raglan Rd, Smethigk B66 3NR

Central Clinic, HorsleyRd Tipton DY4 7NB

CradleyHeath Surestart, ValleyRoad, CradleyHeath, B64 7LR 01384 414747

Crocketts Lane School

Dr K Paramanathan, The Surgery, 348 Bearwood Road, Smethigk, B66 4ES

Edard Street Hospital, Edard Street, West Bromigh. B70 8NL

Friar Park Clinic, Friar Park Road, Wednesbury WS10 0JS

Gayton Road CommunityCentre,

Glebefields HC, St Marks Rd Tipton DY4 OSN

Great Barr Group Practice, 912 Walsall Road, Great Barr, Birmingham. B43 7QP

Great Bridge Children's Centre, Sheepash Lane, Great Bridge, Tipton, DY4 7JF

Green Acres Childrens Centre, Brennand Road, Oldbury B68 OST

Greets Green Childrens Centre, Wattle Road, West Bromigh, B70 9EZ

Haden Hill Leisure Centre, Barrs Road, CradleyHeath, B64

Hallam Street Hospital

HateleyHeath FETC, Huntingdon Road, HateleyHeath. B71 2RP

Heath Lane Hospital, Heath Lane, West Bromigh, B71 2BQ

Hillside Children's Centre, Penntill PrimanSchool, Hollhedge Road, Stone Cross, B71 3BU
Hill Top Medical Centre, (Dr Hanna/Sonday Surgery), 15 Hill Top Road Oldbury Warley B68 9DU
Holllpush Medical Centre, 435 Hag leyRoad West, Quinton B32 2AD

HollyLane Clinic: Hollyfane, Smethigk B66 1QN

Hurst Road CommunityCentre, Hurst Road, Smethiwk, B67 6ND

Independent Living Centre(Wheelchair Service), Oldbury Road, Smethigk B66 1JA
Jubilee Health Centre, 1 Upper Russell Street, Wednesbury, WS10 7AR

Langleyeisure Centre

Leasows Intermediate Care Centre, Oldbury Rd, Smethigk B66 1JA

Lpg Centre, Frank Fisher Way, West Bromigh B70 7AW.

Mace St Clinic, Mace Street, CradleyHeath. B64 6HP

Malling Health Great Bridge, Unit 18 Black CountryPark, Great Bridge Street, West Bromigh,
West Midlands, B70 OEN

Malling Health WednesburyWednesbury Leisure Centre, High Bullen, Wednesbury, West
Midlands, WS10 7HP

Malling Health, Western Road, LangleyRood End, Oldbury, West Midlands B69 4LV 0121 612
3630

MeadowSports College, DudleyRoad East, Oldbury, B69 3BU

MestyCroft Clinic, Alma Street, Wednesbury. WS10 0BQ

Neptune Health Park, SedgleyRd West, Tipton DY4 8LT

Oldbury Health Centre, Albert Street, Oldbury, B69 4DE

Orchard School, CauseayGreen Road, Oldbury B68 8LD
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12.4

Popes Lane (TDC) Popes Lane, Oldbury, B69 4P)

Portamytifestle Centre, Nelary Lane, Oldbury, B

Regis Medical Centre, Darb\Street, Role\Regis, B65 0BA

Rood End Childrens Centre, Greeneod Avenue, Oldbury, B68 8TE
RoleyChildrens Centre (Springfield) DudleyRoad, RoleyRegis B65 8JY
RoleyRegis Hospital, Moor Lane, RoleyRegis B65 8DA

Roleyearning Centre.(inc St Michaels, Westminster School and PRU)
Roleyillage Surgery, Role yillage, RoleyRegis. B65 9AF

Sai Surgery, Slater Street, Great Bridge, DY4 7EY

Sandell General Hospital B71 4H)J

SGS House, John's Lane, Tividale, B69 3HX

Sherwood House Surgery9 Sandon Road, Edgbaston. B17 8DP
Smethigk Library, High Street, S methigk B 66 1AA

Smethigk Medical Centre, Regent Street, Smethigk. B66 3BQ

Spires Health Centre, Victoria Street, Wednesbury, WS10 7EH

Stone Cross Clinic, Jervoise Lane, Stone Cross. B71 3AR

Stone Cross Medical Centre, 291 Walsall Road, West Bromig h, B71 3LN
StoneyLane Day Centre, Summer Street, West Bromigh, B71 4JA

Surestart Friar Park, MestyCroft and Woods, Priory FamilyCentre, Dorsett Road, Wednesbury
WS10 0JG

Surestart Nursery, Capehill and Windmill Lane, Corbett Street, Smethigk B66 3PX

Sanpool Medical Centre

Tanhouse Centre, Hamstead Road, Great Barr, B43 5EL

Tipton Surestart, 24 Ridgeay Road, Tipton, DY4 0TB

Tipton Simmming Centre. Aleander Road, Tipton, DY4 8TA

The Brambles, YeWree Estate(anner of Hillside Children's C  entre), BramleyRoad, Walsall, WS5
4LE

Thimblemill Leisure Centre,

Thimblemill LibraryThimblemill Road, Smethigk B67 5RJ

Tividale Childrens Centre, Ashleigh Road, Tividale, B69 1LL

Uplands Manor Primanschool

Victoria Health Centre: Suffrage Street, Smethigk B66 3PZ

WarleyMedical Centre, Ambrose House, KingswayOldbury B68 ORT

Wednesbury North Children's Centre, Woden Road North, Wednesbury, WS10 9LX
Wellman Building, DudleyRoad East, Oldbury, B69 3DE 0121 569 7273

Whiteheath Clinic, BadseyRoad, Whiteheath B69 1EJ

Yewree Healthytiving Centre, Redwaod Rd., WS5 4LB

YMCA

PreimDewlpiPlasrbadall
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Premises Development Plans in
Sandwell

Sandwell & West Birmingham
CCG
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Hospital
Care

/ Town Centres

Meighbourhood
Centres

/ Care in people’s own homes
/

Prevention and Health
Fromaotion Strategy

Services Closer to Home
&

e Acute Hospital
- Complexrare outpatient appointments
- Full range of diagnostictests
- Inpatient surgery
- A&E
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Services Closer to Home
&

o Community Hospitals
- Serving a population of approximately 150k
- Most outpatient appointments
- Most diagnostic tests
- Intermediate care
- Urgent care for minorinjuries
- GP surgery

Services Closer to Home
&

¢ Town Cenfres

Serving a population of - Dental services
approximately 100k - Physiotherapy
- Urgent primary care
- Minor surgery

- Specialist nursing
- Diagnostics

- Qutpatients

- GP practices

- Occupational health
- Mental health services
- Pharmacy

- Social care

- Voluntary sector
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10-15k
- GP practices

- Mental health

- Minor surgery

- Community nursing

- Pain management

Services Closer to Home
&

¢ Neighbourhood Centres
- Semnving a population of

- Social care
Pharmacy

Therapy services
Dental services

Low level diagnostics

Identifying Local Priorities

Category Criteria

1 The schemeis essential forthe
delivervof RCREH

2 There is a high level of commitment
a. Toofardevelopedtohalt
b, Theschemsis ajoint venturs
c.  Politically sensitive

3 The scheme mitigates ohvious gaps
in provisionacross the boraugh

4 Other
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Outcome of Prioritisation
&

e Community Hospitals
e Town Centres

e Enhanced Neighbourhood Centres
- Neptune Health Park
- Great Bridge

Outcomes of Prioritisation (Con’t)
S——

e Neighbourhood Centres
Glebefields

Portway

Langley/Rood End

Holly Lodge

Hamsiead (satellite)
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Smethwick
S

e Birmingham Treatment Centre

e Cape Hill Medical Centre (extension)
e New Acute Hospital

e \icteria Health Centre

e Third Party Development

o No compelling casefora Town Centrein
Smethwick

Implications of Prioritisation
S——

e Schemesin delay
- Dudley Port
- (Great Bamr
- Friar Park
- Greets Green
- Cradley Heath
- Stone Cross (incl satellite)
- Hill Top (Wednesbury)
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Where Are We Now?

LS —
e 3 Schemes awaiting NHSE sign off
- Wednesbury
- Langley Rood End
- Great Bridge

12,5 Prpd Healhcae Seicesacssad@ll & WetBiipham

<
Sandwell Heart of
Birmingham
Ruccaile Hail .

®
.& | Towrn Camire |
o | Communily Treatment Cenire | El
o | apscizt Tare Canire |
{:} | Community Hocphz] | @ | Hislghbaurhiaad T e |
. | Apzclaiict Hocphaic |
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SWBQS (8/13) 128

1234

Sandwell and West Birmingham Hospitals m

NHS Trust
Qalikhnd Safet?  Commite Verion 0.1
Vena D29 Meeting Room, City Hospital Dat 23 August 2013; 1030h — 1330h
Members Preent In Aendance
Ms O Dutton [Chair] Ms A Binns
Mr R Samuda Mr S Parker
Dr S Sahota OBE Dr H Grindulis [Part]
Prof R Lilford
Mr T Lewis Secretriat
Miss R Overfield Mr S Grainger-Payne

Miss R Barlow

Mrs D Talbot
Mints Paper Reference
1 Apologiesor abence Verbal
The Committee received apologies for absence from Gianjeet Hunjan, Roger
Stedman, Robert White and Kam Dhami.
2 Minasof he preioameeing SWBQS (7/13) 113

The minutes of the Quality and Safety Committee meeting held on 19 July 2013
were approved as a true and accurate reflection of discussions held.

AGREEMENT: The mintof he preioameeing Bre approed

3 Maersriing from he preiosmeeing

SWBQS (7/13) 113 (a)

The updated actions list was noted by the Committee.

It was agreed that Miss Binns should write to the Coroner’s office by the end of
August to invite them to attend one of the future meetings. It was agreed that it
would be appropriate to invite only the Birmingham Coroner at present.
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SWBQS (8/13) 128

ACTION: MisBinnsb e@hd an inibton b he Birmingham Coroner@s
Officebaknd afti e meeing of he QalilR Safekl
Commite
3.1 Progredh finaliing Me dicine & Emergenc@Tare Grop ISP Verbal

Miss Barlow reported that Medicine & Emergency Care Group had identified a set
of savings schemes to address the majority of the previously reported shortfall and
that the Quality & Safety Committee would receive this detail with the quality
impact assessments at the next meeting.

Mr Lewis encouraged the acceleration of the quality impact assessment work. Miss
Barlow advised that this would be prioritised.

ACTION: MisBarlo®tpriorite he galiimpactaementof he
Medicine & Emergenciare GropAsSPs

MATTERS FOR APPROVAL

SWBQS (8/13) 115
SWBQS (8/13) 115 (a)

4 Termsof Reference

Mr Grainger-Payne presented the revised terms of reference for the Committee,
highlighting that these had been prepared using the generic template which had
also been used to prepare the terms of reference for the other Board
subcommittees.

It was highlighted that the terms of reference had been reframed to focus more
closely on the Committee’s assurance role and reflected the points suggested at
the last meeting.

Mr Lewis highlighted that the purpose included the focus on long term quality
goals.

Ms Dutton raised a number of points in connection with the terms of reference. It
was highlighted that the focus on performance needed to be clarified more
explicitly within the purpose and duties in the terms of reference. Prof Lilford
highlighted that there were various sources of performance which could be
harnessed. Mr Lewis agreed that performance needed to be more explicitly
captured in areas in addition to section 9.1. He advised that a data set would be
made available to the Committees in October to ensure that all elements of
performance were reviewed between all bodies.

It was suggested that themes and trends on complaints needed to be included as a
separate duty and that the 80% attendance needed to be clarified that this was
over a year.

ACTION: Mr Grainger-Pape b amend he erms o f reference for he
Qaliy& SafetCommite b dke inb acconthe sggestons
made athe meeing
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SWBQS (8/13) 128

MATTERS FOR DISCUSSION/DEBATE

5 Updat on Winer 2013 MiBe Betrrogramme Hard copt2

Miss Barlow reported that the action plan to implement the revised bed model was
on track, including the recruitment plans into key positions with the Accident &
Emergency departments. It was reported that the team was ahead of trajectory for
the implementation of the bed model and that the Medically Fit for Discharge
wards would be opened shortly. The Committee was advised that the addition of
doors to the Sandwell ward bays was underway. It was reported that a new Clinical
Director for Emergency Care was now in post.

In terms of performance against the Emergency care target, it was reported that
the August position was above 95% but for the quarter performance was behind
trajectory. Ms Dutton asked whether the number of attendances had reduced.
Miss Barlow confirmed that this was not the case, therefore the improved
performance was clearly associated with changes in the area, rather than a
downturn in patients attending. The difference in performance between the two
sites was highlighted, which Miss Barlow advised would be closely monitored on a
performance dashboard.

Miss Overfield advised that there was a high level of newly qualified staff in
Medicine & Emergency Care Group. Mr Lewis remarked that there was a balance of
risk in terms of having substantive individuals that were newly qualified as opposed
to more experienced temporary staff. To mitigate this position, it was reported
that robust supervisory arrangements were in place. The need to induct staff
comprehensively was underlined.

Ms Dutton asked whether the relationship with the Social Services was effective.
Miss Barlow advised that this was largely the case, particularly with the Sandwell
Social Services. Mr Lewis advised that the need for seven day working was a key
priority that needed to be delivered from Social Services. Miss Barlow advised that
the Trust’s joint discharge team which included Social Services was working well.

SWBQS (8/13) 116

6 uality Report
Q Yy Rep SWBQS (8/13) 116 (a)

The key highlights within the Quality Report were presented to the Committee.

Miss Overfield reported that the investment in dementia care would assist with
further improving the current falls performance. On pressure damage, it was
reported that additional focus would be directed to Grade 2 ulcers with a view to
eradication. MRSA screening performance was reported to be improving gradually,
however agreement needed to be reached on the cohort of patients needing to be
screened. It was reported that C difficile rates had increased slightly, however the
Trust remained within trajectory.

In terms of Trauma & Orthopaedics speciality, it was reported that a case of
Klebsiella had been reported in the area and therefore mitigations were being put
into place to address this and prevent further infections. It was reported however,
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that housekeeping practice by staff in the area remained to be improved. Wards
Newton 3 and Lyndon 3 were reported to be alerting against the quality standards,
which the Committee was advised was being investigated. It was reported that the
theatres capital plan would be delivered over the Christmas closedown. Miss
Overfield reported that elective and emergency case separation in Trauma &
Orthopaedics was not a distinct as desired.

On nurse staffing, the use of bank and agency staff was reported to be falling,
although usage remained high in the Medicine & Emergency Care Group. Ms
Dutton asked how many nurses were leaving. It was reported that this was c. 10
per month in Medicine. It was reported that the time to hire process needed to be
improved. It was agreed that an update on this needed to be presented at the next
meeting.

The Committee received and noted the Quarter 1 ward reviews. It was reported
that e-rostering and the acuity tool (‘Safer Nursing Care’) needed to be used more
robustly within the Trust. The Committee was asked to note that based on the
outputs of the acuity tool it was highlighted that there was a variance in actual and
suggested nurse staffing requirements on a number of wards.

It was reported that the ward review process had expanded to include theatres.

The Committee was advised that further investment into Patient Experience had
been agreed.

Dr Cobb reported that performance against the VTE assessment CQUIN target was
pleasing, with c. 95% being achieved. The impact of the arrival of the new junior
doctor cohort was reported to be being seen at present, however.

Completion of nutrition audits was reported to be pleasing.

It was noted that there had been an increase in incident reporting and was
highlighted that there was a significant focus on sepsis at present.

Ms Dutton asked in connection with mortality, what evidence was available to
suggest that the new review process was working well. Dr Cobb advised that the
numbers of cases reviewed was higher and that the spread of cases being handled
was more evenly distributed across consultants. It was agreed that further work
was needed to harness the learning from the deaths reviewed and that a ‘task and
finish’ group was in place to examine the difference in mortality rates across the
Trust. It was reported that there had been no further mortality outlier alerts
received since the last meeting. Dr Sahota asked whether the sepsis bundle had
been fully implemented. Dr Cobb advised that this was a complex process that
involved many areas and Mrs Talbot advised that a process of audit and data
collection was in place.

ACTION: MisOerfield b arrange for an pdat on plan b improe he
tme b hire metic b be preened athe nedtheeing

6.1 Readmission rates

Verbal
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Miss Barlow reported that a four point plan had been developed around
readmission around the main services, including respiratory and cardiology
specialities. In terms of the high level principles, the risk assessment post-discharge
work would be developed within the next few weeks. The introduction of the
ambulatory care pathway was reported to also contribute to the improvement of
readmission rates.

7 Child Proecton pdat

SWBQS (8/13) 117
SWBQS (8/13) 117 (a)
SWBQS (8/13) 117 (b)

Dr Grindulis joined the meeting.

Mrs Talbot provided an overview of Childrens’ Safeguarding matters. The
Committee received a summary of some of the key child protection reviews. Mrs
Talbot highlighted the need for an ongoing training programme, facilitated by the
local Safeguarding Board. It was reported that referrals to the Safeguarding team
were being monitored. In terms of the structure for the Safeguarding team, it was
reported that recruitment was being undertaken into some key positions, including
some arising within the community. It was highlighted that there was further work
to do to refine the most appropriate structure to support the work, including
domestic abuse handling. Ms Dutton noted that domestic abuse impacted on the
Trust in terms of repeat attendances. Mr Lewis asked when all key posts would be
filled. He was advised that this would be the case by the end of the calendar year.

Dr Grindulis advised that there was a cross over between Child and Adult
Safeguarding regulations that impacted 16-18 year old patients.

Miss Overfield advised that the majority of staff were trained to be aware of
matters, such as child grooming and were aware of the process as to where a
referral needed to be made to a specialist resource.

The pattern of internal referrals to the named nurse for safeguarding was
reviewed. The Committee also noted the maternity ‘cases for concern’, which were
highlighted to be significant in number. Dr Grindulis noted that a referral was
reflected in patient notes and that a conference with social services would be held
for the most concerning cases. It was reported that the medical teams also
received a number of referrals. Ms Dutton asked whether current IT systems
detected the same patient presenting at both City and Sandwell Hospitals. She was
advised that patients who were frequent attendees were identified. In January to
June 2013 it was reported that there had been 71 safeguarding incidents.

Ms Dutton asked whether all possible measures to avoid a breakdown in
communication between the various agencies were in place. Dr Grindulis advised
that although every effort was taken to eliminate communication breakdown, this
remained an issue.

Mr Lewis suggested that a central point was needed to review incidents reported
to identify whether there was safeguarding implications whether the incident had
been reported as a Safeguarding matter explicitly or not.
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Prof Lilford suggested that safeguarding could be included within the remit of the
new Public Health, Community Development & Equality Committee. He also drew
the link to mental health services. Dr Cobb also suggested that there may need to
be a link with patients presenting with alcohol abuse.

Miss Overfield advised that the governance arrangements in the NHS in respect of
child protection were significantly more robust than in other agencies. She
highlighted that the cost efficiencies in Local Authorities were a contributory factor
to this position.

The Committee reviewed a number of current cases in overview.

It was reported that a flag was in place in the Trust’s IT systems, with the exception
of the new Emergency Department system, that highlights where a patient has a
previous attendance at Social Services. It was noted that a formal risk assessment
of the Emergency Department system in this respect was being undertaken and
work was underway as a matter of priority to address the position. Ms Dutton
highlighted the need to track referrals made by the Trust robustly.

A key challenge for the team was a lack of resource for data collection. Mrs Talbot
reported that there were a number of patient referrals that were not being
allocated expeditiously or actioned in a timely way by external agencies and that
this was a keen focus of the local Safeguarding Board.

The linkage of the work with Health Visitor agenda was highlighted. Miss Overfield
reported that the recruitment plans were progressing well.

Miss Overfield advised that provision of Level 3 Safeguarding training had been
challenging given that it relied on access from external organisations.

Dr Sahota asked whether CRB checking was a challenge for the Trust. Miss
Overfield advised that only individuals employed after a certain date were required
to undergo CRB checking. She reminded the Committee that it had been agreed by
the Trust Board previously that staff in priority areas who had been recruited
before the requirement had been introduced would undergo CRB checking. She
added that the community services staff undertook a rolling programme of CRB
checking. It was reported that further work was needed to support staff against
which a safeguarding allegation had been made.

Mrs Talbot reported that the ‘Prevent’ agenda was likely to extend to child
protection.

It was agreed that a further update on child protection should be received in six
months’ time. Mr Grainger-Payne offered to schedule this update. Miss Overfield
suggested that the update needed to include Adult Safeguarding.

It was agreed that the structures and processes internally were robust, however
the Board should be made are of the issues of concern or needing improvement
that were outside of the Trust’s control and in particular within social services.

ACTION: Mrs Talbot to present an update on child protection at the meeting
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of he QaliE& SafelCommite shedled for Febrar2014

8 Ward eam challenge feedback

SWBQS (8/13) 118
SWBQS (8/13) 118 (a)

Miss Overfield presented the outputs of the recent ward team challenge for receipt
and noting. In terms of themes, it was highlighted that there was good
performance against drug calculations; knowledge of mental health; end of life
care; infection control; and management of workforce. Poor performance
identified was highlighted to relate to sepsis identification and management; naso-
gastric tube management; clinical supervision; e-rostering familiarisation; and
action plans to improve patient experience scores. It was highlighted however, that
there was already clear focus on most of these areas of shortfall. Dr Cobb
suggested that assurance was needed in terms of the actions around naso-gastric
tube management given that this related to ‘Never Events’.

Ms Dutton asked whether the team challenge could be replicated in other areas. It
was reported that an event had been held for theatres and for student nurses. It
was highlighted that there was a desire to make the events more multidisciplinary
focussed.

9 End of Life Care pdae

SWBQS (8/13) 127
SWBQS (8/13) 127 (a)

Mrs Talbot presented an update on End of Life Care management in the Trust. She
advised that the Trust used a Supportive Care Pathway. The differences to the
Liverpool Care Pathway were highlighted. The Committee was advised that as a
result of the recent national review of the Liverpool Care Pathway, the Trust had
taken the opportunity to review its own practice and that a number of changes
were planned. Dr Sahota asked how this linked into DNACPR decisions. Mrs Talbot
advised that there were triggers in the tool used to prompt consideration of this. It
was highlighted that the practice engaged family and relatives with the application
of an Order when required.

10 Corporat Qalit& Performance dashboard SWBAQS (8/13) 119
SWBQS (8/13) 119 (a)
The Committee was asked to receive and note the report.
SWBQS (8/13) 120

11 Moralitdeelopmentplan: pdae

SWBQS (8/13) 120 (a)

Mr Parker reported that the mortality development plan was progressing largely
on track and that there was a good focus on the learning from deaths reviewed.

The progress with the actions was outlined.

Interviews for staff to assist with the mortality review process were reported to be
planned shortly.

12 Patentsbryor he TrstBoard

Verbal

It was reported that there was not a patient story planned for the Trust Board on
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29 August, however a stocktake of the value of the presentations to date was
planned.

SWBQS (8/13) 121
SWBQS (8/13) 121 (a)
SWBQS (8/13) 121 (a)

13 Complaint deel opmentplan: pdae

Ms Binns advised that the recruitment of complaints support managers was
underway. The Committee was advised that the Standard Operating Procedures
had been developed and would be launched shortly.

Progress overall was reported to be pleasing.

In terms of performance against the complaints handling targets, it was reported
that every effort was being made to issue complaints as swiftly as possible.

Ms Dutton asked how many complaints were currently within the system. She was
advised that c. 300 complaints were in progress at present. It was reported that
matters were being escalated where necessary.

Dr Sahota asked whether the employment tribunal for the member of staff
previously working in complaints had impacted significantly. Ms Binns reported
that the process had been resource intensive.

SWBQS (8/13) 122

14 Serios Incidentreport
SWBQS (8/13) 122 (a)

It was reported that there had been a lower number of incidents reported during
the last month.

SWBQS (8/13) 123

15 Seriomgraded complains report
SWBQS (8/13) 123 (a)

Miss Binns asked the Committee to receive and note the update, highlighting that a
number related to the Emergency Departments.

SWBQS (8/13) 125
SWBQS (8/13) 125 (a)
SWBQS (8/13) 125 (b)

16 Reports from the CQC visits

Miss Overfield presented a summary of the formal reports received from the Care
Quality Commission following the unannounced inspections in June 2013. It was
highlighted that the outcome was positive overall, while recognising that there was
further work to do to embed processes around DNACPR and complaints handling.

MATTERS FOR RECEIPT AND ACCEPTANCE

SWBQS (8/13) 124
SWBQS (8/13) 124 (a)

17 Clinical Audit forward plan: monitoring report

The Committee was asked to receive and note the report.

18 Foundation Trust Quality Governance Verbal
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Mr Grainger-Payne reported that a self-assessment against Monitor’s Quality
Governance Framework would be presented to the Trust Board in September
2013.

19322 REPORT BACK FROM THE COMMITTEES

A brief summary of key points of discussion at the Quality Committees was
provided.

MINUTES FOR NOTING

23 Minasfrom  he Clinical QalilReiefrop

26 Details of the next meeting

23.1 Mintafrom he meeing held on 1 JIB 2013 SWBQS (8/13) 126
The Quality and Safety Committee received and noted the minutes from the
Clinical Quality Review Group meeting held on 1 July 2013.
24 Matters of topical or national media interest Verbal
It was agreed that there were no matters to raise.
25  Any other business Verbal
There was none.
Verbal

The date of the next meeting of the Quality and Safety Committee was reported to
be 20 September 2013 at 1030h in the D29 (Corporate Suite) Meeting Room, City
Hospital.
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| EXECUTIVE SUMMARY:

The attached report presents a composite picture of performance against a number of key Quality
metrics and qualitative information, responsibility for which currently sits within the remits of three
members of the Executive Group.

e The Committee is invited to accept the report, noting in particular the key points highlighted in
Section 2 of the report.

| REPORT RECOMMENDATION: I

The Committee is recommended to ACCEPT the contents of the report.

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

The receiving body is asked to receive, consider and:

Accept Approve the recommendation Discuss
v
| KEY AREAS OF IMPACT (indicate with  all those thatapply): |
Financial Environmental Communications & Media
Business and market share Legal & Policy v Patient Experience v
Clinical v | Equality and Diversity Workforce

Comments:

ALIGNMENT TO TRUST OBJECTIVES, RISK REGISTERS, BAF, STANDARDS AND PERFORMANCE METRICS: I

e Improve and heighten awareness of the need to report and learn from incidents.

e NHSLA Acute and Community risk management standards — ‘Learning from experience’

* Includes performance against a number of CQuIN targets and national & local targets and
priorities

e Aligned to the priorities set out within the Quality Account

| PREVIOUS CONSIDERATION:

Quality & Safety Committee on 20 September 2013
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QUALITY REPORT

1 INTRODUCTION

This report presents a composite picture of the performance against the various key Quality metrics to
which the Trust works, both in terms of those mandated at a national or regional level and those set by
the organisation.

The report has been populated with latest performance information for the period up until this Board
meeting, across a range of areas within three domains: patient safety, clinical effectiveness and patient
experience.

p KEY POINTS TO NOTE

The Trust Board’s attention is drawn to the following this month:

PATIENT SAFETY

e Safety Thermometer showed a decrease again from 94.2% to 93%

* The incidence of falls has increased.

e Nutrition audits are fairly static with the notable exception of a fall in the number of MUST
assessments @ 12 hours.

¢ The Safety Committee has received an assurance report and plan regarding the Klebsiella
joint infection. An environmental action plan has been implemented in SGH Theatres
arising from issues of concern relating to maintaining good infection control practice. This
work is being led by the Surgical Clinical Management Team.

* Maedical Clinical Group report — they are fully recruited to nursing vacancies at the time of
writing the report.

30
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CLINICAL EFFECTIVENESS

* There are no ward review reports due to be completed for this quarter.

* The ward dashboard is included but there are still IT issues to be resolved which means this
data may be inaccurate.

* Compliance with the use of the World Health Organisation (WHO) checklist was 99.21%
across all patients who underwent surgery.

e VTE risk assessments were carried out on 94.4% of admitted patients against a standard of
95%.

e Mortality Reviews of June deaths was 72% reviewed within 42 days.

* Fractured Neck of Femur being operated on within 24 hours of admission during August
was 85.7% which is above the standard of 70% and represents the performance this year.

* The Trusts 12-month cumulative HSMR (88.4) remains below 100, and is less than the
lower statistical confidence limit and continues to remain lower than that of the SHA Peer

(97.5).
PATIENT EXPERIENCE

* The combined Trust FFT score was 61 for August and the Trust response rate was 12%.
The Inpatient FFT score in August was 67 and the response rate was 32%. The ED FFT score
was 49, and the response rate was 5%.
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3 PATIENT SAFETY

3.1 SafefTheger

Safety Thermometer Harm Free Care
July 12-Aug 13
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Figure 2: Number of patients bytpe

Acute Divisions

13 patients experienced 1 new harm. No patients experienced more than one

harm.

Community Division 16 patients experienced 1 new harm. No patients experienced more than one
harm.

a) Falls

SWBTB (9/13) 130 (a)

Falls from April 2012 as related to 2013-14 Target
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Figure 3: Trend of falls April 2012 — July 2013
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Fign e 4: Incidence of falls per 1000 bed days across Acute Inpatient Divisions

MONTH Wad/Aea Gede bFall 1j@

April N4 RED # Ankle

April N2 RED # Wrist and clavicle

April D21 RED # Facial bones

May Eye In patients RED #Humerus

May MAU RED # NOF

May P3 RED Peri prosthetic #

June P3 RED #Humerus

June MAU RED #Gt Trochanter

June L5 RED #Sub/Ex dural haemorrhage (RIP) ‘

June P4 RED #Rt NOF |
Figa 5: Falls resulting in serious injury from April 2013-June 2013 (City and Sandwell Hospital)

b) Pes Daage
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Figa 6: Number of hospital acquired pressure damage Grade 2, 3 & 4, April 2009 — April 2013
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Grade of Sore 2012-2013 2013-2014
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Trust Total 23 |18 | 19 | 23 | 14 |17 |12 |11 | 14 | 10 | 9 |12 | 182 | 15 | 16 | 13 44

Figure 7: Table of avoidable hospital acquired pressure ulcers by grade

c) VTE Risk Assessment

The VTE Risk Assessment CQUIN target is 95%. Intensive work has continued to improve the VTE
assessment position. However, performance during August was 94.4% which is slightly below target of
95%. There are various reasons that this may have happened which includes newly graduated doctors
staffing the wards, annual leave, and less elective and daycase activity because of the August bank
holiday.

VTE assessment was stressed in new doctor induction and the MDs team have attended junior doctors
forums, monitored VTE assessment of emergency admissions and made daily visits to the units to
prompt junior doctor conformance. Consultants are also reminded to ensure that junior carry out the
assessments. The new EBMS calculator has been implemented and is working well, taking less time to
complete than the iCM tool. .

3.2 Nutrition/Fluids

Summary of Nutrition Audits (December2012- August 2013)
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Figure 8: Nutrition Audit Results

8|Page



SWBTB (9/13) 130 (a)
3.3 IfeckCb

The infection control information was not available at the time of writing the report, so the previous
data has been left in the report.

MRSA

There were no post-48 hour MRSA bacteraemia for August. The total number of MRSA bacteraemia to date is 1.

MRSA Screening
To Date (*=most TARGET
recent month YTD 13/14

Patient Not Matched % 86 90
MRSA Screening
- Elective

Best Practice - Patient Matched % 74 80
MRSA Screening Patient Not Matched % 86 90
- Non
Elective Best Practice - Patient Matched % 74 80

Figa 9: MRSA screening eligibility

Clostridium difficile
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2013-2014
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Figa 10: SHA Reportable CDI
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2013-2014
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Sandwell 5 3 2 4 14
2 3 5 7 17
7 6 7 11 0 0 0 0 0 31
Intermediate Care 0 0 0 0 0 0 0 0 0 0 0 0 0
Trust Total (cumulative) 7 13 20 31 31 31 31 31 31 31 31 31 [

Figa 11: Trust Best Practice Data
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Figa 12 : Blood Contaminants
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E Coli Bacteraemia
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Figal 4: MSSA

3.4 Matitl

The Obstetric Dashboard is produced on a monthly basis. The data for August was not available at the
time of writing the report. The data below is what was reported the previous month (August Quality
Report):

Post-Partum Haemorrhage (PPH)(>2000ml): there were 0 patients recorded to have had a PPH of
>2000ml in July.

Adjusted Perinatal Mortality Rate (per 1000 babies): the adjusted perinatal mortality rate for July was
8.0 which was equal to the trajectory (8) but was higher than the previous month (6.0). Perinatal
mortality rates must be considered as a 3 year rolling average due to the small numbers involved and
the significant variances from month to month.

Caesarean Section Rate: the number of caesarean sections carried out in July was 25.7%, which is just
above the trajectory of 25% over the year and slightly higher than the previous month (25.1%).

Delivery Decision Interval (Grade I, CS) >30 mins: the delivery decision interval rate for July was 8%
which is below the trajectory (15) and lower than the previous month (11%).
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Community Midwife Caseload (bi-monthly): The community midwife caseload in July was 138, which is
just below the trajectory of 140 but is higher than the previous month (130).

3.5 Medicia Maageah (Last updated 25" July)

The 2013/14 CQUINs include safe storage of medicines; the aim is to improve safe storage of medicines
in ward areas.

The threshold for improvement is to be agreed following review of the Q1 baseline audit results.

Drug storage audits are being undertaken quarterly across inpatient areas in 2013/14 using a revised
audit tool. Nursing and Pharmacy colleagues have developed the audit plan and a process for reviewing
audit results. Following review of audit results action plans are being developed to deliver
improvements. An improvement trajectory is to be agreed following review of the Q1 audit results.

The Q1 audits have been carried out and data quality checks are being done. The findings of the audits
will be available for the next Quality Report and will be presented to the August meeting of the

Medicines Safety Group.

3.6 Incidents

Incidents

2000
1800
1600

1400

1200 - @ 2011/12
1000 - W 2012/13
800 - m 2013/14

Number

600 -
400 -
200 -

Apr May Jun Jul  Aug Sept Oct Nov Dec Jan Feb Mar
Month

Figure 15: Incidents
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loideigt2013

Tél Nberbloidetepd
Of the total: (* incidents still under investigation)

Near miss

No Harm

Low (minimal harm)

Moderate

Severe (permanent or long term harm)
*Death (related to the patient safety incident)

"Top 5" Reporters (Acute)

1 Emergency Departments (both)
2 Labour ward
3 Medical Assessment unit
4 Emergency Assessment Unit
5 Lyndon 2
"Top 3" Reporters (Community)
1 Community Nurses Mesty
2 Community Nurses Cross
3 Community Nurses Out of hours

"Top 5" Type**
1 Verbal abuse (patient on staff)
2 Non SWBH pressure sore
3 SWBH Pressure sore (comm acquired)
4 Communication failure with patient/team
5 Lack of suitably trained staff

3.7 Seidnideh (S}

** 306 incidents are not yet assigned to a causative group

1453

204
812
366

61

284
47
45
37
33

20
14
13

100
53
46
34
34

In Agh 2013 there were 5 new Sls reported to CCG. Two were later downgraded (both

infections)

1 2013/24551 - Gabhlg?
Anticoagulation drug error

2 2013/24685 — Plastic Surgery
Wrong site surgery — NEVER EVENT

3 2013/25315 — Stroke Services
Incorrect actions taken following Imaging.
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SI's reported

B 2011/12
H2012/13
@ 2013/14

Number

e e

Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar
Month

Figal 6: Serious Incidents

The serious incidents reported in the graph above do not include pressure sores, fractures resulting
from falls, ward closures, some infection control issues or health and safety incidents.

Issue/Risk Action to take/taken Who by | When
by

Delay in being able to provide | Plans being looked at to move the cause of Head of | Jan 14

themes and trends due to the incident to the “reporters” screen. Risk

Managers having to input the

cause.

3.8 Patient Safety Walkabouts

The Patient Safety Walkabouts continue to take place. In August the walkabout to Newton 1 occurred,
with the visit to the Imaging area needing to be postponed. Again the visit proved extremely useful
experiences for both staff and patients and highlighted some areas of good practice and some which
require some action.

Varied points came up from the visit to Newton 1, including the possibility of creating additional
storage space for the ward, creation of a discharge lounge, and creation of additional patient

information concerning the ward environment.

In September two further walkabouts are planned to the Eye Ward and to Maternity. The outcome
from these visits will be included in next month’s report.
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During August 2013 3 new Inquest cases were notified to the Trust.
2 cases were closed during this period following a final Inquest hearing.

New Inquests

14
12
g @ 2011/12
£ W 2012/13
=]
= | m2013/14
Apr May Jun Jul Aug Sept Oct Nov Dec Jan Feb Mar
Month
During August 2013 2 cases were closed.
Inquests Closed
100
90 —
80
70 =
5 60 @ 2011/12
£ 50 m 2012/13
Z 40 m2013/14
30
20
10
0 +—m= : = = : — - -
Apr May  Jun Jul Aug Sept Oct Nov Dec  Jan Feb  Mar
Month
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There were 25 new claims opened in August 2013.

4 clinical negligence claims were closed during August 2013.

The claims opened in August consist of 5 employer liability and 20 clinical negligence cases.

New Claims

30

25
5 20 —| @ 2011/12
£ 15 m2012/13
= m2013/14

10

5 4

0 - T T T T T T

Apr May Jun Jul Aug  Sept Oct Nov Dec Jan Feb Mar
Month

3.11 Nurse Staffing Levels

Bank & Agency

The Trust’s nurse bank/agency rates are detailed below and show year on year comparison from
2008/9 to date. Notably we are now using more nurse bank/agency than we have for the past 4 years.

10000
9000
7000

5000 | &— - H\—*’*/—’é‘k 2009

6000 - —=—2008 -
A — % 2009 -
s s
3000 2011
2000
1000
0

Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar

Figure 17: Total Bank & Agency Use Nursing April 2008 —date.
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4 CLINICAL EFFECTIVENESS

4.1 Malil!

CQUIN Target

As part of the Trust’s annual contract agreement with the commissioners the Trust has agreed a CQUIN
scheme which requires the Trust to review 80% of adult inpatient deaths within 42 working days. 42
days have to elapse after the end of the reported month so that all deaths which occurred within the
month can be included.

During June 2013, which is the most recent month for which complete data is available, the Trust
reviewed 72% of deaths compared with a target trajectory for the month of 80%.

Micro management of reviews due has identified several consultants who are not reviewing their
allocated patients. This information is being passed to the Group Director to take corrective action.

The Medical Director’s Team is producing weekly prompt messages to remind consultants to carry out
allocated reviews.

MotlilRevie®Pefmance
200
180
160
140
120
100 ——
60 Y \/{
40
20
0 T T T T T T T T T T 1
August  Sept Oct Nov Dec Jan Feb Mar April May June
Mh 13/14
—¢—Target %  =ll=% reviewed 42 days Adult inpatient deaths
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2013/14 August | Sept | Oct | Nov | Dec | Jan Feb | Mar | Apr | May | June
Target 64 66 68 71 74 74 77 80 80 80 80
% reviewed 42 days 65 69 53 63 66 72 74 78 72
Adult inpatient deaths 132 121 | 139 | 108 | 136 | 150 | 143 | 181 | 157 | 122 | 102

HSMR (Source: Dr Foster)

The Hospital Standardised Mortality Ratio (HSMR) is a standardised measure of hospital mortality and is
an expression of the relative risk of mortality. It is the observed number of in- hospital spells resulting in
death divided by an expected figure.

The Trusts 12-month cumulative HSMR (88.4) remains below 100, and is less than the lower statistical
confidence limit and continues to remain lower than that of the SHA Peer (97.5). The in-month (May
13) HSMR for the Trust has decreased to 93.9, but remains within statistical confidence limits.

12 month cumulative site specific HSMR’s are 77.3 and 100.1 for City and Sandwell respectively, neither
of which are currently in excess of upper statistical confidence limits. In month site specific HSMR’s are
66.4 and 98.4 for City and Sandwell respectively.

Summary Hospital — Level Mortality Indicator (SHMI)

The SHMI is a national mortality indicator launched at the end of October 2011. The intention is that it
will complement the HSMR in the monitoring and assessment of Hospital Mortality. One SHMI value is
calculated for each trust. The baseline value is 1. A trust would only get a SHMI value of 1 if the number
of patients who die following treatment was exactly the same as the number expected using the SHMI
methodology. SHMI values have also been categorised into the following bandings.

1 where the Trust’s mortality rate is ‘higher than expected’
where the trust’s mortality rate is ‘as expected’
3 where the trust’s mortality rate is ‘lower than expected’

N

The last SHMI data was published on 24/07/13 for the period January 12 — December 12. For this
period the Trust has a SHMI value of 0.95 and was categorised in band 2.

e 11 trusts had a SHMI value categorised as ‘higher than expected'

e 15 trusts had a SHMI value categorised as ‘lower than expected'

e 116 trusts had a SHMI value categorised as ‘as expected'

In addition, the UHBT Healthcare Evaluation Data (HED) tool provides data in month based on the SHMI
criteria. The SHMI includes all deaths up to 30 days after hospital discharge. The Trust SHMI for the
most recent period for which data is available is 99.2, having gradually risen during the course of the
last few months.
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Malikble
All Spcialtes 2012/13 2013/14
Oct Nov Dec Jan Feb Mar Ap May
Il Data:
Hospital Deaths
Trust 144 106 140 157 148 179 158 123
City 54 51 51 64 69 75 64 44
Sandwell 90 55 89 92 79 104 94 79
DrF&r56 HSMR Groups:

HSMR (Month)
103.7 93.9 82.9

85.1

Sandwell

HSMR (12 month cumulative)
Trust

Sandwell

104.1 101.9 -- 100.2 101.2 100.1

HSMR (Peer SHA 12 month cumulative)

97 | 97 | 980

Healthcare Evaluation Data (HED) SHMI
(12 month cumulative)

CQC Mortality Alerts received in 2013/14
No new mortality outlier alerts have been received.

Dr Foster generated alerts (Quality Investigator Tool)
In the data period July 2012 — June 2013 there were no new diagnoses groups alerting with a significant
variation from the benchmark.

National Clinical Audit Supplier — Potential Outlier Alerts
No new potential outlier alerts have been notified.

4.2 Clinical Audit

Clinical Audit Forward Plan 2013/14

The Clinical Audit Forward Plan for 2013/14 contains 79 audits that cover the key areas recognised as
priorities for clinical audit. These include both the ‘external must do’ audits such as those included in
the National Clinical Audit Patient Outcomes Programme (NCAPOP), as well as locally identified
priorities or ‘internal must do’ audits.
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Status as at end of July 2013 Total
0 — Further Information requested 6
1 - Audit not yet due to start 14
2- Significant delay 0
3- Some delay - expected to be completed as planned 13
4- On track - Audit proceeding as planned 37
5- Data collection complete 0

6- Finding presented and action plan being developed
7- Action plan developed

D- Discontinued 1

Grand Total 79

The status of the audits that have been included in the plan as at the end of August 13 is shown in the
table above. No audits have been indicated as experiencing a ‘Significant delay’.

4.3 Chape ih he Fie SegdaferSgel! ’

Close monitoring of compliance with the WHOCL continues. Performance for June was 99.21% across
all areas.

4.4 Skeca e
Performance against the principal stroke care targets was as outlined in the table below at the end of
August, this is subject to change following final validation.

Month April May June July Aug Sept Oct Nov Dec Jan Feb March
2013/14

% Spending 88.3 96.23 90 95 89.1
>= 90% of
stay on stroke
unit

% Admitted to 83 93 91.53 82
stroke unit
within 4 hrs of
arrival at
hospital

% pts
receiving brain
imaging in 24
hrs of
admission

% Pts 61.54 68.57
scanned within
1 hr of arrival
at hospital

Not yet Not yet
available available

% high risk 66.67 63.16
TIA treated
within 24
hours

83.3 72

% low risk TIA 74.07 88.37 88.24 91.2 92.5
treated within
7 days
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Figa 22 : Performance against stroke care targets (data CDA QMF dashboard 10/9/13)

4.5 TeabtbFacad Neck bFetd#hir24 he
The Trust has an internal Clinical Quality target whereby 70% of patients with a Fracture Neck of Femur
receive an operation within 24 hours of admission. Data for August (Source CDA —QMF Dashboard

10/9/13) indicates 85.7% of patients with a Fractured Neck of Femur received an operation within 24
hours of admission. This is a significant improvement and demonstrates the best performance this

financial year. [[iii=lgalel N2 aleals

4.6 Ward Reviews

The Ward Review results are not due for reporting this month.

4.7 Quality Audits

The Quality Audits are not due for reporting this month.

21RPage



SWBTB (9/13) 187 (a)

4.8 Ward Clinical Dashboard

T o R m T o |l 8 18 = -2 |l T | O | =2 ol 3 ™| = [%2) o =

00;% S ¢ °%53§U o @ T8I EE|ISEIEI LI KL FE gl g 2| =F =3 =} N
= s 9 S =1 a 2 F| 3 1A 2 2 STl = =T m =] = =8
3 | & = | 2L » a g| € & 2| o ;| € @ 3 & 5 @ ! 3| ¢ & = ) s} 5
|l e >| £ > =3 | F oAl v A3 e Sla<| < S| 3o @
5 2 @ T 5] 3 o T Fa8 s m T | 3 oy o o =3
8| » & e ° @ s 2 s|led|lgs|Fslos|3 3 S EF S| 3 4 g @ E =
= ZO @ 2 @ < @ . L 5 S = = L = @D @ @ 3 a 173 3 X - > S c
= S g @ X @ @D =1 | = =3 S = < T = 0 = » = § o 3 i & =2 5
sg| %] &|TEl S| ?| E|s3s|=3| §|58§|.3|c2|22| /2% S| & 2| 2
@ 3 = =3 ' ! F| & & — i) o 45| 3 3 =3 | 2 & 5 ] =] 1
3 pid L= e 2 = == ) g g ¢ 3| & & 3 2 = 3 @D
53 = ] . S o o = @ @ o . 2 o L8 = @ el £
S = L = 3 = @ @ (5] e N QO a

@ 2 m Z S = s g‘-Q‘o = R T = s - o by =
5 Zl 8 S z3 s| &| =28 ' ' Z 5| 2 22 . -

BTC - Adult Surgical Unit

CCS - Critical Care Services -
City

Coronary Care Unit - City
Coronary Care Unit - Sandw ell
Critical Care - Sandw ell

D12 - Isolation

D15 - Medical
D16 - Medical
D17 - Medical

D18 - Medical
D21 - Male Surgery ENT/Urology

D25 - Surgical (Female)

D27 - Oncology

D30 - Winter pressures

D41 - Medical Short Stay Unit
D7 - Medical

Day Treatment Unit - Sandw ell
EAU - Sandw ell

Henderson

Leasow es

Lyndon 2

Lyndon 3

Lyndon 4

Lyndon 5

MAU - Mau Transfer - City
Neonatal Unit - City

New ton 1 Short stay unit
New ton 2

New ton 3

New ton 4 - Stroke rehab
New ton 5

Ophthalmology Main Ward - City

Planned Admissions Unit (D6)
Post Coronary Care - City

Priory 2

Priory 3

Priory 4 - acute stroke unit
Priory 5

Surgical Assesment Unit (D42) -
City

NB — Data feeds remain problematic to this dashboard, eg FFT results not showing this month. We are working with IT to resolve.
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4.9 BRAD/SNCT (acik)tsaf

Medicine
Establishment Summary Per Ward
100.00
$0.00
80.00
w 70.00
s £0.00
i &
3 3000
20.00
10.00
0.00
D5 | O7 | D12 |D15( 016|017 (D18 | D41 | P3 | P4 | PS [ N1 | N4 | NS [CCU| L4 | LS
M Recommended |26.36]32.93/11.34|24.42|34.15|54.69 24.76 | 33.36/32.72(50.15/91.37 |19.89/66.02| 20.02| 30.56| 14.02| 46.69
W Actual 36.42/24.44/15.55(15.19/19.86/16.37/21.23|29.92/22.05/42.54(51.35|40.77/42.69|15.45/19.12|19.48 | 40.84
™ Budgeted 4183]2543| 16.4 |12645/32.71/29.05/20.92/27.87| 309 | 516 | 41 |40.71/36.27| 18.4 |19.75/40.11|37.99
Surgery
EstablishmentSummary Per Ward
50
45
40
- 35
H 30
8 25
E 20
15
10
5
0
D21 D25 N3 L3 P2 L2 N2
B Recommended 25.01 2013 43.79 3065 3454 32.02 23.31
W Actual 27.02 2158 3645 27.87 27.38 15.66 16.37
= Budgeted 30.18 29.28 4287 4017 26.87 27.93 18.05
Misc
EstablishmentSummary Per Ward
35
30
- 25
H 20
g 15
E 10
Henderson Leasowes Eye
B Recommended 27.08 30.79 25.74 15.21
W Actual 18.41 26.01 21.52 2507
= Budgeted 26.71 28.7 25.58 26.79
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5 PATIENT EXPERIENCE

5.1 NetPbr

SWBH Friends and Family Test Scores and Survey Response Rate
(Inpatients + Emergency Department)

Jul-12 Aug-12 Sep-12 Oct-12 Nov-12 Dec-12 Jan-13 Feb-13 Mer-13 Apr-13 May-13 Jun-13 Jul-13

S FFT Score - Survey retums %

Adult Inpatients and ED FFT Scores

80
o . &6 69 66 66 67 68
61 &0 63
55
60 -
38 49 50 <9
SO
S0
30
20
10
O
Jan-13 Feb-13 MNMar-13 Apr-13 MNMay-13 Jun-13 Juéd-13
| InNpatsenit FFT Score MEDFFT Scone
Adult Inpatients and ED FFT Response Rates
20 .0%

35.0% / 36.0%
. 31 o
30.0% -~

25.0%
20.0%
15.0%
b 0% > o
10.0%

-, - O
S.0% — 2 7% 1 N 1”’.//—-.\-
0.0% = - 2. 2%

Jan-13 Fcb-13 Mar-13 Apr-13 May-13 Jun-13 Jul-13
—— lrxpaticent FFT response rate —— LD FFT rceponsc ratec
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Groups FFT Score Total Eutremclv Likely Ne'nher. Likely Unlikely Extr .eme[v Don't Score
Responses Likely or Unlikely Unlikely | Know |Movement
Medicine and EC 61 )03 388 | 168 22 3 4 1; &
wrgery and C 534 415 97 10 5 2 1
s B 3 g 0 0 ¥
L CH 54 13 ' a ez 2 0 0 *

Figa 23: Net Promoter position & Friends and Family Test

52 Chih

Formal Complaints received

90
80
70

_60 @2011/12
240 | m2012/13
330 m2013/14

20
10 -

Apr May Jun Jul Aug Sept Oct Nov Dec Jan Feb Mar
Month

Link Complaints received

@2011/12
m2012/13
@32013/14

Apr May Jun Jul Aug Sept Oct Nov Dec Jan Feb Mar
Month

Link complaint: the complainant has received the substantive response to their complaint but has returned as they remain dissatisfied
and/or require additional clarification.

Chaiicpaie dat
Chlt

The total formal and link complaints received requiring a response in August 2013 (n =93) has risen
significantly when compared with July 2013 (n = 70).
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August 2013 shows a similar number of formal complaints received when compared with the same
month last year (n = 78). There was a slight increase in link cases.

Categorisation

The 77 formal complaints received in August 2013 were graded as follows:

Red

0 H Amber ” 8 ” Yellow H 40 ” Green ” 29 H

The top 5 themes are:

e Attitude of staff (n=17)

e Dissatisfied with Medical treatment (n = 15)
e Dissatisfied with Nursing care (n = 8)

* Long wait for treatment or medication (n=8)
e Other treatment issues (n = 8)

The complaints received in August are in the process of being investigated. Three complaints
received in August, were closed within the month.

Learning from complaints closed in July/August include:

* Staff members have been provided with further training in relation to customer care
focussed approached, and have reflected on how attitudes can be perceived.

* The Emergency Department team are providing additional training to ensure staff members
are aware of the care pathway for missed fractures, and the procedures for ensuring that
patients, carers and GPs are informed quickly.

e Birmingham Treatment Centre has removed trays from the reception desks which collected
appointment letters, to assist in ensuring patient’s confidentiality and privacy is maintained.
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5.3 Paliasbighd Healh Seice Obhdan{PHSO)

Cases referred to the Ombudsman

7

6

5
o4 @2011/12
.23 m2012/13
52 m2013/14

1

o |

Apr May Jun Jul Aug Sept Oct Nov Dec Jan Feb Mar
Month

The Trust currently has 4 active cases with the PHSO

5.4 PALS

PALS Enquiries

250

200

@ 2011/2012
m 2012/2013
@ 2013/2014

150 -

Number

100 -

50 +

Apr May Jun Jul Aug Sept Oct Nov Dec Jan Feb Mar
Month

PALS cpmte dat
Callt

Total PALS enquiries received in August 2013 (n=183) have increased when compared to July 2013
(n=172) There were 6 PALS cases related to the community.
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August 2013 shows a significant increase compared with the same month last year (n = 140). However,
the Patient Support Centre also deals with general enquiries and these were significantly increased
(2012/13 n = 246 compared with 2013/14 n = 343).

\ Themes \
The top 5 themes are:
= |ssues relating to clinical treatment
= Cancellation of appointments, mainly relating to cancellation, delays and notification of
appointments.
= |ssues relating to the request for formal complaints advice.
Lack of communication, mainly with relatives.
= General enquiry issues, mainly relating to general advice and information.

In August 2013, PALS have investigated concerns and have assisted with a number of initiatives

to improve the patient experience including:

= Patient contacted chiropody department as she had not received a follow-up appointment
having received new insoles. On contact with the department she was informed that she had
been discharged. The patient was not satisfied with this as she had not been informed. On
investigation into the issue, the patients concerns were raised with the Head of service and
PALS were informed that there had been a misunderstanding, and that a review appointment
would be allocated to the patient.

= Patients relative contacted PALS regarding concerns regarding his father having 3 falls in 3
weeks. He felt that his father was not being given enough care and attention. On contact
with Henderson Ward, Matron requested that the Ward Manager contacted the patient the
same day the relative had raised concerns and provided the option of meeting face to face.
Feedback provided and explained to the patient’s relative the measures that had been put in
place to reduce the risk of the patient falling, including a chair sensor. As patient suffers with
Parkinsons Dementia he has very little ability to balance and can fall very quickly. Other
special measures had been taken to reduce the patient falling.

5.5 End of Life

End of Life Report

The number of patients achieving their preferred place of care/death irrespective if they were on the
SCP for July was 66%.
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6 RECOMMENDATION

The Trust Board is asked to:

* NOTE in particular the key points highlighted in Section 2 of the report and DISCUSS the
contents of the remainder of the report.
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Glossary of Acronyms

AcBim ER4min

CAUTI Catheter Associated Urinary Tract Infection
C Diff Clostridium difficile
CRB Criminal Records Bureau
CSRT Clinical Systems Reporting Tool
cQc Care Quality Commission
CQuiIN Commissioning for Quality and Innovation
ED Emergency Department
DH Department of Health
HED Healthcare Evaluation Data
HSMR Hospital Standardised Mortality Ratio
HV Health Visitor
ID Identification
LOS Length of Stay
MRSA Methicillin-Resistant Staphylococcus Aureus
MUST Malnutrition Universal Screening Tool
NPSA National Patient Safety Agency
oP Outpatients
PALS Patient Advice and Liaison Service
PHSO Parliamentary and Health Service Ombudsman
RAID Rapid Assessment Interface and Discharge
RTM Real Time Monitoring
SHA Strategic Health Authority
SHMI Summary Hospital-level Mortality Indicator
TIA Transient Ischaemic Attack (‘mini’ stroke)
TTR Table top review
uTi Urinary tract infection
VTE Venous thromboembolism
Wards:

EAU Emergency Assessment Unit

MAU Medical Assessment Unit

D Dudley

L Lyndon

N Newton

P Priory

A&E Accident & Emergency

ITU Intensive Therapy Unity

NNU Neonatal Unit
WHO World Health Organisation
WTE Whole time equivalent
YTD Year to date
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eecmvesuwar:

This report has been compiled as a briefing for the Trust Board with regard to the increased detection of ESBL
Klebsiella pneumonia (KP) organism in wards and Operating theatre at Sandwell Hospital (SGH).

| REPORT RECOMMENDATION:

The Trust Board is asked to note the report.

ACTION REQUIRED (indicate with X’ the purpose that applies):

The receiving body is asked to receive, consider and:

Accept Approve the recommendation Discuss
I R S
| KEY AREAS OF IMPACT (indicate with % allthose thatapply):

Financial | Environmental x | Communications & Media | |
Business and market share Legal & Policy Patient Experience
Clinical x | Equality and Diversity Workforce

| ALIGNMENT TO TRUST OBJECTIVES, RISK REGISTERS, BAF, STANDARDS AND PERFORMANCE METRICS:

Safe, effective care

| PREVIOUS CONSIDERATION: l

None.
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Author Linda Pascall, Interim Chief Nurse
Date 26" September 2013

1) Introduction

This report has been compiled as a briefing for the Trust Board ith regard to the increased
detection of ESBL Klebsiella pneumonia (KP)organismin ards and Operating theatres at
Sanduell Hospital (SGH).

2) Background

ESBL Klebsiella pneumonia [KP]is a multi-resistant organism. This is not an organism that
patients are routinelyscreened for how ver as part of routine surveillance of clinical specimens
and surgical site surveillance it ws noted by the Trust Microbiologists that there had been an
increase in infections folloimg both total hip and total knee joint replacements. Revievof
these cases revealed that folloimg revision of the joint for infections due to a different
organism (mainly staphylococcus aureus), infection due to KP as subsequentlydiagnosed in
these patients. It must be noted that this organism as not found to be a deep i nfection in the
majorityof patients, but isolated from urine samples taken for diagnosis of urinary tract
infection. Tping of all isolates revealed then to be the same strain, unique to the Trust. To
date, a total of 7 Orthopaedic patients have been found to carry the same strain of KP.

A timeline has been produced and commonalities looked for.

Although Theatres staff ere initiallythought to be a commonality due to the limited staff
available for this tpe of surgery , this has not proven to be the case. Sixof the 7 patients had
been to Theatre prior to isolation of the KP.

All 7 patients had been on Neton 3 for most or part of their hospital stay, raising concerns
that environment could be a contributing factor.

The concern of the Microbiologists ms escalated to the Director of Infection Prevention
Control (DIPC) and an investigation ws undertaken of the ards and theatre bythe Infection
Prevention & Control Service team. This involved a detailed eamination of the cases
concerned using a root course analyis approach, a thorough scoping of the environment and a
reviewf clinical practice.

3) Investigations and Actions

The immediate action of temporary closure of Theatres for the deep clean also alloed the
completion of some minor estates ark.

Meetings continue to be held ith Public Health England and the CCG and the folloimg
contributory factors have been considered:
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Theatres - one case had never been to theatres and cases have continued to be detected
folloimg a deep clean and use of HPV hgrogen peroide vapour). This has largelybeen
discounted as a source of infection. Hoewer, there are still several environmental issues
identified in the Theatres hich are of significant concern, compounded by significant poor
practice in relation to compliance ith venybasici  nfection prevention and control.

The Clinical Group Management team took omership of the immediate action tich
involved:

¢ Complete reviewf all theatre storage - Funding secured to improve this

¢ De-clutter male and female changing rooms and remove store items.

¢ Dailleaning schedule introduced to all areas of theatres

e Reintroduction of the red line for infection prevention and control practice; at that
point a large poster ith @ must do listflj.e. bare belovelbow , carry out hand
hgiene, removed jealleryaar PPE (personal protective equipment), etc as put
up in theatres.

Environment as a tole - it remains a concern that the fabric of Sandall Hospital may
predispose to harbouring organisms despite rigorous cleaning and use of HPV. Theatres,
Neton 3 and Lpdon 3 have all been deep cleaned and HPV used.  Environmental issues are
being addressed bythe Director of Estates in collaboration ith the Clinical Group.

iii) Community- it is possible that this KP is a communitstrain that some patients are colonised

ith; hoawer it is evident that cross transmission has occurred ithin the hospital setting.

iv) Hdration - manyof these patients are catheterised and infection prevention and control

v)

are wrking ith the anaest hetic and orthopaedic teams to look at catheter care and
hdration.

Most of these patients had more than tewmoves to different ards hilst in hospital. The
ekernal agencies felt that reducing these multiple moves mayhelp to reduce the
transmission of infection.

Actions to date (an action plan is available for all actions)

e Regular teaching sessions on the ards byinfection prevention and control

e An unannounced visit to theatres by the Lead Infection Control Nurse and Group
Director of Nursing; this shoad that both practice and environment had improved but
there are still improvements to be made

e Observational audits are being undertaken bythe orthopaedic team to look at practice
both in theatres and on the ards.

e Discussion has been held regarding the use of Bllo®and Eedktards for all trust
staff not compling ith Trust infection prevention and control policyith escalation
to the Chief Nurse, Group Director of Surgery Anaesthetics and Critical Care and
Medical Director hen a red card is issued as appropriate.
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e Clinical group omership of infection prevention and control practices and surgical site
surveillance. This has improved significantlybut there remains the need for further
work on this, ith the support of the infection preventio  n and control team.

4) Summary

Thorough investigations have not revealed one specific root cause, ith this outbreak
considered to be multi-factorial. Howwer , both environment and practices throughout
Theatres and T&O remain major contributory factors; these are under constant revievand
on-going monitoring is in place.

Funding has been secured to undertake the keyenvironmental ark required hich requires
closing the department for tw ®eks and this is currentlybeing negotiated to ensure
minimum disruption to activity.

The revievof Theatre practice identified some very fundamental cultural issues - not simply
related to poor infection prevention and control practice but poor team wrking and a lack of
mutual respect betaen the different groups of staff erking in the area.  The clinical group
recognise this is a vital issue to be addressed and have undertaken some action towrds
improving the ain hich the team wark. Theyhave strengthened local clinical leadership
and the Group Director of Nursing is directlysupporting the Theatre Matron and Group
Clinical lead in the turnaround wrk.  Funding has also been secured for facilitated support to
work through the cultural issue ith the team.

The action plan in place has been supported and monitored bykeymembers of the Executive
Group: Interim Chief Nurse, Medical Director, Director of Estates and Chief Operating Officer.
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DOCUMENT TITLE: Update on a review of Readmission rates
SPONSOR (EXECUTIVE DIRECTOR): | | Rachel Barlow — Chief Operating Officer
AUTHOR: Rachel Barlow — Chief Operating Officer
DATE OF MEETING: 26 September 2013

eecmveswar:

The Trust Readmission Taskforce has been established to review the high readmission rate and
determine work to reduce readmissions.

The attached paper reports progress on:
* Continuation of the diagnostic work
* Developing alert and risk predictor tool for readmissions
* Developing speciality level pathways and discharge bundles

This work is complex and challenging. There are various methods of calculating readmissions rates. The
taskforce has established a data set following CQC definitions. The themes identified include:

* Elective readmissions - same both sites and on a par with national

* Emergency readmissions - high but particularly high at Sandwell for some diagnosis codes.

* Top specialties Cardiac, Respiratory, Elderly Care and Acute Medicine.

e Analysis shows there appears to be close correlation between mortality and readmission rates,
for these particular specialties, typically the rate of readmission increasing towards the end of
life.

Initiatives to reduce readmission rates include:
e Ambulatory care pathways
e Enabling earlier specials input for high risk readmissions through an alert system
* Implementing innovations to predict of risk of readmission
e Discharge bundles including case management with community support for discharge
e Better provision of community based outpatient antibiotic and diuretic services
e Clinical pathway redesign
ACTION REQUIRED (indicate with X’ the purpose that applies):

The receiving body is asked to receive, consider and:

Accept Approve the recommendation Discuss
x|
| KEY AREAS OF IMPACT (indicate with  all those thatapply): |

Financial Environmental Communications & Media
Business and market share Legal & Policy Patient Experience X
Clinical x | Equality and Diversity Workforce

Comments:

| ALIGNMENT TO TRUST OBJECTIVES, RISK REGISTERS, BAF, STANDARDS AND PERFORMANCE METRICS:

| Readmission rates are reported within the Trust’s corporate performance dashboard

| PREVIOUS CONSIDERATION:
| Quality and Safety Committee on 20 September 2013

Page 1
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BRIEFING PAPER ON THE REVIEW OF RE-ADMISSION RATES FOR SANDWELL AND WEST BIRMINGHAM
HOSPITALS NHS TRUST

Report to Trst Board [26 September 2013

1. Key themes

The Trust Readmission Taskforce has been established to review the high readmission rate and determine work

to reduce readmissions.

The themes below reflect analysis of readmission rates within 30 days of discharge in 2012 for a 12 month

period:

¢ Elective readmissions - same both sites and on a par with national
¢ Emergency readmissions - are high but particularly high at Sandwell for some diagnosis codes. Over all
Trust readmission rate within 30 days of discharge is 11.27%, Cit9.31 % and Sadell 14.66 %.

e TmcialteCardiac, Regatp

ElderlC are and Aca  Medicie.
hee appars tbe cle corelatinbeenbliyand readissiorates , for

froa et face bresidece and dbisariance ik esidesb

e Aalyisshst
bese priclar pcialtesjzallyhe rate breadissidoreasig brdshe ed blife
e Readisighgl are higherMday — Friday
¢ Sme breadissids
sig hes.
e Readisio follig a mlecte adissin

years show that 50% bptietreaditad are abe 80 gars

gars .

The Readissialaskfoce has

ratesbeadisip carditgyregatpelderlcare and

The uk bt he tskfoce has beerteted dhe fhig areas:
e Cotmtidbhe diagir uk
* Deelip aletand risk pedictbforeadissin
* Deelip pcialifleel pthaysand discharge bdles

2. Reducing readmissions
a) Continuation of the diagnostic work on the data.

bhet @O CditddPatietar

heage b 65
ol and 25 % pcificalljbewer81 -85

wk has relaed thee pcialitesand diaghr cdesiki he highe$
acd medicia.

The wk iscjpxand ibgatiob he dat, iflallyraisesoe areas 6 analyisbeasohe

backgd the readisiaates, raherhan eidetsigle ttauesaners.

Patient Age
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21.4% of readmissions are for the over 73 year olds.
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Graph 1.2
The size of the bar represents the proportion of
readmissions against the number of A&E visits that
patient has had within 6 months prior to their initial spell.
Over 1/2 (59%) of readmissions have 2 or more A&E
attendances within 6 months prior to their spell.
The line indicates number of A&E patients with (x)
number of visits and should be viewed against RHS axis.



Co-morbidit®
Graph 2.3 shows readmissions by Comorbidity for 2012-2013.
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Graph 1.3
Certain conditions occur frequently across all readmissions.
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Length of Stal
Graph 2.4 shows readmissions by length of Stay for 2012-
2013.

Length of stay of spell against % of readmissions
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Graph 1.4
The size of the bar represents the proportion of
readmissions against number of admissions at this Length
of Stay.
It can be seen that as the length of stay increases for a
spell so does its potential for readmissions against the

Readmissi

number of admissions at that spell length.

The cumulative analysis of the above suggests that a patient with a number of recent A&E attendances, High
Length of stay of certain ages and/or presenting with certain conditions have a high potential to readmit. The
LACE Tool, Krielkamp et al, Ontario uses these type of conditions L (length of stay) A (acuity of admission) C
(Comorbidity) E (number of previous emergency attendances) to predict a patients likelihood of readmission by
scoring their Spell (previous and current). This informs a key development of an electronic predictor tool to
reduce readmissions ( see section 2b).

At specialty level, the initial work has been on the highest readmission diagnostic codes with the highest patient
volume; COPD, bronchiectasis, non-specific chest pain and heart failure. Interestingly these do not necessarily
demonstrate significant variance in readmission rates between sites. The initiates to reduce these specialty and
diagnostic specific readmissions are summarised in section 2.c.

Further detailed analysis is required at specialty level to determine the underlying cause of site variances for
other diagnostic codes; a specification for this audit will be signed off by the Taskforce by end September. Over
the next 2 months analysis continues of the highest and most frequent readmissions groups retrospectively, as
well as the diagnostic groups with the significant variances between sites but with a lesser volume of patients.

In the moderate term during Quarter 3, a Readmission Quality Assurance Committee will be established along
the same lines as the Trust Mortality Quality Assurance Committee ( MQAC) , to review all readmissions with a
predicted high risk of readmission*. Criteria of discharge planning for high risk groups for readmission will be
established and evaluated. (*see section 2b re development of risk predictor tool).

b) Deeloping alert sBtems and risk predictor tool for readmissions
During Quarter 3, two electronic initiatives will be implemented; i) an electronic alert system to alert
consultant teams of readmitted patients and ii) an electronic risk predictor tool

i) An electronic alert system to alert consultant teams of readmitted patients

Building on the successes of electronic admission alert systems in cancer, the taskforce is developing an
electronic email alert system to consultant teams to alert them of readmissions following discharge from their
care. This does not directly reduce the need for readmission, but does facilitate earlier specialist senior led
review and assessment of those re-admitted for non-elective hospital care.

Initial roll out will include respiratory and cardiology.
ii) Electronic risk predictor tool

Using a weighted scoring system, the components of LACE predict the likelihood of readmission. The higher the
score the higher the chances of readmission:
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% of Readmissions at each LACE Score Graph 2 5 shows

s readmissions as a %
of all emergency
admissions at a
specific LACE score.
So in the case of score
18, out of 42
admissions, 21
resulted in
readmissions 50%.
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The impact of using the predictive tool is difficult to assess. Eliminating LACE scores above 11 would reduce
readmissions by 1%.
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¢ Develop pathways and case to expand for CT angiography ( to prevent admission for invasive
diagnostics)

e Qut patient diuretic service has commenced in September

Care of Elderl@

A review of the clinical service model for elderly care is in train. External visit from Elderly Care specialists
within the DH Emergency Care Intensive Support Team on 20™ September will validate and further advice on
the clinical model as part of the redesign under the Winter 2013 programme.

Acte Medicine:
Current focus is on implementation of ambulatory pathways, the first phase of implementation in September

relates to the high readmission diagnostic codes.

Modelling of the 49 ambulatory pathways with full implementation suggests an impact of 1% redatnin
readissia

3. Conclsion and nefl steps
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DOCUMENT TITLE: Never Event review
SPONSOR (EXECUTIVE DIRECTOR): | Kam Dhami, Director of Governance

AUTHOR: Allison Binns, Assistant Director of Governance
DATE OF MEETING: 26 September 2013

| EXECUTIVE SUMMARY:

This report sets out details of the never events which have occurred at the Trust since 2009, the key controls put in
place and the mechanisms by which these can be monitored.

An assurance check on these controls was undertaken and an overview of the level of assurance provided from the
results.

The assurance levels are variable across specialties and further work is required to strengthen and sustain
mechanisms already put in place and review whether additional controls are required.

Greater emphasis will be placed on sharing learning from never events across other clinical specialties.

| REPORT RECOMMENDATION: I

The Committee is recommended to DISCUSS and NOTE the contents of the report.

ACTION REQUIRED (indicate with X’ the purpose that applies):

The receiving body is asked to receive, consider and:

Accept Approve the recommendation Discuss
v
| KEY AREAS OF IMPACT tndcotewith ol osethotoppy:
Financial Environmental Communications & Media
Business and market share Legal & Policy v Patient Experience v
Clinical v" | Equality and Diversity Workforce

Comments:

| ALIGNMENT TO TRUST OBJECTIVES, RISK REGISTERS, BAF, STANDARDS AND PERFORMANCE METRICS: I

Improve and heighten awareness of the need to report and learn from incidents.
NHSLA Acute and Community risk management standards — ‘Learning from experience’

| PREVIOUS CONSIDERATION:

Individual notifications to Executive Team and CG management teams.

Quality & Safety Committee on 20 September 2013

Page 1
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“’Never Events” Review

Since the inception of the national “Never Events” policy 14 such events have occurred in the Trust; each one is summarised below by date. The key
controls put in place to minimise the occurrence of a similar incident have been reviewed in order to gain assurance that they are operational and
effective. The findings are set out below together with the planned action to address the gaps identified.

~ Dateof ~ ClinicalGroup |  Specialty |} ~ TypeofNeverEvent @ [ Currentlevel
Incident of Assurance

1. 17/06/2009 W&CH Gynaecology Wrong site surgery

2. 27/07/2009 Surgery A Colorectal Retained foreign object post operation 4
3. 20/10/2010 Medicine Stroke Wrong route administration of oral / enteral treatment 1
4. 01/04/2011 Surgery A Breast Retained foreign object post operation 2
5. 21/06/2011 W&CH Maternity Retained foreign object post operation 2
6. 22/06/2011 W&CH Gynaecology/Surgery  Retained foreign object post operation 4
7. 25/11/2011 Surgery B Ophthalmology Retained foreign object post operation 4
8. 23/01/2012 Surgery A + A&CC Critical Care Wrong route administration of oral / enteral treatment 2
9. 01/02/2012 W&CH Gynaecology Retained foreign object post operation 4
10 16/03/2012 Surgery B Ophthalmology Wrong implant / prosthesis 4
11 13/07/2012 Surgery A + A&CC Critical Care Retained foreign object post operation 3
12 11/09/2012 Surgery B Oral Surgery Wrong site surgery 1
13 17/06/2013 Surgery B Ophthalmology Wrong implant / prosthesis 4
14 15/12/2012 Surgery A Plastic Surgery Wrong site surgery -

Grade | [l Low assurance, 2 Medium, audit results 3 Medium/high, reasonable 4 High level of assurance and
audit results poor need improving compliance and audit results compliance

Page 1 of 3



Assurance Evidence

e The WHO checklist is used universally throughout theatres and for some interventional
procedures. Between April and August 2013, 15667 cases were included in the audit, of which
49 cases did not have all three sections completed (99.68% compliance). Of he 49 caseshe
majoitydid notadhee b t he fgn otecton. The majoityof hee occad in emegency
liskin Geneal Sugey Ophhalmology a5 99.87% compliant and Beast Sugeyand
Gynaecology 100% compliant

* Conentforgeyineenton is a direcbat eponibiliyand hold be carred ot
monhly . Within his adit docmentiryeidence of infomation poided is asked. In an audit
peiod Apil — Agu$l3 only 22% of casesdocmened on he conentfom hatinfomation
leafleser poided. | nfomaton is poided folloiwv ng an opatientappointnentand is
heefoe notdocmened oinely on he conentfom btefteidence hoshat his is
docmented in he healthcare ecods

* An aditof pactce in 2012 fornasogastc ineton howd a good leel of ndetnd ing
and compliance. Hoerrat he ecentW ard Team Challenge he eklsof he senario
poed @s niveslly poor . Only one eam soed higherhan 5/10 ith 6 teams scoring 0 or
1.

* An audit in May 2013 of the operation notes of patients undergoing Breast surgery showed
75% compliance of he emoal of he guide ke being docmened. A fheraudit is
planned forOcbber2013 folloimg einfocementof he need forhis b be docmened.

e Oal geyas b implementuoivesal & of he pe -pmed eeh notition chatforall
geyon eeh. An adit in Jly of 60 notes showed that 45 cases required use of the
notation chart. In 40 cases a hand drawn chart was used showing only 11% compliance.

e Ophhalmology have inbdoed and einfoced hei rLenspobcol. An auditof compliance
as ndebken in Sepember2013 and hoad 100% compliance acos8 patiens They
have also inbdoed a policyforisitosb heakshich has gtb be adied for
compliance.

e Citical Care inbdoed anada  ptd WHO checklistformme of heir ineentonal pocedas
Folloimg his implemenstion, a neereentoccad. Folloimg einfocementactonsand
auditas ndebken on each #te ’sCCS. This auditcoeed 5 monhs(Sept ember 2012 -
Janary 2013) and eealed 88% compliance ith areas forimpoementin ign -otand he
epone b heherhe pespn doing he poceda as peised.

Actions required for improving assurance

= Sceenaves forNG and DNACPR

= Conina he idea of ing he ‘mi woppefin heaks

= Acton auditon gical e marking and intnentand &b cons

= Reisa neereen t list

» Focad acton auditon pecific isadn pecific clinical pecialtes (ee t able 1 below).
» Nasogastc adit — commencing in Sepemb er2013 (a Il ard}

= Adopton of Theat isibrpolicyacosall heates

Page 2 of 3



Table 1 - Targeted audits
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2 « Q0 | © c g © = W n £ =
c £ © 3 & o i 2 G
a @ o o 2
D

Theatre visitor policy X

Surgical site marking X X X X X X X X X

Swab / instrument count X X X X X X X X X X X

Guide wire count X

Use of Information leaflets X X X X X X X X X X X

Consent audit X X X X X X

Amended interventional X

WHO checklist audit

Conclusion
Assurance has been gained, however further evidence is to be sought of a more targeted nature to

gain confidence. Learning from never event investigations needs to be improved with evidence
from Clinical Groups that issues have been considered and appropriate and timely actions taken..

Allison Binns
Assistant Director of Governance

September 2013
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Finance & Performance Management Committee [ Version 0.1

Vena D29 Meetng Room , City Hopital Date 23 Agut 2013; 0800 —1000h
Present In attendance Secretariat
MrRichard Samda MrChis Acher MrSimon Grainger -Payne

MrHarjinderKa ng

Mr Toby\lLeis
Mintes Paper Reference
1 Apologies for Absence Verbal
Apologiesforabence ae eceived fom Clare Robinen, RobetWhie , Rachel
Barlow and Mike Harding.
2 Mintes from the preios meeting SWBFC (7/13) 070
The mint esof he meeing held on 19 Jly 2013 e acceped as a & and
accate ecod of disceonsheld.
AGREEMENT: The mintes of the preios meeting Bre a ccepted as a tra and

accmate reflection of the discssions held

3 Matters arising from preios meeting SWBFC (7/13) 070 (a)

The Commitee as asked b eceive and noe he acton acker

It as agreed hat Mr Leisy wld agree be wy in hich he financial
implications of he sen day wking hold be epoktd b he Finance
Commitee ith MWhite

MrLeis asked that pogreshad been made ith boadening he bines
deelopment egiserb include detils of conbctforcant eices Mr
Acheradised hat vk @s in pogres , hoeer Gropsand Direcbates
needed b be app pached b gatherfherdetils. MrKang adised hatit as
impoantb be able b capt he detils of he contictb ens hee as

adegte isibiliy Itas highlighed hat a nmberconacsee of a mall

glue , hoeer heypeened a financial ik nonehelesand bhold be
captd.
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3.1  Monitoring social serices response times Verbal
MrLeiy adised hat a monibmg #m as in place b bck ecial eires
epone tmes , hoeer fhberdesil wld be poided at he nek meeing as
b howmis opeatd.
ACTION: Miss Barlo® to proide fother detail of process bthixh social
serices response times @re being monitored
3.2  Controls for the se of bank and agencBtaff Verbal
Itas agreed hat MissBarloviold circlate a noe otining he conbls in
place forhe 8 of bank and agencff.
ACTION: Miss Barlo® to circlate a note otlining the controls in place for
the se of bank and agencBtaff
33 Memorandm response to qardn LTFM SWBFC (8/13) 080
SWBFC (8/13) 080 (a)
Asgkd at he May meeing of he T#Board, t he Commitee eceied and
notd a epot eplaining he element of he Long Tem Financial Model
identfied as ‘Oher Cot Base Change$ith a wulue of @.8m. The key
componensof his ae epoed b include he inflatonarybenefisfom CIP
gluesand he netimpactof avings in fomereste -elaed eena cop
kich had been inceased b eflecthe annal inflatonaryassnptonsin he
LTFM.
Mr Leis adised hatw hee he Tems making avings as a elt of
wkfoce changes hen hee as a need b bowlue of avin gs in a manner
conisentith oherentesn he LTFM
4 T#financial management
4.1 2013/14 Monh 4 financial poiton SWBFC (8/13) 073
SWBFC (8/13) 073 (a)

SWBFC (8/13) 073 (b)

Mr Acherepor &d hat a plushad been geneatd ding he monh,
althogh his as belovhe planned leel, meaning hathe financial po#tion

as [191k behind plan. Itas highlighed hat hee emai ned a high age
bank and agency &ff byhe Medicine & EmegencyCare Grop.

Itas epoed hata high leel foecastot had been pepared hich
indicated hat he Ttold be able b each itsend of gar financial arges
non-ecanty. Mr Leis gge #d hatwk needed b be odebken

eng hathe fi nancial pogtion for2014/15 w snotcompomised byhe
cantgarSpoition. MrLeiy adised hathee ws no assnpton hat

additonal cosneeded b be incad in epect of commiskoning eknal
ppotforTama & Ohopaedicsek ding he gar, pariclarly given he

plan b open an additonal nmberof bedsn he Tioerhe neffewnonhs

of
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MrKang asked teherhe financial cap on finesnegotatd as parto f be
cantcontctas likely b be maintined. He ws adised bat pariclarly in

lightof he impoed pefomance againtamblance tiabod tme arges ,
hee a5 no eason b beliee hathathis wld change.

Mr Acher s asked b peent an pdae on he poible financial isk
aseciated ith he deliveyf CQIN argefat he nefmeeing.

Itas ggekd hat he foard income poiton needed b be peened at he
netmeeing. MrAcherhighlighed hat hee hee as anyaddit onal income
benefit, his as efleced in he Grop  #inancial po#ons

MrLeis asked forfherclarification on non -pay ependit, given hat his

as boimg an adee wmriance of @12k againtplan aseciated ith one

particlar monh at pes ent MrAcheradised hatnon -pay pend included
ependita on dgs and heefoe if oepend @s incad hen his as

pased onb he Commistonesforeimbam ent MrlLeisy ggekd hat his
needed b be clarified in Emsof he peenaton in f& epos MrAcher

adised hat in emsof pend on high cos  Pathology eagentb deliverdirect
accesorek  enal Pathology &p hee as a coeponding eceiptof income.

MrLeis  ggekd bhat a eiewof he accal pocesin his epectas
needed. MrAcheradied hat a newleelopmentin Pathology hat a5 in
place as a ekt of a change in gpliey a5 doble aning at peent and &s a
ggnificantcontbtiyfacbro he non-pay poition. MrlLeiy ggekd hat

he po intathich his needed b be esalated b Eectve, ith he inénton of

challenging he poiton ith he gpliemeeded b be agreed. Itas agreed hat

an pdate hold be peentd at he nekmeeing. MrSamda encoaged a

eisitation of he po $ -inetnentappaisal be condoed . MrAcherdevhe
Commiteesatenton b he ependita assciated ith hotl eicesin he

Birmingham Teament Cene , homer he epokd hat  his @riance might be
addeed hogh a planned diffeence in t he handling of he UnitaryPaynentis
handled as planned. Fuhemoe it ws epoed hat cosassciated ith

enegy conmpton e being eieed at peent Mrleisy adised hat his

coninad b epeenta isk forhe Tshoeer MrAcherr epoed hat
potige s a fhercontbarb he non -pay postion and in partclar he
pice and wlme change aseciated ith fanking. MrlLeiy adised hathe

planned & of elecbnic meansof conaicing patienseld asistith he

poition. Itas highlighed hat he leksbeing entb patientaffeced byhe

18 ek RTT ulidaton ercise mightcontbt b he poiton.

Inemwof  he capital pogramme, he Commitee as adised hathis efleced
be ecentinement agreed byt he Inetnent Adisoypanel, ith he
egepton of a Medical llluition initiatve. MrlLeis adised hat a bines
case forhe Cath Lab needed b be peened b he TtBoard in Sepember

MrLeisy asked in emsof he olling foecast tieherp oiding ependit
and income did notdeeioate ignificanty, it ggekd hathee as likely b

be a degree of financial headoom at he gar end. MrAcheradised hathe
fomrd look ms based on annal bdget aherhan he actal pottion,
hoeerhe boadly agreed ith he obeaton. MrKang asked heherhee

a5 a degree of gasonalityhat needed b be fken inb accont MrAcher
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agreed hat his as he case hoerrcashflowas likely b be elativelyable

in line ith he cont  actagreed , Bjectb he ecognised contctisks Mr_eiy

asked forclarityp be poided on he likely gar end poiton eadyforepoing
b he TtBoard on 29 Agui2013.

Iltws noed hat he Thipaid isdx and NI liabiliyin March, t heeby
eplaining he oally lowo#tion in Api.

ACTION: Mr Archer to present an pdate on the possible financial risk
associated ith the delier@®f CQLN targets at the next
meeting

ACTION: Mr Archer to present a ie@®f the for@rd incom e position for

2013/14 at the next meeting

ACTION: Mr Archer to enste that the element of non -pa@pend Hich
related to higher than expected expenditre on drgs &
Pathologteagents be represented separatel@thin ftre
ersions of the financial performance report

ACTION: Miss Barloo present an pdate on the Hohle raning®f the
Patholog@rocess at the next meeting

ACTION: Miss Barlo®o present the Cath Lab bsiness case to the Trst
Board in September

ACTION: Mr Archer to confirm the likel®8r -end financial position to Mr
LeB prior to the meeting of the Trst Board on 29 Agst 2013

4.2 Financing and cash gidance from Trst Deelopment Athorit?

SWBFC (8/13) 074
SWBFC (8/13) 074 (a)

MrAcherepoed hathee ha d been litte change b cantpacice as a

el of he newguidance fom he T#DeelopmentAhoity , apartfom he
tatmentof dividend capital hich wld benefithe Tton initatvessh as

Dementa. Itas highlightd hat paymental d need b be made in Emsof
Phlic Dividend Capital on his additional cash hoeer MrlLeisy ggekd hat

be depeciaton impactof he Téconfiguaton plansneeded b be bone in

mind.

4.3 Financial iks b he oganiaton

Vebal

Itms agreed bat he financial isksfeating in he Thisk egisemeeded b
be discad ithin his iem in fa.

5 Tanfomaton Plan

5.1 TSP delieRpot2013/14

SWBFC (8/13) 075
SWBFC (8/13) 075 (a)
SWBFC (8/13) 075 (b)

MrAcherpeene d an pdate on he deliveyof he Tanfomation Savings
Plan fom a financial pepectve.
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Itas epokd hatafer he application of Inenal Tani#tonal Faoding , he
poition as @26k behind plan, with a forecast that by the year end, a £500k
shortfall would be incurred by the year end. It was reported that the assumption
had been made that the Medicine & Emergency Care Group delivered its
mitigation plans fully.

Mr Lewis highlighted that the position suggested that the delivery of savings
needed to be considered more fully as part of the planning process for 2014/15 in
the light of the stable, rather than decreasing expenditure position.

Mr Samuda highlighted that Monitor would expect demonstration of
sustainability of the Transformation Savings Plans.

Mr Kang asked what the position was likely to be should the Medicine &
Emergency Care Group’s mitigating actions be delivered. Mr Lewis advised that
this would deliver a £600k financial liability that would be unlikely to compromise
the overall end of year financial position.

Mr Samuda asked whether there was clear sight of possible savings as a result of
procurement practice. He was advised that this was the case and was captured
within one of the Transformation Plan workstreams. It was reported that there
would be further detail provided at the October meeting.

6.2  Progress update Verbal

It was reported that there was no further matters to report in connection with

the Transformation Plan at present.

6 Trust performance monitoring

6.1 Performance Monitoring Report SWBFC (8/13) 076

SWBFC (8/13) 076 (a)

Mr Lewis reported that the Trust continued to achieve a performing rating’
against the NHS Performance Framework. It was highlighted however, that the
Trust was rated as ‘amber red’ against t he FT Compliance Framework due to
underperformance against the Emergency Care target. It was reported that it was
a continuing challenge to deliver the required performance against the
Emergency Care target going forward. It was reported that 18 eek RTT t arget

@e notbeing meetin a nmberof pecialities at peent MrlLeis ggekd
batfbercontdeaton needed b be given b he C difficile infecton atesand
be deliveyof he dementa CQIN arg etand hathis detil needed b be

available in eadinesorhe TBoard meeing on 29 Agu2013.

MrK ang asked forfberclarityon he impoementneeded in Emsof MRSA
seening. Mrleiy adised hathe denominabrhad been etcoecty now
ich wld lead b betrdata impoeme n} bgeherith impoed pocees
b seen patientat he ‘fontdoof.

MrLeisy ggekd hathe falls poition hold be consdeed byhe Qality&
SafefCommittee.

Mr Samda highlighted hat a balance appoach wus needed in &ms of
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maintin ing glityhile achieing an accepable financial po#tion, including he
appopiat 8 of eeoes pecial’ patens

MrAcherasked teherhe eason for individal egsb pply bank and
agencybkff ws ecoded. He ws adised hat his cold be colleced, hoeer
as notoinely compleed then egteae made atpeent

MrlLeisy gged hat a iewmeeded b be @ken as b he impactof bank and
agencyon he flowhogh b he financial and actviypoitionsding he
peio sndfo hcoming monhs

MrSamda asked teherhee as a iewof he & of bank and agencyaff
in he coneiof leaves He s adised hathis wld be conideed as partof

be vk of he Wokfoce & OD Commitee. MrlLeiv adised hat a mor e
ggnificantpiece of ak as b ndetind he esblishmentpoition in €ms
of bdgetd and actils acoshe T#l and b agree he appopiat & of

agencyand bank 8&ff in he conekof effecte oking forindnce. Itas
noed hate -ps eng wld asistin his epect

ACTION: Miss Oerfield (Mrs Pascall) to present the position in terms of
falls at the next meeting of the Qalit®: SafetLommittee

ACTION: Miss Barlo®o present an assessment of the operational impact
of the se of bank and agenc@taff both in retrospect and as a
for@rd ie@t the neBmeeting

6.2 NHS Performance Framework

SWBFC (8/13) 077
SWBFC (8/13) 077 (a)

Itas noed hat his wmscoeed as patof peiosdiscBons

6.3 FT Compliance Framework

SWBFC (8/13) 078
SWBFC (7/13) 078 (a)

The Commite s asked b eceive and accepthe FT Compliance Frameek
pdae. It as epoed hat he pefomance ®as clased as being
‘ambefgeen’.

7 Terms of reference for the Finance & Investment Committee

SWBFC (8/13) 079
SWBFC (8/13) 079 (a)

MrGrainger -Payne peentd he eised €msof efeence forhe Commitee,
highlighing hathee had been pepared ing he geneic emplat hich had

also been ®d b pepare he tms of efeence for he oher Board
bcommiees

Itas highlighed hathe €msof efeence had been efamed b focsmoe
clogly on he Commiteesasance ole and efleced he poinsaised at he
lastmeeing.

Itas agreed hathe Commitee hold eceive h e noesof he Pefomance
ManagementCommitee b asistith itsdtb asa he Board he financial

plan &s being deliveed. Itas also ggekd hat he Board membesuld

also conina b be poided ith he monhly financial elts
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Mrleis  epoed hat at he Noembermeeing, hee wld be a focson he
deliveyof he Long Tem Financial Plan.,

Itas agreed hat he Board hcommite &8 needed b be peentd in
oeirvat he netBoard meeing and also ithin he conekof he Eectve
Commitee &h.

MrKang ggekd hat hee needed b be clarityas b he delegaed limits
available b he Commite. Mrleisy adised hathis wld be agreed as partof
be eiewf he Scheme of Delegation hich as planned for lakrin he gar.

The Board ppoted he eised emof efeence.

8 Mats highlightb he Boad Vebal
It @s agreed hat he Board needed b be made aware of he poition
concening agencypend and he werMedicine & EmegencyCare Grop 5
cantfinancial poition and plansb ecoer his. The Board wld also b e
made aware of he easonsbehind he non  -pay poition. MrKang ggetd hat
change b he ay in hich he balance beten he &tegic and opeational
focsof he Committ ee wld be handled needed b be commuicated b he
Board.
Vebal

9 Meeing effectenesfeedback

Itas agreed hathe meeing had included a nmberof podatve discions

10 MinasfomMoing

10.1 Minafom Pefomance ManagementBoad [ 16 July 2013

SWBPM (7/13) 068

The Finance and Pefomance Management Commitee eceived and noed he
minas of he PMB meeing of he 16 July 2013.

11 Any Other Business

Verbal

There was none.

12 Details of the next meeting

The next meeting of the Finance and Performance Management Committee was
noted to be scheduled for 20 September 2013 at 0800h in he D29 (Copoat
Suite) meeing oom at City Hopitl.
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Signed: IRIRI I RIRURI 2R
Name: IRIRII I RIRUI 2RI
Date: ERERRER R R R R RER R RRIRIRER]
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Sandwell and West Birmingham Hospitals m

NHS Trust
TRUST BOARD
DOCUMENT TITLE: Financial Performance Report — August 2013
SPONSOR (EXECUTIVE DIRECTOR): || Robert White, Director of Finance and Performance Management
AUTHOR: Robert White / Chris Archer
DATE OF MEETING: 26 September 2013

| EXECUTIVE SUMMARY: I

The report presents the financial performance for the Trust, clinical groups and corporate directorates
for the period to 31° August 2013.

The Trust’s Monitor financial risk rating for the year to August is 3 which is satisfactory.

Measured against the DH target, the Trust generated an actual surplus of £629,000 during August against
a planned surplus of £646,000. Although there is a small overall adverse variance in month, this
performance remains consistent with the annual planned surplus of £4,600,000 agreed with the Local
Area Team of NHS England.

The cash balance of £45.5m is £1.3m higher than plan as at 31° August.

| REPORT RECOMMENDATION: I

The Trust Board is requested to RECEIVE the contents of the report and ENDORSE any actions taken to
ensure that the Trust remains on target to achieve its planned financial position.
ACTION REQUIRED (indicate with X’ the purpose that applies):

The receiving body is asked to receive, consider and:

Accept Approve the recommendation Discuss
X
| KEY AREAS OF IMPACT (indicate with % all those thatapply): ||
Financial x | Environmental Communications & Media
Business and market share Legal & Policy x | Patient Experience
Clinical Equality and Diversity Workforce X
Comments:

| ALIGNMENT TO TRUST OBJECTIVES, RISK REGISTERS, BAF, STANDARDS AND PERFORMANCE METRICS:

| Good use of Resources (under 12/13 OfE, key Strategies & Programmes) |

| PREVIOUS CONSIDERATION:

Performance Management Committee and Clinical Leadership Executive on 17 September 2013 and Finance &
Investment Committee on 20 September 2013

Page 1
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EXECUTIVE SUMMARY

* For the month of August 2013, the Trust delivered a “bottom line” surplus of £629,000 compared to a planned
surplus of £646,000 (as measured against the DoH performance target). Actual in month performance is consistent

with the year end target of 1.1% of turn

over.

¢ For the year to date, the Trust has produced a surplus of £2,155,000 compared with a planned surplus of
£2,365,000 so generating an adverse variance from plan of £210,000, below the Trust’s year to date target.

eAt month end, WTE’s (whole time equivalents), excluding the impact of agency staff, were 102 below planned
levels. After taking account of the impact of agency staff, WTE’s were 81 above plan. Total pay expenditure for the
month, inclusive of agency costs, is £33,000 above the planned level.

¢ The month-end cash balance was £45.5m. Year to date spend on capital is £2.4m against a £21.4m annual

programme.

Financial Performance Indicators - Variances

Performance Against Key Financial Targets

Current | Yearto
Measure Period Date Thresholds Year to Date
Green Amber Target Plan Actual
I&E Surplus Actual v Plan £000 0 >=Plan >=99% of plan <99% of plan f £000 I £000
EBITDA Actual v Plan £000 0 >=Plan >=99% of plan <99% of plan
Pay Actual v Plan £000 (33) (229) <=Plan <1%above plan | >1%above plan
Non Pay Actual v Plan £000 (91) 80 <=Plan <=Plan >1%aboveplan | [|ncome and Expenditure 2,365 2,155
WTEs Actual v Plan 8 <=Plan <1%above plan | >1%above plan Capital Resource Limit 8,503 8,503
Cash (incl Investments) Actual v Plan £000 1,348 1,348 >=Plan >=95% ofplan <95% ofplan External Financing Limit - 1,348‘
Return on Assets Employed 3.50% 3.50%)
Note: positive variances are favourable, negative variances unfavourable
Annual cpP (o4 CcP YTD YTD YTD Forecast
2013/14 Summary Income & Expenditure Performance at Plan Plan Actual Variance Plan Actual Variance Outturn
August 2013 £000's £000's £000's £000's £000's £000's £000's £000's
Income from Activities 391,687 32,759 32,675 (84) 163,182 163,470 288 391,687
Other Income 37,362 3,270 3,371 101 15,943 16,372 429 37,362
Operating Expenses (403,328) (33,622) (33,746) (124) (167,959) (168,989) (1,030) (403,328)
EBITDA 25,721 2,407 2,300 (107) 11,166 10,853 (313) 25,721
Interest Receivable 100 8 9 1 42 57 15 100
Depreciation, Amortisation & Profit/(Loss) on Disposal (13,962) (1,164) (1,164) 0 (5,818) (5,818) 0 (13,962)
PDC Dividend (5,027) (419) (346) 73 (2,095) (2,022) 73 (5,027)
Interest Payable (2,232) (186) (170) 16 (930) (915) 15 (2,232)
Net Surplus/(Deficit) 4,600 646 629 (17) 2,365 2,155 (210) 4,600
IFRIC12/Impairment/Donated Asset Related Adjustments 0 0 0 0 0 0 0 0
SURPLUS/(DEFICIT) FOR DOH TARGET 4,600 646 629 (17) 2,365 2,155 (210) 4,600
The Trust's financial performance is monitored against the DoH target shown in the bottom line of the above table. Some adjustments are technical, non cash related
items which are discounted when assessing performance against this target.
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13/14 Cumulative Surplus Plan/Actual (DoH Target)

Overall Performance against Plan ::::

» The overall performance of the Trust against :::: [

the DoH planned position is shown in the 5 10w}

graph. Net bottom-line performance delivered F 1500 ¢

an actual surplus of £629,000 in August against ~ -

a planned surplus of £646,000. The resultant 1000 |

£17,000 adverse variance providesa 1.1% :::: i . .
return. P T T

314 Actual —a— 13/14 Target |

Group Variances from Plan
Pt_erformance of Clinical Groups and TR r——
Directorates Period £000  £000 Budget
G of e Medicine (56) (742) 87,295
roup periormance now inciudes Surgery A & Anaesthetics (17) as| 62434
contract income performance for April to Surgery B (71) 102 24,310
July. Women & Childrens (86) (142) 43,866
Pathology 86 (16) 20,163
s Medicine Group overspends on HCA Imaging 42 121 16,962
. . . Facilities & Estates 31 139 36,168
s_taf-fm.g rs{malns the largest single Community - Adults {105) (186) 26,192
financial risk. Operations & Corporate (68) 38 44,587
Non Operational 137 330 28,329

Current Period and Year to Date Variances by Clinical Group

400

200

(200) -

(400)

Variance (£000)

[=
(600)

(800)
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Patient income is above plan for planned work Variance From Plan by Expenditure Type

elective inpatients and outpatient attendances
;nd below zlan for emerge:cv work (acute A&E} Current Year to Date

- Period £000 £000

attendances, emergency admissions and Bafiont | o 258
maternity). Primary care front end to A&E is atient Income (84)

. . . Other Income 101 429
diverting attendances from acute A&E. This ;

L . . Medical Pay (228) (462)
position is being kept under review as part of Nursing 046 513
wmt,er preparations and use of dedicated and Other Pay (51) (280)
contingency funds. Drugs & Consumables (23) (423)
Other income includes R&D income over- Other COS‘S_ . (68) (378)
recovery which is matched by pay overspends in Interest & Dividends 74 88

that Directorate.

Major Variances by Type
600

400

200

Variance (£000)

(200)

£
é
(400) :
4

(600)

OCurrent Period £000 BYear to Date £000

Capital Expenditure

* Year to date capital expenditure is £2.4m, mainly on Blood Sciences, statutory standards and estates
rationalisation. Detailed programmes have now been approved for medical equipment, estates and HIS.

3
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Paybill & Workforce

» Workforce numbers, including the impact of agency workers, are 81 above plan . Excluding the impact of agency
staff, whole time equivalent (WTE) numbers are 102 below plan.

» Total pay costs (including agency workers) are £33,000 above budgeted levels for the month, reflecting premium
rates of agency staffing. Nursing shows an overspend in month of £246,000 (including agency).

eExpenditure for agency staff in May was £788,000 , £100,000 lower than the average in the previous four months.

Budgeted and Actual WTEs (Including Agency Workers)

7,500

7,000 +
6,500 +
6,000 +

5,500 +

5,000

S Actual WTES —+— Budgeted WTEs l

Analysis of Total Pay Costs by Staff Group

Year to Date to August
Actual
Budget [Substantive Bank Agency Total Variance
[ £000 " £000 " £000 " £000 " £000 [ £000
Medical Staffing 32,069 30,905 1,626 32,531 (462)
Management 6,371 5,975 0 5,975 396
Administration & Estates 13,087 12,006 916 398 13,320 (233)
Healthcare Assistants & Support Staff 13,019 11,854 1,674 470 13,999| (980)
Nursing and Midwifery 38,136 34,200 1,688 1,735 37,623 513
Scientific, Therapeutic & Technical 18,130 17,433 0 173 17,606 524
Other Pay 22 9 9 13
Total Pay Costs 120,834 112,382 4,278 4,402 121,063 (229)

4
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Balance Sheet

* The opening Statement of Financial Position (balance sheet) for the year at 15t April reflects the statutory accounts
for the year ended 315t March 2013.

¢ Cash balances at 315t August stood at £45.5m, slightly above plan.

Sandwell & West Birmingham Hospitals NHS Trust
STATEMENT OF FINANCIAL POSITION 2013/14
Bg:: ?:::gs Balance as Forecast at
at 1st April atend 31st March
2013 August 2013 2014
" £000 " £000 " £000

Non Current Assets Intangible Assets 924 823 1,421
Tangible Assets 216,669 213,348 227,997

Investments 0 0
Receivables 1,048 966 1,048
Current Assets Inventories 3,604 3,724 3,604
Receivables and Accrued Income 10,432 18,813 10,432

Investments 0 0
Cash 42,448 45,484 38,335
Current Liabilities Payables and Accrued Expenditure (43,040) (45,152) (43,039)
Loans (2,000) (2,000) (2,000)
Borrowings (914) (983) (914)
Provisions (10,355) (15,265) (10,049)

Non Current Liabilities  Payables and Accrued Expenditure 0 0
Loans (3,000) (3,000) (1,000)
Borrowings (29,263) (28,689) (28,706)
Provisions (3,168) (2,530) (2,474)
183,385 185,539 194,655

Financed By

Taxpayers Equity Public Dividend Capital 160,231 160,231 160,231
Revaluation Reserve 34,356 34,355 39,120
Other Reserves 9,058 9,058 9,058
Income and Expenditure Reserve (20,260) (18,105) (13,754)
183,385 185,539 194,655




CASH FLOW

12 MONTH ROLLING FORECAST AT August 2013

ACTUAL/FORECAST Aug-13 Sep-13 Oct-13 Nov-13 Dec-13 Jan-14 Feb-14 Mar-14 Apr-14 May-14 Jun-14 Jul-14
£000s £000s £000s £000s £000s £000s £000s £000s £000s £000s £000s £000s
Receipts
SLAs: SWB CCG 20,787 20,684 20,684 20,684 20,684 20,684 20,684 20,684 20,684 20,684 20,684 20,684
Associates 6,887 7,884 7,884 7,884 7,884 7,884 7,884 7,884 7,884 7,884 7,884 7,884
Other NHS income 946 655 655 655 655 655 655 655 655 655 655 655
Specialised Service (LAT) 3,762 3,372 3,372 3,372 3,372 3,372 3,372 3,372 3,372 3,372 3,372 3,372
Education & Training 4,429 4,429 4,429 4,429
Loans
Other Receipts 1,588 1,620 1,620 1,620 1,620 1,620 1,620 1,620 1,620 1,620 1,620 1,620
Total Receipts 33,970 34,214 38,643 34,214 34,214 38,643 34,214 34,214 38,643 34,214 34,214 38,643
Payments
Payroll 13,701 13,100 13,100 13,100 13,100 13,100 13,100 13,100 13,100 13,100 13,100 13,100
Tax, Nl and Pensions 9,382 9,500 9,500 9,500 9,500 9,500 9,500 9,500 9,500 9,500 9,500 9,500
Non Pay - NHS 1,163 2,400 2,400 2,400 2,400 2,400 2,400 3,400 3,400 3,400 3,400 3,400
Non Pay - Trade 8,437 8,480 8,480 7,540 6,600 7,540 7,540 9,826 9,826 9,826 9,826 9,826
Non Pay - Capital 726 2,128 2,157 2,115 2,257 1,663 1,271 421 421 421 421 421
PDC Dividend 2,137 2,577 2,577
Repayment of Loans 1,000 1,000 1,000
Interest 20 15 15
BTC Unitary Charge 0 856 428 428 428 428 428 428 428 428 428 428
Other Payments 868 188 188 188 188 188 188 188 893 893 893 893
Total Payments 34,277 39,809 36,253 35,271 34,473 34,819 34,427 40,455 37,568 37,568 41,160 37,568
Cash Brought Forward 45,791 45,484 39,889 42,279 41,223 40,964 44,788 44,576 38,335 39,410 36,056 29,111
Net Receipts/(Payments) (307) (5,595) 2,390 (1,057) (259) 3,824 (213) (6,241) 1,075 (3,354) (6,946) 1,075
Cash Carried Forward 45,484 39,889 42,279 41,223 40,964 44,788 44,576 38,335 39,410 36,056 29,111 30,186

€T0¢ Isn3ny — 110daYy dduUeW.I0419d |eldueuld

Isnil SHN

s|eyidsoH weybulwaig 1S9AN pue |[[ompues

(e) 261 (€1/6) 9LIMS
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Cash Forecast

¢ A forecast of the expected cash position for the next 12 months is shown in the table above.

Risk Ratings
Measure Description Value Score
EBITDA Margin Excess of income over operational costs 6.0% 3
. Bxtent to which budgeted EBITDA is
0,
EBITDA % Achieved achieved/exceeded 97.2% 4
) . Surplus after dividend et
Net Return After Financing i aller dividends over average assets 2.1% 4
employed
1&E Surplus Margin 1&E Surplus as % of total income 1.2% 3
Liquid Ratio Number of days expendlturg cqygred by 34 3
current assets less current liabilities
Owerall Rating 3.3

Financial Risk Rating

*The table shows the Monitor risk rating score (out of 5) for the Trust based on performance at
August. The liquidity score includes an assumed working capital facility. From September this rating
will be retired following Monitor publication of the Risk Assessment Framework.

Continuity of Service Risk Rating

*The new financial risk rating position is shown below (out of 4). Revised threshold for liquidity have
been published by Monitor which are now reflected in the rating below.

Continuity of Services Risk Rating

Risk Ratings Current Month Year to Date Forecast Outturn

Measure Description Value Score Value Score Value Score
. . . Revenue available for debt service/capital f i

Capital Service Capacity P 3.17 4 2.73 4 2.63 4

servicing costs
Cash for liquidity purposes * 360/annual

operating expenses

4

Liquidity 0.80 4 4.00 4 | -6.46 3

Overall Rating 4 4 3
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Performance Against Service Level Agreement Target

*Performance for April to July is broadly on line overall with A&E and emergency admissions below plan and
planned activity including day cases and outpatient attendances above plan.
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Transformation Programme

*An update on TSP progress is provided separately. The plan for delivering savings in 2014/15 is receiving focus
as is setting the programme for 2015/16.

Key risks

* School nursing remains an outstanding issue with public health services run by local authorities. It remains too
early to assess the impact of the new maternity pathway tariffs, although births are below plan. An update on
CQUIN risk will be provided separately.

*The capacity plan has now been approved and plans are being put in place for Winter 2013. Current capacity is
being run at a premium cost which remains a cause of concern and is the focal point for a number of targeted
measures within Medicine.

External Focus

*Monitor has now issued its updated Risk Assessment Framework following consultation earlier in the year. This
will replace the Compliance Framework for Foundation Trusts from September 2013. The RAF includes revised
metrics for the Continuity of Service Risk Rating which are reflected in this report.

*Winter funding for Trusts is to be contingent on uptake of flu vaccinations for staff, the Health Minister has
announced.

Recommendations
The Trust Board is asked to:
i. RECEIVE the contents of the report; and

ii. ENDORSE any actions taken to ensure that the Trust remains on target to achieve its planned financial
position.

Robert White

Director of Finance & Performance Management
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DOCUMENT TITLE: Update on Medicine Group Financial Recovery Plan
SPONSOR (EXECUTIVE DIRECTOR): | Rachel Barlow — Chief Operating Officer
AUTHOR: Nicky Reid — Senior Finance Manager Medicine
DATE OF MEETING: 20 September 2013

| REPORT RECOMMENDATION: I

This brief paper summarises the financial position of the Medicine Group as reported to the Finance &
Performance Management Committee on Friday 20" September 2013.

At the end of Month 5 the Group has posted a deficit of £740k inclusive of an adverse movement in
August of £54k.

Stabilisation of the position for the Group is a priority and the range of weekly enhanced authorisation
measures and intensive support are in place and taking effect.

The bed plan is being implemented in September / October providing further stability to the ward
establishments. Recruitment remains on track. As previously reported this will be reviewed in
December.

TSP Quality Impact Assessments for 2013/14 are singed off by the Medical Director and interim Chief
Nurse. Close monitoring of the delivery programme is in place.

Potential risks are been mitigated through recruitment plans and service development, both under close
watch and scrutiny.

The forecast and underpinning plans presented to the Finance & Performance Management Committee
have merit and promise.

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

The receiving body is asked to receive, consider and:

Accept Approve the recommendation Discuss
I e B
| KEY AREAS OF IMPACT (indicate with * all those thatapply):

Financial Environmental Communications & Media X
Business and market share Legal & Policy Patient Experience
Clinical Equality and Diversity Workforce

Comments:
| ALIGNMENT TO TRUST OBIJECTIVES, RISK REGISTERS, BAF, STANDARDS AND PERFORMANCE METRICS:
Performance standards

| PREVIOUS CONSIDERATION: l

| Finance & Performance Management Committee on 19 July 2013

Page 1
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UPDATE ON MEDICINE GROUP FINANCIAL RECOVERY PLAN M5
Introduction
This paper gives an update to the financial position and recovery plan of the Medicine Group
Current Position

At the end of Month 5 the Group has posted a deficit of £740k inclusive of an adverse
movement in August of £54k. The variances are summarised in the table below.

Expense type In Month YTD
Variance Variance

£000 £000
Income 135 378
Pay (85) (744)
Nopy (104) (374)
Grand Total (54) (740)
lome

M4 actitgearated @2.6M compared to the previous YTD average of £12.0M. Planned
activity income for M4 was £12.4M (previous monthly average of £12.1M). The increased
activity resulted in an overperformance of £200k of which Medicine received £162K.
Overperformance has been seen in a number of specialities, with the main improvements
seen in Cardiology PCls, NICE high cost drugs and Oncology drugs.

ED continues to underperform but the underperformance in M4 was considerably lower
than previous months. Income generated was £1.5M compared to the previous monthly
average of £1.4M, activity count was 13,497 attendances compared to the average of 12,841
(5% higher). The monthly plan on average is 16,441 attendances.

Pay

The pay overspend in month continues to be around nursing expenditure. There are signs
that the pay controls are starting to take effect. Agency spend reduced by £149k compared
to the monthly average, band 2 agency used to support specialling has reduced from £100k
per month to £39k in month 5 and qualified agency reduced from £240k per month to
£145k. Bank spend increased slightly from £321k on average to £425k. Established nurse
expenditure reduced by £106k from an average of £2.24M to £2.14M in month M5.

The overall pay spend was £5.83M, £493k less than the previous monthly average of
£6.32M.

1|Page
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Non pay

Non pay had the biggest adverse movement in month. The overspend in M5 was £104k, YTD
is now £378k. The increase was predominantly on drugs in particular oncology (£68k over)
and gastro (£34k over). Drugs expenditure in M5 was £1.75m an increase of £100k on the
monthly average.

3.0 Year end forecast

The medicine forecast produced at the end of Month 4 was for a year end deficit of £878k.

Review of the month 5 actuals compared to the forecast spend

The table below shows the predicted month 5 income and expenditure based on the
forecast undertaken in month 4 compared to actual expenditure:

August Forecast Actual | Difference
Expenditure type M5 M5 M5
£000 £000 £000

Income -12,583 -12,717 134
Pal 6,270 5,918 352
Nonpay 2,334 2,434 -100
Grand Total -3,980 -4,365 385
Income

Income was predominately based on a straight-line forecast with the exception being an
increase in Cardiology (diagnostics) and Chemotherapy data capture and charging. Month 5
actually saw an increase in activity above plan and forecast in a number of specialities,

particularly Cardiology PCls and NICE / Oncology High cost drugs.

Pay

Pay expenditure is better than forecast at M5 and is broken down further in the table below:

Forecast Actual Difference

Super Group Description M5 M5 M5

[ £000 £000 £000
Administration and Estates 380 264 116
Agency Staff 522 424 98
Bank Staff 306 425 119
Healthcare Assistants and Support Staff 523 534 11
Management 45 45 4
Medical Staffing 2,032 1,883 149
Qualified Nursing and Midwifery 2,245 2,139 106
Scientific, Therapeutic and Technical 211 203 8
TOTAL 6,270 5,918 352

2|Page
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The medical staffing reduction is mainly due to reduced consultant costs, a credit note of
£80k was received in month relating to the oncology SLA overcharge in 12/13 (supporting
the 13/14 TSP).

Nursing expenditure in month was lower than previous months. Agency spend was lower
than predicted with the spend on band 2 significantly reduced. Bank spend however was
higher than forecast; in part this was to do with higher levels of annual leave being taken in
August due to honouring annual leave granted to staff prior to transferring to alternative
wards in the new bed model and is not forecast to as a continued expenditure.

Nonpa

Non pay spend was based on a straight-line projection with some adjustments for TSP
delivery and MFFD expenditure.

In month 5 non pay increased above that predicted. The main increase in expenditure was
on drugs which was £100k higher than the previous YTD average. The increases were in
Gastro and Oncology. As activity is monitored a month in arrears the expectation is that
there should be an increase in pass through drugs income to support the increased non pay
costs.

Forecast based on M5 position

The forecast is still to deliver a deficit of £838k.

The month 4 forecast included income recovery for diagnostic cardiology of c£386k which
was based on being able to capture and charge commissioners for diagnostics. Activity
through unbundled outpatient activity, will not contribute to the income assumption as it is
within a block contract. However, if the attendance is a direct GP referral the activity could
be charged for and income incurred. The Trust doesn’t currently offer a full direct access
service for cardiology diagnostics and it is something that commissioners have recently
requested and the Group is committed to set up. It is still the expectation of the Group that
the direct access can be used and activity captured and charged for this financial year. The
forecast income for diagnostics has been revised downwards to c£250k so that there is time
to set up the pathways. The unbundled diagnostic element of the activity still needs to be
pursued so that it can be included in the 14/15 contracts.

The table on the next page shows the movement between categories of the forecast

variance.
Expense Type Forecast | Forecast |Movement
Variance | Variance £000

@ M5 @ M4

£000 £000
Income 837 692 145
Pay -1,038 -1,215 177
Non pay -678 -355 -323
TOTAL -878 -878 0

3|Page
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The income change is in part due to the impact that the July activity has had on the year end
forecast as income with the exception of cardiology and chemotherapy drugs is based on a
straight-line projection.

The pay change is mainly due to a further £250k of TSP stretch funding being received, to
take the stretch to £1.15M as agreed.

The non pay change is predominantly due to drugs expenditure which saw a rise in August
on high cost drugs (oncology / gastro) and higher consumable spend in a number of
specialities that has seen an increase in activity.

TSPs 13-14

The division have a recurrent target of £3.48m in year this is being supported by TSP stretch
of £1.15m. The full year effect of schemes has been reviewed and totals £2.93m, leaving a
shortfall of £552k. All QlAs have been signed off by the Chief Nurse and Medical Director.

Key risks and actions

e Risk - Delayed benefits realisation to the BCBV outpatient TSP. Project management
and mapping of schemes at clinic level. Good clinical leadership engagement and
workshop held in September.

e Risk - ED medical recruitment for consultants and middle grades not aligned to EDAT
projections. Gaps in training doctors placements will be mitigated by ongoing
recruitment but potential financial risk associated with interim increase locum
expenditure is being assessed.

* Risk - Recurrent delivery of 13/14 TSP target of £3.48m, FYE of schemes identified
£2.93m — shortfall of £552k. The Clinical Group TSP planning continues to close this
gap.

e Patient pathway under review to introduce GP direct access for cardiology
diagnostics. Meeting arranged to discuss with CCG commissioners.

4, Conclusion

The Executive and Clinical Group remain focussed on this as a key priority. Intensive support and
heightened authorisation is making impact and will continue to be in place. Recruitment plans
remain on track for nursing.

TSP Quality Impact Assessments are complete and the delivery and impact of these is an essential
area of monitoring over the coming period.

4|Page
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TRUST BOARD
DOCUMENT TITLE: @orporate Performance Monitoring Report
SPONSOR (EXECUTIVE DIRECTOR): | Robert White, Director of Finance and Performance Mgt
AUTHOR: Mike Harding, Head of Performance Management
DATE OF MEETING: 26 September 2013 (Report prepared 19 September 2013)

oecmeswae:

The report is designed to inform the Trust Board of the summary performance of the Trust
for the period April — August 2013.

| REPORT RECOMMENDATION:

The Trust Board is asked to NOTE the report and its associated commentary.

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

The receiving body is asked to receive, consider and:

Accept Approve the recommendation Discuss
I L e e B
| KEY AREAS OF IMPACT (indicate with * allthose thatapply):
Financial ' x | Environmental x | Communications & Media X
Business and market share x | Legal & Policy X | Patient Experience
Clinical x | Equality and Diversity Workforce X

Comments:

ALIGNMENT TO TRUST OBJECTIVES, RISK REGISTERS, BAF, STANDARDS AND PERFORMANCE METRICS:

Accessible and Responsive Care, High Quality Care and Good Use of Resources. National
targets and Infection Control. Internal Control and Value for Money

| PREVIOUS CONSIDERATION:

Performance Management Committee, Clinical Leadership Executive and Finance &
Investment Committee

Page 1



SANDWELL AND WEST BIRMINGHAM HOSPITALS NHS TRUST INTEGRATED PERFORMANCE CORPORATE DASHBOARD - AUGUST 2013

EXECUTIVE SUMMARY
NHS Performance Assessment Framework Monitor Compliance Framework

18
16 16
14 14
12 12
10 = performing 10 w Performing

8 Underperforming 8

-] M Failing

4 | Failing [

2 | 4

0 — = = 2

June June July July Auvgust  August Q2 0
(Service) (Finance) (Service) (Finance) (Service) (Finance) (Service) June July August Q2

Service Performance - during the month (August) there were 2 areas of underperformance; Delayed
Transfers of Care (3.70%) and RTT Delivery in All Specialities (projected). The Trust is projected to
attract an overall weighted score of 2.86 and as such a PERFORMING CLASSIFICATION for the month.
The Trust is projected to meet performance thresholds for high level RTT and Cancer Targets.

Financial Performance (August) the weighted overall score is 2.95 with underperformance reported in 2
areas; Better Payment Practice Code (Value) and Better Payment Practice Code (Volume). The
classification for the month remains PERFORMING.

Monitor Compliance Framework - within the Service Performance element of the Risk Rating for the
month of August, the Trust met the required thresholds for each of the indicators which comprise the
framework. Monitor's annual de minimis limit for cases of MRSA Bacteraemia reflecting a governance
concern is set at 6, and as such the MRSA Bacteraemia reported (during April) for the year to date does
not contribute to the overall score. The overall governance score for the month is 0.0, which attracts a
GREEN Governance Rating. The Trust is projected to meet performance thresholds for all high level RTT
and Cancer targets for the month.

CQUIN Performance

20
M Performing
15 Underperforming
M Failin,
10 &
1 Baseline Awaited
5 Assessment Not Yet Due
0 — M No Data

June July August

CQUIN - A summary of the current performance against the various acute, community and specialised
CQUIN schemes is reflected in the table opposite. Of the 20 summary schemes, 18 are performing, with
either year to date targets being met, progress on track regarding implementation (staffing, equipment
procurement, training etc.) or baseline assessments having been completed, with improvement
trajectories agreed with commissioners. Within these, proposals to extend the baseline period for 2
schemes; 'Sepsis Care' and '‘Community Risk Assessment and Advice' are also agreed with
commissioners, to ensure data is sufficiently robust to inform future improvement trajectories. Two
nationally mandated schemes are currently failing, VTE performance for the month of August (as at 12
September 2013) is 94.4% and Dementia (Find, Assess and Refer), which requires all 3 components of
the scheme to be met.
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Stroke Care - Corporate Performance reporting systems indicate that the proportion of patients admitted to an acute Stroke
Unit within 4 hours and those receiving a CT Scan within 24 hours are less than the quality standards set by the Trust,
although local (specialty) data systems suggest that compliance is better. A timed and named action plan has been
requested to ensure that any performance issues and any reporting issues are resolved as a matter of urgency.
Thrombolysis performance is now also included within the report. Data currently shows that no patients (10) requiring
thrombolysis have received this within 60 minutes, with 50% receiving thrombolysis beyond 90 minutes. A rectification plan
has been requested as part of the above overall action plan.

MRSA Screening - the proportion of MRSA screens matched with actual patients requiring screens for both Elective and
Non-Elective admissions is at 76% and 77% respectively. Recent Corporate messages are to increase the proportion of
patients screened, whilst in parallel resolving any potential data discrepancies, such as ensuring patient treatment locations
are correctly identified and recorded on information systems. A policy introduced within Surgery A is that each patient
admitted to an acute surgical ward must have an MRSA screen beforehand.

Cancelled Operations - Elective Admissions cancelled at the last minute for non-
clinical reasons remain relatively stable and are 0.7% for the year to date. The number
of patients experiencing more than 1 late cancellation increased on both sites to 9
during the month. Additionally the overall proportion of patients experiencing multiple
cancellations increased to 18.6% during the month.

Cancelled Operation 28-day standard - a data validation excercise has identified an
underreporting of the number of breaches of this standard, whereby any patient whose
operation is cancelled at the 'last minute' for non-clinical reasons is offered a new date
for the operation within 28-days of the date that the operation was originally booked for.
Since April a total of 12 breaches have actually occured, with 0 having been previously
reported.

Emergency Care - 4-hour wait performance improved during August to 95.5%. The improvement trajectory for the year has
been updated to reflect actual attendance numbers for the period since end July. Cumulative performance for the year to 8
September 2013 is 94.6%, compared with the original trajectory of 94.9%. Performance for Quarter 2 (as at 10 September
2013) is 95.1%. Performance against each of the 5 Clinical Quality Indicators improved during August, although only 2 of
the 5 continue to be met during the month and year to date.

Staff Experience

WMAS - the proportion of clinical handovers within 15 minutes and average ambulance turnaround times both continue to
meet operational standards. However, the absolute number of ambulances subject to turnaround delays in excess of 30
minutes is not showing any sign of reducing. An action previously identified (effective end October) is to increase the
number of cubicles within the Emergency Care Department at Sandwell to faciltate speedier handover.

PDR - overall compliance for the most recent 12-month cumulative period improved to
78.75% (range by Group / Directorate 47% - 91%,). A total of 923 staff received a PDR
during August, increasing the overall number of staff within the most recent 3 months to
2421, representing 42% of the total for the year. Mandatory Training - compliance as at
the end of August is 86.4% (range by Group / Directorate 80 - 98%). Significant
improvement could be achieved by increasing compliance against a targetted number of
modules, such as: Conflict Resolution, Fire Safety awareness, Harrassment & Bullying
(level 2) and Medical Devices training.

Activity & Contractual

Activity - Variance expressed as a percentage between actual activity and planned (contracted) activity is reflected for the month and year to date in the graphs below. Additionally, there is a year on year comparison of
current year with previous year for the corresponding period of time. High level Elective activity continues to exceed the plan for the month and year to date, although remains (4.9%) less than that delivered during the
corresponding period last year. Non-Elective activity is currently 7.5% less than the plan for the year to date, and 2.9% less than the corresponding period last year. Overperformance against the New Outpatient activity plan
and an underperformance against the Review OP activity plan, gives a Follow Up:New OP Ratio of 2.22 for the year to date, significantly less than the ratio derived from plan, and that for the same period last year. Type |
and Type |l Emergency Care activity to date remains less than plan and for the corresponding period in 2012 / 2013. Adult Community and Child Community activity is currently exceeding plan for month, year to date and

2012/2013.
Month Year To Date Year On Year
25.0 25.0 25.0
20.0 20.0 20.0
15.0 15.0 15.0
10.0 10.0 10.0
5.0 5.0 5.0
0.0 0.0 0.0
5.0 COMM COMM -5.0 COMM COMM 5.0 C(;AlaM COCI:M
-10.0 -10.0 -10.0
-15.0 -15.0 -15.0
-20.0 -20.0 -20.0
-25.0 -25.0 -25.0




AUGUST 2013 EXTERNAL REGULATORY
April May June July August TARGET THRESHOLDS
Exec KPI Data Indicator To Date (*=most 13/14 Forward 112 1213
Lead Source | Source . recent month) Projection Outturn Outturn
Trust Trust Trust S'well City Trust S'well City Trust YTD 1314
- N Al
A C. Difficile (DH Reportable) No. 3 v 1 A 6 n 2 ] 3 A 5 A 1 2 ] 3 L] 20 46| aration varaton o 9% 37
RO 4 Infection Control
. N Ar
A MRSA Bacteraemia No. 1 n ) = 0 n 0 n 0 n 0 n 0 0 ] 0 u 0 0| variion variton ° 2 !
A 2 weeks % | 932 v 95.3 A 93.1 v > 94.0 A > =93 I — ° 94.8 94.7
A 2 weeks (Breast Symptomatic) % | %9 A | 931 VvV | 89 A > %2 A -> 93 | =93 | Mo - ° 95.8 95.9
A 31 Day (diagnosis to treatment) % | 100 A | %1 ¥V | 6 A > 100 A > =9 | =96 | M — ° 995 995
N Al
A 31 Day (second/subsequent treatment - surgery) % 100 A 94.2 v 97.6 A > 100 A > =>94 =>94 vana‘i’m vana"i‘l'm o 100.0 99.2
RB A 1 Cancer 31 Day (second/subsequent treatment - drug) % 100 ™ 100 ™ 100 ™ > 100 ™ > =>98 =>98 m':;m ; a::‘{m o 99.2 99.8
o _ _ No Any
A 31 Day (second/subsequent treat - radiotherapy) % nla nia nla > nia > =594 =594 | Lton arioton o 100 100
A 62 Day (urgent GP referral to treatment) % 90.8 v 91.8 A 86.2 v > 86.2 ™ > —>85 ->85 m':;m ; a::‘{m Y 86.9 87.1
" o _ _ No Any
A 62 Day (referral to treat from screening) % 100 A 100 A 100 n > 96.0 v > =>90 =590 | Lton arioton o 985 96.9
il N Ar
H 62 Day (referral to treat from hosp specialist) % 85.2 v 933 A 89.3 v > 83.3 ™ > =85 =85 vmfm m;“{m o 91.6 93.2
A 2 Emergency Care 4-hour waits % 924 A 94.4 A 95.5 n 97.0 A 93.1 v 94.7 ™ 97.2 94.3 A 955 n =>95 =>95 =>95 <95 [ ] 95.38 92.54
A Admitted Care (RTT <18 weeks) % | 922 v 925 A 923 v > 92.5 A > =>90.0 | =>90.0 | =>90.0 | 8590 | <85.0 ) 932 93.7
A Non-Admitted Care (RTT <18 weeks) % 97.8 v 98.3 A 97.2 v > 96.9 v > =>95.0 | =>950 | =>95.0 | 90-95 | =<90.0 ) 97.5 98.6
Referral To
RB 2
Treatment
A Incomplete Pathway (RTT <18 weeks) % 95.6 A 96.4 A 93.3 v > 92.8 v > =>92.0 | =>92.0 | =>95.0 | 87-92 | =<87.0 () 97.2 95.3
) ] o/ | 1-6/| >6/
10 1
E Treatment Functions Underperforming No. 5 v 6 v 7 ™ > 8 v > 0 0 month | month | month ) (Q4) (Q4)
RB E 2 Diagnostic Waits | Acute Diagnostic Waits greater than 6 weeks % 0.50 A 0.91 v 0.67 A > 0.57 A > <10 <10 <1.0 [1.0-50| 50 o 0.99 0.88
11 Data Quality Data Completeness Community Services % > =>50 =>50 =>50 <50 (] >50
RO 8 Access to healthcare for people with Learning Disability (full compliance) Y/N Y ™ N ™ N ™ > N ™ > N ™ Full Full Y N [} N Y
RB [ 2 Delayed Transfers of Care % 3.1 v 3.2 v 27 A 27 v ‘ 27 A 27 ™ 3.9 ‘ 35 37 <385 <385 <35 |[35-50]| 50 (] 5.2 29
9 0.00 -
RB B 2 [Mixed Sex As percentage of completed FCEs % 1.30 n 0.89 A 0.02 -> 0.00 m -> 0.00 m 0.0 0.0 000 | "oy | 050 [ 0.07
Breach No. | 161 n 114 A 2 A > 0 ™ > 0 ™ 0.0 0.0 0 >0 Y
RS A 3 |VTE Risk Assessment % 92,9 A 94.7 A 95.3 n > 95.9 A -> 94.4 ™ 95 95 =>90 <90 [ ] 92.4 90.8
Financial Metrics - NHS Performance Assessment Framework
Initial Planning - Planned Outurn as a proportion of turnover % 0.05 A 0.57 v 0.00 v -> 0.00 n -> 0.00 n 0-3.0 0-3.0 0-3.0 =>-2.0
YTD Operating Performance % | 0.00 A 0.01 v 0.01 n > 004 A > -8.90 A 030 | 030 | 030 =>2.0
Year To Date
YTD EBITDA % 11.29 A 6.69 v 5.44 v -> 5.95 A -> 6.00 A =>5.0 =50 | =>5.0 <1.0
Forecast Operating Performance No. | 0.00 A 0.00 ™ 0.00 ™ -> 0.00 ™ > 0.00 ™ 0-3.0 030 | 030 =>2.0
Forecast Outtum | Forecast EBITDA % 6.88 A 6.46 v 6.32 v g 6.00 v g 6.00 n =>5.0 =550 | =>5.0 <1.0
Rate of Change in Forecast Surplus of Deficit % 0.00 ™ 0.00 ™ 0.00 ™ > 0.00 ™ > 0.00 ™ =<3.0 =<30 | =<3.0 >2.0
RW E 16 Underlying Position % 1.46 1.07 0.92 > 1.07 > 1.10 A =>0.0 =00 | =500 >-2.0
Undrelying Fi
EBITDA Margin % 6.88 A 6.46 6.32 -> 6.00 -> 6.00 = =550 | =>50 | =>5.0 <1.0
Better Payment Practice Code Value % 90.60 92.60 93.84 > 87.00 g 92.10 92.00 =>95 =>95 =>95 <60
Better Payment Practice Code Volume % | 94.90 94.40 9276 > 87.00 > 92.70 93.00 =95 | =>05 | =>95 <60
Financial Processe{ Current Ratio ratio | 1.09 A 1.02 v 1.05 A g 1.06 A g 1.07 =>1.0 =10 | =>1.0 <05
Debtor Days Days | 1231 ¥V | 1297 ¥V | 1329 V¥ > 1350V > 1" <=30 <=30 | <=30 >60
Creditor Days Days | 40.44 44.79 39.03 > 39.03 > 13.22 ™ <=30 <=30 <=30 >60




AUGUST 2013 CQUINs
April May June July August TARGET THRESHOLDS
Exec KPI Data Indicator To Date (*=most 13/14 Forward 1112 12113
Lead Source | Source . B recent month) Projection Outturn Outturn
Trust Trust Trust S'well City Trust S'well City Trust YTD 1314
RS A 3 Risk Assessment 224 % 929 A 947 A 953 n > 95.9 A > 9.4 95 95 Y 924 90.8
VTE
RS H Root Cause Analysis 224 % > > 100 Base Quarterly Monitoring Quarterly Monitoring 100 100 [ ]
RO o a acuTE 204 o 5 - s v " - > 5 - > 19 10% reduction on °
NHS Safety Reduction in Prevalence ‘agg(vz%a'tg i::::“hzzalsae)
Thermometer of Pressure Ulcers of 81 (68 Acute + 13
RO H 8 COMMUNITY 224 % 0 n 1 v 0 n > 0 ] > Gomm) L4
RO H 8 Find, Investigate and Refer 269 % 2 0f 3 met 20f 3 met 20f 3 met > > 90‘:/:’0(;9'5""?0::,": '3 - — X
RO H Dementia | Clinical Leadership 45 > > > > In Place | In Place va':\::‘on v;:nyon )
RO H 8 Supporting Carers of People with Dementia 135 -> > -> Monthly Audit — — ™Y
RO H 8 ;’::fg;a‘a Collection Expansion - 137 % > > > By October with 30% response rate By October with 30% response rate 30 60 Y
Increased Response Rate (Emergency Care o
RO H 8 plus Al Wards) 175 % > > 1061 Base > > [ ]
ig;"ds & Family |, eased Response Rate - All Wards only % > > 3370 Base > >
Lr;'zi;eased Response Rate - Emergency Care % EN > 510 Base > 9
RO H 8 Improve Performance on Staff FFT 137 Score -> > > Autumn Annual Staff Survey Autumn Annual Staff Survey
RB H 20  |Safe Storage of Medicines 1105 % > > Quarterly Monitoring Quarterly Monitoring C°’“S°:::§:r§9;"‘s' e oy °
RO H 8  |Dementia Patient Stmulation 1138 > > Quarterly Monitoring Quarterly Monitoring VE:::W va::nyun ]
Rs & Use of Pain Care Bundles 1138 % > > Quarterly Monitoring Quarterly Monitoring To be agreed — — °
" N _ . No Any
RS H Use of Sepsis Care Bundles 1105 % > > > Baseline Assessment September - November Baseline Assessment September - November Variation variation [ )
RO H 11 [Community Risk Assessment & Advice 1105 % > > > Baseline Assessment during Q2 Baseline Assessment during Q2 — — °
RS H Recording DNAR Decisions 1105 % > > > Bi-Annual Ward Audit / Improvement Bi-Annual Ward Audit / Improvement VE:;‘:W va’::nyun o
RS H Clinical Quality Dashboards 60 > > > > > — — °
RS H 22 Behcets Highly Specialised Service 60 > > > Annual Workshop & Report Annual Workshop & Report va':“;‘cn va:a"nycn )
Commissioners
RS H 12 HIV - Communication with GPs 180 > > > > > ataton o L]
Neonatal - Retinopathy Of Prematurity No Any
RS H 12 (Soraening) 180 > > > > > vaiation vaiation o




AUGUST 2013

CLINICAL QUALITY & OUTCOMES

April May June July August TARGET THRESHOLDS
Exec KPI Data Tl To Date (*=most 13/14 Forward 1112 12/13
Lead Source Source recent month) Projection Outturn Outturn
Trust Trust Trust S'well City Trust S'well City Trust YTD 13114
H Pts spending >90% stay on Acute Stroke Unit % 83.3 n 96.2 A 91.5 v > 95.0 A -> 89.1 v 83 83 vﬁ.'.‘;on v(;{. ‘_fﬂfm V;mn Y 85.9 85.6
H Pts admitted to Acute Stroke Unit within 4 hrs % 69.2 A 84.1 A 923 ™ > 921 v > 83.0 ™ ) 90 | e v | ol ° 68.7 59.1
H Pts receiving CT Scan within 24 hrs of presentation % | 825 A | 81 VW | 82 V¥ > 50 VW > 91.9 100 100 | yaroo | variaen | varaton ° 100 92
H Pts receiving CT Scan within 1 hr of presentation % | 605 A 63.2 A 67.3 A > 64.1 v > 64.9 A 50 50 | oo | e | a2 ) 375 52.0
RS H 3 [Stroke Care Admission to Thrombolysis Time (% within 60 mins) % 0.0 n 0.0 ™ 0.0 ™ > 0.0 n > 85 85 =85 <85 [ X X}
Admission to Thrombolysis Time (% over 90 mins) % 50.0 ™ 50.0 ™ 66.7 v > 0.0 ™ > 0 0 0 >0 [ X X )
H Stroke Admissions - Swallowing assessments (<24h) % 91.7 n 100.0 n 92.9 . > 100.0 n > 100.0 n 100 100 =>98 <98 °
H TIA (High Risk) Treatment <24 h from initial presentation % | 667 63.2 81.3 -> 833 > 72.0 60 60 | yaroon | v | e ° 532 69.8
initi o No 0-2% >2%
K TIA (Low Risk) Treatment <7 days from initial presentation % | 744 88.4 88.2 > 91.2 > 925 60 80 | yareron | varicren | vercaton ) 304 75.9
MSSA Bacteraemia No. 2 1 0 0 1 1 0 0 0 4 No. Only | No. Only 12 15
4
E Coli Bacteraemia No. 2 2 4 2 2 4 4 1 5 17 No. Only | No. Only 50 48
F Patient Not Matched % | 1966 A | 1732 ¥ | 1968 A |Numerator=364| DEMOMNAOr=| 5409 A |Numerator=2079| Demominator= | ...y 86 9% No Any ° 138.9
MRSA Screening 1459 1372 variation variation
RO Infection Control Elective
- o Pt o _ Denominator = _ Denominator = No Any
F . Best Practice - Patient Matched % 67.9 A 59.9 v 67.2 A |Numerator = 1178 1459 80.7 m  |Numerator = 1042 1372 75.9 74 80 Jariation Jariaton ] 59.5
) . ~ Denominator = ~ Denominator = No Any
F MRSA Screening Patient Not Matched % 79.2 A 82.2 A 81.3 'V |Numerator = 2555 2039 84.1 A |Numerator = 2664 3058 87.1 n 86 90 variation Jariaton ] 76.8
Non Elective o Pt o _ Denominator = _ Denominator = No Any
F Best Practice - Patient Matched % 67.4 A 72.6 ™ 74.5 A |Numerator = 2555 3519 72.6 V'  [Numerator = 2664 3447 77.3 A 74 80 Jariation Jariaton ] 64.9
H 3 Audit - 3 sections % 99.9 A 99.9 n 99.6 v > 99.8 A > 99.2 v 100 100 =>98 <98 [ ]
WHO Safer
RS H 3 |Surgery Audit - 3 sections and brief % | 941 n 93.9 v %0.4 v > 92.6 A > 89.5 v 100 100 =>95 <95 °
Checklist
H 3 Audit - 3 sections, brief and debrief % | 796 v 80.5 A 75.3 v > 76.0 A > 76.3 A 100 100 =>85 <85 [ X ]
, No Any
F Never Events - in month v |0 n 0 " 1 n > 0 " > 1 ] 0 O | varaton arigion ° 2
- " N Metric within TDA Accountability Framework - Definition Metric within TDA Accountability Framework - Definition
Medication Errors causing serious harm No. -> > > Awaited Awaited
KD
F 14 |Open Serious Incidents Requiring Investigation (SIRI) No. 5 9 8 > 1 > 8 8 No. Only | No. Only 2
F Open Central Alert System (CAS) Alerts No. 5 5 3 -> 6 -> 6 [ No. Only | No. Only 10
" . No Any
RO 5 Falls Resukting In Severe Injury or Death No | 3 v 2 A 5 v > 0 m > 0 L] 0 0 | \ariation varation ° 2
RO D 8  |Grade 3 or 4 pressure ulcers - avoidable No 2 1 1 > 1 >
H Acute No 56 v 49 ™ 51 > 67 n > 220 660 | =<55/m >55/m ) 737
RO g |Highmpact Inpatient Falls
Nursing Actions | reduction j
H Community No 15 u 10 n 7 > 8 v -> 48 144 | =<12/m >12/m ()
Post Partum Haemorrhage (>2000 ml) No. 1 ™ 1 ™ 0 > 0 ™ > 0 ™ 20 48 <2 3-4 >4 ° 7 10
Admissions to Neonatal ICU % 10.5 10.0 n 8.1 > 9.2 v > =<10 =<10 =<10 1‘02'%' >12.0 [ ] 10.7 10.2
Admissions of full term babies to Neonatal Care No. 9 9 9 Metric within TDA Accountal?ility Framework - Definition Metric within TDA Accountal?\'\ity Framework - Definition
Awaited Awaited
Adjusted Perinatal Mortality Rate (per 1000 babies) o000 | 117 m 6.6 - 60 A S 80 S 80" 0 | w0 | <« |30 | >0 ° 11.9° 45
RS 3 Obstetrics -
Elective and Non-Elective % 24.6 ™ 27.2 25.1 > 25.7 > 25.5 256 <25.0 <25.0 | =<25.0 | 25-28 | >28.0 ) 222 23.6
Caesarean "
[ % K
H Section Rate Elective % 9.1 13.5 12.6 > 11.2 > 10.7 1.4
H Non-Elective % 15.5 13.7 12.6 > 14.5 > 14.8 14.2
H Early Booking (Completed Assessment <12+6 weeks) % 78.0 80.0 79.0 > 79.0 > =>90 =>90 =>90 | 7589 | <75 [ X} 76.0 78.0
Maternal Smoking Rates % > > 9.4 > > > > <115 <15 | <115 | 15| si2s ) 9.8 9.9
Infant Health & 125
RO 2 Inequalities
Breast Feeding Initiation Rates % > > 77.0 > > > > >63.0 >63.0 >63.0 | 61-63 | <61.0 Y 73.0 726




April May June July July TARGET THRESHOLDS
Exec KPI Data Indicator To Date (*=most 13/14 Forward 112 1213
Lead Source Source recent month) Projection Outturn Outturn
Trust Trust Trust S'well City Trust S'well City Trust YTD 13/14
. . . . o No Any
RS H 3 Mortality Reviews within 42 working days % 74 A 78 A 72 v > -> - 80 80 variaton varigton [ ] 66.9
Hospital Standardised Mortality Rate HSMR | 87.8 pFeyr2 | 881  pgri2 | 889 Aor12 -> 891 payi2 -> 8.4  jun12 8.4
pr'12 to
to to to to
- 8 8 Mar'13 . "
6 |Mortaltyin Peer (SHA) HSMR HSMR | 967 Jan13 | g79 Feb'13 | ggo -> 975 A3 > o75 May1s 975
Hospital
RS (12-month
cumulative data) |Peer (National) HSMR - Quarterly HSMR -> > 94.0 > > > > 94.0
Feb'12- Mar'12- Apr'12- May'12 -
SHMI . . . . 99.2
v © SHMI | 943 s | %% Fepia | %0 waris - 992 aor1a -
Maternal Deaths No. [} 0 0 > 0 > 0 0
Readmission P " P No 0-5% >5%
Rates (to any Following inita] Elective Admission No. 12 u 148 u o u > 131 L] > 2 u 6B 610 1463 | \ariation | Variation | Variation ° 1463 1567
specialty) within
30 days of ini i issi o No 0-5% >5% X .
mschayrge f|Following infial Elective Admission % 1.08 = 1.38 ™ 0.97 n > 121 ™ > 1.24 v 1.15 115 | anion | variaten | Veriation ) 1.15 1.25
" : Operaling | e lowing initial Non-Elective Admissi > > No | 0-5% | 5% 6842 7528
Framework Ollowing initial Non-Elective mission No. 609 L] 667 v 586 612 L] 562 u 2851 6842 Variation | Variation | Variation oo
Definition
effective April init -] ) issk o No 0-5% >5%
o Following initial Non-Elective Admission % 5.88 ™ 6.23 v 5.76 A > 5.66 ™ > 5.77 v 5.38 538 | oo | varmen | Vet o0 538 5.91
" . o No 0-2% 2%
RB K 3 Hip Fractures | Operation <24 hours of admission % 66.7 n 51.4 \ 4 72.0 > 63.0 ™ > 85.7 n 80.0 85.0 |t | varien | varaton [ ) 66.4 76.7
3 Valid Coding for Ethnic Category (FCEs) % 93 = 93 v 93 = > 93 = > 92 v % 90 590 |89.0-899| <89 ° 95 93
Data Quality
3 Maternity HES % 6.4 v 6.9 v 6.6 A -> 6.8 v -> 6.7 A <15 <15 =<15 | 16-30 | >30 ° 6.0 6.6
D Total Time in Department (95th centile) h:m | 6:02 A 5:07 A 4:39 A -> 4:56 v > 4:34 A =<dhrs | =<dhrs | =<dhrs =<dhrs X)) 3:59 5:15
D Emergency C2re | fime to nial Assessment (=<15 mins)(95th centie) mins | 15 - 18 . 18 . EY 18 . S 16 A <15 | =<15 | <5 <15 ° 21 17
RB
D Time to treatment in department (median) mins 50 A 53 v 50 A > 51 v -> 42 A =<60 =<60 =<60 >60 ) 59 58
3
D Unplanned re-attendance rate % 7.89 v 8.23 v 8.38 v > 8.31 A > 575 A =<5.0 =<5.0 | =<5.0 >5.0 [ X} 8.66 7.81
Care
Patient Impact ) -
D Left Department without being seen rate % 3.82 A 4.02 A 4.03 v > 473 v -> 3.35 A =<5.0 =<50 | =<5.0 >5.0 ) 4.83 4.67
Emergency Care Trolley Waits >12 hours No. (] n 0 ] 0 ] 0 ] 0 ] 0 ] 0 ] o [] 0 ] 0 0 0 >0 [ ]
H Clinical Handovers completed within 15 minutes % | 814 A |88 A 83.9 v 82.1 A 87.8 = 85.4 = 82.1 n 87.2 A 85.1 A =>85 =>85 | =>85 <85 ) 7.3
H Average Turnaround Time m:s | 20:44 = 20:06 A | 2730 A | 2759 YV | 2747 YV [ 2752V | 2831 YV | 2730 A | 257V =<30:00 | =<30:00 | =<30:00 >30:00 ) 29:23 34:24
H All Journeys No. | 1459 A | 1404 A | 1237 A 634 v 742 vV | 13%6 V¥ 591 A 742 n 1333 A 0 0 0 0 'YX 22089
Ambulance .
RB 18 30 - 60 minutes
Turnaround
H Hospital Fines (WMAS report) No. | 451 n 424 A 238 A 164 v 130 v 294 v 150 A 102 A 252 A 0 0 0 0 (XX}
H All Journeys No. % A 56 A 23 A 9 A 15 v 24 v 18 v 14 A 32 v 0 0 0 0 (XX} 1256 2354
In Excess of 60
minutes
H Hospital Fines (WMAS report) No. 57 n 28 A 13 A 4 A 8 n 12 A 1 v 10 v 21 v 0 0 0 0 (XX}




AUGUST 2013 PATIENT EXPERIENCE
April May June July August TARGET THRESHOLDS
Exec KPI Data Indicator To Date (*=most 13/14 Forward 1112 12113
Lead Source | Source . B recent month) Projection Outturn Outturn
Trust Trust Trust S'well City Trust S'well City Trust YTD 13114
K Plain Radiography % % n 100 A 9 > % u > 99 ] EY 90 | o oo ° 9
Reporting Times
of Imaging
K Requests from | Ulirasound % 100 ™ 100 n 95 > 100 A > 100 n 90 E — ] 100
RB 21 Care
- % reported o No Any
K within 24 hours | 7! % 79 v 88 A 90 n > 70 n > 84 A 90 90 | teon a— ° 84
/ next day No Ay
o ot % | e n 9 n 7 v > 9 A > 9 ] 90 90 | Laaton varaion ° o
F 14 No. of Complaints Received formal and link) No. 63 65 50 > 72 > 9 344 No. Only | No. Only 834 724
K No. of Active Complaints in the System (formal and link) No. 302 336 > 272 > 254 254* No. Only | No. Only
- El:r.eof First Formal Complaints received / 1000 episodes of No. 0.625 > 045 N 088 088" No. Only | No. Only
N No. of Days to acknowledge a formal or link complaint (%[
KD K Complaints within 3 vorking days) % o7 n 78 v > 9% A > 97 A 100 100 100 <100 °
No. of responses which have exceeded their original agreed R
K response date (% of total active complaints) % 28 [ ] 32 v > 36 v -> 25 A 0 0 0 50 P
K No. of responses sent out No. 17 5 > 128 > 73 73" No. Only | No. Only
K Oldest' complaint currently in system Days 197 155 > 165 > 147 147" No. Only | No. Only
Number of Calls Received No. 12925 12188 11687 > 13089 > 11250 61139 No. Only | No. Only 111793 150454
Elective Access
Contact Centre |6129¢ Length of Queue mns | 023 A | 028 m | 02 A > 025V > 022 A <0 | <10 | <o | 1020 | 20 ° 021 025
Maximum Length of Queue mins 6.4 6.2 1.2 > 155 ] > 17.2 v <6.0 <6.0 <60 | 60120 | 120 [} 10.1 14.2
Number of Calls Received No. 76726 73866 65266 > 71422 > 222014 No. Only | No. Only 849502 901987
RB 15 Calls Answered % 88.1 92.1 92.0 > 922 > 91.1 No. Only | No. Only 90.2 90.7
Answered within 15 seconds % 54.3 66.2 74.3 > 73.8 -> 66.9 No. Only | No. Only 52.5 58.2
Telephone
Exchange
Answered within 30 seconds % 69.4 79.6 85.5 > 85.4 -> 798 No. Only | No. Only 68.1 73.0
Average Ring Time Secs | 243 17.1 123 > 123 > 123* No. Only | No. Only 25 18
Longest Ring Time Secs | 601 397 366 > a1 > a11* No. Only | No. Only 718 349
Average L No 0-5% >5%
ge Length of Stay Days 36 38 34 41 30 35 43 43 Variation | Variation | Variation ° 42 38
Day of Surgery (IP Elective Surgery) % | 921 94.0 9.7 9.2 96.9 96.6 87.4 95.4 927 820 820 | yaho | | oo ° 89.5 920
RB 2 |Patient Flow
Daycase Rate - All Procedures % 84.6 82.4 825 82.8 823 825 ™ 84.4 83.6 83.9 80.0 800 |, No 0-5% | >5% ° 82.7 83.9
/ariation | Variation | Variation
Available Beds at Month End No. 739 738 742 > 745 -> 740
H :EEI::E\;‘: Admissions Cancelled at last minute for non-clinical % 06 - 09 06 - 141 05 0.8 0.6 0.9 0.8 <0.8 <0.8 <08 08-1.0 1.0 ® 0.6 0.7
H 28 day breaches No. 4 n 1 A 5 v > 2 A > 0 0 Sorless | 4-6 6 XX ) 1 2
No. of second or susequent urgent operations cancelled No. 0 n 0 n 0 ] > 4 n -> 0 n 0 0 <0 >0 ™ [
RB o [Ganceled Sitrep Declared Late Cancellations No. | 38 a v 20 A 24 17 41 v 9 27 36 A 133 320 | oo | orinin | oot o0 363 425
Operations - L] variation | variation | variation
i i i No Any
Sitrep Declared Late Cancellations (Pts. >1 occasion) No. 5 A 6 v 6 n 1 1 2 A 3 6 9 v 0 0| araton variston L] 60
Multiple Cancellations experienced by same patient (all R No Any
cancelations) % 177 v 125 A 173 v -> 121 A > 18.6 v 7.0 0.0 | yataron o o0 13.6
All Cancellations, with 7 or less days notice (expressedas % | No Any
overal elective activity) % | 68 A 58 A 6.0 v 4 58 A > 53 A 45 31| Lariation variation ° 62
. Door To Balloon Time (90 mins) % 85.0 v 20.9 A 857 v 75.0 75.0 75.0 =80 =80 | =>80 | 7579 | <75 ° 80.1 854
rimary
Angioplasty ) -
RB 10 Cardiology Call To Balloon Time (150 mins) % 81.3 v 100.0 A 923 v 85.7 90.9 88.9 v =>80 =>80 =>80 | 75-79 <75 [ ) 88.4 91.2
Rapid Access Chest Pain % 96.5 98.0 ] 97.2 100 100 =>98 | 96-97.9| <96 ) 99.1 95.7
RB H 12 GU Medicine Patients offered app't within 48 hrs % 100 ™ 100 ™1 100 ™1 > 100 n > 100 n =>98 =>98 =>98 | 95-98 <95 [ ] 100 100




AUGUST 2013 STAFF EXPERIENCE
April May June July August TARGET THRESHOLDS
Exec KPI Data Indicator To Date (*=most 13/14 Forward 1112 12113
Lead Source | Source . B recent month) Projection Outturn Outturn
Trust Trust Trust S'well City Trust S'well City Trust YTD 13/14
Establishment wie 6851 7010 6994 > > 6994*
Staff In Post (contracted) we | 6542 6549 6529 > 6491 -> 6491*
Staff In Post (headcount) no. | 7543 7545 7521 -> 7479 > 7479*
Staff In Post - FTE / Headcount ratio Ratio | 1.15 1.15 1.15 > 115 > 115
Staff in Post | Potential Vacancies (All) wte 309 461 464 > > 464*
Potential Vacancies (Qualified Nursing) wte 26 108 138 > > 138*
Posts Advertised in Month (NHS Jobs) wie 103 167 154 > 258 > 258*
ms 7
Proportion Temporary Staf - Clinical % 9 9 9 Metric within TDA AccouAn‘:aal::Ielzy Framework - Definition Metric within TDA Accuu:‘:la:;(\\e\t;{ Framework - Definition
Proportion Temporary Staff - Non Clinical % 9 9 9 Metric within TDA Accou:‘ltvaalTllev:v Framework - Definition Metric within TDA Accou::;l:t\!;y Framework - Definition
Registered Nurses as percentage of Nurses % 9 9 9 Metric within TDA AccouAn‘:aal::Iei;y Framework - Definition Metric within TDA Accuu:‘:la:;(\\e\t;{ Framework - Definition
Nursing Staff " o oo " o oo
. " ) Metric within TDA Accountability Framework - Definition Metric within TDA Accountability Framework - Definition
Nurse : Bed Ratio Ratio > > -> Awaited Awaited
Leavers wie 65 51 61 > 69 > 281 527 No. Only | No. Only 1064
Staff Tumover |Starters we 70 39 48 > 4 > 267 468 No. Only | No. Only 862
Induction % 94.5 93.0 93.5 A -> > - 100 100 =>85 <85 91.3
i 5191 5211 5203 5374 5779 7389 7389 | o-15% | 15-25% | >25%
PDRs (12-month rolling %) 5779 (78.8) 5348 5127
RB K 7 ( 9) No.(4)| 7oy 03) ms A > e A > (78.9) @88) 1 100) | (100) | variation | varation | variton L
Learning & N N - o .
RS E 14 | Dovelopment | Medical Appraisal and Revaiidation % 77 78 77 > 81 -> 81 81 No. Only | No. Only 77
mMs K 3 Mandatory Training Compliance % 87.7 88.2 88.6 A > 87.9 v > 86.4 v 100 100 =>95 | 90-95 | <90 [ X ) 7.9 86.4
Long T . 2.15-
g Term (> 28 days) % 334 3.24 313 A > 3.20 v > 3.26 A <215 <215 | <215 | 5o | >250 2.95 3.39
RB 7 f::e":csj Short Term (<28 days) % | 108 077 082 VY > 079 A > 071 A <100 | <100 | <1.00 11‘0205' >1.25 095 099
b Total % | 437 401 394 A > 399 VY > 397 A 315 | <315 | <315 %‘7% 5375 XX 3.90 438
Nurse Bank Fill Rate % 721 76.8 747 > 76.8 > 78.0 75.8 No. Only | No. Only 87.2 829
Nurse Bank Shifts covered No. | 4915 5011 4630 A > P2 4 > 19301 15660 | 46980 | 28% |25 S0%) S80% 'YX ) 56396 60463
RB 47 |Bank8 Agency : : ;
Use o ) o
Nurse Agency Shifts covered No. | 2706 2070 1914 A > 1720 A > 9310 1277 3830 V‘;’;ﬁ" 33'[“3:" o/" V;“g“’;" XX ) 6948 12874
Agency Spend as % Employee Benefit Expenditure % 429 428 2.60 > 3.70 -> 3.27 327




AUGUST 2013 ACTIVITY & CONTRACTUAL
April May June July August TARGET THRESHOLDS
Exec KPI Data Indicator To Date (*=most 13/14 Forward 1112 12113
Lead Source | Source B recent month) Projection Outturn Outturn
Trust Trust Trust S'well City Trust S'well City Trust YTD 13114
Elective IP No. | 722 A 791 v 748 n > 786 n > 640 v 4179 | o141 | Ne | 0o | 10610 9506
Elective DC No. | 4255 A 4246 v 4088 A > 4495 v > 3804 v 16566 | 40198 Va,’“‘;ion V‘;," ‘f“f;" V;f,‘”;m 53685 52875
Spells
Total Elective No. | 4977 A | 5037 WV | 483 A > 5281 v > 4444 v 20745 | 50339 | Mo | 0-2% | 2% ° 64295 62471
Total Non-Elective No. | 4609 VW | 4773 A | 4567 V¥ > 4687 A > 4537 A 24683 | 60931 | Mo | 0.2 | -2 Y 55675 56982
2 o New No. | 13588 A | 14386 A | 13788 A > 16158 A > 12948 v 62328 | 152466 Vam.an V‘;jﬁn v ;f;’:m ° 159051 171540
utpatient
Attendances 2% | 2%
Review No. | 32513 m | 30045 W | 30650 A > 32671 VW > 29244 VW 172781 | 410406 | Mo | 0-2% | 2 ° 421494 382248
RB
Type | (Sandwell & City Main Units) No. | 12527 W [ 13305 W [ 12823 A | 6183 A | 7327 A |[13510 A [ 5496 V | e84 V¥V | 12180 |V 78424 | 18443 | Mo | 0% | e 'X) 177201 171701
Emergency Care No 0-2% >2%
Aoy J20 | Type 1l (BMEC) No. | 2158 A | 2224 VW | 2067 V¥ > 176 VW | 1788 V¥ > 2061 A | 2061 A 12032 | 28304 [ Mo PSR | e Y 36362 26649
All - Gontracted plus Non-Contracted No. | 20081 A | 20945 A [17392 A | 823 A | 12478 A |[21401 A [ 8115 A | 11768 A | 19883 A 102850 86303 | 207128 207128
Adult - Aggregation of 18 Individual Service Lines No. | 45560 wm | 47015 @ | 44725 @ > ags77 Y > 183562 | 540982 | Mo | 0.2 | 2 ° 493163 538147
16 [Community
Children - Aggregation of 4 Individual Service Lines No. | 14617 " 15496 V¥ | 15290 n > 16106 Y > 56012 | 165757 Vam.an V‘;’;ﬁ" V;fa(;'an ° 143400 155412
16 |Contract Improvement Notices No. 0 n [ n 2 n > [ n -> [ n 0 0 °
c Acute % 3.1 v 32 v 27 A 27 27 A 27 m 39 ™ 35 ™ 37 ™ <35 <35 <35 [35-50| >50 [} 5.2 29
DEIaym i No 0-10% >10% 13 7
RB 2 |Transfersof  |Pts Social Care Delay No. 13 v 15 v 9 A 2 A 3 A 5 A 6 v 3 = 9 v <18 <18 | e | Ve | vatoren
Care
' No 0-10% >10% 20 8
Pt's NHS & NHS plus S.C. Delay No. | 10 n 9 ] 7 A 9 ] 4 v 13 ] 7 u 4 u " L <10 <10 | Vaiaton | Variaton | Variation
R . No 0-5% >5%
New : Review Rate Ratio | 2.39 = 2.16 n 222 vV | 230 n 191 A | 202 A | 252 n 2.16 v 2.26 v 2.30 230 | yaroon | v | Ve ° 265 223
Outpatient o No Any
RB 2 Efficiency DNA Rate - New Referrals % 11.6 13.6 1.7 A > 12.9 v > 139 v 10.0 100 | ton variation o0 1.8 1.3
DNA Rate - Reviews % 10.8 A 125 v 10.8 A > 12.3 v > 11.9 A 10.0 10.0 W’]‘;‘;on \E::[‘Von [ 11.9 10.3




LEGEND

FORWARD PROJECTION ASSESSMENT

® Maintain (at least), existing performance to meet target
[ ] Improvement in performance required to meet target
[ X ] p in required to meet target
[ X X} p in required to meet target

XXX

Target Mathmatically Unattainable

PERFORMANCE ASSESSMENT SYMBOLS

DATA SOURCES INDICATORS WHICH COMPRISE THE PERFORMANCE ASSESSMENT FRAMEWORKS
1 Cancer Services (National Cancer Database) A NHS Performance F'work, Monitor Compliance F'work, SHA Provider M'ment Return & Local Priority / Contract.
2 Information Department B NHS Performance F'work, SHA Provider M'ment Return & Local Priority / Contract.
3 Clinical Data Archive c NHS Performance Framework & Local Priority / Contract.
4 D SHA Provider Management Return & Local Priority / Contract.
5 |Histopathology Department E |NHS Performance Framework only
6 Dr Foster F SHA Provider Management Return only
7 |Workforce - Monitor Compliance Framework only
8 Nursing Division H Local & Contract (inc. CQUIN)
9 |Surgery A Division K |Local
10 |Medicine Division
11 [Adult Community Division
12 |Women & Child Health Division
13 [Neonatology
14 |Governance Division
15 |Operations Division
16  |Finance Division
17  [Nurse Bank
18 | West Midlands Ambulance Service
19 |Healthcare Evaluation Data Tool (HED)
20 |Pharmacy Department
21 |Imaging Division
22 |Surgery B Division

A Fully Met - Performance continues to improve
[} Fully Met - Performance Maintained
W |Met, but performance has deteriorated
Not quite met - performance has improved
Not quite met
Not quite met - performance has deteriorated
A |Not met - performance has improved
m | Notmet - performance showing no sign of improvement
VW |Not met - performance shows further deterioration




SWBTB (9/13) 191
Sandwell and West Birmingham Hospitals m

NHS Trust
TRUST BOARD
DOCUMENT TITLE: Update on the Trust’s planned response to the Francis Inquiry
SPONSOR (EXECUTIVE DIRECTOR): | | Kam Dhami, Director of Governance
AUTHOR: Kam Dhami, Director of Governance
DATE OF MEETING: 26 September 2013

oecmveswwar:

The Board will recall that a response to the Francis Inquiry published in February 2013, was scheduled for
presentation at the meeting of the Trust Board in September.

Given the timing of the publication of the external reviews following the Inquiry, however, this has been
deferred until the October meeting to allow a considered and integrated response to be put forward.

| REPORT RECOMMENDATION:

The Board is asked to receive and note the update.

ACTION REQUIRED (indicate with X’ the purpose that applies):

The receiving body is asked to receive, consider and:

Accept Approve the recommendation Discuss
I S
| KEY AREAS OF IMPACT (indicate with % allthose thatapply):
Financial | Environmental Communications & Media X
Business and market share Legal & Policy X | Patient Experience
Clinical X | Equality and Diversity Workforce

Comments:

| ALIGNMENT TO TRUST OBIJECTIVES, RISK REGISTERS, BAF, STANDARDS AND PERFORMANCE METRICS: I

The Trust’s response to the Francis Inquiry aligns with a number of objectives.

| PREVIOUS CONSIDERATION: |
| The initial response was considered by the Board at its meeting in February 2013. |
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SWBTB (9/13) 191 (a)
SANDWELL AND WEST BIRMINGHAM HOSPITALS NHS TRUST

Francis Report: Update on the Planned Trust Response
(Report of the Mid Staffordshire NHS Foundation Trust Public Inquiry February 2013)

Following an extensive public inquiry into the failings at Mid Staffordshire NHS Foundation
Trust Robert Francis QC published his final report on 6 Febrar 2013. The Tris  nitial

repo ne b hisreport as conidered bihe Board in he ame monh and a plan as agreed
b tike forard he recommendatonshatapplied b proider organisatons

Man@f he 290 recommendatondthin he Francis reportrelat b bodiesoher han he
Trutand sme of hoe relating b NHS Trsare likely b be he hjectof natonal
guidance as partof he goernmenfepon ebher eport

Given his itas decided b reise he original imeline b enable he Board b coniler he
findings and recommendationfrom he eBtnal wrk hat as e@eced b be commissoned
bihe Secredridf Stat for Health. This wld allow  a comprehensve and ineg raed
approach b be adoped bihe Trihat coered he Francis Repori he goernmentls

repons e and all aseciated actons

Ithad been inended for he TrEepone b be disced in he phlic Board meeing in
Sepember btda b he tming of he pblicaton of he eBtnal reieskis has been
deferred ol he Ocbber meeing.

For informaton, he eBtnal phlicationssad b dat are:

* Patients First and Foremost: The Inital Goernment Repone b he Reportof The Mid
Staffordhire NHS Foadation Tr  Phlic Inquf

* After Francis: making a difference - Hoe of CommonsHealh Commitee

* Mortality Outlier Review: A reiewf he care and teatnentproided bl 1hopisl th
in England

e A promise to learn — a commitmentb act improing he afelbf patientin England
* Valuing and supporting healthcare assistants

The folloimg repors  are efleceéd b be phblished son :

¢ Reducing the bureaucratic and regulatory burden on the NHS

¢ Review of the NHS Complaints System

Kam Dhami
Direcor of Goernance

Sepember 2013
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DOCUMENT TITLE: Midland Metropolitan Hospital Monitoring and Status Report
SPONSOR (EXECUTIVE DIRECTOR): | | New Hospital Project Director
AUTHOR: Graham Seager Director of Estates/New Hospital Project Director
DATE OF MEETING: 26 September 2013

EXECUTIVE SUMMARY:

Sandwell and West Birmingham Hospitals [IT2E

Midland Metropolitan Hospital Status Report

September 2013

PRRCRESr B A, =
nof Grove Lane

»  Ongoingwork on wark force
lzarance plan

challenge
*  Continue development of new
. r= o El.-,_
* Planning for PSC refreshin Autumn "

ngagemsnt with DI— /MHSTDA
unity Faciliti

reguirements to be consulted upor

* Further

Issues Tor Resolution/Risks for Next Period

Shartfallinimmediate capacity for assurance work and preparing for market

‘ REPORT RECOMMENDATION: ‘
Discuss and Accept status report

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 ||V|PACT (Indlcate with %’ all those that apply):
Financial Environmental Communications & Media
Business and market share Legal & Policy Patient Experience X
Clinical Equality and Diversity Workforce

Comments:

ALIGNMENT TO TRUST OBJECTIVES, RISK REGISTERS, BAF, STANDARDS AND PERFORMANCE METRICS:

PREVIOUS CONSIDERATION:
None
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DOCUMENT TITLE: Foundation Trust Programme Monitoring and Status Report
SPONSOR (EXECUTIVE DIRECTOR): | Mike Sharon, Director of Strategy and Organisational Development
AUTHOR: Mike Sharon, Director of Strategy and Organisational Development
DATE OF MEETING: 26 September 2013

oecmvesuwwar:

The report gives an update on:

* Activities this period

» Activities next period

* Issues for resolution and risks in next period

| REPORT RECOMMENDATION:

To review the planned activities and issues that require resolution as part of the FT Programme

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

Accept Approve the recommendation Discuss
X
| KEY AREAS OF IMPACT (indicate with  allthose thatapply)l:
Financial X | Environmental X | Communications & Media X
Business and market share X | Legal & Policy X | Patient Experience X
Clinical X | Equality and Diversity X | Workforce X
Comments:

| ALIGNMENT TO TRUST OBIJECTIVES, RISK REGISTERS, BAF, STANDARDS AND PERFORMANCE METRICS: I

‘Becoming an effective organisation’ and ‘Achieving FT Status’

| PREVIOUS CONSIDERATION: |
| Routine monthly update |

Page 1
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Sandwell and West Birmingham Hospitals INHS |

NHS Trust

FT Programme Monitoring Status Report Amber

Activities Last Month Planned Next Month

Revised FT timeline to allow for Chief Inspector of Hospitals
(CIH) visit in April 2014 — 3 month extension to timeline with
final approval moved to July 2014

Risk & Downside workshop held to determine downside
mitigations and financial quantification

Estates strategy & Workforce redesign strategy presented at
CLE & Trust Board for approval

First cut detailed CIPs for 2014/15 & 2015/16 submitted

BGAF & QGAF Board self-assessment (September Trust Board)
AGM & Annual Priorities event (26.09.13)

LTFM developed to include downside and presented to Trust
Board for approval

Final cut detailed CIPs for 2014/15 & 2015/6 including
evidence of QlAs

ED targets being achieved currently

Trust Board approves decision to go ahead with MMH on basis
of internal assurance processes

External consultant to begin review of Groups’ governance
procedures

Issues for Resolution/Risks for Next Month

Agreement from TDA on revised FT timeline

Continue to make progress on A&E target in line with rectification plan to NTDA

Plan agreed to address 18 weeks performance



SWBTB (9/13) 197
Sandwell and West Birmingham Hospitals m

MHS Trust

TRUST BOARD

The NHS Pefomance Famework Monitoring Report and
DOCUMENT TITLE: summary NHS FT Governance Risk Rating (FT Compliance
Report)

Robert White, Director of Finance and Performance

SPONSOR (EXECUTIVE DIRECTOR): Management

Mike Harding, Head of Performance Management and Chris
Archer, Associate Director of Finance

DATE OF MEETING: 26 September 2013

oecmveswwan:

NHS Performance Framework:

AUTHOR:

Service Performance (August): - during the month there were 2 areas of underperformance; Delayed
Transfers of Care (3.70%) and RTT Delivery in All Specialities (projected). The Trust is projected to attract an
overall weighted score of 2.86 and as such a PERFORMING CLASSIFICATION for the month.

Financial Performance (August):

-The weighted overall score is 2.95 with underperformance reported in 2 areas; Better Payment Practice
Code (Value) and Betfter Payment Practice Code (Volume). The classification for the month remains
PERFORMING.

Foundation Trust Compliance Summary Report (August):

Within the Service Performance element of the Risk Rating for the month of August, the Trust met the
required thresholds for each of the indicators which comprise the framework.

Monitor's annual de minimis limit for cases of MRSA reflecting a governance concern is set at 6, and as
such the MRSA Bacteraemia reported for the year to date (April) does not contribute to the overall score.

The overall governance score for the month is 0.0, which attracts a GREEN Governance Rating.

(Performance in areas where no data are currently available are expected to meet operational
standards)

| REPORT RECOMMENDATION:
| The Trust Board is asked to NOTE the report and its associated commentary. |

| ACTION REQUIRED - The receiving body is asked to receive, consider and:

Accept Approve the recommendation Discuss
X
| KEY AREAS OF IMPACT (indicate with ‘<’ all those that apply): ]
Financial X | Environmental Communications & Media
Business and market share Legal & Policy X | Patient Experience X
Clinical x | Equality and Diversity Workforce

Comments:
| ALIGNMENT TO TRUST OBIJECTIVES, RISK REGISTERS, BAF, STANDARDS AND PERFORMANCE METRICS:

Accessible and Responsive Care, High Quality Care and Good Use of Resources. National targets and
Infection Conftrol. Internal Control and Value for Money

| PREVIOUS CONSIDERATION:
| Performance Management Committee and Finance & Performance Management Committee |

Page 1
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SANDWELL AND WEST BIRMINGHAM HOSPITALS NHS TRUST - NHS PERFORMANCE FRAMEWORK MONITORING REPORT - 2013/14

QUALITY OF SERVICE

Integrated Performance Measures

Performance Thresholds Quarter 1 Weight x Weight x August Weight x
Indicator | 201314 ‘ Score ‘ Score | July 2013 "" Score Score 2019/14 | Score Score
Emergency Care Waits less than 4-hours 95.00%. 94.00 - 95.00% 94.00% 94.10% 2 ! 2.00 94.70% !
MRSA Bacteraemia 0 >1.0SD 1 0
Clostridium  Difficile >1.0SD 10 3
18-weeks RTT 90% Admitted 85.0%. 92.6% 3
18-weeks RTT 95% Non -Admitted 90.0% 97.7%. 3
18-weeks RTT 92% Incomplete f 87.0%. 94.9% 3
18-weeks RTT Delivery in all Specialities (number of treatment functions) 1-20 >20 18 2
Diagnostic Test Waiting Times (percentage 6 weeks or more) 1.00 - 5.00%. 5% . 3 <1.0%"
Cancer - 2 week GP Referral to 1st OP Appointment 88.00 - 93.00% 88.0% | o |__.S 93.9%. 3 >93.0%.
Cancer - 2 week GP Referral to 1st OP Appointment - breast symptoms 88. 00% 88.0%. 94.8% 3 1%
Cancer - 31 day diagnosis to treatment for all cancers 91.00 - 96.00% 91.0% | .S 98.3%. 3
Cancer - 31 day second or subsequent treatment (surgery) 89.00 - 94.00% 89.0%. 97.3% 3
Cancer - 31 day second or subsequent treatment (drug) 93.00 - 98.00% 93.0%. 100.0% 3
Cancer - 31 Day second/subsequent treat (radiotherapy) 89.00 - 94.00% 89.0%. 100.0% 3
Cancer - 62 day urgent referral to treatment for all cancers 0.50 80.0%. | 89.7% 3
Cancer - 62 day referral to treatment from screening 0.50 85.0% 100.0% 3
Delayed Transfers of Care 1.00 3.5:5.00%. >5.0% 3.00% 3
Mixed Sex Accommodation Breaches (as percentage of completed FCEs) 1.00 0.0 - 0.5% 0.5% 0.74% 0
VTE Risk Assessment 1.00 80.00 - 90.00% 80.0% 94.29% 3
Sum (all weightings)

Average Score Per * projected

[CQC Redgistration Status

The assessment of
I /

o " o non Enforcement action
enforcement action by outstanding o %e ;QCaC o
cac conditions from the Y

initial registration

[Overall Quality of Service Rating

Ti for Performance Average Score
Underperforming if less than
Performance Under Review if between 2.1and 2.4

Performing if greater than




SANDWELL AND WEST BIRMINGHAM HOSPITALS NHS TRUST - NHS PERFORMANCE FRAMEWORK MONITORING REPORT -

2013/14
Financial Indicators SCORING 2013 /2014 2013 /2014 2013 /2014 2013 /2014 2013 /2014
Criteria Metric Weight (%) April Score Weight x Score May Score Weight x Score June Score Weight x Score July Score Weight x Score August Score Weight x Score
2
Planned operating breakeven or surplus Any o?fcr::hngg;ﬂ:: If;:r::ianr;Z% of
Initial Planning Planned Ouiturn s a proporiionof | 5| 5| thatis eher equal to or al variance o |, preakeven that i at variance to | OPeraing defct more ihan or equal to 0.05% 3 0.57% 3 0.00% 3 0.00% 3 0.00% 3
P incxme ° SHA expectations by more than 3% of e otp
: planned income.
" Any operating deficit less than 2% of
YTD operating breakeven or surplus that - N . .-
g P . income OR an operating Operating deficit more than or equal to o, o o o o
p2loeeatnglRetiornancs 20 s ﬁgh;';reeq\t‘:;?;; ztf \f/g:;r:;f ::Czl:‘r; by surplus/breakeven that is at variance to 2% of forecast income 0.00% 3 0.01% 3 0.01% 3 -0.04% 3 -8.90% 3
Year to Date 25 ° " |plan by more than 3% of forecast income.
Year to date EBITDA equal to or greater
Year to date EBITDA equal to or greater o o Year to date EBITDA less than 1% of o, o, o, o o
VD EME 5 than 5% of actual year to date income than 1% but less i‘::;‘n?eA’ of year to date actual year to date income. 11.29% 3 6.69% 3 5.44% 3 5.95% 3 6.00% 3
Forecast operating breakeven or surplus Any operating deficit less than 2% of
N that is either equal to or at variance to income OR an operating Operating deficit more than or equal to o, o, o, o,
hoecastioperatnolerionnance 20 plan by no more than 3% of forecast surplus/breakeven that is at variance to 2% of income 0.00 3 0.00% 3 0.00% 3 0.00% 3 0.00% 3
income. plan by more than 3% of income.
Forecast Outturn 40
Forecast EBITDA equal to or greater than | Forecast EBITDA equal to or greater than Forecast EBITDA less than 1% of o, o, o, o, o,
forceastEBIRA 5 5% of forecast income. 1% but less than 5% of forecast income. forecast income. 6.88% 3 6.46% 3 6.32% 3 6.00% 3 6.00% 3
Still forecasting an operating surplus with Forecasting an operating deficit with a Forecasting an operating deficit with a
Rate of Change in Forecast Surplus movement less than 2% of forecast o, o, o, o, o,
o Deficit 15| a movemenl';tllglstoirz;;ses than 3% of income OR an operating surplus movement of greiﬁtceorr:‘:an 2% of forecast 0.00% 3 0.00% 3 0.00% 3 0.00% 3 0.00% 3
movement more than 3% of income. g
n an . An underlying deficit that is less than 2% | An underlying deficit that is greater than o, - o, - o,
Underlying Position (%) 5 Underlying breakeven or Surplus of underlying income. 2% of underlying income 1.46% 3 1.07% 3 0.92% 3 1.07% 3 1.10% 3
Underlying Financial Position 1 0 |
. Underlying EBITDA equal to or greater .
a Underlying EBITDA equal to or greater o o . Underlying EBITDA less than 1% of o o o o o
EEEA R () 5 than 5% of underlying income than 5% but Iessinl:oa;; 7 of underlying underlying income 6.88% 3 6.46% 3 6.32% 3 6.00% 3 6.00% 3
" Less than 95% but more than or equal to
Better Payment Practice Code Value 95% or more of the value of NHS and Less than 60% of the value of NHS and o, o, o, o, o,
(%) 2.5 Non NHS bills are paid within 30days 60% of the value of NHS and Non NHS | "0 "\ /bl o paid within 30 days 90.60% 2 0.05 92.60% 2 0.05 93.84% 2 0.05 87.00% 2 0.05 92.10% 2 0.05
bills are paid within 30days
q o, Less than 95% but more than or equal to | Less than 60% of the volume of NHS
R I e e 2.5 || 95% ormore of the volume of NHS and | 5. o the volume of NHS and Non NHS|  and Non NHS bills are paid within 30 94.90% 2 0.05 94.40% 2 0.05 92.76% 2 0.05 87.00% 2 0.05 92.70% 2 0.05
a P 4 bills are paid within 30days days
Finance Processes & Balance q Current Ratio is equal to or greater than | Current ratio is anything less than 1 and "
Sheet Efficiency Current Ratio 20 5 1 greater than or equal to 0.5 A current ratio of less than 0.5 1.09 3 1.02 3 1.05 3 1.06 3 1.10 3
Debtor days greater than 30 and less
Debtor Days 5 || Debtor days less than or equal to 30 days than or equal to 60 days Debtor days greater than 60 12.31 3 12.97 3 13.29 3 13.54 3 11.71 3
Creditor Days 5 Creditor days less than or equal to 30 Creditor days greater than 30 and less Creditor days greater than 60 40.44 2 0.1 44.79 2 0.1 39.03 2 0.1 39.03 2 13.22 3
than or equal to 60 days : ° " ° : ° : -
*Operating Position = Retained Surpl icit less i
Welghted Overall Score - - -
Assessment Thresholds
Performing
Performance Under Review 2.10 - 2.40

Underperforming
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