Meeting of the
Board of Directors
of Heart of England NHS Foundation Trust
held in Public
12.30pm on 22 January 2018
Rooms 2, The Education Centre, Birmingham Heartlands Hospital

Public

AGENDA
PUBLIC -12.30 NOON – 2.15PM
1.

Apologies for Absence

(Oral)

2.

Declarations of Interest
(for any items on the agenda)

(Oral)

3.

Minutes of Previous Meetings
3.1 23 October 2017

(Enclosure)

4.

Matters Arising

(Oral)

5.

Chairs Update and Emerging Issues (JS)

(Oral)

6.

Performance Report Q3(KB)

(Enclosure)

7.

Clinical Quality Monitoring Report Q3 (DR)

(Enclosure)

8.

Care Quality Report Q3 (JT)
8.1 Adult Inpatient Review 2017

(Enclosure)
(Enclosure)

9.

Finance Report Q3 (JM)
inc Capital Programme Update

(Enclosure)

10. Board Assurance Framework Q3 (DB)

(Enclosure)

11. Compliance & Assurance Report Q3 (DB)

(Enclosure)

CONSENT
12. Quality Account Update Q3(DR)

(Enclosure)

13. Business Cases for Approval
13.1 Gastroenterology Workforce & Endoscopy Capacity Expansion
13.2 Replacement Anaesthetics Consultants
13.3 Replacement Radiologists Consultants

(Enclosure)
(Enclosure)
(Enclosure)

14. Any Other Business
15. Next Meeting in Public – Monday 23 April 2018, Venue to be confirmed

PRIVATE -2.25PM
16.

(

17.
NEDs INFORMAL MEETING WITH GOVERNORS

3.00-4.00pm

COUNCIL OF GOVERNORS

4.00-6.00pm

David Burbridge
Interim Director of Corporate Affairs
3 January 2018

Minutes of the Board of Directors
of Heart of England NHS Foundation Trust
held in Room 2, Education Centre, Birmingham Heartlands Hospital
on 23 October 2017 at 2.15 pm.
PRESENT:

Rt Hon J Smith, interim Chair
Mr J Brotherton, Director of Operations
Mr A Edwards, Non-executive Director
Prof J Glasby, Non-executive Director
Mrs J Hendley, Non-executive Director
Dr M Kinski, Non-executive Director
Miss K Kneller, Non-executive Director
Miss M Lalani, Non-executive Director
Mr J Miller, interim Finance Director
Dame J Moore, interim Chief Executive Officer
Dr D Rosser, interim Medical Director
Mrs J Tunney, acting Chief Nurse

IN ATTENDANCE:

Ms F Alexander, interim Director of Communications
Mr K Bolger, interim Deputy Chief Executive - Improvement
Mr D Burbridge, interim Director of Corporate Affairs
Mrs A Hudson, Senior Executive Assistant
Mr L Tallon, Director of Corporate Strategy, Planning & Performance at
UHB
Mrs T Watkins, Admin Assistant (Minutes)

17.095

APOLOGIES & WELCOME
The Chair welcomed everyone to the meeting. Apologies had been received from
Mrs H Wyton.

17.096

DECLARATIONS OF INTEREST
The Chair and Prof Glasby declared conflicts of interests regarding the safeguarding
report due to having interests at Sandwell Children’s Trust and Birmingham
Children’s Trust respectively.
The Board agreed that they were content for them to remain for the discussion.

17.097

MINUTES OF PREVIOUS MEETING
The minutes of the meeting held on 24 July 2017 were considered and approved as
a true and accurate record.

17.098

MATTERS ARISING
None.

17.099

CHAIRS UPDATE AND EMERGING ISSUES
The Chair reported that the HEFT Board had postponed the proposed meeting to
consider the Case for Change business case as it was not in a position to make a
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decision to proceed with the proposed transaction, as it was waiting for a response to
a letter sent by the UHB Board to NHSI seeking assurances regarding money, future
liabilities and recompense for the cost of the transaction. Progress had been made
but not all assurances had been received
The 2nd Annual Building Healthier Lives Awards would be taking place in November.
Work had been carried out through the Birmingham Alliance to support the
emergency department to work with young people who had been victims of violence.
HEFT and UHB had entered into a partnership with RedThread and had received a
Health Foundation Grant to expand the service. The service would be introduced in
2018 and would include staff employed by RedThread.
Resolved: to receive the report
17.100

PERFORMANCE REPORT Q2
The Board considered the report presented by the interim Deputy CEO Improvement that summarised the Trust’s performance against targets and
indicators in the Single Oversight Framework, contractual targets and internal
targets. The A&E 4 hour standard had not been met and remained a risk. Actions
and initiatives had been implemented to support ED performance that included:
A Clinical Review Group to evaluate working practices and identify supportive
measures and recommendations to improve performance.
The conversion of two medical wards to medical short stay wards on the GHH and
BHH sites with the aim to free up some capacity in ED.
A recruitment strategy had been put in place which included the implementation of
cross site rotation of ENPs and fast tracking of ACP trainees to help fill the vacancy
gap. Four ACPs had been appointed.
The Trust had met the target for ambulance handover. However, pressure continued
to be felt acutely at GHH.
All cancer targets had been achieved.
Of the 14 maternity screening indicators, reported a quarter in arrears, the Trust had
failed to meet 5. Action plans had been put in place to monitor performance.
The Trust’s performance against dementia screening continued to decrease.
Following a decision made at the last CEG meeting, individuals would now be held to
account where screening was not undertaken.
Performance against the Information Governance Mandatory Training continued to
improve. Appraisal completion rates had slightly reduced in September but
remained above target.
There had been some delays in the recruitment process as a consequence of delays
in clearance processes (DBS), and these would be monitored by HR.
Voluntary turnover rates had reduced. The new online exit monitoring tool had been
implemented and would be monitored.
Sickness absence rates had increased in September. The flu programme was well
underway and 3,200 staff had already had their flu jab - an improvement on last year.
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With the exception of CQUINs reference 2a & 2b - timely identification and treatment
for sepsis in emergency departments and inpatient settings, the Trust had fully
achieved all CQUIN milestones for Q1 2017-18 for Acute and Specialised Services.
Sepsis had out-turned at 72% and 59% respectively, against a 90% target. This was
an improvement on the quarter 4 position of 56% and 56.8%.
Resolved:
 To accept the report
 To note progress made
17.102

CLINICAL QUALITY MONITORING REPORT
The Board considered the report presented by the interim Medical Director that
provided assurance on clinical quality and detailed action being taken following the
Joint CQMG meeting held in September and the HEFT CQMG meeting held in
October.
There were six Doctors currently subject to investigation and these had been
downgraded to local level. The Consultant previously reported as dismissed had not
lodged a tribunal claim.
The Trust’s mortality rate was within acceptable limits and there were no overall
concerns.
Resolved: to accept the report

17.103

ANNUAL MEDICAL REVALIDATION REPORT
The Board considered the report presented by the interim Medical Director. The
report provided assurance that medical appraisals and revalidation systems and
processes were robust and functioning effectively.
All Doctors expected to undertake a medical appraisal had completed their appraisal
and work had been carried out to further strengthen the recruitment process for
doctors.
Resolved: to accept the report

17.104

CARE QUALITY REPORT
The Board considered the Care Quality Report presented by the acting Chief Nurse.
There had been 7 cases of post 48 hour Clostridium difficile reported, which was
above the Trust monthly trajectory of five. The total number of cases this year had
been 31 against a year to date trajectory of 30 and an annual trajectory of 64.
There had been 4 cases of CPE identified, two from screening samples and two from
clinical samples. No outbreaks of the infection had been reported.
There had been 7 avoidable grade 2 pressure ulcers and no avoidable grade 3
pressure ulcers reported.
Dementia screening performance was 83.39% below the 90% Trust target, an
improvement programme had been put in place.
Parkinson’s medication compliance had improved to 82.03% against the target of
90%. A change of practice had taken place, with the nurse dealing with the patient
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holding the bleep rather than the nurse in charge.
There had been no areas of concern regarding nurse staffing and assurance had
been given by Head Nurses that staffing had maintained safe levels in line with
national guidelines. Twice daily telephone calls now took place to discuss staffing
levels. A recruitment event would take place in December where interviews would
be offered on the day to candidates.
It was reported that there were new metrics in place within ED for patients that were
nursed outside of cubicles.
Paediatrics had implemented new quality improvements around tissue viability.
The performance rate for dealing with complaints had not improved as expected.
There had been a peer review undertaken in conjunction with UHB and HEFT and
processes had been changed to reflect those used at UHB. It was reported that
complaints data, including outcomes, had not been well recorded in the past and
improvement work was being undertaken.
Resolved: to accept the report
17.105

SAFEGUARDING ADULTS & CHILDREN’S ANNUAL REPORT
The Board considered the report presented by the acting Chief Nurse. The report
provided assurance that the Trust was compliant with the statutory regulatory
requirements and the Board was asked to note the areas of progress made during
2016-17 and the safeguarding priorities for 2017-18.
Prevent Training was delivered to all employees on induction and it was planned to
increase this for existing employees.
There was a plan to ensure that training was available on Moodle to all staff that
required training related to the Mental Capacity Act and to ensure that restraint and
clinical holding processes were fully understood and followed.
The Trust would continue to improve safeguarding practice for the coming year and
had a clear work-plan in place.
A discussion took place regarding safeguarding referrals being sent by fax and it was
reported that the Council safeguarding team still regarded fax as a safe means of
communication, in their view being safer than email. The DCA would review this.
Resolved: to accept the report

17.106

NURSE RE-VALIDATION REPORT
The Board considered the Nurse Revalidation Report presented by the acting Chief
Nurse. The report provided assurance that nursing and midwifery revalidation
systems and processes were robust and functioned effectively. It was reported that
out of 1,161 nurses and midwives there had been no failure to complete revalidation.
Resolved: to accept the report

17.107

FINANCE REPORT INCL CAPITAL PROGRAMME UPDATE
The Board considered the report presented by the interim Finance Director that
provided an update on the Trust’s financial position for the period ended 30
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September 2017 (Month 6). The Trust had agreed a planned deficit of (£7.5m) for
2017/18 in line with the control total set by NHSI. The plan included (£21.3m) of STF
income subject to delivering the pre-STF position. 30% of the STF would be
contingent on meeting the ED trajectory. The plan, prior to STF, had a deficit of
(£28.8m). For Month 6 the Trust had reported an actual deficit of (£5.8m) which was
(£3.4m) above the pre-STF plan of (£2.4m). On a year to date basis the deficit was
now (£28.6m) against a pre-STF plan of (£14.5m) i.e. an adverse variance of
(£14.1m). Because the deficit would be above plan, no STF had been assumed.
The main components of the variance included healthcare income (£1.8m) in month /
(£4.7m) YTD below seasonal plan. Day case & Electives (£0.6m) in month / (£1.3m)
YTD. The majority of the in-month shortfall had been at GHH due to cancellations /
medical outliers. Compared to September 2016 GHH Electives were down 24% and
day cases down by 10%. Outpatients were (£0.3m) in month / (£1.6m) YTD.
September showed a recovery against the previous month but would still be worse
than planned and the month 1-4 average. Efficiency was (£1.1m) in month. CIP
slippage £0.2m in month / (£2.6m) YTD. FRP/stretch (£0.7m) in month / (£4.7m) ytd.
Cost control pay was (£4.3m) above plan.
The cash position was £16.4m, an increase of £4.0m in-month and remained £13.4m
above plan and included the working capital loan of £9.8m.
The forecast showed that the plan would not be achieved and the Trust had
submitted a revised year end forecast of (£48.4m) to NHSI as part of the month 6
return at (£19.6m) adverse to control total pre-STF. A response had yet to be
received.
Resolved: to accept the report
17.108

BOARD ASSURANCE FRAMEWORK
The Board considered and discussed the paper presented by the interim Director of
Corporate Affairs. The Board Assurance Framework (BAF) provided assurance that
the Board was aware of the risks to its key objectives and had a robust system of
internal control. The BAF had been reviewed and updated and there were currently
12 risks on the register of which 8 were scored as Red, 3 Amber and 1 yellow.
It was agreed that the high profile risks would stay on the risk register. There had
been no new risks identified.
The Board discussed the Paterson case and considered that it was unlikely that
there would be a review of the settlement for private patient cases.
The STP programme was business as usual and joint resources had been planned.
Resolved: to accept the report

17.109

COMPLIANCE & ASSURANCE REPORT
The Board considered the report presented by the interim Director of Corporate
Affairs. The report set out the actions being taken on the internal and external
assurance processes.
The final CQC report had been received and a response had been prepared to the
requirement notices. One item was awaiting a response from the CQC regarding the
security and access to the critical care area, as it was unclear what the concerns
were.
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It was reported that there had been 1,148 NICE guidelines published to date. There
had been a number awaiting a response and a small number of guidance which had
not been implemented or had only been partially implemented. The process for
compliance had been presented to the Audit Committee earlier that day.
An updated External Agency Policy had been approved, that set out the process for
appropriate coordination and evaluation of external recommendations arising out of
external agency visits, inspections, accreditations and peer review/assessments.
Since Q2 20/6/17 there had been a total of 11 external visits. The PHE screening
quality assurance visit had received 6 high priority negative assurances identified
during the visit, however these were quality related and did not have any patient risk
associated with them.
National Confidential Enquiry into Patient Outcome and Death (NCEPOD) - of the 4
studies in progress the Trust was taking part in 3. The Audit Committee had
questioned why the Trust was not applicable to take part in the Cancer in Children,
Teens and Young Adults study and the interim Director of Corporate Affairs had
agreed to report back to the next meeting.
Clinical guideline compliance. A review of the current guideline status had been
undertaken and work was underway between HEFT and UHB to align guidelines.
Resolved: The report was received.
17.110

INFORMATION GOVERNANCE ANNUAL REPORT
The Board considered the report presented by the interim Director of Corporate
Affairs. The report provided an update on the Trust’s current position in relation to
Information Governance, changes in the last financial year, current compliance
position and key pieces of work for the coming year. The Trust had submitted a ‘not
satisfactory’ return for the 2016/17 IG Toolkit and significant work for 2017/18 was
required. The previous self-assessment submission had been optimistic, whereas
the 2016/17 submission had been more objective. The report set out details on the
strategic direction and priority work areas that were required for 2017/18 in order to
improve IG within the Trust.
Workshops had taken place on key trust information assets which had given
assurance that appropriate controls were in place to show that information was
secure and up to date.
Resolved: The report was received.

17.111

EMERGENCY PREPAREDNESS UPDATE REPORT
The Board considered the report presented by the Director of Operations and it was
reported that the Trust was fully compliant on self-assessment and that the
emergency preparedness had been tested in live situations eg floods in ED.
Resolved: The report was received.

17.112

AUDIT COMMITTEE ANNUAL REPORT
The Board considered the report by the Chair of the Audit Committee. The report
provided a summary of the Committees work and its opinion on the adequacy and
effectiveness of the Trust’s risk management, control and governance processes.
The opinion of the Audit Committee, based on the information set out in the report,
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was that considerable progress had been made in addressing the major weaknesses
in the Trust’s risk management, control and governance processes.
The Chair formally recorded a vote of thanks to the members of the Audit Committee
for the work that had taken place during the year.
The priorities for the coming year were set out in the report.
Resolved: The report was received.
17.113

BUSINESS CASES FOR DISCUSSION
The Board considered the following business cases:

17.113.1

ACAD Outline Business Case
The interim Deputy CEO – Improvement reported that the business case had not
been brought to Board as there was still some work to be undertaken around
finances. The report would be presented to the November meeting. Planning
permission had been submitted.

17.113.2

Development of Chemotherapy Capacity & Improved Environment
The Director of Operations presented the business case and reported that the unit
would be created at Solihull Hospital, on the site of the former Bruce Burns Unit. The
current day care unit was situated in an area sectioned off on Ward 19 which was
overcrowded and congested and did not offer enough capacity.
There was a significant cost to conversion of the Bruce Burns Unit however a surplus
by years 2 and 3 was expected. The Board discussed all the options that had been
considered around the location of the service and it was noted that Solihull Hospital
had the potential for future expansion and this had been considered as part of the
infrastructure during the current conversion works.

17.113.3

Conversion of Ward 2 at BHH to Short Stay Medical Ward
The Director of Operations presented the business case and reported that the
conversion of the existing ward would increase costs but this had been included as
part of the winter plan. The effectiveness of the ward would be reviewed in
February.
Resolved: to approve the proposed business case.

17.114

ANNUAL WORKFORCE REPORT
The report was received and taken as read.
Resolved: The report was received.

17.115

HEFT CHARITABLE FUNDS REPORT
The Board considered the report presented by the interim Finance Director. The
Annual Report and Accounts for the Heart of England NHS Foundation Trust Charity
had been completed by the Finance and Communications team and the audit had
been finalised. The report has been reviewed and approved by Audit Committee
earlier that day and was presented to the Board of Directors for consideration and
approval.
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The HEFT Charity had ceased to exist from 1 April 2017 when it had become part of
UHB Charities Ltd, the final report and account had been required to be prepared
and submitted to the Charity Commission. An earlier draft of the annual report and
accounts had been presented and agreed by the HEFT Donated Funds Committee
in April 2017. External Audit had issued an unqualified audit opinion.
Resolved: to receive and approve the HEFT Charitable Annual Report and Accounts
2016/17.
17.116

QUALITY ACCOUNT UPDATE
The Interim Medical Director presented the report that was taken as read.
Resolved: The report was received.

17.117

BUSINESS CASES FOR APPROVAL
The Board considered the following business cases:

17.117.1

Amendments to Pre-authorised Business Cases

17.117.2

Replacement Anaesthetics Consultants

17.117.3

Respiratory Medicine Consultant

17.117.4

Ward 7, Good Hope, Business Case

17.117.5

Ophthalmology Business Case

17.117.6

T&O Business Case
Resolved: To approve the proposed business cases.

17.093

ANY OTHER BUSINESS
None.

17.094

DATE OF NEXT MEETING
The next public meeting of the Board of Directors was scheduled for Monday 22
January 2018, to be held in the Education Centre, Birmingham Heartlands Hospital.
There being no further business, the meeting closed.

.......................................
Chair

HEART OF ENGLAND NHS FOUNDATION TRUST
BOARD OF DIRECTORS
TUESDAY 23RD JANUARY 2018

Title: Performance Indicators Report
From: Kevin Bolger, Interim Deputy To: Board of Directors
CEO - Improvement
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Decision N
Discussion
Y
Assurance Y
Endorsement Y
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To update the Board of Directors on the Trust’s performance against targets and
indicators in the Single Oversight Framework, contractual targets and internal
targets.
Key points/Summary:
Exception reports have been provided where there are current or future risks to
performance for targets and indicators included in the Single Oversight, national
and contractual targets and internal indicators.
A&E 4 hour performance remains a risk for the Trust.
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Accept the report on progress made towards achieving performance targets and
associated actions and risks.
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Framework
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HEART OF ENGLAND NHS FOUNDATION TRUST
BOARD OF DIRECTORS
TUESDAY 23RD JANUARY 2018
PERFORMANCE INDICATORS REPORT
PRESENTED BY THE INTERIM DEPUTY CEO - IMPROVEMENT
1.

Purpose
This paper summarises the Trust’s performance against national indicators
and targets, including those in the NHSI Single Oversight Framework 6, as
well as local priorities. Material risks to the Trust’s Provider Licence, reputation
or clinical quality resulting from performance against indicators are detailed
below.

2.

HEFT Performance Framework
The Trust has a suite of Key Performance Indicators that includes national
targets set by NHS Improvement and the Department of Health (DH) and local
indicators selected by the Trust as priority areas, some of which are jointly
agreed with the Trust’s commissioners. This report is intended to give a view
of overall performance of the organisation in a concise format and highlight
key risks particularly around national and contractual targets.

3.

Material Risks
The DH sets out a number of national targets for the NHS each year which
are priorities to improve quality and access to healthcare. NHS Improvement
(NHSI) tracks the Trust’s performance against a subset of these targets,
enabling Trusts to access the Sustainability and Transformation Fund as long
as agreed trajectories are achieved.
Table 1: Performance against National Contractual Requirements
Threshold

Current
Data
Period

Performance

18 week RTT - incomplete

92%

Dec-17

90.65%

A&E 4 hour access

95%

Dec-17

76.30%

Cancer 62 day - GP urgent referral

85%

Nov-17

85.94%

Cancer 62 day - national screening
6 weeks diagnostic test

90%
99%

Nov-17
Dec-17

100.00%
99.04%

Indicator
Single Oversight Framework
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Threshold

Current
Data
Period

Performance

Cancer 2 week

93%

Nov-17

95.63%

Cancer breast - 2 week

93%

Nov-17

94.75%

Cancer 31 days- first treatment

96%

Nov-17

96.93%

Cancer 31 days- subsequent treatment -surgery

94%

Nov-17

95.89%

Cancer 31 days - subsequent treatment - drugs

98%

Nov-17

100.00%

Ambulance Handover > 60 minutes

>0

Nov-17

99.8% (14)

12 hour Trolley waits A&E

0

Dec-17

0

52 week waits

0

Dec-17

0

Cancelled Ops rearranged 28 days

0

Dec-17

0

Urgent operation cancelled x 2

0

Dec-17

1

Sleeping Accommodation Breach

0

Dec-17

5

MRSA

0

Dec-17

0

C.difficile - (post 48 hours)

5

Dec-17

2

95%

Dec-17

98.34%

0

Oct-17

0

NHS Number acute

99%

Dec-17

99.59%

NHS Number A&E

95%

Dec-17

98.44%

Indicator
Other National Targets

VTE risk assessment
Duty of Candour (2 months in arrears)

3.1

Single Oversight Framework
3.1.1 A&E 4 Hour Waits
Performance for the A&E 4 hour wait target has declined slightly
in December to 76.30% compared with 77.98% in November
2017.
Table 2: A&E Performance by Site November v December 2017

Heartlands
Good Hope
Solihull
Trust

Performance
Nov-17 Dec-17
77.28% 75.68%
70.17% 68.34%
98.62% 98.10%
77.98% 76.30%
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Attendances
Nov-17 Dec-17
12,381 11,839
7,507
7,455
3,263
3,056
23,151 22,350

Daily Av
Nov-17 Dec-17
413
382
250
242
109
99
772
723

Table 3: A&E Performance by Site December 2016 v 2017

Heartlands
Good Hope
Solihull
Trust

Performance
Dec-16 Dec-17
79.43% 75.68%
77.12% 68.34%
98.84% 98.10%
81.54% 76.30%

Attendances
Dec-16 Dec-17
11,513 11,839
7,337
7,455
3,275
3,056
22,125 22,350

Daily Av
Dec-16 Dec-17
371
382
237
242
106
99
714
723

There were 22,350 attendances in December 2017 (an average
of 723 patients per day). This compares to 22,125 attendances
in December 2016 (an average of 714 patients per day).
The data demonstrates the decline in performance is on both
the Heartlands and Good Hope Hospital site.
In a letter sent to Acute Trust Chief Executives in October 2017
from the Chief Executive of NHSI, Trusts were asked to review
alternative pathways (diversion pathways) that were in existence
created to divert attendances away from ED departments.
Examples of this include:



Direct admission to assessment unit
Direct admissions to an in-patient ward on a specialty
specific pathways
Direct admission from out-patients.

In addition, the Trust is working collaboratively with the CCG to
apportion Walk-In Centre (WIC) activity to Acute Trusts so that
this can also be included within the Trust’s ED dataset returns.
The table below demonstrates improvement in performance
based inclusion of the activity outlined above for December 17.
Table 4: Additional ED Activity Inclusions
Current ED
Performance

Including WIC
Activity

76.30%

84.09%

Including WIC
Activity and
Diversion
Pathways
85.61%

The whole of the NHS has been under significant pressure over
the winter period. The Trust has implemented a comprehensive
Winter Plan prepared in advance and a number of operational
schemes have been enacted aimed at avoiding admissions,
reducing length of stay and expanding capacity.
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Since then additional national funding for winter schemes,
announced in the Autumn Budget, was allocated by NHSE in the
week before Christmas from which HEFT secured funding to
implement further ‘winter pressures’ schemes.
Furthermore the National Emergency Pressures Panel (NEPP),
chaired by Professor Sir Bruce Keogh, wrote to all providers on
19 December and 2 January outlining a number of actions that
Trusts are required to take to improve emergency flow over the
winter including:
a)

Deferring all non-urgent inpatient elective care until 31
January. The panel reiterated that cancer operations and
time-critical procedures should go ahead as planned
Also deferring day-case procedures and routine
outpatient appointments where this will release clinical
time for non-elective care
Implementing consultant triage at the front-door so
patients are seen by a senior decision maker on arrival at
the Emergency Department
Ensuring consultant availability for phone advice for GPs.
Maximising the usage of ambulatory care and hot clinic
appointments as an alternative to Emergency Department
attendance and/or hospital admissions
Increasing support from Allied Health Professionals, for
example physios and therapists, for rehabilitation and
discharge
Staffing additional inpatient beds
Ensuring twice daily review of all patients to facilitate
discharge
Commissioners not enforcing sanctions for mixed sex
accommodation breaches
Ensuring the vaccination for flu of frontline staff.

b)

c)

d)
e)

f)

g)
h)
i)
j)

In summary the Trust has taken the following actions:






Expanding ambulatory emergency care capacity to
reduce the number of patients requiring admission
Expanding the frailty service to help avoid the
unnecessary admission of frail patients with complex
needs
Additional senior emergency medical staff in Emergency
Departments to cope with increased patient acuity
Additional senior acute physicians providing more senior
input to patients at the ‘front door’ of the hospitals
Additional medical staff at peak periods during evenings
and overnight to manage increased acuity and volume of
the medical admissions
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Making beds available earlier each day for new patients
requiring admission through the earlier transfer of patients
in assessment units to ward areas (Safer Patient
Placement)
Opening 78 additional inpatient beds at Good Hope
Hospital and 18 beds at Solihull Hospital
Significant reductions in inpatient elective activity to free
up beds for non-elective patients
Conversion of elective theatre lists to provide additional
trauma and emergency theatre capacity in order to
minimise the number of inpatients awaiting surgery.

The cancellation of elective activity has had a detrimental impact
on elective performance, with the Trust failing the 18 week RTT
target in December. Future RTT performance remains at risk
given the ongoing volume of elective inpatient activity being
cancelled. In order to mitigate the impact on long-waiting
patients the Trust has secured the transfer of approximately 200
long-waiting elective patients to the independent sector via InterProvider Transfer arrangements. Day surgery capacity at
Solihull is also being maximised. These actions have also
reduced the risk of any 52 week breaches. There is also a risk to
activity and income targets as elective activity paid at full tariff is
displaced by emergency activity with a longer average length of
stay which is only paid at 70% of tariff.
3.1.2 18 Week Referral to Treatment (Incomplete Pathways)
The incomplete pathway shows Trust performance did not
achieve at aggregate level in December at 90.58%.
There are eight specialties that failed to meet the target in month
as shown in the table below:
Table 4: 18 week RTT performance – specialties failing to meet
the target in month
Specialty

Jul-17

Aug-17

Sep-17

Oct-17

Nov-17

Dec-17

Neurology

96.55%

96.97%

93.23%

93.39%

92.55%

89.03%

Dermatology

93.97%

92.60%

91.54%

92.97%

92.42%

90.92%

T&O

85.60%

84.26%

83.62%

83.12%

81.16%

77.79%

ENT

92.15%

90.51%

90.31%

91.36%

91.39%

89.80%

Vascular

94.54%

94.60%

95.03%

93.43%

92.12%

90.97%

Urology

94.19%

95.78%

95.39%

92.86%

92.26%

90.50%

General Surgery

89.57%

89.47%

90.19%

90.47%

88.95%

87.77%

Breast

86.42%

90.41%

93.26%

88.06%

84.13%

88.61%
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Within the category “other”, three specialties have failed to meet
the target.
Table 5: 18 week RTT performance – category “other”
Specialty

Jul-17

Aug-17

Sep-17

Oct-17

Nov-17

Dec-17

Other Therapy

95.59%

97.38%

91.79%

90.95%

92.89%

91.56%

Colorectal Surgery

93.98%

85.90%

91.86%

83.84%

84.21%

78.31%

Upper GI Surgery

61.00%

63.19%

60.68%

61.43%

62.09%

60.52%

December’s outpatient activity decreased from the expected
level due to adverse weather conditions and people’s inability to
attend hospital. Substantial bed pressures on all sites have
resulted in a number of elective cancellations affecting surgical
specialities which has increased the backlog of admitted RTT
patients.
3.1.3 Cancer
The Trust met all national cancer targets in November 2017.
3.1.4. Cancer Long Waits
In November the Trust was accountable for 8 patients who have
been treated in excess of 104 days from referral.
Three patients were referred to UHB for treatment. All patients
had a complex diagnostic pathway prior to referral and led to
late tertiary referrals to UHB. None of the patients could be
treated within 24 days.
Three patients were treated at HEFT. Two required further
investigation to assess metastatic disease and fitness
assessment and one had to have treatment deferred due to a
separate primary cancer being treated at UHB.
Two patients were referred to HEFT for treatment. Both patients
were from Worcester and referred beyond 38 days. Neither
could be treated within 24 days.
Following a clinically led review, it was determined that no
patients came to avoidable harm as a result of any delays.
As of the 31st December – there were three patients who were
over 104 days (1 Walsall and 2 from Hereford). All of these
patients were lung, two referred for diagnostic investigations and
one referred for treatment (unconfirmed cancer, but
radiologically felt to be a cancer).
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3.1.5 % patients waiting 6 weeks for 15 key diagnostic tests
The Trust met the target in December (99.04%) against the 99%
target.
3.1.6 Urgent Operations Cancelled x 2
There was one urgent operation cancelled twice in December
within Vascular surgery for a right below knee procedure
cancelled due to other emergencies which was carried out 48
hours post last cancellation.
3.2

National Targets Monitored Locally Through CCG Contract
Of the 18 national targets that are not included as Operational
Performance Metrics in the new Single Oversight Framework but are
included in the CCG contract, the Trust is on target for 18.
3.2.1 MRSA Bacteraemia
There has been no post 48 hour MRSA bacteraemia reported in
December 2017.
3.2.2 Clostridium difficile
Two cases of post-48-hour c.diff were reported. This is within
the Trust monthly trajectory of six cases for the month. The total
number of cases this year is 47 against a YTD trajectory of 47
cases and an annual trajectory of 64 cases.
3.2.3 Ambulance Handover
Since implementation of ECDS (Emergency Care Data Set) at
the end of October, 30 minute breaches are currently only
validated against CAD (Computer Aided Dispatch) data as the
check field in Patient First (ED tracking system) to confirm
handover time is currently unavailable due to the ECDS
upgrade. Testing is in progress and it is anticipated that the
check field will be back on line at the end of January.
Therefore, reporting will recommence in February 2018.
There were 14 confirmed 60 minute breaches (99.8%) for
November with the Trust achieving the required threshold of
99%.
3.2.4 Sleeping Accommodation breach
There was one sleeping accommodation breach reported in
December 2017 that affected five patients.
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The breach occurred in AMU at Good Hope Hospital and is
deemed unavoidable based on the capacity issues that the site
was facing at the time of the patient. Male and female patients
were bedded in triage on trolleys overnight. Both the AMU coordinator and Site Manager were aware.
4.

Local Indicators – acute contract
There are 67 local contractual indicators that the Trust’s performance is
measured against (31 are reported monthly, 32 of these are reported quarterly
and the others either bi-annually or bi-monthly).
4.1

Delayed Transfers of Care (DTOC) for health and joint delays
The Trust did not achieve the target for December, achieving 1.42%
against a target of 1.4%, the site and patient numbers waiting are
shown in the tables below.
Table 6: DTOC HEFT and external NHS joint health delays – bed days
occupied
Jul-17

Aug-17

Sep-17

Oct-17

Nov-17

Dec-17

BHH

354

462

252

219

311

340

GHH

153

345

242

163

250

113

SH
TRUST

235

261

98

158

156

190

742

1068

592

540

717

643

The tables below show performance for all delayed transfers of care
and actual numbers i.e. those that are health and social delays.
Table 7: All DTOC delays - bed days occupied
Jul-17

Aug-17

Sep-17

Oct-17

Nov-17

Dec-17

BHH

825

999

688

672

795

677

GHH

365

719

466

440

599

358

SH

425

380

145

187

268

232

TRUST

1615

2098

1299

1299

1662

1267

Historically, DTOC figures increase during the month of January but
additional support from all parties has been implemented to help
reduce the overall impact.
4.2

Pressure Ulcer Reduction
One avoidable grade 3 hospital acquired pressure ulcer was reported
in November 2017. A total of 8 avoidable grade 3 pressure ulcers have
been reported year to date against an annual trajectory of 36.
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Further detail can be found in the Care Quality Report.
4.3

Quarterly Maternity Screening Indicators
There are 14 maternity screening indicators, all reported a quarter in
arrears, and therefore the current performance reported this quarter
relates to Q2 (2017/18). Of the 14 indicators, the Trust has failed to
meet 4.
These are:






5.

Laboratory request forms 10+0 to 20+0 weeks gestation – new
validation process commenced in September with daily monitoring
in place with an anticipated improvement for Q3
Newborn Bloodspot – Avoidable Repeat Tests – additional training
and new validation process instigated in September has
contributed to an improved position and anticipated achievement
for Q3
Newborn hearing assessment referrals – performed under regional
contract with Sandwell and West Birmingham Hospitals
Newborn Hip Abnormality – performance missed by one baby from
a total number of referrals of three.
Failure was due to
communication issues. A new process is in place to prevent this
recurring and an improved position for November is expected.

Local Indicators – Community Contract
The Trust has a number of community contracts, many of the indicators
against these contracts are reported quarterly.
In Q3 Grade 2 pressure ulcers to be reported with clearly defined avoidable
outcome for commissioner review was not achieved. RCA learning has been
shared with teams and revised metrics implemented to improve monitoring of
standards.

6.

Internal Indicators – Performance
6.1

Dementia Screening
Trust performance against the dementia screening ‘FIND’ element of
this metric shows a decrease in month to 80.34% in December. This
indicator is still failing to meet the 90% target as shown in the chart and
table below.
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Table 8: Dementia Screening Performance by Division
Jul-17

Aug-17

Sep-17

Oct-17

Nov-17

Dec-17

Division 1

100.00%

100.00%

100.00%

80.00%

100.00%

100.00%

Division 2

50.00%

100.00%

N/A

100.00%

N/A

100.00%

Division 3

88.45%

84.31%

84.40%

85.01%

82.33%

79.37%

Division 4

93.22%

90.43%

87.50%

80.23%

78.15%

81.25%

Division 5

85.53%

85.27%

81.97%

92.40%

86.10%

84.45%

TRUST

88.34%

84.93%

84.23%

86.01%

82.50%

80.34%

All Divisions have escalated issues and performance to their Divisional
Directors and Clinical Leads and continue to review non-conforming
areas to reinforce compliance. The Associate Head Nurses continue to
send out daily reminders to the relevant named consultant.
6.2

Information Governance Training
Performance against the Information Governance Mandatory Training
target of 95% has decreased slightly in month, with performance at
84.54% in December.
Divisional performance has improved for Divisions 1, 2 with a slight
decrease in performance in Division 3, 4 & 5.
The significant reduction in performance for Facilities is due to the
addition of the new G4S staff into the denominator, with the majority
being out of date.
Table 9: Information Governance Training - Cumulative performance
Division

Jul-17

Aug-17

Sep-17

Oct-17

Nov-17

Dec-17

Corporate

88.47%

88.66%

89.29%

87.62%

90.30%

89.57%

Facilities

95.22%

96.87%

97.27%

97.08%

97.11%

58.64%

Education Services

94.85%

97.98%

97.96%

97.96%

95.83%

95.74%

Research Management

97.92%

97.96%

97.92%

95.83%

97.78%

97.73%

Division 1

92.20%

94.46%

92.23%

92.81%

91.95%

91.99%

Division 2

83.39%

84.80%

86.88%

89.25%

88.17%

89.50%

Division 3

81.97%

82.20%

82.00%

83.83%

85.05%

83.86%

Division 4

85.05%

85.68%

86.37%

87.10%

87.99%

87.37%

Division 5

73.84%

74.81%

77.08%

80.02%

81.59%

80.36%

Trust wide

85.64%

86.08%

86.97%

88.07%

88.47%

84.54%
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7.

Local Indicators - Workforce
7.1

Mandatory Training
Mandatory Training performance remains above target (85%) and has
decreased slightly this month to 91.25%, from 92.05% in December.

7.2

Appraisal
Appraisal completion rates have improved slightly in December to
87.18%, above the 85% CCG target. An internal target of 90% has
been agreed and plans are being reviewed with Divisions to improve
performance. Clinical Support Services Division remains the only
Division above the internal target of 90%.

7.3

Recruitment
Time to Hire (recruitment) performance has reduced to 5.89 weeks
against a target of 6 weeks. Divisional management time to hire in
December has reduced to 2.68 weeks against a target of 3 weeks
which is encouraging and reflects the proactive management of the
recruitment process.

7.4

Voluntary Turnover
Trust turnover rates remained the same this month at 10.51%. The
online exit monitoring tool has improved the quality of information
obtained from leavers and year to date performance is 32.48%.
“Picker” has continued to be engaged to support staff retention
through the provision of quality exit monitoring data.

7.5

Sickness Absence
Sickness absence rates for December are not available at the current
time and an update will be provided at the meeting.

8.

Acute CQUINs
For the Acute Contract, with the exception of STP and Sepsis all CQUINs
were achieved in Quarter 2.
8.1

The reported Sepsis performance deteriorated in quarter 2, particularly
in ED, where we failed to meet the minimum 50% payment threshold
for both screening (ref 2a) and antibiotic administration. There has only
been one audit undertaken in Q3. Issues are related to the process for
completion of audit and expertise around paediatric cases which are
being reviewed to improve completion rates. The monthly sample
report is currently being updated to ensure that all paediatric patients
are sent to Division 2 for auditing. (2b) Inpatients fell short of the 90%
target at 88.2% for indicator 2a, and 82.5% for 2b. There is currently a
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national dispute relating to the STP CQUIN performance, which is in
abeyance until a resolution is reached.

9.

8.2

Specialised Services/ NHS England CQUINs - Five of the
seven Specialised Services CQUINs have been confirmed as fully
achieved, the remaining two for Cystic Fibrosis and Optimising
Palliative Chemotherapy were partially achieved and therefore only
partial payment will be received. Full achievement and payment is
expected Q3.

8.3

Public Health CQUINs - There are two CQUINs for Public Health, one
Dental and one for AAA. The AAA CQUIN has just been agreed and
will be varied into the contract; however Dental remains outstanding
pending agreement of process and assurance of delivery.

8.4

Community Services - The Personalised Care and Support Planning
CQUIN (the only one of three Community CQUINs with quarter 2
milestones) was achieved

Recommendations
The Board of Directors is requested to:
9.1

Accept the report on progress made towards achieving performance
targets and associated actions and risks.

Kevin Bolger
Interim Deputy Chief Executive - Improvement
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Title: Clinical Quality Monitoring Report
From: David Rosser, Interim Executive To: Board of Directors
Medical Director
Mark Garrick, Director of Medical Directors’
Services
The Report is being provided for:
Decision N
Discussion
Y
Assurance Y
Endorsement Y
Purpose:
To provide assurance on clinical quality to the Board of Directors and detail the actions
being taken following the Joint Clinical Quality Monitoring Group (JCQMG) in December
2017 and the HEFT Clinical Quality Monitoring Group (CQMG) in January 2018.
To receive and note the contents of this report.
Key points/Summary:
The Board of Directors will consider:
 Investigations into Doctors’ performance currently underway
 Mortality indicators: CUSUM, SHMI and HSMR
 Board of Directors’ Unannounced Governance Visits
 Learning from Deaths Quarter 3 2017 update
Recommendation(s):
The Board is asked to consider the information set out in this report, discuss the contents
and approve the actions identified.

Assurance Implications:
Board Assurance Framework

Y/N

BAF Risk Reference No.

Performance KPIs year to date

Y

Resource/Assurance
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If yes, reason why.

Information
Exempt
from N
Disclosure
Identify any Equality & Diversity issues

Y

Which Committees has this paper been to? (e.g. AC, QC, etc.)
N/A
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1.

Introduction
The aim of this paper is to provide assurance on clinical quality to the Board of Directors,
detailing the actions being taken following the JCQMG and CQMG meetings. The Board
of Directors is requested to discuss the contents of this report and approve the actions
identified.

2.

Update On Medical Staff Within The Remit Of Maintaining High Professional
Standards (MHPS)
There are currently five Doctors subject to MHPS investigation. The investigations relate
to four Consultant Grade Doctors and one Specialty Doctor.

3.

Mortality – CUSUM
One CCS (Clinical Classification System) group had a higher than expected mortality but
had not triggered a Care Qaulity Commission (CQC) mortality alert in September 2017.
There were 37 observed mortalities for the group ‘Pneumonia (except that caused by
tuberculosis or sexually transmitted disease)’ (122) with 31.74 expected.
A sample of fourteen patients was reviewed by a Deputy Medical Director and reported to
the January 2018 CQMG meeting. All of the patients reviewed received appropriate care
and none of the deaths were unexpected, with multiple comorbidities present in an elderly
cohort. The Medical Examiner reviews for all 37 patients will be reported to a future
CQMG meeting. Please see Figure 1 below.

Figure 1: HEFT CUSUM in September 2017 for HSMR CCS Groups
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The Trust’s overall mortality rate as measured by the CUSUM for September 2017 is
within acceptable limits as shown in Figure 2 below.

Figure 2: HEFT CUSUM in September 2017 at Trust level. UHB CUSUM included for
benchmarking purposes.
4.

Mortality – SHMI (Summary Hospital-Level Mortality Indicator)
The Trust’s SHMI performance for April 2017 to August 2017 was 87. The Trust has had
1755 deaths compared with 2007 expected. The Trust is within the acceptable limits as
shown in Figure 3 below.
Figure 3: HEFT SHMI April 2017 to August 2017. UHB SHMI included for benchmarking
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purposes.
5.

Mortality – HSMR (Hospital Standardised Mortality Radio)
The Trust’s HSMR for the period April 2017 to September 2017 was 99 which is within
acceptable limits. The Trust had 1276 deaths compared with 1289 expected (see Figure
4 below).

Figure 4: HEFT HSMR April 2017 to September 2017. UHB HSMR included for
benchmarking purposes.
6.

Learning from Deaths Quarter 3 2017.
In line with national Learning from Deaths requirements. A summary of the all results of
reviews of inpatient deaths during Quarter 3 2017/18 has been undertaken and
appended (A). The report includes information for both UHB and HEFT for
benchmarking purposes.

7.

Board of Directors’ Unannounced Governance Visits
The visit in December 2017 was to the Delivery Unit (Maternity) at Good Hope Hospital.
Overall this was a positive visit to a clean and well organised ward with good feedback
from both patients and staff. Sharps compliance was observed in all areas.
A Midwife Manager reported that significant work is being undertaken in the area to learn
from incidents. The Senior Midwife has a robust plan for appraisal, which is reflected in
compliance improvements. A Midwife Assistant commented that she had a positive
4

learning and development experience on the ward, which was enhanced by shadowing
the same Midwife during the programme.
Staff expressed concerns in relation to prioritising emergent clinical needs and
completing all appropriate documentation within two hours of birth. Staff reported that
communication was strong between the multidisciplinary team and that respectful
challenge was initiated as appropriate.
Equipment checks were in line with Trust standards. Although the notes trolley was
locked by the staff base, there were two unlocked PCs.
Staff are aware of the importance of using the correct size baby security tag to avoid
alarms being unnecessarily activated.

8.

Recommendations
The Board of Directors is asked to:
Discuss the contents of this report.

David Rosser
Interim Executive Medical Director
16th January 2018
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Appendix A

University Hospitals Birmingham FT and Heart of England FT
Learning from Deaths Quarter 3 2017
01/10/2017 – 10/12/2017
1.

Introduction

1.1.

The purpose of this report is to provide the Board of Directors with:
1.1.1.

A summary of the all results of reviews of inpatient deaths during Quarter 3 2017/18,
in line with national Learning from Deaths requirements.

2.

Quarter 3 Outcomes

2.1.

In accordance with the National Quality Board’s Learning from Deaths guidance The Trust is
required to include the following information in a public Board paper on a quarterly basis:
2.1.1.
2.1.2.
2.1.3.

2.2.

The total number of inpatient deaths in the Trust,
The total number of deaths receiving a front line review,
The number identified to be more likely than not due to problems in care.

University Hospitals Birmingham’s (UHB) definition of more likely than not due to problems in
care is based on the Royal College of Physician’s (RCP) Avoidability of Death scoring
system.
2.2.1. Any case that scores as a 3 or less is considered to be possibly due to problems in care
and so a possibly avoidable death.

2.3.

The RCP Avoidability scoring system is defined as follows:
2.3.1.
2.3.2.
2.3.3.
2.3.4.
2.3.5.
2.3.6.

2.4.

Score 1: Definitely avoidable
Score 2: Strong evidence of avoidability
Score 3: Probably avoidable
Score 4: Possibly avoidable but not very likely
Score 5: Slight evidence of avoidability
Score 6: Definitely not avoidable.

Heart of England Foundation Trust (HEFT) uses a different scoring system for identifying
avoidable deaths; the Confidential Enquiry into Stillbirths and Deaths in Infancy (CESDI)
scoring system.
2.4.1. Any case that scores a 2 or more is considered to be possibly due to problems in care
and so a possibly avoidable death.
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2.5.

The CESDI scoring system is defined as follows:
2.5.1. Grade 0: No suboptimal/substandard care
2.5.2. Grade 1: Suboptimal care, but different management would have made no difference to
the outcome.
2.5.3. Grade 2: Suboptimal care; different care might have made a difference (possibly
avoidable death).
2.5.4. Grade 3: Suboptimal care; different care would reasonably be expected to have made a
difference (probably avoidable death).

2.6.

Medical Examiners are not specialists in the clinical specialty of the deceased patient in order
to provide an external opinion into the case. As such, their front line reviews are supposed to
be overly critical and cautious to prompt further review into cases where there is the
suggestion of shortfalls in care rather than a definitive final view on each case.
2.6.1. Any cases which are identified by the Medical Examiners as having potential shortfalls in
care are escalated as per Trust processes to provide further review.

2.7.

The below graph shows the total number of deaths in both Trusts combined within the last
quarter, the total number of deaths reviewed by the Medical Examiners, and the number
considered potentially avoidable.
1600
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Total number of deaths

Total deaths reviewed

Number of deaths
considered potentially
avoidable

Most recent month

554

404

0

Most recent quarter

1514

1139

1

Year to date

1514

1139

0

Figure 1: Number of front line reviews of deaths and those considered avoidable (a score of 3 or less on the
RCP Avoidability of Death scoring system or score of 2 or higher on CESDI scoring system) based on front
line Medical Examiner reviews.

2.8.

The below graph shows the breakdown of scoring against the RCP Avoidability of Death
scoring system for quarter 3 at UHB.
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Figure 2: Breakdown of number of deaths scoring each point on the RCP Avoidability of Death scoring
system.

2.8.1. No deaths received a score of 3 or less which is the criteria for being classified as
potentially avoidable.
2.9.

The graph below shows the breakdown of scoring against the CESDI scoring system for
quarter 3 at HEFT.
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2.9.1. One case scored a 2 which is the criteria for being classified as potentially avoidable.
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2.9.1.1.
As per Trust process, this was escalated to the Clinical and Professional
Review of Incidents (CaPRI) group where no significant concerns in care were
identified and the the decision was made for local Root Cause Analysis (RCA)
prior to coroner’s inquest on 28/02/2018.
2.9.1.2.
Learning outcomes will be shared and any actions implemented following
the conclusion of these processes.
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HEART OF ENGLAND NHS FOUNDATION TRUST
BOARD OF DIRECTORS MEETING
MONDAY 22ND JANUARY 2018
Title:

Care Quality Board Report

Responsible Director:

Margaret Garbett, Interim Chief Nurse

Contact:

Julie Tunney, Previous Interim Chief Nurse (ext. 4-1323)

Purpose:

The purpose of this report is to provide an exception report of
performance against the key performance indicators in the Single
Oversight Framework, in addition to contractual and internal
targets delivered in October and November 2017.

Annual Plan Ref:

N/A

Links to Trust Clinical Strategy

Yes

Links to Capacity/Demand and Annual Plan

Yes

Links to Quality/Safety

Yes

Other - Please Specify

N/A

Key Issues Summary:

Exception reports have been provided where there are current or
future risks to performance against targets and indicators
included in the Single Oversight Framework, national and
contractual indicators and internal targets.
Infection Control - Nine cases of post 48 hour Clostridium
difficile were reported in November 2017. This is above the Trust
monthly trajectory of five. The total number of cases this year is
45 against YTD trajectory of 41 cases and an annual trajectory of
64 cases.
A community outbreak of measles was reported in November
2017. To date a total of 12 inpatients at Birmingham Heartlands
Hospital have been identified with measles all of whom are
community acquired cases.
Tissue Viability - One avoidable grade 4 pressure ulcer was
reported in October 2017. There were no avoidable grade 3
hospital acquired pressure ulcers. Five avoidable grade 2
pressure ulcers were reported in October 2017.
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Dementia Screening - Performance in November 2017 currently
outlines that the Trust remains non-compliant at 81.95% against a
target of 90%
Parkinson’s Medication - Performance in November 2017
shows that the Trust is non-compliant at 76.71% against a target
of 90%.
Admissions, Discharges and Transfers (ADT) - Performance
against this standard in November 2017 outlines that the Trust is
currently non-compliant at 88.09% against a target of 95%.
Nurse Staffing - There are no areas of concern for November
2017. Critical care and paediatrics, although rated red, were
safely staffed as they are staffed based on acuity of patients
which fluctuates throughout each day.
Vacancy Position - Qualified vacancies are 334.58 WTE in
November 2017, a reduction of 44.27 WTE in month and the third
consecutive month where qualified vacancies have decreased.
Recruitment - Joint discussions are planned between University
Hospitals Birmingham and Heart of England NHS Foundation
Trust to discuss possible options of overseas recruitment and
further cohorts of Trainee Nursing Associates are being scoped
for 2018 based on the funding support from Health Education
England.
Complaints - The current performance for October 2017
received complaints is 69%. This is a final validated figure and
continues to show improvement in performance.
Friends and Family Test (FFT) - During November 2017, the
percentage of positive responders has increased in month at
95% for inpatients. For the Emergency Departments, the positive
responder score remains static at 80% for November 2017.
Response rates have increased by 5% in November 2017 to 36%
for inpatients, compared to 31% in October 2017. The response
rate for Emergency Departments has decreased slightly to 13%,
compared to 14% in October 2017.
Recommendations:

The Board is asked to consider the information set out in this
report.

Signed:

Margaret Garbett

Date:

Page 2 of 17

15th January 2018

HEART OF ENGLAND NHS FOUNDATION TRUST
BOARD OF DIRECTORS MEETING
MONDAY 22ND JANUARY 2018

1.

Purpose
This paper summarises the Trust’s performance against national indicators and targets,
including those in the new Single Oversight Framework which commenced on 1 st
October 2016 as well as local priorities.

2.

Single Oversight Framework
NHS Improvement (NHSI) has introduced a new Single Oversight Framework (SOF) for
both NHS Trusts and Foundation Trusts which replaced Monitor’s Risk Assessment
Framework (RAF) for Foundation Trusts on 1st October 2016.
There are five themes within the framework as follows:

Quality of Care: The CQCs rating for the Safe, Caring, Effective and Responsive
domains, delivery of the four priority 7-day standards and in-year information.



Finance and use of Resources: Financial efficiency and progress in meeting the
financial control total.



Operational Performance: Progress with improving and sustaining performance
against NHS Constitution and other standards.



Strategic Change: How well providers are delivering the strategic changes set out in
the Five Year Forward View.



Leadership and Improvement Capability: A shares system view with CQC on what
good governance and leadership looks like, including organisations’ ability to learn
and improve, building on the joint CQC and NHSI well-led framework.

NHSI will use the information they collect on provider performance to identify where
providers need support across these five themes. NHSI have identified an initial set of
measures and triggers which will assist them to determine the level of support required
and this report will focus on one of the five themes that is Quality of Care.
Specifically NHSI will use the quality indicators outlined in table 1 to supplement CQC
information in order to identify where providers may need support under the theme of
quality:-
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Table 1 : Quality Performance Metrics
Measure

Frequency

Target

Mixed sex accommodation breaches

Monthly

0

Inpatient scores from Friends & Family Test - % positive

Monthly

≥95%

A&E scores from Friends and Family Test - % positive

Monthly

≥95%

Emergency C-Section Rate

Monthly

Maternity scores from Friends & Family Test - % positive

Monthly

≥95%

Quarterly

≥95%

Clostridium difficile - variance from plan

Monthly

≤5

Clostridium difficile - infection rate

Monthly

MRSA bacteraemia

Monthly

VTE Risk Assessment

0

Quality of Care
3.

Infection Control
3.1

MRSA Bacteraemia
There have been no post-48 hour MRSA bacteraemia reported in November
2017. The total number of MRSA bacteraemia attributed to the Trust year to date
is one.

3.2

Clostridium Difficile
Nine cases of post 48 hour Clostridium difficile were reported in November 2017.
This is above the Trust monthly trajectory of five. The total number of cases this
year is 45 against YTD trajectory of 41 cases and an annual trajectory of 64
cases.
Two wards experienced an increased incidence of Clostridium difficile (ward 2 and
ward 29 at Birmingham Heartlands Hospital) due to two or more cases of post 48
hour Clostridium difficile on the ward within a 28 day period. Isolates have been
sent for typing to determine if there has been transmission of Clostridium difficile
between patients.

3.3

MRSA Screening
Compliance with MRSA screening was within the required target of 90% for the
month with emergency screening achieving 92% compliance and elective
screening achieving 95% compliance. This is an improvement from the previous
month.
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3.4

Outbreaks and Incidents
An outbreak of MRSA was declared on ward 8 at Solihull Hospital in November
2017. Three patients in the same bay were identified as having an
indistinguishable strain of MRSA colonisation.
A community outbreak of measles was reported. To date a total of 12 inpatients at
Birmingham Heartlands Hospital were identified with measles all of whom are
community acquired cases. Ten children and one adult are epidemiologically
linked all being from the Romanian community. The second adult has no links to
the other cases.

4.

Tissue Viability
4.1

Avoidable Grade 2 Pressure Ulcers
There were five avoidable grade 2 pressure ulcers reported in October 2017.
The Trust has reported a total of 51 avoidable grade 2 pressure ulcers year to
date against a trajectory of no more than 102 for the year. The Trust is currently
on target to achieve the required 10% reduction in avoidable Grade 2 pressure
ulcers.

4.2

Avoidable Grade 3 Pressure Ulcers
There were no avoidable grade 3 hospital acquired pressure ulcers reported in
October 2017.
A total of 7 avoidable grade 3 pressure ulcers have been reported year to date
against an annual trajectory of 36. Two of the seven were reported by Community
Services. The Trust is currently on target to achieve the required 10% reduction in
avoidable grade 3 pressure ulcers.

4.3

Avoidable Grade 4 Pressure Ulcers
One avoidable grade 4 pressure ulcer was reported in October 2017 against a
zero tolerance target. This is the only avoidable grade 4 pressure ulcer reported
year to date.
The avoidable grade 4 pressure ulcer developed on Ward 18 at Birmingham
Heartlands Hospital. The patient had a spinal fracture and was cared for on a
normal mattress as requested by the Orthopaedic Doctors, to allow turning and
stability of the fracture. The patient was reviewed by a Consultant Nurse from
Oswestry who requested that the patient be nursed on a spinal bed. The bed was
requested via the Clinical Equipment Resource Centre (CERC) at Birmingham
Heartlands Hospital but there was no bed available for at least two days. This was
not escalated to the Matron or the Head Nurse for the Division. In addition to this,
the patient did not have all skin inspections completed as required.
In response to this unacceptable practice an action plan is in place on Ward 18
and the Tissue Viability Team have completed extensive training with the Ward
staff. Performance notices have been issued to responsible staff and the
Supervisory Ward Sister. The Matron will be responsible for ensuring the action
plan is enacted and will report performance at the Divisional Quality meeting.
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4.4

Care Quality Metrics - Tissue Viability Assessment
Tissue viability metrics were compliant at 98% in November 2017 with the metric
for ‘repositioning frequency adhered to’ also compliant at 92%.

5.

Dementia Screening
It is an expectation of the Trust that all patients over the age of 75 are screened for
dementia. The Trust target for this indicator is 90% and performance for November 2017
currently shows that the Trust remains non-compliant at 81.95%
Performance by Division is as follows:Jun17

Jul17

Aug17

Sep17

Oct17

Nov17

Division 1

100.00%

100.00%

100.00%

100.00%

100.00%

100.00%

Division 2

100.00%

50.00%

100.00%

N/A

100.00%

N/A

Division 3

89.37%

88.34%

84.31%

84.42%

84.56%

81.84%

Division 4

94.12%

93.22%

90.43%

86.67%

77.91%

77.03%

Division 5

82.98%

85.09%

85.71%

81.97%

92.40%

85.53%

TRUST

88.76%

88.18%

85.00%

84.18%

85.53%

81.95%

The actions to improve performance are: Division 3 - The Divisional Director has discussed current performance with the
Clinical Directors for individual directorates. The dementia screening assessments are
discussed at Jonah rounds along with support from the Matrons, Group Managers and
Group Support Managers.
 Division 4 - All patients that have not been screened are reviewed by the Head Nurse
and Divisional Director. Any Consultants who are non-compliant with screening are
escalated via the Clinical Director. All wards have a daily Dementia screening list
which is reviewed by the Matrons, Supervisory Ward Sisters and General Managers.
 Division 5 - The Divisional Director has spoken with Clinical Directors with regards to
their responsibility in ensuring that the assessment is completed. The Division
continues to send a daily email to consultants and Senior Sisters who have patients
without a dementia screen.
Divisional performance is monitored through Trust wide Divisional Reviews where there
will be an expectation to see an increase in improvement during the coming months.
6.

Parkinson’s Medication
It is an expectation that 90% of all Parkinson’s medication is administered within 30
minutes. Compliance against this indicator has remained fairly static at around 80-82%.
Performance in November 2017 shows that the Trust is still non-compliant at 76.71%.

Page 6 of 17

Performance by Division is as follows:Jun17

Jul17

Aug17

Sep17

Oct17

Nov17

Division 1

100.00%

99.22%

96.88%

86.73%

100.00%

93.33%

Division 2

57.14%

54.55%

N/A

100.00%

57.14%

N/A

Division 3

81.13%

83.21%

75.90%

75.61%

76.65%

76.69%

Division 4

81.91%

84.50%

85.33%

86.61%

86.01%

76.84%

Division 5

80.19%

73.87%

69.21%

76.22%

73.31%

76.13%

TRUST

81.58%

83.82%

80.10%

82.03%

80.02%

76.71%

In addition to the actions taken during October 2017, the following has also taken place: Division 3 - Ward Managers are holding accountability conversations with individual
Nurses when doses are missed. No patients have been reported as experiencing a
Parkinsonian crisis and ongoing monitoring continues in relation to compliance.
 Division 4 - The Parkinson’s bleep is now carried by the nurse who is caring for the

patient and not the Nurse in charge. This is following the best practice shared from
Division 5 in October and the improvements in performance this has shown. The top
three wards for non-compliance have been identified and performance is being
reviewed.
 Division 5 - The Head Nurse met with the Trust’s Safety Learning Advisor on 11th
December 2017 to discuss additional actions to improve performance. During October
2017, the Division trialled the nurse in charge of the patient with Parkinson’s holding
the bleep on one ward and this is now being rolled out to other wards in Division.
Performance in this Division has improved by almost 3% in month.
7.

Admissions, Discharges and Transfers (ADT)
Performance against this standard shows that the Trust is currently non-compliant at
88.09%, although this is an improvement in month.
Performance by Division is as follows:Jun17

Jul17

Aug17

Sep17

Oct17

Nov17

Division 1

82.33%

80.11%

79.50%

78.93%

72.34%

84.81%

Division 2

92.78%

91.30%

92.05%

91.66%

90.37%

90.40%

Division 3

89.74%

88.99%

89.00%

86.91%

88.78%

88.51%

Division 4

83.53%

82.76%

82.16%

86.19%

82.77%

82.35%

Division 5

89.98%

90.61%

90.47%

89.88%

89.57%

90.81%

TRUST

83.65%

88.32%

88.45%

87.87%

87.66%

88.09%
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Actions to continue to improve performance include: Division 3 - Acute Medical Units are trialling new Ward Clerk hours mapped against
the peak times for activity.
 Division 4 - Ongoing training is being provided to new starters. Staff continue to be
allocated to complete ADTs after the Ward Clerk has left duty in the evening time and
file notes have been issued to all staff who have failed to complete their ADT’s
according to the required standard.
 Division 5 - Bespoke training days have been arranged at Birmingham Heartlands
and Good Hope Hospitals for January 2018 to accommodate staff who have been
unable to attend training due to difficulties being released from clinical duties.
8.

Nurse Staffing
8.1

Compliance with UNIFY
The following table outlines compliance with UNIFY for November 2017:Qualified
Compliance

HCA
Compliance

Division 1 Wards

98%

134%

Division 1 Critical Care

92%

85%

Division 2 Paediatrics

86%

108%

Division 2 Obs & Gynae

91%

91%

Division 3

95%

114%

Division 4

94%

126%

Division 5

91%

121%

Trust Overall

92%

110%

Divisional Area

This is the second month that staffing compliance has been collected using the
UNIFY report direct from the e-Roster. There is a picture of lower compliance
during November 2017 with qualified staffing levels during the day and higher
compliance overnight. There is also a high usage of HCAs, some of which is to
compensate for nurse shortages.
Critical care and paediatrics although rated red were safely staffed as their areas
are staffed based on acuity of patients which fluctuates throughout each day.
8.2

Vacancy Position
Qualified vacancies are a total of 334.58 WTE in November 2017, a reduction of
44.27 WTE in month and the third consecutive month where qualified vacancies
have decreased. The projection is for a further 65 qualified starters across
December 2017and January 2018.
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8.3

Recruitment
Joint discussions are planned between University Hospitals Birmingham NHS
Foundation Trust and Heart of England NHS Foundation Trust to discuss possible
options of overseas recruitment and further cohorts of Trainee Nursing Associates
are being scoped for 2018 based on the agreement to train at Band 2 and funding
support from Health Education England.

9.

Friends and Family Test (FFT)
During November 2017, the percentage of positive responders has increased in month at
95% for inpatients. For the Emergency Departments, the positive responder score
remains static at 80% for November 2017.
Response rates have increased by 5% in November 2017 to 36% for inpatients,
compared to 31% in October 2017. The response rate for Emergency Departments has
decreased slightly to 13%, compared to 14% in October 2017.
Patient comments received via FFT are shared with Divisions and the themes evident for
improvement are analysed and presented in a quarterly report.

10.

Complaints
The current performance for October 2017 received complaints is 69%. This is a final
validated figure and continues to show improvement in performance.
Therefore, the October 2017 Divisional performance is as follows:Aug17

Sep17

Oct17

Division 1

70%

0%

100%

Division 2

33%

60%

46%

Division 3

52%

59%

54%

Division 4

39%

90%

93%

Division 5

65%

86%

73%

TRUST

53%

75%

69%

The total number of complaints received during October 2017 was 100 and the total
number closed was 117.
All Divisions receive accurate and up to date listings of their live complaints to support
progression of complaints responses within each Division.
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HEART OF ENGLAND NHS FOUNDATION TRUST
BOARD OF DIRECTORS MEETING
MONDAY 22ND JANUARY 2018

Title : Adult Inpatient and AMU/SAU Acuity & Dependency Workforce Review - September 2017
From : Margaret Garbett (Interim Chief Nurse), Julie Tunney
(Previous Interim Chief Nurse) and Andrea Field (Associate To : Board of Directors
Head Nurse)
The Report is being provided for:Decision

N

Discussion

N

Assurance

Y

Endorsement

Y

The Board of Directors is being asked to: Endorse the findings and recommendations from
the Adult Inpatient and AMU/SAU acuity and dependency workforce review September 2017
(in line with National Quality Board Requirements 2016).
Key points/Summary:

The review indicates that there are three clinical areas where CHPPD (Care Hours per
Patient Day) exceeds actual CHPPD compared to six clinical areas in the 2016 review,
these are AMUss GHH; Ward 8 BHH and Ward 9 BHH.



There is a current qualified nurse vacancy rate of circa 270wte across the areas included
in the review, compared with circa 150wte in 2016. 38wte of the increase can be attributed
to the establishment of two additional inpatient wards, and a further 47wte to the increase
in headroom from 20% to 25%. The Trust Board are assured that the Trust remains
compliant with actual staffing levels as reported to UNIFY on a monthly basis through a
combination of substantive and temporary staffing.



The current vacancy gap for qualified nurses has resulted in the use of qualified agency
nurses with 43% of the clinical areas included in the review using above 5% of actual
staffing hours on external agency usage (KPI 3%).



There appears to be no significant correlation between the use of external agency and
harm free care through the measurement of falls and avoidable pressure damage.



There are 5 ward areas that are red rated for harm free care and need further quality
reviews to understand and rectify performance. They are; Ward 21 GHH, Ward 3 BHH,
Ward 21 BHH, Ward 29 BHH, Ward 30 BHH.



Overall the acuity and dependency workforce review indicates that the funded
establishments on the inpatient wards, AMU’s/SAU’s is sufficient to meet the acuity and
dependency of the patients, however the current vacancy gap needs to be addressed.
The 5 ward areas that are red rated for harm free care need further quality reviews to
understand and rectify performance.

Recommendation(s):
Overall, the acuity and dependency workforce review indicates that the funded
establishments on the inpatient wards, AMU’s/SAU’s is sufficient to meet the acuity and
dependency of the patients, however the current vacancy gap needs to be addressed. The
Trust Board are assured that the Trust remains compliant with actual staffing levels as
reported to UNIFY on a monthly basis through a combination of temporary and substantive
staff.
It is recommended that the Board of Directors accept the findings of the Adult Inpatient and
AMU/SAU acuity and dependency workforce review and the recommendation that the
Divisional Head Nurses are to be accountable with the divisional triumvirate for rectification of
staffing in the three ward areas of concern - namely AMUss GHH, Ward 8 BHH and Ward 9
BHH. In addition, to be responsible for the review and rectification of levels of patient harm in
the 5 red rated ward areas - namely Ward 21 GHH, Ward 3 BHH, Ward 21 BHH, Ward 29
BHH and Ward 30 BHH.
It is recommended that the Board of Directors supports actions to increase current
recruitment activity Including a review of the options for further cohorts of Trainee Nurse
Associates.
Assurance Implications:
Strategic Risk Register

Y

Performance KPIs year to date

Y

Resource/Assurance Implications (e.g.
Financial/HR)

Y

Information Exempt from Disclosure

N

Which other Committees has this paper been to? (e.g. F & PC, QRC etc)
 Nursing and Midwifery Quality Committee - 14th November 2017.
 Chief Executive’s Group - 28th November 2017.

HEART OF ENGLAND NHS FOUNDATION TRUST
BOARD OF DIRECTORS MEETING
MONDAY 22ND JANUARY 2018
1. SUMMARY
This report focuses on the workforce review for adult inpatient wards and AMU’s/ SAU’s across
the Trust undertaken in September 2017.
The review (see Appendix One for divisional summaries) indicates that there are three clinical
areas where CHPPD (Care Hours per Patient Day) exceeds actual CHPPD compared to six
clinical areas in the 2016 review, these are AMUss GHH; Ward 8 BHH and Ward 9 BHH. There
is a current qualified nurse vacancy rate of circa 270wte across the areas included in the
review, compared with circa 150wte in 2016, 38wte of the increase can be attributed to the
establishment of two additional inpatient wards, and a further 47wte to the increase in
headroom from 20% to 25%.
The requirement for specials and Registered Mental Health Nurse (RMN) cover remains a cost
pressure to the clinical areas as this is not built into their funded establishment. The current
vacancy gap for qualified nurses has resulted in the use of qualified external agency nurses with
43% of the clinical areas included in the review using above 5% of actual staffing hours on
external agency usage (KPI 3%). There appears to be no significant correlation between the
use of external agency and harm free care through the measurement of falls and avoidable
pressure damage.
There are 5 ward areas that are red rated for harm free care and need further quality reviews to
understand and rectify performance. They are; Ward 21 GHH, Ward 3 BHH, Ward 21 BHH,
Ward 29 BHH, Ward 30 BHH
Overall the acuity and dependency workforce review indicates that the funded establishments
on the inpatient wards, AMU’s/SAU’s is sufficient to meet the acuity and dependency of the
patients, however the current vacancy gap needs to be addressed.
2. BACKGROUND
The National Quality Board expectations set out in their guide to nursing, midwifery and care
staffing capacity and capability (2016) states that Boards take full responsibility for the quality
and care provided to patients, and as a key determinant of quality, take full and collective
responsibility for nursing, midwifery and care staffing capacity and capability. As part of the
Trust’s standard requirements of the NHS contract, workforce reviews must be undertaken biannually and the results and recommendations taken through the Public Trust Board.
The multiple methodologies used are compliant with the NICE guidelines for safe staffing in
inpatient wards and AMU/SAU settings (2014). The review has incorporated clinical outcomes
associated with harm free care and Care Hours per Patient Day (CHPPD) which is a measure
of the care hours available to each patient compared with the care hours they require based on

their acuity/dependency (National Quality Board 2016).The National Quality Board (2016)
recommend pressure ulcer incidence/avoidability and incidence of patient falls as key for
monitoring and triangulating the impact of staffing on the quality of patient care and these have
been used as part of this review.
3. ACTION
The review indicates that there are three clinical areas where CHPPD (Care Hours per Patient
Day) exceeds actual CHPPD compared to six clinical areas in the 2016 review, these are
AMUss GHH, Ward 8 BHH and Ward 9 BHH. Accountability for rectifying staffing levels sits
within Divisions and the Divisional Head Nurses have agreed the following actions:


AMUss GHH will be reviewed again in six months and if the deficit between required and
actual CHPPD increases consideration will be given to request an increase in funded
establishment



Ward 8 and 9 at BHH are currently changing their skill mix, the wards will be reviewed
again in six months to monitor the effectiveness of these changes

There is a current qualified nurse vacancy rate of circa 270wte across the areas included in the
review, compared with circa 150wte in 2016. 38wte of the increase can be attributed to the
establishment of two additional inpatient wards, and a further 47wte to the increase in
headroom from 20% to 25%. The current vacancy gap for qualified nurses has resulted in the
use of qualified agency nurses with 43% of the clinical areas included in the review using above
5% of actual staffing hours on external agency usage (KPI 3%).
Recruitment of qualified nurses in sufficient numbers to meet demand is extremely challenging
at both local and national level. There has been a focus on increasing recruitment activity which
has resulted in the following actions:

Potential recruitment of non-acute qualified nurses to elderly inpatient areas.



Over recruitment of Health Care Assistants (HCAs) to help provide continuity of care in
areas where there is a high qualified vacancy factor.



Consideration of the impact of the Overseas English Test (OET) on our ability to recruit
from the European Union (EU).



Re-energising the generic advert and continuation of the monthly Saturday recruitment
events.



Continuation of the current Trainee Nursing Associate programme and business
planning for further cohorts in 2018.

There are 5 ward areas that are red rated for harm free care and need further quality reviews to
understand and rectify performance. They are; Ward 21 GHH, Ward 3 BHH, Ward 21 BHH,
Ward 29 BHH, Ward 30 BHH. Accountability for rectifying staffing levels sits within Divisions and
the Divisional Head Nurses have agreed the following actions:

To scope all patient harm events over the past six months for each of the five areas and
identify any trends.



To review the skill mixes in each of the five areas in terms of the competence and
experience of both the registered and unregistered workforce.



To improve harm free care in each of the five clinical areas by the end of Quarter Four
2017/2018.

4. RECOMMENDATION(S)
Overall, the acuity and dependency workforce review indicates that the funded establishments
on the inpatient wards, AMU’s/SAU’s is sufficient to meet the acuity and dependency of the
patients, however the current vacancy gap needs to be addressed. The Board are assured that
the Trust remains compliant with actual staffing levels as reported to UNIFY on a monthly basis
through a combination of substantive and temporary staffing.
It is recommended that the Board accept the findings of the Adult Inpatient and AMU/SAU
acuity and dependency workforce review and the recommendation for the Divisional Head
Nurses to be accountable with the divisional triumvirate for rectification of staffing in the three
ward areas of concern namely; AMUss GHH; Ward 8 BHH and Ward 9 BHH and for rectification
of levels of patient harm in the 5 red rated ward areas namely; Ward 21 GHH, Ward 3 BHH;
Ward 21 BHH; Ward 29 BHH and Ward 30 BHH.
It is recommended that the Board supports actions to increase current recruitment activity,
including a review of the options for further cohorts of Trainee Nurse Associates.
5. NEXT STEPS
A further review will be undertaken in April 2018 and will focus on areas that have been a point
of concern in the current review and any new inpatient areas or areas where there has been a
service reconfiguration. In addition the five red rated areas for patient harm will be reviewed to
ensure that performance has been rectified and harm reduced. The focus on the recruitment of
qualified nurses and workforce planning will remain the priority for all Divisions.

APPENDIX ONE
2017 ACUITY/DEPENDENCY REVIEW RESULTS BY WARD AND DIVISION
RAG key
Agency staffing
usage
Difference in actual
and required NHPPD
Avoidable pressure
sores

0-3% = green, 3.1-5.0% = amber, >5% = red
This is the difference between the actual staffing and the
staffing required to meet the acuity of the patients
0 = green

1 = amber

2 or more = red

Trust falls rate per 1000 bed days = 6.36
7.36 = amber 7.36 = red

Fall's rate

<6.36 = green 6.37-

Division One:-

Ward

27 BHH
28 BHH

Agency
Staffing
%
average
Aug-17
1%
0%

Difference in
Actual vs
required
NHPPD 2016
+0.05
-0.59

Difference in
Avoidable
Average fall rate
Actual vs
Pressure
Mar-17 to Jul-17
required
sores Mar-17
per 1,000
NHPPD 2017
to Jul-17
occ bed days
-0.01
-0.70

2
0

6.91
6.62

Division Three:-

19 SOL
24 BHH
26 BHH
10 GHH

Agency
Staffing
%
August
2017
0.7%
8.5%
10.8%
7.6%

20B SH
7 BHH
7 GHH

Ward

Difference in
Actual vs
Required
NHPPD 2016

Difference in
Avoidable
Average fall rate
Actual vs
Pressure
Mar-17 to Jul-17
Required
sores Mar-17
per 1,000
NHPPD 2017
to Jul-17
occ bed days

-1.25
-1.24
-1.61
-0.14

-0.64
-0.11
-0.88
+0.39

0
1
0
1

6.28
4.01
0.99
5.90

7.8%
19.7%
10.3%

-1.95
no data
no data

-0.70
+0.57
+0.66

0
0
7

3.92
9.90
5.95

AMUSS SH
AMUSS GHH
22 BHH

1.3%
1.2%
9.4%

+0.90
+0.29
+1.95

+0.35
-1.06
+1.01

0
2
0

8.87
7.20
8.48

8 SOL
24 GHH
ASU BHH
HASU BHH

1.1%
0.2%
1.7%
7.6%

-2.46
+0.31
-0.07
+4.70

+0.61
-1.00
-0.12
+4.65

0
0
0
0

4.30
6.68
5.41
4.46

6 BHH
17 SOL
23 GHH

1.3%
1.0%
3.2%

+0.26
+2.29
+0.23

+0.31
+0.32
-0.72

1
4
0

2.86
3.37
8.62

Division Three AMU’s:-

Ward

AMU BHH
AMU SOL
AMU GHH

Agency
Staffing
%
average
Aug-17
7.5%
1.35%
10.87%

Difference in
Avoidable
Actual vs
Pressure
Required
sores Mar-17
NHPPD 2017
to Jul-17
+0.97
+3.56
+0.66

1
0
3

Average fall
rate
Mar-17 to
Jul-17
per 1,000
occ bed
days
7.78
0
6.51

Range of
Patient
numbers

20-47
1-27
30-57

Division Four:-

8 GHH
9 GHH
11 GHH
12 GHH
21 GHH

Agency
Staffing
%
August
2017
1.9%
8.3%
4.4%
4.4%
4.3%

CAU SH
3 BHH
18 BHH
19 BHH
21 BHH
29 BHH
30 BHH

Ward

Difference in
Actual vs
Required
NHPPD 2016

Difference in
Avoidable
Average fall rate
Actual vs
Pressure
Mar-17 to Jul-17
Required
sores Mar-17
per 1,000
NHPPD 2017
to Jul-17
occ bed days

-3.28
-0.71
-5.68
-0.15
+2.44

+0.20
-0.95
-0.45
-0.35
+1.00

1
0
0
1
2

8.76
8.41
5.48
12.91
14.59

1.5%

-1.70

-0.20

0

8.76

0.7%
5.0%
10.3%
8.9%
12%
4%

+0.52
+0.8
+0.75
+0.09
-0.06
-0.04

-0.90
+0.81
-0.29
+0.19
-0.80
-0.82

2
0
0
4
5
2

8.56
9.74
3.89
12.25
7.66
11.22

Division Five:-

2 BHH
4 BHH
5 BHH
8 BHH
9 BHH
10 BHH
11 BHH
12 BHH

Agency
Staffing
%
August
2017
12.3%
14.2%
3.9%
7.4%
7.7%
1.5%
0.4%
5.5%

Difference in
Actual vs
Required
NHPPD 2016
+0.03
+1.72
+0.82
+0.05
+0.51
+0.35
+1.07
-0.56

14 GHH
15 GHH
16 GHH
17 GHH

3.6%
3.0%
2.1%
2.0%

+0.55
+0.85
+0.01
+0.30

-0.05
+0.74
+0.64
+0.21

1
2
0
1

5.67
6.11
6.69
6.03

14 SOL
15 SOL

0%
1.7%

+3.62
+3.63

+2.92
+0.71

0
7

0.94
3.07

Ward

Difference in
Avoidable
Average fall rate
Actual vs
Pressure
Mar-17 to Jul-17
Required
sores Mar-17
per 1,000
NHPPD 2017
to Jul-17
occ bed days
+0.56
0
6.64
+0.52
1
4.33
+0.73
2
4.74
-0.95
3
5.11
-1.24
3
4.17
-0.26
2
4.84
+1.27
0
4.18
-0.25
3
4.55

APPENDIX TWO
AREAS OF CONCERN RELATED TO HARM FREE CARE

Ward

Agency
Staffing
%
August
2017

Difference Difference
Avoidable
in
in
Pressure
Actual vs Actual vs
sores
Required Required
Mar-17
NHPPD
NHPPD
to Jul-17
2016
2017

Average
fall rate
Mar-17 to
Jul-17
per 1,000
occ bed
days

Qualified
staffing
compliance
Mar-17 to
Aug-17

21 GHH

4.3%

+2.44

+1.00

2

14.59

94%

3 BHH

0.7%

+0.52

-0.90

2

8.56

95%

21 BHH

8.9%

+0.09

+0.19

4

12.25

98%

29 BHH

12%

-0.06

-0.80

5

7.66

98%

30 BHH

4%

-0.04

-0.82

2

11.22

95%
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Provide an update on the Trust’s financial performance for the period ending 31
December 2017 (Month 9 2017/18).
Key points/Summary:















The Trust has a planned deficit of (£28.8m) pre Sustainability and Transformation
Funding (STF) for the 2017/18 financial year.
The full STF allocation for the Trust is £21.3m subject to financial performance. Of
this, 30% (£6.4m) is also tied to A&E performance.
Including full STF, the Trust has a planned deficit of (£7.5m) for the year in line with
the control total required by NHSI.
The in-month position is a deficit of (£4.9m) against a planned deficit pre STF of
(£2.4m), an adverse variance of (£2.5m).
The year to date position at month 9 is a deficit of (£43.0m) against a planned deficit
pre STF of (£21.7m), an adverse variance of (£21.3m).
The reported position excludes the allocation of STF for the year to date due to the
adverse financial position against the plan.
A revised year-end forecast was submitted to NHS Improvement at Q2 indicating a
likely deficit of circa (£48.4m) compared to a pre-STF planned deficit of (£28.8m) i.e.
an adverse variance of (£19.6m). This was predicated on NHS clinical income
returning to plan.
In December 2017, the Trust received confirmation that it will receive £4.2m of nonrecurrent winter funding. Of this, £2.2m is to meet existing winter costs, with the
expectation that the forecast improves by an equivalent amount. The other £2.0m is
for additional service provision to improve performance against the 4 hour target.
The month 9 position includes £0.9m of winter funding.
The year-end position is now likely to be worse than forecast due to the continued
deterioration in Healthcare Income.
The cash balance is £16.9m at 31 December 2017, including (£22.4m) of interim
revenue support (working capital loan).
The Use of Resources Metric (UoR) is a now 4 due the increase in agency
expenditure during December.

Recommendation(s):
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Receive the contents of this report
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Board Assurance Framework

Y

BAF Risk Reference No.
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Performance KPIs year to date
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HEART OF ENGLAND NHS FOUNDATION TRUST
BOARD OF DIRECTORS
MONDAY 22 JANUARY 2018
FINANCE REPORT FOR THE PERIOD ENDING 31 DECEMBER 2017
PRESENTED BY THE INTERIM DIRECTOR OF FINANCE
1. Introduction
This report covers the first nine months of the 2017/18 financial year, for April to
December 2017. The report summarises the Trust’s financial performance and
includes information on healthcare activity, expenditure variances and Cost
Improvement Programme (CIP) delivery.
The Financial Plan agreed by the Board of Directors on 23 January 2017 included a
pre Sustainability and Transformation Fund (STF) deficit of (£28.8m) for 2017/18.
The Trust’s STF allocation is £21.3m which if received in full would reduce the Trust’s
plan deficit to (£7.5m) in line with the control total mandated by NHS Improvement
(NHSI).
The Trust has reported an actual deficit of (£4.9m) for December 2017 (month 9)
compared to a pre STF planned deficit of (£2.4m), an adverse variance of (£2.5m).
This moves the year to date deficit to (£43.0m) against a planned deficit pre STF of
(£21.7m), an adverse variance of (£21.3m).
The key variances against the plan year to date include:


Under-performance against clinical income targets (£10.3m);



Under-delivery against CIP targets (£2.1m) – of which (£0.4m) is a gap in the
programme, (£0.8m) relates to phasing and (£0.9m) relates to slippage against
planned delivery; and



Under-delivery against FRP/stretch savings target (£6.8m) – of which (£4.6m)
is a gap in the programme, (£0.3m) relates to phasing and (£1.9m) relates to
slippage.



Inability to replace 2016/17 non-recurrent benefits of (£5.1m).

As a result of the adverse financial performance, the allocation of STF year to date
(£3.3m in quarter 1, £4.2m quarter 2, £6.4m quarter 3) totalling £13.9m, has not been
recognised and this forms part of the (£43.0m) year to date deficit.
A revised year end forecast was submitted to NHSI at Q2 indicating a likely deficit of
circa (£48.4m) by the end of the year, compared to the original pre-STF deficit of
(£28.8m), an adverse variance of (£19.6m). Following receipt of additional funding in
December 2017, there is an expectation that there will be a corresponding
improvement in the reported Month 7 forecast outturn financial position. However, the
year-end position is likely to be worse than forecast due to the continued
deterioration in Healthcare Income Further details are set out in section 2.7.

3

The cash balance at the end of December is £16.9m against the plan of £3.0m at this
point, a favourable movement of £13.9m. However, this includes a £22.4m working
capital loan.
2. Income & Expenditure
2.1

Summary Position
The Trust’s income and expenditure position as at the end of December is a
(£43.0m) deficit against the planned deficit pre STF of (£21.3m).
Table 1 below details the actual income and expenditure deficit compared to
the planned trajectory submitted to NHS Improvement both pre and post STF
allocation.

Table 1: I&E – Actual vs Plan

Table 2 below summarises the Trust’s income and expenditure position at the
end of December with analysis of expenditure from section 2.2 and operating
revenue from section 2.6 below.
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Table 2: Income and Expenditure Plan vs Actual

2.2

Operating Expenditure Analysis
The adverse operating expenditure variance of (£0.3m) in month and
(£10.4m) year to date can be broken down as detailed in table 3 below.

Table 3: Breakdown of Variance against Plan

The main areas of pay and non-pay variance are explored further in sections
2.3 and 2.4 below.
2.3

Pay Analysis
Table 4 below details the average monthly pay expenditure each quarter
through 2016/17 (adjusted for 2017/18 pay inflation) in comparison to the
quarter averages in 2017/18 and month 9 expenditure.
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Table 4: Quarterly Average Monthly Pay Expenditure

MEDICAL & DENTAL
NURSING & MIDWIFERY
OTHER SUPPORT STAFF
PAMS
PROFESSIONAL & TECHNICAL (PTB)
SCIENTIFIC & PROFESSIONAL
TRUST BOARD
Pay Total

Qtr 1 Avg
10.5
15.3
4.8
2.2
2.3
0.6
1.8
37.4

2016/17
Qtr 2 Avg
Qtr 3 Avg
10.5
11.0
14.9
15.1
5.0
4.8
2.2
2.2
2.2
2.3
0.7
0.6
1.7
1.6
37.3
37.7

2017/18
Qtr 4 Avg Qtr 1 Avg Qtr 2 Avg Qtr 3 Avg Month 9
11.0
10.9
11.3
11.4
11.5
15.5
15.5
15.4
15.4
15.6
4.8
4.8
4.8
5.2
5.4
2.2
2.2
2.3
2.3
2.4
2.3
2.4
2.3
2.4
2.3
0.6
0.6
0.6
0.6
0.6
1.5
1.6
1.6
1.6
1.5
37.9
38.0
38.3
38.9
39.3

The quarter 3 monthly average is higher than quarter 2 but circa £1.6m of this
increase relates to the insourcing the G4S contract.
Excluding this
adjustment the expenditure remains (£0.8m) higher than quarter 3 of last year
with the main areas of increase (after inflation adjustment) relating to Medical
staffing (increase of £0.4m) and Nurse staffing (increase of £0.4m). The
month 9 pay costs of £39.3m are higher than the previous quarter due to
winter staffing and the G4S contract.
2.3.1

Medical Staffing
Tables 5.1 and 5.2 below detail the monthly expenditure for medical staff split
between consultant and non-consultant posts respectively.
Total medical expenditure was £11.5m in December, which is (£0.1m) higher
than the expenditure in November and is (£0.4m) higher than the rolling
twelve month average (adjusted for pay inflation) overall.
The December expenditure on consultant medical staff was £6.4m which is
£0.1m lower than in November. December expenditure on non-consultant
staff was £5.1m which is (£0.2m) higher than in November.

Table 5.1: Senior Medical Expenditure per Month
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Table 5.2: Non-Consultant Medical Expenditure per Month

2.3.2

Nursing
Table 6 below details the monthly expenditure on nursing compared to the
previous twelve months (adjusted for pay inflation).

Table 6: Monthly Nursing Expenditure

Total nursing expenditure in December was £15.6m which is broadly in line
with the previous month and is (£0.1m) higher than the rolling 12 month
average (adjusted for pay inflation).
2.4

Non Pay Expenditure
Table 7 below details the average monthly non pay spend each quarter by
expenditure group through 2016/17 in comparison to the quarters 1, 2 and 3
averages as well as month 9 in 2017/18.
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Table 7: Non Pay Spend by Expenditure Group

2.4.1

Drugs and Clinical Supplies and Services
The expenditure on drugs and clinical supplies increased to (£11.9m) in
December, an increase of (£0.2m), which was primarily driven by a return to
normal run rates following a favourable stock adjustment in November. This
expenditure includes a reduction in cost per case drugs and devices of
(£1.5m) for which additional healthcare income will be received. This is
attributed to the reduction in elective and outpatient activity. The quarterly
averages in table 7 above show that the costs of clinical supplies and drugs
which are within tariff, increasing this month in comparison to both quarters 1
and 2, and the 2016/17 quarter 3 average.

2.4.2

Non-Clinical Supplies
The continued reduction of £0.2m in month 9 primarily relates to the
insourcing of the G4S contract.

2.5

Divisional Performance
Table 8 below details the budgetary variance by Division split by expense
type. The “Income” expense type refers to Category C income such as SLA
income from other organisations; it does not refer to NHS Clinical Income,
which is detailed in section 2.6 below.
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Table 8: Variance Breakdown by Division

The main areas of variance in month for each Division are as follows:


Division 1 (CSS) Radiology underlying over-spend of (£229k) non
pay predominantly on clinical supplies and outsourcing of reporting,
(£155k) pay primarily on Radiographer bank and agency premium rate
cover. Theatres pay of (£22k) on nursing and professional and
technical staffing and non-pay (£40k) despite reduced activity levels.



Division 2 (W&C) (£85k) overspend across medical staffing in the
division due to unfunded International Fellows and Medical Training
Initiative Doctors as well as WLI, partly offset by an under spend in
nursing. Income under performance of (£112k) predominantly due to
reduced Maternity PbR income from other organisations. Continued
shortfall in CIP identification also causes a pressure of (£130k) in the
month but this is offset by the release of £227k accrual for inter
maternity provider treatment relating to 2016/17.



Division 3 (Emergency) Nursing overspends of (£416k) across
the division with (£204k) in Accident and Emergency and (£106k) in
Acute Medicine. Medics overspend with Accident and Emergency
presenting the biggest pressure at (£166k). Unmet CIP targets across
the division in non-pay with Acute Medicine and Respiratory being the
biggest pressure points in this area.



Division 4 (Medicine) - Overspends on Clinical Supplies and Drugs
within Clinical Haematology and Renal Medicine account for (299k) and
(£75k) of the overspend with unmet CIP targets in non-pay across the
causing the remainder of the pressure in this area. Nursing overspends
of (£170k) driven by Elderly Care (£92k) before receipt of winter
funding. Medic overspends of (£93k) with the biggest pressure within
Diabetes and Clinical Haematology (£17k) overspent each.



Division 5 (Surgery) - Medical overspends of (£473k) with the biggest
pressures in Trauma and Orthopaedics (£170k) and Gastroenterology
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(£128k) in the month, as well as nursing overspends of (£119k). This is
despite lower activity.
2.6

Income Analysis

2.6.1

Total Operating Income
Total operating income (excluding STF) is (£2.8m) below plan in December
taking the year to date under-performance to (£14.5m) as shown in table 9
below.

Table 9 – Income against Plan

NHS Clinical Income is a further (£2.0m) below plan in December moving the
year to date under-performance to (£7.5m). Excluded drugs and devices
were (£0.6m) below plan in December with over-performance of £2.9m for the
year to date.
The adverse variances against the seasonally adjusted plan for healthcare
income are (£1.9m) in month and (£10.3m) year to date with the main areas
of variance during December and year to date detailed in table 10 below:
Table 10 – Healthcare Income Variances by Point of Delivery

2.6.2

NHS Clinical Income/Activity - Inpatients
Table 11.1 below details the monthly admitted patient care (APC) spells
against the seasonally phased targets in December.
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Table 11.1: Trust Inpatient Activity

The December in-month activity position shows a 4.9% over-performance in
emergency spells (335 spells) against the seasonally phased plan, resulting in
year to date over-performance against the seasonal plan of 1.5% (860 spells).
The increase in emergency spells is slightly out of step with A&E activity
which shows a 0.8% under-performance in December (177 attendances)
moving the year to date performance to 1.1% over-performance, (2,270
attendances).
Combined elective and daycase activity was (4.7%) below plan in December
(335 spells) taking the year to date under-performance to (3.3%) (2,339
spells).
2.6.3

NHS Clinical Income/Activity – Outpatients
Table 11.2 below details the monthly outpatient attendances compared to the
seasonally phased targets in December.
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Table 11.2: Trust Outpatient Activity

Outpatient activity in month has under-performed by 14.3% in December
(9,713 attendances) meaning the year to date position is now underperformance of (3.0%) or 20,028 attendances. The in-month shortfall is
partially attributable to a reduction in attendances at the start of the month due
to the heavy snow. The largest areas of under-performance in the month
relate to Neurology (430 attendances, 49.4%), ENT (888 attendances,
26.2%), Rheumatology (355 attendances, 23.9%) and Ophthalmology (1,385
attendances, 20.9%). The main areas of over-performance in the month
include Acute Medicine (683 attendances, 6.3%) and Gastroenterology (149
attendances, 5.9%).
2.6.4

Divisional Performance
Table 12 below details the variance against the year to date seasonally
phased plan, split by Division and point of delivery but excluding performance
on Excluded Drugs and Devices.

Table 12: Healthcare Income Variance vs Seasonally Phased Plan
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2.6.5

Other Miscellaneous Operating Revenue
The adverse variance of (£0.6m) against the planned other operating revenue
in December is £0.2m better than in November but broadly in line with earlier
months and is predominantly driven by shortfalls RTA income and Research
Income.

2.7

Year End Forecast
The Trust submitted a revised forecast within the month 6 return to NHS
Improvement indicating a likely year end deficit of (£48.4m). This was
calculated based on the following assumptions:







Healthcare income (exc. cost per case) recovers back in line with plan
CIP planned phasing delivers as anticipated
Recovery schemes deliver in line with divisional projections
International fellows and ACP programme deliver anticipated savings
Costs increase for winter in line with previous years trends
Vacancy and sickness rates do not materially change

As a result of the adverse movement to the Trust’s forecast, NHS
Improvement attended the Trust on 11 October 2017 for an assurance visit.
They challenged the assumptions made in the forecasting process, assessed
the expenditure controls and interviewed operational divisions about the
robustness of the Trust’s governance processes associated with the
identification and delivery of efficiency savings. Verbal feedback received
following this visit was positive with regard to the controls in place and there
was an acknowledgement of the scale of the challenge facing the Trust. No
formal written response has been received by the Trust, however the
published quarter 2 provider monitoring confirms that the revised forecast of
(£48.4m) was accepted.
In December 2017, the Trust received confirmation that it will receive £4.2m of
non-recurrent winter funding. £2.2m of this is to be offset against existing
costs with the expectation that the revised forecast improves by the same
amount.
Performance against Healthcare Income (excluding EDD) has deteriorated
since the forecast was produced and is now (£10.3m) below plan for the year
to date. This is contrary to the assumptions made above and it is therefore
likely that the current forecast will be missed, but this is entirely due to the
drop off in Healthcare Income.
.
3. Efficiency Savings
The financial plan for 2017/18 relies on delivering a total efficiency of £33.2m (4.7%
of income). Forecast delivery overall currently stands at £15.3m or 2.2% of total
income.
3.1

Cost Improvement Programme
The 2017/18 identified schemes by Division, together with delivery against
them both in December and year to date, is detailed in table 13 below.
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Table 13: CIP Delivery by Division

The (£2.1m) variance against the year to date target reflects a combination of
slippage on schemes planned to deliver year to date (£0.9m), planned
phasing adjustments (£0.8m) and target with schemes unidentified (£0.4m).
3.2

Financial Recovery Plan
Year 2 of the Trust’s Financial Recovery Plan for 2017/18 included agreed
cross cutting schemes with saving opportunities of £5.0m, the delivery against
which is detailed in table 14 below.

Table 14: Year 2 Cross Cutting Schemes

As with the CIP targets the total FRP/stretch savings target has been posted
in the ledger in 12ths. Overall there is circa (£1.9m) slippage on the planned
delivery to date and (£0.3m) of under-delivery in the position which relates to
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the planned phasing of the schemes. A further (£4.6m) relates to the
unidentified balance of the FRP and the additional stretch savings target.
The current year end forecast delivery is £2.4m against the overall additional
savings target of £11.1m, slippage of circa (£8.7m).
3.3

2016/17 Non Recurrent Benefits
Within the reported position for 2016/17, circa £7.7m was delivered nonrecurrently either through one off savings or through release of balance sheet
flexibility. Therefore in order to achieve the plan as set for 2017/18, additional
savings are required in order to recurrently achieve this cost reduction.
To date, this is contributing an adverse variance of (£5.1m) in comparison to
the Trust’s planned position.

4. Statement of Financial Position
The Statement of Financial Position (Balance Sheet) shows the value of the Trust’s
assets and liabilities. The upper part of the statement shows the net assets after
deducting short and long term liabilities with the lower part identifying sources of
finance. Table 15 below summarises the Trust’s Statement of Financial Position as
at 31 December 2017.
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Table 15: Statement of Financial Position

5. Capital Expenditure (Non-Current Assets)
The initial capital programme for 2017/18 totalled £18.1m, this included £16.0m of
internally funded schemes and £2.1m of costs associated with the enabling works for
ACAD for which a DH loan has been approved. This programme was subsequently
uplifted to £20.1m as a result of anticipated slippage of £1.0m on 2016/17 schemes
and £1.0m slippage on the costs of ACAD. This is the value at which the final plan
was submitted to NHSI.
Table 16 below details the planned trajectory of the £20.1m together with the actual
spend from April to December. Expenditure to date is £9.3m against a plan at this
point of £14.9m, slippage of £5.6m against the plan. The most notable items of
slippage relate to medical equipment replacement £5.9m and enabling works costs
associated with ACAD of (£0.8m) offset by ahead of plan expenditure within ICT of
(£1.1m). Further detail on capital expenditure can be found in Appendix 1.
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Table 16: Capital Programme Trajectory vs Actuals

6. Current Assets
The Trust’s total current assets (excluding cash and inventories) amount to £35.6m at
31 December 2017. This represents a (£15.0m) adverse variance against the plan at
this point of the year. The balance is broken down as detailed in table 17 below.
Table 17: Analysis of Current Assets (excluding Inventories and Cash)

Analysis of the age profile of Trade Receivables (unpaid invoices issued by the Trust)
is summarised in table 18 below.
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Table 18: Aged Debt Analysis

Overdue debt now stands at £9.2m of which £2.1m relates to CCG/NHS England
healthcare income contracts within the top 10 balances. This represents an overall
increase of (£1.7m) on the position at the end of November 2017. The top balances
(outside of CCG/NHS England Healthcare Income contracts) are:


Burton Hospitals Foundation Trust (£1.2m > 30 days, £1.5m total) – this is an
increase of (£0.1m) on the greater than 30 days and (£0.1m) on the total debt
from the position at the end of November 2017. Debt associated with
maternity pathways from 15/16 onwards accounts for (£1.2m) with the
remainder relating to ad hoc recharges for medical staffing, radiology and
pathology which are currently being validated.



Sandwell and West Birmingham Trust (SWBH) (£0.8m > 30 days, £1.2m
total) – this is an increase of (£0.1m) on the total debt compared to November
whilst the overdue debt has remained consistent. Maternity pathways
account for £0.9m of the total debt with the remainder predominantly relating
to prior year surgical SLA provision.

7. Cash Flow
The cash balance at the end of December 2017 was £16.9m, a decrease of £1.4m
during December and a positive variance of £13.9m against the planned balance of
£3.0m. However during December, the Trust made a further draw of £2.4m against
its working capital facility taking the year to date facility to £22.4m.
Table 19 below details the anticipated cash balances to the end of the 2017/18
financial year, both including and excluding the anticipated working capital draws.
This demonstrates that the Trust is likely to need further borrowing each month in
order to remain above the minimum cash balance of £3.0m at all times.
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Table 19: Daily Cashflow Forecasting as at 31 December 2017

8. NHS Improvement Finance and Use of Resources Metric
8.1

Finance and Use of Resource Metrics
The Finance and Use of Resource (UoR) metric has replaced the previous
Financial Sustainability Risk rating (FSRR). Each metric is scored between 1
(best) and 4 (worst) and then an average is calculated to derive the overall
UoR score for the provider. Where providers have an overall score of 3 or 4
for finance and use of resources, this will identify a potential support need
under this theme, as will providers scoring a 4 against any of the individual
metrics. Providers in financial special measures will default to an overall
score of 4 on this theme. The individual metrics scored against are detailed in
table 20 below.

Table 20: Scoring Mechanism for Finance and Use of Resources Metric
Area

Financial Sustainability

Financial Efficiency

Metric
Capital Service
Capacity
Liquidity (days)

I&E Margin
Distance from Finance
Plan

Financial Controls
Agency Spend

Weight
Definition
20% Degree to which the provider's
generated income cover its
financial obligations
20% Days of operating costs held in
cash or cash-equivalent forms,
including wholly committed lines
of credit available for drawdown
20% I&E surplus or deficit / total
revenue
20% Year-to-date actual I&E
surplus/deficit in comparison to
year-to-date plan I&E
surplus/deficit
20% Distance from provider's cap
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1
>2.5x

Use of Resource Metrics
2
3
4
1.75-2.5 1.25-1.75
<1.25

>0

(7)-0

(14)-(7)

<(14)

>1%

1%-0%

0%-(1%)

<(1%)

≥0%

(1%)-0%

(2%)-(1%)

≤(2%)

≤0%

0%-25%

25%-50%

≥50%

8.2

Trust Performance
The Trust has been put into segment 3 as was anticipated. This means
mandated support must be complied with to address specific issues and help
move the Trust into segment 2.
With regards the Finance and Use of Resource Metric, the December year to
date metric scoring is detailed in table 21 below.
Table 21: Trust Scoring Year to Date

The rating has deteriorate in month due to the agency ceiling now being a 2
after reporting agency costs of £20,142k against a ceiling of £20,052k. This
means an overall unrounded rating of 3.6 which will get rounded up to a 4.

9. Conclusion
The Trust has reported an actual deficit of (£4.9m) for December 2017 (month 9)
compared to a pre STF planned deficit of (£2.4m), an adverse variance of (£2.5m).
This moves the year to date deficit to (£43.0m) against a planned deficit pre STF of
(£21.7m), an adverse variance of (£21.3m). As a result of under-delivering against
the financial plan, the year to date allocation of £13.4m of STF has not been
assumed.
A revised year end forecast was been submitted to NHS Improvement as part of the
month 6 return indicating a likely full year deficit of (£48.4m) against a pre-STF
planned deficit of (£28.8m), an adverse variance of (£19.6m). Following receipt of
winter funding, NHSI will expect this deficit to improve to (£46.2m). However, given
the underperformance in Healthcare Income since the forecast, it is unlikely that the
revised forecast will be received.
The cash balance at the end of December is £16.9m against the plan of £3.0m at this
point, a favourable movement of £13.9m. However, this includes a £22.4m working
capital loan.

10. Recommendations
The Board of Directors is requested to:
 Receive the contents of this report.

Julian Miller
Interim Director of Finance
16 January 2018
20

Appendix 1 Quarter 3 Capital Update December 2017
1.

Purpose
This paper provides an update at Month 9 YTD (December 2017) Capital
Expenditure, remaining contingency balance and revised capital forecast.

2.

Capital Programme 2017/18 M9 Year to Date Update:
Table 1 outlines expenditure incurred and approved Oracle orders year to date. This
also includes the A&E streaming which been funded by NHS England. There has
been a PDC Drawdown of £160k for this scheme based on the full costs that have
been incurred.
Table 1 - 2017/18 Capital Programme – Expenditure incurred M9 YTD

Division

1 CSS (incl
Radiology)
2 Women’s &
Children’s
3 Emergency Care
4 Medicine
5 Surgery
Corporate
Operational
ICT
FAC
Contingency
GHH Maternity
Upgrade
Other Total
Total capital before
ACAD
ACAD - loan funded
ACAD Self-Check-In
Kiosk
Demolition of
Bordesley House
ACAD Completion of
Health Club
Oncology Bungalow
PMO Costs
Site Master Planning

Total
2017/18
Start point
Capital
Budget
£’000

Orders Expenditure
Raised Incurred M9
YTD

YTD NHSI
Plan

Variance
to YTD
NHSI Plan

£’000

£’000

£’000

£’000

2,774

1,444

531

1,148

617

875

723

715

495

(220)

2,109
826
801
67
7,452
3,590
3,504
508

1,396
182
466
0
4,211
1,872
2,127
0

835
237
309
0
2,629
2,852
1,732
0

972
324
387
0
3,326
1,762
1,503
3,976

137
87
78
0
699
(1,090)
(229)
3,976

0

0

0

1,700

1,700

7,602

3,999

4,584

8,941

4,357

15,054
3,165

8,210
1,721

7,213
788

12,267
2,600

5,056
1,812

48

16

18

(18)

700

116

120

(120)

130

336

308

(308)

197
751
55

36
95
28

95
450
23

(95)
(450)
(23)
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Division

Total ACAD
Total including
ACAD
External Funding
Charitable funds
Total including
External Funding

Total
2017/18
Start point
Capital
Budget
£’000

Orders Expenditure
Raised Incurred M9
YTD

YTD NHSI
Plan

Variance
to YTD
NHSI Plan

5,046

£’000
2,349

£’000
1,802

£’000
2,600

£’000
798

20,100

10,559

9,015

14,867

5,853

496
1,117

199
117

159
94

160
0

1
(94)

21,713

10,874

9,268

15,027

5,760

The key issues by division are summarised below;


Division 1 Clinical Support Services (Including Radiology)
Division 1 has an allocated budget of £2.7m for 2017/18, which includes a £0.6m
carry over. The majority of machines, trollies and power tools have been delivered
and these projects are complete. However, within Pharmacy, the outstanding
projects include an Air Conditioning unit for GHH & SOL, an IT upgrade and a
replacement system for mediator FHSA reporting. The first two are still work in
progress. The replacement system is likely to have a Q4 spend and needs ICT
support on the project. There is also a decision being awaited on a potential
collaboration with UHB. Radiology have three projects likely to commence in
2018/2019 which include the MRI Scanner Turnkey Works and the ED Room
conversion to X-Ray Room 1.



Division 2 Women’s and Children’s
Division 2 has a total approved 2017/18 budget of £0.9m. Ultrasound
machines/scopes and Dragar caleo incubators represent £0.4m. Orders have now
been raised for the majority of projects. The main orders outstanding are the Baby
tagging system and C Section business case totalling £0.1m for which papers are
being written.



Division 3 Emergency Care
The 2017/18 allocated budget for Division 3 is £2.1m of which £0.5m is for
Respiratory Negative Pressure Rooms funded by NHS England. This is going
through the tendering process and is forecasting completion of works in 2018/19. UV
Systems for Cath Labs, Monitors, Echo Machines and Echocardiography Ultrasound
represent the largest projects totalling £1m. Orders have been raised for the majority
of projects. Significant projects outstanding include the CCW / UV System for Cath
Labs, Plasmablade, Belmont Infuser and Management system for secure cupboard
all totalling £0.3m.



Division 4 Medical Specialties
Division 4 has been allocated budget in 2017/18 of £0.8m. Some of the high value
projects include the Mole Mapper and Purchase of power equipment within podiatric
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surgery which total £0.1m and these projects are complete. The biggest project is the
Development of Chemotherapy Capacity and Improvement in Environment at £0.5m.
This has yet to be completed although the capital has been forecasted be spent in
Quarter 4.


Division 5 Surgery
Division 5 has been allocated budget in 2017/18 of £0.8m. The high value projects
include VAS 5G Ultrasound, Ophthalmology GHH Theatre Microscope, Vascular US
machine AAA and Fundus Camera representing £0.3m of total budget. The main
projects outstanding are the Olympus Laser Machines, Microscope, Scanner and
Field Machines which are forecasted to be ordered this financial year. There is also
the Vanguard move enabling works at BHH representing £0.1m, which are
forecasted to be complete in the financial year.



Corporate Directorates (Including ICT)
This division has a 2017/18 allocated budget is £3.6m. The larger value projects
include Heartlands LAN Fibre Links, Telco Platform, WIFI Modernisation,
Modernisation of DB Service including BI/HI provision and Technical linking of HEFTUHB (links only - 5yr) totalling £1.7m. The majority of orders have been completed
and there will be ongoing works that will be forecasted to complete in 2018/19.



Facilities
The division have been allocated budget in 2017/18 of £3.7m. The high value
projects include Fothergill heating system, LV panels, Catering Equipment, AEC
Relocation representing £1.2m.
The majority of orders have been raised with
enabling works forecasted to be completed in 2017/18. The main one outstanding is
OPD/A&E Plant room for which the costs have increased and works will commence
in 2017/18 and complete in 2018/19. There are also a few schemes that are funded
by charitable funds such as RSU entrance and Education Refurbishment that will fall
into the new financial year 2018/19.



Contingency
There is £0.5m contingency remaining this financial year.



ACAD
£3.2m was originally agreed and allocated against the main ACAD at the beginning
of the financial year 2017/18. Further monies of £1.8m have been authorised for
Demolition of Oncology Bungalow and Bordesley House, Refurbishment of Health
Club, Pilot Self Check in Kiosk and PMO costs. This totals £5.0m for ACAD this
financial year with works ongoing for the next 4 years. The majority of schemes are
behind schedule with the 2017/18 and will now complete in the next financial year.

3. 2017/18 Forecast
The 2017/18 forecast has reduced from £19.7m to £17.1m, a decrease of £2.6m based
on current capital projects. This is shown by division in table 2. The main reasons for the
decrease are:
 £1.6m decrease in ACAD costs due to the programme slipping
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 £1.3m decrease in Operational spend due to some projects now unlikely to complete
this year (£0.4m of Negative Pressure room spend to move into next year as given a
March start date, Radiology schemes slippage £0.4m, Facilities scheme slippage
£0.1m, £0.5m ICT schemes where there is no spend on the scheme so far this year
 Decrease in charity funded schemes of £0.5m due to the Good Hope Education
centre improvements scheme, which has moved into 2018/19
 Offset by increase of £0.3m in externally funded bids due to new A&E capital monies
from PDC.
Table 2 – 2017/18 Capital Forecast 2017/18

New Division
1 CSS (inc Radiology)
2 W&C
3 EC
4 MS
5 Sur
ACAD
CD
CF
Contingency
ExtF
FAC
Grand Total

Sum of Approved
Budget
£’000
2,774
875
2,109
826
801
5,046
3,658
1,116
508
496
3,504
21,712

Sum of Forecast
2017/18 Total
£’000
1,957
857
1,682
800
784
3,456
3,327
157
568
168
3,356
17,114

Differences
£’000
817
17
427
256
17
1,590
316
960
-60
327
148
4,585

The forecast was reviewed at CPG on 10 January 2018 and it was agreed to bring
forward £1.5m of priority capital schemes planned for 2018/19. Including this the revised
full year forecast for 2017/18 is £18.6m, i.e. £1.5m below the original NHSI plan value.
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HEART OF ENGLAND NHS FOUNDATION TRUST
BOARD OF DIRECTORS – Public Meeting
Monday 22nd January 2018
Title: Board Assurance Framework Q3
From: David Burbridge
To: Board of Directors
The Report is being provided for:
Decision N
Discussion
Y
Assurance Y
Endorsement Y
Purpose:
 The Board Assurance Framework is an important document for providing assurance
that the Board is aware of the risks to its key objectives and has a robust system of
internal control
Key points/Summary:
 The 2017/18 Assurance Framework is included at Appendix 1
 There are currently 13 risks on the register of which 9 are Red, 1 is Amber and 3 are
Yellow
 The proposed changes included in this report for Q3 are based on discussions with
Executive Directors
Recommendation(s):
The BoD are asked to review the updated BAF and identify any gaps in controls and
assurances or any further changes required to update the BAF

Assurance Implications:
Board Assurance Framework

Y

BAF Risk Reference No.

N/A

Performance KPIs year to date

N

Resource/Assurance
Implications (e.g. Financial/HR)
If yes, reason why.

N

Information Exempt from
N
Disclosure
Identify any Equality & Diversity issues

None

Which Committees has this paper been to? (e.g. AC, QC, etc.) None

1.

Introduction

1.1.

The purpose of the Board Assurance Framework is to:
1.1.1. Identify the Trust’s key strategic risks, linked to its key objectives:
1.1.2. Identify the current level of risk
1.1.3. Identify the mitigations to address the risk (controls and assurances)
1.1.4. Identify any further action required to reduces the likelihood or the
consequence of the risk occurring

1.2.

The Trust has identified its key objectives for 2017/18 as:
1.2.1. Clinical Quality
1.2.2. Workforce
1.2.3. Integration
1.2.4. Affordability

1.3.

The Board Assurance Framework is supported by the operational clinical risk
registers which are managed and escalated from the clinical directorates and
divisions as well as the Executive (corporate) risk registers (see structure chart at Fig
1 below). These risks identify the more detailed risks associated with the day to day
delivery of Trust services.
Operational risk registers are reviewed at quarterly update meeting with the Director
of Operations and, with effect from June 2017, are now discussed at the quarterly
executive performance meetings.

1.4.

The updated Board Assurance Framework is attached in Appendix 1. It has been
updated since Q3 following discussions with Executive Directors and the changes are
highlighted in the body of this report.

2.

Trust risk matrix

2.1.

The Table below identifies the profile of the Trust’s risks for each of its key objectives
and how they relate to the NHSI Single Oversight Framework.

Table 1. Key Risks and Objectives

Ref

Risk title

Owner

Proposed

Initial
Score
(LxC)

Score
Last
Quarter
(LxC)

Current
Score
(LxC)

Target
Score
(LxC)

HEFT Objective

Single
Oversight
Framework

SRR 1/15

Delivery of clinical operational
standards

JB

Nov-15

16 (4x4)

16 (4x4)

16 (4x4)

9 (3x3)

Quality

Operational
Performance

SRR 2/15

Leadership skills and capacity

CEO/Chair

Nov-15

12 (3x4)

20 (5x4)

20 (5x4)

8 (2x4)

Workforce

Leadership /
Improvement

SRR 3/15

IT Infrastructure

SC

Mar-16

12 (3x4)

16 (4x4)

16 (4x4)

6 (2x3)

Quality

Finance and
Resource

SRR 1/16

Sustainable medical workforce
model

DR

Oct-16

12 (3x4)

12 (3x4)

12 (3x4)

6 (2x3)

Workforce

Quality

SRR 2/16

Sustainable nursing workforce
model

JT/MG

Oct-16

12 (3x4)

12 (3x4)

16 (4x4)

6 (2x3)

Workforce

Quality

SRR 3/16

Physical estate

KB

Oct-16

16 (4x4)

16 (4x4)

16 (4x4)

8 (2x4)

Quality

Finance and
Resource

SRR 6/16

BREXIT

CEO

Jan-17

20 (5x4)

16 (4x4)

16 (4x4)

12
(3x4)

Workforce

Quality

SRR 7/16

Case for change

DB

Jan-17

16 (4x4)

12 (3x4)

8 (2x4)

4 (1x4)

Integration

Strategic
Change

SRR 8/16

Increasing delays in transfer of
care (DTOC)

JB

Jan-17

16 (4x4)

15 (5x3)

15 (5x3)

9 (3x3)

Quality

Quality

SRR 1/17

Financial plan 2017/18

JM

Apr-17

20 (5x4)

20 (5x4)

20 (5x4)

8 (2x4)

Affordability

SRR 2/17

Cash position

JM

Apr-17

20 (5x4)

20 (5x4)

20 (5x4)

8 (2x4)

Affordability

SRR 3/17

Regulatory action

DB

Apr-17

16 (4x4)

8 (2x4)

8 (2x4)

4 (1x4)

Quality

Finance and
Resource
Finance and
Resource
Quality

SRR 4/17

High profile cases

KB

Jul-17

16 (4x4)

---

8 (2x4)

4 (1x4)

Quality

Quality

Figure 1. Risk Management and Board Assurance

3.

Proposed changes since the last report
Following discussions with Executive Directors, the proposed changes to the existing
risks on the BAF are included in Appendix 1 as follows:

4.



Risk SRR 2/16 Nursing workforce – current score to increase from 12 (3x4)
to 16 (4x4) based on internal concerns (increased demand - new beds
opened and seasonal fluctuations in sickness and turnover) and external
concerns (effect of BREXIT, numbers of nurses leaving profession, NHSE
mandates).



Risk SRR 7/16 – Case for change – risk assessment amended and current
score decreased to 8 (2x4) with a target score of 4 (1x4).



Risk SRR 4/17 – High profile cases – current score has been confirmed as 8
(2x4) with a target score of 4 (1x4).

New Risks
There are no new risks identified in Q3

5.

Recommendation

5.1.

The Board of Directors is asked to discuss the risks identified in the Board Assurance
Framework and:
5.1.1. Discuss / approve the proposed changes (section 3) and identify additional
existing controls and/or actions;
5.1.2. Consider additional controls and assurances that may need to be
implemented; and
5.1.3. Consider whether the Audit Committee should be asked to seek additional
assurance regarding any of the risks identified.

David Burbridge
Interim Director of Corporate Affairs
January 2018

This situation is likely to be
exacerbated by winter
pressures, which have the
potential to affect the ability to
consistently meet various
standards

APPENDIX 1

Controls
(What existing controls and
processes are in place to
manage the risk)

Assurance
(Where can we gain
evidence that the
controls and systems
in place are effective)

Improvement plans for urgent
care, length of stay, cancer
services and scheduled care
Implementation of governance
structures relating to
improvement plan delivery
Revised divisional structure
and associated accountability

Gaps in Controls and
Assurances
(Where are we failing to
put controls / systems in
place or failing to make
them effective)

Action Plan
(What further action
(if any) is necessary
to address the gap?)

Time
frame

Monthly report to trust
Board re operational
performance

Workforce gaps
(particularly with medical
grades)

On-going delivery of
improvement plans

Apr
2018

Monthly report to Chief
Executives group re
operational
performance

External capacity in the
wider health economy

Current
Score (LxC)

Owner
Director of Ops

Failure to deliver clinical
operational standards
(primarily A&E, RTT and 62
days) owing to increase in
demand for services, delayed
TOC, rising ED attendances
and gaps in community
provision and
decommissioning of services
by CCG

Trust
objective

Risk Description
(Describe the risk that
threatens the objective)

Quality

No.

SRR 1/15

Board Assurance Framework – Quarter 3 - January 2018

16
(4x4)

See also action plans
for SRR 1/16 and
2/16 regarding
workforce and SRR
8/16 DTOC

Monthly updates on
progress of work
streams
Bi-monthly divisional
performance meetings
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Controls
(What existing controls and
processes are in place to
manage the risk)

Assurance
(Where can we gain
evidence that the
controls and systems
in place are effective)

Managed through the new
executive team meetings and
Trust Board

Minutes of and reports
to the Board

New structures including
accountability implemented
early 2016.

Appraisals of Execs
and NEDs

Current
Score (LxC)

Owner

APPENDIX 1
Gaps in Controls and
Assurances
(Where are we failing to
put controls / systems in
place or failing to make
them effective)

Action Plan
(What further action
(if any) is necessary
to address the gap?)

Medical Workforce
Strategy

Time
frame

Ongoing

Good Governance Institute
completed work with the Board
Strategic Workforce Group
CEO/Chair

Leadership skills and
capacity
Failure to have appropriate
leadership skills and capacity
at all levels to deliver new
ways of working and
appropriate ways of leading

Trust
objective

Risk Description
(Describe the risk that
threatens the objective)

Workforce

No.

SRR 2/15

Board Assurance Framework – Quarter 3 - January 2018

Case for change developed
20
(5x4)
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Assurance
(Where can we gain
evidence that the
controls and systems
in place are effective)

Current
Score (LxC)

Owner

Controls
(What existing controls and
processes are in place to
manage the risk)

APPENDIX 1
Gaps in Controls and
Assurances
(Where are we failing to
put controls / systems in
place or failing to make
them effective)

Action Plan
(What further action
(if any) is necessary
to address the gap?)

Time
frame

Baseline of issues and risks
completed. Action plan in
place to ensure:
Network is modernised and fit
for purpose and supported
24/7/365
Wireless network is fit for
clinical purposes
Telephone system
replacement solution

Director of ICT

The current IT infrastructure
(including the fixed network,
wireless network and
telephony) is not fit for
purpose. This creates potential
safety, reputational and
financial risk due to lack of
capacity in the systems and
the data centre and a lack of
robust business continuity
arrangements and security
controls. In addition there is no
health informatics / business
intelligence team within the
Trust leading to an increased
risk of poor data quality and
completeness of reporting

Trust
objective

Risk Description
(Describe the risk that
threatens the objective)

Quality

No.

SRR 3/15

Board Assurance Framework – Quarter 3 - January 2018

Data Centre is fit for purpose
and has sufficient capacity

Disaster Recovery and
business continuity plans are
in place for all key clinical
systems

Security Controls and data
loss protection measures are
robust and in place

Network, wireless
and telephone capital
milestones achieved
17/18 Work
programme
continues and is on
plan

Monthly updates to
joint UHB / HEFT
Digital Healthcare
Group
Bi-monthly updates to
IG group
Monthly updates to
Board of Directors via
Medical Director
Monthly updates to
Emergency Planning
Group (for BCP)

16
(4x4)

On
going
to be
compl
eted
Q4
17/18
Paper
Q4
17/18

Slippage on UHB plans
for secondary data centre
(essential for HEFT
disaster recovery and
BCP)
Lack of IT capability and
readiness aligned to key
systems, BCPs to be
reviewed

IT to undertake gap
analysis and develop
necessary
remediation plan
including potential
investment via
business case.
Information asset
owners to provide
assurance with
respect to BCPs

Q2
17/18

Security controls policy
review and development
with IG

IT align technical
controls to meet
policy

Q3
17/18
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Controls
(What existing controls and
processes are in place to
manage the risk)

A Health Informatics /
Business Intelligence function
is established

APPENDIX 1
Assurance
(Where can we gain
evidence that the
controls and systems
in place are effective)

Current
Score (LxC)

Risk Description
(Describe the risk that
threatens the objective)

Owner

No.

Trust
objective

Board Assurance Framework – Quarter 3 - January 2018
Gaps in Controls and
Assurances
(Where are we failing to
put controls / systems in
place or failing to make
them effective)

Action Plan
(What further action
(if any) is necessary
to address the gap?)

Time
frame

Informatics scoping
work to be
undertaken to
develop appropriate
investment case
Analysis of
information flows
commenced

On
going
to be
compl
eted
Q4
17/18
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APPENDIX 1

Controls
(What existing controls and
processes are in place to
manage the risk)

Assurance
(Where can we gain
evidence that the
controls and systems
in place are effective)

Developing the future Medical
Workforce work stream
including:
- Physician associates
- ACPs
- Improve training experience
for HEE trainees
- Explore recruitment of non
UK doctors
- New career structure for SAS
doctors
- ED recruitment plan
- Review of medical on call
middle grade provision
- Paper for the proposal to
recruit non HEE doctors
- Participation in International
Fellows Programme (15
fellows start Sept 17 and
more to start in March 2018)
- Medical workforce group
chaired by Deputy CEO
- Non consultant vacancies to
be invested in a group
chaired by DME

Regular updates to
strategic workforce
group

Current
Score (LxC)

Owner
Medical Director

Medical Workforce
Risk of failure to deliver a
sustainable medical workforce
model due to age profile of
existing consultant workforce,
availability of staff in specific
specialties, on call
arrangements, reduction in
HEE trainees and inability to
retain staff

Trust
objective

Risk Description
(Describe the risk that
threatens the objective)

Workforce

No.

SRR 1/16

Board Assurance Framework – Quarter 3 - January 2018
Gaps in Controls and
Assurances
(Where are we failing to
put controls / systems in
place or failing to make
them effective)

Action Plan
(What further action
(if any) is necessary
to address the gap?)

Vacancy matrix

Develop and
maintain a vacancy
matrix

Corporate oversight of
recruitment with exec
support to make it happen
as likely push-back from
division and directorates
who have their own
agendas/plans

Monthly updates to
Board of Directors via
Medical Director
Updates to Medical
workforce group

Meetings with CDs and
DDs to better define
medical workforce.
12
(3x4)

Time
frame

Paper to Executives
to gain support for
corporate oversight
of recruitment in the
future
Meetings with CDs
and DD to develop a
more robust medical
workforce plan
Explore partnership
working
arrangements in
different sectors

Ongoing

Launch new Medical
Workforce Strategy

Q4
17/18

Establish new
Medical Workforce
team

Q2
18/19
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Assurance
(Where can we gain
evidence that the
controls and systems
in place are effective)

- On-going recruitment
programme to recruit to agreed
staffing levels
- Fast follower status – 41
Nursing associates recruited
and scoping cohort of 50 for
2018/19
- Focussed recruitment in
'difficult to recruit to' staff
groups

- Monthly updates to
Trust Board
- Monthly updates to
Chief Executives
Group
- Monthly monitoring
on Care Quality
dashboard
- Nursing and
Midwifery Quality and
Performance
Committee

KPIs

Current
Score (LxC)

Owner

APPENDIX 1

Controls
(What existing controls and
processes are in place to
manage the risk)

- e-rostering

Interim Chief Nurse

Nursing Workforce
There is a potential patient
safety risk if nursing and
midwifery staffing levels and
skill mix are unable to be
matched to demand and
capacity. Potential risk areas
include hard to recruit to
specialties such as Children’s
and Maternity, the Emergency
Dept, Elderly Care Theatres
and Critical Care. The current
national shortage in hard to
recruit areas has the potential
to increase this risk. Risk is
mitigated currently by use of
agency staff which triggers a
further risk regarding potential
breach of control limits for
agency spend

Trust
objective

Risk Description
(Describe the risk that
threatens the objective)

Workforce

No.

SRR 2/16

Board Assurance Framework – Quarter 3 - January 2018
Gaps in Controls and
Assurances
(Where are we failing to
put controls / systems in
place or failing to make
them effective)

Action Plan
(What further action
(if any) is necessary
to address the gap?)

Time
frame

Work commenced
October 2017 to
determine an appropriate
level of spend for
‘specials’. At present this
is a cost pressure and
needs to be included in
baseline budgets

Workforce plan by
Directorate and
Division

Apr 18

- Daily and weekly review of
staffing levels and skill mix
- Use of bank and agency with
robust monitoring system
and Exec sign off

16
(4x4)

- Healthcare scientists in IPC
- Closer dialogue with HEIs to
consider implications of
spending review
- Launch of retention strategy
October 2017
- Opportunities post merger for
more rotational posts pan
Birmingham
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APPENDIX 1

Controls
(What existing controls and
processes are in place to
manage the risk)

Assurance
(Where can we gain
evidence that the
controls and systems
in place are effective)

Proactive risk management
system to continuously
measure and monitor risk and
prioritise investment and
allocation of resource.
Comprehensive Planned
Preventative Maintenance
Programme that ensures the
Estate, Plant, Infrastructure
and Equipment is safe,
compliant and utilised to its
maximum capacity and full
lifecycle.
Priority risk based annual
Capital Bids to improve the
Estate and upgrade Plant,
Infrastructure Equipment etc.
Reactive Maintenance SLA to
ensure the Estates, Plant,
Infrastructure & Equipment are
returned to use in a timely
manner.
Estates strategy
Workforce monitoring

Estates Department
Performance &
Assurance Framework
Monthly Directorate
Statutory Compliance
Group Assurance
Meeting
Internal Audit
Programmes
External Accreditation
to ISO9001 &
ISO14001 standards
Six Facet Property
Condition Survey
Funding agreed to
develop ACAD
building and
associated utility
infrastructure.
Annual IA review
Customer satisfaction
survey

Current
Score (LxC)

Owner
Deputy Chief Executive, Improvement

The physical estate /
equipment is insufficient to
facilitate the safe and effective
delivery of clinical services

Trust
objective

Risk Description
(Describe the risk that
threatens the objective)

Quality

No.

SRR 3/16

Board Assurance Framework – Quarter 3 - January 2018

16
(4x4)

Gaps in Controls and
Assurances
(Where are we failing to
put controls / systems in
place or failing to make
them effective)

Action Plan
(What further action
(if any) is necessary
to address the gap?)

Time
frame

Functional Suitability of
the Estate restricts the
delivery of Clinical
Services, the attainment
of current standards and
does not allow for
expansion and technical
development.
Harmonisation of Clinical
Requirements / Needs
and Estate Development.

Clarification of
Clinical Strategy /
Clinical Needs.
Determine which
clinical services are
to be provided from
which site to balance
use of the existing
Estate
Estate Strategy to be
aligned with Clinical
Strategy / Clinical
Needs
Significant
investment in Estate
Development to meet
Clinical Needs and
proposed
development

On
going

Current infrastructure at
maximum capacity, has
limited resilience and in
need of modernisation.
There is no scope for
future expansion.
Increase in clinical activity
and demand has
outgrown many of the
current facilities and
caused overcrowding.
Appropriate Investment in
the Trusts Estates,
Infrastructure, Plant &
Equipment.
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-Workforce –ability to retain
staff and recruit new staff
-Research funding and
cooperation
-Contracts and procurement
-Access to treatment
-Economic uncertainty
-Regulation (EWTD, EMA)
-Agencies (Medicines,
procurement from EUROMAT,
medical devices,)

Assurance
(Where can we gain
evidence that the
controls and systems
in place are effective)

Current
Score (LxC)

Owner

Controls
(What existing controls and
processes are in place to
manage the risk)

APPENDIX 1
Gaps in Controls and
Assurances
(Where are we failing to
put controls / systems in
place or failing to make
them effective)

Action Plan
(What further action
(if any) is necessary
to address the gap?)

For staffing see risk 1 and 2

CEO

BREXIT
Article 50 was invoked on 29
March to begin the 2 year
process of withdrawal from the
EU. The main areas of
uncertainty that may impact on
the NHS relate to:

Trust
objective

Risk Description
(Describe the risk that
threatens the objective)

Quality

No.

SRR 6/16

Board Assurance Framework – Quarter 3 - January 2018

16
(4x4)
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Time
frame

APPENDIX 1

Controls
(What existing controls and
processes are in place to
manage the risk)

Assurance
(Where can we gain
evidence that the
controls and systems
in place are effective)

On-going dialogue with NHSI
and other stakeholders

Regular updates to
Trust Board

Consultation with staff and
other stakeholders

Current
Score (LxC)

Owner
Director of Corporate
Affairs

Case for Change
There is a risk that the
business case to merge HEFT
with UHB will not be approved.

Trust
objective

Risk Description
(Describe the risk that
threatens the objective)

Integration

No.

SRR 7/16

Board Assurance Framework – Quarter 3 - January 2018

8
(2x4)

Gaps in Controls and
Assurances
(Where are we failing to
put controls / systems in
place or failing to make
them effective)

Action Plan
(What further action
(if any) is necessary
to address the gap?)

Time
frame

Alternative plan - other
options were considered
at options appraisal stage

Further negotiations
with stakeholders
Revisit options as
required

Ongoing

Communications strategy
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Context: DTOCs attributable to
NHS and Social care across
BSOL STP is in worst
performing quartile nationally.
Health and social care providers
have been reducing out of
hospital capacity for 2 years.
BSOL identified for
improvement by national
improvement work.
Recent HEFT audits have
shown patient care/experience
impacts of these delays.

Controls
(What existing controls and
processes are in place to
manage the risk)

APPENDIX 1
Gaps in Controls and
Assurances
(Where are we failing to
put controls / systems in
place or failing to make
them effective)

Action Plan
(What further action
(if any) is necessary
to address the gap?)

Time
frame

Improvement plans for
Monthly reports to Trust
Emergency Care & LOS Group Board, Chief Executive
Group re operational
performance
Revised divisional structure

Lack of external capacity
in wider health & social
sector

Action
plans
deadlines

and associated accountability
i.e. Discharge Hubs.

Weekly snapshot
recording of DTOC underreports level of delays.

Delivery of
improvement plans
internally but
primarily those
owned by external
partners. Now
includes regional
(Newton) & national
external reviews
A&E Delivery Board
reviewing partners
plans.

Each
month

A&E Delivery Board reviewing
plans from partners including
health.
Conference calls with partners
escalating delays and quality
concerns for resolution by
partners.
Investment in out of hospital
services by HEFT to offset
other reductions or gaps i.e.
Supported Integrated
Discharge (SID), Recovery at
Home (R@H) et al.

Assurance
(Where can we gain
evidence that the
controls and systems
in place are effective)

Current
Score (LxC)

Owner
Director of Operations

Excessive and increasing
delayed transfer of care. This
is due to gaps in social care and
external health service delivery
and funding. It results in
extended LOS impacting in turn
on patient health/experience,
national access safety targets &
finances.

Trust
objective

Risk Description
(Describe the risk that
threatens the objective)

Quality

No.
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Monthly updates on
progress of work
streams via LOS Group
and others.
A&E Delivery Board &
management reviewing
partner action plans.

15
(5x3)

Benchmarking
processes
Audits of patient care/
experience of
quality/experience
being escalated to
partners for their action.
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APPENDIX 1

Controls
(What existing controls and
processes are in place to
manage the risk)

Assurance
(Where can we gain
evidence that the
controls and systems
in place are effective)

Controls reviewed and
updated.
Financial Recovery Plan
developed with EY and
submitted to NHSI in May
2016.
Monthly review of progress
against trajectory and KPI's.
Revised governance structure
introduced.
New financial reporting
Framework introduced
New divisional structures
introduced to increase
accountability.
Key senior appointments made
to finance team including Head
of Financial Recovery and
Head of Operational Finance
New CIP policy and monitoring
arrangements (online CIP
tracker)
Exec efficiency group
established to review high
profile cases

Monthly financial
reporting.
Financial Recovery
Programme Board
Divisional Review
Meetings
CIP Steering Group
Bi-monthly exec
performance reviews
Monthly finance report
to the Board of
Directors
Monthly performance
report to NHSI
Monthly call / PRM
with NHSI
Internal audit reports
on key financial
controls
Head of Internal Audit
opinion
External audit / going
concern assessment

Current
Score (LxC)

Owner
Director of Finance

Failure to achieve the
Financial Plan for 2017/18
resulting in the NHSI control
total being exceeded, a loss of
Sustainability and
Transformation Funding, cash
shortages (see risk 7 below)
and further regulatory action.

Trust
objective

Risk Description
(Describe the risk that
threatens the objective)

Affordability

No.
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20
(5x4)

Gaps in Controls and
Assurances
(Where are we failing to
put controls / systems in
place or failing to make
them effective)

Action Plan
(What further action
(if any) is necessary
to address the gap?)

Time
frame

Unidentified savings
within stretch component
of 2017/18 efficiency
programme.
Risk to some cross cutting
schemes within FRP
Impact of workforce
issues on finances –
recruitment difficulties etc

On going
identification of CIP's
and additional
recovery schemes
through FRPB and
other forums.
Continued focus on
improving efficiency
across all aspects of
the organisation.
Medical efficiency
programme (focus on
locums & job
planning)
Workforce redesign
Roll out of SLR and
Patient Level Cost
Benchmarking
(Albatross) to identify
further efficiency
opportunities.

On
going
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Initial interim revenue support
was received in Q2, we are
now applying for support to
cover forecast position in Q4.

APPENDIX 1

Controls
(What existing controls and
processes are in place to
manage the risk)

Assurance
(Where can we gain
evidence that the
controls and systems
in place are effective)

Cash controls reviewed and
updated.
Weekly cash flow monitoring.
Cash management measures
in place e.g. restricting supplier
payments, constraining capital
expenditure.
Discussions commenced with
NHSI about need for interim
revenue support and process
to access.
Financial Recovery Plan
continues to reduce deficit
which will reduce cash
outflows.
Ability to access interim
revenue support
Interim revenue support
application approved by Board
2017/18.

Monthly financial
reporting.
Financial Recovery
Programme Board
Monthly finance report
to the Board of
Directors
Weekly cash report to
NHSI
Monthly performance
report to NHSI
Monthly call / PRM
with NHSI
Internal Audit reports
including cash
management
External audit of
annual accounts

Current
Score (LxC)

Owner
Director of Finance

Deterioration of Trust's cash
position as a consequence of
running a deficit for a
sustained period results in an
inability to pay staff and
suppliers.

Trust
objective

Risk Description
(Describe the risk that
threatens the objective)

Affordability

No.
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Gaps in Controls and
Assurances
(Where are we failing to
put controls / systems in
place or failing to make
them effective)

Action Plan
(What further action
(if any) is necessary
to address the gap?)

Time
frame

Ability to secure STF
funding for 2017/18
through achievement of
control total and delivery
of ED 4 hour target

Gain necessary
Board approvals for
the facility.
Continued action to
deliver 2017/18
Financial Plan (see
SRR1/17).

On
going

20
(5x4)
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Breach of Regulatory
Requirements.
Regulators include CQC, NHSI
(Monitor), HSE, GMC,NMC, may
intervene to reduce independence of
board and restrict service
Context: Monitor may intervene in
relation to concerns with any of the
themes listed in the Single Oversight
Framework. The Trust is currently
assessed as level 3 segment,
meaning that we receive mandated
support.
CQC may intervene where there is
evidence of failure to meet the
fundamental standards in the 5
domains. The Trust was inspected in
October 2016 where, (due to the
nature of inspection) the overall
grading of “requires improvement”
was given but significant
improvement was acknowledged
and the Trust was evaluated as good
for the “well-led” domain.

Controls
(What existing controls and
processes are in place to
manage the risk)

Assurance
(Where can we gain
evidence that the
controls and systems in
place are effective)

Performance monitoring
arrangements

Board performance
reports

Quarterly divisional
performance meetings

Quarterly performance
packs

Current
Score (LxC)

Owner

APPENDIX 1
Gaps in control or assurance Action Plan
Time
(Are there any gaps in controls (What further action frame
or assurance?)
(if any) is necessary
to address the gap?)
Improved clinical governance
framework

Implement new
clinical governance
framework

On-going dialogue with main Internal Audit reports
regulators including CQC and
NHSI
Director of Corporate Affairs

Risk Description
(Describe the risk that threatens the
objective)

Quality

SRR 3/17

No.

Trust
objective
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Contract review meetings

Clinical Quality
Monitoring Group reports

Reviewed latest CQC and all Board paper
actions are either
implemented or incorporated
into existing action plans

8
(2x4)

Internal Audit

HSE may intervene on the basis of
any concern regarding and may
issue improvement or prohibition
notices and may prosecute.
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On going

High profile cases
The on-going cases involving
previous employees of the Trust and
the commitment by the Secretary of
State for Health to hold an enquiry
(now scheduled to begin in January
2018) could impact on the Trust’s
reputation with patients, partners
and regulators.
The financing of an enquiry may
also lead to considerable cost for
the Trust.
There may be opportunities to
improve partnership working

Assurance
(Where can we gain
evidence that the
controls and systems in
place are effective)

Current
Score (LxC)

Owner

Controls
(What existing controls and
processes are in place to
manage the risk)

APPENDIX 1

Review of patients who
underwent CSM procedure
Deputy Chief Executive, Improvement

Risk Description
(Describe the risk that threatens the
objective)

Quality

SRR 4/17

No.

Trust
objective

Board Assurance Framework – Quarter 3 - January 2018

Report shared with patients
and Trust Board

Gaps in control or assurance Action Plan
Time
(Are there any gaps in controls (What further action frame
or assurance?)
(if any) is necessary
to address the gap?)
Confirmation of arrangements Await contact from
for enquiry.
DoH

Contact patients who Apr-18
underwent wide local
incision procedure.

Report to Trust Board

Membership of Breast Cancer
Support Group
Costed post to support
patients and ensure point of
contact

Ongoing

8
(2x4)

New structure in place that
Clinical Quality
ensures quality is continually Monitoring Group
monitored
Anomaly reviews undertaken
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Date: January 2018

HEART OF ENGLAND NHS FOUNDATION TRUST
BOARD OF DIRECTORS
22 JANUARY 2018
COMPLIANCE AND ASSURANCE REPORT
PRESENTED BY THE INTERIM DIRECTOR OF CORPORATE AFFAIRS
1

Purpose

1.1

The purpose of this paper is to provide the Board of Directors with information regarding
internal and external compliance as of 31 December 2017.

2

Trust Compliance with Regulatory Requirements - Care Quality Commission (CQC)

2.1

A Care Quality Commission (CQC) inspection was carried out within Heart of England
NHS Foundation Trust (HEFT) in quarter 3 2016/2017. The inspection commenced with
an unannounced visit on 6 September 2016 and a further visit 18 to 21 October 2016.

2.2

HEFT received the draft report from the CQC for factual accuracy in June 2017 and the
final report was published on 2 August 2017.

2.3

CQC did not rate the trust overall for this inspection as they did not inspect the exact
same services and domains as in December 2014. However they did give the “Well-led
“section a rating as they felt they had sufficient information to do so at an overall level.

2.4

The overall rating for the Trust on the CQC website remains: requires improvement which
is the same as the 2014 inspection despite the improvements noted during the 2016
inspection:
2.4.1

Safe: requires improvement

2.4.2

Effective: good

2.4.3

Caring: requires improvement

2.4.4

Responsive: requires improvement

2.4.5

Well-led: good

2.5

The CQC ratings for the services inspected are set out in appendix 1.

2.6

Summary of the recommendations
2.5.1

The recommendations in the report were a combination of area specific and
Trust wide recommendations, and were split into “must do” (18) and “should do”
(44) recommendations.

2.5.2

Further information regarding the CQC’s comments under regulation 15
(Premises and Equipment 1b), specifically relating to security and access to the
critical care unit, was requested to assist the Trust in its response to this point.
As a result of the request for further information, the CQC removed this
requirement notice; therefore there are now a total of 17 “must do” and 44
“should do” recommendations.
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2.5.3

The majority of the “should and must do” recommendations have been
completed or form part of “business as usual”. A report outlining outstanding/ongoing actions will be presented to the Directorate Quality and Safety Meetings
with exception reporting to the Divisional Quality and Safety Meetings until all
action are deemed complete.

2.5.4

9 out of the 17 “must do” actions are now complete. An update on the progress of
these actions is outlined in appendix 2.

3

Trust compliance with NICE guidance

3.1.

The graph below shows the current compliance levels for NICE guidance. The Trust
either meets all recommendations, or is working towards meeting all recommendations, in
69% of cases.
Figure 1: Trust compliance with NICE Guidance

NICE Guidance Compliance
(Applicable to the Trust) - Q3
For information only
2.2%
5.2%

Fully Implemented

21.3%

Not Implemented

9.2%
52.8%
9.4%

Partially Implemented
(fully implemented
where applicable)
Awaiting directorate
response
Partially Implemented
(Action Required)

3.2

There has been a steady rise over the last year in the number of guidelines awaiting
response from directorates. The Clinical Audit and Governance Facilitation Teams are
actively working with Directorates and Divisions to increase response rates and
compliance with NICE guidelines.

4

Trust Compliance with External Visits/Peer Reviews

4.1

There were 2 external visits during Q3. The table below also includes 1 visit from Q2 that
was not included in the Q2 report, and 8 visits where updates on outstanding actions have
been received. The current status of the visits are as follows:
4.1.1

Positive assurance: (no concerns or risks were identified or all actions have been
completed and evidenced) – 1 visit

4.1.2

Neutral assurance (concerns/risks were found and an action plan has been
received by the Safety and Governance Directorate to address all shortfalls) – 8
visits
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4.1.3

Negative assurance (major concerns/risks were identified during the visit or
identified actions are overdue) – 2 visits

Date of
visit

Inspecting
Organisation

Division and
area
inspected
Division 2
Maternity
Services

Outcome of Visit

Assurance
Level

Assurance / outstanding
actions

18 – 19
Oct 2016

External Maternity
Review

One of the members of
the review team had
previously assisted in
the 2014 HEFT CQC
inspection and the
report identified that
there has been
significant progress
since the CQC
inspection in 2014.
There was evidence of
improved interdepartmental working
especially notable on
the GHH site. There are
19 actions in total.

Neutral
Assurance

An action plan has been
developed and approved
at the CQMG meeting in
July 2017.
14 of the 19 actions have
now been completed. The
remaining 5 actions are
ongoing and currently due
to be completed by the
deadlines.

24 Jan
2017

Public Health
England (PHE)
Screening Quality
Assurance Visit

Division 1
Pathology
Division 2
Gynaecology

Negative
Assurance

The action plan is
progressing with a
number of actions now
complete. Public Health
England (PHE) Screening
Quality Assurance
(SQAS) have requested
that further evidence be
submitted by the end of
December 2017.
The evidence required
has not yet been
submitted as the HospitalBased Programme Coordination (HBPC) is
currently on sick
leave. Evidence for the
laboratory related findings
has been supplied by the
HBPC’s deputy.
A meeting of the senior
laboratory team is
planned for 09/01/2018 to
review outstanding SQAS
requests for evidence.

Unannounced
visit from
Birmingham
Cross City CCG

Division 5 
Ward 4, BHH
Thoracic
Surgery

The QA team identified
6 high priority findings:
1. Lack of administrative
support for the hospital
based programme coordinator (HBPC)
2. Backlog of data
collection for national
invasive cervical cancer
audit due to lack of
administrative support
for the HBPC
3. Difficulties producing
and reviewing cervical
screening performance
data & circulating to staff
4. Cervical histological
specimen turnaround
times are not meeting
national standards
5. Waiting times for
colposcopy
appointments are not
meeting national
standards
6. Attendance of
colposcopists at
colposcopy MDT
meetings does not meet
the national standard
This visit was conducted
in response to 3 MRSA
outbreaks and 2 MRSA
bacteraemia cases
during the period of
October 2016 to
January 2017. The
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7 Feb
2017

Positive
Assurance

7 actions were developed
and the Safety and
Governance Directorate
have received an action
plan from division 4 and
all actions are now
complete.

Division 4
Ward 3, BHH

Date of
visit

Inspecting
Organisation

Division and
area
inspected
Renal

21 April 
2017

Environment
Agency:
Radioactive
substances
Activity

Division 1 
Radiology

13 June
2017

Specialist Urology
Cancer Services
Review NHS
England Quality
Surveillance
Team

Division 5
Urology

Human Tissue
Authority (HTA)

Division 1

outbreaks affected
wards 3, 4 and 30.
Wards 3 and 4 were
visited during this
inspection.
Routine compliance
assessment visit.
The report was received
by HEFT on the 14 June
2017 and 2 minor
recommendations were
made.

2 serious concerns were
identified. A serious
concern is an issue that,
whilst not presenting an
immediate risk to patient
or staff safety, is likely to
seriously compromise
the quality of patient
care, and therefore
requires urgent action to
resolve. The serious
concerns identified are:
1. The reviewers are
not assured that all
appropriate patients
are being offered
access to minimally
invasive surgery
2.
3.
4.
5.
6.
7.
8.
9.
10.

19 & 20
July 2017

Outcome of Visit

Assurance
Level

Assurance / outstanding
actions

Neutral
Assurance

The following action is still
ongoing: Apply for a
variation so that the
permit includes the
appropriate limits for
accumulation of solid
waste, particularly for Tc99m.
The Division has
requested an extension
until 1 February 2018 to
allow for the Trust merger
to take place to avoid the
need to apply for a further
variation when the Trust
changes its name.

Neutral
Assurance

A meeting was scheduled
at UHB to discuss access
to robot surgery.
An EVAS has been
submitted for a band 6
nurse to provide support
in oncology clinics and a
band 5 nurse to provide
holistic needs
assessment.






An update on these
actions will be provided in
the Q4 2017/18 report.

2. There has been
little progress in
developing the
recovery package.
Lack of psychological
support in the patients’
pathway may affect the
quality of the patient
experience.
The Trust met the
majority of the HTA
standards, 3 major and
seven minor shortfalls
were found against the
following standards:
 Governance and
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Neutral
Assurance

All evidence to complete
the action plan was
submitted to the
HTA. Additional evidence
relating to the retention of
tissue following Post
Mortem has since been
requested.

Date of
visit

Inspecting
Organisation

Division and
area
inspected

Outcome of Visit

Assurance
Level

quality
 Traceability
 Premises/facilities
and
 Equipment
standards

Assurance / outstanding
actions
Confirmation that this
evidence has been sent
and accepted will be
confirmed in the Q4
2017/18 report.

There remains 2
outstanding major
shortfalls:



1. Wet tissue samples
that are stored following
PM examination at
another licensed
establishment are in
pots that are not labelled
with details on the type
or amount of tissue they
contain and therefore
are not traceable.


2. 2. Tissue taken at Post
Mortem examinations
conducted at the
establishment is
processed into blocks
and any residual wet
tissue is disposed of. In
the case of the tissue
taken during PM
examinations at the
other licensed
establishment, any
residual wet tissue is
stored. The purpose of
the retention and
storage of these
samples is unclear,
although in some cases
it may be at the request
of the family pending a
medico-legal case.

12 July
2017

National Peer
Review:
Trauma Audit

Division 5

1 immediate risk and 4
serious concerns were
identified during the
review. The immediate
risk related to significant
challenges in accessing
spinal injury care
pathways at UHB.
The serious concerns
are outlined below:

Immediate Risk:
Meeting held 19/10/2017
with Kevin Bolger &
Neurosurgeons.
Discussions re: shared
login capability, timeliness
of responses from
neurosurgeons, use of
reverse NORSE.
Outreach from UHB a
long term goal.

1. Appropriately trained

Serious concerns:
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Neutral
Assurance

Date of
visit

7 August
2017

Inspecting
Organisation

Cardiothoracic
Surgery Review:
Getting it Right
First Time
(GIRFT)

Division and
area
inspected

Division 5

Outcome of Visit

Emergency Trauma
Nurse /AHP
available 24/7.
2. The review team
were not reassured
that Level 1 or Level
2 training was being
delivered.
3. Administration of
Tranexamic Acid
(TXA) according to
CRASH-2 protocol.
4. Provision of Trauma
and Rehabilitation
Coordinator Service
7 days/week
The following notable
practice was identified:
1. Busy, safe, cost
effective unit
2. Exemplary low length
of stay
3.Exemplary discharge
practices, including
excellent patient follow
up, e.g. chest drain
clinic

Assurance
Level

Assurance / outstanding
actions
The actions to address
serious concerns are
ongoing.
A business case is being
developed in relation to
the provision of a Trauma
and Rehabilitation
Coordinator Service 7
days/week with a
submission date of March
2018.
Update to be included in
Q4 2017/18 report.

Negative
Assurance

An update on actions has
not been received by the
Safety and Governance
Department for Q3.
Update to be included in
Q4 2017/18 report.

The following notable
practice was identified:
1. Median days between
incident and report is 19
days
2. Low instrumental
delivery rate
3. Low episiotomy rate
rd
th
4. Low 3 and 4
degree tear rate
5. Low neonatal
complication (hypoxicischaemic
encephalopathy) rate.

Neutral
Assurance

9 areas were identified
that needed to be
addressed and an action
plan has been developed.

The inspection identified
20 areas of strength and
22 areas for further
improvement.

Neutral
Assurance

4 actions have been
identified from this
review relating to:
1. Cancellation rates
2. Lung cancer
resection rates
3. Management of
Empyema
4. Coding
25 Sept
2017

9 – 13
October
2017

Obstetrics and
Gynaecology:
Getting it Right
First Time
(GIRFT)

Joint Local Area
SEND Inspection
(Solihull)

Division 2

Divisions 2
and 4
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Update to be included in
Q4 2017/18 report.

An action plan based on
the recommendations for
further improvement is in
the process of being
developed.

Date of
visit

Inspecting
Organisation

Division and
area
inspected

Outcome of Visit

Assurance
Level

Assurance / outstanding
actions
Update to be included in
Q4 2017/18 report.

17 – 20
October
2017

United Kingdom
Accreditation
Service

Division 1
Laboratory
Medicine –
BHH/GHH/
Sol

5

Outcome of audits

5.1.

National Audits

19 findings were raised
during the surveillance
visit. The
recommendation was
that accreditation is
maintained.
This recommendation is
subject to the
satisfactory close out of
all the mandatory
improvement actions
raised by this
assessment.

Neutral
Assurance

All evidence was
submitted to UKAS prior
to 17/11/17. 15 findings
have been cleared.
Further evidence has
been requested and
submitted for 1 finding.
Still waiting to hear
regarding 3 findings.
Update to be included in
Q4 2017/18 report.

5.1.1. The Trust is currently either participating in, or has participated in, 44/58 National
Audits/registries and 10/11 Clinical Outcome Review Programmes (CORP) listed
on the HQIP Quality Accounts which are actively collecting data during 2017/18,
and that are applicable to acute and community trusts. There are 14 audits and 1
CORP currently not participated in by the Trust:













5.2.

Adult cardiac surgery – cardiac surgery not performed in the trust
BAUS Urology Audits - Female Stress Urinary Incontinence Audit – Not
performed
BAUS Urology Audits -Urethroplasty Audit – Not performed
Falls and Fragility Fractures Audit Programme – Fracture Liaison service
database - the trust does not have this service in place
National Audit of Pulmonary Hypertension – no service
National Clinical Audit of Specialist Rehabilitation for Patients with
Complex Needs following Major Injury (NCASRI) – trust is not a major
trauma centre
National Congenital Heart Disease – no service in place
National Core Diabetes Audit – Currently not possible to fully participate
due to extensive resource requirement to do so
Neurosurgical National Audit Programme – Trust does not perform
Neurosurgery
Paediatric Intensive Care Audit Network (PICANet) – The Trust does not
have Paediatric Intensive Care
Prescribing Observatory for Mental Health (POMH-UK) – all four
workstreams
Medical and Surgical CORP - Cancer in Children, Teens and Young
Adults – no service in place

Local Audits:
5.2.1. The table below provides an overview of the number of local audits registered on
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the Trust’s Clinical Audit Database within the last 12months.
Quarter

Month

3 – 2017/18

December
November
October
September
August
July
June
May
April
March
February
January

2 - 2017/18
1 – 2017/18
4 – 2016/17

Total
Audits
Registered
41
65
33
26
15
42
43
31
31
35
55
38

Total Audits
Started
15
38
24
18
11
24
13
21
22
26
33
28

Total
Audits
Completed
0
1
1
0
1
3
1
2
3
4
2
2

6. Novel Techniques and Interventional Procedures (NTIPs)
6.1.

Proposals Approved
6.1.1. Since 2004 the NTIP Group has received 63 proposals and approved 57
proposals. Of the six proposals that did not receive approval, three were not
approved by the Group and three were disbanded by the proposer. Of the 57
proposals approved, seven of these procedures are no longer performed in the
trust.
6.1.2. For 2017/2018 five new proposals have been approved by the NTIP Group (table
1). There are currently no proposals being reviewed by the NTIP Group.
Table 1: 2017/2018 NTIP approved proposals
NTIP Title
Date Approved
no

Proposer

Directorate

59
60

UroLift Laser
Hilotherm Bandage

Apr-17
May-17

Vivek Wadhwa
Mark Dunbar

61

Insertion of arm portacaths

October-17

62

Introduction of Trans-anal
TME (TaTME) procedure to
treat patients with rectal
cancer
Intravesical Hyperthermic
Mitomycin

October-17

Matthew
Fowler
David
McArthur

Urology
Trauma &
Orthopaedics
Oncology and
Haematology
Surgery

63

6.2.

October-17

Laura Johnson

Urology

Audit position
6.2.1. In accordance with the Clinical Audit Policy and Procedure and the Policy for the
Introduction and Development of New Techniques and Interventional Procedures,
all implemented NICE and Non-NICE Interventional Procedures should be audited.
Audits should be completed following completion of 25 cases or six months after
the approval of the procedure, for procedures that are more rarely performed the
audit period may be extended to 12 months, if required.
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6.2.2. Audits have been completed for 30 of the 50 approved NTIP proposals which are
still used in the Trust.
6.2.3. For the remaining 20 audits, these are either ongoing, overdue, have not yet
commenced or the Clinical Audit team are awaiting confirmation of current
status/completion from the proposer.
6.2.4. The Clinical Audit team are now requesting audit updates on a quarterly basis and
proposers have been requested to register audits where these are missing on the
clinical audit database.
7.

Recommendation
The Board of Directors is asked to accept this report.
David Burbridge
Interim Director of Corporate Affairs
January 2018
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Appendix 1- CQC ratings by site/service
Birmingham Heartlands Hospital

Good Hope Hospital

Solihull Hospital

Castle Vale Renal Dialysis Unit

Runcorn Road Renal Dialysis Unit

Adult Community Services
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12

Appendix 2 – HEFT action plan for ‘must do’ CQC recommendations
Division 1: Clinical Support Services MUST RECOMMENDATIONS
REQUIREMENT
NOTICES
Regulation 12 (2)
(h)

SITE

SPECIALITY

BHH

CRITICAL
CARE

EXECUTIVE
LEAD

OPERATIONAL
LEAD

Kevin Bolger

John Sellars,
Director of Asset
Management

R09

CQC RECOMMENDATION

HEFT RESPONSE/COMMENTS

The three side rooms in intensive
care at Birmingham Heartlands
Hospital did not have negative
pressure to contain any bacteria
within the room to reduce the risk
of cross infection to other patients.

No active plans in place to replace
and will be considered as part of
the overall site strategy

CQC RECOMMENDATION

HEFT RESPONSE/COMMENTS

DEADLINE

No further
action

Division 3: Emergency Care: MUST RECOMMENDATIONS
REQUIREMENT
NOTICES

SITE

SPECIALITY

EXECUTIVE
LEAD

M12
Regulation 15
HSCA (RA)
Regulations 2014
Premises and
equipment
Premises and
Equipment 1(b),
1©

BHH

ED

Kevin Bolger

M3
Regulation 12(2)
(d)

BHH

ED

Jonathan
Brotherton,
Director of
Operations

OPERATIONAL
LEAD
John Sellars,
Director of Asset
Management

Sarah Moulton,
Group Manager
and Deputy Head
of Operations

The Trust must ensure that the
premises are suitable for the
service provided, including the
layout, and be big enough to
accommodate the potential
number of people using the
service at any one time.

Site strategy shared with NHS
Improvement (+E) as part of the
case for changes.

The Trust must ensure it is doing
all that is reasonably practicable
to mitigate any risks in relation to
patients waiting in the corridors,

• All signage has been reviewed to
ensure it is clear where
ambulances should report to
• Reinforced the role of the point of
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DEADLINE

Complete

13

REQUIREMENT
NOTICES

SITE

SPECIALITY

EXECUTIVE
LEAD

OPERATIONAL
LEAD

CQC RECOMMENDATION
delays in triage and ambulance
handover times.

M4
Regulation 12 (2)
(h)

BHH

ED

Margaret
Garbett,
Interim Chief
Nurse

Gill Abbot, Senior
Nurse Infection
Control

The Trust must ensure infection
control procedures including hand
washing, the use of protective
clothing and cleaning procedures
meet the requirements to prevent
the spread of infections.
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HEFT RESPONSE/COMMENTS
contact/assessment nurse for
handover
• Monthly meetings with the
Ambulance Service Senior
Operations Manager and Hospital
Ambulance Liaison Officers
(HALO’s) to discuss performance,
issues and service improvements
• Designated computers for
handover
• Site based HALOs
• Daily HALO reports
• Escalation and deployment of
corridor nurse - ED flow coordinator escalates any delays over
20 mins to ED Consultant and
nurse in charge
• All over 30 min delays validated
jointly between the Trust and
Ambulance service to learn from
any delays (SOP agreed)
• Additional trolleys purchased to
ensure timely handovers
• Monthly data reported has shown
a significant improvement in our
handover delays - Trust month end
sign off from performance.
• Wards complete a monthly hand
hygiene audit and environmental
audit. Any score below 90%
triggers a request by the infection
prevention and control team for an
action plan to be developed and
implemented and for the audits to
be carried out weekly.

DEADLINE

On-going

14

REQUIREMENT
NOTICES

SITE

SPECIALITY

EXECUTIVE
LEAD

OPERATIONAL
LEAD

CQC RECOMMENDATION

HEFT RESPONSE/COMMENTS
• The infection prevention and
control audit results for hand
hygiene and environment are
reported on the Ward to Board
Dashboard and discussed at the
monthly Care Quality Meeting
which is chaired by the Chief Nurse
and attended by Divisional Head
Nurses.
• The facilities team carry out a
monthly cleaning audit with the
results reported to the supervisory
ward sister and the matron for the
ward and also to the infection
prevention and control team. Any
issues or concerns are highlighted
directly to the infection prevention
and control team. The
environmental cleaning scores are
discussed at the Food and
Environment Group which meets
quarterly.
• There is an annual programme of
monthly hand hygiene education
and compliance activities carried
out throughout the Trust.
• There are policies and procedures
for hand hygiene and standard
precautions and a cleaning matrix.
• The infection prevention and
control nurses carry out annual
peer hand hygiene and
environment audits.
• Hand hygiene, personal protective
equipment and cleaning are
included in mandatory training
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DEADLINE

Complete

15

REQUIREMENT
NOTICES

M5
None

SITE

BHH

SPECIALITY

ED

EXECUTIVE
LEAD

Margaret
Garbett,
Interim Chief
Nurse

OPERATIONAL
LEAD

Dawn Chaplin,
Head Nurse
Patient
Experience

CQC RECOMMENDATION

There must be effective systems
to make sure that all complaints
are investigated without delay.
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HEFT RESPONSE/COMMENTS
which is completed every two years
for all staff in clinical areas or with
patient contact.
• No specific concerns have been
identified by the infection control
team in the regular audits within ED
therefore no specific actions have
been instigated.
Current/planned actions to
address the requirement
• Revised complaints policy and
leaflets provided to all ward areas.
• Working together with divisions to
resolve complaints within 30
working days as part of the policy
and best practice guidelines for
complaints management.
• Better alignment between
complaints staff and divisions with
responsible person allocated to a
specialty and division.
New system in place:
Day 1 a complaint is launched to
the Triumvirate and appropriate
Ward/Matron or Consultant is
informed of the complaint or
concern raised.
o Complaint entered onto Datix and
acknowledged within 3 working
days.
o Complainants are asked how they
wish their complaint to be resolved
i.e. with a meeting or formal
response
o All statements requested by day
10

DEADLINE

Complete

16

REQUIREMENT
NOTICES

SITE

SPECIALITY

EXECUTIVE
LEAD

OPERATIONAL
LEAD

CQC RECOMMENDATION

HEFT RESPONSE/COMMENTS
o Escalated to division if no
response by day 15
o Draft prepared and out to Division
by day 20
o On completion of draft a thorough
QA process is instigated to provide
clinical and Divisional accuracy re
services and QA of complaints to
make sure all questions are
answered before the final sign off
by the Chief Nurse.
Evidence demonstrating the
Trust is taking appropriate steps
to address the requirement.
• KPI reported through
performance, reduction in
complaints over 12 month period,
escalation to triumvirate and head
of complaints when complaint
responses are delayed.
• Weekly escalation document sent
to heads of division and chief nurse
indicating progression of every
complaint by division. Monthly
assurance information submitted to
Board by Chief Nurse.
• Quarterly complaint and patient
experience report submitted to the
CCG.
• Progress in relation to complaints
management is discussed at the
Trust board via the Quality Paper
which is presented by the Chief
Nurse. Complaints management is
also included in the Aggregated
Report that is presented monthly at
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DEADLINE

17

REQUIREMENT
NOTICES

M12
Regulation 12 (2)
(g)

SITE

GHH

SPECIALITY

ED

EXECUTIVE
LEAD

Dave
Rosser/Alan
Jones

OPERATIONAL
LEAD

Tania Carruthers,
Clinical Director
Pharmacy

CQC RECOMMENDATION

HEFT RESPONSE/COMMENTS

the Care Quality Management
Group meeting.
 A Trust wide peer review was
undertaken in collaboration with
UHB in October 2017 and
commended by Trust Board.

Actions taken
The ED at Good Hope Hospital
must ensure they follow policies
• Controlled Drugs (CD) Newsletter
and procedures about managing
Nov16 (for information regarding
medications; including storage,
returns of CDs and opiate patch
checking medications are in date, administration)
and safe disposal of medications.
• Controlled Drugs Newsletter
May17 (for information regarding
returns of CDs and opiate patch
administration)
• Medicines Safety Matters
Newsletter No.17 (for information
regarding fridge and room temps)
• Safe Medication Practice Group
Minutes 3/11/16 (reference to
verbal feedback from CQC &
specific issues to follow up).
• Safe Medication Practice Group
six monthly report April 2017
(reference to room temperatures in
report presented to Clinical Quality
Monitoring Group).
• Safe Medication Practice Group 6monthly report Apr16 (Reference to
Safe & Secure Handling audit
report 2015)
• Safe Medication Practice Group
minutes May 2016 (reference to
safe & secure handling of
medicines audit 2015 and on-going
Page 17 of 29

DEADLINE

March 2018 can be
closed when
evidence is
obtained
following the
quarterly
audits
commencing
January
2018

18

REQUIREMENT
NOTICES

SITE

SPECIALITY

EXECUTIVE
LEAD

OPERATIONAL
LEAD

CQC RECOMMENDATION

HEFT RESPONSE/COMMENTS
actions followed up)
• Medicines Management Group six
monthly report (April 2016)
(Reference to Safe & Secure
Handling of Medicines Audit 2015)
• Pharmacy Quality & Safety
meeting minutes November 2016
(p2) and January 2017 (on p2)
(reference to on-going completion
of ward storage audits and
proposed use of ‘respond by’
documentation for ward feedback).
• Delays in completion of audits
mean that 2016 report is due for
reporting to the relevant
committees/groups in Sept 2017.
• Dispensing standards - p11 amended to reflect pharmacy
adding expiry dates to dispensed
liquid medication (attachment)
Controlled Drugs
• All CD liquids with shortened
expiry upon opening must be
supplied with a specific expiry date.
e.g. the date 28 or 90 days after the
dispensing date will be the expiry
date ( dependent on product
information)
• Information sent to ward
managers and matrons regarding
room temperature thermometers
Safe Medication Practice Group
June 16 (reference to actions to
implement room temperature
• Topping up audit is completed
weekly
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DEADLINE

19

REQUIREMENT
NOTICES

M4
Regulation 12 (2)
(h)

SITE

GHH

SPECIALITY

ED

EXECUTIVE
LEAD

Margaret
Garbett,
Interim Chief
Nurse

OPERATIONAL
LEAD

Gill Abbot, Senior
Nurse Infection
Control

CQC RECOMMENDATION

ED must ensure that cleanliness
standards are maintained
throughout the department in
order to ensure compliance with
infection prevention and control
requirements. (The Emergency
department at Good Hope
Hospital had blood on the floor
from a previous patient which was
not cleaned before the cubicle
was used for the next patient).
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HEFT RESPONSE/COMMENTS
• Quarterly medicines management
audit has been undertaken, this will
be increased to monthly from
Sep17
Update 27/11/2017
 The 2016 audit has been
presented at the Medicines
Management Group 13/09/2017
 The last action above has been
amended following discussion
at the Pharmacy Q&S Group. A
new audit proforma for the ward
storage audit has been
developed; this will include an
escalation plan. The revised
audit will be undertaken
quarterly and will commence in
January 2018. The results will
be formally presented at the
Pharmacy Q&S meetings and
SMPG.
• Emergency departments are
cleaned by domestic staff in line
with the national specification for
cleaning and a quarterly audit of
cleanliness is carried out by the
facilities team.
• The department completes a
monthly environmental audit and a
peer audit is carried out by the
infection prevention and control
team annually and then as
required.
• The infection prevention and
control team advise that cubicles,
couches and equipment in clinical

DEADLINE

Complete

20

REQUIREMENT
NOTICES

SITE

SPECIALITY

EXECUTIVE
LEAD

OPERATIONAL
LEAD

CQC RECOMMENDATION

HEFT RESPONSE/COMMENTS

DEADLINE

areas are decontaminated between
patient use using disinfectant wipes
or hypochlorite solution.
• The department have introduced a
laminated checklist in each cubicle
which is completed and signed as
evidence that the cubicle has been
cleaned and checked between
patients.
• The staff in the department use
the green indicator tape to identify
that equipment has been cleaned
between patients.

Division 4: Medicine: MUST RECOMMENDATIONS
REQUIREMENT
NOTICES
M01
Regulation 18:
Staffing

SITE
SOL

SPECIALITY
MEDICINE

EXECUTIVE
LEAD
Margaret
Garbett,
Interim Chief
Nurse

OPERATIONAL
LEAD
Andrea Field,
Associate Head
Nurse

CQC
RECOMMENDATION
The Trust must ensure
staffing is in line with
Safer Staffing
Guidelines
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HEFT RESPONSE/COMMENTS

DEADLINE

Executive Board Note: The
recommendation within the CQC report
relates to nursing workforce only at Solihull
A quarterly staffing report is provided to
commissioners to provide assurance of
safe staffing levels, this includes:
1. Monthly staffing compliance to agreed
establishments by Division/ Speciality
2. Mitigation where any area falls below the
agreed level of compliance
3. Evidence of compliance with NHS
Standard Contract 5.2.4 relating to
workforce acuity and dependency reviews.
• There are circa 247 qualified vacancies
across the Trust (nursing and midwifery)
with a planned 196 Band 5 RN/RM new
starters between August and October 2017.

Complete
(actions
ongoing)

21

REQUIREMENT
NOTICES

SITE

SPECIALITY

EXECUTIVE
LEAD

OPERATIONAL
LEAD

CQC
RECOMMENDATION

HEFT RESPONSE/COMMENTS

DEADLINE

• The Trust holds monthly Saturday
recruitment events throughout the year for
Band 5 registered nurses
• Discussions around safe staffing are held
at the Care Quality Meetings chaired by the
Chief Nurse (recent meeting dates 21st
March 2017, 20th April 2017, 24th May
2017, 21st July 2017, 17th August 2017).
• Key workforce issues including monthly
safe staffing compliance are reported in the
‘Ward to Board’ quality reports that are
presented to the Trust Board by the Chief
Nurse on a monthly basis.
M08
Regulation 15
HSCA (RA)
Regulations 2014
Premises and
equipment
Premises and
Equipment 1(b),
1©

CASTLE
VALE
RENAL
UNIT

RENAL

Jonathan
Brotherton,
Director of
Operations

John Sellars,
Director of Asset
Management

The Trust must review
and improve security
and access
arrangements at the
unit.

A full security audit has been arranged
involving the Trust's LSMS to identify any
shortfalls in local procedures and physical
access restriction required. Once the audit
has been completed a bid for funding will
be made to rectify all high risks.
This audit will also be extended to our other
renal unit located in Balsall Heath (Runcorn
Road)

Feb-18

Survey carried out and completed.
Identified approximately £10k cost
M09
Regulation 15
HSCA (RA)
Regulations 2014
Premises and
equipment
Premises and
Equipment 1(b),
1©

CASTLE
VALE
RENAL
UNIT

RENAL

John Sellars,
Director of
Asset
Management

Sharon Rogers,
Group Manager,
Division 4

The Trust must review
its clinical waste
storage at the unit.
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• The issue with regards to working bin
locks has been taken up several times with
the current contractor and there is a
programme of visits arranged by the
facilities team to inspect the site to assess
the storage area and look at workable
solutions to secure it.
• There is a plan to review the unit to
assess the feasibility of creating an outside

Complete

22

REQUIREMENT
NOTICES

SITE

SPECIALITY

EXECUTIVE
LEAD

OPERATIONAL
LEAD

CQC
RECOMMENDATION

HEFT RESPONSE/COMMENTS

DEADLINE

secure unit for clinical waste, this will be
discussed at the waste management group
meeting
In discussion with Landlord for approval to
create a new secure unit. This is additional
to the CQC requirements.
M10
Regulation 15
HSCA (RA)
Regulations 2014
Premises and
equipment
Premises and
Equipment 1(b),
1©

CASTLE
VALE
RENAL
UNIT

M11
Regulation 15
HSCA (RA)
Regulations 2014
Premises and
equipment
Premises and
Equipment 1(b),
1©

CASTLE
VALE
RENAL
UNIT

RENAL

RENAL

John Sellars,
Director of
Asset
Management

John Sellars,
Director of
Asset
Management

Sharon Rogers,
Group Manager,
Division 4

Sharon Rogers,
Group Manager,
Division 4

The Trust must ensure
only clinical waste
skips with working
locks are accepted
and used at the unit.

The Trust must review
its waste audit process
to ensure audits are
carried out properly
and are effective.
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• The issue with regards to working bin
locks has been taken up several times with
the current contractor and there is a
programme of visits arranged by the
facilities team to inspect the site to assess
the storage area and look at workable
solutions to secure it.
• The issue of faulty locks on clinical waste
bins has been bought to the attention of the
Trust's clinical waste contractor.
• The department manager will develop a
checklist for completion each week when
the waste bins are delivered, this will
include: Broken locks, damaged lids, dirty
bins, faulty wheels.
• Any waste bins found to be unsatisfactory
will not be accepted
• The Trust has a Waste Management
Policy
• Waste audits are undertaken quarterly by
the Estates Department
• Any areas of non-compliance are reported
to the ward manager/department manager
• A monthly facilities meeting is held and
audit results are reviewed at this meeting
• A quarterly multi-professional waste
management group meeting takes place

Complete

23

REQUIREMENT
NOTICES

SITE

SPECIALITY

EXECUTIVE
LEAD

OPERATIONAL
LEAD

CQC
RECOMMENDATION

HEFT RESPONSE/COMMENTS
New processes implemented in
response recommendations
• In addition to the above processes in
place within Estates, the department
manager undertakes a monthly waste audit,
the Matron will check the audit process and
findings bi-monthly to ensure that it is
robust
• The department manager will develop a
checklist for completion each week when
the waste bins are delivered, this will
include: Broken locks, damaged lids, dirty
bins, faulty wheels.
• Any waste bins found to be unsatisfactory
will not be accepted

M12
Regulation 12 (2)
(g)

GHH

SURGERY

Dave
Rosser/Alan
Jones

Tania Carruthers,
Clinical Director
Pharmacy

The Trust must
consistently maintain
medicines within their
correct storage
conditions to ensure
medicines are suitable
for use.
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Actions taken:
• Controlled Drugs (CD) Newsletter Nov16
(for information re. returns of CDs and
opiate patch administration)
• Controlled Drugs Newsletter May17 (for
information regarding returns of CDs and
opiate patch administration)
• Medicines Safety Matters Newsletter
No.17 (for information regarding fridge and
room temps)
• Safe Medication Practice Group Minutes
3/11/16 (reference to verbal feedback from
CQC & specific issues to follow up).
• Safe Medication Practice Group six
monthly report April 2017 (reference to
room temperatures in report presented to
Clinical Quality Monitoring Group).
• Safe Medication Practice Group 6-monthly
report Apr16 (Reference to Safe & Secure
Handling audit report 2015)

DEADLINE

Feb-18

March 2018
Can be
closed when
evidence is
obtained
regarding the
quarterly
audits
commencing
January
2018

24

REQUIREMENT
NOTICES

SITE

SPECIALITY

EXECUTIVE
LEAD

OPERATIONAL
LEAD

CQC
RECOMMENDATION

HEFT RESPONSE/COMMENTS
• Safe Medication Practice Group minutes
May 2016 (reference to safe & secure
handling of medicines audit 2015 and ongoing actions followed up)
• Medicines Management Group six
monthly report (April 2016) (Reference to
Safe & Secure Handling of Medicines Audit
2015)
• Pharmacy Quality & Safety meeting
minutes November 2016 (p2) and January
2017 (on p2) (reference to on-going
completion of ward storage audits and
proposed use of ‘respond by’
documentation for ward feedback).
• Delays in completion of audits mean that
2016 report is due for reporting to the
relevant committees/groups in Sept 2017.
• Dispensing standards - p11 - amended to
reflect pharmacy adding expiry dates to
dispensed liquid medication (attachment)
Controlled Drugs
• All CD liquids with shortened expiry upon
opening ust be supplied with a specific
expiry date. e.g. the date 28 or 90 days
after the dispensing date will be the expiry
date ( dependent on product information)
• Information sent to ward managers and
matrons regarding room temperature
thermometers Safe Medication Practice
Group June 16 (reference to actions to
implement room temperature
•Weekly top up audits undertaken
• Quarterly medicines management audits
undertaken, this will be increased to
monthly from September 2017
Update 27/11/2017
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DEADLINE

25

REQUIREMENT
NOTICES

SITE

SPECIALITY

EXECUTIVE
LEAD

OPERATIONAL
LEAD

CQC
RECOMMENDATION

HEFT RESPONSE/COMMENTS

DEADLINE



M15
Regulation 12 (2)
(h)

GHH

SURGERY

Margaret
Garbett,
Interim Chief
Nurse

Divisional Head
Nurses and
Divisional
Directors

The Trust must ensure
that theatre staff wear
appropriate clothing
outside of theatres to
reduce the risk of
spread of infection.

The 2016 audit has been presented at
the Medicines Management Group
13/09/2017
 The last action above has been
amended following discussion at the
Pharmacy Q&S Group. A new audit
proforma for the ward storage audit has
been developed; this will include an
escalation plan. The revised audit will
be undertaken quarterly and will
commence in January 2018. The results
will be formally presented at the
Pharmacy Q&S meetings and SMPG
• A revised uniform policy was launched
throughout the Trust in July 2017,
supported by a communications campaign
and a programme of check and challenge
by the senior nurses
• The uniform policy was discussed at the
following meetings:
o Monthly Care Quality meeting
o Quarterly Trust Infection Prevention
Committee
o Surgery Quality & Safety Meeting
When the revised Uniform Policy was
launched in July 2017 there was a two
week period of monitoring by divisions and
corporate nurses. Once this had closed the
process is to now follow the key
responsibilities in the policy i.e. Managers
to manage locally and address any
transgressions
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Complete,
monitoring of
compliance
on-going

26

Division 5: Surgery: MUST RECOMMENDATIONS
REQUIREMENT
NOTICES

M12
Regulation 12
(2) (g)

SITE

BHH

SPECIALITY

SURGERY

EXECUTIVE
LEAD

Dave
Rosser/Alan
Jones

OPERATIONAL
LEAD

Tania
Carruthers,
Clinical Director
Pharmacy

CQC
RECOMMENDATION

The Trust must
consistently ensure
medicines are stored
appropriately and are
suitable for use.
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HEFT RESPONSE/COMMENTS
Actions taken:
• Controlled Drugs (CD) Newsletter Nov16 (for information
re. returns of CDs and opiate patch administration)
• Controlled Drugs Newsletter May17 (for information
regarding returns of CDs and opiate patch administration)
• Medicines Safety Matters Newsletter No.17 (for
information regarding fridge and room temps)
• Safe Medication Practice Group Minutes 3/11/16
(reference to verbal feedback from CQC & specific issues
to follow up).
• Safe Medication Practice Group six monthly report April
2017 (reference to room temperatures in report presented
to Clinical Quality Monitoring Group).
• Safe Medication Practice Group 6-monthly report Apr16
(Reference to Safe & Secure Handling audit report 2015)
• Safe Medication Practice Group minutes May 2016
(reference to safe & secure handling of medicines audit
2015 and on-going actions followed up)
• Medicines Management Group six monthly report (April
2016) (Reference to Safe & Secure Handling of Medicines
Audit 2015)
• Pharmacy Quality & Safety meeting minutes November
2016 (p2) and January 2017 (on p2) (reference to ongoing completion of ward storage audits and proposed
use of ‘respond by’ documentation for ward feedback).
• Delays in completion of audits mean that 2016 report is
due for reporting to the relevant committees/groups in
Sept 2017.
• Dispensing standards amended to reflect pharmacy
adding expiry dates to dispensed liquid medication
Controlled Drugs
• All CD liquids with shortened expiry upon opening must
be supplied with a specific expiry date. e.g. the date 28 or

DEADLINE

March 2018
Can be
closed when
evidence is
obtained
regarding the
quarterly
audits
commencing
January
2018
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REQUIREMENT
NOTICES

M07
Regulation 12
(2) (g)

SITE

BHH

SPECIALITY

SURGERY

EXECUTIVE
LEAD

Dave
Rosser/Alan
Jones

OPERATIONAL
LEAD

Tania
Carruthers,
Clinical Director
Pharmacy

CQC
RECOMMENDATION

The Trust must ensure
staff are trained and
competent to
administer medicines
under PGDs.

HEFT RESPONSE/COMMENTS
90 days after the dispensing date will be the expiry date (
dependent on product information)
• Information sent to ward managers and matrons
regarding room temperature thermometers Safe
Medication Practice Group June 16 (reference to actions
to implement room temperature
• Weekly top up audits undertaken
• Quarterly medicines management audits undertaken,
this will be increased to monthly from September 2017
Update 27/11/2017
The 2016 audit has been presented at the Medicines
Management Group 13/09/2017
The last action above has been amended following
discussion at the Pharmacy Q&S Group. A new audit
proforma for the ward storage audit has been developed;
this will include an escalation plan. The revised audit will
be undertaken quarterly and will commence in January
2018. The results will be formally presented at the
Pharmacy Q&S meetings and SMPG
• NICE Guidance Patient Group Directions (GPG2) - a
gap analysis was completed in November 2016. This was
updated in August 2017 & shared with Medicines
Management Group August 2017
• The PGD policy was reformatted into a procedure in Q4
2016/17 whilst on-going work was undertaken to complete
a significant review of the procedure . The revision took
account of the feedback from CQC in October 2016, the
outcome of a PGD audit and the NICE Guidance.
• The draft new procedure was discussed at Safe
Medication Practice Group on 6th July 2017.
• The new procedure was approved by the Trust
Medicines Management Group on 9th August 2017
Next steps:
1. MSO will deliver training and awareness to lead
pharmacists across all sites within next 2 weeks. A
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DEADLINE

Dec-17 –
update not
received as
st
of 31
December
2017

28

REQUIREMENT
NOTICES

SITE

SPECIALITY

EXECUTIVE
LEAD

OPERATIONAL
LEAD

CQC
RECOMMENDATION

HEFT RESPONSE/COMMENTS
presentation has been developed to facilitate this and is
on the medicines management website.
2. Pharmacists will be supporting with the training and
awareness in their areas once communications have been
issued. MSO will help deliver training to areas not covered
by them.
3. Two weeks prior to launch w/c 2nd October 17, all
wards and departmental managers will be advised of their
responsibilities with implementation of the PGD
procedure.
4. w/c 2nd Oct launch the PGD procedure will be
launched Trust wide via Comms and will direct registered
staff to the medicines management website for the
presentation.
5. Registered staff will be expected to sign a staff
signature list on the ward to say they have read the
procedure supported by the presentation. This will be
retained on each ward/dept.
6. As each member of staff has read each relevant PGD
for their area, they must sign a separate authorised staff
list which is kept on each ward/dept
7. Mini audit will be completed at 3 months by pharmacy
governance to check paperwork completed correctly
8. A biannual audit will be included on the pharmacy
Forward Audit Plan for 18-24 months’ time.
A PGD Moodle is being developed which will streamline
the process going forward e.g. will accommodate
centralised for PGDs and PGDs in operation on each
ward/dept. This will support PGD awareness training for
new starters. This should be completed by the end of
December 17.
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DEADLINE

29

REQUIREMENT
NOTICES

M16
Regulation 12
(2) (h)

SITE

SOL

SPECIALITY

SURGERY

EXECUTIVE
LEAD

Margaret
Garbett,
Interim Chief
Nurse

OPERATIONAL
LEAD

Martin
Richardson

CQC
RECOMMENDATION

The hospital did not
collect data to
determine rates of
surgical site infection
at Solihull Hospital.
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HEFT RESPONSE/COMMENTS
• The Trust has contributed to the mandatory requirement
for audit of surgical site infection in one type of
orthopaedic operation for one quarter a year. This was
carried out in 15/16 at Heartlands Hospital for fractured
neck of femur. This is not performed at Solihull.
Heartlands Hospital is also contributing voluntarily to large
bowel surgery SSI which is not carried out at Solihull.
• The surgical division 5 will review and develop a
programme of collection of surgical site infection data,
including post discharge, to ensure we maintain the
mandatory T&O reporting and continue to contribute and
increase our participation in the voluntary surveillance.
• Further work will be undertaken to develop an on-going
monitoring process for surgical site infection as captured
within the Copeland Risk Adjusted Barometer tool.
• The infection prevention and control team are currently
collecting data relating to rates of surgical site infection in
Solihull community services within podiatric surgery.

DEADLINE

Dec-17 –
update not
received as
st
of 31
December
2017

HEART OF ENGLAND NHS FOUNDATION TRUST
BOARD OF DIRECTORS
Monday 22nd January 2018
Title: Quality Account Update for Quarter 3 2017/18 (October - December 2017)
From: Dr David Rosser, Interim Executive Medical Director

To: Board of
Directors

Samantha Baker, Quality Development Support Manager;
Mariola Smallman, Head of Quality Management;
Mark Garrick, Director of Medical Directors’ Services.
The Report is being provided for:
Decision N
Discussion
Y
Assurance Y
Endorsement Y
Purpose:
To provide an update on the Quality Account for Quarter 3 2017/18 (October –
December 2017).
To receive and note the contents of this report.
Key points/Summary:
The Board of Directors will consider:
 Trust Quality Improvement Priorities 2017/18;
 Mortality (SHMI, HSMR and Crude Mortality);
 Patient safety indicators;
 Clinical effectiveness indicators.
Recommendation(s):
The Board is asked to consider the information set out in this report, discuss the
contents and approve the actions identified.
Assurance Implications:
Board Assurance Framework Y/N BAF Risk Reference No.
Performance KPIs year to Y
date

Resource/Assurance
Y
Implications (e.g. Financial/HR)

Information Exempt from N
If yes, reason why.
Disclosure
Identify any Equality & Diversity
issues

Which Committees has this paper been to? (e.g. AC, QC, etc.)
N/A
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HEART OF ENGLAND NHS FOUNDATION TRUST
BOARD OF DIRECTORS
Monday 22nd January 2018
QUALITY ACCOUNT UPDATE REPORT FOR QUARTER 3 2017/18
PRESENTED BY EXECUTIVE MEDICAL DIRECTOR
1.

Introduction
The aim of this paper is to present the Trust’s Quality Account Update for Quarter 3
2017/18.
The Board of Directors is asked to approve the contents of this report and Appendix A.

2.

Quarter 3 2017/18 Quality Account Update
2.1

The Quality Account Update report for Quarter 3 2017/18 (October to December
2017) is shown in Appendix A. The latest available data is included in the report.
There has been a delay in receiving data for certain indicators from the national
team; these indicators will be updated as soon as the data becomes available.

2.2

Performance for Quality Improvement Priorities:






3.

Overall Trust performance has dropped across the three hospital sites in Quarter
3 and is currently 77%. However Solihull are consistently maintained >82% for
this Quarter.
Screening for sepsis – performance is similar to the previous quarter for both
inpatients and emergency patients (December data not available at time of
reporting).
Percentage of acute inpatients receiving antibiotics within one hour of being
diagnosed with sepsis is similar to the previous quarter. Performance for
Emergency patients (October data only) has improved.
No performance data is available for the implementation of the Surgical Site
Infection bundle.
There has been no MRSA bacteraemia apportioned to HEFT this quarter. The
number of CDI cases remains below trajectory.

Recommendations
The Board of Directors is asked to:


Approve the Quarter 3 2017/18 Quality Account report for external publication
(Appendix A).
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Appendix A
Quality Account Update for Quarter 3, 2017/18 (October – December 2017)
Contents
Introduction
Quality Improvement Priorities
Priority 1: Reduce avoidable harm to patients from omission and delay in
receiving Parkinson’s disease medication
Priority 2: Improve early recognition of sepsis and reduce hospital acquired sepsis
Priority 3: Reducing surgical site infection after major surgery
Priority 4: Improve infection rates for Clostridium difficile and MRSA
Mortality
Selected Metrics
Patient safety indicators
Clinical effectiveness indicators
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Quality Account Update for Quarter 3, 2017/18 (October – December 2017)
Introduction
The Trust published its Quality Account Report in June 2017 as part of the Annual Report and
Accounts. The report contained an overview of the quality initiatives undertaken in 2016/17,
performance data for selected metrics and set out four priorities for improvement during 2017/18:
Priority 1:
Priority 2:
Priority 3:
Priority 4:

Reduce avoidable harm to patients from omission and delay in receiving Parkinson’s
disease medication
Improve early recognition of sepsis and reduce hospital acquired sepsis
Reducing surgical site infection after major surgery
Improve infection rates for Clostridium difficile and MRSA

This report provides an update on the progress made for the period October to December 2017
towards meeting these priorities and updated performance data for the selected metrics. This
update report should be read alongside the Trust’s Quality Account Report for 2016/17.
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Quality Improvement Priorities
Priority 1: Reduce avoidable harm to patients from omission and delay in
receiving Parkinson’s disease medication
Background
Since June 2015 the Trust has focused on reducing the number of omitted and delayed doses of
Parkinson’s disease (PD) medication.
PD medications are time critical. If medications are delayed or omitted, patients rapidly deteriorate
in terms of their ability to move, speak and swallow. When this happens, patients are at risk of
falls, pressure ulcers, aspiration pneumonia and neuroleptic malignant syndrome. This can be
fatal. There is also evidence showing that PD patients in whom medication has been delayed or
missed have an increased length of stay (Martinez-Ramirez et al, Movement disorders 2015). The
importance of timely PD medication in hospital is recognised nationally in the Parkinson’s UK “Get
it on time” campaign.
Baseline data (2015) at HEFT showed 14,000 delayed doses and 3,500 missed doses of PD
medication annually across the three Trust sites. The data also identified that only 53% of
inpatients were receiving their PD medication within 30 minutes of the prescribed time.
This data, combined with several clinical incidents, formed the impetus for the development of a
Quality Improvement (QI) team to address this issue. The Trust aim is for 90% of PD medication to
be administered within 30 minutes.
Performance
Overall Trust performance has dropped across the three hospital sites in Quarter 3 and is currently
77%. However Solihull are consistently maintained >82% for this Quarter (see Table 2 below).
Table 1 – Performance by Quarter
2015/2016

Overall Trust %
(Target 90% PD
medication
administered
within 30
minutes)
Total doses
prescribed
Total doses
administered
within 30 minutes
Total doses
administered late
Total doses nonadministered
(omitted)

2016/2017

2017/2018

Q1

Q2

Q3

Q4

Q1

Q2

Q3

Q4

Q1

Q2

Q3

51%

58%

54%

59%

71%

75%

75%

76%

81%

82%

77%

9106

10320

9891

9251

9689

9012

11683

12692

12784

12613

10979

4306

5967

5441

5500

6849

6734

8740

9653

10344

10346

8496

3499

3467

3507

3024

2268

1897

2368

2364

1969

1780

1796

926

886

943

727

572

381

575

675

471

487

687
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Table 2 – breakdown by site and month
BHH

GHH

SH

October 2017

77%

82%

85%

November 2017

77%

74%

84%

December 2017

81%

70%

82%

Graph – Quarter 3 2017/18, Parkinson’s Disease medication performance by hospital site

Initiatives to be implemented in 2017/18
 A review of Trust-wide reasons for omissions and delays in the administration of Parkinson’s
disease medication continues. Areas with increased omissions and delays were visited by the
PD QI team. The findings of these were in relation to increased clinical pressures, staffing
shortages and agency nurses who are unable to use the Trust Electronic Prescribing (EP)
system. These issues and concerns were escalated to Divisional Head Nurses via the monthly
exception reports.
 An audit of omissions and delays in Parkinson medication has been undertaken in ED BHH
(non EP area). Following this a PD sticker has been developed. The aim of the sticker is to
prompt staff to think and act on Parkinson’s medication at the time of triage. There has been a
delay in trialling the PD stickers due to winter pressures.
 Monitoring of omissions and delays will continue for Quarter 4 and where required, areas will be
visited to identify reasons and support the drive further improvements. There will be a particular
focus on Good Hope Hospital this quarter. Additional communications will be cascaded to
remind staff of the importance of timely administration of Parkinson’s administration
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How progress will be monitored, measured and reported
 Progress will continue to be measured at ward, speciality, divisional and Trust levels via the live
electronic medication dashboard which links directly to the Trust Electronic Prescribing (EP)
system.
 Ward and divisional performance continues to be monitored via the Nursing and Midwifery Care
Quality Dashboard and exception reports. This is reported monthly to the Chief Executive’s
Group (CEG) by the Deputy Chief Nurse.
 The PD Quality Improvement team continue to meet regularly to monitor progress and report to
the Safer Medicines Practice Group (SMPG) and Sign up to Safety workstream lead.
 Progress is publicly reported in the quarterly quality report updates.

Update following external audit
Following a review by the Trust external auditors of the antibiotics improvement priority in
2016/2017 quality account, it was recommended that Trust’s local indicators which are reported to
the Trust board and sub-committees should have clear definitions. Definition for STAT dose
antibiotics and Parkinson’s medication have been developed; these include the names of the
drugs and where there are any exclusions, e.g. if the drug has been charted as not required or as
a PRN dose (when required).
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Priority 2: Improve early recognition of sepsis and reduce hospital acquired
sepsis
Background
Sepsis is defined as “life threatening organ dysfunction caused by a dysregulated response to
infection”. It is a syndrome, described by a set of clinical criteria and not truly a diagnosis in and of
itself. This makes recognising it complicated. Previous definitions were based on the systemic
inflammatory response (SIRS) criteria. In 2016 these were replaced as they were felt to be
insufficiently sensitive. The NICE guidance published that year defined sepsis using broader
clinical criteria. An audit at Birmingham Heartlands Hospital (BHH) indicated that these new
standards have the potential to increase the proportion of medical admissions classed as septic by
50% (i.e., to one third of the medical take).
The Trust has had well publicised clinical pathways for sepsis management in place for several
years. These have been updated and now take account of the NICE guidance changes. We have
taken this opportunity to launch a number of other changes which are detailed below. This is with
the aim of improving:
 Reliable recognition and screening of sepsis;
 Timely and reliable escalation and sepsis treatment;
 Reviewing and de-escalating antibiotics where possible.
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Performance
Indicator 2a Timely identification of sepsis
(December’s audit result were not available at the time of writing)

Apr-17
May-17
Jun-17
Quarter 1
Jul-17
Aug-17
Sep-17
Quarter 2
Oct-17
Nov-17
Dec-17
Quarter 3

Apr-17
May-17
Jun-17
Quarter 1
Jul-17
Aug-17
Sep-17
Quarter 2
Oct-17
Nov-17
Dec-17
Quarter 3

(i) Emergency departments
Patient NEEDED sepsis screening
Patient NEEDED sepsis screening
according to the local protocol and
according to the local protocol
RECEIVED sepsis screening
12
26
13
34
28
41
53
101
9
24
29
51
8
21
46
96
15
31
15

31

(ii) Acute inpatient departments
Patient NEEDED sepsis screening
Patient NEEDED sepsis screening
according to the local protocol and
according to the local protocol
RECEIVED sepsis screening
44
55
36
38
30
31
110
124
46
52
34
38
23
27
103
117
31
32
25
31
56

63

%
46.2%
38.2%
68.3%
52.5%
37.5%
56.9%
38.1%
47.9%
48.4%
48.4%

%
80.0%
94.7%
96.8%
88.7%
88.5%
89.5%
85.2%
88.0%
96.9%
80.6%
88.9%
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Indicator 2b: Percentage of patients diagnosed with sepsis who received antibiotics within 1 hour
(December’s audit result were not available at the time of writing)

Apr-17
May-17
Jun-17
Quarter 1
Jul-17
Aug-17
Sep-17
Quarter 2
Oct-17
Nov-17
Dec-17
Quarter 3

Apr-17
May-17
Jun-17
Quarter 1
Jul-17
Aug-17
Sep-17
Quarter 2
Oct-17
Nov-17
Dec-17
Quarter 3

(i) Emergency departments
Patient was diagnosed with sepsis
and received IV antibiotics within 1
Patients diagnosed with sepsis
hour of diagnosis
2
10
2
11
14
26
18
47
2
6
6
28
2
6
10
40
8
15
8

15

(ii) Acute inpatient departments
Patient was diagnosed with sepsis
and received IV antibiotics within 1
Patients diagnosed with sepsis
hour of diagnosis
18
25
16
20
11
14
45
59
21
28
15
17
9
10
45
55
11
16
8
9
19

25

%
20.0%
18.2%
53.8%
38.3%
33.3%
21.4%
33.3%
25.0%
53.3%
53.3%

%
72.0%
80.0%
78.6%
76.3%
75.0%
88.2%
90.0%
81.8%
68.8%
88.9%
76.0%
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Initiatives implemented 2017/18
Admitting areas and inpatient wards
 CQUIN re-audit identified some issues with data quality and true performance for
screening. 1 hr antibiotics is around 70% - a number of changes are being made to the
audit to improve reliability
 HEFT sepsis team are aiming to work with UHB to create electronic tools suitable for both
organisations (e.g. using PICS)
 More robust reporting systems to the Patient Safety Group are now in place
 New audit database will launch in Quarter 1 and will facilitate identifying precise point
where delays occur.
How will progress be monitored, measured and reported
The national sepsis CQUIN promotes timely identification and treatment for sepsis in both
admitting areas (e.g., ED, AMU) and inpatient areas. This is monitored by the Trust’s Performance
team. The CQUIN has 3 key elements for audit and ultimately we need to achieve 90% in each
area.




The percentage of patients who meet the criteria for sepsis screening and are screened for
sepsis using the Trust recognised screening tool.
The percentage of patients defined as septic who receive their IV antibiotics within 1 hour.
The percentage of patients having a documented antibiotic review within 24-72hrs by a
senior decision maker.

In previous years CQUIN audit data and sepsis improvement work was conducted by a dedicated
sepsis nurse and associated team. Following organisational changes this responsibility has
transferred to the individual divisions. It is worth noting that meetings have taken place between
the sepsis groups at HEFT and our University Hospitals Birmingham partners. There are
differences in how the organisations have defined sepsis screening and how the cohorts for audit
are identified. It is unlikely that this will change in the short term and will limit the extent to which
audit data can be compared.
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Priority 3: Reducing surgical site infection after major surgery
Background
Surgical Site Infections (SSI) comprise up to 20% of all of healthcare-associated infections. At
least 5% of patients undergoing a surgical procedure develop a SSI and they represent the
second most common hospital acquired infection (after UTI). SSI’s range in severity from a
spontaneously limited wound discharge within a few days of an operation to a life-threatening
postoperative complication. Most surgical site infections are caused by contamination of an
incision with microorganisms from the patient's own body during surgery and NICE states that the
majority of SSI’s are preventable.1 SSI can severely affect the patient’s experience after surgery
and quality of life; they are costly and are associated with considerable morbidity, extended
hospital stays and increased rates of readmission.
A care bundle is a small set of evidence-based practices that can be delivered together to improve
patient outcomes. Based on NICE and WHO guidelines2, a SSI Bundle was established and
introduced to Theatre 1 and 3 at BHH for a trial period in 2016. 170 patients undergoing major
abdominal surgery were evaluated and a dedicated, independent nurse evaluated the patients for
SSI. The overall SSI rate at 30 days was 29% and 28% in the standard group and the bundle
group respectively. However, surgical readmissions within 30 days were 6% in the bundle group
compared to 20% in the standard care group. This suggests that the trialled bundle needs to be
used 7 times to prevent one readmission. A revised bundle has been developed and will be
introduced with additional efforts made to ensure compliance.
Performance
No performance data is available for Q1, Q2 or Q3, 2017/18 for this quality priority. An audit has
commenced.

1
2

https://www.nice.org.uk/guidance/cg74/chapter/introduction
http://www.who.int/gpsc/ssi-prevention-guidelines/en/
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Priority 4: Improve infection rates for Clostridium difficile and MRSA
Performance
MRSA Bacteraemia
The national objective for all Trusts in England in 2017/18 is to have zero avoidable MRSA
bacteraemia. During Quarter 3, 2017/18, there were zero avoidable MRSA bacteraemia
apportioned to HEFT.
All MRSA bacteraemias are subject to a post infection review (PIR) by the Trust in conjunction
with the Clinical Commissioning Group (CCG). MRSA bacteraemias are then apportioned to
HEFT, the CCG or a third party organisation, based on where the main lapses in care occurred.
The table below shows the Trust-apportioned cases reported to Public Health England for the past
three financial years:
2015/16

2016/17

2017/18
Q1

2017/18
Q2

2017/18
Q3

HEFT Apportioned

4

7

0

1

0

Agreed trajectory

0

0

Time Period

0

Clostridium difficile Infection (CDI)
The Trust’s annual agreed trajectory is a total of 64 cases during 2017/18. Each case is also
reviewed to see whether there were any lapses in care – a lapse in care means that correct
processes were not fully adhered to, therefore the Trust did not do everything it could to try to
prevent a CDI. During Quarter 3 2017/18, HEFT reported 16 cases in total, of which one3 had a
lapse in care. The Trust uses a post infection review (PIR) tool with the local CCG to identify
whether there were any lapses in care which the Trust can learn from.
The table below shows the total Trust-apportioned cases reported to Public Health England for the
past three financial years:
2015/16

2016/17

2017/18
Q1

2017/18
Q2

2017/18
Q2

Lapses in care

14

18

4

4

1*

Trust-apportioned cases

61

76

10

21

16

Agreed trajectory

64

64

Time Period

3

64

* At the time of reporting, not all of the cases for December 2017 had been reviewed for potential lapses in care
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Initiatives being implemented in 2017/18
A robust action plan has been developed to tackle Trust-apportioned MRSA bacteraemias and
CDI:












Strict attention to hand hygiene and the correct and appropriate use of PPE (Personal
Protective Equipment). Ensuring all staff are compliant in performing hand hygiene and
adhere to PPE policy.
Ensuring all relevant staff understand the correct procedure for screening patients for
MRSA before admission, on admission and the screening of long stay patients.
Ensuring the optimal management of all patients with MRSA colonisation and infection,
including decolonisation treatment, prophylaxis during procedures, and treatment of
established infections.
Ensure appropriate antimicrobial use including use of Octenisan hair and body wash.
Optimise patient outcomes and reduce the risk of adverse events and antimicrobial
resistance through prudent antimicrobial prescribing and stewardship.
Careful attention to the care and documentation of any devices, ensuring all procedures are
being followed as per Trust policy.
Ensure all relevant staff are performing infection prevention and control audits and acting
on the results.
Providing and maintaining a clean environment throughout the Trust including the
implementation of the deep cleaning programme.
Ensure all staff are aware of their responsibility for preventing and controlling infection
through mandatory training attendance.
Ensure post infection review investigations are completed and lessons learnt are fed back
throughout the Trust.
Continuation of the reviews by the infection prevention and control team of any area
reporting two or more cases of CDI.

How progress will be monitored, measured and reported






The number of cases of MRSA bacteraemia and CDI will be submitted monthly to Public
Health England and measured against the 2017/18 trajectories.
Performance will be monitored via the clinical dashboard. Performance data will be
discussed at divisional quality and safety meetings, the nursing and midwifery quality
meetings and the Trust Infection Prevention Committee (TIPC) meetings.
Any death where an MRSA bacteraemia or CDI is recorded on part one of the death
certificate and any outbreaks of CDI and MRSA will continue to be reported as serious
incidents (SIs) to Birmingham CrossCity Clinical Commissioning Group (CCG).
Post infection review (PIR) and root cause analysis will continue to be undertaken for all
MRSA bacteraemia and CDI cases.
Progress against the Trust infection prevention and control annual programme of work will
be monitored by the infection prevention and control strategic management group and
reported to the Board of Directors via the infection prevention and control quarterly and
annual reports. Progress will also be shared with Commissioners.
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Mortality
The Trust continues to monitor mortality as close to real-time as possible with senior managers
receiving daily emails detailing mortality information and on a longer term comparative basis via
the Trust’s Clinical Quality Monitoring Group. Any anomalies or unexpected deaths are promptly
investigated with thorough clinical engagement.
The Trust has not included comparative information due to concerns about the validity of single
measures used to compare trusts.
Summary Hospital-level Mortality Indicator (SHMI)
The NHS Digital first published data for the Summary Hospital-level Mortality Indicator (SHMI) in
October 2011. This is the national hospital mortality indicator which replaced previous measures
such as the Hospital Standardised Mortality Ratio (HSMR). The SHMI is a ratio of observed
deaths in a trust over a period time divided by the expected number based on the characteristics
of the patients treated by the trust. A key difference between the SHMI and previous measures is
that it includes deaths which occur within 30 days of discharge, including those which occur
outside hospital.
The SHMI should be interpreted with caution as no single measure can be used to identify
whether hospitals are providing good or poor quality care 4. An average hospital will have a SHMI
around 100; a SHMI greater than 100 implies more deaths occurred than predicted by the model
but may still be within the control limits. A SHMI above the control limits should be used as a
trigger for further investigation.
The Trust’s latest SHMI is 87 for the period April – August 2017 which is within tolerance. The
latest SHMI value for the Trust, which is available on the HSCIC website, is 90 for the period April
– June 2017. This is within tolerance.
The Trust has concerns about the validity of the Hospital Standardised Mortality Ratio (HSMR)
which was superseded by the SHMI but it is included here for completeness. HEFT’s HSMR value
is 99 for the period April – September 2017 as calculated by Health Informatics. The validity and
appropriateness of the HSMR methodology used to calculate the expected range has however
been the subject of much national debate and is largely discredited 56. The Trust is continuing to
robustly monitor mortality in a variety of ways as detailed above.

4

Freemantle N, Richardson M, Wood J, Ray D, Khosla S, Sun P, Pagano, D. Can we update the Summary Hospital
Mortality Index (SHMI) to make a useful measure of the quality of hospital care? An observational study. BMJ Open.
31 January 2013.
5

Hogan H, Healey F, Neale G, Thomson R, Vincent C, Black, N. Preventable deaths due to problems in care in
English acute hospitals: a retrospective case record review. BMJ Quality & Safety. Online First. 7 July 2012.
3

Lilford R, Mohammed M, Spiegelhalter D, Thomson R. Use and misuse of process and outcome data in managing
performance of acute and medical care: Avoiding institutional stigma. The Lancet. 3 April 2004.
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Crude Mortality
Quarter 3 data was not available at the time of reporting. The report will be updated when it
becomes available.
The first graph shows the Trust’s crude mortality rates for emergency and non-emergency
(planned) patients. The second graph below shows the Trust’s overall crude mortality rate against
activity (patient discharges) by quarter for the past two calendar years. The crude mortality rate is
calculated by dividing the total number of deaths by the total number of patients discharged from
hospital in any given time period. The crude mortality rate does not take into account complexity,
case mix (types of patients) or seasonal variation.
The Trust’s overall crude mortality rate for Quarter 2 2017/18 is 2.61%, this is a slight increase on
Quarter 2 2016/17 (2.60%) and Quarter 2 2015/16 (2.82%).
Emergency and Non-emergency Mortality Graph

Emergency Crude Mortality Graph
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Selected Metrics
Patient safety indicators
Quarter 3 data is not yet available for all indicators.
Indicator
1a. Patients with MRSA infection
/100,000 bed days
(includes all bed days from all
specialties)
Lower rate indicates better performance
1b. Patients with MRSA infection
/100,000 bed days
(aged >15, excluding Obstetrics,
Gynaecology and elective
Orthopaedics)
Lower rate indicates better performance
2a. Patients with C. difficile infection
/100,000 bed days
(includes all bed days from all
specialties)
Lower rate indicates better performance
2b. Patients with C. difficile infection
/100,000 bed days
(aged >15, excluding Obstetrics,
Gynaecology and elective
Orthopaedics)

Data source

2015/16

2016/17

2017/18
Q1-Q3

Peer Group Average
(where available)
0.58
April 2016 – March 2017
Acute trusts in West Midlands

Trust MRSA data
reported to PHE,
HES data (bed
days)

0.9

1.9

0.7
(Q1-Q2)

Trust MRSA data
reported to PHE,
HES data (bed
days)

0.4

0.4

0.7
(Q1-Q2)

0.64
April 2016 – March 2017
Acute trusts in West Midlands

Trust CDI data
reported to PHE,
HES data (bed
days)

13.5

16.0

15.2
(Q1-Q2)

13.77
April 2016 – March 2017
Acute trusts in West Midlands

6.8

17.1
(Q1-Q2)

15.27
April 2016 – March 2017
Acute trusts in West Midlands

Trust CDI data
reported to PHE,
HES data (bed
days)

5.9

Lower rate indicates better performance
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Indicator

3a. Patient safety incidents
(reporting rate per 1000 bed days)
Higher rate indicates better reporting

Data source

2015/16

2016/17

2017/18
Q1-Q3
47.73

Provisional Datix
and Trust
admissions data
(not validated)

347

348

(Q1 only awaiting bed
days data)

Datix

6

2

7

Peer Group Average
(where available)
59.1
October 2016 – March 2017
Acute (non-specialist)
hospitals
NRLS website
(Organisational Patient
Safety Incidents Workbook)

3b. Never Events
Lower number indicates better
performance
4a. Percentage of patient safety
incidents which are no harm
incidents

Provisional Datix

73%9

75%10

98%

Higher % indicates better performance

4b. Percentage of patient safety
incidents reported to the National
Reporting and Learning System
(NRLS) resulting in severe harm or
death
Lower % indicates better performance

Provisional Datix

0.65%11

0.612

0.9%

Not available
89.4%
October 2016 – March 2017
Acute (non-specialist)
hospitals
NRLS website
(Organisational Patient
Safety Incidents Workbook)
0.38%
October 2016 – March 2017
Acute (non-specialist)
hospitals
NRLS website
(Organisational Patient
Safety Incidents Workbook)
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NRLS data
NRLS data April – September 2016
9
NRLS data
10
NRLS data April – September 2016
11
NRLS data
12
NRLS data April – September 2016
8
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Indicator
4c. Number of patient safety
incidents reported to the National
Reporting and Learning System
(NRLS)

Data source

2015/16

2016/17

2017/18
Q1-Q3

Provisional Datix

15,44913

7,89914

14,537

2015/16

2016/17

2017/18
Q1-Q2

Higher number indicates better
reporting culture

Peer Group Average
(where available)
10,963
(6 months)
October 2016 – March 2017
Acute (non-specialist)
hospitals
NRLS website
(Organisational Patient
Safety Incidents Workbook)

Clinical effectiveness indicators
Quarter 3 data is not yet available for all indicators.
Indicator
5a. Emergency readmissions within
28 days (%)
(Medical and surgical specialties elective and emergency admissions
aged >15) %
Lower % indicates better performance
5b. Emergency readmissions within
28 days (%)
(all specialties)
Lower % indicates better performance

13
14

Data Source

7.99%
HED data

7.63%

7.90%

April –
August 2017
8.23%

HED data

7.99%

8.23%

April –
August 2017

Peer Group Average
(where available)
England: 7.46%
Q1-Q2 2017/18

England: 7.57%
Q1-Q2 2017/18

NRLS Data
NRLS data April – September 2016
19

Data Source

2015/16

2016/17

2017/18
Q1-Q2

PMS 2

15.15%

15.09%

15.17%

Datix and Trust
admission data

Not available

0.98%

0.98%

Not available

SSNAP data

11.64%

11.04%

11.89%

Not available

Indicator
5c. Emergency readmissions within
28 days of discharge (%)
Lower % indicates better performance
6. Falls (incidents reported as % of
patient episodes)

Peer Group Average
(where available)
Not available
This is the information used
in the Trust’s LOS Board
reporting.
Latest Position YTD (April –
October 2017): 15.16%

Lower % indicates better performance
7. Stroke in-hospital mortality
Lower % indicates better performance
Notes on patient safety & clinical effectiveness indicators
The data shown is subject to standard national definitions where appropriate.
1a, 1b, 2a, 2b: Receipt of HES data from the national team always happens two to three months later; these indicators will be updated in the next quarterly report.
3a: The NHS England definition of a bed day (“KH03”). For further information, please see this link:
http://www.england.nhs.uk/statistics/statistical-work-areas/bed-availability-and-occupancy/
4c: The number of incidents shown only includes those classed as patient safety incidents and reported to the National Reporting and Learning System.
5a, 5b, 5c: Readmissions data is available 28 days after the end of the quarter and will be updated in the next quarterly report.
5c: This indicator only includes patients readmitted as emergencies to the Trust within 28 days of discharge and excludes cancer patients. The data source is the PMS 2
system. The data for previous years has been updated to include readmissions from 0 to 27 days and exclude readmissions on day 28 in line with the national methodology.
Any changes in previously reported data are due to long-stay patients being discharged after the previous years’ data was analysed.
6: Previous years’ data updated since previous report.
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Quality Account, 2017/18 Quarter 3 Update - Additional information
Quality Priority 3 – Surgical Site Infection (SSI)

The SSI bundle pilot for a specific patient cohort is now live. The 2 month pilot commenced in December
2017.
Work has begun on aligning theatre skin products for all theatres across Heartlands, Good Hope, Solihull
and Queen Elizabeth hospitals, and should encompass the skin preps included in the SSI bundle.
Infection Control audits commenced 8th January; the report is expected in February or March.
The Obstetric Theatre lead has confirmed that they are moving to use chlorprep (instead of chlorhexidine)
in line with the rest of theatres. Gynae theatres are consistent with the rest of theatres already.
Findings from the pilot and Infection Control audit will inform next steps. These may include a business
case by Theatres regarding skin prep and associated cost pressures, and a business case by General
Surgery to fund the SSI bundles.
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1. Purpose
The Demand & Capacity analysis has identified a capacity gap of 8.4 WTE clinical posts
within the Gastroenterology service, within both scoping and clinic capacity. Different
staffing options have been appraised to identify the most efficient and cost-effective
proposal, including all the different teams in Gastroenterology.
This paper proposes an expansion of the existing established workforce to address the
demand/capacity mismatch in the service at current levels, and utilise all available
Gastroenterology endoscopy suite capacity at Good Hope Hospital (GHH), Heartlands
Hospital (BHH), Solihull Hospital (SHH) and Vanguard, ensuring timely, high quality and
safe patient care.
The current levels of demand are supported by 4 WTE locum consultants on fixed term
contracts with a total average cost of £98k per month. These locums will be released as
the additional staff commence and WLI costs will be avoided pending further demand
growth. However, the recruitment of staff is expected to take over 3 years.
2. Current Position
2.1 Current Service
The Gastroenterology Directorate has an establishment of 13 WTE consultants, 5
Endoscopy Nurse Practitioners (nurse-endoscopists), 4 IBD CNS and 4 Nutrition CNS
based across three sites.
The consultants, along with covering endoscopy and outpatients clinics, are also
included in the ward-cover rotas and Gastrointestinal (GI) bleed on-call rotas at GHH and
BHH.
Gastroenterology is a busy service offering diagnostic, specialist and therapeutic upper
and lower GI endoscopic interventions (e.g. colonoscopy, gastroscopy, polypectomy,
ERCP etc.) and outpatients’ care to planned, surveillance, GP and consultant-toconsultant referred patients, inpatients, and potential cancer patients in 2-week-wait
(2ww) pathways. The calculated aggregated demand in the financial year 2016/17 was
56,912 patients based on 2016/17 activity, change in backlog, uplift for Bowel Scope to
July 2018 levels and underlying growth of a conservative 5%.
In order to meet the increasing demand:
 A mobile endoscopy unit (Vanguard) has been contracted since June 2015, with
the rental extended until July 2019
 WLI are performed on all 3 sites every weekend. There were 475 4-hour
endoscopy WLI sessions during the financial year 2016/17
 All lists are significantly overbooked resulting in staff recruitment and retention
issues

 4 agency locums have been employed over the last 4 years, costing in total £98k
per month, to cover vacancies, vacant sessions in Vanguard, BHH, GHH and SHH
and ensure the required activity is performed.
In an effort to meet the increasing referrals for GI endoscopy, part of the demand is
covered by General Surgery consultants, who are JAG accredited to perform Upper and
Lower GI endoscopic procedures. Also, part of the capacity in the endoscopy units on all
three sites is used by the Urology and the Respiratory team, who also perform
endoscopic procedures within their specialties. The remaining sessions have been
temporarily allocated to the Gynaecology, Vascular, Cardiology, Dermatology and Pain
teams, who perform day-case procedures that do not require an endoscopy
environment.
The non-endoscopic sessions that are currently performed in Room 2 at GHH endoscopy
unit comprise a total equivalent 9.75 sessions which this business case proposes be
repatriated for endoscopy.
The 5 new consultants, 2 Band 8a ACP and 1.5 Band 6 IBD CNS posts are required to
meet the 2017/18 levels of demand for Gastroenterology in a cost-effective, safe and
timely manner. Patient waiting times will also be reduced to meet the national targets for
2ww cancer, 6-week diagnostics and 18-week RTT. These posts will also enhance the
ward cover and GI bleed on-call rotas, and provide additional inpatient endoscopy lists,
leading to quicker response to inpatient endoscopy referrals and consequently a
reduction in Length of Stay.
2.2 Non-Financial Performance
The table below illustrates the past and current position of the Directorate against the
key performance indicators for Upper and Lower GI during May-August 2016 and 2017.
The service is currently meeting the 31-day and 62-day cancer targets and Upper GI
2ww cancer targets. However, it is only just achieving the Lower GI 2ww cancer target
in August 2017, following three months of failing to meet the national target. The RTT
18-week target has been met, with performance of 94.23%. In comparison with the
Directorate’s performance in August 2016, all 2ww performance has deteriorated by
around 2%. Diagnostics position has been gradually deteriorating due to the continuous
increase in demand.
Key Performance
Indicators (KPI)

May
2016

June
2016

July
2016

August
2016

May 2017

June
2017

July 2017 August
2017

% Upper GI 2ww Cancer
(93%)

77.04%

89.77%

97.72%

97.08%

97.17%

95.49%

95.17%

95.22%

% Lower GI 2ww Cancer
(93%)

77.67%

84.94%

94.14%

95.13%

89.55%

92.12%

90.61%

93%

Overall 2ww Cancer
(93%)

77.35%

87.35%

95.93%

96.01%

93.36%

93.89%

93.89%

94.11%

% 31 days Cancer
treatment (96%)

100%

100%

100%

100%

98.2%

100%

98.53%

100%

% 62 day Cancer
treatment (85%)

96%

88.5%

87%

89%

83.5%

98%

92%

91%

% 18 week to Treatment
(92%)

91.72%

93.46%

93.53%

93.53%

95.33%

93.08%

92.66%

94.23%

Diagnostics (99%)

98.66%

97.86%

99.11%

99.11%

96.71%

95.71

96.39%

95.35%

Overall, there has been improvement in performance in the last 12 months. This has
been achieved by ensuring all vacant sessions/clinics are utilised effectively, locum
timetables are fully utilised, and the PTL is closely monitored.
Under this proposal, the 8.5 additional Gastroenterology posts will significantly increase
the quality, safety and continuity of care. In addition, they will meet the demand, deliver
the Directorate’s unmet targets, release the agency locums and, once all posts are
recruited, will avoid the need for WLI based on current levels of demand.
The four agency locum consultants in Gastroenterology have been utilising recycled
outpatient clinics and covering vacant endoscopy sessions. When the recruitment of the
requested posts is completed and the locums are released, Gastroenterology will
continue covering leave and use recycled outpatient clinics and vacant endoscopy
sessions by reviewing all clinicians’ job plans and allocating flexible sessions and crosscover arrangements to cover absences internally within the Gastroenterology team.
Currently, the consultants’ job plans have been reviewed to ensure they reflect the
service needs.
2.3 Activity & Income
Income and Activity data for the Gastroenterology specialty is detailed below:
Seasonally adjusted plan
2013/14
Activity
Day Case
Elective Spells
Emergency Assessment

2014/15

2015/16

2016/17

2016/17

2017/18

2017/18

2017/18

2017/18

Target
YTD M6

Actual
YTD M6

Variance YTD
M6

Actual

Actual

Actual

Target

Actual

NHSI
Plan

11,728

12,115

11,597

16,697

16,547

16,932

10,573

9,306

-1,267

-12%

310

264

365

304

210

274

105

80

-25

-24%

3

12

8

13

1

0

1

2

1

688

834

632

1,120

753

818

390

439

49

13%

25,330

26,793

26,356

31,920

32,970

32,202

16,605

17,689

1,084

7%

2013/14

2014/15

2015/16

2016/17

2016/17

2017/18

2017/18

2017/18

2017/18

Actual

Actual

Actual

Target

Actual

NHSI
Plan

Target
YTD M6

Actual
YTD M6

Variance YTD
M6

Block / Manual

1,962

2,784

1,880

4,052

5,007

5,154

2,507

3,455

948

Day Case

5,609

5,672

7,150

7,145

7,165

7,099

4,363

4,048

-315

-7%

551

313

281

498

287

358

156

85

-71

-46%

2

10

2

7

0

4

0

2

2

2,243

2,472

2,735

3,540

2,576

3,380

1,622

1,688

66

6

7

0

8

8

320

115

107

-8

3,217

3,365

3,676

3,937

3,895

3,500

1,773

1,794

21

1%

55
13,645

17
14,640

32
15,756

37
19,224

30
18,968

37
19,852

18
10,554

5
11,184

-13
630

-72%
6%

Emergency Spells
Outpatients

Finance £000's

Elective Spells
Emergency Assessment
Emergency Spells
Other
Outpatients
Unbundled HRGs
Total

Gastroenterology is over-performing at Month 6 September by +£630k (+6%) against the
seasonal phased income plan. This is driven by over – performance of +£564k on
excluded drugs, +£66k for Emergency spells and +£21k for Outpatients.
Day case activity is under-performing by -£315k under the seasonally phased plan YTD.
The Gastroenterology day case income plan was uplifted in April 2017 to reflect the
additional funded activity expected from the second endoscopy room in Solihull and for

38%

4%

the expansion of Good Hope endoscopy nursing team. The under-performance year to
date reflects delays in recruitment and relocating other specialities from the Solihull
second room.
In run rate terms, Gastro day case activity is +16% higher YTD than comparable periods
of 2016/17. Outpatients attendances are up +13% YTD. The long term growth in day
case scoping cases is expected to be between 4% and 5% per annum through to
summer 2020.

2.4 Financial expenditure performance
At Month 6, September 2017, Gastro are overspent by -£206k in month and overspent by
-£1,043k YTD: Drugs are +£74k underspent in month and +£459k underspent YTD. The
over spend relates mainly to Medics -£166k in month and -£997k YTD but also to under
– delivery of CIP -£50k under-recovered in month and -£300k YTD.

Financial Year
2017
Gastroenterology
Financial
Performance

2018 YTD Month 6

YTD
Actual

YTD
Budget

YTD
Variance

Annual
Budget

YTD
Actual

YTD
Budget

YTD
Variance

Annual
Budget

£000's

£000's

£000's

£000's

£000's

£000's

£000's

£000's

INCOME

(99)

(47)

52

(47)

(34)

(23)

11

(47)

NON PAY

9,546

10,350

804

10,350

5,733

5,821

88

11,016

PAY

8,397

7,523

(874)

7,523

4,947

3,805

(1,142)

7,613

Total

17,844

17,826

(18)

17,826

10,646

9,603

(1,043)

18,582

The Gastro financial overspend in 2016/17 was supported by positive adjustments of
£567k, including £256k prior year WLI accruals dropped and £100k of prior year income
recognised, to give an underlying position of -£584k overspent. Adjusting for the prior
year impacts in 2016/17 and comparing with first 6 months of 2017/18, the increased
overspend in year 2017/18 is driven by a 19% increase in Non-Pay (mainly pass through
drugs) and a 13% increase in Pay spend all reflecting increased activity in year.

3. Issue to be resolved
3.1 Demand and Capacity gap
The demand and capacity summary indicates that in the financial year 2016/17
Gastroenterology demand was 56,912 patients, consisting of:


all endoscopic and outpatients activity undertaken in 2016/17



5% LDP growth



additional Bowel Scope demand up to July 2018

This reveals an unmet demand of 20,583 patients or 2,583 4-hour sessions/clinics,
translated into 8.5 WTE additional clinical posts, in order to meet current and future

demand.
Gastroenterology capacity has been calculated based on the existing, funded,
established endoscopy sessions and outpatients’ clinics performed by doctors of all
levels and CNS. The total capacity reflects only practitioners in funded posts (excluding
vacancies). The scoping capacity includes contribution that is within General Surgery job
plans.
Based on the Gastroenterology Demand and Capacity model, 4,161 new patients and
15,495 follow up patients can be seen in OPD, and 16,673 patients can have endoscopic
procedures per year. Up to 8 new patients can be seen in every new clinic and between
11 and 15.7 follow up patients in every follow up clinic, while 6.5 patients can have
endoscopy in every 4-hour funded session. This is benchmarked against Royal College
of Physician recommendations of 8 New Outpatients or 12 Follow-up patients for general
Gastroenterology clinics.
The directorate uses 99% of its current standard in-hours endoscopy capacity, where
there are planned absences due to annual leave etc, all sessions are covered by a
locum, nurse endoscopist or another member of consultant workforce. The current DNA
rate within Endoscopy is 2-4% and all lists, due to demands on the service, are
overbooked by at least 1 point.
Booking rules for standard outpatient clinics within our service are 9 New or 12 followups. Where there is deviation, this is due to a specialist clinic such as Liver, IBD or
Pancreatic clinics.
Standard booking rules for endoscopy are:


All sessions built to 210 minutes



Average number of scopes per session is dependent on the type of scope booked
and whether it is diagnostic or therapeutic



JAG recommendations state that no endoscopist should undertake more than 5
endoscopy lists per week on average due to the risk of repetitive strain injury.

Outpatient clinics are regularly recycled both within and outside of the speciality to
ensure all staff are fully utilised. Outpatient DNA rate is currently 11% (average 2016/17);
however the impact in the model is neutral overall as the service regularly overbooks.
4. Short / Medium/Long-term Physical Capacity Re-adjustment
In the short/medium term, the physical capacity that will be used by the proposed
establishment will include:


Continued use of 100% of Vanguard sessions



Recycling of vacant endoscopy sessions due to leave, on-calls and ward cover



Reclaiming of the Gastroenterology endoscopy sessions, which are currently used
by other specialties in GHH endoscopy unit and do not require endoscopic
interventions. These sessions have been used by other specialties due to the
inability of the Gastroenterology team to clinically staff them under the current
establishment. Appropriate timescales for implementation will be agreed with the
stakeholder Directorates, to ensure patient safety and minimal service disruptions.
This change will utilise all the available Gastroenterology physical capacity during
weekdays. Together with the other funded posts to be recruited, this business

case will avoid WLI mid 2018 pending further growth in demand. Physical capacity
for endoscopy in GHH will increase by 1.2 endoscopy rooms, based on the 9.75
endoscopy sessions that will be returned to the Directorate.


Additional outpatient rooms available on the three sites



Recycling of outpatient clinic rooms via the Trust’s OPD recycling system



Reduced number of number of weekend WLI, depending on demand and
performance

In the long term, with the completion of ACAD, physical capacity will need to be reassessed considering that:


At the moment, Gastroenterology already operates more than 2 additional
endoscopy rooms per year through Vanguard and WLI



Demand is forecast to increase by 5%.



The Bowel Scope programme The Bowel Scope programme will require 4
additional sessions per week within HEFT’s endoscopy units by July 2018 and this
demand is built into the Demand and capacity model

Gastroenterology needs a long-term strategy and implementation plan to ensure
sufficient physical capacity is identified, and the Directorate will not be led to take shortterm corrective actions like re-increasing WLI or re-contracting Vanguard to deal with
future demand pressures. The longer term strategy for Gastroenterology will include a
further workforce skill mix review, investigate alternative community models and consider
demand from the changes to external screening programmes.
5. Business Case Benefits
Business case benefits are outlined in the below:
Benefit
Patient Safety
and reduction

Performance Outcome

Measurement



Improved patient access to
Gastroenterology, delivering a robust
high quality service.





Expanded capacity to support improved
access both to outpatients and
endoscopy patients
Reduction of Length of Stay by
maximising use of available
Gastroenterology sessions, additional
inpatient sessions and reduction of
inpatient waiting times
Achievement of performance targets

of waiting
times





Financial








Financial resilience
Savings from releasing 4 locums
Reduction of WLI
Assisting in receiving best-practice
tariffs









Achieve & maintain time to first OPA < 5
weeks from referral. Currently 1,043
patients waiting 8 weeks and over.
Improve cancer position and deliver
compliance (>92%) with 18 weeks RTT/31/
62-day targets (as per Table 3.)
Achieve & maintain time to diagnostic
procedure < 6 weeks from referral – current
95%.
Quicker response to inpatient referrals –
reducing waits to 24hrs from current up to
72hrs.
Introduction of full recycling of
Gastroenterology capacity to cover potential
OPD physical capacity inefficiency

Robust capacity in place to meet service
requirements.
Replacement of temporary with permanent
staff – reducing locum spend to 0
Skill-mix staffing model – full skill-mix model
in place.

6. Recruitment Strategy
There is a risk that recruitment of consultant gastroenterologists will take some time;
however, there is a cohort of juniors due to qualify in 2018/19 that may mitigate this. The
Directorate will aim to recruit a minimum of 2 consultants in the first year after approval, 2
consultants in the second year and 1 consultant in the third year. The posts will be
advertised through NHS Jobs. In order to become more attractive and differentiate from
the surrounding Trusts, the Gastroenterology team will also:
1. Offer advanced educational and career development opportunities
2. Emphasize the Trust’s values, people, patient experience, staff satisfaction
3. Focus on Public Relations
If recruitment is difficult, international recruitment will also be considered.
The recruitment strategy of the nursing posts will include advertising through NHS Jobs,
and Focus Recruitment events to promote the GHH endoscopy unit and provide
adequate information to candidates. This option has proven very successful with
endoscopy nurse recruitment during 2017.
No difficulties are expected for the recruitment of secretarial/administrative staff.
7. Financial Appraisal
The proposal involves the establishment of 25.1 WTE additional posts across
Gastroenterology, and 11.45 posts in Access Booking and Choice in Division 1. 2
Gastroenterology posts are unfunded ACPs in post since September 2017. Their costs
and additional income generating potential is included in the business case.
The additional posts are expected to have a positive annual impact on the Trust’s income
and expenditure through additional core hours capacity and replacement of expensive
locums. The net financial impact at Trust level is expected to be +£221k per annum from
2021/22 once all are in post.
A total £1,505k of recurrent central funding is required and also £50k of non-recurrent
central funding for Medical Records and also £60k of Capital funding as follows:

Part Year
2017/18

Part year
2018/19

Part year
2019/20

Part year
2020/21

Full year
2021/22

£000’s

£000’s

£000’s

£000’s

£000’s

-

(£10)
(£50)
-

-

-

-

GHH Nursing support uplift

5.00
2.00
1.50
3.00
13.65

(£64)
(£10)
(£9)
-

(£134)
(£110)
(£57)
(£36)
(£224)

(£364)
(£110)
(£57)
(£59)
(£384)

(£528)
(£110)
(£57)
(£68)
(£384)

(£576)
(£110)
(£57)
(£68)
(£384)

ABC additional 'in hours' clinics/scoping

11.45

(£19)

(£197)

(£261)

(£211)

(£211)

Subtotal Pay

36.60

(£102)

(£758)

(£1,235)

(£1,358)

(£1,406)

£0

(£2)
(£22)
(£24)

(£4)
(£22)
(£26)

(£5)
(£22)
(£27)

(£5)
(£22)
(£27)

£0

£0

£0

£0

£0

£0
£0
£85
£5
(£12)

£0
£113
£600
£72
£3

£134
£226
£883
£77
£59

£200
£226
£883
£77
£1

£270
£226
£883
£77
£23

£17
£17
(£4)

£188
£188
(£40)

£196
£196
(£41)

£237
£237
(£50)

£250
£250
(£52)

£2

£152

£214

£189

£221

Projected Income and Expenditure
Impact Trust Level

WTE
posts

CAPITAL EXPENDITURE (Desk/ chair/ PC)
CAPITAL CONTINGENCY GHH RELOCATION
NON RECURRENT SET UP COSTS (REVENUE)
REVENUE EXPENDITURE
PAY - new substantive posts
Medic consultants - additional posts
ACPs - unfunded posts
IBD Nurses
Med secs / B3

NON PAY *
Medical Staff Education
Consumables this case
Subtotal Non Pay
SUPPORT COSTS
Subtotal Support Costs
Revenue/Efficiency Savings :
Pay costs avoided
Medic costs avoided for WLI sessions
Nurse support costs avoided for WLI session
Locum consultants removed this case
ABC add'l session recharge avoided
GRAND TOTAL REVENUE EXPENDITURE
INCOME (NA)
Healthcare Income:
Cat C Income
Other
GRAND TOTAL INCOME

21% Trust level contribution
CONTRIBUTION/(GAP) FOR THE BUSINESS
CASE

Key Assumptions for financial impact:
5 consultants are recruited across 3 years from September 2018. Timescales are
based on learning from recent recruitment.
Removal of 4 Agency Locums covering ‘additional capacity’ is a priority.


2 unfunded ACPs started in September 2017 who will reduce locum clinic
sessions by 1 WTE from date of qualification in November 2017



1 locum will be removed when recruited to substantive consultant starts in post in
February 2018



The remaining 2 WTE locums will be removed in September 2018 as 2 new

consultants commence in post – recruitment timescale dependent


The current level of Nursing WLI is expected to be avoided from Month 9 2018/19
as the Good Hope additional capacity comes on stream and more sessions are
provided within funded core hours. Further Nursing WLI savings are proposed in
the ACAD business case based on expected growth in demand between July
2018 and summer 2020



The current level of Medic WLI is expected to be avoided as the 2nd and 3rd
wave of consultants are recruited in 2019/20 and 2020/2021



ABC will provide additional clinics and scoping sessions in a phased approach as
recruitment comes into post for IBD nursing (February 2018) and consultants
(September 2018). The full year costs for ABC support in 2019/20 are £261k per
annum. These ABC costings are based on bottom-up unit costs for the additional
activity including Medical Records, Reception, Booking and clinic nursing. Once
the sessions are being provided in core sessions the current £77k of ABC cost
recharges will be avoided. From 2020/21, the ABC costs to support the additional
activity will reduce by £50k per annum as Medical Records pass to electronic
format.



Any additional Chemistry and standard Pathology will be recharged to Division 5
as normal. As the investment in posts in this case will not drive additional scoping
sessions, no additional Histopathology costs for polyp investigation are assumed.
However, Histopathology is not recharged to internal directorates and Division 1
has supported Gastro WLI over recent years without additional staff funding. The
current WLI workload is 29 samples per week at £50 per test based on ‘routine
samples’ costs for staffing and consumables within the Histopathology costing
model. Therefore this case proposes £75k recurrent central funding per annum
for Histopathology based on repatriating the polyp sample workload from Gastro
WLIs into core Endoscopy hours



This business case is not expected to have any impact on costs in Radiology,
Theatres and Pharmacy

IBD nurses are in post from February 2018 and will drive significant increased income
from Telephone follow up sessions. New consultant posts and ACPs will, by 2021/22,
drive additional face-to-face clinic income in the current New to Follow Up mix but
scoping income will reduce slightly within overall net increased income.
The Division will monitor recruitment, activity, income and costs against the assumptions
and dates in this appendix. The first review will take place in April 2018 with subsequent
reviews every 6 months.

8. Staffing costs
The practitioner workforce is currently supported by 9.8 WTE medical secretary posts.
This case proposes that the Medical Secretary establishment is uplifted to 13.6 WTE
roles which represent cover of 0.42:1 across all practitioners including IBD, ENP and
ACP roles.
The uplift for the 8.5 practitioner posts (consultant, ACP, IBD) was based on the optimum

mix suggested by the Demand and Capacity Gap analysis and in the context of the range
of clinical activities undertaken by each role, cost effectiveness and likely timescales to
recruit or train.
The utilisation of the existing Gastroenterology workforce is effective, with low levels of
DNAs offset with overbooking, relatively low levels of variation in case length within the
suites and clear booking rules adhered to or exceeded. Gastroenterology leads the Trust
in the level of clinic recycling underway at over 40% (5% Trust wide).
The 13.6 WTE uplift for Good Hope nursing to provide cover for the use of all 4
Endoscopy rooms was based on the JAG requirements and aligns to the workforce
required in the ACAD suites.
The business case proposes that Gastro Nursing WLI support costs of £226k per annum
(based on 2016/17 activity levels) can be avoided from 2018/19. Further growth in
activity levels is expected between 2017/18 to 2020/21 which will drive the need to use
WLI capacity again. There will be future savings in overall WLI costs as ACAD allows for
15 more lists per month on the Heartlands site from summer 2020.

9. Additional Income and consumables costs
The additional income in this case is based on the additional sessions which will be
provided by each additional post funded within the business case, plus the additional
income from a planned skill-mix scheme (pay cost reduction already within scheme
2017/18) offset by the sessions currently provided by WLI (substantially all Scoping
sessions at the weekend) and by Agency locums (50% of their job plans are clinics and
50% scoping).
Once posts are recruited and the WLI and Agency locum capacity is removed, the
proposed workforce will generate a net increase in outpatient activity including telephone
consultations of 11 sessions and £250k income per annum.

10. Project set up costs
The additional equipment, desks and chairs required by the new workforce is estimated
at £10k for central funding. A further £50k capital funding contingency is required
pending the development of the relocation plan for ‘non scoping’ specialties from the
Good Hope Endoscopy Unit.

11. Project Timescales
Appropriate timescales will be agreed for the return of the sessions in the GHH
endoscopy unit that are currently used by different Directorates for day-case procedures,
not requiring endoscopy. The timescales will be set to ensure patient safety and minimal
service disruptions.
In the event of difficulty in recruitment of Gastroenterology consultants, international
recruitment will also be considered.

12. Recommendations
It is recommended that The Board of Directors consider and approve:








Full utilisation of GHH Endoscopy suite (repatriation of non-endoscopic specialties)
Additional established posts in Gastroenterology: 5* consultants, 2* Band 8a ACP,
1.5* Band 6 IBD CNS, 13.6* WTE Endoscopy nursing staff in GHH, 3* Band 3
endoscopy secretarial staff. Funding required £1,195k.
Consumables, Medical Staff Education and Histopathology £99k
11.4 ABC nursing and administrative staff to support 20 additional outpatient clinic
sessions per week. Funding required £211k.
Total central funding £1,505k recurrently
Total Non-recurrent central funding £50k for Medical Records to 2020/21
Capital contingency £50k to repatriate ‘non scoping’ specialities at GHH
Initial capital set up costs of equipment and furniture £10k
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1. Proposed Replacement Post Details
Title
REPLACEMENT OF 2 CONSULTANT ANAESTHETISTS
Current / former post- 1 WTE

PAs:

holder PA’s

Post 1 (Critical Care)

11 (including 2.5 SPA)

Post 2 (Anaesthetics)

10 (including 2.0 SPA)

Total DCC = 8.5 + 8.0 = 16.5

Total 21 Sessions

Post 1

28/02/2018

Post 2

09/03/2018

Leave Date:

New Post Pas

DCC:

SPA:

OTHER:

Total:

Post 1 – 8.5

1.5

0

10

Post 2 – 8.5

1.5

0

10

Other Consultant

1.0

1

Total DCC 17.0

Post(s)

Former

Proposed

Total 21

Replacement

post(s)fully Y

funded
Basic*
£219k (includes
on-call supp +
Additional
Programmed
activity)

Local CEA

£24k

£188k (includes Med Sec/office/IT funded Y
on-call supp)

& in place

+ £6k Additional
Programmed
Activity (1 SPA to
be reallocated)
Nil

Run rate Impact

£0k pa
reduction

Nat’l CEA

Temp cost avoided
Nil

Nil

£388k pa.
(Avoids
+£150k)

Oncosts
Total

£47k

£44k

£290k

£238k

Training costs pa
Job

plan

College

agreed

£2k
by Y

2. Proposal
Key reasons for replacing post.

These replacement posts are essential to the delivery of
Anaesthetic Services. The current post holders have
handed in their resignations with the intention to retire at
the end of February 2018 and start of March 2018
respectively. There is currently an advert for 2 Consultant
Anaesthetists who are due to retire before the end of
2017.

Current rota and implications

Currently required for substantive funded Anaesthetics
sessions in Theatres in 3 hospital sites. There is currently
no spare capacity in the existing staffing establishment to
cover clinical commitments in Anaesthetics across 3
hospital sites.

Trends in specialty activity
levels, activity mix demand and
income

Anaesthetics – The number of cases completed in
theatres sessions increased from 2015/16 to 2016/17
(Appendix 1). The demand in referrals to all surgical
specialties has increased throughout the first 3 months of
2017/18 which will have a subsequent demand on theatre
activity.
However overall theatre activity has been
impacted on by site bed capacity issues particularly on
the Good Hope site in later months and therefore is
currently reporting activity lower than demand.

Potential for improved theatre
utilisation/ skill mix / workforce
review/ CIP/ new ways of
working/ repatriation of SLAs /
job planning changes / R&D
activity review or pathway
change which could impact on
level of resource required

All of the current post holders are solely based at Good
Hope Hospital (GHH) and deliver Anaesthetics Sessions.
The posts will be changed to a cross site working post so
that they can be utilised at which ever site needs support.
This would be especially useful during peak leave
seasons where annualised flexible sessions could be
used to manage any potential rota gaps across all 3 sites.
This change has already been implemented for the
recent replacement consultant posts and will support job
planning changes in making more posts cross site
working posts.

Exit plan for replacement /
Disinvestment Strategy

It is unlikely that surgical demands will reduce in the near
future and thus an exit plan has not been considered at
this time. There are further retirements planned within this
service over the next 6 - 12 months. Some consultants
have stated their intention to retire but have yet to submit
their formal resignation letter.

Alternative Workforce model

The posts will need to be like for like given the demand
being faced in theatres across all three sites.

Outline of key responsibilities
current post holder (out of hours,
MDTs, SLAs, education leads)
Outline any proposed changes
to current duties and PAs

Includes theatre sessions and on-call commitments at
GHH only.
All the new posts will have an updated job plan which
includes working across all 3 hospital sites.
Post 1 – Consultant Anaesthetist:



The job plan will include; Elective Anaesthetic
DCC, On-calls in Theatres and 1.5 SPA.
The previous post holder had 2.5 SPA in their job
plan which included 1 PA for Additional
Programmed Activity within Anaesthetics. This 1
PA will be reallocated to another consultant within
the Anaesthetics establishment.

Post 2 – Consultant Anaesthetist:



The job plan will include; Elective Anaesthetic
DCC, On-calls in Theatres and 1.5 SPA.
The previous post holder had 2.0 SPA in their job
plan which included 0.5 PA duties within the
Anaesthetic Department. This 0.5 PA will be
reallocated to deliver clinical care resulting in 8.5
PAs of clinical activity in the new Job Plan.

Base and main place of working.

Main Base for these posts will be GHH but used across
all sites when deemed necessary.

Recruitment details. Likelihood,
preferred skills, route to advert
etc.
Current performance and access
performance

Recruitment of Consultant posts via Medical Recruitment
Team.
The Trust has achieved the 92% RTT target for the past
12 months. The Anaesthetics Directorate supports all
surgical specialties in delivering this KPI and has assisted
with the increased demand that has been faced by the
Trust.

If not fully funded state additional N/A
funding required and source
How does this align with
Divisional strategy

These posts play a vital role in ensuring that there is
strong clinical leadership in theatres at a senior medical
level.

Impact on Quality & Safety of
replacing this post

Continued delivery of a robust 5 day operating service,
enabling full theatre recycling and maximizing theatre
efficiency.
Continued delivery of a 7-day emergency operating and
on-call service in Main Theatres and Obstetrics Theatres
(on-call Anaesthetists)

Impact on finances of replacing
this post? Salaries, SLA income,
Cat A income

Fully funded post – there is a run rate reduction as the
replacement posts will be lower based on the mid-point
scale. The total cost of the replacement posts is £52k
lower of which £24k is CEA reduction. There is also a
0.50 DCC session gain.

Risks to recruitment costs /
timescales

The department has begun to scope for suitable
candidates to appoint to the Consultant Anaesthetists.
The department has also registered interest with Dr Clive
Ryder (Deputy Medical Director) to appoint Military
Consultants.

Interim cover and costs

The directorate has been notified of the resignations, we
hope that being able to start the recruitment process as
early as possible will prevent need for any further interim
cover.
These Anaesthetics gaps present a more immediate risk
to service delivery. The Anaesthetics Management team
have decided that where consultants have “flexible
sessions” within their job plan (i.e. they can work in any
theatre) they will be encouraged to work across which
ever site requires support. The team has started to
implement more Consultant Anaesthetists to work across
BHH and GHH in order to maintain service delivery at all
hospital sites.
It has been agreed that the on-call commitment at GHH
will be increased from 1 in 11 to 1 in 10 with PAs being
adjusted accordingly to reflect the increased activity whilst
new replacements are recruited. All these options shall be
put into place to reduce the need to recruit a locum
consultant. However, the directorate may need to use this
alternative should we receive more retirements in the
coming months.

Impact of not replacing this post
by recruitment or locum

The directorate would not be able to completely deliver
substantively funded Anaesthetic sessions across all 3
sites. This would lead to patients being potentially
cancelled for their emergency or elective procedures. It
would also have a direct effect on the Trust’s delivery of
RTT.

3. Consultant Workforce and Clinical Service

The Consultant posts contribute to existing Consultant workforce:


2 of 68 Consultant Anaesthetists across all 3 sites at HEFT.

All posts provide 8.5 PAs of Direct Clinic Contact in Anaesthetic Service delivery. The
Anaesthetics Directorate has been asked to support a number of other specialties through
approved Business Cases in surgical specialties which were added after last year’s job
planning negotiations. The directorate is currently undergoing a demand and capacity
review to establish whether any further growth in demand at HEFT can be sustained by the
current Consultant Establishment.

4. Implementation/Phasing

Milestone

Timescale for delivery

Monitoring mechanism

Divisional Board approval

November 2017

Monday Divisional Team
Meeting.

Operations Group approval to
advertise

November 2017

Operations Group Minutes

CEG approval to recruit

December 2017

CEG Minutes

Trust Board Approval

January 2017

Board Minutes

Advertise for consultants

Advertise for Consultant post
for recruitment in January
EVAS process
2018

Recruitment to post

TBC

Recruitment process

Consultant commences

TBC

Recruitment process

The Directorate was granted approval from Operations Group to progress the EVAS in
advance of the next Trust Board so as not to miss the opportunity to recruit staff into this
highly specialised area.

Appendix 1
The table below shows the number of cases completed since Apr-15 (Theatres activity) which has
involved Anaesthetic support.

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

2015/16 2016/17 2017/18
1988
1900
2242
2269
2031
2016
2199
2232
2099
2010
2256
2241

2188
2239
2387
2241
2220
2285
2183
2314
1996
1825
2058
2394

1916
2159
2241
2054
2188
1908
2129
2105

Total

25483

26330

16700

YTD (Apr – Nov)

16877

18057

16700
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1. Proposed Replacement Post Details
Title

Consultant Radiologist

Ref: 33992

Current/former

1. GMC ref (3469329)

7.71PAs (5.96DCC, 1.25SPA, 0.5 Oncall)

Postholder (s)

2. GMC ref (2813848)

11.39PAs (9.64DCC, 1.75SSPA)

3. GMC ref

10PAs (8DCC, 1.5SPA, 0.5 Oncall)

(unknown)
4. GMC ref

10.9PAs (8.9DCC, 1.5SPA, 0.5 Oncall)

(unknown)
Reason for Leaving

Total PAs: [40]

1. Moved organisation

Leave Date:

2. Retirement

One consultant retired in September 2017,

3. Moved organisation

two Consultants left the organization in the

4. Moved organisation

summer, the fourth consultant left the Trust
in 2016 (delay due to initial failed
recruitment)

New Post PAs

DCC: [8.5]

SPA:

OTH: [0]

Total: [10]

[1.5]

Post(s)

Former

Proposed

Replacement post(s)fully funded

Y

Basic*

£383,044

£383,044

Med Sec/office/IT funded & in place

Y

£0

TBC

Run rate Impact

£259,406

Local CEA

reduction
Nat’l CEA

£0

TBC

Temp cost avoided (agency/ locum)

£749,579

Oncosts

£103,129

£103,129

Training costs pa

£4,000

£486,173

£486,173

Job plan agreed by College

N

Total

Pending

2. Proposal
Key reasons for replacing post.
If currently being covered, how and
at what monthly cost.

The national picture is one of a significant shortfall in
Consultant Radiologists (in excess of 600 in the UK) this is
reflected in the Directorate vacancy factor. The Directorate
is funded for 32.90WTE, established at 27.90WTE and a
vacancy factor of 5.00WTE. 1 EVAS (33715) has already
been approved for 1.00WTE.
The consequence of this workforce gap is a significant
shortfall in capacity in the delivery of both interventional
radiology services and diagnostic reporting.
This has a direct effect on the ability of the Trust to deliver
a viable service for 24/7 clinical interventions and on the
national diagnostic waiting time targets as well as
impacting access target for 18 weeks RTT and Cancer. It is
essential for the on-going viability of the imaging service
These replacement posts are essential to the delivery of
the imaging service delivered currently by 28 Consultants.
Vacancies related to these specific posts are currently
being covered by premium rate fixed term Locum
Consultants at a cost of £749,579 per year. The directorate
is currently spending an average of £59k per month on WLI
payments.

Current rota and implications

Current on-call rota is 1 in 20 week days and 1 in 10 on
weekends. Recruitment will support working towards 7-day
services. Vacancies impact report turnaround times,
access to interventions and increase the requirement for
out-sourcing.

Trends in specialty activity levels,
activity mix demand and income

In March 2017 it was reported that demand across imaging
services had increased as follows:
 CT 8.9%
 MRI 10.1%
 Plain Film 2.5%
 Ultrasound 2.2%
Please see Appendix 2 and 3 for further information.
In 2016/17 imaging completed in excess of 572,775
examinations.

Potential for improved theatre

utilisation/ skill mix / workforce
review/ CIP/ new ways of working/

repatriation of SLAs / job planning
changes / R&D activity review or

pathway change which could
impact on level of resource required

Reduction in out-sourcing and WLIs
Support training of advanced practitioners
Income generation by introducing interventional
procedures completed by MSK radiologists



Support and improve access for biopsies and
drainages



Support R&D activities



Skill mix at sub-specialty level



Potential to innovate patient pathways



Case for Change strategy supports interventional
radiology recruitment



Work towards 7-day services



Potential to step down UHB Interventional Radiology
On-Call support

Exit plan for replacement

It is unlikely that imaging demand will reduce in the near
future and thus an exit plan has not been considered at this
time. There are no further retirements or exits planned.
The workforce plan is under review and suggests an
increase in funded establishment across all staff groups
within imaging. For Consultant Radiologists this is
evidence based to be 11.00WTE.

Outline of key responsibilities
current post holder (out of hours,
MDTs, SLAs, education leads)










Defined as Practitioner under IR(ME)R 2000 Procedure
2
Clinical evaluation / reporting / Interventions
MDTs
On-call
Teaching & Training
Research & Development
Team working with other clinical specialties i.e. Prostate
US, endoscopy US
To offer a timely service to all patient categories and
facilitate cross cover for all procedures undertaken

Outline any proposed changes to
current duties and PAs

Working towards 7-day services and extended days 08:00
– 20:00.

Base and main place of working.

Cross site working and will be dependent upon specialty.

Recruitment details. Likelihood,
preferred skills, route to advert etc.

Recruitment of Consultant posts via Medical Recruitment
Team. Three candidates have shown interest in working
for us (Breast/Urology/ENT/General/IR). (Five locums
currently in post to cover existing vacancies). Advertise on
NHS Jobs.

Current performance and access
performance

Diagnostics within imaging has achieved consistently since
February 2016, difficulty in maintaining reporting TATs.
August 2017 RTT 95.56% (RTT delivered since July 2017).
Support Trust wide Cancer targets.

If not fully funded state additional
funding required and source

4.00WTE are funded through existing establishment.

How does this align with Divisional
strategy

These posts align with the recruitment and retention
strategy supporting on-going development of imaging at
HEFT. As a clinical support service imaging support
patient diagnostics, treatment and flow across Divisions 1

to 5.

Impact on Quality & Safety of
replacing this post









Impact on finances of replacing this
post? Salaries, SLA income, Cat A
income

Continued delivery of Cancer, Diagnostics and RTT
targets.
Working towards 7-day services to improve access to
imaging.
Reduce out-sourcing
Supporting a reduction in length of stay for in-patients
in line with trust strategy.
To retain clinical expertise as a leading tertiary referral
centre in the delivery of complex specialist imaging.
Support being available for Advanced Practitioners.
Build sustainability in the delivery of biopsies and
drainages.

Run rate savings would be £259,406, based on replacing
the current agency locum medics with substantive posts.
No changes to SLA or Cat A Income proposed.
Contribute to financial recovery of the Directorate.

Risks to recruitment costs /
timescales

Early advert essential to secure suitable candidates in this
highly specialised area. Consultant Radiologists are
detailed on the National Shortage Occupations List.

Interim cover and costs

The Locums currently in place covering these posts are
 K Hussein
 W Beck
 D Fotopoulos
 M Siafakas
costing £749,579 to retain service continuity pending
recruitment.

Impact of not replacing this post by
recruitment or locum

The service will not be able to maintain safe and high
quality imaging services. Impact on report turnaround
times. Continue to increase the level of out-sourcing.
There will be insufficient Consultants to staff the on call rota
and a risk to supporting peripheral sites.

3. Consultant Workforce and Clinical Service
Imaging is an essential component of a patient pathway for all activity within HEFT. Every specialty
refers patients to the Directorate utilising different imaging modalities to determine the diagnostic
information required. It is essential from highlighting the cause of an emergency clinical condition to
determining the correct placement of metal work in theatres. The radiologists are also highly trained
in interventional procedures under imaging control ensuing >90% accuracy of biopsy samples as well
as using a variety of techniques to aid pain relief.
The Consultant body in Imaging also offer ‘troubleshooting’ service to facilitate any urgent additional
workload e.g. ultrasound examination on ITU, report for ward or opinion on external image(s), cover
for annual leave, study lead or sickness. There is a Consultant scheduled for every session. There is
also a named Consultant for on-call each day to report on any emergency out-of-hours imaging or
undertake urgent examinations / interventions out-of-hours.

Recent/future workforce changes: Two Interventional Radiology Consultants have been appointed
with one starting in November 2017 and another in April 2018.

4. Implementation/Phasing
Milestone

Timescale for delivery

Monitoring mechanism

Divisional Board approval

November 2017

Monday Divisional Team
Meeting.

Operations Group approval to
advertise

December 2017

Operations Group

CEG approval to recruit

January 2017

CEG Minutes

Trust Board

January 2017

Board Minutes

Advertise for consultants

Advertise for Consultant for
recruitment in Q4 2017/18

EVAS process

Recruitment to post

TBC

Recruitment process

TBC

Recruitment process

Consultant post commences

The Directorate requests approval from the Operations Group to, by exception, progress the EVAS in
advance of the December 2017 Chief Executives Group so as not to miss the opportunity to recruit newly
qualified staff into this highly specialised area.

Appendix 1 Specialty Activity and Income

15/16

16/17

Activity

Actual

Plan

Actual

Plan

Block / Manual
Day Case
Direct Referrals
Elective Bed Days
Elective Spells
Emergency Spells
Outpatients
Unbundled HRGs

131
1,466
94,805
79
2
8,468
61,962

242
94,997
27
8,686
57,697

152
2,320
98,960
53
119
1
8,562
65,383

130
1,658
96,252
8
211
1
6,858
61,178

15/16

16/17

Income (£000)

Actual

Plan

Actual

Block / Manual
Day Case
Direct Referrals
Elective Bed Days
Elective Spells
Emergency Spells
Outpatients
Unbundled HRGs

£76
£0
£4,495
£5
£155
£6
£1,401
£5,866
£12,003

£158
£1,616
£4,189
£0
£61
£0
£1,528
£5,355
£12,907

-£3,819
£4,481
£4,953
£11
£239
£0
£1,430
£6,634
£13,930

Actual
YTD M7
57
1,571
58,193
44
137
1
4,857
39,274

17/18
Plan YTD M7
Annual
(Seasonally
Plan
Phased)
100
171
1,374
2,346
58,635 100,074
26
44
70
120
1
1
4,933
8,422
38,987
66,570

17/18
Plan YTD M7
Actual
Annual
Plan
(Seasonally
YTD M7
Plan
Phased)
£134
-£231
-£216
-£370
£3,614 £1,590
£1,395
£2,382
£4,767 £2,685
£2,673
£4,562
£2
£10
£6
£10
£405
£295
£142
£242
£4
£2
£0
£0
£1,210
£822
£829
£1,416
£6,141 £3,634
£3,559
£6,077
£16,275 £8,807
£8,388
£14,319

Appendix 2: Growth in Cross Sectional Activity (April 2015 – October 2017)
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