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Chief Executive’s Report

Welcome to the 37" Annual Clinical Report for this organisation. | have been Chief Executive of the Trust for
a little over a year at the time of writing and it is with great pleasure that I introduce this clinical report.

In my forward for the 36" report | noted that the report was a fine example of the organisation’s commitment to provide
information about the clinical services we offer, highlighting our achievements but also the challenges faced by our
teams. This is a theme that runs throughout our culture, processes and public reporting whereby we want to be
honest, open and transparent about our work and areas where we strive to improve upon.

In the year that has East the Trust has once again reported no MRSA bacteraemias or Clostridium Difficile infections.
This is the 7" and 6" year respectively this has been achieved and reflects the hard work of clinical and non-clinical
teams alike. The Care Quality Commission also carried out unannounced visits to check our compliance against the
Hygiene Code and gave us a clean bill of health. We have again achieved an excellent rating for hospital cleanliness
and food having been assessed by the national Patient Environment Action Team. We also received very good
feedback through the national inpatient survey that both improved upon our ratings from the 2008 survey and placed
the organisation in the top 20% of Trusts for 80% of the questions asked. Whilst we are proud of this record we are
exploring more ways to receive feedback from our patients and to use this information to shape our services.

In 2009/10 the organisation continued to achieve the 18 week referral to treatment target despite rising referral rates
thanks again to the commitment of our teams. During the year, we received our Annual Health Check results from the
Care Quality Commission with a rating of ‘good’ for the quality of our services and ‘excellent’ for use of resources. The
report contains a record of the teaching and research commitments and achievements which under scores a key role
that as a specialist Trust we play. | would like to recognise work and dedication of a whole of staff that can go
unnoticed but is nevertheless hugely important for the future in terms of a skilled workforce and medical/clinical
advancements.

In terms of specific developments, work was completed on our brand new £7 million Neonatal Unit which has brought
state of the art facilities for the care of premature babies, parents and our dedicated clinical team. We have also
completed work on our mortuary facility improving clinical areas and facilities for bereaved parents.

Our plan for the year ahead will be to build upon our achievements in 2009/10 and our strategic goals. These goals
are to:-

Continue to provide services which offer high quality access and care to our local population

Further develop as a lead provider of specialist care

Continuously improve the efficiency of our organisation to make the best use of resources

Build upon and enhance the positive patient experience

Build upon and strengthen our excellent reputation as a teaching hospital with a focus on research and
development

In the year 2010/11 we will be exploring a number of developments including a scheme to introduce an induction of
labour suite and improved triage and day assessment facilities and an ambulatory care facility for gynaecology
referrals.

The future is clearly going to be challenging as the financial constraints on public sector spending unfold, however, |
genuinely feel that the organisation starts from a very firm base from which to make even greater improvements to the
services we offer, cementing our position as a leading specialist provider and an important service to the populations
we serve.

| would like to take this opportunity to thank teams across the organisation without whom the successes and
achievements highlighted in this Clinical Report would clearly not have been possible. These successes demonstrate
the dedication and excellence from individuals and teams that takes place within the organisation every single day. |
am very proud to be leading such an organisation that makes such a huge difference to the people we provide
services to.

Steve Peak
Chief Executive



Foreword

Peter Thompson, Medical Director and
Jane Owen, Director of Nursing, Midwifery, Infection Prevention& Control and Operations

This last year has once more seen an increase in the complexity of cases managed in all areas of the Trust. This
workload has been performed against a backdrop of improved efficiency with many "lean" projects being successfully
introduced, with particular good examples being seen in pathology turnaround times. This has, in general, led to
improved quality, which has been reported in our second year's Trust Quality Accounts. The Board has signed up to
specific Quality Targets, and once again we have worked with the PCT to achieve our Commissioning for Quality and
Innovation targets - CQUIN’s.

We have now worked together for over a decade and throughout that time have seen our Trust evolve from its
previous position of strength to one of even greater success, with future exciting developments already underway,
including the opening of a new neonatal unit.

We have achieved high performance levels in external assessments and reviews, including;

e Patient Environment Action Team (PEAT) inspection
¢ Clinical Pathology Accreditation (CPA) visits
e Newborn Network assessment

The Women’s Foundation Trust is proud to be a specialist organisation providing an exceptional service to patients
and their families across the West Midlands and beyond. However being special is not just about the services we
provide; the continued success of the Women’s is a reflection of the people that work, visit and are treated here.
Although we are rightly proud of all the achievements this year, it is the dedicated staff of the hospital who, strive to
provide our patients with the best possible care that give us the greatest satisfaction.

We both feel proud and honoured to work amongst a group of individuals working towards this common goal.



Clinical Governance

Mailcolm Bowcock
Clinical Governance Manager

As Clinical governance approaches the end of its first teenage year, it might be worth recalling that it was described by
Prof Aiden Halligan, the national Director of Clinical Governance and external assessor of this report in 2000 as a 20
year journey for the NHS. It's resilience against a backdrop of constant change in the NHS has surprised some but
here at the Women'’s, after some early teething problems, its provision of a system for providing safe, high quality
woman centred care is fully embraced. The Department of Health 1997 definition, “a framework through which NHS
organisations are accountable for continuously improving the quality of their services and safeguarding high standards
of care by creating an environment in which excellence in clinical care will flourish”, is still (re-)introduced to all new
staff at their induction along explanations of how numerous groups and individuals across the Trust work together with
patients to keep our framework robust and evolving.

At heart Clinical governance is about Improvement, something we all aspire to. Improvement is a continuing theme
throughout this report, each section providing practical examples of clinical governance in action.

The clinical governance team has led, guided and contributed in a number of ways over the year:

Datix, our risk management tool has been improved and become accepted by its users, resulting in a steady increase
in the number of incidents reported and a healthy increase in the number of risks identified and managed on the risk
register. Over the year we started to shift beyond what we are putting into the database to focus on what we can get
out of it.

The implementation of an Intranet and a document management system allows us to manage policies and guidelines
more efficiently, a necessity not only for those using the policies but also to respond to the increasingly stringent
demands of our numerous external assessors.

In May and November all Trusts were required to self assess against the Healthcare Commission’s Standards for
Better Health. These and the Annual Health Check were replaced by the Care Quality Commission’s new regulations.
This required further compliance assessment in close dialogue with the CQC prior to the Trust’s registration without
conditions. It involved a shift in focus from the process oriented Standards for Better Health to the more outcome
(particularly patient-reported) focused regulations.

For NHSLA Acute and Maternity standards the Trust was at level 2. Considerable work, involving updating of many
policies and preparation for informal assessments went into preparing for re-assessment next year against the new
sets of increasingly rigorous standards.

The clinical governance committee (CGC) played its established coordinating and scrutiny role for clinical governance
in partnership with its younger, non-clinical sibling, the Organisational Risk and Assurance Group. Over the year the
CGC received over 100 pieces of external guidance on behalf of the Trust, not only from the obvious providers e.g.
NICE, National Confidential Enquiries, NPSA, Safeguarding Board etc. but also from 18 other external sources. The
CGC monitored quality and safety across the directorates via the quarterly quality indicator (QQI) reports which are
summarised in the directorate sections to follow.

This was another active year for clinical audit. Over 100 audits were completed in the year. Major Maternity audits in
Induction of Labour and Triage services (Funded by the Local Supervisory Authority) were completed. Audit
workshops were resumed and well received. Credit is due to the Audit Co-ordinators in the directorates for the support
they provided:

Area covered Audit Co-ordinators

Maternity Services Mr Bill Martin, Paula Clarke
Gynaecology Mr Matthew Parsons, Jacky Cotton
Neonatology Dr Imogen Morgan

Clinical Genetics Dr Carole McKeown, Nigel Coles
Clinical Support Nigel Coles, Christine Roycroft

Good progress was made with development of new Integrated Care Pathways (ICP) across the Trust, including
Urogynaecology, Uterine Artery Embolisation for Fibroids, Supportive Care (Pan-Birmingham Palliative Care Network),
Neonatal Palliative Care Pathway, Stillborn / Bereavement ICPs. Further improvements were made to the Normal
Birth, Elective Caesarean Section, and Post Natal Care ICPs. Pathways made significant contributions to directorate
audit programmes.
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Clinical Governance

There were two Care Quality Commission national patient surveys in the year. The outpatients survey demonstrated a
number of opportunities for improvement and the inpatient survey continued a long run in which the Trust has
maintained its top 10% performance. The surveys are described in more detail in the Gynaecology section.

HEALTH INFORMATION CENTRE
Helen Oxton, Health Improvement Specialist

The Health Information Centre provides access to health information, education and support for patients, staff and
visitors to enable informed choice on health issues.

A wide range of enquiries were received, an average of 73 a week, including information on specific conditions,
healthier lifestyles — diet and exercise, specialist services within the hospital, referrals to local agencies e.g. benefits,
sexual health, domestic violence, drug and alcohol support. Health Awareness Displays in the hospital included
Breast Feeding, Child Safety, Sexual Health, Change 4 Life, Stress, Osteoporosis, Breast and Cervical Cancer,
Smoking and Alcohol, Infection Control.

Visits to the community to promote healthier lifestyles, services the hospital provides and careers within the NHS,
included City and South Birmingham Colleges, the Community Integration Project, Children’s Centres, a Sahili
Women’s Group and International Women’s Day events organised by Local Involvement Networks and Ashiana
Housing. We were also present at the Baby Show Event at the National Exhibition Centre.

The Patient Information Group meets quarterly to ensure patient information meets the required national standards.
Patient Information User representatives and User Group representatives were involved in reviewing patient
information leaflets.

Improving Working Lives - The Staff Health Suite provides Occupational Health, Staff Support, Fast Track Physio —
these are free of charge; Chiropody, Reflexology, Aromatherapy and Beauty Therapies — these are offered at reduced
rates. A Staff Health Fair was organised in September promoting these services as well as the leisure facilities
available at the Centre Club, Infection Control, flu vaccination, smoking cessation, diet, alcohol and men’s health.
Mini aromatherapy and reflexology sessions were also offered.

AUDIO PATIENT INFORMATION
Shubhnam Bilkhu, Project Manager, Patient Information Needs

The audio patient information service provides a library of audio tools to assist health professionals in delivering a
service that reaches all patients effectively. The tools have been produced primarily for patients who have difficulty in
understanding and communicating in English. They also cater for patients with visual impairments who may have
difficulties in accessing written information provided. The Trust has responsibility for ensuring that patients understand
why they are here and the procedures they will undergo, in order to make informed choices and consent decisions.
The tools are designed to reinforce information given to them by health professionals and not to replace one to one
advice.

This year’s activity included a script update of four audio cassettes and now these are available as CD’s. All the
information available in audio format is now provided as CD format. It is planned for this information to be made
available to patients via the Trust website during the following year. CD’s are available on the following areas:

® The labour process ® Major operations
® Minor operations ® Hysterectomy

® Tests for your baby / Antenatal screening ® Genetics service
® The menopause ® Miscarriage.

They are produced in various languages including Arabic, Bengali, Gujarati, Mandarin, Punjabi, Somali and Urdu as
well as in English.

The year saw the development of our ninth CD and this is our first tool with two tracks. The CD is titled ‘Coming Into
Hospital’ and includes ‘Having a baby’ and ‘Having an operation’. The aim of the CD is to better inform the patient
about their time in hospital and what to expect during their stay as this can be a stressful and unsettling time for some
patients



Maternity Directorate

Tracey Johnston
Clinical Director Maternity Services

Overview

This has been a busy year for the Maternity Directorate, which has seen some significant changes. Cathy Garlick,
our Directorate General Manager for the past four years departed south for promotion, and we welcomed Nick
Reading as our new Directorate General Manager. We also said farewell to Harry Gee, Consultant Obstetrician, who
had been a familiar and much loved figure in the Trust for over twenty-five years. Nina Johns started with us in March
as his replacement and is also the Clinical Lead for Delivery Suite. Both Ellen Knox and Sam Pretlove have been
appointed as consultant obstetricians, who will take up post in the new financial year. To reach compliance with the
EWTD requirements of a 48 hour working week for medical staff, we appointed 4 new Trust grade doctors to the
middle grade tier, all of whom have two sessions per week to pursue extra training in a special interest area to try and
enable them to achieve a numbered training post in the future. The Trust was also successful in obtaining funding
from the Deanery to enable us to offer places to two extra doctors undertaking training in General Practice.

In 2009 -10 we saw 16 new community midwifery posts created and funded by the PCT to reduce community
caseloads to 1:110. Recruiting band 6 midwives to work in the community proved very challenging and to ensure
vacant post were not left unfilled the Directorate made a decision to over-recruit junior midwives to grow and develop
our own staff. From October 2010 we will see a large number of band 5 midwives move to band 6 positions as they
complete their preceptorship year.

Throughout next year we will be training midwife sonographers in readiness for the implementation of 1% Trimester
Screening which is planned for commencement in December 2010. We wish to thank the PCT for their support in this
development.

Activity

07-08 08-09 09-10
Hospital Registrable Births 7251 7183 7091
Home Births 94 105 80
Other delivery activity (SA, TOP, BBA) 98 100 112
Total delivery activity (excl. antenatal admissions) 7443 7388 7283
Bookings 7216 7279 | 7190
Numbers declined 285 622 554

Women who gave birth at BWH

07-08 08-09 09-10
Nullips 2346 2357 2284

Multips 4939 4866 4798
* data not available for small number of deliveries

Babies born at BWH

07-08 08-09 09-10

Singletons | 7162 7106 6975

Twins 291 257 280

Triplets 3 9 6
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Maternity Directorate

In terms of activity, it became apparent that although we were still booking women to the same capping level and had
declined 10% less women than the previous year (554 compared to 622), our number of deliveries for the year was
less than expected. It would appear than this is due in part to our success in achieving early booking of almost 90% of
our women by 12*® weeks gestation. However, this in turn can mean that because women are booking early in their
pregnancy (sometimes at 5 weeks), the likelihood of early stage miscarriages and drop-out from booking increases.
The Directorate is working hard to rectify this shortfall, and further reduce the number of women we decline for booking
at the Trust.

Improving Quality

The Directorate worked very closely with the commissioners in developing a Maternity Services Specification and
agreed as a key performance indicator (KPI) achievement of 80% of bookings before the 12" week of pregnancy,
which has been achieved. In 2010/11 there has been a 10% increase in the KPI and the target is set as 90%

As part of the National Contract for NHS Trusts, Schedule 3 of the contract (Performance Monitoring and Activity)
requires the monitoring of both national and locally agreed performance indicators.

This year a number of significant performance measures were introduced together with improvement being shown

against the previous year’s standards. In addition the Directorate’s “data completeness” was scored in a number of
key areas so as to ensure the accuracy of the data being collected going forwards.

A highlight of these KPlIs included:
e 75% women having a named midwife - achieved
e 75% continuity of carer by 2 midwives (target change from 2009/10) — not achieved
o Improved identification and referral of intrauterine growth restriction — not achieved but improvement on
2009/10
¢ Improving breastfeeding 2% year on year - achieved
o Referral of pregnant smokers to the Smoking Cessation Service in the PCT - achieved

Identification and referral of restricted growth has improved during this period however, more work is needed. The
Trust has supported the Community Growth Scans (CoGs) study where by midwives can refer directly to midwife
sonographers when a woman with a growth restricted pregnancy has been identified. The woman once risk assessed
may stay under the care of the midwife but following agreed clinical pathways. The study is due to commence in May
2010.

Smoking at delivery has remained high (12%) despite the use of carbon monoxide testing and referral to the Smoking
Cessation Service which is PCT led. In 2010/11 women will be automatically referred to the Team as part of the
antenatal booking process and women who decline the service will be encouraged to attend by their midwife and re-
referred. We hope that these interventions will help to reduce the number of women smoking during pregnancy and at
delivery.

Contract Performance Measures — “CQUINs”

The Trust undertook new performance management arrangements in 2009/10 with the PCT following new nationally
mandated incentives. The so named “CQUINs” (Commissioning for Quality and Innovation) which represented 0.5%
of the Trust’s contract value held with the PCT were developed in negotiation with the PCT commissioner and
individual Directorates. The two CQUINs which applied to the Maternity Directorate specifically this year were:

CQUINs

1. User Experience in Maternity Clinics:

Requirements:

Namely, to develop a patient satisfaction survey to monitor patient experience with maternity clinics; map the patient

journey and identify areas for improvement to deliver an improvement in the reported patient satisfaction when survey
is repeated in quarter 4.

11



Maternity Directorate

This included specific requirements throughout each quarter of the financial year:

= Submission of patient survey and baseline to commissioners
= Notification of priority areas for improvement
= Statement of compliance that the questionnaire has been undertaken
» Number of patients surveyed
» Reported response rate showing level of improvement.
Results:

This CQUIN was met with partial achievement. All aspects of the target were met successfully with the exception of
the required % improvement following the user survey and reported response rate. (12% Improvement seen, but not
the 20% increase required of the CQUIN).

2. Early Booking: Increase the percentage of patients seen within 12 weeks

Requirements:
This CQUIN was targeted at the early booking of pregnant women and an improvement in the uptake for hard to reach
groups in particular.

Specifically, this target CQUIN required an increase the percentage of patients seen within 12 weeks as defined by the
Vital Sign Target (VSBOG6) from hard to reach communities, using performance of community midwifery teams as a
proxy for measurement by ward, to ensure achievement of the Vital Signs target for early access to booking in all
wards with BWNFT catchments areas. Patients living in all 6 wards were measured - the 4 SBPCT and 2 in HoB PCT
(Sparkbrook and Sparkhill).

Results:
This CQUIN was successfully achieved in full with a performance of 87.7% which represented an increase in the
performance from the previous year at 86.8% (target: maintenance of average outturn from 08/09)

MIDWIFERY CARE
Jenny Henry, Head of Midwifery and Paula Clarke, Consultant Midwife

The Trust is responsible for providing midwifery care to women and their families living in South Birmingham and its
surrounding areas. It has been a busy year consolidating many of the national recommendations from the previous
year.

Good Performance Indicators

e Midwives continue to develop their scanning skills
Our community midwifery led scan service continues to expand which enable more women to receive their initial
dating scan close to their home. Midwives are also receiving additional training in first trimester ultrasound which
includes nuchal fold translucency testing (screening for Down’s syndrome).

Scanning remains a popular opportunity for midwives to further extend their role whilst improving choice and total care
for women.

¢ Acupuncture Service
We now have a midwife led acupuncture service available which has evaluated positively. An additional
midwife has just successfully completed the training and will become the second midwife able to provide the
service with the potential to extend the service.

12



Maternity Directorate

Community Activity

07-08 08-09 09-10
Antenatal Contacts 38778 40402 39495
Postnatal Contacts 23376 23886 23139

o Diabetic Specialist Midwife
In the new financial year, we aim to appoint a diabetic specialist midwife to enhance our well established
diabetic team. This recruitment will enable us to further improve our care pathway for diabetic women as well
as our population of women accessing our service with a raised BMI. This appointment will be in line with
national recommendations from NICE and CEMACE.

¢ Antenatal Clinic
We continue to strive to improve the care for women who receive antenatal care in hospital which remains an
on-going challenge due to the high activity. We have extended our service to provide a Saturday appointment
option for women and we continue to work closely with radiology

¢ Induction of Labour
Following a detailed Induction of Labour audit, we plan to change our drug of choice from Prostin to Propess in
the new financial year. Our aims will be to improve our induction of labour service for women.

o Website for Maternity Services
We have spent a significant amount of time with women, developing the trust website and enhancing the
information available about our services.

SPECIALIST MATERNAL MEDICINE
Dr TA Johnston, Consultant in Fetal Maternal Medicine

The philosophy of the Trust is to provide midwifery led care for all low risk women, who are booked under a midwife
and receive their care in the community. For those women from outside our catchment area, a core team of midwives
provide low risk midwifery care in the hospital clinics. Women with obstetric risk factors are seen in the consultant led
hospital based clinics. Over and above this, the hospital offers a comprehensive maternal medicine service, with joint
care from a range of physicians from neighbouring trusts. These clinics consist of:

Cardiology Clinic
This provides a regional tertiary service to women from across the region with either congenital or acquired cardiac
disease, and is provided by Dr Sarah Thorne, Consultant Cardiologist from UHB, and Mr Peter Thompson.

Diabetes clinic

The obstetric input into this service was taken over towards then end of the year by one of our newly appointed
consultants, Dr Nina Johns, who runs the service in conjunction with Dr Jonathan Webber and the diabetes team from
Selly Oak Hospital and the dietetic service. The service continues to expand with the rising numbers of Type 2 and
gestational diabetes in the local population, and there is work in progress to expand the service by appointing a
specialist diabetes midwife and develop an extra diabetes midwife / nurse led clinic to improve access and the patient
experience.

Drugs and Alcohol, Teenage Pregnancy, HIV

Mr Alex Pirie provides specialist antenatal care to these groups of women along with a team of specialist midwives.
These include Olive Robinson-Downer (Mental Health and Domestic Violence), Jo Mardell (Teenage Pregnancy) and
Heather Gray (Drugs, Smoking Cessation and Alcohol).

Endocrine Clinic

This clinic provides care to women with other endocrine disorders, including thyroid, adrenal and pituitary disease, and
is provided by Dr Shiao Chan, one of our clinical academics who has a research as well as a clinical interest in thyroid
disease in pregnancy.
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Epilepsy Clinic

Mr Alex Pirie, Dr Dougal McCorry, consultant neurologist from UHB, Dr Manny Bhagrey, Consultant Neuropsychiatrist
and epilepsy nurse specialists Lynn Greenhill and Marion O’Donnell provide a comprehensive service to pregnant
women with epilepsy.

Obstetric Haematology
Dr Will Lester, Consultant Haematologist and Pam Jordan, specialist midwife, provide a comprehensive service to
women with the spectrum of haematological disorders in pregnancy, as well as co-ordinating the anticoagulant service.

Obstetric Urology
Mr Matthew Parsons provides obstetric support to women with pre-existing urological disorders along with the
specialist physiotherapists in the Trust

Perinatal Mental Health
Professor Femi Oyebode, Consultant Psychiatrist and Ms Olive Downer, specialist midwife, provide a comprehensive
antenatal mental health service, and link with the Mother and Baby Unit at the Mental Health Trust.

Renal Clinic

A tertiary, regional clinic provided by Dr Graham Lipkin, consultant renal physician from UHB, and Mr Alex Pirie and Dr
Tracey Johnston, providing expert care to pregnant women with renal disease including transplants, as well as pre-
conceptual counselling.

Rheumatology Clinic

This clinic provides a region wide tertiary service for women with rheumatological disorders in pregnancy, including
SLE, rheumatoid arthritis and antiphospholipid syndrome. The service is provided by Professor Caroline Gordon,
Consultant Rheumatologist from UHB, Dr Tracey Johnston and Mr Alex Pirie.

ANTENATAL SCREENING
Alex Davidson, Antenatal Screening Coordinator

The Antenatal screening department manages the routine antenatal screening tests offered to all women in pregnancy
— screening for unusual types of haemoglobin (haemoglobinopathies), infectious diseases (HIV, hepatitis B, rubella
non-immunity and syphilis and Down’s syndrome and fetal anomaly.

Screening for haemoglobinopathies identifies those couples whose babies have a risk of inheriting a serious blood
disorder. By finding this out in early pregnancy, couples can find out more about the disorder, treatments, outcome and
options. The screening team work alongside the Birmingham Sickle cell and Thalassaemia centre and refer onwards
to the clinical genetics unit.

Screening for HIV, hepatitis B, rubella non-immunity and syphilis is recommended for every pregnant woman.
Identifying an infection in pregnancy enables early intervention, medication or treatment to improve the health of the
mother and the baby. All babies born to hepatitis B infected mothers were vaccinated within 24 hours of birth in line
with national policy. No babies born to women known to be HIV positive were found to have the infection and all
women found to have syphilis infection were appropriately treated; no cases of congenital infection were identified.
Women found not to be immune to German measles (rubella) are offered vaccination after they have given birth and
87% of these women were vaccinated before they left hospital.

All women are offered screening for Down’ syndrome in the form of the triple test and for other fetal abnormalities at
the 20 week scan. Around half of the women having their baby at Birmingham Women's Hospital choose to have
Down’s syndrome screening and those found to have an increased risk are given information about having a
diagnostic test. 42 % of women in this situation who booked for care in 2009-10, opted to have an amniocentesis and
1 of the 8 cases of Down’s syndrome diagnosed so far was identified this way.

Over the next year the screening department intends to participate in research looking at men’s involvement in genetic

screening, look at the patient’s experience of screening by way of a patient questionnaire, implement first trimester
screening for Down’s syndrome and revise the staff training programme to utilise on line ‘e-learning’ resources.
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Offered | Uptake [ Cases [ Offered | Uptake | Cases |OfferedUptake] Cases

07-08 07-08 | Detected | 08-09 08-09 | Detected | 09-10 | 09-10 |Detected

(%) (%) 07-08 (%) (%) 08-09 (%) | (%) | 09-10
Downs Syndrome 100 50.4 6 100 47 3 100 47 2
Hepatitis B 100 99.8 28 100 99.8 45 100 | 99.86 34
HIV 100 98.9 15 100 99.3 12 100 | 99.70 6
Syphilis 100 99.7 16 100 99.7 13 100 | 99.85 23
Rubella Immunity 100 100 201 100 100 232 100 100 262
Haemaglobinopathies 100 96.4 173 100 96.6 283 100 |99.91( 304
Rhesus Factor & 100 100 N/A 100 100 N/A 100 100 N/A
FBC

FETAL MEDICINE CENTRE
Professor Mark Kilby — Clinical Co-ordinator for Fetal Medicine
and Veronica Donovan — Midwife Specialist

The Fetal Medicine Centre continues to offer local, Regional and supra-regional service for prenatal diagnosis and
fetal therapy, as well as pre-pregnancy and pregnancy loss clinics. The successful delivery of the service to patients
both in South Birmingham and from other Primary Care Trusts is a credit to the hard work of our multidisciplinary team
and its interaction with affiliated teams in neonatal paediatrics, surgery, cardiology and genetics.

In addition, the Centre continues to work with the Newborn Networks to deliver a ‘seamless’ service. Clinical
governance is provided within the framework of the Foundation Trust and CQUIN returns, including a detailed report
outlining fetal and perinatal outcomes is provided to the West Midlands Specialist Commissioning Team.

Service developments and achievements in 2009-10 have included an increase in the number of consultant led Fetal
Cardiology sessions from 2 to 3, implementation of weekly multidisciplinary clinical case review meetings and the
management of the training programme for nuchal translucency to support the implementation of 1% trimester
screening at the Trust. We continue to train junior staff in Maternal / Fetal Medicine and this year have completed
RCOG accredited training for two trainees (both appointed as Consultants) and initiated training in two others (one
part-time). We have two visiting internal fellows.

Activity

There were 6640 Fetal Medicine examinations performed in 2009-2010 a slight decrease on the previous year. There
were also 951 attendances to the pre-pregnancy counselling / loss clinics which equate to 496 patients. Activity is
shown in Tables 1-3.

Activity (examinations)
07-08 08-09 09-10
West Midlands PCT 5963 6162 6161
Other region PCT 458 575 479
Total 6421 6737 6640
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Procedures 07-08 08-09 09-10
Amniocentesis 332 301 264
Amniodrainage 13 12 6
CVS / placental biopsy 184 198 174
Fetal Blood Sample 41 55 32
Fetal Blood Transfusion 31 29 55
Selective Reduction 5 7 6
Late Termination of
Pregnancy 39 42 34
Drainage / shunt
Procedures 13 10 15
Fetoscopic laser ablation 25 50 51
Totals 683 704 637
Scans 07-08 08-09 09-10
Detailed scan 3349 3764 3878
Raised AFP Detailed 82 50 32
Detailed Rhesus scan 207 164 220
Cardiac Scan 1110 1196 1147
Totals 4748 5174 5277

MULTIPLE PREGNANCY
Ellen Knox, Consultant Obstetrician

Activity
140 women were delivered with twins and 2 with triplets. This is consistent with previous years. Both sets of triplets
were delivered at 34 weeks gestation, one by elective and one by emergency caesarean section. All were liveborn.

The outcome data for the twin gestations are provided in the tables below. Two hundred and eighteen twins (81%)
were delivered over 32 weeks. The average gestation was 35 weeks. The commonest mode of delivery was by
emergency Caesarean section (36%), followed by elective CS (21%) and by spontaneous vaginal delivery (20%)
and. In 3 cases (2%) the second twin was delivered by caesarean section when the first was a vaginal delivery. The
discordancy in birth weight shown below, but was less than 10% in half (50%), with marked discordancy (>40%) in
less than 4% of twin pregnancies.

There were 4 deaths in the twin group. All were ante-partum stillbirths, 2 at 24 weeks gestation (one at a pre viable
birth weight of 360g) and 2 at 28 weeks gestation.

Twin gestation at delivery
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DELIVERY SUITE/TRIAGE
Justine Jeffery, Clinical Manager, Delivery Suite

In 2009/2010 we saw a small decrease in the number of women who gave birth at BWH; however we continue to
provide high risk care to women and their families with complex maternal and fetal conditions.

The department layout has not changed during this financial year and still has eleven delivery rooms, a modern twin
theatre suite, a three bedded high dependency area, a two bedded bereavement suite and a triage department. It has
been identified that the department requires expansion and refurbishment to improve services across the Directorate.
It is proposed that the Triage Department and the Day Assessment Unit will merge and expand and an induction suite
and new recovery area will be developed in the existing space previously occupied by the old obstetric theatre suite.
Provisional plans have been approved and we look forward to the development of these plans throughout 2010.

The triage service continues to provide access to midwifery and medical management 24 hours per day. The results of
the triage audit have been presented to the Directorate, staff and the Local Supervising Authority (LSA). This audit was
funded by the LSA. There were a number of environmental issues that will be addressed following our refurbishment
and some minor improvements for example; a vending machine and water dispenser have been installed into the
waiting room. There were further recommendations made regarding documentation which have been addressed. An
action plan has been developed with short, medium and long term goals, which will be monitored by the Directorate
throughout 2010.

Plans to increase the number of theatre lists to perform the current volume of elective caesarean sections continue to
be developed and subsequent resource identified via the anaesthetic service level agreement.

The modernisation of the water birth facility began in autumn 2008. The room was officially opened in 2009 following
extensive manual handling risk assessments and a training plan for staff. Further guideline development will take place
and the use of the pool promoted.

Continuous electronic fetal monitoring is an integral part of the management of women with complex maternal and
fetal conditions. Traditionally monitoring has been performed using machines that attach to women via leads.
Following a successful trial of the telemetry system, the Directorate has purchased two new telemetry units for fetal
monitoring which will allow women to mobilise freely during labour and birth.

The Trust is preparing for an NHSLA assessment in 2011. Guideline development and audit have been completed with
the assistance of additional administrative resource. We look forward to our assessment in January 2011.

Onset of Labour

Type 07-08 08-09 09-10
% % %
Spontaneous 74 71 70
Induction 18 21 21
Elective Caesarean Section 8 8 9

Mode of Delivery

Type 07-08 08-09 09-10
% % %
Spontaneous Vaginal Delivery 65 62 59
Forceps 5 8 7
Ventouse 7 7 6
Breech 1 1 1
Elective Caesarean Section 8 8 9
Emergency Caesarean Section 14 15 16
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Planned Home Birth/Unplanned Births outside of Hospital

Type 07-08 08-09 09-10
Home Births* 94 105 80
Outside Hospital Births 28 23 24

HIGH DEPENDENCY UNIT
Lynn Davies, Lead Critical Care Midwife

The 3 bedded High Dependency Unit is one of the largest obstetric units in the UK and provides evidence based level
2 care to women who require more intensive monitoring and treatment. Specialised medical input from physicians,
surgeons and intensivists at Queen Elizabeth Hospital Birmingham compliment our existing multidisciplinary team
working ethos.

414 women were admitted to HDU between April 2009 and March 2010 (5.8% of all deliveries). 30% of these women
had invasive monitoring (arterial line, central line or both). The transfer rate for specialist care including level 3 critical
care was 1 per 1000 deliveries; the need for respiratory support being the most common reason for transfer. This year
has seen a reduction by almost 50% for transfers to Critical Care.

Obstetric haemorrhage continues to be the commonest reason for admission to HDU followed closely by the
hypertensive disorders of pregnancy. Among the non-obstetric causes for admission, maternal cardiac disease
remains the most common indicator for prolonged monitoring.

A Lead Critical Care Midwife continues to provide competency based training to midwives and is also responsible for
environmental monitoring within HDU. All Delivery Suite Core Midwives have attended the formal HDU study day.
Other midwives both within and outside of the trust will be invited to attend an Obstetric Critical Care Symposium for
Midwives commencing November 2010. Funding has been obtained to develop e-modules to enable us to deliver
enhanced information and training, thus complementing our current teaching programme to directly impact upon
practice and enhance patient care.

Education provision for student midwives at BCU is now established with regular lectures, practical scenarios and
facilitation of examinations.

Emergency drill scenarios /PROMPT/ MEWS training are ongoing and the development of a link with intensivists at
UHBFT regarding use of simulated training on SIM MAN is progressing well.

Clinical guidelines are reviewed and updated as necessary in line with external standards recommendations. Audits
results of HDU admissions, Critical Care admissions, obstetric haemorrhage, eclampsia and severe pre-eclampsia are
presented monthly to the Dashboard group with the aim to improve clinical care.

Indications for admission to HDU

08-09 09 -10
PPH 134 161
Hypertensive disorders 121 127
Cardiac 30 25
Others 120 101
Total 405 414
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MIDWIFE LED BIRTH CENTRE
Paula Clarke, Consultant Midwife, Fiona Heel, Birth Centre Manager and Community
Midwives

Our midwife led birth centre has been open for six years. Our well established unit remains one of the largest and most
successful birth centres in the UK. Since opening in February 2004, a total number of 4889 women have given birth
with us. Our aim remains to support 1200 women give birth per year on the birth centre

Activity

e  Our births remain on an upward trend and 1184 women gave birth on the birth centre which equates to 16% of
the total number of births in the trust.

e An additional 676 women received care on the birth centre but needed to transfer out for safety reasons. Our
transfer out rate remains static but similar to other ‘alongside’ birth centres nationally at 35%. When women
transfer, they have often received a significant number of hours care provided by birth centre midwives prior to
transfer. The 3 main reasons for transfer remain the same as in previous years (which includes postnatal
reasons): slow progress (25%); meconium liquor (19%) and abnormal fetal heart rate (16%).

Good Performance Indicators

Our figures show us that:

e Once a woman entered the birth centre and either gave birth or transferred out to the main delivery suite, she
had an:

82% chance of achieving a vaginal birth
12% chance of an Instrumental delivery
6% chance of a Caesarean Section

07-08 % 08-09 % 09-10 %
Birth Centre 1746 100 1826 100 1860 100
Admissions
Birth Centre 1039 62 1164 65 1184 64
Births
LSCS Rate 5.8 5 5.9
Transfers 707 40 662 36 676 36
Transfer
Reason:
Slow Progress 173 25 212 32 168 25
(1st or 2nd stage)
Meconium liquor 134 19 136 21 130 19
Abnormal fetal 68 10 94 14 108 16
heart rate
BC closed 21 3 7 1 4 1
Other 310 44 213 32 266 39
Total 707 100 662 100 676 100
Birth following
transfer:
Normal 395 56 320 48 339 50
Ventouse 116 16 115 17 91 13
Forceps 90 13 133 20 135 20
EM LSCS 102 14 93 14 110 16
Vaginal Breech 4 <1 1 <1 1 <1
LSCS Rate 5.8 5 5.9
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o Women using water for pain relief has increased by 10% this year (28 — 38%). The number of women who
gave birth in the pool has also increased from 10-15%.

e |tis worth noting that we accept additional groups of women not generally accepted nationally such as women
who require induction of labour for post dates..

¢ Minimal Closure of the birth centre remains our aim which has been maintained over this year.

We continually strive to improve upon:
The entry criteria and negotiate agreement for additional groups of women
Early transfers home to meet women’s needs
Demonstrate good standards of midwifery practice
Benchmark our figures nationally

INFANT FEEDING
Helena Stopes-Roe, Infant Feeding Co-ordinator

Overview

The Infant Feeding Team comprises 5 members with a WTE of 0.7 at band 7 and 0.6 at band 6. The remit is for the
Trust to achieve Baby Friendly Initiative (BFI) Status which will ensure that breast feeding is promoted and supported
across all clinical areas

Infant feeding training is mandatory at all clinical levels. 12 pairs of training days were delivered, giving a total
attendance of 96% of the midwives, midwifery assistants, neo-natal nurses and nursery nurses being trained. In
addition 82% of paediatricians and 50% of obstetricians received their training.

26 antenatal infant feeding workshops were delivered with an average attendance of 15 mothers per session with 6
special breastfeeding sessions for mums pregnant with twins

Action:
Continue delivering the BFI training programme and prepare for Stage 2 assessment in July 2010

Objectives for 2010/2011: Achieve Baby Friendly Stage 2 Assessment. When this has been achieved, work will begin
towards Baby Friendly Stage 3 Assessment.

Breastfeeding at Birth

%
07-08 65%
08-09 67%
09-10 65%
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CLINICAL RISK FOR DELIVERY SUITE
Coralie Rogers, Specialist Midwife Risk Management - Delivery Suite

This year has been the first full year of using DATIX" incident reporting system, and after an initial drop in the number
of forms being completed, submission rates have once started to increase again — becoming closer to the levels of the
old paper system.

A quarterly newsletter is produced for all Trust staff which provides an overview of the trends in reported within
maternity, these can be found on the Trust ‘U’ drive in a folder called ‘Maternity Clinical Reports’

The table below highlights those incident that have features in the ‘Top Ten’ over the year — the report also gives an
overview of what work is being done by the directorate in response to the information received from incident reporting.

The most commonly reported incidents 2010/11

Staffing

Delay in care / capacity

Communication/ documentation

IT/Lorenzo/CCL

Medication incidents

Failure to follow guideline / Take appropriate action

Staff injury

Admissions to the NNU

Sample errors

Equipment

Shoulder dystocia/third degree tears

Antenatal IUD

This year has seen an increase in incidents reported to the PCT as serious incidents (SUI) and have been investigated
using a Root Cause Analysis (RCA) tool. We believe this increase has partly been due to improved communication
regarding risk management between the Maternity and Neonatal Directorates. Many RCAs are now undertaken jointly,
and the recommendations are agreed, disseminated and monitored by both Directorates.

Changes as a result these RCA’s have included:-

e Streamlining of patient pathways through specialist clinics, and the appointment of a specialist midwife for
diabetes

o Further training sessions for assessment and monitoring of fundal height growth

¢ Midwives identified to train to undertake third trimester scanning — to improve rates of detection of intrauterine
growth restriction.

¢ Midwifery staffing increased to provide a further 16 hours of cover for Triage on weekends.

e Changes in the neonatal documentation for the initial and first day checks of newborn babies.

07-08 08-09 09-10
Shoulder Dystocia 61 61 72
Admission to NNU*
*all admissions from Delivery 754 749 954
Suite
Apgar <4 at 5 minutes 82 86 88
Unadjusted PMR /1000 12.5 12.6 8.4
Adjusted PMR /1000 8.2 5.8 6.5
07-08 08-09 09-10
3" Degree Tear 140 133 168
4™ Degree Tear 7 4 10
Massive PPH (>2 litres) 6 16 29
Peripartum hysterectomy. 13 13 11
Ruptured or inverted uterus
Maternal Death 1 1 0
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MATERNITY SERVICES PREGNANCY LOSSES
Bill Martin, Consultant Obstetrician and Karen Henson, Bereavement Services Manager

During April 2009 to March 2010 there were 7091 registrable births in BWNFT. From our catchment area of South
Birmingham there were 3988 births. There were 54 stillbirths of which 8 had a fetal abnormality. Twenty-eight were
from South Birmingham, and of these 6 had a fetal abnormality. The overall Stillbirth Rate (SBR) was 7.6/1000 births,
and when corrected for fetal abnormality and weight <500g was 5.3/1000 births. For the South Birmingham population
(the BWH standard patient) the SBR was 7/1000 births, corrected 5.5/1000 births.

As in previous years, intra-uterine growth restriction (IUGR) remains a major cause of stillbirth in our population. A
prospective audit was performed in this year, which demonstrated that using our current antenatal assessment
regimen more than half of cases of IUGR are missed. The Trust has developed new guidelines to improve consistency
of care provided. In addition we are participating in a research project, Community Outpatient Growth Surveillance
(COGS), to look at the use of ultrasound in patients designated as high risk of IUGR who would have previously not
warranted antenatal ultrasound assessment.

A prospective Clinical Stillbirth Audit is ongoing having commenced in January 2009 with the intention of developing a
data base and this will enable us to bench mark against similar units. Each case is reviewed in a multidisciplinary way
to establish the standard of care provided, note deficiencies and remedy them through presentation at the monthly
perinatal mortality meetings.

Stillbirths

Cause 07-08 08-09 09-10
Fetal anomaly 8
TOP >24 weeks 4 6 2
<500g 8
South PCT 34 27 28
Crude rate/1000 births 8.5 6.7 7.0
Adjusted rate/1000 births 7.2 5.5
Total 54 51 54
Crude rate/1000 births 7.2 6.9 7.6
Adjusted rate/1000 births 5.5 4.9 5.3

Late Fetal Losses

07-08 08-09 09-10

Late fetal losses

16 — 21+6 42 42 68
22 — 23+6 2 12 11
Total 44 54 79
Termination (TOP)

14+6 — 21+6 27 20 12
22 — 23+6 2 8 5
Total 29 28 17

Post mortem

08-09 09-10
Offered 51 54
Full 17 21
Limited 13 6
Declined 21 27
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CLINICAL EDUCATION, DELIVERY SUITE
Sue Smithson, Clinical Education Facilitator-Delivery Suite

Support to newly qualified band 5 midwives continues to be offered in the form of 2 weeks supernumerary linked with
an experienced midwife. There is also a 3 day induction programme for new midwives concentrating on delivery suite
issues run with the Practice Development Midwife. Support is also provided to other midwives who have been away
from the department for an extended period of time.

Participation in the PROMPT style emergency training with the Practice Development midwife continues and evaluates
well by the midwives attending.

Support is offered to midwives who need to gain confidence and proficiency in skills such as perineal suturing and
intravenous cannulation, this remains ongoing. In addition there have been several new pieces of equipment in clinical
use and training has been provided for midwives to ensure they are conversant in their use.

Close links have been maintained with the Consultant Midwife and Birth Centre Manager to promote a normality focus
on delivery suite. Midwives are encouraged to normalise the birth and birth setting as far as possible. Some delivery
suite midwives have agreed to help lead on this development. This work is ongoing and will increase during the next
year.

Links with BCU remain with participation in the OSClIs for student midwives and teaching in CTG interpretation and
high risk intrapartum care.

PRACTICE DEVELOPMENT
Wendy Burt, Practice Development Midwife

Practice Development provides and administers a broad range of training and development opportunities for midwives
and midwifery assistants.

Midwifery mandatory training continues to remains a high priority and we strive to maintain our overall good figures for
attendance. The Directorate will continue to maintain current training programmes for midwifery assistants and provide
placement support for newly qualified midwives, and qualified midwives who may require updating in a new area.

Practical Obstetric Multi-professional Training (PROMPT) has now been part of our multidisciplinary programme for 12
months and is consistently evaluating very well. The day mainly consists of practical applied skills in obstetric
emergencies, which enable the learning environment to be more realistic, as well as promoting team working and team
learning.

Within the Directorate we have also taken a more systematic approach to live emergency drills on Delivery Suite, and
in the coming year we will also undertake live drills in other clinical areas in the Trust.

The Directorate continues to provide legal training for midwives in conjunction with the Trust Solicitors Bevan Brittain -
this study day continues to prove invaluable and very popular.

Moving forward to 2010/11 we are currently updating our training programme for support staff and will continue to
provide support, educational opportunities and development for maternity service staff of all bands.

SUPERVISION OF MIDWIVES
Bernadette Earley, Contact Supervisor of Midwives

Supervision of midwives is a statutory function which is over seen by the Local Supervising Authority. There are
currently 21 Supervisors as we have just appointed three new supervisors. This results in a ratio of 1:17. We have
successfully recruited two midwives to begin the course in September 2010 in order to achieve the LSA standard of 1:
15.

We continue to review and update the strategy which we developed last year, in order that the profile of supervision
remains high within the trust and the women we care for. Supervisors have continued to strengthen the links with the
service users, the maternity services liaison committee (MSLC), the NCT Parent Education teachers and the home
birth group in order to improve communication, and hear the views of women in our care and inform them of our role
and support.
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INFECTION CONTROL
Jenny Henry Head of Midwifery

The Maternity Directorate lead for infection control sits with the Head of Midwifery and her senior team. Prevention of
infection and infection control is everyone’s responsibility. Within 2009-10 the Directorate continued to see some
improvements in the clinical environment both in maintenance and cleanliness of wards and departments.

Hand hygiene

08-09 09-10
Ward 1 79% 87%
Ward 3 94% 93%
Ward 4 Combined with ward 3 89.5%
Delivery Suite Data incomplete 76%

During 2009 -10 work has continued upgrading the bathroom and showers in the ward area’s and on delivery suite
which has had a positive impact on the woman’s experience consistently scoring high in patient satisfaction surveys.

The named infection control links now have dedicated time to fulfil this role which has improved the monthly hand
hygiene audits. However, more work is needed in raising awareness and improving practice to increase and maintain
the % on delivery suite.

More resources have been identified to increase the number of housekeeping hours on delivery suite, this has been
essential in maintaining cleanliness in a very busy department.

MRSA screening has been in place for 12 months for elective and high risk women. Cases identified have been
community acquired and treated appropriately. An audit undertaken this year has shown the prevalence to be very low
the Directorate is now reviewing the criteria to reduce the number of women who need to be screened.

Development and changes in practice

e Protected time for the infection control links
e Completion of replacement windows on delivery suite
e Completion of refurbishment of bathroom and toilets on the ward
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GYNAECOLOGY DIRECTORATE
Jacky Cotton, Head of Nursing / Philip Toozs-Hobson Clinical Director

Overview

The Directorate continued to provide both elective and emergency inpatient and out patient gynaecology services for
women. Community urogynaecology clinics introduced at the end of 08-09 were further developed at two local GP
practices.

Activity across the Directorate was based on meeting contract targets and ensuring 18 weeks referral to treatment
targets were met. The Directorate reviewed outpatient services to ensure sufficient capacity to meet a 7% increase in
referrals. This resulted in major changes to clinic structures in November 2009.

Compliance with cancer waiting time standards was achieved throughout the year.

Activity

The Directorate had another challenging year to ensure activity targets were achieved. The actual numbers of patients
seen are detailed in tables and graphs below.

Out Patient Activity

Category 2004-05 | 2005-06 2006-07 | 2007-08 2008-09 2009-10
Outpatients - 15,416 15,424 14,925 15,275 15,490 16,170
new
Outpatients — 22,885 26, 328 26,309 22,951 23,367| 25,379
follow-up
30000
25000
20000
15000 -
B Qutpatients - new
10000 - )
® Outpatients — follow-up
5000 -
0 -
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The target for 18 weeks referral to definitive treatment of 95% of non admitted patients was achieved. Performance as
of 31st March was 97%.

In Patient Activity

Category 2004-05 [2005-06 | 2006-07 |2007-08 |2008-09 [2009-10

Emergencies 1751 1757 1762 1694 1637 1613

Elective Inpatients 1911 2093 1876 1897 1735 1613

Elective Day-cases 1115 1598 1833 1994 2071 2027
2500

2000

1500
B Emergencies

M Elective InPatients

1000
1 Elective Day Cases

500

2004-05 2005-06 2006-07 2007-08 2008-09 2009-10

The target for 18 weeks referral to definitive treatment of 90% of admitted patients was also achieved. The
performance at 31st March was 95.8%.

Infection Control

Clinical managers implemented systems to provide assurance both internally and externally of high standards of
infection prevention and control. Several audits previously undertaken on a quarterly basis such as hand hygiene and
patient environment were undertaken monthly in line with the Trust Infection Control annual audit programme.
Monitoring of High Impact Interventions was commenced and further development is required.

No cases of clostridium difficile or MRSA bacteraemia were detected on the wards. MRSA screening of all emergency
patients was introduced in February 2010 in addition to screening of all elective patients.

Clinical Governance

National guidance including relevant NICE guidance, NPSA safety alerts and reports from external bodies such as
NCEOPD, RCOG were received into the Directorate, examined and implemented where appropriate. Action plans
were developed and monitored through the Gynaecology Clinical Improvement Group (CIG).

Patient Safety Indicators were identified relating to inadvertent bowel injury and unexpected returns to theatre. Weekly
reporting commenced on 7th January 2010.

Work was undertaken on implementing the WHO Safer Surgical Checklist. This was first introduced for specific
gynaecology elective surgical patients and by the end of March had been implemented across all consultants’ theatre
lists.

An NCEPOD study was commenced looking at Perioperative Care that required data submission from the Directorate
on all elective surgical cases during a defined time period.

The Gynaecology CIG continued to meet 6 weekly to address the increase in clinical governance work being

undertaken. All elements of clinical governance including the dissemination of clinical practice updates and guidelines
were discussed here.
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Clinical guidelines were drafted for Bowel Preparation and Patient Observations in response to NPSA alerts and
recommendations from the Productive Ward Initiative.

The Core Audit Programme was updated to reflect audits required for NHSLA assessments, Essence of Care,
compliance with clinical guidelines and other key clinical indicators.

Processes for managing electronic incident reports were implemented by training ward and departmental managers in
role of Local Incident Managers. The Head of Nursing and General Manager now act as Directorate Incident
Managers, maintaining an overview of all incidents occurring in the Directorate ensuring they are managed
appropriately.

There was a significant increase in the number of complaints received during the year but these continue to be of a
varied nature with no significant trends identified.

Outcomes and lessons from incidents and complaints were disseminated across the Directorate via Quarterly Quality
Indicators. An Annual Quality Indicator report is included at the end of this chapter.

ASSISTED CONCEPTION UNIT
Sue Avery, Director of ACU and Madhurima Rajkhowa, Consultant Gynaecologist

The Assisted Conception Unit provides a full range of Fertility Services from Ovulation Induction to Intracytoplasmic
sperm injection. In 2009/10 the unit carried out over 900 treatment cycles. Success rates are consistently at or above
the national average.

Activity

The Unit treats both NHS and self-funded patients and is planning to offer patients the option of private treatment in
the forthcoming year. Dedicated consultant delivered service with restructuring of delivery of care has been
implemented, with improved quality, safety and efficacy of service.

The clinical licence for pre-implantation genetic diagnosis has been granted and the first treatment cycles will
commence in September 2010.

IVF / ICSI Live birth rate 2008/9

Per treatment Per embryo
cycle transfer
National 36% 38%
Fertility Centre 36% 39%

Good Performance Indicators
As a result of the single embryo transfer policy, the multiple birth rate has been reduced from 28% to 13%, with no
impact on the overall pregnancy rates,

Birmingham Women’s Fertility Centre
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A review of the ovarian stimulation protocols has led to a significant reduction in both the number of abandoned cycles
and the number of cases of ovarian hyperstimulation.
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COLPOSCOPY

Amanda Sutton, Clinical Nurse Manager & Najum Qureshi, Clinical Lead for Colposcopy

Specialty/Service

The majority of women referred for Colposcopic assessment have abnormal cervical cytology, and referrals are triaged
by the clinical nurse specialists in line with National QA standards, and the NHS cervical screening programme
guidelines. The department also offers a specialist service for women with vulval conditions, and a nurse led cytology
clinic.

This has been a challenging year of change and development for the Colposcopy service. A major service review was
undertaken following recommendations from our three yearly Quality Assurance visit November 2008. This review was
carried out in conjunction with Pan Birmingham Cancer Network and has had positive results in terms of streamlining
certain aspects of service provision and optimising database utilisation. In order to achieve some of these initiatives a
new role of Colposcopy Coordinator/Admin Manager has been implemented from June 2009, and a new clinical lead,
Mr Qureshi came into post in October 2009.

Activity

New patient referrals 2037
High grade (including clinical indication urgent) 503
Low grade (including clinical indication non-urgent) 1533
Other 1
Total clinic attendances 4262

The referral rate has risen from last year as a result of a celebrity death and consequent screening awareness
campaign via media coverage, which gave rise to increased cytology screening take up nationally. The unit is the
largest Colposcopy service in the West Midlands region. Referral and attendance rates are shown in Figures 1-3
below.

Every patient was offered an appointment within QA recommendations.
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The treatment of choice for high grade pre-invasive disease is Diathermy Loop Excision of the Cervix and this year
442 loop procedures were performed in Outpatients and 138 in theatre.
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Figure 1 —Colposcopy Referral rate for past decade

Other Referral, 1
Inadequate, 14

Clinical indication Borderline changes, 242
NonUrgent, 561

O Inadequate

B Borderline changes

O Mild dyskaryosis

O High Grade referrals (includes clinical indication urgent)
B Clinical indication NonUrgent

O Other Referral

Figure 2 — Colposcopy referrals by type: low grade — high grade 09/10
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Figure 3 —Colposcopy Attendance Summary 2009-10.

Demand for the vulva service remains significant with 265 new referrals and 506 follow ups seen within the service. It
is planned to review capacity in 2010-11 to ensure full utilisation of Nurse vulvoscopy skills.
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Figure 4 — Graph of referral rates for the vulvoscopy service.
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Clinical Governance

Quarterly audits continue of Quality Assurance Standards in the form of KC65 reports. Unit data is benchmarked
across the region by the QA Reference Centre, and whilst over all our figures are acceptable, audit shows our non-
attendance (DNA) rate to be outside the 15% national standard for follow ups at 19.9% but within standard for new
referrals at 10.4% (please refer to Figure 4)

Waiting time for high grade referrals remains well within standards at 95%

The standard for patients receiving their histology results is 90% within 4 weeks and currently BWH figure is at 98.7%.
This is noted as a major achievement within the service due to a results management initiative instigated by the
service review, whereby all results are now managed by the Nurse Colposcopists.

Monthly multidisciplinary meetings are held to discuss complex cases requiring team discussion and management
planning, and approximately 180 cases are discussed in this forum annually.
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Figure 5 — Graph to show DNA numbers over past decade

Achievements
Service review completed looking at demand and capacity, clinic structure and provision of Colposcopy, and most of
the recommendations have been implemented. However the medical staffing review is still ongoing.

QA standard requires 90% of patients referred with a high grade abnormality to be seen within 4 weeks. In Quarter 4,
100% of such referrals were seen within 4 weeks and in fact, 57.8% of patients referred with a high grade abnormality
were actually seen within 2 weeks.

QA standard requires all patients referred with a low grade abnormality to be seen within 8 weeks. In Quarter 4, 99%

of such referrals were seen within 8 weeks and in fact, 52.3% of patients referred with a low grade abnormality were
actually seen within 4 weeks.
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EARLY PREGNANCY AND ACUTE GYNAECOLOGY ASSESSMENT
Mr Justin Clark Clinical Lead and Mrs Maureen Manion, Clinical Nurse Manager

The diagnosis and management of miscarriage, ectopic pregnancies and other common early pregnancy related
problems are managed within our EPAU which aims to provide a convenient, efficient and patient-centred service. The
service is primarily nurse-led utilizing explicit protocols. Acute gynaecological presentations are also managed within the
Unit and we have recently instigated a consultant-led, thrice weekly ‘urgent gynaecological clinics’ to offer rapid and
efficient assessment utilizing ultrasound scan of severe, but non-life threatening gynaecological conditions.

The Unit plays a key role in the training of our junior doctors and medical students in core competencies in gynaecology
and management of a wide range of acute early pregnancy and gynaecological problems.

Services

® Early pregnancy complications — Diagnosis (immediate ultrasound) and outpatient management including
surveillance and follow up of medically managed miscarriage and pregnancies of unknown location / ectopics
® Counselling and support for early pregnancy loss

® Management of acute and urgent gynaecological conditions

Activity
There have been 6812 attendances in the EPAU 2009-10 of which 3685 were new and 3127 follow up appointments.

Clinical Governance

e An established multi-disciplinary EPAU committee which meets bi-annually

e Prospective audit of clinical activity as a basis for assessing key areas of performance such as the impact of
changes in guidelines on specific clinical conditions and patient outcomes. Regular audits are provided in
miscarriage and ectopic pregnancy on an annual basis as part of the BWH clinical audit programme

GYNAECOLOGICAL CANCER SERVICES
Parveen Abedin, Unit Lead for Gynaecological Oncology, Miss Lisa Parton, Lead Cancer
Nurse/MacMillan CNS, Mrs Jane Bennett, Lead Cancer Manager

Services

The Gynaecology Oncology Service is dedicated to the care of women with suspected or confirmed malignancy by
providing a comprehensive range of services and developing new initiatives to ensure that the women receive the best
possible care within the network and national guidelines. The service underwent a Cancer Peer Review Self
Assessment in November 2009 and achieved a Self Assessment score of 97%.

Activity

Between April 2009 and March 2010, 835 urgent GP referrals were received and 386 high grade cervical smear referrals
were received via the National Screening Programme. The service also received 254 routine referrals.

118 new patients were diagnosed with cancer and 5 patients with recurrent cancer.

120 Diagnosed Cancers 2009-2010
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@ 2007-2008 42 13 23 10 1 16 105
m 2008-2009 44 24 23 3 1 5 9 109
0 2009/2010 55 37 11 6 0 9 5 123
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All Cancer Waiting Times Standards were met during 2009-10.

Miss Abedin was appointed as Lead Cancer Clinician for the Trust. Women with low grade cancers are operated on
here at the Gynaecology Oncology Unit. Women with suspected or diagnosed high grade malignancy are referred to
the Regional Cancer Centre at City Hospital in line with national guidance. Close working relationships with
colleagues within the multi-disciplinary team ensures a seamless service of care. The Multidisciplinary Team meetings
are attended by Miss Kavita Singh, Consultant Gynaecological Oncologist from the Cancer Centre.

Three Oncology clinics are held weekly supported by the Macmillan Nurse and Clinical Nurse Specialist, Ms Sue EIkin.
Additionally, two psychosexual counselling sessions are held. The CNS’s also provide a service to the Winfield Clinic
at University Hospital Birmingham for patients undergoing pelvic radiotherapy.

Service Development

® Phased implementation of a new nurse led Drop-in Clinic is planned providing rapid access for patients with low
grade cancers who have been discharged from clinic and have concerns or develop further symptoms.

® The Patient Satisfaction Survey 2009 identified the need to improve patients’ access to high quality information
regarding all aspects of their treatment trajectory. As recommended by the National Cancer Action Team, following
participation in the pilot, the National Patient Information Prescriptions Programme will be implemented. A baseline
audit has been undertaken and it is planned to initiate the programme as part of the third wave in 2011.

® Development of the Key Worker leaflet to address issues identified in the Patient Satisfaction Survey.

® Review and changes to administrative systems and the process for tertiary referrals has received positive
feedback from our Regional Cancer Centre

Summary of Clinical Governance
® The Gynaecology Oncology Team participate in the development of network guidelines and compiling data for
network audits.

® The Trust is represented on network groups for Specialist Palliative Care, Lead Cancer Managers, Lead Cancer
Nurse Group and the Steering Group for Holistic Needs Assessment. Miss Abedin was appointed as Deputy Chair of
the Gynaecology Network Site Specific Group in 2010.

PAEDIATRIC AND ADOLESCENT GYNAECOLOGY
Pallavi Latthe, Consultant Obstetrician and Gynaecologist

Introduction

The Paediatric and Adolescent Gynaecology Clinic is now in its 12" year and continues to meet the unique and special
needs of girls under 18 with a wide and fascinating range of chromosomal endocrinological and gynaecological
problems. The Disorders of Sexual Development clinic at the Children’s Hospital, which is attended by Consultant
paediatric surgeons, paediatric endocrinologists and clinical geneticists is unique, structured and meets every two
months at the Children’s Hospital with a multidisciplinary meeting held regularly beforehand where additional
cases/other topics are discussed.

Activity

Numbers of New Patients = 80
Numbers of Follow-ups = 80
No. of operations = 12

Achievements

Referral pathways have been developed from Birmingham Children’s Hospital which are running successfully.
Gynaecologist specialising in Paediatric Gynaecology provide advice to medical staff at BCH and do joint operations
on either site. A dedicated nurse specialist attends the specialist clinic to provide a more holistic care. We also have
the regional preceptorship in this area for interested trainees in the West Midlands. Miss Latthe has been voted to sit
on the national committee of Brit SPAG (2010-2013) and invited to lecture at national meetings in this area. The first
publication was accepted in PAG in recent years.

Plans for 2010/2011

® Development of more patient information leaflets

® Audit of satisfaction with our services

® Develop a transition clinic to be run regularly along with endocrinologists.
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MENOPAUSE SERVICE
Elaine Stephens, Specialist Nurse and Dr Jenny Williamson, Associate Specialist

Service
The menopause team consists of Dr Jenny Williamson, Associate Specialist and two specialist nurses, Elaine
Stephens and Maureen Bristow.
The team provides:
e Two clinics per week
e A helpline service that provides advice and support to patients and healthcare professionals.
e Animportant resource for General practitioners and valuable support to other gynaecology specialties.

Activity
In 2009-10, approximately 300 new referrals were seen.
Referrals for women requiring specialist management are regional and the majority of women seen within the clinic
require fall into the following categories:-
o Women who have specific medical problems or perceived contraindications to hormone therapy that require
specialist advice concerning the use of HRT.
e Women who have an early menopause or who have their ovaries surgically removed.
¢ Women who are having difficulty finding a suitable HRT preparation.

o Women with a family history or personal history of breast cancer.

The team liaise and work with other gynaecology and endocrine specialties to provide continuity of care. They are
currently involved in securing funds for 2010/2011 for a joint research study with the Endocrinology Department

Dr Williamson and Elaine Stephens are both council members of the British Menopause Society (BMS) and are
responsible for running a local Menopause society which provides education and support for community based GPs
nurses and other healthcare professionals.

Working with the BMS they are involved in the provision of educational courses and meetings that are local, national
and international.

MINIMAL ACCESS SURGERY AND ENDOMETRIOSIS (MASE)
Yousiri Afifi, Consultant Obstetrician & Gynaecologist with special interest in Minimal
Access & Reproductive Surgery

Service
The Minimal Access Surgery and Endometriosis (MASE) Unit provides minimal access surgery which allows shorter
hospital stays and earlier return to normal activities than conventional “open” procedures which have benefits for
patients, health care and society.
It is a tertiary referral unit providing the following services:
¢ Management of patients with chronic pelvic pain.
o Management of patients with severe endometriosis through multidisciplinary team work. The unit provides a
tertiary service for endometriosis management to deal with advanced, infiltrative and recto-vaginal disease.
e Hysteroscopic management of intracavity uterine pathology
o Management of general gynaecological problems using minimal access surgery instead of conventional
access.
e Provision of national training centre for advanced laparoscopic surgery. It provides the training site for
advanced training skill modules in laparoscopic and hysteroscopic surgery.
The unit includes 3 consultants supported by junior staff. The service is supported by a specialist nurse and chronic
pain management team.
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Activity
e Large series of advanced laparoscopic surgeries were done including:
Surgical Procedure Number Performed
Hysterectomy 64
Endometriosis excision for advanced disease 19
Endometriosis excision for mild and moderate disease 62
Adnexal surgeries 74
Myomectomy 19
Cervical cerclage 11
Tubal fertility surgeries 32

¢ Implementation of integrated pathway for chronic pelvic pain including specialised pain clinic implemented
during the year.

e Ongoing cooperation with other specialties to integrate minimal access as a preferable access. This includes
cooperation with the Infertility and Urogynaecology team.

o New services introduced including laparoscopic cerclage and myomectomy. Laparoscopic cerclage is offered
to patients with recurrent pregnancy loss with failed or impossible vaginal cerclage. The referral is arranged
with the obstetric team. Laparoscopic myomectomy for fibroids with uterine size less than 18 weeks and fibroid
less than 12 cm in diameter and 4 in number.

e Four different types of advanced endoscopic courses have been provided. This is to be added to 3 basic,
intermediate and special courses for postgraduate training.

Clinical governance summary
o Practice reviewed with the new NICE guidelines for Laparoscopic hysterectomy and cerclage.
¢ New Patient information leaflets have been arranged including national guidelines and local outcomes.
¢ Monthly Multidisciplinary minimal access meeting: includes in addition to MASE consultants and registrars,
histopathology, radiology, pain, ano-rectal and urology consultants. The meeting discuss the complicated and
severe cases of endometriosis.
e Clinical audits completed in 2009-2010 included:
0 Laparoscopic hysterectomy audit: This audit examined the outcome of LH including complications,
hospital stay and patient satisfaction.
0 Laparoscopic entry : This audit examined the safety guidance for entry technique included distance of
insertion for primary entry.
0 Laparoscopic cerclage

OUTPATIENT HYSTEROSCOPY
Justin Clarke, Consultant Obstetrician and Gynaecologist

The outpatient ‘ambulatory’ hysteroscopy service consists of seven weekly clinics (4 consultant-led, one Lecturer
clinic, one GP specialist and one nurse hysteroscopist). The majority of clinics are ‘see & treat’ clinics, where diagnosis
is made and where possible treatment instigated with the aim of providing a safe, efficient, patient-centred ‘one stop’
service. The ambulatory hysteroscopy unit is the largest in the UK and one of the very few who can offer therapeutic
services. Innovating in this way has allowed increasing operating capacity, lessening the pressure on inpatient formal
operating theatre facilities, whilst providing safety and convenience to our patients.

Services

Menstrual Disorders Clinics

Post-menopausal bleeding clinics

Office hysteroscopic sterilisation

Office Endometrial Ablation

Retrieval of lost coils and contraceptive advice

Investigation & treatment of reproductive problems (recurrent pregnancy loss and infertility)

During the year a CQUIN related to increasing the number of women who undergo hysteroscopy in an outpatient
setting was achieved. By 31.3.2010, the proportion of women undergoing hysteroscopy in theatres had been reduced
from 31% (March 09) to only 15%.
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Activity

In 2009/2010 over 1500 women were seen via the hysteroscopy service, primarily with patterns of abnormal uterine
bleeding. We also see women with reproductive, contraceptive and fertility problems. 80 endometrial ablations and
110 hysteroscopic sterilisations were performed in the office setting in 2009-10.

During the year a CQUIN related to increasing the number of women who undergo hysteroscopy in an outpatient
setting was achieved. By 31.3.2010, the proportion of women undergoing hysteroscopy in theatres had been reduced
from 31% (March 09) to only 15%.

Research and training

The two consultants running the service have pioneered the development of office hysteroscopy and have written the
first book in this field (Clark & Gupta, 2005), continue to publish peer reviewed primary research articles and present at
both national and international conferences. This along with the training of consultants across the UK and Europe and
‘live surgery’ demonstrations from the Unit, have given the Unit a national and international profile. The Unit currently
holds research grants in excess of £2million running multi-centre clinical trials in abnormal uterine bleeding. The Unit
has published widely in 2009-10 with articles in the BMJ, BJOG and a ‘green top’ hysteroscopy guideline for the
RCOG.

We contribute to training nurse and SpRs in outpatient hysteroscopy as part of the ATSM in hysteroscopy. Two clinical
research fellows work within the Unit in a clinical and research capacity.

Good performance indicators
e An audit of patient satisfaction with the PMB hysteroscopy service reported satisfaction rates in excess of
90%.
o All waiting targets for diagnosis of PMB within 31 Days from referral met
e 2:1 New : Follow up ratio
e >95% clinics covered (i.e. vacant, cancelled clinics <5%) due to innovative, flexible and multi-disciplinary
working patterns

Clinical Governance
¢ Anonymised, encrypted electronic databases of activity allowing prospective, complete data for auditing
clinical practice
e Bi-annual PMB pathway multidisciplinary meetings
o Review of all cases and histology results of patients seen in nurse-led clinic by lead clinician
o Compliance with regular reviews of research practices by R&D department

UROGYNAECOLOGY (PELVIC FLOOR MEDICINE)
Phil Toozs-Hobson, Clinical Lead

The department consists of 3 consultants, one subspecialty trainee, an ATSM trainee and 4 clinical nurse specialists.
Pelvic floor medicine has had another successful year. In particular the success of the community clinics has been
consolidated and there is planned expansion of these to include conservative therapies closer to home. Clinics have
again increased in response to demand and in particular more nurse led services have been introduced. As a direct
consequence, activity has again increased in terms of patient throughput. This again is in contrast to the national trend
where demand is decreasing. High theatre throughput has been maintained.

Additionally a second “joint” clinic has been introduced where 2 of the consultants work side by side to enable
smoother working, both in terms of keeping to time and also to junior supervision and training

The specialised diagnostics has been expanded by introducing an electronic bladder diary system.

Other key developments and achievements
e Increased multidisciplinary team meetings to twice a week
Appointed first ATSM trainee
Continue to be at the forefront of developments in the use of Botulinum toxin in pelvic floor medicine
Have completed the POPPY study in conjunction with physiotherapy
Secured major funding for a study of bladder wall ultrasound from the HTA
Over 10 publications and several abstracts presented internationally
Expanded the joint colorectal clinic and paediatric links
Organised a 2 day region wide training day for SpR’s in care of the elderly as part of raising standards in
trainina
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GYNAECOLOGY AUDIT
Matthew Parsons, Clinical Audit Lead

Matthew Parsons is the Clinical Lead for gynaecological audit, and works closely with Jacky Cotton, Head of Nursing
to maintain a comprehensive audit programme that fulfils the Clinical Governance Agenda at the Trust. These maintain
ongoing core and reactive audits for, amongst others, NICE, NHSLA, RCOG guidelines, and BSUG.

Consultant leads and specialist nurses, consistent with special interest work, undertake and supervise more junior
members of staff in the completion of the necessary audits. A decision was taken that reactive audits for personal
interest are not supported by the Trust until the central core audit need has been fulfilled.

The audit programme is submitted to the CGC, and is available for review on the U-drive at U:\Clinical
Governance\Clinical Audit\Directorate Audit Programmes\2010\Gynaecology. Each year, a report of the outcomes /
progress against the planned audit activity is produced.

From 2010-11 it is planned to maintain quarterly updates.

CLINICAL GOVERNANCE QUALITY INDICATORS
Jacky Cotton, Head of Nursing

These Quality Indicators are produced on aquarterly basis. Initially they are discussed within the Directorate at the
Gynaecology Clinical Improvement Group and are then presented at the Trust Clinical Governance Committee.

The following represents an amalgamation of the 4 quarterly reports from April 2009 — March 2010.

Quality item Response
Adverse Incident reports
Number of incidents 174 incidents were reported during the year.
reported (179 forms completed as several incidents had 2 forms completed by different staff)
160
140 Lk
120
100
80
60
20 . 10
0
0 . . .
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During the year the use of the Trust electronic incident reporting system has
developed to provide a more robust system for reporting and managing incidents. This
has included:

e More accurate reporting of incidents detailed on trigger list particularly
unexpected returns to theatre and emergency readmissions to the ward
following surgery.

¢ Departmental managers now acting as Local Incident Managers(LIM) and
managing incidents in a timely fashion.

¢ Directorate Incident Manager (DIM) maintaining overview of all incidents.

Improvement in data entry particularly relating to correct completion of forms by not
including identifiable information in description of incident but utilising contact section
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Quality item

Response

Summarise changes in
practice resulting from
incident reports

Several incidents reported by laboratories relating to poor labelling of specimens or
request forms. All staff in Out Patient and Ward settings reminded of need to ensure
all details on forms are completed appropriately and consent forms for disposal are
sent with products of conception.

Incident forms completed where departments attendance at Resuscitation training fell
below 85% enabling close monitoring of attendance by managers and action taken.

Adverse health care
event'

During the year, particularly in Quarter 4, an increase in adverse health care events
was noted. This included patients who unexpectedly had to return to theatre and
patients readmitted to the ward with postoperative complications. This resulted in the
Directorate undertaking internal investigation comprising of:

¢In depth case note review by Clinical Director

¢ Audit of outcomes of LAVH surgery over previous 12 months
Results reported by Clinical Director to Medical Director.

Summarise
improvements resulting
from adverse health care
events

Monthly gynaecology morbidity meetings to be implemented in 10-11 to examine
adverse health care events by clinicians

Near misses’

List new near misses

1. 2 reports relate to 1 incident of violence from patient admitted for major
surgery on day of operation. Removed from premises by police and later
sectioned under Mental Health Act.

2. 2reports relate to 1 incident whereby a specimen of a vulval wart was
mislabelled. Consultant identified issue when received results as she knew the
patient she had taken biopsy from and recognised results did not match that
patient.

3. Patient readmitted to ward following subtotal hysterectomy with wound
infection was not reviewed for over 24 hours following admission. Now formal
complaint

4. Uncertainty about rhesus status of patient. Ward staff informed she was
negative but when went to administer anti-D before discharge patient informed
staff she was rhesus positive. Discrepancy due to sample being weak.

5. Misoprostol prescribed for patient admitted as threatened abortion before
confirmation of non-viability of pregnancy by scan.

6. Difficulty contacting on-call haematologist. Cross-match required for
emergency patient ?ectopic. Haematologist on site in Norton Court but
problem with reception on mobile.

7. Patient fell whilst getting out of bed but no injury sustained

8. Obstetric patients 38 & 40/40 pregnant admitted to ward overnight due to lack
of capacity in Maternity. No midwife on ward.

9. Patient transferred from Roberts Nursing Home for scan to check ?ovarian
cyst. Accompanied by doctor and anaesthetist who did not hand over but left
patient to be taken to EPAU by ambulance crew. Patient had ruptured ectopic
and required resuscitation then taken directly to theatre.

10. Crash call submitted for patient with difficulty breathing. Team already dealing
with incident on Delivery Suite. Medical staff had been summoned due to
deterioration of patient so they managed patient until team members could be
released. Patient managed appropriately & recovered.

11. Patient transferred from Selly Oak A&E late evening with nausea & vomiting in
pregnancy. Medical staff unable to review her following admission overnight as
required on Delivery Suite. Consultant on call contacted who arranged for
patient to be assessed.
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Summarise changes in
practice resulting from
health care near misses

N

Two stage checking system implemented. First details are checked with

patient then with clinician. Secondly log now kept of all specimens taken in Out

Patients. Improved preparation and consideration of support services available

when booking additional clinics

3. Nursing staff reminded to escalate up to consultant if difficulties experienced
with availability of junior staff to review patients.

6. Switch board to use telephone extension in on call room from Norton Court if
no reply on mobile.

7. Exceptional circumstances: agree strategy with Maternity Directorate for risk
assessment including nursing staff if occurs in future.

8. Transfer policy reiterated to staff at Roberts Nursing Home

Root Cause Analyses

List the RCAs performed this year:
Mislabelling of Specimen in Gynae Out Patients

List the current year’s
RCA action plans and

their start and end dates:

RCA Title Start date End date | All actions signed
off by Clinical
Director as
completed date
1. Mislabelling of 31.12.09/x 31.12.09/x | Completed
specimen

Summarise improvements made in response to RCA recommendations:
1 New checking procedure of specimens implemented in Out Patients
2. Log of specimens implemented

Patient Feedback

Main items of patient
feedback

1.  CQC Inpatient Survey for 2009

Trust performed extremely well with 80% of questions scored in highest 20% of
Scoring Trusts.
CQC Out Patient Survey

Trust did not score so well with issues raised about waiting times and general
issues about appointments
Waiting Times in Out Patients
Changes to appointments in Out Patients

N

Bow

Summarise
improvements resulting
from patient feedback

Out Patients: Major review of capacity was undertaken which resulted in rescheduling
of clinics to improve capacity. Additional medical cover was provided by consultant
locums and more stability was planned by appointing to substantive posts

Complaints

A total of 52 formal complaints were received during the year, a considerable increase
on the previous year as seen from the graph below. In addition there were several
complaints raised in other directorates that required gynaecology input and also PALS
concerns that required full investigation and action.
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Complaints
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During the year, changes in legislation resulted in several changes to Trust Policy. The
main changes involved agreeing deadlines for responses with patient and where
concerns covered several units, one Trust would act as co-ordinator for a single
response. This proved challenging particularly in meeting agreed timescales.

To improve performance, for 2010-11, Directorates have been set a target of ensuring
80% of responses are sent out on time.

Another change resulted in patient’s being able to lodge a complaint at the same time
as a legal claim which has resulted in duplication of work within the Directorate and
Legal Department.

Although concerns were varied, the main themes included:
e Elements of surgical care
e Out Patient consultations with medical staff
e Administrative processes of outpatient appointments including booking,
amending and informing patients and GPs of DNAs.
e |ssues relating to eligibility for funding for fertility care

Several patients were dissatisfied with responses and required a lot of support in
dealing with their concerns.

One patient took their concerns to the Ombudsman but this was not upheld.

The same patient reported 2 nurses to the NMC and outcome from that investigation
still outstanding.

One other patient who had submitted several letters of complaint also reported nurse
to NMC and outcome from that investigation also still outstanding.

Summarise
improvements resulting
from complaints

For many of the complaints, explanation / understanding of the patient care pathway
by the patient was insufficient so full explanations given.
Other changes included:

e Transfer of care documentation developed.

. Improvements to communication processes following MDT meetings.

. Wound care advice leaflet produced for patients at time of discharge.

. Surgeons instructed not to put suture through Robinson’s drain but to suture
around tube so integrity of tubing is not affected.

. Administrative processes reviewed.
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Claims

Total claims in progress 5

at 1.4.2009

Total new claims 10 All related to medical care
Total claims completed 2

Total claims in progress 13

at 31.3.2010

Summarise No recommendations received.
improvements resulting

from claims

Clinical Audit

Titles Guidelines reviewed:
Guidelines/Protocols Oral Bowel Cleansing Guidelines

reviewed / implemented

Directorate Risk Management Strategy

Titles of audits in core
audit pfogramme

Directorate Annual Audit Plan available at: U:\Clinical Governance\Clinical
Audit\2009\AuditKit 2009\Audit Plans\Gynae Audit Plans 2009-10.doc

Titles of Audits 1. Several undertaken on ongoing basis as key performance indicators.
undertaken 2. Surgical complications

3. Audit of outcomes of LAVH

Record Keeping Audit
Summarise Stamps ordered for medical staff to use with signatures.

improvements resulting
from the completed audits

Integrated Care
Pathways

Please|list ICPs already
implemented

1. Day case.
2. Continence

3. Menopause

List ICPs in development
and target
implementation date

Uterine Artery Embolisation 01/05/09

Elective Inpatient 2010/11 in computerised format

List barriers or problems
experignced in
implementing ICPs

Lack of dedicated staff in Directorate to work on pathways. However, lead / support
from Michelle Walshe has progressed work greatly.

List ICPs already audited
this year

1. None

Infection Control

Number of new MRSA
cases

MRSA bacteraemia: 0
MRSA isolates: 19
Cases of C Difficile: 0

Location of detection of MRSA isolates:

e 15 at preoperative assessment screening

e 2 detected on admission to Ward 7,

e 1 patient who attended Gynae OPD

e 1 patient who was transferred from another unit
Nursing staff commenced screening all emergency admissions from 1st
February in advance of DH guidance deadline of 31.12.2010.
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Hand Hygiene Audits

Average results from July 2009 — March 2010
Ward7 81.5%

Ward8  88.3%

Action taken

Graphs on display

Discussed at ward meetings.

Nursing staff to continue to challenge other staff groups particularly issues with not
being bare below elbows and cleaning hands after contact with patient environment.

Number of inoculation
injuries

6

Standards for Better The Directorate undertook regular self assessments and considered it was compliant
Health with SfBH.
However, there were several standards where it was felt there was Insufficient
| Assurance i.e. insufficient evidence available within Directorate. Directorate Action
Plan developed.
These are listed below.
Domains Standards
1. Safety C4a Medicines management _IA
C4e Waste Management _IA
2. Clinical & Cost C5b Clinical supervision & Leadership 1A
Effectiveness
3. Governance C7b Probity IA

C8b Organisational & personal development 1A

NICE Guidance

NICE Guidance
implemented

1. CG 74 Surgical site Infection — Gap analysis produced for Trust. Current practice
within Gynaecology compliant with guidance

2. CG92 Venous thromboembolism: reducing the risk. Gap analysis in progress
Trustwide

National Confidential
Enquiries: NCEPOD
Reports

NCE Title Start date End date All actions signed
off by Clinical
Director as
completed date

1. Emergency 01.01.09 30.11.09 Ongoing additional

Admission (2007) audit undertaken
on post-take ward

2, Acute Kidney Oct 09 30.3.10 rounds

Injury

1.7.10
3. Caring to the Nov 09 \'M Afnan
end?

Essence of Care
Indicators

Audit of all Indicators took place in September 2009 of care delivered to 20 patients on
Ward 7 and 20 patients on Ward 8.

Comparison to 2008 Audit

Nutrition Improvement noted in assessment.

Pressure ulcers lower number of Waterlow score assessments on admission but
majority were emergency admissions.

Self care lower % of assessment documented on admission but majority not assessed
were emergency admissions.

Record Keeping marked decrease in fluid charts being labelled and completed
correctly
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Indicator

Findings

1. Communication

90% of the patients have documented evidence of communication needs and where
appropriate a documented plan of care is evident

Action: Ensure needs are assessed for all patients.

Where English is not first language clearer documentation of language spoken and
action taken.

2. Continence

Initial assessment of continence needs is evident and action plans are present where
needed. However there is no distinction between bowels and bladder.
Action: Remind staff to document both bladder and bowel assessment.

3. Hygiene

100% of patients were assessed for personal hygiene needs on admission. 100% of
patients have individual documented plan of care. There is no evidence of assessment
of oral hygiene.

Action: Review assessment to include oral hygiene.

Staff to be reminded to document oral hygiene assessment until opportunity arises to
review documentation

4. Nutrition

100% of patients have a nutrition assessment tool completed on admission.

75% " patients are weighed on admission and any patient found to be at nutritional
risk is referred to the dietician.

Action: Continue to ensure nutrition assessment completed.

Ensure all patients weighed on admission

5. Pressure Ulcers

55% of patients have Waterlow risk score documented on admission and where
appropriate there is evidence that this has been reassessed and evaluated®
Action: Ensure all patients have Waterlow risk score documented particularly
emergency admissions.

6. Environmental /
Privacy and Dignity

When looking at the ward environment the audit was positive.

3 monthly environment audits are carried out.

Positive feedback is given via Patient TV questionnaires with regards to respect of
privacy and dignity for both wards.

Action: None

7. Record Keeping (3)

Where appropriate all monitoring charts were present and 100% of the observation
charts were labelled with both patients name and unit number. However only 25% of
fluid charts had both name and unit number.

37.5% of fluid charts were totalled up completely.

Action: Ensure all charts labelled correctly and totalled up

8. Safety

100% patients audited had an initial social assessment documented on admission
including ADL.

55% patients have a falls assessment completed“”. No risks were identified on the
sample group.

Action: Monitor usage of assessment tool.

9. Self care

90% of patients had and assessment of lifestyle on admission or at pre-operative
clerking. No significant health risks were identified in the sample group.
Action: None

10. Promoting Health

The amount of information for patients was limited but information on how to obtain
this was available.

Action: Information available but may need to be more visible. Highlight where
information can be obtained.

References to above
results:

Comments

1) Patients not weighed were emergency admissions. Evidence is available that
any patient admitted as an emergency who is deemed to be at risk is weighed.
Assessment tool is very basic.

2) Some patients who did not have Waterlow score documented where
emergency pregnancy related admissions however there were some elective
admissions.

3) An extensive Audit of record keeping is carried out by the Directorate. This
audit therefore only looked at monitoring charts used on the wards. All charts
had patients name but few had hospital number.

4) Some of these omitted where emergency pregnancy related iliness.
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Directorate Specific
Indicators:

Emergency readmission
rates within 28 days after
surgery — Benchmark
5.28%

Unplanned overnight stay
rate
Benchmark 5%

(o) Q2 Q3 Q4

2.25% 2.29% 2.05% 1.68%

This continues to be significantly below the benchmark
Q1 Q2 Q3 Q4

6.31% 2.09% 3.57% 4.48%

This is now monitored closely on a monthly basis.
All overnight stays judged to be due to unavoidable clinical reasons.

Number of wound
infections

Site specific surveillance for hysterectomy patients not undertaken this quarter.
However any patient readmitted with wound infection is reported to Infection Control
team for further investigation

Number of new pressure
sores

Nil

Number of Deaths

1 patient admitted for terminal care

Birmingham Women’s
Fertility Centre

Clinical Pregnancy Rate, IVF +ICSI12009/10

45

40 P

35 1 /\/\0—0\/\/‘/‘

30 -

25

20

X X Y
SN ?&& A R SR N @rzﬁé\
Number of Egg
collectipns (PR)* Q1 Q2 Q3 Q4
pumbe rso(fFf;{eﬁh embVO | | 145 (37%PR*) | 135 (36% PR*) | 114 (38%) 117 (36%)
Do e PR emEne 1| 100 (42%PR") | 100 (39%PR*) | 100 (41%) | 103 (41%)
Number of cancelled
ovales 1% of all cycles) 44 (32%PR*) | 43 28%PR*) | 35 (34%) 46 (35%)
Numbel of OHSS 10 (8%) 13 (9%) 10 (8%) 8 (5%)
Numbek of admissions 2 (1.6%) 2 (1.5%) 2 (1.6%) 2(1.7%)
2 2 2 2

*PR= Clinical Pregnancy Rate as defined by presence of a fetal heartbeat on scan
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Productive Ward Productive Ward implementation commenced in September 2009 with Ward 8 as
Initiative showcase ward then rolled out to Ward 7.
Several modules now implemented on both wards.
Benefits realised include:
e Storage areas rationalised and de-cluttered.

¢ Reduction in stores held on ward
e Labelling standardised for supplies across Trust
e Increase in direct patient care time
e Patient Observation Guidelines developed.
o New White boards installed to support Patient Status at a Glance and reduce
interruptions
General feedback:
Trends
Pleasd list trends in 1. Increase in number of complaints although no obvious trends identified.
items reported on this 2. Increase in number of patient harm incidents — no obvious trends but
form several have resulted in formal complaints.
Which are cause for
concern
Which are cause for 1. Improvement in implementation of Datix within Directorate
optimism 2. Progress made with implementing Productive Ward.
Please make general Changes to nursing practice and ward management in line with Productive Ward.

comments about quality Plans to implement Monthly Morbidity meetings in 2010-11
issues, initiatives in the
Directorate

Sharing Best practice
Give examples of best Systems implemented for ensuring all staff know cleaning status of medical equipment
practice which you think and bed spaces.

would be useful to others | New storage and labelling systems for stores

Definitions from ‘Organisation with a Memory’; London; The Stationery Office 2000; xii

1. Adverse health care event
An event or omission arising during clinical care and causing physical or psychological injury to a patient.

2. Health care near miss

A situation in which an event or omission, or a sequence of events or omissions, arising during clinical care fails to
develop further, whether or not as the result of compensating action, thus preventing injury to a patient.
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NEONATOLOGY
Imogen Morgan, Consultant Neonatologist & Clinical Director for Neonatology

Overview of 2009/10

This has been a very positive year for the Neonatal Service. The most obvious areas of progress have been the
physical decant of the whole service to new premises in March 2009, with planning and handover of the new neonatal
centre (OP clinics and meeting rooms 29th July 2010. Clinical area 8" September 2010) and the implementation of the
first phase of joint working with BCH for the care of Neonatal Surgical patients with preparation for the staffing and
equipping of extra cots to facilitate this service, and appointment of Alison Bedford Russell in December 2009.

As important has been the introduction of a robust and reliable clinical information system the Badger system, from
April 2009. This has data input as far as possible in real time and will greatly increase options for service analysis as
well as clinical audit, also allowing prompt transfer of patient information to other services and to primary care.

Nutritional care for all babies is a priority and is now guideline led. Gemma Holder started as Consultant Lead in
September, and Julia Ackrill, Neonatal Dietician in June 2010.

Education and training for all staff has been enhanced by the appointment of a Consultant Lead in Education and
Training, Rob Negrine, in March 2010. He and the Nurse Educator have developed an integrated teaching programme
which should take us forward in many areas.

Appointment of over 20 new Nursing staff has led to development of new training courses, including implementation of
equipment training, and appointment of a cot-side clinical teacher, Diana Young, benefiting established staff as well
as new learners. We have a new nurse audit lead, Julie Harcourt, and a new discharge planning coordinator, Sally
Lennon.

We have worked hard and efficiently to increase workload and turnover steadily, with a total of 1206 babies offered
neonatal care. We had to turn away 96 in utero and 40 ex utero transfers. We anticipate the increased facilities
offered by the new service will enable us, with appropriate support, to reduce this in future. We were sad to lose Mike
Hocking'’s services this year, and wish him well for his retirement. We also gained and lost the great help of our two
locum Consultants, Archana Mishra, and Anjum Deorukkhar, and are grateful to have Melanie Sutcliffe’ s continued
input in that role.

Future service developments anticipated this year include the new Clinical psychologist to provide support to parents
and families and also to staff. We have also obtained a newborn simulation manikin which will facilitate a new “drills
and skills” programme. We anticipate increased involvement in neonatal research, with 2 multicentre studies currently
underway, and excellent nursing involvement.

The Surgical Scheme is not currently fully operational due to delays at BCH. We anticipate these being resolved
during 2010/11 with continued increase in surgical workload across the sites.

Activity

The tables overleaf show clinical activity for the year 2009/10 as recorded using the Clevermed system which was
implemented in this service from 1% April 2009.

In Utero refusals: Transfers are monitored monthly. In 2009/10 96 transfers were declined due to lack of NNU
capacity.

Ex Utero refusals: Datix reporting indicated 40 documented cases refused, this represents a minimum figure. A better
reporting system will be introduced during 2010/11.

Tables below relate to activity of the NNU service only. Outcome data here is not corrected for lethal congenital
abnormalities or other lethal defects. Fourteen babies with lethal abnormalities were managed on the NNU.
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Neonatal Admissions: (NNU and TC) by gestation in weeks

Referral Type Less Greater |Total

than than
22 22 123 |24 |25 (26 27 128 |29 |30 |31 (32 |33 134 /35 (36 /37 |38 |39 40 41 | 42 | 43 43

Cannot Derive 0 0 00111 000O0O0OWO0OTO0O'1 3 1 0 1 o0 0 0 9
Home Admission 0 0 0o 0 o0 0/2 00 OO O 1 0 6 7 9 17 5 1 0 0 37
Inborn - Booked 0 0 10 11 7 16 13 12 28 18 16 40 87 93 80 101 132 105 110 77 14 O 972
Inborn -Baoked | | o 19 (5 |g |1 |al2]ol2|7|5|5|3|3 (6|7 |5 |2]a|3|0]o| o |er
Elsewhere

Inborn -

Unbooked o o0 00 O0OO0OO0OO0OO0OO0OO0OOUO0OO0OOD OO O0O O0O 0D O O O o0 o0 o0 0

Postnatal Transfer

In o o0 316 6 7 3 4252341 1 1 1 1 4 3 0 0 O 68

Readmission 0 [0 |210|4(2|4|4|0|3|2|0|5(3|4|2|2]|6 |2 |0 |1 |0 0| O 54
Total 0 0 8 3327 17 32 24 16 34 31 23 53 98 101 95 120 154 117 124 85 14 O 0 1206
200
1
150
o g 1
L]
h=
8 100
E
z
50
( [
0

£ UEL|] 5537

£l UEY] JaIEaID

(Gestational age at birth

Seven babies admitted were from triplet pregnancies, and 186 from twin pregnancies. There were no quadruplets.
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Neonatal Unit Discharges and deaths by gestation in weeks

Discharge Less 33- |37- Greater | Total
type than 36 | 42 than
22 (22123124 |25 |26 |27 |28 [29 (30 |31 |32 43 43
CannotDerive O 0 O O 1 2 3 1 0 3 3 0 4 11 0o O 28
DIEE (= o |ofz|6 |2 |22 |42 ]o|ols|5 |5 |0o| o | 28
Days)
DIEE ([ 28 o [olo|2|o 2|2 |0o|o|2|oolo |0 |0o]| o 5
Days)
DIEE) (28 o |ofa|4 |6 2|2 |o|2|o|ololo|o|o]| o | 1
Days)
Home 0 0 0 2 2 1 12 10 7 18 11 18 278 481 O 0 840
iz 01 2 0 0 0 0 0 0 O 0 1 24 0 0 28
(cardiac care)
Transfer
(continuing 0 02 6 8 6 7 7 5 10 11 4 24 13 © 0 103
care)
Transfer
(specialist o o0/ 1 01 3 0 O0/0 1 0 5 13 0 O 24
care)
Pl 0o 01 10 5 1 3 3 0 1 2 0 14 33 0 0 73
(surgical)
Unknown 0 0 0 O 0 0 0 0 0
Ward 0 0 0 0 O O O 0 5 28 0 33
Total 0 33 24 14 32 25 14 33 28 23 336 608 0 1178
a00
a00
g
= 400
o
@
[}
200
i &
oL
| H]
ap=
]

(Gestation period
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Care Levels.

For commissioning, costing and dependency reasons, Neonatal care is counted according to days of care at different
levels of intensity and dependency. The highest level is intensive care, then high dependency, special and transitional.
This count provides a baseline for future years as well as inter-unit comparison.

Month IC Days 2001 |HD Days 2001 |SC Days 2001 TC days | |Unknown.
April 2009 172 135 590 259 0
May 2009 173 214 803 313 0
June 2009 158 231 733 310 0
July 2009 230 112 867 278 0
August 2009 236 172 696 292 0
September 2009 213 154 538 201 0
October 2009 210 74 682 289 0
November 2009 129 151 817 276 0
December 2009 266 146 752 247 0
January 2010 227 175 750 294 0
February 2010 186 166 817 282 0
March 2010 178 192 669 244 0
Total 2378 1922 8714 3285 0

Respiratory Support
One major indicator of dependency is the need for respiratory support. This count of days of care at varying levels of
support gives us a baseline for future years as well as for inter-unit comparison.

Less 43 |Greater |Total

than 33-36 37 -42 than

22 22|23 | 24 | 25 |26 (27 28 (29 |30 31 32 43
CPAP O 0 53 289 326 214 162 102 14 56 55 23 58 36 0 0 1388
O2THERAPY O 0O 89 438 477 308 420 336 57 91 101 23 | 128 226 0 0 2694
VENTILATED O 0O 84 309 252 103 103 74 31 26 43 8 55 132 0 0 1220
Total 0 0 226 1036 1055 625 685 512 102 173 199 54 241 394 0 0 5302

This year has seen an increase in the number of babies with surgical diagnoses who are cared for on the
NNU. Data derived from the Clevermed system for babies with surgical diagnoses follows.

Babies with surgical diagnoses (by cot days)

Care % of
Level Total total Sep-09 | Oct-09 | Nov-09 | Dec-09 | Jan-10 | Feb-10 | Mar-10
ITU 314 34.28% 23 27 24 108 45 46 41
HDU 275 30.02% 62 3 29 9 71 23 78
SCBU 327 35.70% 21 15 42 54 43 112 40
916 106 45 95 171 159 181 159

Perinatal Activity

The Perinatal Survival and Activity table below reflects whole Trust activity including stillbirths, babies who died before
leaving Delivery Suite, and well babies who were cared for outside the NNU. Data is not corrected for lethal congenital
abnormalities or other lethal defects. Data is derived from the CCL clinical information system and from Lorenzo.
There were 7161 births during 2009/10 in hospital, and 7257 births in total. There were 54 Stillbirths and 57 Neonatal
deaths.
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No of Still Live Early Late Infant Total

Gestation Babies Births Births Deaths Deaths Deaths Deaths Survived
No Gest 2 0 2 0 0 0 0 2
<=24 40 6 34 23 2 0 25 9
25:26 29 4 25 3 5 0 8 17
27:28 44 6 38 5 2 0 7 31
29:30 46 3 43 1 1 1 3 40
31:32 56 5 51 2 0 0 2 49
33:34 139 6 133 1 0 0 1 132
35:36 318 9 309 3 0 0 3 306
>= 37 6583 15 6568 8 0 0 8 6560
Total 7257 54 7203 46 10 1 57 7146
Birth No of Still Live Early Late Infant Total
weight Babies Births Births Deaths Deaths Deaths Deaths Survived
No Bwt 4 1 3 0 0 0 0 3

<= 499 28 6 22 16 0 0 16 6
500: 749 38 7 31 11 8 0 19 12
750: 999 39 6 33 3 1 0 4 29
1000:1249 40 1 39 1 0 1 2 37
1250:1499 41 2 39 1 1 0 2 37
1500:1749 50 3 47 2 0 0 2 45
1750:1999 92 4 88 0 0 0 0 88
2000:2249 150 3 147 2 0 0 2 145
2250:2499 271 3 268 1 0 0 1 267
>= 2500 6504 18 6486 9 0 0 9 6477
Total 7257 54 7203 46 10 1 57 7146

Inborn neonatal deaths

There were 58 babies who died in BWH during 2009/10 and 8 who died elsewhere
babies in addition.

Causes of inborn neonatal deaths have been divided into the following categories:

. There were 8 deaths of outborn

Immaturity Non-viable, no resuscitation offered 12

Extreme prematurity - resuscitation unsuccessful .. not 3
admitted to NNU
Complications of prematurity 9
Infection (including NEC) 10
Cardio-respiratory complications 3
Abnormal cranial USS

Lethal congenital anatomical malformation TOP 2
(including pulmonary hypoplasia’hydrops) TLC 1
Unsuccessful treatment 13
Infection 1
TOP 1
Lethal chromosomal/genetic abnormality 3
Lethal inherited metabolic abnormality 0
Birth asphyxia 7
Birth Trauma 0
Twin to twin transfusion syndrome 1
Other/Not known 0
Total 66
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Care of Extremely Immature babies:

This is monitored annually. For babies born alive at the borderline of viability, resuscitation is not invariably able to be
offered, or may not be successful due to extreme immaturity. In 2009/10 resuscitation was offered to 100% of babies
born alive above 23+0 weeks gestation, this was not successful in 3, however, who were not admitted to the NNU.

Gestation 17 18 19 20 21 22 23 24 Total

Number 1 0 2 0 5 4 0 0 12

Good Performance indicators

The QUIP requirement for 2009/10 for neonatal services was submission of data to the National Neonatal Audit
Project. This Trust had not previously submitted data to this project. This was achieved due to the implementation of
the Clevermed Clinical information system in April 2009. The same system was also implemented in all NNUs across
the network and in the surgical ward at BCH allowing sharing of clinical information across all sites to follow the
movement of babies. This has been a huge step forward in many respects.

Clinical Governance

e There was extensive review of clinical guidelines during 2009/10 largely led by the requirements of the NHSLA
Standards for trusts. All new guidelines have been produced in the agreed format, and are compliant with
National recommendations including NICE. Many are now available on the Intranet. The Staff Handbook is
updated regularly and provides information for all staff on local procedures. It is available electronically to all
staff. The Neonatal Formulary has also been upgraded and is available electronically. No drug prescribing off
formulary is permitted.

e The main new Clinical Standard relevant to this service during 2009/10 was the Department of Health Toolkit
for High Quality Neonatal Services, launched in November 2009. This will be followed by a related NICE
Quality Standard for Neonatal Care later in 2010. There has been a NICE guideline on Milk Banks. This has
been fully implemented, a new Guideline implemented, and procedures and donor information altered
accordingly.

e There has been a NICE guideline for Neonatal jaundice. A local guideline based on this is in development and
will be launched during 2010.

There have been BAPM guidelines on Hypothermia for HIE, and for Palliative Care. A new local guideline for
hypothermia has been produced and implemented, and a new Palliative Care Guideline is in development and
will be launched during 2010.

e All new NPSA reports relevant to neonatal care have been reviewed and appropriate actions taken including
changes in clinical practice. These are reviewed through the monthly Clinical Improvement Group meetings for
the Directorate.

e The quality and service changes which have been implemented during 2009/10 which improve compliance
with the Toolkit Principles are available in the full Neonatal Annual Report available on the Neonatal G Drive
or via any member of the Directorate management team.

Clinical Audit:

e 28 clinical audits were completed during 2009/10, all were presented at monthly audit meetings and
recommendations discussed and acted on appropriately. A number of clinical changes have resulted from the
Audit programme. All junior medical staff complete at least one audit during their 6 month attachment and
ANNPs and nursing staff also contribute regularly to the programme.

e Audit plans are based on new Guidelines (local, network or national), complaints or incidents, re-audit of
important clinical quality of care issues, and parental concerns. A fuller summary of the audit programme and
actions arising is available in the full Neonatal Annual Report available on the Neonatal G Drive or via any
member of the Directorate Management Team.
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Care pathways
¢ A new Neonatal palliative care pathway was introduced during 2009/10, formal guideline to follow.
o Network Surgical care pathways for a variety of specific conditions are under development.

Infection Control

There were no cases of systemic MRSA or C Diff infection during 2009/10 in the neonatal service. Several instances
of colonisation of groups of babies with gram negative organisms have been successfully managed by cohorting
affected babies, and no cots or sections of the NNU have had to be closed as a result. Personal Protective Equipment
precautions are in place, all medical staff wear aprons and gloves for all baby contacts and nursing staff do so for all
contacts which may involve contact with infected areas. There has been limited rooming isolation capacity in the
decant ward but this will be resolved in the new Neonatal Unit where there are 6 single rooms available, (instead of
one) Regular hand hygiene audits are undertaken, and the results have steadily improved throughout the year. ltis
planned to introduce surgical blues for medical staff during 2010 following move back to the new NNU.

Risk management
e There is an active Incident reporting system, and fortnightly Incident report meetings. Mrs Amrat Mahal was
appointed as Neonatal Governance lead from 2008. Clinical Governance systems follow the Trust and local
Risk Management Strategy procedures. The medical Clinical Governance Lead was Dr M Hocking.

There is a fair blame incident reporting system in place, (Datix) with regular open meetings reviewing incidents
and deriving learning threads, which are distributed by global email and newsletter. Incidents are reviewed at
Directorate Clinical Improvement Group meetings held monthly, reporting to the Trust Clinical Governance
group. 825 clinical incidents were reported during 2009/10.

Complaints are managed according to Trust procedures. There were 7 complaints during 2009/10. The main change
in practice following these was implementation of tighter documentation and training in the neonatal clinical
examination after birth. Serious Incidents are managed promptly according to Trust procedures, a summary of the Si
review meeting is sent to CGC, and Action Plans deriving from learnt experience from these are monitored through the
Directorate Clinical Improvement Group. There were 4 serious incident enquiries during 2009/10. Actions resulting
from their review include cessation of use of non standard equipment, tightening of the rules around off formulary
prescribing, training in the use of incident reporting, and review of monitor settings across the NNU.

CAUSES OF NEONATAL DEATHS
Dr AK Ewer, Consultant Neonatologist

Inborn neonatal deaths - died in BWH 58
Inborn neonatal deaths - died elsewhere 8
Outborn neonatal deaths 8
Inborn neonatal deaths 66
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Causes of inborn neonatal deaths have been divided into the following categories:

Immaturity Non-viable, no resuscitation offered 12
Extreme prematurity - resuscitation unsuccessful ... not

admitted to NNU 3

Complications of prematurity:

Infection (including NEC) 9

Cardio-respiratory complications 10

Abnormal cranial USS 3

Lethal congenital anatomical malformation TOP 2

(including pulmonary hypoplasia/hydrops) TLC 1

Unsuccessful treatment 13

Infection 1

TOP 1

Lethal chromosomal/genetic abnormality 3

Lethal inherited metabolic abnormality 0

Birth asphyxia 7

Birth Trauma 0

Twin to twin transfusion syndrome 1

Other/Not known 0

Total 66

Extreme prematurity

Gestation of babies not offered resuscitation because of non-viability

Gestation 17 18 19 20 21 22 23 24 Total

Number 1 0 2 0 5 4 0 0 12

Neonatal Research and Publications:

During the last year the research activity on the Neonatal Unit at BWH continued in a number of areas outlined below.
We had 2 full time research fellows and 3 research active support nurses, A further 2 research fellows were appointed
in Mar 10. In addition we have support from a MRCN funded neonatal trials support nurse. All medical staff SpR and
above are encouraged to gain training in GCP in order to support recruitment to clinical trials. A number of clinical SpR
trainees also undertook research projects during their clinical attachments (see presentations).

Ongoing Research Projects

Follow-up of Pulse Ox Study (Chief Investigator Dr AK Ewer) — this HTA funded multicentre study recruited over 20
000 patients between Jan 08 and Feb 09. One year follow-up of all patients was completed in Feb 10. Analysis is now
complete and will be reported in October 10.

Tissue Doppler assessment of PDA in preterm infants (Investigators Dr R Parikh, Dr RJS Negrine, Dr SV Rasiah,
Dr AK Ewer) X Babies were recruited to this study. Results have been presented at international and national
meetings. Publication to be submitted.

Effect of methadone on QT interval in newborn infants (Investigators Dr R Parikh, Dr G Holder, Dr AK Ewer). 52

patients were recruited to this case control study between June 08 and August 09. Analysis was completed in early
2010 and the data has been presented and submitted to Arch Dis Child for publication.
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Outcome of gastroschisis (Investigators Dr P Chandra, Dr SV Rasiah, Dr AK Ewer). Over 100 babies with
gastroschisis were analysed to assess outcome. Presented at national meetings. Publication to be submitted

BOOST Il Study (Principal Investigator Dr AK Ewer, Research support nurses M Dixie, M Thennatumadam, C
Plummer, R Jackson). Recruiting centre to this national study. 28 patients recruited between 1/4/09 and 31/3/10.
Recruitment is ongoing (current total 42 babies).

New research projects

Tissue Doppler assessment of hypotension in preterm infants (Investigators Dr A Singh, Dr RJS Negrine, Dr SV
Rasiah, Dr AK Ewer). Project commenced Mar 2010 - ongoing.

Outcome of antenatally diagnosed CNS malformations (Dr A Walker, Dr SV Rasiah, Dr AK Ewer). Project
commenced Mar 2010 - ongoing.

Research income
Pulse Ox study NHS Health Technology Assessment £ 940 787. Funding from Mar 07 - Feb 10.

Research Output

3 Peer reviewed papers (+ 2 in press)

3 presentations at international meetings
15 presentations at national meetings
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CLINICAL SUPPORT DIRECTORATE
Mrs Rosey Monaghan, Associate Director Clinical Support

Overview

Clinical Support Directorate has had another busy year in 2009/10 supporting and responding to the demands of the
clinical directorates within the trust. The directorate has worked closely with the clinical teams to improve patient
experience and support them to deliver the best care possible. We have also provided services to external
organisations across the UK through service level agreements and contracts to meet their requirements. These
services include direct access for GPs for ultrasound, and clinical chemistry services to North Thames Health
Community.

Clinical Support directorate comprises 4 Operating Theatres, Radiology Services, Laboratories (Cellular Pathology,
Microbiology, Haematology and Clinical Chemistry), Physiotherapy and Medical Physics.

There have been changes in the management in clinical support during the past year. | took over the substantive post
in February 2010 having been preceded by an acting manager and an interim manager. The previous substantive
manager left in July 2009.

All the laboratories in the trust are Clinical Pathology Accredited (CPA). In line with The Human Tissue Authority
standards the trust has refurbished the mortuary facilities. Despite some setbacks, but through the hard work of Linda
Bentley and the pathology team, the work will be completed in the summer of 2010.

Managing the clinical workload in radiology has been challenging. Some ultrasound work was outsourced but there
has been a significant reduction in backlog of gynaecology scans. The department staffing has been restructured and
the department is fully staffed with well qualified staff. Close working with the antenatal clinics have resulted in
improved patient flow and better customer satisfaction.

The activity in gynaecology theatres continues to change as new procedures and practice developments come on
stream. Activity in obstetrics theatres has increased and is becoming more complex as a result of the success of the
Artificial Conception Unit (ACU) and the Fetal Medicine Department.

The Quality Manager supports the laboratories with maintaining the required external inspections/standards. The
Directorate has improved its reporting of internal risks and incidents using the web-based Datix incident reporting
system.

Infection Control standards have been maintained and work has taken place to improve standards within the
directorate. The Infection Control team has been working across the directorate setting action plans where required
and working with staff on Hand Hygiene Audits and Work Place inspections to make words into actions.

The activity levels in each area are demonstrated in the individual sections.
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RADIOLOGY AND ULTRASOUND
Dr Josephine McHugo Consultant Radiologist and Head of Speciality

Speciality/Service
o The department provides a diagnostic imaging service to all patients groups within the Trust — obstetric,
gynaecology and neonatology. In addition, it provides a direct access gynaecological ultrasound service to
GPs.
e MRl and CT continue to be provided by our Consultant Radiologist at ROH and UHBFT
e This department provided 57,747 episodes of care last year, an increase of approx 6.5% from 2007-8 and
41% increase over a 5 year period from 40,850 to 57,747. This has been achieved with little increase in staff
and an ongoing Consultant Radiologist vacancy.
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Hystero-salpingograms-HSG'S

900

800 -

700 -

768
697 689
621 632 601

600 A 559

500

400

300

200

100 -~

2002-03 2003-04 2004-05 2005-06 2006-07 2007-08 2008-09 2009-10

Gynaecology Ultrasound

10000 9397

9000 8373

8000 7614
7077 7079 7046 6985

7000
6000
5000
4000
3000
2000
1000

o

2002-03 2003-04 2004-05 2005-06 2006-07 2007-08 2008-09 2009-10

Early pregnancy ultrasound

7000

6428
6174

6000 5705
5095 5156
4858 s071

5000 ~ 4572
4000
3000
2000
1000 -

o

2002-03 2003-04 2004-05 2005-06 2006-07 2007-08 2008-09 2009-10

58



Clinical Support Directorate

Obstetric ultrasound
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Activity

There has been an increase in the work load particularly obstetrics (+ 1252, 3.8% increase) early pregnancy (+254,
4%increase) gynae scan (+ 1024 12%increase) and MRI/CT (+758, 107% increase).

This increased activity, particularly in obstetrics, is not evenly spread over the week resulting in considerable waits for
some mothers and overcrowded waiting areas, although the team are working to address these problems through
service improvement.
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Plans 2010-2011

Introduce national standards for Down’s screening by nuchal translucency 20 week anomaly scan. Both of these
standards will require an increase in the current scanning time allocated (currently 15 minutes for a booking scan and
20 minutes for an anomaly scan) This will require additional reconfiguration of the service. In addition recruitment of
consultant radiology cover, Clinical Lead Sonographer and a Radiology Service Manager is planned.

CLINICAL CHEMISTRY
Selton Smith, Head Biomedical Scientist and Sarah Heap, Head of Department

Speciality/Service
The department provides a general analytical service for Gynaecology, Obstetrics and the Neonatal unit to the Trust
as well as being a regional and extra-regional centre for the Antenatal screening programme.

Activity

There was a decrease in routine laboratory clinical chemistry work (2.1%), due to increasing specimen analysis on
blood gas analysers (BGA) (neonatal unit and delivery suite). Next year overall workload figures will include specimens
analysed using the BGA.

Routine chemistry workload
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We have seen an increase in antenatal screening workload (7.4%), a continuation of the upward trend during the last 7
years.

Antenatal screening workload
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The department has maintained the high standard and quality of services it provides by the addition of new members
of staff to key roles, including a Director of Antenatal Screening Services. We implemented a regional courier service
for the antenatal screening programme which has been well received and reduced the time patients have to wait for
results. An Inhibin A assay was successfully introduced. An upgraded BGA was obtained for delivery suite and training
improved to decrease ‘down time’. The glucose tolerance test (GTT) service was reviewed and changes identified to
improve capacity and efficiency.

Summary
The department has retained its Clinical Pathology Accreditation (CPA) status. We are consistently improving our turn
around times and actively looking at ways to work a more streamlined and efficient manner.

HAEMATOLOGY/BLOOD TRANSFUSION
Ray George, Head Biomedical Scientist

The Haematology and Blood Transfusion Department aims to provide efficient, effective and reliable clinical,
consultative and laboratory services to the Obstetrics, Gynaecology and Neonatal directives of Birmingham Women'’s
NHS Foundation Trust. The department seeks to achieve these goals by appropriate and ongoing investment in its
staff and by maintaining high standards in quality and equipment.

Activity
The department was successful in achieving all but one of the objectives. Compliance with the EWTD is to be
reviewed in 2010/11.
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Blood Products Requested and Transfused
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*C/T Ratio (Cross-match to transfusion ratio; currently 1.9 - Target region 1.5-2.0 or less).

Overall there has been an increase of about 4% for Haematology workload and 5% increase for provision of blood
products from 2007-10. During this period stock management has improved to reduce wastage by 32%.

Summary

Staff continue to provide a 24/7 service for the Trust under challenging circumstances. All staff has made and
continues to make significant contributions to the process of change and development of the Quality Management
System following recent inspections from MHRA and CPA.

MICROBIOLOGY
Dr Jim Gray, Consultant Microbiologist

The Microbiology Department is a small department focused on providing a high quality state of the art service for the
Trust. The Department has unconditional accreditation with Clinical Pathology Accreditation (CPA), and satisfactory
performance in all relevant National External Quality Assurance Schemes was maintained. The Department continues
to undertake extensive internal quality assurance and audit programmes.

Specimen totals - in house- 48,482

Specimen totals — work referred 7,985

This represents a slight increase in the amount of work processed in-house but a 4% increase in the work referred to
other Trusts.

The department continues to meet the required turnaround times for all specimens received.

No adverse clinical incidents were reported during this period.

During 2009/10 the Vitek automated microbial identification and antibiotic sensitivity testing became operational,
improving the speed and accuracy of results reporting. This has already proven to be of value on a number of
occasions, by allowing earlier identification of neonates colonised or infected with antibiotic-resistant bacteria,
facilitiating prompt interventions around infection control and antibiotic treatment. A replacement blood culture system
was also installed during 2009/10.

The Department was closely involved in planning to bring antenatal screening in-house. For Microbiology, this involves
testing for immunity to rubella, and infection with syphilis, hepatitis B and HIV. New equipment was procured and
commissioned, and staff training commenced, in the early months of 2009 to allow us to begin testing in the first
quarter of 2009/10. As with other recent developments, we have absorbed this additional work through improving
efficiency, and without extra Biomedical Scientist or Medical staff.

The introduction of new equipment described above has ensured that the laboratory has the facilities necessary to
provide a high quality service with the shortest possible results turnaround times.

Clinical liaison is another important activity for microbiologists. The most important development during the year was
production of new antibiotic prescribing guidelines for the Trust.
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PERINATAL PATHOLOGY
Dr Tamas Marton, Consultant Histopathologist

Activity

We provided the perinatal consent post mortem service to 18 hospitals in the West Midlands under a regionally
commissioned contract. We have a separate SLA with 2 hospitals (1 trust) in Hertfordshire. (Figure 1). We also
performed an increasing number of post mortem examinations for Derby Royal Hospital. In addition, we undertake
Coronial paediatric post mortems for the 11 districts in the West Midlands and also for a number of Coroners in the
South-West of England.

02009 2008 02007 2006 H 2005

Source of referrals 2009

The number of post mortem examinations numbers plateaued at around 720 per year for 2006-7-8, but 2009 saw
approximately 9% increase on the previous year with a record high of 786 post mortems.

For post mortem examinations our policy is to issue the preliminary report within 4 working days of the autopsy. Our
targets for final reports are a mean time from post mortem to report of 42 days with 95% reported within 10 weeks. In
complex cases, however, when waiting for the results of complex tests or a second opinion delays the final report, we
release an interim report to help our colleagues who counsel the patients. In 2009 again, we fell short of our intended
target, and the post mortem to final report time was an average of 62.7 days with a median of 58.5 days; 70.5% of the
cases were reported within 10 weeks. This result was worse than in the previous years. This was partly because of the
increasing work load and other commitments and partly because of staff shortages in the mortuary and one of the
consultants being on sick leave. Early signs for 2010 are for an improvement in turnaround times.
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Placenta reporting service

As well as fetal/neonatal and Coronial post mortems we examine placentas from births at Birmingham Women’s
Hospital from live infants, following complicated pregnancy/labour, according to our placenta referral protocol. We also
examine placentas of fetuses following pregnancy loss from the other units in the Region, when post mortem consent
has not been given. This has shown steady growth over recent years.
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In general there has been a steady increase in the number of placentas examined. From 2006-7 to 2009-10 the IUD
placenta workload, that is performed under the regional contract, increased by 47%. In 2009 we examined 1295
placentas (57% increase from 2006, of which 457 were outside referrals. Out of the 1295 placentas 1013 were of
live babies and 282 were of “no consent” babies. The 457 referred placentas represent an 8.3 fold increase from
2006. For placentas from live babies the department charges the referring Trust a fee.

Performance indicator

A Customer satisfaction survey was carried out in late 2009 with regards to the post mortem and placenta reporting
service. The survey was sent out to all main hospitals that refer cases to the BWH. We received 21 responses, mainly
consultants (80%) and Bereavement officers (10%) and other professionals who deal with patients. Their responses
are represented herewith

Post mortem survey:

1. Quality of post mortem reports: 75% very good; 25% good.

2. Usefulness of the comments/reports: 65% very useful; 35% useful.

3. Communication with the Pathologists: 45% very good; 55% good.

4. Turnaround time for final report: 0% very good; 63% good; 10.5% fair; 26.5% poor.
5. Overall are you satisfied with the service? 50% very satisfied; 50% satisfied.

6. Are you satisfied with body reconstruction? 46% very satisfied; 54% satisfied.

Placenta survey:

1. Quality of placenta reports: 59% very good; 41% good.

2. Usefulness of the comments/reports: 53% very useful; 47% useful.

3. Turnaround time for final report placenta reports: 6.3% very good; 62.5% good; 31.3% fair; 0% poor.
4. Are you satisfied with the service? 41% very satisfied; 53% satisfied; 6% sometimes satisfied.

It appears from the responses that there is a general satisfaction regarding both post mortem and placenta reports and
majority of the consultants felt the reports useful or very useful. Our most severe criticism is about turnaround times.
With post mortem reports 26.5% of respondents had the opinion that the turnaround time is poor and with placentas
almost third of the consultants thought it was only fair. From the free text comments it is suggested that the long
turnaround time resulted in lower rating of the service. Recently closer monitoring of the figures and new working
practices were introduced especially in placenta reporting that hopefully will improve the turnaround time.
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GYNAECOLOGICAL PATHOLOGY
Dr Raji Ganesan, Consultant Histopathologist

The department provides a diagnostic service for in-house routine surgery, for surgeons who are developing minimal
access surgery and clinics including routine, rapid access and PMB clinics. The department also provides a SLA
based service for all surgical specimens generated from the Oncology Centre based at City Hospital. The latter include
complex resections specimens (including exenterations) that are generated from complicated cancer surgery. In
addition, a regional review service to meet the Improving Outcomes Guidelines and a national referral service is
provided.

Activity
Period BWH + BWH + City Hospital City Hospital Total
Apr - Mar Referral Case Referral Case Numbers Specimen
Numbers Specimen Numbers
Numbers
2007/2008 6257 7706 416 1144 6673 Cases
8850 Specimens
2008/2009 6398 8063 321 1039 6719 Cases
9102 Specimens
2009/2010 6699 8225 396 1347 7095 Cases
9572 Specimens
Workload figures 2007-2009
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Workload figures 2007-2009

There has been a steady rise in the workload in gynaecological pathology over the years and this has been greater in
the numbers of specimens than in the numbers of cases, reflecting the increasingly complex surgery performed in
treatment of cancers and chronic diseases such as endometriosis.

Performance indicators

All the consultant medical staff in gynaecological pathology performed well in the National Gynaecological External
Quality Assurance Scheme. The department is a part of the NHS Improvement Pilot Scheme and our latest figures
submitted to the NHS Improvement team shows that we achieved an impressive 70% of cases reported within 3 days
— the best of all the trusts participating in the pilot. This has been due to a number of factors, some of which - good
leadership within the laboratory and office, dedication of all staff, rapid improvement in the working within the office - all
despite carrying sick and maternity absences.
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Histopathology — 3 / 7 day Turnaround Time

7 day TAT 3day TAT
March 10 March 10
Baseline (Sept/Oct09) % | Current % [ Baseline (Sept/Oct09) % | Current %
University College London (UCL) 62% 62%* 17% 24%
North Middlesex 56% 30% 11% 7%
Musgrove Park 40% 7% 10% 18%
Leeds 7.7% 10.1% 0.5% 1.3%
Birmingham Women’s 88.3% 96% 41% 58%
Whipps Cross 6% 82% 0.9% 40%
North Tees & Hartlepool 37.5% 51% 10.2% 12%
North West London Hospitals NHS Trust 50.5% 50.5% 21.8% 21.8%

Turnaround times in national NHS Improvement Pilot

CYTOLOGY
Ms Maureen Frost, Advanced Practitioner in Cervical Cytology, Hospital Based Programme
Co-ordinator

The department provides a cervical cytology screening service for hospital clinics and primary care for South
Birmingham Primary Care Trust (PCT) and a proportion of Heart of Birmingham and East Birmingham PCT's.
SurePath method liquid based cytology (LBC) is used to process the samples and the laboratory operates a failsafe
system for women referred for assessment following abnormal results. In addition, a diagnostic non-cervical cytology
service is provided for the Women’s Hospital Gynaecology and Colposcopy services and City Hospital Cancer Centre.

Along with Histopathology, the Cytopathology laboratory contributes to the multi-centre NHS Cervical Screening
Programme (NHSCSP) Sentinel Sites enquiry into introduction of HPV testing to the English cervical screening
programme.

The department hosts the Cytology Training Centre which provides training for regional and extra-regional
pathologists, biomedical scientists and cyto-screeners as well as medical and nursing staff in primary and secondary
care involved in the NHS Cervical Screening Programme.

Activity

During the year 2009-10, the department received 29,481 cervical cytology requests and 471 non-cervical specimens
including samples from City Hospital Gynaecology Cancer Centre. From the latter part of 2008, workload in cervical
screening throughout the country had increased greatly owing to publicity relating to the death of Jade Goody from
cervical cancer. At the Women'’s Hospital, incoming work outstripped the capacity of the laboratory with an additional
4,000 requests above the expected workload commissioned in 2008 - 09, resulting in a backlog This was addressed in
part by the employment of locums and the adoption of “lean” working methods, but with loss of permanent screening
and preparatory staff owing to relocation or maternity leave, incoming requests continued to exceed capacity
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Cervical Cytology Workload 2009-2010
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The cytology training centre (BCTC) ran 55 courses for 407 participants including five off-site courses. The
microscope mounted camera was upgraded which will facilitate not only large group teaching but also Distance
Learning activity when an internet link is established.

Performance indicators

The cytology laboratory is CPA accredited and routinely meets target set nationally with sensitivity to high grade
disease at 99.8% comparing well with the minimum standard set at >95% and sensitivity for all grades at 96.8% -
minimum standard set at >90%.

Cervical Cervical Cytology Turnaround 2009-10
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All the laboratory screening and reporting staff performed well in the External Quality Assurance rounds as required by
the West Midlands Cancer Intelligence Unit. The 7 day laboratory turnaround needed to achieve 14 day turnaround
target set for December 2010, was almost met in January and February 2010. However this has been impossible to
maintain due to staff shortages and cessation of in-house overtime. However current NHSCSP target turnaround time
within four weeks has been achieved and maintained since December 2009.
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ANDROLOGY
Dr Sue Avery, Clinical Lead for Andrology

The Andrology laboratory provides a diagnostic semen analysis service for patients referred via the Assisted
Conception Unit, from Local Primary Care Trusts and other local hospital fertility clinics. An appointment system is in
place with patients attending the clinic and producing the sample in the bespoke procurement facilities.

Activity
The Andrology department performed seminal fluid analysis on 2,190 patients during 2009/10 and achieved 2 day
turnaround for 75% of patients with a 4 day turnaround of 97%. See Table "Andrology Department Workload 2009-10".

Andrology workload for Apr 09-Mar 2010
Total requests received 2190
Andrology turnaround Reported in 2 days Reported in 4 days
Suggested department target 80% 100%
Turnaround for period 75% 97%
Normal 92 % Normal 100%
Abnormal 53% Abnormal 9 %

Good Performance Indicators
e The Andrology department is accredited by Clinical Pathology Accreditation (CPA) following an interim CPA
assessment visit in February 2009.

e Andrology standard operating procedures and documents are held on the i-Passport Quality Management
System and undergoes regular review.

e The Andrology Department takes part in a cross-Pathology Audit Calendar, with Andrology staff performing
vertical and horizontal audits for other departments and vice versa.

e Performance is continually monitored by participation in the Andrology scheme for UK National External
Quality Assessment Scheme.

o Staff undertake continuous professional development and attend national and international meetings to keep
abreast of current trends.

e Clinic capacity utilization is maximized by liaison with the booking office to ensure that waiting time targets are
not exceeded. Adjustments have been made to clinic codes to ensure that external referral appointments are
accessible for uptake either via the booking office staff or by the patient using a direct referral code obtained
from the GP or referring clinician.

Infection Control
The Andrology department operates to the highest standard of infection control with continuous monitoring of
cleanliness and decontamination in both laboratory and patient areas.

Risk Management
Risk management is incorporated with that of the Cytology department and risk registers are monitored and updated
on a regular basis.

Development and Objectives
e Completion of the implementation of the 'Telepath' laboratory computer system, to further improve the
efficiency of the service.

¢ Maximise clinic appointment uptake by continued monitoring of waiting times and clinic availability.
e Further establish links with Informatics Department to monitor and reduce non-attendance/cancellation rates.
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PHYSIOTHERAPY
Nina Bridges, Physiotherapy Manager

Speciality /Service

¢ In 2009-10 we had the retirement in December and February of two members of staff and in January we
welcomed 2 new part-time physiotherapists.

e Urogynaecology out patient activity for physiotherapy continued to show an increase on 2008-09 figures and
is the 4™ year of increase.

o A total of 709 new patients were seen and 1836 follow up, a 9% increase in the number of new patients
attending the department from 2008-09.

¢ Ajoint decision between the Maternity Directorate was made to withdraw the physiotherapy input from
antenatal preparation group work and to invest the time in providing teaching to midwifery staff on
management of respiratory patients; and freeing up time for more 1:1 slots for maternity out patients.

e 187 maternity out patients were seen with musculoskeletal and urinary conditions.

e 143 contacts were made across the gynaecology and maternity in patient wards with pregnancy related
musculoskeletal problems, bladder retraining and post surgical management.

Clinical Governance
e In August 2009 we audited our out patient service by a postal questionnaire encompassing standards from
Essence of Care, the C.S.P. and N.I.C.E.
e 50 questionnaires were sent out ,26 returned
o Extremely positive feedback was received from patients on the quality and professionalism of the service and
the staff.
e The only negative feedback was on the limited space available in the reception waiting area.

ANAESTHETICS
Dr Anthony Wilkie, Consultant Anaesthetist UHBFT

Our clinical work includes preoperative evaluation, intraoperative care, provision of regional analgesia for labour,
obstetric high dependency care and acute pain management plus anaesthesia for gynaecology and the Assisted
Conception Unit. All obstetric patients who receive spinal, epidural or general anaesthesia are reviewed on a ward
round the following day. Documentation of obstetric anaesthetic procedures has been markedly improved with the
introduction of a new anaesthetic record.

The epidural rate during labour (23.3%) continues to increase from recent years but is still below the national average.
78% of mothers are satisfied with their regional analgesia during labour although the percentage of mothers having
caesarean delivery with an epidural or CSE has increased. The dural tap rate has shown a welcome decrease to
below the recommended target of 1% after 2 years above this figure. The post dural puncture headache rate after
deliberate spinal anaesthesia has dropped below 0.5%. The regional rate for elective and emergency caesarean
section has been staedy for some years. 104 spinals were given for caesarean section in mothers with an indwelling
epidural and one of these led to a high block requiring intubation. Rates for conversion of spinal to GA are in line with
national recommendations although the GA conversion rate for epidural and CSE remains slightly high. Satisfaction
rates for spinal and general anaesthesia are very high. There were no cases of failed intubation, awareness or
aspiration during general anaesthesia and no major sequelae from regional anaesthesia.

Table 1: Epidural and Combined spinal epidural (CSE) during labour

2007-8 2008-9 2009-10
Total epidurals 1294 1373 1450
Total CSEs 122 149 75
Total spinals 1439 1421 1604
Total GAs 309 318 315
Regional uptake rate in 20.0% 22.8% 23.3%
labour
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Table 2: Satisfaction rates with epidural and CSE analgesia for pain relief during labour. Last year’s figures in

brackets.
2007-8 2008-9 2009-10
Satisfied 76.7% 78.4% 77.6%
Helped 9.5% 7.7% 8.7%
Late 5.1% 2.4% 2.7%
Failed 2.2% 4.9% 3.1%
Unknown 6.6% 6.6% 7.9%

Table 3: Mode of delivery with epidural and CSE analgesia. Last year’s figures in brackets.

Mode of delivery All mothers - numbers % Primig %
Spontaneous 481(461) 31.5(32.1) 23.3(24)
Straight Forceps 300(305) 19.7(21.2) 24.2(25.6)
Rotational forceps 28(39) 1.8(2.7) 2.1(2.9)
Ventouse 162(191) 10.6(13.3) 11.3(14.4)
Breech 2(5) 0.1(0.3) 0(0.2)
Total C/S 552(436) 36.2(30.3) 39(32.8)
Table 4: Postdural puncture headache
2007-8 2008-9 2009-10
Inadvertent dural taps 19 (1.32%) 16 (1.06%) 14 (0.92%)
Blood patches 15 (1.04%) 12 (0.8%) 10 (0.66%)
Post spinal headaches 11 (0.75%) 11 (0.75%) 6 (0.4%)
Blood patches 4 (0.27%) 7 (0.48%) 2 (0.12%)

Table 5: Mode of anaesthesia for caesarean section

Category | Spinal | Epi/ General Total % Regional RCA
CSE | Anaestheti target
c
07-08 | 08-09 | 09-10
Elective 577 37 26 640 94.3 95.4 95.9 >95%
Emerg 562 343 226 1131 79.4 79.0 80 >85%
Table 6: Failures of regional anaesthesia for caesarean section

Category 2007/8 2008/9 2009/10 RCA Recommended

Epidural 9.2% 4.4% 4.3% <3%

Spinals

Elective 0.72% 0.73% 0.35% <1%

Emerg 3.75% 3.5% 2.67% <3%

PHARMACY AND MEDICINES MANAGEMENT
Mrs Anne Cope, Associate Director Pharmacy UHBFT

Pharmacy services to the Trust are provided from University Hospitals Birmingham NHS Foundation Trust via a
Service Level Agreement which is reviewed annually to ensure the Trust's needs relating to Medicines Management
can be met.

The Drug and Therapeutics Committee (DTC) is a multidisciplinary forum which provides the Trust, through the
Medical Director, with a mechanism to ensure corporate responsibility for the use of medicines across the
organisation.

Medicines are managed within the Trust according to the three key strands identified by the Healthcare Commission in

2006 when auditing Medicines Management in Acute Trusts in England: clinical effectiveness, patient focus and
efficiency and capability.
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Activities of the DTC

In 2009/10, the DTC met quarterly in June, September, December 2009 and March 2010 and delivered the following

outputs:
Activities Outputs
1. Approval of Trust- wide policies | ¢  Medicines Policy
relating to medicines e Non Medical Prescribing Policy
e Self Medication Guidelines
o  Wound Management Guidelines
e Medicines Reconciliation Procedure
2. Ensuring best practice in clinical | ¢  Antibiotic Prescribing Policy
and cost effective prescribing. e Switch from granisetron to ondansetron
3. Monitoring the clinical and cost o New drug request form and a new drug request form (single patient) — requiring
effective use of medicines Chairman'’s action.
including managed entry of new o Review of new formulary drug requests — Uracyst, Proxymetacaine, Propess
medicines into the local health ¢ Request form for immunoglobulin
community.
4. Ensuring that identified risks e Regular review of MHRA Safety Bulletins,
relating to medicines are managed | ¢  Actions taken in response to MHRA Drug Recalls
effectively. e Actions plans developed and implemented in relation to NPSA patient safety
alerts
e Review of all Patient Group Directions (PGDs) and Standing Orders (SOs)
5. Reviewing and auditing e Missed doses audit (Oct 09)
medicines management activities | ¢  Audit of prescribing against standards in Trust Medicines Policy (Feb 10)
e Audit of insulin prescribing (Mar 10)

OPERATING THEATRE DEPARTMENT
Rosey Monaghan, Associate Director Clinical Support

The department comprises 5 operating theatres: 2 used for gynaecological procedures, and 2 obstetric theatres which

accommodate both elective and emergency surgery. There is a small theatre in the Birmingham Women’s Fertility
Centre to which the department provides Theatres Practitioner support.

Obstetric Theatres Activity

There are 5 x 4.5 hour operating lists funded per week for electives. Caesarean sections make up the majority of the
activity in obstetric theatres: 632 elective sections and 1093 emergency sections were done, with 623 of the
emergencies being carried out between 17.30 and 08.00.
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Gynaecology theatres activity
There were 926 X 4 hour operating lists over the year with 2262 operations carried out. That represents an average of
2.9 operations per list. List utilisation was over 80%.

Good practice Indicators

The department met the18 week target and did not exceed the target of no more than one patient cancellation
per month on-the-day surgery for non clinical reasons.

All patients who have had to return to theatre unexpectedly have their notes reviewed by clinicians. The
Theatre Users Group, of which all clinical users are invited, meets on a monthly basis and all issues to do with
theatres are discussed.

The World Health Organisation surgical safety checklist is being used within the Gynaecology theatres with all
surgical teams participating. This is seen as improving patient safety, improving team working and improving
theatre efficiency..

The trust continues to work with Braun who provide their decontamination services. This has been going
through a period of service change, and active monitoring is in pace to ensure a high quality of services.
Turnaround time reduced from 24 to 8 hours and the ability to track and trace our instrument sets with the
introduction of IMS (Instrument Management System). Theatre staff participate in the ongoing work of the
collaboration and have a clinical representative on the service review committee.

Staffing the department has been challenging which has led to high costs to ensure that shifts are covered to
deliver a safe service.

The theatres department is supported by the Medical Physics team who provide vital cover ensuring that the
anaesthetic and technical equipment is fit for use. They also maintain and repair the equipment working
closely and participate in laser treatments with the fetal medicines team when carrying out procedures in
theatre.

Infection Control

Leads have been identified within the theatre department to work on Hand Hygiene audit. The theatres team is
working closely with the Infection Control Team to improve and monitor infection control standards.

Plans for 2010/2011

To continue to deliver a safe, high quality operating theatre environment for patients
To commence implementation of “The Productive Theatre’ work.

To continue to recruit to vacant posts

To expand the WHO surgical checklist to Obstetrics theatres.

To improve the efficiency and utilisation of both suites of theatres.
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GENETICS SERVICE
Val Davidson, Director for West Midlands Regional Genetics Unit

Overview of 2009/2010

This was a challenging and rewarding year for both the Clinical and Laboratory Services. The Clinical service
continued to achieve compliance with 18 weeks RTT despite large year on year increases in referrals, due to the
exceptional efforts of all staff involved. The Commissioners recognised and supported the increased workload by
agreeing to fund a limited number of new posts for 2009-10 but specifically including a Consultant Clinical Geneticist.
Funding provided addressed the workload pressures and the need to comply with national targets but no
developments were funded. The Specialised commissioners had been working with the directorate to develop a
Regional strategy for Genetics that the PCT leads will be instrumental in delivering but this has halted in progress
during 2009/10.

The Service continued to attract considerable external income to fund research and development and to deliver a
substantial income generation plan.

Although one of the most progressive leading edge services in the UK, the genetics accommodation is limited and
particularly for the clinical service is really not fit for purpose. As part of a plan to address this and also to facilitate
further collaborations with the University of Birmingham there are plans to develop an Institute of Genomic Medicine.
This will bring together all aspects of genetics including clinical, laboratory, academic, research and education into a
single institution, virtual in the first instance but with the intention of attracting funding to co-locate in the future. This
forms part of the academic planning for the Trust and the future development of genetics.

Overall the achievements and developments of the genetics service during 2009 /10 reflect our on-going commitment
to ensuring that patients and their families continue to benefit from advances in genetics.

Staffing

As at 31 March 2010 the Directorate had 246 staff, an increase of 5 from the previous year mainly on staff appointed
on externally funded projects. The skill mix of laboratory staff has begun to change to reflect workforce re-profiling.
The biggest change being the increase in band 1 — 4 healthcare assistants.

Laboratory Genetics Clinical Genetics
Post Number WTE Number WTE
Clinical Director/Consultant Clinical Scientist 1.0 WTE
Directorate Manager 1.0 WTE
Chief ICT Manager 1.0 WTE
Business Manager 1.0 WTE
Quality Manager 1 0.6
Consultant Clinical Scientist (B8c-9) 3 3
Principal Clinical Scientists (B8a-b) 20 18.62
Clinical Scientists (B7) 34 31.58
Training Resource Manager 1 0.8
Clinical Scientists (B6) 2 2
Trainee Clinical Scientists (Supernumery) 27 27
Genetics Technologists (B7) 2 2
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Genetics Technologists (B2-6) 41 39.57

Trainee Genetics Technologists (Supernumery) 11 11

Administrative Support 4 4

Health Care Assistants (B1-4) 9 8.67

MSC Clin Sci STP B6 6 6

MSC Technology PTP B5 4 4

Consultant Clinical Geneticists 14 13.6
Specialist Registrar 4 3.8
Genetic Counsellors (B8a-c) 18 19.82
Manager B8a (EGSP project) 1 1
Genetic Counsellors (B7) 8 7
Nurse Specialists 5 4.96
Healthcare support worker 1 0.8
IT support (B6-7) 2 1.9
Medical Secretary's (B4-5) 13 10.2
WMFACS Strategy Officers (B4-5) 6 6
Other Admin (B2-3) 5 5

Referral Patterns

The service receives samples and referrals from across the West Midlands. The laboratory also receives samples from
across the UK and beyond through contracts with other institutions or as ad-hoc requests to carry out tests. The
following maps show the patterns of referrals and samples received across the UK, red indicating the highest number
of referrals and dark blue likely to be a single referral.
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Clinical Genetics referrals 2009-2010
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UK Genetics Laboratory reports issued 2009-2010
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GENETICS LABORATORY

Activity

During 2009-10 44845 samples were recorded as received within the laboratory. As a result of the implementing
LEAN processes as widely as possible we have reduced the number of times a sample is entered onto the system but
we need to ensure that all activity is captured when multiple tests are performed on a sample.

Samples Reported 2009/10
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Turnaround times for Laboratory Genetics Samples

There are no formal national standards for turnaround times for the tests we carry out. However as a department we
aim to fulfil the suggested reporting times in the professional best practice guidelines and the recommendations from
the Department of Health. Our performance against these guidelines is reported to the Trust each month.

Paediatric and adult referrals for chromosome analysis

A total of 7331 blood samples, were received by the laboratory; of which 6861 (93.6%) were referred through the
WMSHA. This represents a workload increase of 438 (6.4%) samples compared to the previous audit cycle; and a
31.4% increase in workload since 2005-2006. These samples represent 62 fetal bloods (of which 25 were from
ongoing pregnancies), 874 urgent samples and 6395 ‘other’ (routine) referrals. Within this audit cycle these samples
represent 39.9% of the total number of samples received for chromosome analysis..

Prenatal Diagnosis

Samples received are primarily amniotic fluid or chorionic villous bipsies (CVB) for prenatal diagnosis and solid tissue
samples folllowing pregnancy loss or miscarriage. In 2009/10 there were a total of 2190 samples received (1361
amniotic fluids, 400 CVB and 429 tissues). The referrals to this section have shown a decrease in number from three
referall categories: serum screen positive samples and samples from patients with increased maternal age due to
changes in recommendations for referral for amniocentesis and guidance from the National Screening committee that
women should not be offered a diagnostic procedure based on age alone. Solid tissue referrals to the prenatal section
have decreased due to a change in strategy from cytogenetic analysis to molecular analysis to improve reporting times
and success rates.

Haemato-oncology

Samples received are blood samples, bone marrows and paediatric solid tumour samples. Around 50% of these are
from diagnostic cases, with the remainder being referred for a wide range of ongoing surveillance, monitoring disease
and response to drug treatment regimes. The results obtained assist in the diagnosis and classification of leukaemias,
solid tumours and related disorders, provide prognostic information for use in risk stratification and enable assessment
of disease status post treatment/transplantation. In 2009/10 6694 sample were referred to this section, which is
comparable to the previous year. In recent years, significant effort has gone into increasing the repertoire of genetic
tests available for these patients in order to provide the most relevant diagnostic and prognostic information.
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Molecular cytogenetics

This section uses Fluorescence In Situ Hybridisation (FISH) and microarrayanalysis as a complementary technique to
classical cytogenetics to accurately define cytogenetic abnormalities and to determine the copy number of a
chromosomal region.

Microarray processing did not become “front-line” within the period of review 2009/10 and therefore turnaround times
are not presented for routine referrals as these have not been processed in a systematic / date-of-receipt driven
manner. Order of processing continues to be by individual clinical request and a large backlog still exists. The main
objective for the coming financial year is to eliminate this backlog and move towards front-line testing for all patients
with developmental disorders, beginning with those referred by Clinical Genetics. This will require both significant
training input and expansion of technical throughput and these areas remain the focus for the coming year.

In 2009/10, the section received 3186 referrals.

Molecular genetics

The increase in the number of reports issued by the molecular genetics section as a whole (including molecular
oncology and QF-PCR) has reduced during 09/10. There were 165 more reports for single gene disorders. Fragile X,
SMA and deafness all showed increased number of referrals. Fragile X alone showed a 22% increase. Breast and
Breast/ovarian cancer, FAP and familial phaeochromocytoma and paraganglioma all showed a decrease in referrals.

In recent years molecular testing has been introduced in several areas of prenatal testing to replace or add value to
cytogenetic analysis. A rapid molecular test for detection of the common trisomies, trisomy 21, 13 and 18 as well as
the sex chromosome trisomies (QF-PCR), is carried out as an adjunct to karyotyping. Molecular testing of products of
conception has replaced karyotyping as it has a higher success rate due to the nature of the material received.

The section continues to work closely with the University Department of Medical and Molecular Genetics to translate
new developments into clinical service to improve patient care.

Research and Development

Molecular Prenatal Section of Laboratory

Research and development in the Molecular Prenatal section is centred on the development and application of non-
invasive prenatal diagnosis by free fetal DNA analysis. Areas of interest include fetal sexing, and detection of single
gene disorders and aneuploidy.

Currently we offer fetal sexing by free fetal DNA analysis as a routine diagnostic service (see Prenatal AMR).

Ongoing projects:

e “To develop a universal fetal DNA marker for free fetal DNA assays (RASSF1A) and to use this marker to
improve the quality of diagnostic ffDNA testing in the laboratory consumables funded by CPA bursary awarded
April 2010 £2203.82.

o Ethical application accepted April 2010 (REC 10/H1207/16) “Long term storage of plasma samples for
validation of free fetal DNA analysis of single gene disorders.” This application covers the storage of maternal
plasma samples from women at risk of having a child with a single gene disorder. It is envisaged that these
samples will be used in future for validation of methodology. We also aim to collaborate with the RAPID project
(Reliable accurate non-invasive prenatal diagnosis) in the future. They have a large Biobank of clinical
samples for similar studies.

Microarray Section
Research and development is an inherent facet of the microarray service as new syndromes and applications of the
technology are frequently being described. The 2 key and very major RND successes for the period 2009-10 are:

e Successful Fetal Medicine/ WMRGL SPARKS grant application (200K) funding high resolution (Affy 2.7M)
analysis of ~200 samples from abnormal scan pregnancies. Front-line low resolution BAC array analysis has
been extended into a successful working diagnostic service.

o BCH Research Grant awarded (57K) for high resolution (Affy 2.7M) analysis of ~100 samples from patients
with orofacial clefting and a 1 year band 6 post to carry out this work
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Central England Haemato-oncology Biobank (CEHRB)
REC reference: 09/H0405/12

CEHRSB stores excess material from blood, bone marrow and lymph nodes supplied from patients with leukaemia and
lymphoma, at presentation and throughout their disease course for genetic analysis at the WMRGL. Any excess
material may be used to store all or some of the following: fixed cell suspensions, viable cells, plasma, DNA and
RNA/cDNA. 235 patients consented during 2009/10.

Molecular Genetics

Enhanced Genetic Service Project (EGSP):

The EGSP is funded by the Heart of Birmingham PCT. The aim of the study is to reduce the incidence of infant
morbidity and mortality with in Birmingham. From the laboratory perspective, a clinical scientist has been appointed to
develop services for rare recessive conditions and to offer these to families following appropriate genetic counselling.
The aim is to develop services for 10 new genes per year.

Genetic Cancer Prevention through Population Screening

The pilot phase of the Ashkenazi Jewish screening project is nearing completion. To date all 513 patients referred to
this laboratory have been successfully screened for the three common BRCA1 and BRCA2 gene mutations identifying
pathogenic mutations in 20 individuals. Approximately 200 pilot phase patients are expected for analysis towards the
end of 2010; these individuals were initially recruited to the pedigree arm of the project. Phase 2 of the project is
expected to be funded from early 2011.

Oncology

Research and development in the Oncology section involves participation in a wide range of collaborative studies and
clinical trials. We are also able to follow up some of our own particular areas of interest due to a Research Technical
Post funded by Cure Leukaemia which has been renewed for the coming year. We have introduced developments to
our clinical service using unrestricted grants from Pharmaceutical companies.

Collaborations and Clinical Studies:

1. Collaboration with Peter Campbell/Phil Stephens at the Sanger Centre, Cambridge
Four CLL samples with a similar cytogenetic rearrangement (add(14q)) and also seven further acute
leukaemia cases have been sent for end-paired next generation sequencing to detect novel or recurrent
leukaemia gene rearrangements.

2. West Midlands Haematology Research Network prospective study of trough plasma imatinib levels in newly
diagnosed chronic phase CML patients and its correlation with response.
Recruitment packs are sent out with any new diagnostic CML reports, and plasma is collected and stored at
WMRGL. The Data Co-ordinator at WMRGL ensures consent has been obtained and sends reminders when
samples are due.

Clinical Trials:
The laboratory collects and processes samples, and also provides data for many ongoing Clinical Trials:
1. AML: MRC AML 16 and 17; Val/Aza and leukaemic stem cells study.
2. ALL: UKALL 2003 paediatric trial and UKALL 12 adult trial.
3. CML: SPIRIT 2 and trials for bosutinib; dasatinib; nilotinib.
4. BMT: Post-BMT monitoring of NK cells; RIC unrelated cord transplant.

Other Projects and Developments:
1. West Midlands CML Registry Project (funding provided by an educational grant from BMS).
2. Other projects to which the Cure Leukaemia Research Technician contributes:

a. FLT3 /AID project: To determine FLT3-itd to FLT 3 wild-type allelic ratio, review expression levels and
relate to clinical outcome. Study to be published.

b. AML (5;11) NUP98/NSD11: To screen all paediatric AMLs for this cryptic rearrangement by PCR and
extend study to FLT3 positive young adults who are refractory to treatment. Study to be published.

c. Comparison of different genetic techniques for monitoring early treatment responses in CML. Paper in
preparation.
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Achievements

Continuing repatriation of tests adding Charcot Marie Tooth Type 2 and Noonan syndrome this year.
December 2009 we introduced analysis of free fetal DNA. This enables the sex of a fetus to be determined at
8 to 9 weeks of pregnancy and reduces the need for invasive procedures in fetuses with at risk of sex linked
disorders.

e The laboratory is a pilot site to implement the Modernising Scientific Careers (MSC) training programme.

e Val Davison, Clinical Director received the Chief Scientific Officers Award for Leadership for her work on MSC
and was appointed to the Head of the National Healthcare Science School of Genetics at the SHA.

e Two laboratory staff received prestigious awards. Jo Mason was runner up for the Presidents Prize in
Pathology, Royal Society of Medicine; and Eleanor Rattenberry received a CSO Fellowship to fund her PhD.

e Cure Leukaemia awarded the laboratory additional funding.

e The Directorate exceeded its target for income generation.

Education and Training

The laboratory continues to be the largest training department in the UK and this year introduced new training regimes
and successfully appointed 6 Healthcare Science and 4 Healthcare Science Practitioner trainees under the
Modernising Scientific Careers pilot scheme.

CLINICAL GENETICS

Activity
8620 referrals were received by the Clinical Genetics Unit.

09/10 Clinical Genetics Referrals
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Compliance with 18 weeks Referral To Treatment (RTT) in Clinical Genetics
The Clinical Genetics Unit have continued to achieve compliance with the Department of Health’s 18 week policy.
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2009/2010 saw an increase in referrals which although would have a contributing effect on workload the 18 week RTT
has remained above the 95% threshold for the full 12 months. The fact that the Unit has continued to achieve these
targets is a credit to all the staff involved.

Achievements
Achieving and maintaining compliance with 18 weeks RTT.

Dom McMullan and Dr Jenny Morton successfully received a 1 year award from Birmingham Children’s Hospital
Research Foundation, examining the genetic basis of children presenting at BCH with orofacial-clefting using the latest
high resolution genomic microarray technology.

Dr Chirag Patel and Professor Eamonn Maher were successfully awarded a Springboard Fellowship from the
Birmingham Children’s Hospital Research Foundation to ascertain the genes involved in familial congenital heart
disease through the use of high resolution microarrays.

Clinical staff from across the Directorate presented at the British Society for Human Genetics Conference in Warwick

The Clinical Genetics Unit was revalidated as a Genetic Counsellor Training Centre and currently has two trainees for
24 months.

The Directorate negotiated a contract with Walsall to provide an enhanced genetic counselling and education service.
A Business Manager was successfully appointed, initially focusing on service re-design in Clinical Genetics.
Compliance with 18 weeks has been maintained throughout the year with the % compliance increasing.

Clinical Governance

Clinical quality standards are firmly embedded in our work. We have a dedicated Quality Manager post in the
laboratory which has a very beneficial impact on the service we provide to patients. This year the laboratory Ihad a
very successful CPA acreditation visit and continues to maitain its full CPA status .

Across the Service there is:
e alocal incident management policy which feeds into the Trust system and constantly reviews best practice
« afull audit programme actively reviewing the work of the department
e Clinical Improvement Group meet monthly to review all relevant aspects of the service including incidents,
audit and quality issues
- Patient and User Satisfaction Surveys carried out and outcomes fed into service improvement .

Laboratory:
e Has full Clinical Pathology Accreditation (inspected October 2009)
o Participates in NEQAS external review programmes
e The molecular section submits data to the Clincial Molecular Genetics Society and the UK Genetic Testing
Network on an annual basis
o The cytogenetics data are submitted to the Association of Clinical Cytogenetics and the UKGTN.

Clinical Genetics Unit:
« Standards of NICE and NSFs are incorporated into practice and adhered to
Cancer clinic waiting times reduced to comply with external targets and removed from Trust risk register.
Clinical department had two formal complaints during the period
Compliant with both 18 week DH targets
In association with SWOB we engage with other clinical genetic centres in regular peer review
Securing funding for Specialist Nurse posts thus ensuring close working relationship between clinical genetics
and mainstream medicine
Numerous multi-disciplinary/joint clinics
« Developing the role of the genetic counsellor
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Risk Management
All laboratory procedures have a full risk assessment in place.
The directorate Clinical Improvement Group reviews directorate risks monthly and reviews audit plans.

Audits

Clinical Audits 2009-10

Cascade testing in Haemochromatosis
Huntington’s Disease Consortium

Annual patient satisfaction survey

Molecular testing in cardiomyopathy families
Availability of notes in Coventry clinics

Case note audit — Record Keeping
Retinoblastoma National Audit
Neurofibromatosis type 2

Laboratory Audits 2009-10

¢ An Audit into the Frequency of Monitoring CML Patients at the WMRGL - Post ELN Guidelines

e An audit to determine the cytogenetic abnormality type and rate for amniotic fluid and CVS referrals which
include congenital diaphragmatic hernia in the referral reason; and also to assess the suitability of interphase
FISH to look for possible tetrasomy 12p mosaicism for these cases

e Audit to determine if there is a correlation between chorionic villus sample (CVS) weight and the reporting time
at the WMRGL.

o An audit of referrals for Fragile X Syndrome: Postnatal Cytogenetic and Molecular Studies

o Results of genetic testing of all HMSN referrals to the WMRGL up to July 2009.

NHS NATIONAL GENETICS EDUCATION AND DEVELOPMENT CENTRE

Since 2004 Birmingham Women'’s Hospital (NHS Foundation Trust) has hosted the NHS National Genetics Education
and Development Centre (NGEDC). Last year, following a successful tender to the Department of Health funds were
identified to support a further five-year contract and whilst the funding has been limited, the Centre continues to deliver
its objectives that were set by the NGEDC Steering Committee and closely monitored by the Department of Health.
The limitation in funding has changed the way the NGEDC works with Regional Genetics Centres but its primary
objective, to improve the understanding of genetics among all health professionals and its role in modern healthcare, is
upheld.

The work-streams are delivered by a multi-disciplinary team of professionals and administrative staff, supported by
lead professionals in Dietetics, Medicine, Nursing and Pharmacology. A formal collaboration with the University of
Birmingham supports academic time to evaluate fully the activities of the Centre.

Staffing at 31 March 2010:

0.60 wte Centre Director

1.00 wte Associate Director

1.00 wte Education Development Specialist
1.00 wte Blended and E Learning Specialist
1.00 wte Education Specialist

1.00 wte Knowledge Manager

1.00 wte Communication Specialist

1.00 wte Information Specialist
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3.00 wte Education Development Officers
1.00 wte Publications Specialist
1.00 wte Administrative Assistant & PA to Centre Director

Activity during 2009/ 2010

The Centre continues to work towards the integration of a continuum of genetics education into health professionals’
learning, teaching and practice through awareness raising activities, development of educational resources and
courses to support educators. This has been demonstrated by:

Facilitating the inclusion of genetics into the revised Nursing and Midwifery Council Standards for education
Providing ‘Teaching Genetics’ and ‘Using PowerPoint ® courses for genetics specialists

Expanding the range of entries on the Telling Stories website

Developing a competency framework for Non Invasive Prenatal Diagnosis, [Rapid Project].

Publishing quarterly ‘Genetics Education Centre Update’ newsletters.

Developments planned for 2010 / 2011
Development of blended and e learning to support health professionals in clinical practice to understand and integrate
genetics into clinical practice.

Review the content and delivery strategy of The Teaching Genetics Course to further expand its uptake by health
professionals.

Work closely with Higher Education Institutions to champion the integration of genetics into revised curricula for
undergraduate nurses and midwives and make available support for educators to facilitate the learning and teaching of
genetics.

Collaborate with the United Kingdom Genetics Testing Network to develop educational resources about genetic
testing.
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INFECTION CONTROL
Jim Gray, Consultant Microbiologist

Once again we are pleased to report evidence of continuing high standards of Infection Prevention and Control at all
levels within the Trust, together with completion of almost all objectives set in the Infection Control Annual Programme
of Work. In July 2009 we underwent an unannounced inspection by the Care Quality Commission of our performance
against The Health and Social Care Act 2008: no breaches of the Hygiene Code were found. The Annual Report of the
Director of Infection Prevention and Control provides a full report of infection control performance during the year, and
is available for public viewing on the Trust website.

For the seventh consecutive year there were no infections in any of the categories subject to Department of Health
mandatory surveillance. However, mandatory infection surveillance encompasses only a small proportion of the overall
burden of healthcare associated infections (HCAIs), and it is important to note that our much more extensive internal
infection surveillance continues to show satisfactory performance in preventing a much broader range of HCAIs. This
excellent performance is no reason for complacency. We continue to raise awareness of specific risks around HCAIs
with our staff, and to promote and monitor good clinical practice to minimise the risk of HCAI for our patients. Key
developments within the service during 2009/10 were

e Greater robustness of staffing. Dr Mitul Patel was appointed as Consultant Microbiologist at Birmingham
Children’s Hospital in August 2009, and is now sharing the on-site work at the Women’s Hospital with Jim
Gray. We also welcomed a regular on-site presence from Samantha Bullingham, Infection Control Nurse at
the Children’s Hospital, who works alongside Julie Suviste.

o MRSA screening of elective and emergency Gynaecology patients, all admissions to the Neonatal Unit, and
high-risk Maternity cases introduced, making us compliant with the Department of Health Operation Guidance
well ahead of the target date.

o The frequency and scope of audits of clinical practices was greatly increased, with particular emphasis on
monitoring compliance with the Department of Health High Impact Interventions. We are also pleased to
record continued improvement in performance in hand hygiene audits.

e The programme of regular multi-disciplinary environmental inspections introduced during 2008/09 was
developed during 2009/10 to ensure that all clinical areas are visited at least once per year, and to ensure that
any issues identified are responded to. This programme has been instrumental in ensuring that consistently
high standards are maintained in all clinical areas.
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RESEARCH AND DEVELOPMENT
Professor Khalid Khan, Research & Development Director, Mrs Kelly Hard, Research and
Development Manager

Over the past year R&D has achieved a high level of stability, providing a stable number of staff working within the
department, and securing funding from a variety of income sources.

2009-10 saw an increase in staff from 2.1wte to 6.5wte, this was due to demand and a change in strategy within the
departmert. Staffs were employed to boost recruitment into NIHR portfolio projects, whilst taking extra pressures off
recruitment from other directorates and clinicians. Other staffs were tasked with preparing and submitting grant
applications in order to maximise the trust income, and research capabilities.

During 2009/10 the department received a number of national and international grants, including a Research for
Patient Behefit Grant, a Health Technology Assessment grant a number of Well Being of Women Grants.

The department continues to host two of the most successful CLRN priority area lead networks in the region, REACH
and Clinical Genetics. REACH is now lead by Mr Arri Coomarasamy whilst Clinical Genetics continues to be lead by
Prof Eamonn Maher. In addition we have recently been successful in our application to host the Urogynaecological
Priority Network which will be lead by Mr Phil Toozs-Hobson. Each of these networks is striving to increase the
number of patients recruited into studies within the Birmingham and Black Country Region and also developing their
own research projects for the future. In addition these networks aim to raise the profile of research, its translation into
practice and continue the_ongoing high quality research within the respective fields in our region, but especially within
this trust.

Good Performance Indicators

This year the department has recruited 697 participants to NIHR Clinical Trials, this is a 157% increase on the
previous year’s recruitment, excluding band 1a studies*. This year the department has continued to improve and
strengthen the relationship with the BBC CLRN in order to secure and maximise potential portfolio income and
Research Management and Governance support costs. The Women'’s hospital has been one of the biggest recruiters
into portfolio studies within the region.

* these studies are those which recruit over 1500 patients in any one CLRN and are deemed to be simple screening
type studies.

One of our other measures for good performance is time taken to provide NHS permission for research project. The
BBC CLRN have set all trusts a target of 59 days from receiving a project to providing NHS permission. The target was
to be met by October 2010; however our Trust had achieved this by the end of this financial year.

Clinical Governance

There were 2 reported incidents which were processed through the relevant processes and procedures already in
place by the Department. Both matters were investigated as per normal procedures and are now closed. Lessons
learned approach was taken with changes in process, policy and procedures as and where necessary.

Activity
At the end of the March 2010 there were 105 research studies being undertaken (or in the start up phase)
across the Trust. These are summarised below:

Area Active In set up Total
Gynaecology 31 1 32
Obstetrics 34 1 35
Genetics 26 0 26
Neonatal 9 0 9
Other 3 0 3
Total 103 2 105

85



whd
c
@
£
<3
9
o
>
@
o
©
c
®
<
o
1
®
@
N
)
14

Graph of Recruitment across topic to NIHR portfolio studies.
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In 2009/10 research activity across the Trust was disseminated via 166 publications in National and International peer

reviewed scientific Journals — see Publications section

R&D Output
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EDUCATION
Neil Savage, Director of Workforce and Organisational Development

Overview

2009/2010 has again been a successful year for the Trust Education. Learning and development continues to develop
as a key part of the Trust's business focus. Through the Learning and Development Agreement with the West
Midlands Strategic Health Authority (SHA), the Trust receives circa £5.4 million per annum. This funding enables the
Trust to deliver a breadth of quality clinical education, allocated to a variety of areas including:

Service Increments for Teaching (SIFT) Medical Placements and Facilities - Birmingham Medical School
Medical and Dental Education Levy (MADEL) and

Learning Beyond Registration

Nursing & Midwifery Salary Replacement

Clinical Skills Centre

Practice Placement Managers

Scientist & Technicians Salary Replacement

Library Strategy Funding

This chapter provides a summary of our past year’s activity and performance in the delivery of education.

During the first half of 2010 the Trust has been involved in the regional and national reviews of future MPET funding.
Although no final decision have been taken, there is an expectation that funding for MPET purposes within the Trust
will be reduced by at least £0.5m over the next four years. A phased loss of this income over a four-year will be crucial
to enable the Trust to adapt to the new funding aliquot. This will require a significant rethink about both the qualitative
and quantitative delivery of medical education in the Trust.

Activity
Full details of Trust educational activity are included in the individual sub-specialty areas below.

Good performance indicators
Details of good performance indicators for Trust educational activity is included where appropriate in the individual
sub-specialty areas in section 4 below.

SUB-SPECIALTY AREAS

LEARNING BEYOND REGISTRATION
Anne Marie Gaynor, Senior Nurse Education & Professional Development

The NHS West Midlands budget for Learning Beyond Registration (LBR) consists of 2009/2010 allocation with a 2.7%
uplift for inflation; amounting to an allocation of £58,443. In addition separate funding streams are provided for Non
Medical Prescribing Programmes based on Trust demand. The Trusts LBR allocation is calculated on a per capita
basis using staff in post figures which originate from the DOH Census data. The adoption of the Learning and
Development Agreement LDA in 2009 set out clear contractual management and reporting arrangements for Trusts
and the SHA for LBR funds. This agreement ensures that the management of education and related quality assurance
measures are robust.
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LBR funding is available to all professionally registered staff and is apportioned appropriately across the Trust. It is
used to support staff to undertake post registration education at a variety of Higher Education Institutions and training
providers. It supports staff opportunities for nursing, midwifery, AHP and HCS staff to enhance practice and
professional development and provide a workforce fit for purpose. Learning and development needs of staff are
identified during their PPR and linked to SHA strategies, Trust Strategies and service development needs as well as
individual Personal Development Plans and KSF requirements.

Since the introduction of the NMC Standards outlining requirements for appropriately trained mentors, funding to
support ongoing mentorship preparation is no longer included in pre-registration budgets and is now part of the LBR
funds . This means that in gynaecology, maternity, neonatal and in clinical support, an increased proportion of the
funds are allocated to support professionally registered staff in mentorship preparation programmes and ensure that
the Trust has sufficient numbers of trained staff to support pre-registration students.

Particular developments included in LBR commissions this year have been the introduction of specialist roles such as
the Advanced Scrub Pratitioner or further developemnt of specialist skills and training such as Obstetric Ultrasounds
scanning for midwives undertaken to support continuity of care and easy access to services. In the NNU, requirements
of the Neonatal Directorate Training and Workforce Strategy and the Tool Kit for high quality Neonatal Services (2009)
means LBR funds increasingly being used to support staff in undertaking NNU pathway modules.

For all staff groups maintaining professional registration via CPD is crucial to practice and LBR activities and funding
supports this.

The SHA has funded the introduction of a Preceptorship Facilitator Post for 12 months. This post will primarily be to
support newly registered staff in their transition from student to registered practitioner.

The following outcome measures have been defined for this post over the coming 12 months:

e There will be systems in place to identify staff requiring preceptorship and the organization is able to
demonstrate the application of the system.

e Preceptors have been trained and are in sufficient supply to meet the demand for preceptorship. The Trust is
able to demonstrate this commitment through post graduate training contracts or other appropriate training
arrangements.

e Each preceptorship programme satisfies professional regulatory body requirements (e.g. NMC Guidance on
preceptorship for new registrants), mandatory training, Agenda for Change, Knowledge Skills Framework
(KSF) 6-month assessment and 1st foundation gateway.

PRACTICE PLACEMENT
Katie Joyce - Practice Placement Manager

Clinical Placements form between 30-60% of each NHS funded undergraduate/pre-registration healthcare training
course. Suitable and effective clinical placements aim to provide students with the opportunity to undertake practical
assessment, supervised by an Assessor who has the appropriate knowledge and experience to form a judgement
about a Student’s competence/proficiency. The Trust provides clinical placements to undergraduate/pre-registration
Midwives, Nurses, Operating Department Practitioners, Physiotherapists, Radiographers and Biomedical Science
Students. This process is managed by the Practice Placement Manager (PPM).

In 2006 the Nursing and Midwifery Council (NMC) published ‘Standards to Support Learning and Assessment in
Practice.’ It set out standards for Mentors in the form of a development framework which defined the knowledge and
skills Nurses/Midwives need to apply in practice, when they support and assess students. The Trust has subsequently
implemented these standards and has ensured staff are familiar with them.
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Practice Placement developments and objectives we have worked towards in 2009 / 2010 have included:

. Maintaining a live database of Mentors through regular review and by adding or removing names of registrants
as necessary

) Ensuring the appropriate preparation and continuous update of Mentors in accordance with the NMC criteria
. Ensuring appropriate levels of Mentors are available to support the increasing number of Students in training.

Summary of Clinical Governance for Practice Placement

During 2009 / 2010 the Trust has endeavoured to make certain that all Mentors are prepared, supported and
continuously updated in line with the criteria of the standards to ensure students in training are provided with effective
clinical placements.

Since September 2009 the NMC required that new Mentors can no longer be entered onto local registers by virtue of
previous qualification or experience. New Mentors must undertake an NMC approved programme of preparation, for
e.g. Supporting Learning and Assessment in Practice (SLAIP). LBR activity in 2009 / 2010 has supported this, with an
increased number of Nurses, Midwives and AHPs enrolling on the SLAIP course. This has improved the number of
Mentors/Sign-off Mentors within the Trust.

From April 2010 the NMC has required all Student Nurses undertaking their final Management and Sign-off
placements to be supervised by a Sign-off Mentor. Sign-off Mentors have been receiving in-house training on their
role and responsibilities as a Sign-off Mentor for Students on such placements.

In 2010 consultation with varying bodies finished and the decision to change Nursing to an all graduate profession was
made. Changes to pre-registration Nursing programmes offered by HEls within the West Midlands will be
implemented in 2011 and by 2012 nationally, i.e. Prospective Students will no longer be offered Diploma courses as a
route into Nursing.

THE EDUCATION RESOURCE CENTRE
Diane Carter, Manager, Education Resource Centre

The Education Resource Centre (ERC) has always supported the Trust Educational Policy in providing a professional
workforce fit for purpose. The Centre’s strategies revolve around access to information, from both electronic and
conventional sources. High quality multi-disciplinary educational courses are organised, particularly in the areas of
clinical skills and evidence based practice. The Centre also organises and hosts mandatory training programmes on
behalf of the Postgraduate School of Obstetrics & Gynaecology.

In early 2010 Professor Khalid Khan, Clinical Tutor and Trust Lead for Postgraduate Education, took up a position at
Bart’s in London. Professor Khan had been an Associate Director of the ERC for many years and had been actively
involved in the provision of Evidence Based Medicine, thus raising the profile of the ERC as a centre of excellence in
this field. He had also been instrumental in the creation of the Masterclass Programme for Advanced Trainees in
Obstetrics & Gynaecology which has now been running for the past 10 years with excellent evaluation. Following the
departure of Professor Khan, Mr Yousri Afifi, the Trust's Royal College of Obstetricians & Gynaecologists (RCOG)
Tutor, was appointed his successor as Chair of the Regional Advanced Training Committee in Obstetrics &
Gynaecology will ensure the continuation and organisation of the programme by the ERC.

The Centre has expanded its multi-disciplinary activities and hosts courses for consultants, junior doctors, medical
undergraduates and nursing and midwifery staff. Multidisciplinary Practical Obstetric Multi-Professional Training
(PROMPT) training continues to be held. Further training continues in Basic Practical Skills, Newborn Life Support,
Ectopic Pregnancy, Perineal Tear and Advanced Practical Skills training. All have received excellent evaluation and
the Centre continues its reputation as a leading provider in skills training in the Region. In addition to this, demand for
the use of the Clinical Skills Centre continues to grow and the Centre has also been instrumental in the delivery of the
Trust mandatory programme in resuscitation training.
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Following the retirement of Mr Harry Gee, Mr Richard Cartmill was appointed to the post of Head of Postgraduate
School of Obstetrics & Gynaecology. He has confirmed that the continuation of management and administration of the
School’s work and finance is to be centred in the ERC and as such the Trust retains its status as the centre-point for
postgraduate specialist training in Obstetrics & Gynaecology for all West Midlands Training. The Centralised
programmes in Basic, Intermediate and Advanced training continues to be organised and hosted by the ERC on behalf
of the School. Previous successful bids to the SHA have ensured the continuation of the provision of mandatory
ultrasound training and attendance on mandatory Advanced Training Skills courses.

Following the establishment of Undergraduate Clinical Teaching Academies, Mr Justin Clark was appointed to the post
of Head of the Clinical Teaching Academy for the Trust. His previous initiative on the appointment of a clinical lecture
to improve undergraduate teaching continues.

The ERC continues its policy of developing and expanding its activities and is an income generator. As before the
area met its CIP targets and was a contributor to the Trust financial position.

LIBRARY SERVICES
Ann Daly, Librarian

Overview of service

The Library and Information Service is available to all BWNFT employees and students. The service is staffed by a
part-time clinical librarian and two fulltime para-professionals. Staff are available between 9am and 5pm Monday -
Friday, and out of hours access is available 24 hours a day, seven days a week. We provide a range of traditional
library services including print and electronic textbooks and journals, literature searching, interlibrary loans and
medical database training. We also provide a more contemporary service that supports a culture of evidence based
practice with the clinical librarian attending delivery suite teaching / ward round and managing the O&G Journal Club.
This year, the library team held an Open Day that was attended by just over 100 Trust staff to whom demonstrations
were provided on accessing e-journals and using healthcare databases. In addition, we conducted a library survey
with over 80% of service users voting both the efficiency and helpfulness of library staff as being between excellent
and very good. Finally, the clinical librarian was awarded Chartership, the gold standard qualification for library and
information professionals.

Library Service activities during 2009 / 2010 include:
¢ Induction and library membership card to new staff

e Literature search and interlibrary loan service to ensure current and best evidence is used in clinical
practice and research

e Relevant books, journals, and electronic resources

e Design and delivery of individual and group training programmes on accessing e-journals, searching
medical databases and critical appraisal

e Library Road Show and Open Day to promote the library service
e Provision of a Current Awareness Service
e Library survey to ensure provision of a user-led service

e Attendance at delivery suite teaching / ward round and provision of a literature search service to provide
best evidence to support patient care

o Management of the O&G Journal Club
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Supporting Clinical Governance

The library supports Clinical Governance by ensuring the best research evidence is made available for clinical
practice, research projects and to develop local guidelines. This is achieved by providing a quality literature search
service whereby library staff use a hierarchical approach to searching that ensures all evidence is located and made
available. We also provide a same day service for urgent interlibrary loans to ensure the immediate availability of

research to support patient care.

Library activities supporting Clinical Governance

Activity 2009-10 | 2008-9 | 2007-8
Number of Trust staff receiving induction 588 384 484
Library staff hours spent on induction 16 8 11
Number of Trust staff receiving library education 148 139 144
Library staff hours spent on user education 81 107 87
Literature searches completed 106 104 118
Loans from stock (to own users) 1575 1282 1191
Interlibrary loans (ordered for our users) 641 682 847

Number of inductions, literature searches and book loans has increased over the years, indicating good promotion of
these services. Inter-library loans have decreased as service users are accessing e-journals for themselves (e-journal
usage has increased). The number of Trust staff receiving library education has slightly increased although library staff
hours spent delivering education has decreased but we’'d hope to see an increase during the next 12 months.

Library Business Plan 2010 — 2011

The Plan ensures compliance with the Library Quality Assurance Framework (LQAF) to meet the knowledge and
learning needs of the hospital community by providing helpful and knowledgeable library staff and the appropriate
resources identified through customer and stakeholder engagement. In addition, the library will continue to support a
culture of evidence-based practice through the availability of journal articles, and a literature search and clinical
librarian service to support patient care.

UNDERGRADUATE EDUCATION
Mr Justin Clark, Consultant and Head of Academy

Overview of Service

The Trust is the main provider of under-graduate obstetric & gynaecological education for the University of
Birmingham medical School. There are over 400 students currently studying at undergraduate level at the University of
Birmingham. The teaching is co-ordinated from the Birmingham Women’s Hospital. Over the course of a year in the
final (5th) year, all students attend the Trust for academic in-days (lectures/problem based learning) and also for final
examinations.

Clinical Placement Activity for 2009-10

The Trust has approximately 160 of the 400 students every year attending for obstetrics and gynaecological clinical
placements. In addition to this the re-sit students (normally numbering around 40-50) attend the Birmingham Women’s
Hospital for remedial teaching and student placements during the course of the year. The current academic year has
introduced significant changes in the undergraduate MB ChB programme. Student placements have now been
reduced to 5 weeks from 6 weeks, but an additional 20 final year students now undertake student selected activities
which involves a 5-week ‘apprenticeship’ where they are integrated onto a clinical firm an act in the capacity of a
‘houseman’ (FY1) to enable them to acquire generic, essential skills at FY1 level, hence preparing them for
professional life immediately following qualification. In addition, the Trust provides a faculty of 10 trained ‘senior clinical
examiners’ from our Consultant body for the newly developed student final examinations.

In addition to final year medical students, we cater for around 45 4th year students undertaking 2-week and 4-week
“career tasters” which are student selective components of the curriculum. To accommodate these students we offer
them experience in obstetrics & gynaecology in specialist fields of maternal medicine, fetal medicine and
gynaecological surgery, as well as lab-based medicine (pathology/haematology/microbiology/cytology), genetics and
neonatology. We also place around fourteen 4th year oncology medical students for one-week placements in
oncology every year.
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Innovations and developments

The Trust liaises closely with the Medical Education Unit at the University of Birmingham to develop the curriculum and
student assessments. We have ring fenced resources to appointment a specific Teaching Lecturer in addition to
Clinical Lecturers to deliver teaching in an academic setting (tutorials, problem-based learning, clinics and bed-side
teaching). We are also piloting the use of gynaecological teaching associates to teach examination with a view to
conducting a full scale randomised control trial in 2010 to assess the impact of this intervention against standard
teaching methods.

Future developments

Following an excellent report following a Quality Assurance Visit by the University of Birmingham Medical Education
Unit last year, the Birmingham Women’s Hospital has been designated to become one of the new “Clinical Teaching
Academies” of the University of Birmingham. We are in the process of developing our “Academy Implementation Plan”
which involves developing a new teaching structure involving a greater input in undergraduate teaching from clinicians
with an interest in education. These “Senior Academy Teachers and Tutors” will develop the clinical curriculum and
offer more intense one to one interaction with our students in both an educational (including monitoring progress,
feedback and assessment) and pastoral capacity. It is envisaged that all clinical and academic staff within the hospital
will continue to deliver day to day teaching and provision of clinical material.

UNDERGRADUATE MIDWIFERY EDUCATION
Alison Edwards, Senior Midwifery Lecturer — Placement Support and Wendy Burt Practice
Development Midwife

Overview
The undergraduate programme continues to ensures that students are fit for practice and purpose and meet the
requirements for a BSc (Hons) in Midwifery and registration with the NMC.

Activity
The total number of student midwives supported by the Trust in 2009/10 was 39 on the 3 year direct entry midwifery
programme and 10 on the 18-month midwifery programme.

Service Development for 2009/2010

The partnership between the clinical and academic team continues to develop with clinical midwives increased
involvement in OSCE assessments. The NMC requirements relating to 'Essential Skills Clusters' and 'Grading
Practice' have been incorporated into practice assessment.

Trust midwives and academic staff have worked towards incorporating NMC guidance on case holding practice for
student midwives. Students will follow a woman from booking to birth and beyond. This will be a significant challenge.
Clinical experience monitoring group meetings are held quarterly with trust student coordinators and link tutors to
discuss issues pertaining to student’s training.

Summary of Clinical Governance

e _Students are made aware of all relevant, existing and new, documents, e.g. from local, national or professional
sources, and are encouraged to participate in the development of local standards. All students have access to
trust guidelines.

¢ Annual education audits continue to demonstrate supportive and effective clinical placements for students

e Clinical midwives from the Trust, academic staff and others, comprise a Profession Specific Group (PSG),
initiated by the Quality Assurance Agency (QAA), which meets regularly to review quality issues related to the
midwifery education programme. Recommendations form this meeting are reported to the Healthcare Quality
Group which is a multi professional group with SHA representation.

o _ All student midwives have the support of a named Supervisor of Midwives especially when untoward clinical
incidents occur.
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Governance

. There are two main groups within the Trust to manage educational activity and quality —
The Multi-professional Education, Learning and Development group (MELD) and the Training, Education
and Development Committee (TED).

. TED meets regularly with good cross-directorate and multi-professional attendance. It manages
operational training matters and reports in to MELD which meets on a quarterly basis.

Risk Management

The Trust continues to develop its robust risk management systems. Educational matters which fall into the clinical risk
category are managed through the Clinical Governance Committee, chaired by Mr Peter Thompson, Medical Director.
Educational matters which fall into the non-clinical risk category are managed through the Organisational Risk and
Governance Committee, chaired by Neil Savage, Director of Workforce and Organisational Development. Both
committees report directly to the Board of Directors.
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PATIENT EXPERIENCE
Jane Owen, Director of Nursing, Midwifery, Infection Prevention & Control and Operations

Overview 2009-2010

The Corporate Directorate has continued to build on initiatives to improve patient experience and act on feedback.
The services provided by the Safeguarding, bereavement and spiritual care teams all strive to deliver individualised
high quality care, responsive to patient needs.

There is a continuing need to improve on parent feedback for those who have babies in the Neonatal Unit. Revised
questionnaires have been designed and volunteers help parents to complete these forms

Clearly it is important to get a complete overview of patient experience rather than concentrating on what can be seen
as the more negative feedback via PALS and complaints. To this end, in the forthcoming year there will be a complete
review of the systems currently in use. This will be headed by a patient experience project lead to be appointed early
autumn 2010

The Trust is keen to continuously improve quality. In the forthcoming year more needs to be done to ensure lessons
are learnt from complaints, and shared across the organisation. In addition targets for the quality accounts include:

¢ To maintain being a top performer in the National Inpatient Survey.
e To achieve a minimum of 80% of all complaints answered on time.

COMPLAINTS
Christine Yarnold, Complaints Manager

Activity

During 2009-2010 there were 114 formal and 7 informal complaints received (informal complaints are ones not
received within 12 months of the incident complained about). This was an increase on the previous year (2008-2009)
when 99 formal complaints were received.

A patient-focused approach to the management of the complaint allowed the Trust to negotiate a response time
proportionate and acceptable to the complainant. Through this approach 57% of the formal complaints were
responded to within the agreed timescale for response.

The main subjects of complaint which have emerged for 2009/2010 are:

Subject of Complaint Number of Percentage
Complaints received

Aspects of Clinical Treatment 40 35%
Communication 18 15%
Attitude of Staff 28 25%
Appointment delay/cancellation 16 14%

Complaints by Profession:

Profession Total Number of
Complaints received

Medical including surgical 42
Professions supplementary to medicine 16

Nursing, Midwifery and Health Visiting 32

Trust Administrative stafffmembers 17

Other — e.g. reimbursements requests 5

TOTAL 114

94



Subject of Complaint:

Subject of Complaint Total number of
complaints
received
Admissions, discharge and transfer arrangements 4
Appointments, delay/cancellation (outpatient) 16
Attitude of staff 28
All aspects of clinical treatment 40
Communication/information to patients (written and oral) 18
Consent to treatment 1
Patients’ property and expenses 3
Personal records (including medical and/or complaints) 1
Failure to follow agreed procedures 1
Transport 1
Other 1
TOTAL 114
Complaints by Service Area
Service Area Total Concluded Late Not
number of | in agreed with concluded
complaints | timescale | consent | at 31.3.10.
received from
patient
Gynaecology Inpatient 17 5 8 4
Gynaecology Outpatient 30 19 9 2
Maternity Services 43 21 20 2
Other — Clinical 24 18 5 1
Support/Genetics/NNU/Estates

Summary of Clinical Governance
e The response time, subject of complaint, profession complained about and service area complained about is
monitored by the Department of Health annually.
e The number of complaints and response times are monitored Quarterly by the Primary Care Trust

Changes in practice and lessons learnt from the complaint investigation are reported to:

The Clinical Governance Committee — quarterly

The Management Board — monthly

The Board of Directors — monthly.

Changes in service, protocols and procedures, made as a result of the complaint investigation, are reported back
to the complainant.

SPIRITUAL & PASTORAL CARE SERVICES
The Revd Dr. Mojalefa Khechane, Free Church Chaplain, Spiritual & Pastoral Care Services
Manager

The mission of the Spiritual and Pastoral Care Services (SPCS) is to promote spiritual health and initiate timely,
competent, compassionate and confidential spiritual and pastoral support to patients, families and staff.

Activity

The main objective in the period under review was to increase chaplains’ coverage Trust-wide. The SPCS made some
adjustments in staffing with a view to increasing bedside coverage for minority religions; we introduced “Bank
chaplaincy”. We interviewed for Bank positions (Sikh, Hindu, Bhuddist, Christian, Muslim, Jewish and Bahai) but only
one appointment was made. These positions have since been re-advertised; we continue to receive applications.
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Through increased working ties with local educational institutions, and in pursuance of the Trust’'s work experience
policy, we are now able to provide placements for theology students. This year we hosted two such students.

New Roles
Rakesh Bhatt, our Hindu Chaplain, who worked for us through our Service Level Agreement with the UHB, left the
Trust after five years of service. Akm Kamruzzaman (Zaman) was appointed as Muslim Bank chaplain.

Clinical Governance

The SPCS continues to take an active role in such annual services as: “Still in our Hearts"— a non-religious ceremony
of remembrance for people who have experienced pregnancy loss or the death of a baby; it takes place in May and
“Celebrating Brief Lives”—a similar, but religious, ceremony held annually in October.

Perinatal loss remains a focus of spiritual and religious care; gynaecological funeral services for non viable fetus take
place according to need. Services for the ‘Respectful’ Disposal of human remains take place within the hospital
intermittently according to need.

The figures below illustrate some services and activities conducted during the period under review.

Service/Activity 2009/2010

Number of blessings performed 39
Number of baptisms performed 51
Number of patients visited 087
Number of funerals conducted 10
Number of members of staff seen 8

Number of Protestant worship services conducted 44
Number of Catholic Mass celebrated 32

SAFEGUARDING
Elaine Giles, Lead Nurse/Midwife for Safeguarding Children

Safeguarding Team

The Safeguarding Team provides specialist advice and support to all Trust staff and outside agencies and
professionals on all matters relating to the safeguarding and protection of vulnerable children and adults.

The team consists of 5 WTE midwives.

In addition, the team work in collaboration with the hospital based social work team.

Safeguarding Children
e The Trust's Executive Lead for Safeguarding has recently become a member of Birmingham Safeguarding
Children Board (BSCB).
¢ In line with national guidance, the Trust has a Named Nurse/ Midwife and a Named Doctor with protected
time. This year the Trust appointed a new Named Doctor following the retirement of Dr Mike Hocking. They
provide advice and expertise for colleagues both within health and other agencies, promoting good practice to
safeguard and promote children’s welfare. In line with national guidance, the roles are clearly defined within
the job descriptions. The Named Professionals also represent the Trust at BSCB Forums.
Executive Lead: Jane Owen, Director of Nursing and Midwifery
Named (Lead) Nurse/ Midwife: Elaine Giles
Named Doctor: Debbie Derbyshire, Consultant Neonatologist
Additional frontline advice and support is also provided by a Specialist Nurse/Midwife for Safeguarding,
Eleanor Newbold.
e Consistently, with the national picture, the number of referrals continues to escalate putting additional
pressures on the capacity within the team.
o A recent combined Ofsted and CQC inspection of Safeguarding across the city gave an ‘inadequate’ feedback
for health and social care services.
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Number of referrals where there have been identified Child Protection concerns.
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An increasing number of cases have identified social factors requiring intensive assessments and monitoring by the
safeguarding team and community midwifery services. It is crucial that good communication is maintained between the
professionals involved in these cases to ensure parents receive adequate support for them to be able to parent
effectively.

Community midwives are providing early identification of social problems, using the hand-held pregnancy records and
the Common Assessment Framework has been recently introduced for which midwives are undergoing training and a
city —wide approach is being used to identify areas of risk.

Number of referrals where there have been identified

Safeguarding Children Cause for Concern
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Number of Common Assessments undertaken.

Common Assessment Framework
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Perinatal Mental Health Services
Specialist Midwife Olive Downer-Robinson works in partnership with the psychiatric services from the Queen Elizabeth

Psychiatric Unit and operates a joint clinic for pregnant women experiencing mental health concerns. The table below
shows a predicted steady rise in the number of referrals to this service.

Perinatal Mental Health Services
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250 352
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Concerns have been raised regarding the increasing capacity of this clinic and further developments are proposed to
ease the pressure of this clinic including the development of a Perinatal Integrated Care Pathway and updated mental
health guidelines.

Domestic abuse

Specialist Midwife Olive Downer-Robinson provides advice and support to women experiencing domestic abuse.
Guidance is given to staff providing care for this group of women. Midwives are encouraged to routinely ask pregnant
women about domestic abuse during their pregnancy. This, together with an increased awareness by other agencies
has increased the capacity of work for midwives and the safeguarding team. The Domestic Violence Working Party set
up March 2010 is working towards guidelines and processes to assist staff dealing with this particular issue. We are
working collaboratively with other external organisations. However, the increased awareness of the Violence Against
Women Strategy, including Honour Crime, Forced Marriage, Female Genital Mutilation has resulted has increased the
pressures on the team.

Police reports of domestic abuse incidents received into the Trust by the Safeguarding Team
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Teenage pregnancy
The specialist midwife for teenage pregnancy, Joanne Mardell, has been working within the trust to support pregnant
teenagers. She had a total of 233 referrals in 2008 compared to 99 referrals in 2007 giving a 17% increase.

Pregnant Teenagers who gave birth at Birmingham Women’s Hospital
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New initiatives in 2009/10

Introduction of new teenage pregnancy guidelines

Birth Centre lower age limit reduced from 17 years down to 16 years.
Specialist midwife has completed Family Planning and Sexual Health Course.
Young Parents to be group to include fathers.

Teenage pregnancy audit.

Planned initiatives for 2010/11

e Family Planning outreach clinic provided by BRASH (Birmingham Relationship and Sexual Health) within the
antenatal specialist clinic.

e Family planning administration on the postnatal floor prior to transfer home.

e Randomised Control Trial of the Family Nurse Partnership providing intensive support for young Parents.

Substance misuse

o Midwife Heather Gray provides services for women affected by drug and alcohol misuse and also leads on
smoking cessation.

e The number of women referred for substance misuse issues has remained fairly constant. The breakdown of
drugs used has also remained very much the same. Although there appears to have only been a very slight
increase in alcohol cases there has been a notable increase in severity and complexity of alcohol problems.
More women have presented with current or previous alcohol dependence issues requiring input from
community alcohol teams and other services plus closer monitoring in pregnancy.

e There has also been a notable increase from 11% to 20% in the number of babies who have required
treatment for neonatal withdrawal and the number of cases with input from Children’s Services has also shown
a steady increase from 25% in 2007 to 43% in 2008.
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Referrals for drug and alcohol misuse.

Substance Misuse Referrals

60

Ll
(=}

.
(=]

@2007
B2008
BI00G

1 -

Cannabis Methadone f Alcohol Other Drug Use
Subutex

[~
Q
|

Referrals

Smoking

Community midwives are now using CO monitors when booking pregnant women to enhance the message of the risks
of carbon monoxide and smoking to unborn babies.

Smoking figures for pregnant women.

Total Deliveries 2008

@ No of women smoking at delivery
m No of women not smoking at delivery
0 No of women whose smoking status is not disclosed

Risk management

Failure to act in an appropriate and timely manner can have serious implications for children, their families and staff.
The following areas have been highlighted as potential areas of risk within the area of safeguarding children in the
Trust. Work to reduce the risk has been undertaken and continues to be addressed:

e The removal of babies from their mother’s care immediately following birth.
e The increasing level of aggression facing Trust staff when involved in child protection issues.

Actions taken have included:
e The development of a multi-agency policy for the emergency protection of a child at birth which is waiting to
be ratified.
e Clear child protection plans in place prior to birth.
¢ Closer partnership working with service users, health professionals and social care staff.

Clinical Governance

Following guidance in Working Together to Safeguard Children 2010, Safeguarding Children is firmly embedded within
the clinical governance framework and continues to receive regular reports, including findings from Serious Case
Reviews, recommendations and action plans to change practice.
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BEREAVEMENT SERVICES
Karen Henson, Bereavement Services Manager

Overview 2009/2010
Focus continues to be on achieving the highest standard of care across Bereavement Services, and this is achieved

by:

o Working in partnership with Medical, Nursing and Midwifery staff to ensure that families receive the best
possible care

o Close liaison with other departments, including Mortuary, Histopathology/Pathology

e Ensuring that funeral arrangements for our families are carried out in a timely, dignified and sensitive
manner

o A follow-up service that provides investigation, advice, support and information

Activity
During 2009/2010 there were 113 families seen on Delivery Suite, Neonatal Unit or Wards prior to discharge by a
Bereavement Services Midwife

The Mortuary is undergoing a complete refurbishment, including a Family Quiet Room where baby viewings will now
take place in a quiet and private environment. We have gratefully received a large donation from SANDs to help
furnish the Quiet Room, and will have an official opening later in the year.

Good Performance Indicators

Following the excellent site inspection in March 2009, when the Bereavement Service was praised for the high
level of compliance and examples of good practice — particularly consent standards, we have been asked by
the inspectors to share our knowledge and practices with other comparable hospitals. By exchanging/sharing
information we can improve post-mortem training & consent for all families

A Study Day was carried out by Bereavement Services team at the Birmingham Women'’s Hospital (BWH) in
November 2009. 30 Bereavement Leads attended from across the region. The purpose was to share good
practice in bereavement care, and to benchmark against others. All attendees completed an evaluation form,
the feedback from which indicated that BWH provided an exceptionally high standard of care.

A network of Bereavement Leads has now been created, and we have been invited to attend other hospitals to
share our good practice.

Bereavement Services have improved their own administrative processes by creating a ‘pathway’ to enable
ease of auditing when and where parents are met, and to ensure regular and appropriate communications are
in place

Risk Management

The Bereavement Service continues to report all unexpected deaths on the Datix System and carries out
investigations when necessary

A second audit year on our stillbirth rate has been completed. We will be presenting our findings alongside last
year’s figures, although a date for the presentation has yet to be confirmed.

The Bereavement Service continues to report all child deaths to the appropriate Child Death Overview Panels
(CDOP), and an Information Sharing Protocol has been developed and agreed by the various panels

It has been agreed from September 2010, proformas for all baby deaths are completed by Bereavement
Services in close liaison with the Delivery Suite Consultant Clinical Lead. Any aspects of care raising concern
will be reported to the necessary managers/clinicians

All deaths are reported to CMACE
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Patient Experience

Infection Control
o The Bereavement Service endeavours to maintain excellent standards of infection control by attending
appropriate training sessions, and maintaining a clean environment

Clinical Governance

o The Bereavement Service undertakes regular education/information sessions for Medical, Nursing and
Midwifery staff to ensure that all have a basic knowledge of bereavement management and care, including
post-mortem consent training

e The Postnatal Discharge document has been reviewed following feedback from community teams, with more
information now being requested.

o The Checklist for Pregnancy Loss folder has been made more concise, informative and user-friendly.
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