


 PATIENT EXPERIENCE AND IMPROVING 
CLINICAL PERFORMANCE  

  

    
7 Healthcare Commission Annual Health Check  Jane Owen 2 
 • AGREE declaration 

• NOTE comments from Stakeholders 
 

  

8 Red  Risk Registers and Assurance Framework  Jane Owen 3 
 CONSIDER risks and assurance framework 

 
   

9 Amber Risk Register  Jane Owen  4 
 CONSIDER amber risks 

 
  

9 Corporate Manslaughter and Corporate 
Homicide Act 2007: Implications for the Trust  
• NOTE the provisions of the Corporate 

Manslaughter and Corporate Homicide Act 2007  
• CONSIDER the implications for the Trust 

Barbara 
Cooper 

5 

    
 ORGANISATIONAL PERFORMANCE   
    
10 Integrated Performance Report (including 

Finance Report) 
NOTE the Integrated Performance Report   

Jane Owen 
Tim Woods 
Andrew 
McMenemy 

6 

    
11 18 Week Project Update  Jane Owen 7 
 NOTE progress towards the achievement of the 

national 18-week referral to treatment target by 
December 2008   
 

  

12 Q4 report to Monitor Barbara 
Cooper 
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 Action for Board ???? 
 

  

13 Oral Report by the Chief Executive   
    
14 Trust Governance Arrangements 

• APPROVE the Directors’ Code of Conduct 
• ENDORSE the Governors’ Code of Conduct 
• RECOMMEND Governors’ Code of Conduct 

to Members’ Council  
• APPROVE the recommendation to the 

Members’ Council on the appointment of 
Professor Booth as the Deputy Chair of the 
Trust.  

• APPROVE the statement on t he role and 
responsibilities of Senior Independent 
Director (SID) 

Barbara 
Cooper 
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• CONFIRM the appointment of David Draycott 
as the Senior Independent Director  

• REPORT the appointment of the Senior 
Independent Director to the Members’ 
Council 

 
    
 TRUST POLICIES FOR APPROVAL   
    
15 Grievance Procedure 

APPROVE the implementation of the Grievance 
Policy within the Trust 

Andrew 
McMenemy 
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 ITEMS FOR REPORT   
    
16 Oral feedback from Members' Council Judith 

Mackay 
 

    
17 ANY OTHER BUSINESS   
    
 Date of next meeting: Thursday 29 May 2008   
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BIRMINGHAM WOMEN'S NHS FOUNDATION TRUST 
 

Minutes of the  
MEETING OF THE FOUNDATION TRUST BOARD 

HELD IN PUBLIC  
in the Seminar Room, Birmingham Women's Hospital,  

on Thursday 27 March 2008 
 

PRESENT: Judith Mackay (in the Chair) Trust Chairman 
 Julie Burgess Chief Executive 
 David Draycott Non-Executive Director (part 

meeting only) 
 Nigel Gardner Non-Executive Director 
 Harry Gee Medical Director 
 Anne Gibbs  Director of Marketing & 

Development 
 Helen Hemberg Non-Executive Director 
 Andrew McMenemy Director of Workforce & 

Facilities 
 Jane Owen  Director of Nursing & Midwifery 
 Tim Woods Director of Finance  
   
IN ATTENDANCE: Barbara Cooper  Interim Foundation Trust 

Secretary  
 Sandy Buchan Member, Members' Council 
   
APOLOGIES: Professor Ian Booth Non-Executive Director 
 Robin Rison Non-Executive Director 
 
  ACTION 
FTP0308/1 WELCOME AND APOLOGIES  
   
FTP0308/1.1 The Chairman welcomed those present to the meeting. 

Apologies for absence were received from Prof Ian Booth 
and Robin Rison. 

 

   
FTP0308/2 QUESTIONS FROM THE PUBLIC ON MATTERS 

RELATING TO THE AGENDA  
 

   
FTP0308/2.1 There were no questions from members of the public.  
   
FTP0308/3 DECLARATIONS OF INTEREST  
   
FTP0308/3.1 There were no declarations of interest relating to items on 

the agenda.  
 

   
FTP0308/4 MINUTES OF THE MEETING HELD ON 28 FEBRUARY 

2008 
 

   
FTP0308/4.1 The minutes of the meeting held on 28 February 2008 

were APPROVED and signed as a correct record. 
 

   



ENCLOSURE 1
Ref 08/04/public/A4/V1

 

Page 2 of 8 

 
FTP0308/5 MATTERS ARISING FROM THE MINUTES OF THE 

MEETING HELD ON 28 FEBRUARY 2008 
 

   
FTP0308/5.1 There were no matters arising not covered by agenda 

items. 
 

   
FTP0308/6 MEETING OF BOARD IN PRIVATE SESSION  
   
FTP0308/6.1 The Chairman reported that an unfinished private meeting 

of the Board had taken place earlier that day and would be 
resumed following the completion of business in public 
session. Items for discussion included the outline business 
case for a modular replacement for the existing Neonatal 
Unit and the provision of a permanent decant facility. 

 

   
 PATIENT EXPERIENCE AND IMPROVING CLINICAL 

PERFORMANCE 
 

   
FTP0308/7 Annual Report on Safeguarding Vulnerable Adults 

(Paper 08/03/publicA7/v1 refers) 
 

   
FTP0308/7.1 Paper 08/03/publicA7/v1 explained that local authorities 

were under a statutory duty to ensure the development and 
implementation of multi-agency arrangements for the 
safeguarding of vulnerable adults from abuse and neglect. 
The Birmingham Safeguarding Adults Board established 
by Birmingham City Council in 2007 had now issued multi-
agency guidance under which the Trust was required to 
co-operate with the local authority and other agencies on 
the reporting and investigation of suspected abuse of 
vulnerable adults.       

 

   
FTP0308/7.2 Introducing the Paper, Jane Owen commented that 

although the Trust had well-established procedures for the 
safeguarding of vulnerable children, the equivalent 
arrangements for safeguarding vulnerable adults were still 
under development. She added that it had become 
apparent during the preparation of the Paper that relevant 
information was not always collected systematically and 
confirmed that action had been taken to remedy this 
situation.  

 

   
FTP0308/7.3 NOTING Paper 08/03/publicA7/v1, the Board AGREED 

that: 
 

   
 • the Trust should adopt the policies and procedures 

issued by the Birmingham Safeguarding Adults Board;  
 

   
 • a local Trust policy on the safeguarding of vulnerable 

adults should be developed and brought to the board 
for approval by April 2008;  

 

   
 • formal accountabilities should be defined for the  
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protection of vulnerable adults, including the 
identification of a member of the Trust's staff to take 
the lead in implementing Safeguarding Vulnerable 
Adults policies and procedures in each appropriate 
Directorate; and  

   
 • steps should be taken to ensure that all ward and 

community managers have access to appropriate adult 
protection policies and procedures.  

 

   
FTP0308/8 Red Risk Register and Assurance Framework (Paper 

08/03/public/A8/v1 refers) 
 

   
FTP0308/8.1 Introducing Paper 08/03/public/A8/v1, Jane Owen reported 

in the context of risk 0304 (Midwifery staffing) that nine 
additional midwifery posts had now been agreed and 
advertised and that a good response had been received for 
both Band 5 and Band 6 posts. She added that, following 
installation of the Datix risk management module, staff 
training was now under way and it was expected that the 
first report using the new format would be brought to the 
Board in May.  

 

   
FTP0308/8.2 Andrew McMenemy reported in connection with risk 0373 

(Hospital security) that new baby tagging and CCTV 
systems were being installed. On completion, this would 
enable risk 0373 to be re-scored and removed from the 
Red Risk Register.  

 

   
FTP0308/8.3 The Board CONSIDERED and NOTED the Red Risk 

Register and Assurance Framework. 
 

   
FTP0308/9 Allocation of Consultant Clinical Excellence Awards 

for 2008 (Paper 08/03/public/a9/v1 refers)   
 

   
FTP0308/9.1 Paper 08/03/public/a9/v1 presented for information the 

annual report of the Trust's Employer Based Awards 
Committee and set out the Committee's recommendations 
for awards to be paid to consultants working within the 
Trust. Introducing the Paper, Julie Burgess explained that 
the composition and procedures of the Trust's Employer 
Based Awards Committee complied with national 
guidelines and that the Trust had voluntarily increased the 
amount available for award to reflect its favourable 
financial position.   

 

   
FTP0308/9.2 In reply to questions from Nigel Gardner, Harry Gee briefly 

outlined the national and local arrangements for rewarding 
excellent performance by NHS and academic consultants 
and undertook to circulate in correspondence further 
details of the points system against which awards were 
made.  

 
 
 
HG 

   
FTP0308/9.3 The Board NOTED the annual report of the Trust's  
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Employer Based Awards Committee. 
 ORGANISATIONAL PERFORMANCE  
   
FTP0308/10 Integrated Performance Report (including Finance 

Report) (Paper 08/03/public/A10/v1 refers)    
 

   
 a) Activity  
   
FTP0308/10.1 Introducing the activity-related content of the Integrated 

Performance Report, Jane Owen drew attention to the 
following main issues. 

 

   
 Maternity   
   
FTP0308/10.2 Activity levels remained high but would be unaffected by 

the introduction in April 2008 of Free Choice, from which 
maternity was excluded. Free Choice did apply to 
gynaecology, however.      

 

   
 Theatre utilisation   
   
FTP0308/10.3 Earlier hard work was now producing benefits, in that 

theatre utilisation was high at 88% and no operations had 
been cancelled. 

 

   
 Patient experience   
   
FTP0308/10.4 • complaints: although there had been an adverse 

change in the percentage of complaints receiving a 
substantive written response within 25 days, this 
related to a single complex case against a monthly total 
of seven complaints. In discussion on this issue, Harry 
Gee observed that although the absolute number of 
complaints received by the Trust remained low, 
individual complaints appeared to be becoming more 
complex, requiring more detailed investigation and 
often legal advice and input from the NHS Litigation 
Authority. Anne Gibbs commented that the Trust's 
experience was consistent with national trends and 
appeared to reflect the fact that patients were better 
informed and had higher expectations about the way in 
which their care was delivered. She added that the 
introduction of PALS and other initiatives for dealing 
with patient concerns meant that fewer formal 
complaints were being made but were typically more 
complex than previously. It was NOTED in this context 
that no complaints in respect of the Trust had been 
escalated to the Healthcare Commission over the past 
six months.   

 

   
FTP0308/10.5 • Essence of Care: Essence of Care indicators (either 

standard or tailored to activity) had now been 
introduced in all Directorates. 
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 b) Workforce  
   
FTP0308/10.6 Andrew McMenemy highlighted the following main points 

in relation to workforce issues.  
 

   
 Sickness absence  
   
FTP0308/10.7 Sickness absence had been reduced by 0.85% through 

consistent application of the Trust's policies. 
 

   
 Staff turnover  
   
FTP0308/10.8 There had been an adverse change in the staff turnover 

rate but this was not considered to be material. 
 

   
FTP0308/10.9 It was NOTED that the outcomes from the staff survey 

would be reported to the Board in April 2008. 
AMcM

   
 c) Finance  
   
FTP0308/10.10 Introducing the Finance Report, Tim Woods explained that 

the presentation of information reflected the fact that 
February 2008 was the Trust's first month of operation as 
a Foundation Trust. The draft accounts of the NHS Trust 
for the ten months from 1 April 2007 to 31 January 2008 
had been considered by the Audit Committee on 4 March 
2008 and were now being audited. These would report a 
cumulative surplus for the first time in nine years and 
would this represent a satisfactory closing position for the 
NHS Trust.  

 

   
FTP0308/10.11 Attention was drawn in discussion to the following main 

issues in relation to the Financial Report: 
 

   
 • recurrent/non-recurrent delivery: work was in hand to 

achieve further improvement in the split between 
recurrent and non-recurrent delivery, bearing in mind 
the implications of this area on the Trust's financial 
position and total CIP for 2008/09; 

 

   
 • retained surplus: the retained surplus for the first 

month of operation as a Foundation Trust was £348k, 
equating to a margin of 10.9%: when combined with 
other relevant financial indicators, this would give a 
risk rating of 3.9, close to but still within the limit of 4 
set by Monitor. This position was expected to improve 
in March due to the receipt of additional income which 
would significantly increase the retained surplus.   

 

   
FTP0308/10.12 The Board NOTED the Integrated Performance Report.    
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FTP0308/11 18-week Referral to Treatment Target: Activity Report 

and Update (Paper 08/03/public/A11/v1 refers) 
 

   
FTP0308/11.1 Paper 08/03/public/A11/v1 provided assurance for the 

Board that the Trust would achieve the March 2008 
milestone and that by the end of December 2008 all 
patients would receive treatment within a maximum of 18 
weeks from referral. Introducing the Paper, Jane Owen 
explained that work was now in hand to ensure that the 
current strong position was sustainable. Significant 
outpatient activity in March was expected to have a 
temporary adverse impact, but would not jeopardise the 
achievement of overall objectives. 

 

   
FTP0308/11.2 The following main issues were considered in discussion: 

 
 

 • validity of 18-week target: responding to a question 
from the Chairman about the appropriateness of the 
18-week national target, Anne Gibbs commented that 
although the target was arbitrary in some respects, it 
had focused attention on patient pathways with 
positive effects overall;   

 

   
 • inclusion of genetics referrals: Jane Owen reported 

that, despite continuing discussions, it was still unclear 
whether genetics referrals were covered by the 18-
week target. Resolution of this issue was being 
pursued as a matter of urgency in view of its 
implications for the achievement of the December 
2008 target. 

 

   
FTP0308/11.3 NOTING that future reports would focus on planning for 

the achievement of the December 2008 target, the Board: 
 

   
 • RECEIVED the activity report and update; and    
   
 • THANKED Gary Cochrane and the Access Group for 

their hard work and congratulated them on the positive 
position which had been achieved. 

 

   
FTP0308/12 Oral report by the Chief Executive  
   
FTP0308/12.1 Julie Burgess drew attention to the following main issues.   
   
 Appointment of Clinical Director for Neonatology  
   
FTP0308/12.2 Dr Imogen Morgan had been appointed as the new 

Clinical Director for Neonatology. This was considered to 
be a strong appointment and had been well received 
within the Trust. 
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 Clinical Director for Maternity Services  
   
FTP0308/12.3 Following the appointment of Peter Thompson as Medical 

Director, the post of Clinical Director for Maternity 
Services had been advertised and interviews would take 
place in mid-April 2008.  

 

   
 Service Line Reporting and Service Line Management  
   
FTP0308/12.4 Organisational development work in preparation for the 

introduction of Service Line Reporting and Service Line 
Management was progressing well. An organisational 
diagnostic had been carried out and the results would be 
presented to managers shortly.  

 

   
 Formation of Maternity Network  
   
FTP0308/12.5 A meeting would take place shortly with PCT Chief 

Executives to discuss proposals for the formation of a 
Maternity Network on the lines of the existing Neonatal 
Network. An update on the proposal, which the Trust was 
supporting in principle, would be brought to the Board in 
April.    

 
 
 
 
JB 

   
FTP0308/12.6 The Board NOTED with thanks the Chief Executive's oral 

report. 
 

   
 TRUST POLICIES FOR APPROVAL  
   
FTP0308/13 Policy for Labelling and Transportation of Laboratory 

Specimens (Paper 08/03/public/A13/v1 refers)  
 

   
FTP0308/13.1 Paper 08/03/public/A13/v1 explained that, under the terms 

of its Clinical Pathology Accreditation, the Trust was 
required to have in place a policy and procedure for the 
correct labelling and transportation of laboratory 
specimens. Following extensive consultation, a proposed 
policy for this purpose was presented for the Board's 
approval together with outline arrangements for 
communicating the requirements to all staff groups. 

 

   
FTP0308/13.2 The Board ACCEPTED and APPROVED the policy for 

labelling and transportation of laboratory specimens. 
 

   
FTP0308/14 Single Equality Scheme 2008 - 2011 (Paper 

08/03/public/A14/v1 refers) 
 

   
FTP0308/14.1 Paper 08/03/public/A14/v1 explained that the Single 

Equality Scheme was intended to ensure that the Trust 
complied with its responsibilities, as an employer and 
provider of public services, under the Equality Act 2006. 
To this end, it drew together in a single document the 
provisions of the Trust's race, gender and disability 
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equality schemes and took account of recent legislation in 
respect of religion, religious belief and age discrimination.    

   
FTP0308/14.2 Introducing the Paper, Andrew McMenemy confirmed that 

the Single Equality Scheme had been the subject of 
extensive consultation. He drew attention to the impact 
assessment methodology incorporated within the Scheme, 
which he believed would be a useful policy tool for the 
Trust. 

 

   
FTP0308/14.3 The Board APPROVED the Single Equality Scheme for 

publication. 
 

   
FTP0308/15 Guidelines on the reimbursement of governors' 

expenses (Paper 08/03/public/A15/v1 refers) 
 

   
FTP0308/15.1 Paper 08/03/public/A15/v1 explained that the Trust's 

Constitution authorised the Board to establish guidelines 
setting out the circumstances in which the travelling and 
other costs and expenses incurred by governors in 
carrying out their responsibilities would be reimbursed. It 
requested approval of proposed guidelines so that the 
Members' Council could be advised of the arrangements 
at its meeting in May 2008.  

 

   
FTP0308/15.2 The Board:  
   
 • APPROVED the proposed guidelines for the 

reimbursement of governors' expenses, subject to 
minor amendment; and 

 

   
 • NOTED that the guidelines would be reviewed 

annually in the light of operating experience. 
 

   
 ITEMS FOR REPORT  
   
FTP0308/16 Unconfirmed minutes of Members' Council, 18 

February 2008 
 

   
FTP0308/16.1 The unconfirmed minutes of the inaugural meeting of the 

Members' Council held on Monday 18 February 2008 
were NOTED. 

 

   
FTP0308/17 ANY OTHER BUSINESS  
   
 Mr Harry Gee  
   
FTP0308/17 The Board expressed its thanks and best wishes to Harry 

Gee on the occasion of his final meeting of the Board as 
Medical Director of the Trust.  

 

   
 Date of next meeting – Thursday 24th April 2008   
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SUBJECT :  
 

Healthcare Commission Annual Health Check 

REPORT BY :  
 

Jane Owen, Director of Nursing and Midwifery 

AUTHOR :  
 

Malcolm Bowcock, Clinical Effectiveness Manager 

 
CONTEXT AND BACKGROUND FOR REPORT 
 
As part of its ‘Annual Health Check’, the Healthcare Commission requires 
each NHS Trust to make a declaration of compliance or otherwise against the 
Standards for Better Health for the previous financial year. This year the 
Commission has dropped the developmental standards from its assessment 
but retains the twenty four core standards grouped into seven domains. The 
Trust's declaration must be submitted to the HCC by 30 April 2008. The report 
and declaration were discussed and agreed by the Clinical Governance 
Committee on 4 April 2008 
 
 
KEY ISSUES FOR THE BOARD OF DIRECTORS’ CONSIDERATION AND 
DECISION  
 
The report provides a status summary of the Trust’s performance against the 
core standards and their component elements. The source of evidence is 
provided and an assessment of compliance or otherwise with each standard’s 
elements. Overall, a standard can be rated as Compliant, Not Met or 
Insufficient Assurance.  
 
Also provided are a statement on measures to meet the Hygiene Code and 
verbatim commentaries from the mandatory providers, Birmingham City 
Council Health Overview and Scrutiny Committee, Birmingham Safeguarding 
Board and the Trust’s PPI Forum. A commentary from South Birmingham 
Primary Care Trust is also included. Commentaries from the Patient 
Experience Committee on behalf of the Members' Council and from the 
Trust’s internal auditors are still to be received. 
 
The Trust is assessed as compliant with all the standards except C1. This is 
an improvement on 2006-07 when there was also non-compliance with C18 
due to breaches of the waiting list targets. The non-compliance with the first 
element of C1 is caused by inability to send data to the NPSA’s National 
Reporting and Learning System for adverse incidents. Implementation of the 
new Datix system will address this. 
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RECOMMENDATIONS  
 
The Board is asked to agree the declaration of compliance and note the 
stakeholders' comments. 
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State of Compliance with the Standards for Better Health 2007-8* 
0408 

 
Domain 
 

Core 
Standard 
 

Standard 
 

Element Element 
met 

Evidence 

    - Compliant 
NM – Not Met 

IA – Insufficient Assurance  

 

      
Healthcare organisations protect 
patients through systems that: 
 
a) identify and learn from all patient 
safety incidents and other reportable 
incidents, and make improvements 
in practice based on local and 
national experience and information 
derived from the analysis of 
incidents 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
1* Incidents are reported locally and to 
the National Patient Safety Agency 
(NPSA) via the National Reporting and 
Learning System 
 
2* Reported incidents are analysed to 
seek to identify root causes, relevant 
trends and likelihood of repetition 
 
3* Demonstrable improvements in 
practice are made to prevent 
reoccurrence of incidents as a result of 
information arising from the analysis of 
local incidents and from the NPSA’s 
national analysis of incidents 
 
*Adequate levels of assurance can be 
provided by level 2 and above of the 
NHSLA’s Risk Management Standards for 
acute trusts. 

 
 
 

Not Met 
 
 
 
 
 

 
 
 
 

 
 
 
 
 
 

 
 
 
Reporting into NPSA’s NRLS 
database not possible from 
Safecode but will be with its 
replacement, Datix. 
 
Locally, incidents are collected and 
discussed and reported to 
Directorates which report incidents 
quarterly to Clinical Governance 
Committee (CGC). The process 
includes changes in practice and 
sharing of lessons learnt. 
 
NPSA reports are received at the 
CGC and disseminated to 
directorates for learning / 
implementation. 
 
Trust is at Level 2 in both 
NHSLA sets of standards, Acute 
and Maternity 

First 
domain: 
Safety 
 
Domain 
outcome: 
Patient safety is 
enhanced by 
the use of 
healthcare 
processes,  
working 
practices and 
systemic 
activities that 
prevent or 
reduce the risk 
of harm  
to patients. 
 

Core 
standard 
C1 

    



 2 

Domain 
 

Core 
Standard 
 

Standard 
 

Element Element 
met 

Evidence 

  b) ensure that patient safety 
notices, alerts and other 
Communications concerning patient 
safety, which require action, are 
acted upon within required 
timescales 
 

1 All communications, including drug 
alerts, issued by the Safety Alert 
Broadcast System (SABS) are 
implemented within the defined 
timescales, in accordance with Chief 
executive’s bulletin article (Gateway 
2326)  

 SABS action plan progress 
monitored by CGC 

 Core 
standard 
C2 

Healthcare organisations protect 
children by following national child 
protection  
guidelines within their own activities 
and in their dealings with other 
organisations 

1 Effective processes are in place for 
identifying, reporting and taking action 
on child protection issues in accordance 
with Working together to safeguard 
children (HM Government, 2006) 
 
2 The healthcare organisation works with 
partners to protect children as set out in 
Working together to safeguard children 
(HM Government, 2006) 
 
3 Criminal Records Bureau (CRB) checks 
are conducted for all staff and students 
with access to children in the normal 
course of their duties, in accordance with 
CRB disclosures in the NHS (NHS 
Employers, 2004) 
 

 
 
 
 
 
 
 

 
 
 
 

 
 

Safeguarding policy 
 
 
 
 
 
Safeguarding policy and examples 
of its use 
 
 
 
Human Resources’ records 

 Core 
standard 
C3 

Healthcare organisations protect 
patients by following National 
Institute for Health and Clinical 
Excellence (NICE) interventional 
procedures guidance 

1 The healthcare organisation follows 
NICE interventional procedures  
guidance in accordance with The 
interventional procedures programme  
(Health Service Circular 2003/011) 
 

 
 

NICE guidance paper describing 
the process for receiving, 
implementing and monitoring all 
NICE guidance 

 Core 
standard 
C4 

Core standard C4 
Healthcare organisations keep 
patients, staff and visitors safe by 
having systems to ensure that: 
 
a) the risk of healthcare acquired 
infection to patients is reduced, with  
particular emphasis on high 
standards of hygiene and 
cleanliness, achieving year on year 

 
 
 
 
 
1 The healthcare organisation has 
systems to ensure the risk of healthcare 
associated infection is reduced in 
accordance with The Health Act 2006 
Code of Practice for the Prevention and 

 
 
 
 
 
 

 

 
 
 
 
 
Health Code statement in the SfBH 
Declaration.  
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Domain 
 

Core 
Standard 
 

Standard 
 

Element Element 
met 

Evidence 

reductions in Methicillin-Resistant 
Staphylococcus Aureus (MRSA) 

Control of Health Care  
Associated Infections (Department of 
Health, 2006) 
 
To note: the measurement of the MRSA 
target is undertaken through the 
‘national targets’ component of the 
annual health check 
 

 
 
 
 
Zero cases of MRSA bacteraemia 

  b) all risks associated with the 
acquisition and use of medical 
devices are minimised 

1 The healthcare organisation has 
systems in place to minimise the risks  
associated with the acquisition and use of 
medical devices in accordance with 
guidance issued by the MHRA 
 
2 The healthcare organisation has 
systems in place to meet the 
requirements of the Ionising Radiation 
(Medical Exposure) Regulations 2000 
[IR(ME)R] 
 

 
 
 
 
 
 
 

Medical Devices and Equipment 
policy implemented. SABS action 
plan progress, including MHRA 
alerts monitored by CGC 
 
 
Policy in place 
 

  c) all reusable medical devices are 
properly decontaminated prior to 
use and that the risks associated 
with decontamination facilities and 
processes are well managed 

1 Reusable medical devices are properly 
decontaminated in appropriate facilities, 
in accordance with the relevant  
requirements of The Health Act 2006 
Code of Practice for the Prevention and 
Control of Health Care Associated 
Infections (Department of Health, 2006) 
 

 Policy in place 

  d) medicines are handled safely and 
securely 
 

1 Medicines are safely and securely 
procured, prescribed, dispensed,  
prepared, administered and monitored, 
including in accordance with the  
statutory requirements of the Medicines 
Act 1968 

2 Controlled drugs are handled safely 
and securely in accordance with the 
Misuse of Drugs Act 1971, the Misuse of 
Drugs Act 1971 (Modification) Order 
2001 and Safer management of 
controlled drugs: Guidance on 

 
 
 
 
 
 
 
 

Policy in place 
 
 
 
 
 
 
Policy in place. Lead Director 
appointed. 
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Domain 
 

Core 
Standard 
 

Standard 
 

Element Element 
met 

Evidence 

strengthened governance  
arrangements (Department of Health, 
2006) 
 

  e) the prevention, segregation, 
handling, transport and disposal of 
waste is properly managed so as to 
minimise the risks to the health and 
safety of staff, patients, the public 
and the safety of the environment 

1 The prevention, segregation, handling, 
transport and disposal of waste is 
properly managed to minimise the risks 
to patients, staff, the public and the 
environment in accordance with 
Environment and sustainability Health  
Technical Memorandum 07-01: Safe 
management of healthcare waste  
(Department of Health, November 2006) 
 

 Waste disposal policy is compliant 
with the memorandum. 

Second 
domain: 
Clinical and 
cost 
effectiveness 
 
 
Domain 
outcome: 
patients 
achieve 
healthcare 
benefits that 
meet their 
individual  
needs through 
healthcare 
decisions and 
services, based 
on what 
assessed 
research 
evidence has 
shown provides 
effective 
clinical 
outcomes. 

Core 
standard 
C5 
 

Healthcare organisations ensure 
that: 
 
a) they conform to National Institute 
for Health and Clinical Excellence 
(NICE) technology appraisals and, 
where it is available, take into 
account nationally agreed guidance 
when planning and delivering 
treatment and care 
 
 
 
 
 
 
b) clinical care and treatment are 
carried out under supervision and 
leadership 
 
 
 
c) clinicians1 continuously update 
skills and techniques relevant to 
their clinical work 
1. Professionally qualified staff 
providing care to patients 
 

 
 
 
1 The healthcare organisation conforms 
to NICE technology appraisals where 
relevant to its services 
 
2 The healthcare organisation can 
demonstrate how it takes into account 
nationally agreed best practice as  
defined in national service frameworks 
(NSFs), NICE clinical guidelines, national 
plans and nationally agreed guidance, 
when delivering services, care and 
treatment 
 
1 Appropriate supervision and clinical 
leadership is provided to staff involved in 
delivering clinical care and treatment in 
accordance with guidance from relevant 
professional bodies 
 
1 Clinicians from all disciplines 
participate in activities to update the 
skills and techniques relevant to their 
clinical work 
 
 

 
 
 
 

 
 
 
 

 
 
 
 
 
 
 
 

 
 
 
 
 
 

 
 
 
 

 
 
 
NICE guidance paper describing 
the process for receiving, 
implementing and monitoring all 
NICE guidance 
National guidance paper describing 
the process for receiving, 
implementing and monitoring all 
national guidance. Part of NHSLA 
assessment evidence. 
 
 
 
 
Royal College, Deanery and Local 
Supervision Authority assessments 
 
 
 
 
CPD, skills drills, performance 
reviews. 
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Domain 
 

Core 
Standard 
 

Standard 
 

Element Element 
met 

Evidence 

d) clinicians participate in regular 
clinical audit and reviews of clinical 
services 
 

1 Clinicians are involved in prioritising, 
conducting, reporting and acting on 
clinical audits 
 
2 Clinicians participate in reviewing the 
effectiveness of clinical services through 
evaluation, audit or research  
 

 
 
 
 
 

Directorate clinical audit annual 
plans and progress reports. 
 
 
Directorate clinical audit annual 
plans and progress reports. 

 Core 
standard 
C6 

Healthcare organisations cooperate 
with each other and social care 
organisations to ensure that 
patients’ individual needs are 
properly managed and met 
 

1 Staff work in partnership with 
colleagues in other health and social care 
organisations to meet the individual 
needs of patients 

 Evidence: Specialist Midwives and 
safeguarding team 

Third 
domain: 
Governance 
 
Domain 
outcome: 
managerial and 
clinical 
leadership and 
accountability, 
as well as  
the 
organisation’s 
culture, 
systems and 
working 
practices, 
ensure that 
probity, quality 
assurance, 
quality 
improvement 
and patient 
safety are 
central 
components of 
all  
activities of the 

Core 
standard 
C7 

Healthcare organisations: 
 
a) apply the principles of sound 
clinical and corporate governance 
 
and 
 
c) undertake systematic risk 
assessment and risk management 
 
 
 
 
 
 
 
 
 
 
b) actively support all employees to 
promote openness, honesty, probity,  
accountability, and the economic, 
efficient and effective use of 
resources 
 
 
 
 

 
 
1 The healthcare organisation has 
effective arrangements in place for 
clinical governance 
 
2 There are effective corporate 
governance arrangements in place that  
accord with Governing the NHS: A guide 
for NHS boards (Department of Health 
and NHS Appointments Commission, 
2003), and the Corporate governance 
framework manual for NHS trusts 
(Department of Health, April 2003) 
 
3 The healthcare organization 
systematically assesses and manages its 
risks 
 
1 The healthcare organisation actively 
promotes openness, honesty, probity and 
accountability to its staff and ensures 
that resources are protected from fraud 
and corruption in accordance with the 
Code of conduct for NHS Managers 
(Department of Health, 2002) and NHS 
Counter Fraud and Corruption Manual 
third edition (NHS Counter Fraud 

 
 
 

 
 
 
 

 
 
 
 
 
 
 
 
 

 
 
 
 

 
 
 
 
 
 
 

 
 
Clinical Governance strategy 
 
 
 
Annual report, Statement of 
Internal Control, Foundation Trust 
application evidence. 
 
 
 
 
 
 
Trust-wide and directorates’ Risk 
Management strategies, Risk 
Registers, Assurance Framework 
 
Requirement for honesty and 
accountability within Terms and 
Conditions of Employment. 
 
Local Counter Fraud Specialist 
(LCFS) service commissioned from 
the Trust’s current internal 
auditors Deloitte. The annual LCFS 
work plan is agreed and monitored 
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Domain 
 

Core 
Standard 
 

Standard 
 

Element Element 
met 

Evidence 

healthcare 
organisation. 
 

 
 
d) ensure financial management 
achieves economy, effectiveness, 
efficiency, probity and accountability 
in the use of resources 
 
e) challenge discrimination, promote 
equality and respect human rights 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
f) meet the existing performance 
requirements 
 

Service, 2006).  
 
This standard will be measured through 
the use of resources assessment 
 
 
 
1 The healthcare organisation challenges 
discrimination and respects human rights 
in accordance with the Human Rights Act 
1998, No Secrets: Guidance on 
developing and implementing multi-
agency policies and procedures to protect 
vulnerable adults from abuse 
(Department of Health, 2000), The Sex 
Discrimination (Gender Reassignment) 
Regulations 1999, The Employment 
Equality (Religion or Belief) Regulations 
2003, The Employment Equality (Sexual 
Orientation) Regulations 2003 and The 
Employment Equality (Age) Regulations 
2006 
 
2 The healthcare organisation promotes 
equality, including by publishing 
information required by statute, in  
accordance with the general and specific 
duties of the Race Relations Act 1976 (as 
amended), the Code of practice on the 
duty to promote race equality 
(Commission for Racial Equality 2002), 
the Disability Discrimination Act 1995,  
the Disability Discrimination Act 2005, 
the code of practice on the duty to  
promote disability equality (Disability 
Rights Commission, 2005), the Equality 
Act 2006 and the Gender Equality Duty 
Code of Practice (Equal Opportunities 
Commission, November 2006) 
 
This standard will be measured through  
the existing national targets assessment 
 

 
 
 

 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 

by the Audit Committee. 
 
Annual Health Check use of 
resources assessment 
 
 
 
HR policies 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
HR policies 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Existing national targets 
assessment 
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Domain 
 

Core 
Standard 
 

Standard 
 

Element Element 
met 

Evidence 

 

 
 
 
 
 
  

Core 
standard 
C8 

Healthcare organisations support 
their staff through: 
 
a) having access to processes which 
permit them to raise, in confidence 
and without prejudicing their 
position, concerns over any aspect 
of service delivery, treatment or 
management that they consider to 
have a detrimental effect on patient 
care or on the delivery of services 
 
b) organisational and personal 
development programmes which  
recognise the contribution and value 
of staff, and address, where 
appropriate, under-representation of 
minority groups 

 
 
 
1 Staff are supported, and know how, to 
raise concerns about services 
confidentially and without prejudicing  
their position, including in accordance 
with The Public Disclosure Act 1998:  
Whistle blowing in the NHS (HSC 
1999/198) 
 
 
1 The healthcare organisation supports 
and involves staff in organisational and 
personal development programmes as 
defined by the relevant areas of the 
Improving Working Lives standard at 
Practice Plus level 
 
2 Staff from minority groups are offered 
opportunities for personal development 
to address under-representation in senior 
roles 
 

 
 
 
 

 
 
 
 
 
 
 
 
 

 
 
 
 
 
 
 

 
 
 
Whistle blowing policy, Trust 
inductions 
 
 
 
 
 
 
 
HR policies 
 
 
 
 
 
 
HR policies 
 

 Core 
standard 
C9 

Healthcare organisations have a 
systematic and planned approach to 
the management of records to 
ensure that, from the moment a 
record is created until its ultimate 
disposal, the organisation maintains 
information so that it serves  
the purpose it was collected for and 
disposes of the information 
appropriately when no longer 
required 
 
 

1* The healthcare organisation has 
effective systems for managing clinical  
records in accordance with Records 
management: NHS code of practice 
(Department of Health, April 2006) 
 
*Adequate levels of assurance can be 
provided by level 2 and above of the 
NHSLA’s Risk Management  
Standards for acute trusts 

 Records Management policy, 
Information Governance Toolkit 
assessment 
 
 
 
NHSLA level 2 
 

 Core 
standard 
C10 

a) undertake all appropriate 
employment checks and ensure that 
all employed or contracted 
professionally qualified staff are 

1* The necessary employment checks 
are undertaken for all staff in accordance 
with Safer recruitment - A guide for NHS 
employers (NHS Employers, 2006) and  

 
 
 
 

HR records 
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Domain 
 

Core 
Standard 
 

Standard 
 

Element Element 
met 

Evidence 

registered with the appropriate 
bodies 
 
 
 
 
 
 
b) require that all employed 
professionals abide by relevant 
published codes of  
professional practice 

CRB disclosures in the NHS (NHS 
Employers, 2004) 
 
*Adequate levels of assurance can be 
provided by level 2 and above of the 
NHSLA’s Risk Management  
Standards for acute trusts. 
 
1 The healthcare organisation explicitly 
requires staff to abide by relevant codes 
of professional conduct and takes action 
when codes of conduct are breached 
 
 

 
 
 
 
 
 
 
 

 

 
 
 
Trust is at Level 2 in both NHSLA 
sets of standards, Acute and 
Maternity 
 
 
HR policies and records 
 

 Core 
standard 
C11 

Healthcare organisations ensure that 
staff concerned with all aspects of 
the provision of healthcare: 
 
a) are appropriately recruited, 
trained and qualified for the work 
they undertake 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
b) participate in mandatory training 
programmes 
 
 
 
 

 
 
 
 
1 The healthcare organisation recruits 
staff in accordance with relevant 
legislation and with particular regard to 
the Sex Discrimination (Gender 
Reassignment) Regulations 1999, The 
Employment Equality (Religion or Belief) 
Regulations 2003, The  
Employment Equality (Sexual 
Orientation) Regulations 2003, The 
Employment Equality (Age) Regulations 
2006, Race Relations Act 1976 (as 
amended), the Disability Discrimination 
Act 2005 and the Equality Act 2006 
 
2 The healthcare organisation undertakes 
workforce planning which aligns 
workforce requirements to its service 
needs  
 
1* Staff participate in relevant 
mandatory training programmes as 
defined by the NHSLA’s risk management 
standards for acute trusts  
 
2* Staff and students participate in 

 
 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
 

 
 
 

 
 
 
 
HR policies and records 
 
 
 
 
 
 
 
 
 
 
 
 
 
Workforce strategy and plans 
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Domain 
 

Core 
Standard 
 

Standard 
 

Element Element 
met 

Evidence 

 
 
 
 
 
 
 
 
c) participate in further professional 
and occupational development 
commensurate with their work 
throughout their working lives 

relevant induction programmes 
 
*Adequate levels of assurance can be 
provided by level 2 or above of the 
NHSLA’s Risk Management  
Standards for acute trusts. 
 
 
1 Staff have opportunities to participate 
in professional and occupational  
development at all points in their career 
in accordance with Working together - 
learning together: a framework for 
lifelong learning for the NHS 
(Department of Health, 2001) 
 
 

 
 
 
 
 
 
 
 
 
 

 
 
Trust is at Level 2 in both NHSLA 
sets of standards, Acute and 
Maternity 
 
 
 
Implementation of the Knowledge 
and Skills Framework and records 
of appraisal 
 
 
 

 Core 
standard 
C12 

Healthcare organisations which 
either lead or participate in research 
have systems in place to ensure that 
the principles and requirements of 
the research governance framework 
are consistently applied 

1 The healthcare organisation has an 
effective research governance 
framework in place which complies with 
the requirements of the Research  
governance framework for health and 
social care, second edition (Department 
of Health, 2005) 
 
 

 R&D strategy, minutes of R&D 
Committee meetings,  

Fourth 
domain: 
Patient focus 
 
Domain 
outcome: 
healthcare is 
provided in 
partnership 
with patients, 
their carers 
and relatives, 
respecting their 
diverse needs, 
preferences 
and choices, 

Core 
standard 
C13 

Healthcare organisations have 
systems in place to ensure that: 
 
a) staff treat patients, their relatives 
and carers with dignity and respect 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
1 The healthcare organisation ensures 
that staff treat patients, carers and 
relatives with dignity and respect at 
every stage of their care and treatment, 
and, where relevant, takes action where 
dignity and respect have been 
compromised 
 
2 The healthcare organisation meets the 
needs and rights of different patient 
groups with regard to dignity including 
by meeting the relevant requirements of 
the Human Rights Act 1998, the Race 

 
 
 
 

 
 
 
 
 
 
 

 
 
 
 

 
 
 
Supervision of staff, customer care 
training, Essence of Care, actions 
following PALS contacts and 
complaints 
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Domain 
 

Core 
Standard 
 

Standard 
 

Element Element 
met 

Evidence 

and in 
partnership 
with other 
organisations 
(especially 
social care 
organisations) 
whose services 
impact on 
patient 
wellbeing. 

 
 
 
 
 
 
b) appropriate consent is obtained 
when required, for all contacts with 
patients and for the use of any 
confidential patient information 

Relations Act 1976 (as amended), the 
Disability Discrimination Act 1995, the 
Disability Discrimination Act 2005 and 
the Equality Act 2006 
 
 
1 Valid consent, including from those 
who have communication or language  
support needs, is obtained by suitably 
qualified staff for all treatments, 
procedures (including post-mortem)  
and investigations in accordance with the 
Reference guide to consent for 
examination or treatment (Department 
of Health 2001), Families and post  
mortems: a code of practice 
(Department of Health 2003), and Code 
of Practice to the Mental Capacity Act 
2005 (Department of Constitutional 
Affairs,  
2007 
 
2 Patients, including those with language 
and/or communication support needs, 
are provided with information on the use  
and disclosure of confidential information 
held about them in accordance with 
Confidentiality: NHS code of practice 
(Department of Health, 2003) 
 
 

 
 
 
 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
 
 
Consent policy 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
The patient information 
 

 Core 
standard 
C14 

Healthcare organisations have 
systems in place to ensure that 
patients, their relatives and carers: 
 
a) have suitable and accessible 
information about, and clear access 
to, procedures to register formal 
complaints and feedback on the 
quality of services 
 
 
 

 
 
 
 
1* Patients, relatives and carers are 
given suitable and accessible information 
about, and can easily access, a formal 
complaints system 
 
2* Patients, relatives and carers are 
provided with opportunities to give 
feedback on the quality of services 

 
 
 
 
 

 
 
 
 
 

 

 
 
 
 
Sent to all inpatients to be, 
available to all others. 
 
 
 
PALS, comment forms, verbal 
feedback to ward staff 
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Domain 
 

Core 
Standard 
 

Standard 
 

Element Element 
met 

Evidence 

 
 
 
 
 
 
 
b) are not discriminated against 
when complaints are made 
 
 
 
 
 
c) are assured that the organisation 
acts appropriately on any concerns 
and where appropriate, make 
changes to ensure improvements in 
service delivery 

 
*Adequate levels of assurance can be 
provided by level 2 and above of the 
NHSLA’s Risk Management Standards for 
acute trusts. 
 
 
1 The healthcare organisation has 
systems in place to ensure that patients, 
carers and relatives are not treated 
adversely as a result of having 
complained 
 
 
1* The healthcare organisation acts on, 
and responds to, complaints 
appropriately and in a timely manner 
 
2* Demonstrable improvements are 
made to service delivery as a result of  
concerns and complaints from patients, 
relatives and carers 
 
*Adequate levels of assurance can be 
provided by level 2 and above of the 
NHSLA’s Risk Management Standards for 
acute trusts. 
 
 

 
 
 

 
 
 
 
 

 
 
 
 
 
 

 
 
 
 

 
 
 
 
 

 
 

 
Trust is at Level 2 in both NHSLA 
sets of standards, Acute and 
Maternity 
 
 
 
Complaints policy 
 
 
 
 
 
 
Complaints reports to CGC and 
Board of Directors 
 
 
PALS reports to CGC and Board of 
Directors 
 
 
 
Trust is at Level 2 in both NHSLA 
sets of standards, Acute and 
Maternity 

 Core 
standard 
C15 

Where food is provided healthcare 
organisations have systems in place 
to ensure that: 
 
Where food is provided healthcare 
organisations have systems in place 
to ensure that: 
 
a) patients are provided with a 
choice and that it is prepared safely 
and provides a balanced diet 
 
 
 

 
 
 
 
 
 
 
 
1* Patients are offered a choice of food 
in line with the requirements of a 
balanced diet, reflecting the needs and 
preferences and rights (including faith 
and cultural needs) of its service user 
population 
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Domain 
 

Core 
Standard 
 

Standard 
 

Element Element 
met 

Evidence 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
b) patients’ individual nutritional, 
personal and clinical dietary 
requirements are met, including 
where necessary help with feeding 
 
 
 
 
 
 
 
 
 

 
2 The preparation, distribution, handling 
and serving of food is carried out in 
accordance with food safety legislation 
and national guidance (including the 
Food Safety Act 1990, the Food Safety 
(General Food Hygiene) Regulations 
1995 and EC regulation 852/2004. 
 
* Adequate levels of assurance can be 
provided by an outcome of “excellent” for 
“food” for each relevant site from Patient 
Environment Action Teams’ assessments 
2008. 
 
 
 
1* Patients have access to food and 
drink 24 hours a day  
 
2* The nutritional, personal and clinical 
dietary requirements of individual 
patients are assessed and met, including 
the right to have religious dietary 
requirements met 
 
3* Patients requiring assistance with 
eating and drinking are provided with 
appropriate support 
 
*Adequate levels of assurance can be 
provided by an outcome of “excellent” for 
“food” for each relevant site from Patient 
Environment Action Teams’ assessments 
for 2008. 
 
 

 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 

 
 
 
 
 
 

 
 
 
 
 
 
 
 
 
PEAT inspection report – Excellent 
scored 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
PEAT inspection report – Excellent 
scored 
 

 Core 
standard 
C16 

Healthcare organisations make 
information available to patients and 
the public on their services, provide 
patients with suitable and accessible 
information on the care and 
treatment they receive and, where 

1 The healthcare organisation provides 
suitable and accessible information on 
the services it provides and in languages 
and formats relevant to its service 
population which accords with the 
Disability Discrimination Act 1995,  

 
 
 
 
 

Patient information 
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Domain 
 

Core 
Standard 
 

Standard 
 

Element Element 
met 

Evidence 

appropriate, inform patients on what 
to expect during treatment, care and 
after care 

the Disability Discrimination Act 2005 
and the Race Relations Act 1976 (as 
amended) 
 
2 Patients and, where appropriate, carers 
(including those with communication or 
language support needs) are provided 
with sufficient and accessible 
information on their care, treatment and 
after care and, where appropriate,  
in accordance with the Code of Practice 
to the Mental Capacity Act 2005 
(Department of Constitutional Affairs, 
2007) 
 
 

 
 
 
 
 
 

 
 
 
 
Patient information, 
implementation of Mental Capacity 
Act Code of Practice 
 

Fifth 
domain:  
Accessible and 
responsive 
care 
 
Domain 
outcome: 
patients 
receive 
services as 
promptly as 
possible, have 
choice in 
access to 
services and 
treatments, 
and do not 
experience 
unnecessary 
delay at any 
stage of 
service delivery 
or the care 
pathway 
 

Core 
standard 
C17 

The views of patients, their carers 
and others are sought and taken 
into account in designing, planning, 
delivering and improving healthcare 
services 

1 The healthcare organisation seeks the 
views of patients, carers and the local 
community, including those from  
disadvantaged and marginalised groups, 
when planning, delivering and improving 
services in accordance with 
Strengthening Accountability, patient and 
public involvement policy guidance - 
Section 11 of the Health and Social Care 
Act 2001 (Department of Health, 2003) 
 
2 The healthcare organisation 
demonstrates to patients, carers and the 
local community how it has taken  
their views into account when planning, 
delivering and improving services for 
patients in accordance with 
Strengthening Accountability, patient and 
public involvement policy guidance - 
Section 11 of the Health and Social Care 
Act 2001 (Department of Health, 2003) 
 

 
 
 
 
 
 
 
 
 
 
 

 

Women’s council minutes 
Maternity Services Liaison 
Committee 
Visits to communities e.g. Balsall 
heath etc. 
 
 
 
 
 
 
 
 
Consultation for FT application plus 
as above and ALL other user 
groups 
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Domain 
 

Core 
Standard 
 

Standard 
 

Element Element 
met 

Evidence 

 Core 
standard 
C18 

Healthcare organisations enable all 
members of the population to access 
services equally and offer choice in 
access to services and treatment 
equitably 
 
 

1 The healthcare organisation ensures 
that all members of the population it 
serves are able to access its services on 
an equitable basis including acting in 
accordance with the 
Sex Discrimination Act 1975, 
the Disability Discrimination Act 1995, 
the Disability Discrimination Act 2005, 
the Race Relations Act 1976 (as 
amended) and the Equality Act 2006 
 
2 The healthcare organisation offers 
patients choice in access to services and 
treatment, where appropriate, and 
ensures that this is offered equitably 
 
 

 
 
 
 
 
 
 
 
 
 
 

 
 
 
Single equality scheme. 
Interpreter and link worker 
services 
 
 
 
 
 
 

 Core 
standard 
C19 

Healthcare organisations ensure that 
patients with emergency health 
needs are able to access care 
promptly and within nationally 
agreed timescales, and all patients 
are able to access services within 
national expectations on access to 
services 
 

This standard will be measured under the 
existing national targets and new 
national targets assessment 

 National targets met. No 
emergency department in the 
Trust. 

Sixth 
domain: Care 
environment 
and amenities 
 
Domain 
outcome: 
care is 
provided in 
environments 
that promote 
patient and 
staff  
wellbeing and 
respect for 
patients’ needs 

Core 
standard 
C20 

Healthcare services are provided in 
environments which promote 
effective care and optimise health 
outcomes by being: 
 
a) a safe and secure environment 
which protects patients, staff, 
visitors and their property, and the 
physical assets of the organisation 
 
 
 
 
 
 
 

 
 
 
 
 
1* The healthcare organisation 
effectively manages the health, safety 
and environmental risks to patients, staff 
and visitors, including by meeting the 
relevant health and safety at work and 
fire legislation, The Management of 
Health, Safety and Welfare Issues for 
NHS staff (NHS Employers, 2005) and 
the Disability Discrimination Act 1995 
 
2* The healthcare organisation provides 
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Domain 
 

Core 
Standard 
 

Standard 
 

Element Element 
met 

Evidence 

and 
preferences in 
that they are 
designed  
for the 
effective and 
safe delivery of 
treatment, care 
or a specific 
function, 
provide as 
much privacy 
as possible, are 
well 
maintained and 
are cleaned to 
optimise health  
outcomes for 
patients. 

 
 
 
 
 
 
 
 
 
 
 
b) supportive of patient privacy and 
confidentiality* 

a secure environment which protects 
patients, staff, visitors and their 
property, and the physical assets of the 
organisation 
 
*Adequate levels of assurance for this 
standard can be provided by level 2 and 
above of the NHSLA’s Risk Management 
Standards for acute trusts. 
 
 
1* The healthcare organisation provides  
services in environments that are 
supportive of patient privacy and 
confidentiality, including the provision of  
single sex facilities and accommodation 
 
*Adequate levels of assurance can be 
provided by an outcome of “excellent” for 
“privacy and dignity” for each relevant 
site from Patient Environment Action 
Teams’ assessments 2008.  
 
 

 
 
 
 
 
 

 
 
 
 
 
 

 
 
 
 
 
 

 
 
 
 
 
Trust is at Level 2 in both NHSLA 
sets of standards, Acute and 
Maternity 
 
 
 
 
 
 
 
 
 
PEAT inspection report – Excellent 
scored 
 

 Core 
standard 
C21 

Healthcare services are provided in 
environments, which promote 
effective care and optimise health 
outcomes by being well designed 
and well maintained, with 
cleanliness levels in clinical and non-
clinical areas that meet the national 
specification for clean NHS premises 

1 The healthcare organisation has taken 
steps to provide care in well designed 
and well maintained environments  
including in accordance with Building 
Notes and Health Technical 
Memorandum, the Disability 
Discrimination Act 1995 and the 
Disability Discrimination Act 2005 and 
associated code of practice 
 
2* Care is provided in clean 
environments, in accordance with the 
National specification for cleanliness in 
the NHS (National Patient Safety Agency 
2007) and the relevant requirements of 
The Health Act 2006 Code of Practice for 
the Prevention and Control of Health 
Care Associated Infections (Department 
of Health, 2006) 
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Domain 
 

Core 
Standard 
 

Standard 
 

Element Element 
met 

Evidence 

 
*Adequate levels of assurance can be 
provided by an outcome of “excellent” for 
”environment” for each relevant site from 
Patient Environment Action Teams’  
assessments 2008, where there is no 
contradictory evidence from the 
Healthcare Commission’s inspections of 
The Health Act 2006 Code of Practice for 
the Prevention and Control of Health 
Care Associated Infections  
 

 
PEAT inspection report – Excellent 
scored 
 
 
 

Seventh 
domain: 
Public health 
 
Domain 
outcome: 
programmes 
and services 
are designed 
and delivered 
in collaboration 
with all 
relevant 
organisations 
and 
communities to 
promote, 
protect and 
improve the 
health of the 
population 
served and 
reduce health 
inequalities 
between 
different 
population 
groups and 
areas 
 

Core 
standard 
C22 

Healthcare organisations promote, 
protect and demonstrably improve 
the health of the community served, 
and narrow health inequalities by: 
 
a) cooperating with each other and 
with local authorities and other 
organisations 
 
and 
c) making an appropriate and 
effective contribution to local 
partnership arrangements including 
local strategic partnerships and 
crime and disorder reduction 
partnerships 
 
 
b) ensuring that the local Director of 
Public Health’s annual report informs 
their policies and practices 

 
 
 
 
 
1 The healthcare organisation works with 
local partners to deliver the health and 
well being agenda, such as by working  
to improve care pathways for patients 
across the health community and 
participating in equity audits to identify 
population health needs 
 
 
 
 
 
 
This standard will not be assessed 
for acute/specialist trusts for 
2007/2008 

 
 
 
 
 
 

 
 
 
 
 
 
 
 
 
 
 

N/A 
 
 
 
 
 

 
 
 
 
 
Involved in the health and well 
being partnership and the reducing 
perinatal mortality project 
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Domain 
 

Core 
Standard 
 

Standard 
 

Element Element 
met 

Evidence 

 Core 
standard 
C23 

Healthcare organisations have 
systematic and managed disease 
prevention and health promotion 
programmes which meet the 
requirements of the national service 
frameworks (NSFs) and national 
plans with particular regard to 
reducing obesity through action on 
nutrition and exercise, smoking, 
substance misuse and sexually 
transmitted infections 
 
The elements are driven by the 
health improvement and health 
promotion requirements set out in 
NSFs and national plans with a 
particular focus on the following 
priority areas: 
 
•  encouraging sensible drinking of 
alcohol 
•  encouraging people to stop 
smoking and providing a smokefree 
environment 
•  promoting opportunities for 
healthy eating 
•  increasing physical activity 
•  reducing drug misuse 
•  improving mental health and well-
being 
•  promoting sexual health 
•  preventing unintentional injuries 
 
 

1 The healthcare organisation collects, 
analyses and shares data about its 
patients and services, including with its 
commissioners, to influence health needs 
assessments and strategic planning to 
improve the health of the community 
served 
 
2 Patients are provided with advice and 
support along their care pathway in  
relation to public health priority areas, 
including through referral to specialist 
advice and services 
 
3 The healthcare organization 
implements policies and practices to 
improve the health and well being of its 
workforce 

 
 
 
 
 
 
 
 
 

 
 
 
 
 

Example: sharing of data with the 
Perinatal Institute 
 
 
 
 
 
 
Example: Smoking cessation 
support 
 
 
 
 
Examples: Healthy eating menus, 
weight loss and exercise support 

 Core 
standard 
C24 

Healthcare organisations protect the 
public by having a planned, 
prepared and, where possible, 
practised response to incidents and 
emergency situations, which could 
affect the provision of  
normal services 

1 The healthcare organisation has a 
planned, prepared and, where possible, 
practised response to incidents and  
emergency situations (including control 
of communicable diseases), which 
includes arrangements for business 
continuity management, in accordance  
with The NHS Emergency Planning 

 
 
 
 
 
 
 

Emergency planning system in 
place and audited 
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Domain 
 

Core 
Standard 
 

Standard 
 

Element Element 
met 

Evidence 

Guidance (Department of Health, 2005) 
and UK influenza pandemic contingency  
plan (Department of Health, 2005) 
 
2 The healthcare organisation works 
with key partner organisations, including 
through Local Resilience Forums, in the 
preparation of, training for and annual 
testing of emergency preparedness 
plans, in accordance with the Civil 
Contingencies Act 2004, The NHS 
Emergency Planning Guidance 2005, and 
UK influenza pandemic contingency plan 
(Department of Health, 2005) 
 
 

 
 
 
 
 

 
 
 
 
Evidence available 
 

 
  
 

Statement on measures to meet the Hygiene Code 
 
Once again in 2007-08 the Trust recorded no infections of any of the types subject to national mandatory surveillance (bloodstream 
infections with methicillin-resistant Staphylococcus aureus and glycopeptide-resistant enterococci, and infections with Clostridium 
difficile). 
 
The Trust is committed to providing an environment where the risk of healthcare associated infection (HCAI) is as low as possible. 
Compliance with The Health Act 2006, Code of Practice for the Prevention and Control of Health Care Associated Infections, is 
central to this strategy. Important developments over the past year have included: 
 

• Production of two new Infection Control Policies and Procedures, The aseptic procedure and Policy for the control of 
 Clostridium difficile. 
• Post-discharge surgical site infection in Obstetrics and Gynaecology. 
• Improvements to the Assurance Framework, with more detailed quarterly reports to the Clinical Governance Group. 
• A new Training Needs Analysis for Infection Prevention & Control. 
• Significant environmental improvements, including deep cleaning, disposable curtains, refurbishment of bathrooms. 
• Production of new and revised information on Infection Prevention & Control for the public. 
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Third Party commentaries received so far, reproduced verbatim 
 

Birmingham City Council Health Overview and Scrutiny Committee Declaration for 
 the Healthcare Commission’s Annual Healthcheck 2007-8 

 
 
“Birmingham City Council Health Overview and Scrutiny Committee can only comment on those limited areas where it has 
had involvement with the Trust. The comments below relate to where the Trust has attended Committee in the previous 
municipal year. 
 
Standard C4 – In December of 2007 the Committee requested information from the Trust in relation to the Government’s 
commitment to fund a programme of deep cleaning across the country. The Committee was pleased that the Trust had made 
an application for additional funding but in the mean time was supporting the programme through its own funds. 
 
Standard C22 – As part of its review of the Health Needs of Newly Migrant Communities the Trust provided evidence outlining 
the impact new communities are having on service provision. The Trust outlined work they are carrying out with the 
Birmingham Health and Wellbeing Partnership to recruit more midwives and pregnancy outreach workers to aid women 
throughout the course of their pregnancy. 
 
Issues were raised by Members regarding data collection and the ability of the Trust to identify service users as members of 
new communities. The Committee recognizes that such problems result from national policies on data collection which do not 
support the Trust’s ability to plan services.” 
 
 
 
 
 

Birmingham Women’s Healthcare Trust PPI Forum 
Annual Healthcare Statement 

 
C13a 
The Forum has conducted visits to the Trust and observed, and also received comments from members of the public, about how 
pregnant women are expected to wait in long queues in a corridor while waiting for the antenatal clinic. The Forum has raised this 
issue with the Trust on a number of occasions. The Forum has not observed an improvement on subsequent visits. 
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Evidence - Minutes of the Forum, comment Postcards from the public, Visits in August and October 
 
C15a 
The Forum has observed mealtimes on a series of food visits throughout the year. There was good choice available to patients on 
these occasions and the food looked appetising. 
 
Evidence - Visits in August, October 
 
C15b 
The Forum also has concerns about availability of food for partners, carers etc. The Restaurant now closes at 2pm and closes for a 
period each morning and the WRVS shop is staffed by volunteers and is not always available. There are vending machines 
managed by the WRVS. The Forum members have checked these machines during visits and have sometimes found the choice to 
be lacking, healthy options not available or the vending machine empty/out of order. 
 
Evidence – Visits August and October 
 
C17 
The Forum has a good informal relationship with the Trust and the Director of Nursing has attended meetings. The Forum 
welcomes the opportunity to ask questions and participate in discussions. 
 
C18 
The Forum continues to be concerned that the Birth Centre is frequently closed due to staff shortages. Patients who have chosen to 
give birth in the Birth Centre are then transferred/diverted to the Delivery Suite. The Forum met with the Consultant Midwife in 
October 07 and were pleased to be informed that the Birth Centre opening was improving. 
 
Evidence – Reports to Forum members and minutes of Forum meeting in July. Visit to the Birth Centre in October 07. 
 
C21 The Forum has always found the hospital to have high standards of cleanliness. 
 
Evidence – Visits in August and October 
 
February 2008 
 
  

 
 



 21

 
Commentary from Birmingham Safeguarding Children Board 

 
 
 
I am writing in response to your invitation for the Birmingham Safeguarding Children Board to comment on the Birmingham Women’s NHS 
Foundation Trust declaration of compliance with the standards for Better Health. 
 
The Safeguarding Board is the key statutory mechanism for agreeing how organisations work together to safeguard and promote the well being 
of children in Birmingham.  However, its primary role is to evaluate the effectiveness of these arrangements with the particular focus on all 
aspects of the “Staying Safe” outcome.  The Safeguarding Board welcomes the opportunity to comment on the trust compliance with Core 
Standard C2, which specifically focuses on health care organisations role in protecting and safeguarding children. 
 
The Safeguarding Board has now had opportunity to review evidence in support of the Trusts compliance statement and are satisfied that the 
Trusts representation and engagement at the Birmingham Safeguarding Children Board is appropriate. The systems and processes the trusts 
have in place provide further reassurance that the protection of children is a priority and therefore demonstrates compliance with this standard. 
 
The feedback appertains to the period 1st April to the 31st March 2008, I would me most grateful if you could ensure that our comments are 
included in the Trust’s annual health declaration. 
 
 

 

 
 
 
 
 

South Birmingham PCT Commentary on Core Standards – Birmingham Women’s NHS Foundation Trust 
 
 
South Birmingham PCT has had continuous constructive engagement with the Birmingham Women’s Hospital NHS Foundation Trust 
throughout the year through an on-going performance process that encompasses healthcare commission core standards.  Through this process the 
PCT has gained an understanding of the structures, systems and processes that the provider has put in place to provide assurance with respect to 
the core standards declaration and considers these to be robust.  The PCT has also established its own surveillance processes to review the 
provider’s performance against standards. 
 
The PCT has met with the provider in year to understand the work across a broad spectrum of areas to further improve patient care. With respect 
to the core standards this has included: 
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C1 - The Trust reported non compliance for this standard in 2006/07 and shared with the PCT actions to address this.  The PCT is confident that 
the plan put in place this year will enable full compliance to be declared in 2008/09. 
 
C4a - Management of HCAI is a standing item on the Quarterly Performance Review meetings; in year the Trust has maintained a zero position 
with respect to MRSA bacteraemia and C. Difficile incidence. The Trust has provided the PCT with evidence of actions being taken to maintain 
the low incidence of HCAI and utilisation of SHA funding for HCAI reduction initiatives. In February we agreed that the Trust would bring in 
proposals to screen all elective Gynaecology admissions for MRSA.  The Trust has shared with PCT their response to the Maidstone and 
Tunbridge Wells inquiry. 
 
C6/C13/C14 - The Trust has presented to the PCT their proposal in response to the patient survey regarding how services could be improved. 
The Trust has engaged with the PCT and Local Authority to complete a Review of Maternity Services 
 
C7 - Financial performance of the contract and performance against targets are discussed as part of the Quarterly Performance Review meetings 
on and exception basis and where there is deviation from plan an explanation and actions have been provided by the Trust.  Operational detail has 
been discussed through regular contract monitoring engagement. 
 
C8 - The Outcome of the Staff survey was discuss with the Trust at the Quarterly Performance Review Meetings and the action plan to address 
concerns was shared with commissioners. 
 
C18 - There has been good engagement in year on delivery of the 18 week target from the Trust with active participation in the Local Health 
Economy Group. The PCT has regularly attended operational meetings to discuss 18 weeks with the Trust and engaged in open and frank 
discussion of the issues.  Issues concerning capacity constraints with respect to Maternity Services have also been discuss at various fora 
including the Maternity Review. 
 
C22 The Director of Public Health has indicated there are strong partnerships on issues relating to maternal and children’s health. There is no 
formal knowledge of the use made of the Local DPH Annual Report. 
 
C23 Disease prevention and health promotion programmes are not well developed  
 
C24 Arrangements for emergency planning are satisfactory 
 
 
 
Commentaries still to be received: 
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1. Board of Governors 
2. Internal Audit 
 
 
 
 * This document will be used to complete the online declaration of compliance with the Healthcare Commission’s Standards for Better Health 
 

 Malcolm Bowcock 
Clinical Effectiveness Manager 

0408 
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SUBJECT :  
 

Red Risk Register and Assurance Framework 

REPORT BY :  
 

Jane Owen – Director of Nursing & Midwifery 

AUTHOR :  
 

Malcolm Bowcock – Clinical Effectiveness Manager 

 
CONTEXT AND BACKGROUND FOR REPORT 
 
Red Risks are reported to the Board of Directors on a monthly basis in order to 
provide assurance to the Board that risk is being managed effectively within the 
Trust. 
 
 
 
 
KEY ISSUES FOR THE BOARD OF DIRECTORS’ CONSIDERATION AND DECISION  
 
The Board are asked to consider the revised Red Risk Register and Assurance 
Framework. 
 
The Board’s attention is drawn to updates in the register highlighted in red. 
 
 
 
 
 
 
RECOMMENDATIONS  
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SUBJECT :  
 

Red Risk Register & Assurance Framework  

REPORT BY :  
 

Jane Owen – Director of Nursing, Midwifery & Operations  

AUTHOR :  
 

Malcolm Bowcock – Clinical Effectiveness Manager  

 
CONTEXT AND BACKGROUND FOR REPORT 
Red Risks are reported to the Board of Directors on a monthly basis in order 
to provide assurance to the Board that risk is being managed effectively within 
the Trust.   Prior to reporting to the Board of Directors, all risks are reviewed 
and discussed at the Management Board.  
 
 
 
KEY ISSUES FOR THE BOARD OF DIRECTORS’ CONSIDERATION AND 
DECISION  
 
The Board are asked to consider the revised Red Risk Register and 
Assurance Framework.  
 
The Board’s attention is drawn to updates in the Red Risk Register 
highlighted in red.  
 
 
 
 
RECOMMENDATIONS  
 
To note the changes to the Red Risk Register.  
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 Register TRUS Register Description Corporate  RISKS  
 Risk 0296 Date of Assessment 07-Jun-2005 Date of Review  Monthly 
 
 Risk Description Staff not attending mandatory training  
  
 Linked to WS 0117  
  
 Risk Reduced by CEO 10/3/06 
 
 Primary Location Birmingham Women’s Hospital Management Unit Corporate Owner Director of Workforce & Facilities  
 Secondary Location Management Group Corporate Assessor Jacky Cotton 
 
 Option Consequence Likelihood Risk Rating Adequacy of Controls Classification Sub classification H&S Sub classification 2 
 Accept Moderate Possible 9 Adequate Open 
 
 Treatments: Options Involving Risk Reduction After Risk Assessment Costs 
 
 Treatment Ref Description  Consequence Likelihood Rating RRP Accept? Non Recurring Recurring Life Expectancy 
 0001 Attendance not monitored regularly    Major Possible 12  No £0.00 £0.00 0 
     0002 Attendance not reported back to Directorates  Major Possible 12  No  
     0002 Staff member not booking appropriate training Major Possible 12  No 
     0002 Managers not monitoring staff attendance  Major  Unlikely  8  No 
     0004 Managers not ensuring staff attend when booked Major Possible 12  No 
     0005 Training administrators not ensuring spaces  Major Very rare                4  Yes 

 available for clinical areas on ongoing basis 
 Controls: 
 Control Type Description  Statutory Key Statute Date Implemented Date Last Reviewed 
 Training Trust Induction: Corportate & Local           01/06/05 10/04/08 
 Trust organisational Monthly meetings to monitor attendance through RTIX reports        01/06/05 10/04/08 
 Structure Regular attendance figures reported to Directorates         01/06/05 10/04/08 
  Staff members are reminded when due.           01/06/05 10/04/08 
 Managers informed of DNAs by training administrators            01/06/0510/04/08 
 Directorate Management Monitoring of staffing levels            01/06/0510/04/08 
 Professional Development Staff appraisal             01/06/05 10/04/08 
 Procedure Recording of training on Ritx Database           01/06/05 10/04/08 
 Directorate Management Local procedures             01/06/05 10/04/08 
 Workforce Planning Job Descriptions             01/06/05 10/04/08 
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Failure of controls linked to Trust Organisational Structure due to lack of system administrator for RTIX.  Temporary lack of regular attendance figures produced for Directorates causing 
concern amongst managers. 
 
 
 Classification: 
 Human Resources 
 Project Management 
 Clinical 
 CNST 
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 Register TRUS Register Description Corporate RISKS  
 Risk 0309 Date of Assessment 14-Feb-2006 Date of Review Monthly 
 
 Risk Description Patient safety could be compromised due to non compliance of sterile services contract standards.  
 25/08/06  Reduce to yellow risk as active performance management now in place led by Gary Cockayne. 
 29/08/07 Reviewed by Management Board. To remain until October. 
 30/10/07 Reviewed by GCockayne. Remain on register until March (new contract due to start at that time) 
 23/11/07 Risk reviewed by GCockayne. Risks and actions remain as previous until contract runs out  

15/04/08 Risk reviewed by GCockayne. Risks and actions remain as previous, until contract terminated. (contract extended beyond March 2008 until Pan-Birmingham 
contract commences) 

 
 
 Primary Location Birmingham Women’s Hospital Management Unit Clinical Support Owner Associate Director for Clinical Support 
 Secondary Location Theatres Management Group Assessor Gary Cockayne 
 
 Option Consequence Likelihood Risk Rating Adequacy of Controls Classification Sub classification H&S Sub classification 2 
 Accept Major Possible 12 Adequate Open 
 
 Treatments: Options Involving Risk Reduction After Risk Assessment Costs 
 
 Treatment Ref Description  Consequence Likelihood Rating RRP Accept? Non Recurring Recurring Life Expectancy 
 0008b Insignificant Rare 1 11 No £0.00 £0.00 0 
 0008c membership and frequency of meetings to be Insignificant Rare 1 11 No £0.00 £0.00 0 
 reinforced (SfBH) 
 0006 Theatre manager is identified lead to Insignificant Rare 1 11 No £0.00 £0.00 0 
 monitor contract performance on a weekly 
 basis 
 0001 No action required Insignificant Rare 1 11 No £0.00 £0.00 0 
 0004 To reinforce and strengthen performance Insignificant Rare 1 11 No £0.00 £0.00 0 
 management 
 0002 To continue to raise awareness of all Insignificant Rare 1 11 Yes £0.00 £0.00 0 
 problems 
 0005 To reinforce and strengthen performance Insignificant Rare 1 11 Yes £0.00 £0.00 0 
 management 
 0008a Insignificant Rare 1 11 No £0.00 £0.00 0 
 0009 no action required Insignificant Rare 1 11 No £0.00 £0.00 0 
 0010 no action required Insignificant Rare 1 11 No £0.00 £0.00 0 
 0007 No action required Insignificant Rare 1 11 No £0.00 £0.00 0 
 0003 To reinforce and strengthen performance Insignificant Rare 1 11 Yes £0.00 £0.00 0 
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 management 
 
 
 Controls: 
 Control Type Description Statutory Key Statute Date Implemented Date Last Reviewed 
 Procedure 01 Incident reporting system 01/04/2003 01/02/2006 
 Procedure 02 Non conformity forms 01/04/2004 01/02/2006 
 Procedure 06 Site visit by Trust Key personnel 01/08/2005 
 Performance Review 07 Continuing performance data 
 Business Planning 04 Quarterly contract meetings 01/01/2006 
 Communication with 03 Contracts Manager visits Trust 
 stakeholders 
 Trust Organisational 05 Monthly operational meetings 01/01/2006 
 Structure 
 Procedure 08 Standards for Better Health Group set up for 
 Decontamination and structure has been 
 strengthened 
 Business Planning 09 Corporate action plan in place (SfBH) 28/03/2006 24/04/2006 
 Workforce Planning 10 New Executive Director appointed to 28/03/2006 
 Decontamination Group 
 Procedure 11. Risk Assessments undertaken 21/04/2006 
 
 
 Key Objectives: 
 05/06 - 1 To deliver a high quality service including making the most effective use of resources, improving patient care 
 
 
 
 
 
 
 
 
 Classification: 
 Clinical 
 Corporate 
 Standards for Better Health 
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 Register TRUS Register Description Cororate  RISKS  
 Risk 0355 Date of Assessment 01-Mar-2007 Date of Review Monthly 
 
 Risk Description National planning assumptions around inflation uplifts, tariff (HRG 4), pay, allocations, MPET etc, prove inaccurate.  
  
 Unknown impact on Trust income and expenditure.  
 
 Primary Location Birmingham Women’s Hospital Management Unit Corporate Owner Chief Executive 
 Secondary Location Other Management Group Corporate Assessor Tim Woods 
 
 Option Consequence Likelihood Risk Rating Adequacy of Controls Classification Sub classification H&S Sub classification 2 
 Moderate Possible 9 Open 
 
 
 
 Controls: 
 Control Type Description Statutory Key Statute Date Implemented Date Last Reviewed 
 Business Planning 1. Need to build sensitivity analysis into all 01/03/2007 
 financial modelling and ensure contingency plans 
 are developed as a matter of course, including a 
 view on potential additional CIPs to be implemented 
 if necessary. 
 Business Planning 2. Continue with focus on productivity and reducing 01/03/2007 
 reference costs. 
 Business Planning 3. Continue to influence development of HRG4 for 01/03/2007 
 maternity services nationally in conjunction with 
 the Department of Health. 
     Business Planning 4. The Trust has produced a Long term financial model  16/04/08 
                                                Along with sensitivity analyses for key risks.  This makes 
          no assumptions on additional income for HRG4 
    Business Planning               5.  Mitigation Plan have been developed for the downside scenario 16/04/08 
                                                Assumptions with respect to the income streams noted above 
    Business Planning               5.  Confirmed that HRG4 will not extend its coverage in 2009/10 (thus neonatal not included)          16/04/08 
 
Classification: 
 Corporate 
 Financial 
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 Strategic 
 
 Register TRUS Register Description Corporate  RISKS  
 Risk 0356 Date of Assessment 01-Mar-2007 Date of Review Monthly 
 
 Risk Description Regional reconfiguration of services   
  
 Instability within maternity services across the West Midlands could lead to sudden changes in services that would leave unmet demand.  
 Potential impact of Lord Carter of Coles (2006) report on pathology services 
 
 Primary Location Birmingham Women’s Hospital Management Unit Corporate Owner Chief Executive 
 Secondary Location Other Management Group Corporate Assessor Anne Gibbs 
 
 Option Consequence Likelihood Risk Rating Adequacy of Controls Classification Sub classification H&S Sub classification 2 
 Major Possible 12 Open 
 
 
 
 Controls: 
 Control Type Description Statutory Key Statute Date Implemented Date Last Reviewed 
 Communication with 1. Ongoing working in partnership within established 01/03/07        20/11/07 
 stakeholders clinical networks, key stakeholders and 
 commissioners to influence service configuration, in 
 particular for neonatal, maternity and pathology 
 services. 
 2. Feasibility study regarding the neonatal service at Redditch completed 03/10/07  20/11/07 
 3. Continued involvement and contribution toward Investing  
 for Health the NHS West Midlands Strategy and Lord Darzi Next Stage Review        20/11/07 
 4. Active engagement in a number of reviews of women’s and children’s services 
  including the Durrow report on neonates and Pan Birmingham Children’s Project       20/11/07 
 5. Report on the impact of Lord Carter of Coles on pathology to be completed     TBC  20/11/07 

6. Risk reviewed re: pathology on 15/04/08. Impact assessment on Lord Carter of Coles report outcomes discussed at management board on 23rd January. Trust 
implementing pathology recommendations whilst awaiting final report from Lord Carter which is expected later in 2008. Specific business plans being developed 
around individual pathology disciplines. 

 
 Classification: 
 Corporate 
 Financial 
 Strategic 
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 Register TRUS Register Description Corporate  RISKS  
 Risk 0358 Date of Assessment 01-Mar-2007 Date of Review Monthly 
 
 Risk Description Failure or delay in achieving annual savings requirements - LTFM demonstrates need for efficiencies in addition to standard annual CRES.  
  
 Limits scope for investment in further service development.  
 Trust will breach in terms of authorisation as an FT. 
 
 Primary Location Birmingham Women’s Hospital Management Unit Corporate Owner Director of Finance & Information 
 Secondary Location Other Management Group Corporate Assessor Jane Davidson 
 
 Option Consequence Likelihood Risk Rating Adequacy of Controls Classification Sub classification H&S Sub classification 2 
 Major Possible 12 Open 
 
 Controls: 
 Control Type Description Statutory Key Statute Date Implemented Date Last Reviewed 
 Business Planning 1. CIP programme established in excess of the 01/03/2007 16/04/08 
 minimum required in order to provide alternative 
 schemes for CIPs that cannot be met. 
 Business Planning 2. Implement schemes early to allow for possible 01/03/2007 16/04/08 
 slippage. 
 Business Planning 3. Robust performance management in place with 01/03/2007 16/04/08 
 twice monthly meetings chaired by CEO with all 
 Executive Directors in attendance. 
 Business Planning 4. Realistic plans for CIP implementation 01/03/2007 16/04/08 
 developed. 
 Audit/Internal Assessments 5. Whole systems modernisation approach is being 01/03/2007 16/04/08 
 implemented and will be supported by service 
 improvement support.(in house and KPMG) 
 Annual planning                6. The annual planning process which incorporates 16/04/08 16/04/08 
                                                budget setting looks at the forecast cost against the  
         total budget for each area. this produces a gap specific  
           to that cost centre. i.e. the cip required is therefore based on  
           reality and not limited to the national cres assumption. 
 Classification: 
 Corporate 
 Financial 
 Strategic 
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 Register TRUS Register Description Corporate  RISKS  
 Risk 0361 Date of Assessment 01-Mar-2007 Date of Review Monthly 
 
 Risk Description Ad hoc changes in expenditure in year due to a change in situation.  
  
 Imbalance between income and expenditure profiles 
 
 Primary Location Birmingham Women’s Hospital Management Unit Corporate Owner Director of Finance & Information 
 Secondary Location Other Management Group Corporate Assessor Jane Davidson 
 
 Option Consequence Likelihood Risk Rating Adequacy of Controls Classification Sub classification H&S Sub classification 2 
 Moderate Possible 9 Open 
 
 
 
 Controls: 
 Control Type Description Statutory Key Statute Date Implemented    Date Last Reviewed 
 Workforce Planning 1. Work to create an agile organisation that can flex capacity up and down at short notice to respond to changes in demand.  01/03/2007 
 Business Planning 2. Ensure all capacity within existing assets is used before investment in fixed costs is considered   01/03/2007 
    Budget Planning                   3. Put in place long term financial planning with sensitivities on key issues                                                                                  10/4/07 16/04/08 
    Budget monitoring                4.  Regular reporting and monitoring of expenditure to identify ad hoc changes                                                                            ongoing  
    Planning & Management       5.  Ensure that new proposals are assessed as viable on downsize scenarios but                                                                               ongoing 
                                                       Monitored on realistic assumptions  
 .   
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 Register TRUS Register Description Corporate  RISKS  
 Risk 0364 Date of Assessment 01-Mar-2007 Date of Review Monthly 
 
 Risk Description Failure to deliver improvements and efficiencies required to meet 18 week target waiting times within budget.  
  
 Trust would receive significant financial penalty 
 Failure would adversely impact on Trust reputation.  
 Trust may breach terms of authorisation as an FT  
 To be re-assessed by 30/11/07 by 18 week Project Team 
 23/11/07 Reviewed by Associate Director. Risk remains as amber. Formal review to take place by Project Team between 30/11/07 and 14/12/07 
 15/04/08 Reviewed by Associate Director. Risk remains as amber. Formal review to take place every month between May and December 2008. 
March milestones achieved? Reduce risk rating 
 
 Primary Location Birmingham Women’s Hospital Management Unit Corporate Owner Director of Nursing and Midwifery 
 Secondary Location Other Management Group Corporate Assessor Gary Cockayne 
 
 Option Consequence Likelihood Risk Rating Adequacy of Controls Classification Sub classification H&S Sub classification 2 
 Major Possible 12 Open 
 
 Controls: 
 Control Type Description Statutory Key Statute Date Implemented Date Last Reviewed 
 Procedure 1. Improvement programme underway to achieve 01/03/2007      01/04/08 
 necessary efficiency improvements and care 
 pathway redesign. 
 Performance Review 2. Performance management arrangements in place 01/03/2007 
 with regular meetings. 
 Workforce Planning 3. Role redesign work to focus on ensuring 01/03/2007 
 sufficient radiology workforce to deliver required 
 diagnostic capacity 
 Communication with 4. Ongoing work with commissioners to agree 01/03/2007 
 stakeholders progress milestones and funding to achieve access 
 targets. 
Project Management  5. New Project Team commenced work  015/06/07  
“ 6. Project Plan issued 
“ 7initialworkstreams implemented and delivered.     
  01/07/07 30/10/07 
“ 8. Self assessment completed against national guidelines – Evidence of positive achievement 30/09/07 
Communications 9. Communications plan implemented and newsletters commenced 01/09/07 19/11/07 
Information 10. BWHCT status against target circulated – monthly to illustrate targets and improvement required 30/10/07 
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“ 12. 2nd Phase of BWHCT Project plan to be implemented including key improvement measures over next 6 months 14/12/07  
 13. Risk reviewed on 15/04/08. 2nd phase of project plan now completed. Trust has achieved March targets. 15/04/08 
 14. 3rd Phase of project launched. Draft project plan to be tabled at management board on 16/04/08. 15/04/08 
 15. Trust to commence work with external advisors (NHS Elect) in May 2008, undertaking specific work on care pathways. May 2008 
 16. Work with LHE and commissioners surrounding accurate reporting and mechanisms to audit target. May 2008  

17. Agreement has now been reached that Clinical Genetics activity must be included in overall Trust figures. A paper has been submitted to management board 
with an action plan to take this work stream forward. 

 Classification: 
 Corporate 
 Financial 
 Strategic 
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 Register TRUS Register Description Corporate  RISKS  
 Risk 0371 Date of Assessment 01-Mar-2007 Date of Review Monthly 
 
 Risk Description PAS critical failure or major system outage.  
  
 Sudden service failure could result in Trust failing to maintain clinical service delivery, with possible adverse impact on patient care and Trust reputation  
  
 LINKED TO TRUS 0349 
 
 Primary Location Birmingham Women’s Hospital Management Unit Corporate Owner Director of Finance & Information 
 Secondary Location Other Management Group Corporate Assessor Larry Rowe 
 
 Option Consequence Likelihood Risk Rating Adequacy of Controls Classification Sub classification H&S Sub classification 2 
 Minor to Major possible 6-12 10 Open 
 
 
 
 Controls: 
 Control Type Description Statutory Key Statute Date Implemented Date Last Reviewed 
 Procedure 1. Contingency plans in place to maintain services.  01/03/2007        16/04/08 
 These have been tested and found to be effective 
 Maintenance 2. Ensure SLA provider has disaster recovery plans 01/03/2007        16/04/08 
 in place and test these. 
    Operational                           3. An outage occurred with the new PAS system; 01/10/06 16/04/08 
                                                 This was in the summer of 2006. The incident was serious 
                                                  But the impact both financially and from a service point of 
                                                  View was minor. Manual backup procedures worked well. 
                                                   A review took place and important lessons were learned from 
                                                   This incident  
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SUBJECT :  
 

Amber Risk Register & Assurance Framework  

REPORT BY :  
 

Jane Owen – Director of Nursing, Midwifery & Operations  

AUTHOR :  
 

Malcolm Bowcock – Clinical Effectiveness Manager  

 
CONTEXT AND BACKGROUND FOR REPORT 
Amber Risks are reported to the Board of Directors on a three monthly basis 
in order to provide assurance to the Board that risk is being managed 
effectively within the Trust.   Prior to reporting to the Board of Directors, all 
risks are reviewed and discussed at the Management Board.  
 
 
 
KEY ISSUES FOR THE BOARD OF DIRECTORS’ CONSIDERATION AND 
DECISION  
 
The Board are asked to consider the revised Amber Risk Register.  
 
The Board’s attention is drawn to the removal from the Amber Risk Register 
of the following risks :  
 

• 0314 – Non delivery of the financial plan due to management capacity.  
• 0347 – Transport of hospital notes.  
• 0353 - Lack of strategic synergy between Commissioners and 

providers.  
 
It is planned to utilise Datix and present a revised format of the Amber Risk 
Register for the next review.  
 
 
 
 
 
 
RECOMMENDATIONS  
 
To note the changes to the Amber Risk Register.  
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SUBJECT :  
 

Corporate Manslaughter and Corporate Homicide Act 2007: 
Implications for the Trust 

REPORT BY :  
 

Barbara Cooper, Interim Trust Secretary 

AUTHOR :  
 

Barbara Cooper, Interim Trust Secretary 

 
CONTEXT AND BACKGROUND FOR REPORT 
The report briefly describes the provisions of the Corporate Manslaughter 
(England) and Corporate Homicide (Scotland) Act 2007, which will come into 
effect on 6 April 2008 and will apply to all NHS organisations.  
 
It explains that prosecution under the Act will have serious financial and 
regulatory implications for NHS Trusts and will also involve substantial 
reputational harm to directors and senior managers. 
  
 
KEY ISSUES FOR THE BOARD OF DIRECTORS’ CONSIDERATION AND 
DECISION  
The report asks the Board to note that the new Act is likely to focus attention 
on the effectiveness of the systems and processes in place within NHS 
organisations for ensuring the safety of employees, patients and the public 
and on the responsibilities of boards and senior managers for their 
organisations' health and safety and risk management functions. 
 
 
RECOMMENDATIONS  
The Board is invited to: 
 
• note that the Corporate Manslaughter (England) and Corporate Homicide 

(Scotland) Act 2007 will come into effect shortly and will apply to all NHS 
organisations; and 

 
• consider whether the review of the Trust's governance arrangements 

should include consideration of the systems and processes in place for the 
identification, assessment and control of risk in the light of the new Act. 
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Meeting of the Board 
Thursday 24th April 2008 

 
CORPORATE MANSLAUGHTER AND CORPORATE HOMICIDE ACT 2007: 

IMPLICATIONS FOR THE TRUST 
 
1. INTRODUCTION 
 
The Corporate Manslaughter (England) and Corporate Homicide (Scotland) Act 
2007 (CMCHA) will come into effect on 6 April 2008 and will apply to all NHS 
organisations. An organisation convicted of the new offence of corporate 
manslaughter can receive an unlimited fine. It may also be made subject to a 
Remedial Order requiring it to address the cause of a fatal injury and/or a 
Publicity Order requiring it to publicise its conviction. 
 
2. HOW THE CMCHA WILL APPLY  
 
Under the CMCHA, an organisation will be guilty of corporate manslughter if: 
 
a) someone to whom the organisation owed a "relevant duty of care" (for 

example as an employer, an occupier of premises or a supplier of goods or 
services) has died while under its care; and 

 
b) the way in which the organisation's activities were managed or organised by 

its senior managers caused the person’s death and amounted to a gross 
breach of the duty of care owed; and  
 

c) the conduct of the organisation fell far below what could reasonably be 
expected of the organisation in the circumstances.  
 

For the new offence to apply, the organisation concerned must have owed a 
"relevant duty of care" to the victim. The definition in the CMCHA of "relevant 
duty of care" provides some exemptions, for example: 
 
• a decision on a matter of public policy, such as the allocation of public 

resources, will not give rise to relevant duty of care. High-level expenditure 
decisions, such as commissioning decisions by a PCT, are therefore 
excluded from the scope of the Act 

 
• emergency responses by an NHS Trust, including triage decisions to 

determine the order in which injured people are treated, will not give rise to a 
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relevant duty of care (although the medical treatment given to an individual in 
an emergency will give rise to a relevant duty of care) 

 
• deaths connected with certain public and government functions, such as 

military operations, policing, child protection work and probation are subject to 
other forms of accountability and are therefore exempt. 

 
3. WHY THE CMCHA? 
 
Prior to the CMCHA, it was difficult to prosecute organisation for manslaughter in 
cases where it was not possible to identify a "directing mind and will", in the form 
of an individual at the top of the organisation, who was also personally liable for 
the offence. As the case studies in Section 5 below indicate, this was not an 
absolute barrier to the prosecution of an organisation under existing health and 
safety legislation and a number of successful prosecutions have been brought 
against NHS Trusts in recent years. In the Government’s view, however, the 
need to identify a single senior individual to whom the organisation's failings 
could be directly attributed did not reflect the complexity of modern corporate life: 
as a result, the law as it previously stood often failed to provide proper 
accountability and justice for victims.  
 
The new offence of corporate manslaughter is intended to provide a more 
effective way of holding organisations to account for very serious systemic 
failings. To convict an organisation, the prosecution will need to prove that the 
failure to take reasonable care came substantially from senior management, but 
will no longer have to identify a single senior individual who is also personally 
liable. It will not be necessary for the prosecution to show that management 
failure was the sole cause of death, but only to demonstrate that but for the 
management failure, the death would not have occurred. 
 
As previously noted, the management failure must amount to a gross breach of a 
relevant duty of care. It must also be established that the organisation's conduct 
fell far below what could reasonably have been expected of the organisation in 
the circumstances. Relevant factors for a jury to take into account when 
considering this issue will be: 
 
• whether the organisation failed to comply with health and safety legislation; 
 
• if so, how serious the failure was; and 
 
• whether attitudes, policies, systems or accepted practices within the 

organisation amounted to a culture which encouraged or tolerated the failure. 
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4. IMPLICATIONS OF THE CMCHA 
 
For individuals 
 
The CMCHA is concerned with the corporate liability of the organisation itself and 
does not apply to individual directors, senior managers or other individuals; 
further, it is not possible to convict an individual of of aiding, abetting, counselling 
or procuring an offence of corporate manslaughter. Where organisations are 
convicted, however, both the corporate body and its directors and senior 
managers would inevitably suffer substantial, possibly career-ending, 
reputational harm. 
 
Individuals can also continue to face charges under the existing common law 
offence of manslaughter by gross negligence in respect of their own personal 
conduct and can also be prosecuted individually under health and safety 
legislation.  
 
For NHS organisations 
 
Prosecution and conviction under the CMCHA will have serious financial 
implications for NHS organisations:  
 
• as a criminal matter, the defence of a prosecution will be an uninsurable risk 

which will not be indemnified by the NHS Litigation Authority 
 
• on conviction, the organisation can receive an unlimited fine, which on current 

expectations may be between 2.5% and 10% of annual turnover depending 
on the severity of the failings 

 
There will also be serious reputational and regulatory impacts: prosecution will 
indicate a failure in the governance processes in place within the organisation 
and will almost certainly lead to intervention by Monitor (for a Foundation Trust) 
and/or the Healthcare Commission. 
 
5. STRATEGIC ISSUES ARISING FROM CMCHA 
 
For obvious reasons, there is no existing case law on how the CMCHA will be 
applied in practice. However, there are possible lessons to be learned from 
recent high-profile cases involving NHS Trusts, in which the governance, 
systems and processes in place within organisations have been implicated in 
serious failures to ensure patient safety.  These are summarised in the four case 
studies below. Two of the case studies (2 and 3) are examples of successful 
prosecutions of NHS Trusts under existing legislation, while another (4) is 
currently being considered by the Crown Prosecution Service (CPS). The 
remaining case study (1) relates to the management of C. difficile by Maidstone 
and Tunbridge Wells NHS Trust.  It has been widely suggested that, had the new 
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Act (which is not retrospective) been available at the time of occurrence, there 
might well have been have been a prosecution under the CMCHA.  
   
 
CASE STUDY 1: Maidstone and Tunbridge Wells NHS Trust (2005 - 06)  
 
Between October 2005 and September 2006, an estimated 500 patients of the 
Trust were infected with C. difficile and there were approximately 60 deaths 
where C. difficile was definitely or probably the main cause. In its report (October 
2007) the Healthcare Commission identified a range of factors at a strategic level 
within the Trust that had either contributed to, or had failed to prevent, the 
outbreaks. Key findings of fact included:  
 
• lack of clarity about the allocation of accountability within the Trust for 

managing risk 
• poor understanding within the Trust of the purpose of the risk register and 

assurance framework  
• failure by senior management to analyse trends evident from complaints and 

incidents or to use this evidence effectively 
• lack of confidence on the part of staff that the Trust was able to learn from 

clinical incidents and complaints 
• lack of availability to staff of effective routes for raising clinical concerns  
• poor quality documentation and clinical records 
• over-complex governance structures, leading to failure to ensure that 

serious operational problems and risks to patient safety were identified and 
addressed at the most senior levels within the Trust 

• incompleteness and/or inaccuracy of information given to the Trust board  
• evidence that the board and senior management were distracted by other 

challenges facing the Trust, including recovering from a difficult merger; 
securing PFI funding for a new hospital; meeting access targets; reconfiguring 
services  

 
CASE STUDY 2: South Downs Health NHS Trust (2006)  
 
A patient died as a consequence of a fall from a sling as he was being moved 
from his wheelchair to his bed. South Downs Health NHS Trust admitted a 
breach of the Health and Safety at Work etc. Act 1974, for which it was fined 
£25,000, with costs of £8,000. Issues identified by HM Inspector of Health and 
Safety included: 
 
• inadequacies in staff training on moving and handling patients and selecting 

and using appropriate equipment   
• lack of a systematic approach to moving patients that identified the 

appropriate equipment to use and the risks that arise from using the wrong 
equipment 
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• over-reliance on policy documents without proper arrangements to ensure 
and monitor implementation   

 
 
CASE STUDY 3: Southampton University Hospitals NHS Trust (2006) 
 
Southampton University Hospitals NHS Trust was successfully prosecuted under 
section 3 of the Health and Safety at Work Act 1974 following the death of a 31-
year old man who developed toxic shock syndrome and died after a routine knee 
tendon operation. The two junior doctors responsible for the patient's care were 
convicted of gross negligence manslaughter, for which both received suspended 
sentences of imprisonment. They were also found by the GMC to have failed to 
tackle obvious signs of serious illness, take blood samples, give suitable 
antibiotics and consult senior colleagues and were barred from practising for 12 
and six months respectively. 
 
As a result of evidence presented at the two doctors’ trial, the Crown Prosecution 
Service opted to prosecute the Trust directly. The prosecution focused on health 
and safety failings in the management of the Trauma and Orthopaedic 
Department, particularly the lack of monitoring and supervision of staff. The 
prosecution alleged that there was a lack of supervision by consultants, no formal 
system of daily visits by registrars which should have picked up the condition and 
only half the required number of junior doctors on the ward. 
 
CASE STUDY 4: Swindon & Marlborough NHS Trust (2007) 
 
A patient suffered a heart attack and died within three hours of giving birth after 
the epidural drug Bupivacaine was mistakenly attached to her drip. At the 
subsequent inquest in February 2008, the jury found that the patient was killed 
unlawfully by gross negligence manslaughter and attributed her death to chaotic  
storage and administration of drugs in the maternity unit. The finding of unlawful 
killing is believed to be the first against an NHS trust, rather than a named 
person.  
 
The inquest was told that there had been two other deaths at UK hospitals in the 
last decade caused by the intravenous administration of Bupivacaine. After these 
deaths, NHS Trusts were advised by the Department of Health that Bupivacaine 
should be kept separate from intravenous drugs to reduce the chances of error. 
The Trust initially complied, but separate storage was not maintained after the 
hospital moved to a new site in 2002. 
 
The CMCHA is likely to bring into sharp focus the effectiveness of the systems 
and processes in place within NHS organisations to ensure the safety of 
employees, patients and the public and the responsibilities of boards and senior 
managers for organisations' health and safety and risk management functions. 
Relevant factors will occur at every level within the organisation and will include: 
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• the systems of work used by individual employees, their level of training and 

the adequacy of equipment available to them;  
 
• immediate supervisory and middle management arrangements; and  
 
• the board’s strategic approach to health and safety and its arrangements for 

assessing and controlling risk and monitoring and auditing the effectiveness 
of its processes. 

 
6. NEXT STEPS 
 
A review of the Trust's governance arrangements is to be undertaken to ensure 
fitness for purpose in the Foundation Trust environment. The Board may wish to 
consider whether this should include consideration of the systems and processes 
in place for the identification, assessment and control of risk in the light of the 
CMCHA. Key questions to be addressed might include: 
 
Accountabilities 
 
• What is the Board's role in relation to the management of risk, including risks 

to the safety of patients, staff and the public? 
• What assurance is provided to the Board that adequate systems and 

processes are in place to enable risks to be identified and assessed and to 
ensure that shortcomings are addressed and improvements implemented? 

• Below Board level, who are the senior managers responsible for managing 
risk? 

• How well do senior managers understand their responsibilities in relation to 
the management of risk? 

• Do senior managers have sufficient autonomy and support to discharge their 
duties properly?  

 
Identifying risk 
 
• Have all activities been identified which involve inherent risks to patients, staff 

or the public? 
• Are there situations or events which involve a higher degree of risk, and if so 

how are these managed? 
• How are different activities ranked in terms of risk? 
 
Documentation 
 
• Does the Trust have in place policies, procedures and risk assessments 

which are appropriately specific, comprehensive, relevant and up to date? 
• What is the Board's role in establishing policies and monitoring their 

implementation? 
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• Does the Trust have effective reporting systems for adverse incidents and 
near misses? How are trends analysed and reported? 

 
7. RECOMMENDATIONS 
 
The Board is invited to: 
 
• NOTE that the Corporate Manslaughter (England) and Corporate Homicide 

(Scotland) Act 2007 will come into effect shortly and will apply to all NHS 
organisations; and 

 
• CONSIDER whether the review of the Trust's governance arrangements 

should include consideration of the systems and processes in place for the 
identification, assessment and control of risk in the light of the new Act. 
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SUBJECT :  
 

Integrated Performance Report 

REPORT BY :  
 

Jane Owen/Tim Woods/Andrew McMenemy 

AUTHOR :  
 

Jane Owen 

 
CONTEXT AND BACKGROUND FOR REPORT 
The Integrated Performance Report provides detailed information relating to 
the activity and performance of the organisation according to national and 
local standards. 
 
 
KEY ISSUES FOR THE BOARD OF DIRECTORS’ CONSIDERATION AND 
DECISION  
The Board are asked to consider the enclosed Dashboard Report that 
highlights detailed activity and performance information set against national 
and locally agreed benchmarking information. 
 
Where there is a variance within a particular item against the figures 
presented in the previous month, this will be highlighted in the text description 
as favourable or adverse.  The colour indication refers to the position against 
the target and for red indicators and exception report will be provided that 
gives further details on this matter.  The picture is completed by the end of 
year forecast position which for this month illustrates our end of year position.  
 
 
RECOMMENDATIONS  
The Board are asked to consider the performance information and to be 
assured that this has been managed appropriately by the Executive 
Management Team. 
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SUBJECT :  
 

18 WEEK REFERRAL TO TREATMENT TARGET  

REPORT BY :  
 

Jane Owen – Director of Nursing and Midwifery 

AUTHORS :  
 

Gary Cockayne, Associate Director for Clinical Support and 
Sukhjit Kaur, General Manager for Gynaecology – Joint 
Project Leads 

 
CONTEXT AND BACKGROUND FOR REPORT 
 
This high level report seeks to re-assure the Board of Directors that the Trust 
will achieve the 18 week targets for December 2008. 
 
 
KEY ISSUES FOR THE BOARD OF DIRECTORS’ CONSIDERATION AND 
DECISION  
This report provides detail to illustrate the continued commitment and work by 
the project team in achieving the waiting time targets, since the launching of 
the project in June 2007. The initial project plans have ensured that a 
measured and structured approach has been implemented which reflects the 
Trust's aim to ensure that all patients achieve treatment within a maximum of 
18 weeks from referral by the end of December 2008. 
 
The Board of Directors are asked to consider the following information: 
 

• Receive the informatics report which provides the performance until the 
end of March 2008 (attached). This demonstrates that the Trust has 
achieved and exceeded the milestones of the March target for 
both admitted and non-admitted patient pathways. The March 
target is the first key milestone which we are measured against. 
This achievement is excellent news and congratulations have been 
extended to the whole team for their hard work and commitment. 

 
• The next phase of the project must now be finalised and implemented 

to ensure that 18 weeks RTT is maintained. This phase must 
concentrate on sustainability and embedding / main streaming 18 week 
RTT into everyday practice. To enable this, the project team took a half 
day session out to explore the issues and consequently have produced 
a draft Project Plan (attached). The main ethos of the next phase is 
sustainability and mainstreaming into normal working practice. The 
team will be extending clinical ownership and involvement in the project 
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and the main focus will be: reviewing the patient pathways from a 
Gynaecology perspective; developing an appropriate methodology to 
include Clinical Genetics data into the Trust figures, and revising the 
information flows and reporting mechanisms to ensure accurate 
reporting and data quality. 

 
• The 18 week RTT joint project leads will be working in conjunction with 

NHS Elect and using other external resources to carry out the detailed 
work on patient pathways. One of the key elements of this is to develop 
clinical champions to lead the sub-projects on the pathways. These 
projects will link into other pieces of work addressing theatre 
productivity and diagnostics. 

 
• We are developing new metrics in conjunction with our commissioners 

and our Local Health Economy (LHE). In particular a tool to illustrate 
achievement of the 18 week RTT from the aspect of “data 
completeness”. This will give auditable assurance to Monitor and the 
Board that the RTT information is being reported accurately. Also, 
generic data so that we can reduce the number of unknown clock starts 
between referring agencies. 

 
• The team are working with partners across the LHE to develop a 

common Patient Access Policy. The current policy from BWNFT is 
robust and inclusive of DNA so it will be used as a good practice 
template.  

 
• Following a meeting with the SHA lead, it has been agreed that Clinical 

Genetics will be included in the Trust 18 week RTT figures by 
December 2008. A care pathway is being developed which will be 
negotiated with the Specialist Commissioners and the PCTs. This will 
form a key work stream as outlined in the attached project plan. 

 
 
RECOMMENDATIONS  
 
Receive the above information and attached activity performance as positive 
progress and an appropriate way forward. 
 
 



Birmingham Women's Health Care NHS TrustPatient Waiting times Actuals and Targets 2007/08

Waiting Time Target Description Apr-07 May-07 Jun-07 Jul-07 Aug-07 Sep-07 Oct-07
Actual Actual Actual Actual Actual Actual Actual Target Actual Target Actual Target Actual Target Actual Target Actual

18 week RTT Admitted - - - - - - 70.3 73.24 72.3 76.18 75.1 79.12 79.8 82.06 82.3 85 89.9
18 week RTT Non admitted - - - - - - 80.8 82.64 81 84.48 84.2 86.32 87 88.16 92.6 90 94
18 week RTT Unknown Start Date - - - - - - 7.5 7 10 6.5 2 5 2 2.5 1.1 0 1.17
Inpatient waiting time %>11 weeks 16.3 21.6 14.7 12.9 21.1 22.0 20.6 16.6 10 12.6 11.6 8.6 10.1 4.6 2.9 0 0
Diagnostic time %> 6 weeks - - - - - - - 42 28 40 20 34 12 18 0 0
Outpatient waiting time %>5 weeks 39.4 32.1 31.2 33.8 40.1 27.1 31.1 26.5 24 22.0 24.2 17.4 10.7 12.8 8.3 0 0

Notes
18 week RTT Non admitted: There is a slight change in the recording of this activity from 01/11/07, compared to same recording methodologies value would have been 81.6 for Nov
Outpatient waiting time %>5 weeks: Have changed recording of this to measuer % of patients waiting at the end of month rather than patients seen in month.  This ties with how we will be measured by the PCT
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Patients Seen within 18 weeks in March 2008
Actual % Seen Improvment required

Admitted Patients 89.90% 0.00%
Non admitted Patients 94.0% 0.00%
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DRAFT: Sustaining 18 Weeks Project Plan (April 2008)

Activity
Respon
sibility

31 7 14 21 28 5 12 16 26 2 9 16 23 30  7 14 21 28  4 11 18 25 1 8 15

Agree objectives and work 
streams for sustaining 18 
Weeks and develop a 
project plan Team
1. Gynaecology and 
Diagnostic Patient 
Pathways SK/GC
Develop a project 
specification with aims and 
objectives SK/GC
Assign a Clinical Lead to 
each sub-project SK/GC

First project group meeting 
to discuss Terms of 
Reference, membership, 
pathways, data 
requirements, key pathway 
issues

SK/Chai
r/Team

Process Maping event with 
external facilitator support

SK/Clica
l Lead

Implement actions and 
changes identified Team

Measure and monitor 
impact of changes on 
staff, resource, 18 weeks 
and patient care and 
satisfaction

SK/Clica
l 
Lead/Inf
ormatics

Quantitative measure of 
impact on 18 weeks 

Informati
cs

2. Annual Leave Process SK

Jul-08 Aug-08 Sep-Jun-08Apr-08 May-08



Write centralised 
Gynaecology 'Leave' 
process for Gynaecology 
consultants MA
Present and discuss the 
process at Gynae 
directorate meeting MA
[Consultation] email to all 
gynae diectorate and 
request feedback

Gynae 
Director
ate

Finalise annual leave 
process with added 
feedback SK/MA
Create leave 
tracking/recording 
database SK

Communicate process to 
all consultants at 
consultants forum and 
follow up with letter and 
email. Communicate to all 
relevant departments MA/SK

3.Theatre Productivity GP/GC

Commence Trust Theatre 
Management Group. GP
Produce plan - include 
review of current work 
streams / sub-projects GP/GC
Procedure Costing and 
impact on RTT GP/SW
Analysis Of Current 
activity and Productivity GP/DF
Processes surrounding 
booking and casemix GP/JB
Signing off theatre lists GP



Review theatre utilsation 
metrics and develop new GP/DH

Develop a Theatre Policy GP/GC

Reduce cancellations on 
the day for non medical 
reasons- continued 
emphasis escalation 
policy. GP
Improve communication, 
information and patient 
flows between wards-
theatres-admissions

GP/JB/J
C

Measure the impact of 
Ormis GP
4. Information DH/CN
Create project group with 
Clinical chair lead DH

Refresher Training on 
Outcome Sheet and carry 
out a random audit to 
ensure accuracy in 
completion CN

To complete a impact 
analysis of LE2.2. 
(Lorenzo upgrade) and 
maintain feedback on 
progress PB
Continue to audit legacy 
patients CN

Revised and exception 
reports for WLM and 18 
week group.  Assign a 
clinical lead for information 
sub-project DH

Remodelling of activity in 
order to meet and sustain 
18 weeks by 
September/December 08 DH



Develop methodology for 
including genetics in data DH/AB

5. Clinical Genetics AB/JO 

Care pathway to be 
developed AB

Communication SK&GC
Maintain regular 
attendance at Local Health 
Economy group

SK/GC

To explore use of the No 
Delays 18 week Tracker 

DH/SK/
GC

Engaging Consultants: 
arrange event for all 
consultants and clinicians - 
sustaining 18 week - 
presentation  with NHS 
Elect

SK/GC 
and JO

Board of Directors and 
Management Board

SK/GC

Workshops and Exper 
advice from NHS Elect

SK/GC 
and JO

18 Week Newsheet MM

KEY
Gary Cockayne (GC)
Sukhjit Kaur (SK)
Jane Owen (JO)
Damon Harris (DH)
Jane Bennett (JB)
Carole Nutting (CN)
Maria Mcleod (MM)
Gael Peters (GP)
Pam Botterill (PB)
Amanada Barry (AB)
Masoud Afnan (MA)
Duncan Fleming (DF)



Jacky Cotton (JC)



22 29  6 13 20 27  3 10 17 24 1 8 15 22 29
Oct-08-08 Dec-08Nov-08
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