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Unconfirmed Minutes of the  
MEETING OF THE FOUNDATION TRUST BOARD 


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


on Thursday 29th October 2009 
 


PRESENT: Helen Hemberg In the Chair 
 Jason Burn Interim Finance Director  
 David Draycott Non-Executive Director 
 Nigel Gardner Non-Executive Director 
 Jane Owen  Director of Nursing & Midwifery 
 Steve Peak Chief Executive 
 Robin Rison  Non-Executive Director  
 Neil Savage Director of Workforce & 


Organisational Development 
 Peter Thompson Medical Director 
   
   
IN ATTENDANCE: Steve Parsons Head of Corporate Affairs 
   
 
  ACTION 
   
FTP/1009/1 WELCOME AND APOLOGIES  
   
FTP/1009/1.1 
 
 
FTP/1009/1.2 


Apologies for absence were received from Professor 
Booth 
 
The Chairman thanked all of the Directors for their 
support during the interim period since the resignation of 
the former Chairman, and in particular Professor Booth 
for his service as Acting Chairman. 


 


   
FTP/1009/2 QUESTIONS FROM THE PUBLIC ON MATTERS 


RELATING TO THE AGENDA  
 


   
FTP/1009/2.1 There were no questions from members of the public.  
   
FTP/1009/3 DECLARATIONS OF INTEREST  
   
FTP/1009/3.1 No interests were declared in any item on the agenda for 


the meeting. 
 


   
FTP/1009/4 MINUTES OF MEETING HELD ON 24th SEPTEMBER 


2009 
 


   
FTP/1009/4.1 
 


The minutes of the meeting held on 24th September 
2009 were approved with the following amendments: 
 


 







ENCLOSURE 1 
   


Page 2 of 11 


• FTP/0909/13.2, second bullet, ’13-week’ should read 
’17-week’ 


• FTP/0909/14.3, second bullet, should read ‘’…was 
£200k on contract income.’ 


• FTP/0909/14.3, last bullet, after discussion, it was 
agreed that the minute was accurate, but that the 
position might be further reviewed by the Board later 
in the year 


• FTP/0909/14.4, last bullet, should read ‘It was 
confirmed that maintaining the quality of clinical care 
of the Trust was a priority’ 


   
FTP/1009/5 MATTERS ARISING FROM THE MINUTES OF THE 


MEETING HELD ON 28th SEPTEMBER 2009 
 


   
FTP/1009/5.1 
 


No matters arose that were not otherwise addressed.  


   
FTP/1009/6 TRUST CHAIR’S REPORT  
   
FTP/1009/6.1 
 


The Board noted the Chair’s Report (Enclosure 2), and 
the Chairman noted that she anticipated her reports 
would focus on her outward-facing and ambassadorial 
work. 


 


   
FTP/1009/7 MEETING OF THE BOARD IN PRIVATE SESSION  
   
FTP/1009/7.1 
 


The Chairman reported that, at the private session of the 
Board, the following items had been discussed: 
 
• The Trust’s performance against corporate and 


directorate objectives in Q2 
• Progress towards re-accreditation by the NHSLA 
• An update report on a potential business opportunity 
• A report from the Chief Executive on developments 


within the Trust 
• The minutes of several Board Committees 


 


   
FTP/1009/8 REPORT BY THE CHIEF EXECUTIVE  
   
FTP/1009/8.1 
 
 
 
 
FTP/1009/8.2 
 
 
 
 
 
FTP/1009/8.3 
 


The Chief Executive presented his report (Enclosure 3), 
and drew the Board’s attention to the following points; 
 
Foundation Trust Governor’s Association 
 
The Chief Executive reminded the Board that Council 
had voted to join FTGA, which required the expenditure 
of funds and therefore Board consent. As outlined in the 
report, there was some question as to whether FTGA 
subscription would represent value for money. 
 
The Board discussed the issue, and the following points 
were made: 
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FTP/1009/8.4 
 
 
 
 
 
 
 
 
 
 
FTP/1009/8.5 
 
 
 
 
 
FTP/1009/8.6 
 
 
 
 
 
 
FTP/1009/8.7 
 
 
 
 
 
FTP/1009/8.8 
 
 


 
• There were a number of opportunities for Governor 


conferencing and training through FTN and other 
organisations 


• The Board was required to consider the value 
offered, and a bigger variety of opportunities should 
be supported 


• In response to a question, it was confirmed that the 
FTGA also produced a series of guidance booklets 
as a membership benefit 


• A view was expressed that Governors might wish to 
try out FTGA and see how it worked, reviewing the 
decision later 


• On value for money, the subscription charge equated 
to attendance plus travel for 8 or 9 day conference 
events 


• The Board were supportive of the development and 
wider experience of Governors, and it was 
suggested that this needed to be discussed with 
Council in the appropriate context 


 
The Board: 
• Noted the request of Council to affiliate to FTGA;  
• Noted that the Board’s responsibilities included 


ensuring economy in such matters; 
• Agreed that it would be appropriate to discuss the 


options further with Council, with a view to enabling 
them to make allocations from a defined level of 
funding 


 
CPA Accreditation Visit to Laboratory Genetics 
 
The Chief Executive confirmed that the visit had been 
entirely successful, and the Board extended their 
congratulations to all involved. 
 
Neo-Natal Unit build project 
 
The Chief Executive reported that a Guaranteed 
Maximum Price had now been issued, in the sum of 
£5,600,979. This was below budget and included service 
improvements that had not been within the original 
specification. It was noted that this price excluded Value-
Added Tax. 
 
The Board approved the Guaranteed Maximum Price 
for the purposes of Standing Order 9.16.1.3. 
 
Higher Education Innovation Cluster 
 
The Chief Executive reported that a bid document had 
now been completed and submitted; he recorded his 
thanks to Mr Savage for his efforts in bringing this about. 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
SIP/ HH 
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FTP/1009/8.9 
 
 
 
 
 
FTP/1009/8.10 
 
 
 
 
 
 
 
FTP/1009/8.11 


It was noted that the cluster was now Central West 
Midlands, including Worcestershire and Shropshire. 
 
Consultant Revalidation 
 
The Board noted the attached paper on this process, 
which would have a resource implication for the Trust; 
however, this was thought to be manageable. 
 
Undergraduate monitoring report 
 
The Chief Executive reported that the University of 
Birmingham had undertaken a monitoring visit with 
respect to the Trust’s undergraduate teaching provision; 
the report had been very positive, and he recorded his 
thanks to the Undergraduate sub-Dean for his 
contribution to the outcome. 
 
 
The Chairman also drew attention to the report of the 
10:10 initiative, which was also available to individuals 
as well as organisations. 


   
FTP/1009/8.12 The Chief Executive's report was NOTED with thanks.  
   
 PATIENT EXPERIENCE AND IMPROVING CLINICAL 


PERFORMANCE 
 


   
FTP/1009/9 Red Risk Register and Assurance Framework  
   
FTP/1009/9.1 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
FTP/1009/9.2 
 


The Head of Corporate Affairs presented the report 
(Enclosure 4), and the following points were noted: 
 
• Risk ID 102 related to a lack of Consultant and 


lower-grade radiologists in the relevant NNU 
specialities (not to be confused with radiographers) 


• Clinical Governance Committee and ORAG were 
now having a monthly ‘walk-through’ of the red risks 
in their areas 


• Although the live nature of the system meant that 
changes would occur, the Board agreed that the 
current paper copies of the Register should be 
included in the Board packs 


• The Board’s role should be defined, perhaps by 
looking in detail at risks identified by ORAG or 
Clinical Governance Committee on an exception 
basis 


• This area needed to link into the reporting framework 
set out in the Board Assurance Framework, which 
was also being discussed by the Clinical 
Governance and ORAG Committees. 


 
The Board: 
 


 
 
 
 
 
 
 
CGC/ 
ORAG 
 
 
SIP 
 
 
 
HH 
 
 
 
ORAG/ 
CGC 
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• Noted the Red Risk Report and Assurance 
Framework 


• Requested that the Board receive regular updates on 
risk management within the Board Assurance 
Framework, possibly on a quarterly basis 


• Noted that a report on this was intended for the 
November meeting 


 
 
 
NS/ PT 


   
FTP/1009/10 Amber Risk Report  
   
FTP/1009/10.1 
 
 


The Board noted the Amber Risk Register, and in 
respect of risk ID 91 , noted that a solution was still 
being sought as Lorenzo was not appropriate for the 
situation. 


 


   
FTP/1009/11 Annual Health Check  
   
FTP/1009/11.1 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
FTP/1009/11.2 
 


The Chief Executive referred to Enclosure 6, and the 
Board noted the following points: 
 
• The Trust had a creditable performance; it was a 


difficult system to anticipate the outcomes, as the 
boundaries for elements of the assessment were set 
at the end of the process 


• The Trust’s performance had been affected by 
issues around the 13-week referral to treatment 
target, and around the quality of data through the 
HES system. The 13-week issues would continue to 
affect this year’s assessment 


• It was suggested that it would be helpful to 
understand whether it would have been possible to 
obtain an ‘Excellent’ grade if only one issue had 
been identified; this would be reviewed 


• Issues with the 62-day target for cancer referral to 
treatment pathways might also affect the 
assessment for 2009-2010 


 
The Board noted the outcomes of the Annual Health 
Check for 2008-2009. 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
SP 


   
 ASSURANCE  
   
FTP/1009/12 Senior Information Risk Officer  
   
FTP/1009/12.1 
 
 
 
 
 
 
 
FTP/1009/12.2 


Jason Burn presented enclosure 7, noting that this was a 
Department of Health requirement. The role had been 
informally undertaken by the Director of Nursing, 
Midwifery and Operations, but guidance was that it 
should be separated from the Caldicott Guardian role. It 
was therefore suggested that the Director of Finance 
should have this role attached to it. 
 
The Board agreed that the Director of Finance should be 


 
 
 
 
 
 
 
 
JaB 
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the Senior Information Risk Officer for the Trust, and 
noted that appropriate training would be provided. 


   
FTP/1009/13 Patient Safety First campaign  
   
FTP/1009/13.1 
 
 
 
 
 
 
 
 
 
FTP/1009/13.2 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
FTP/1009/13.3 
 


Steve Peak referred the Board to Enclosure 8, and noted 
that the proposal would commit the Trust to a 
programme of work around improving the patient safety 
agenda. The initial focus would be around leadership, 
and a clinical objective in pre-operative care; this would 
be led by Gynaecology and focus around the WHO 
Surgical Checklist. Mr Thompson was the Executive 
sponsor, with the Risk Manager being the Project Lead; 
regular reports would be made to the Board. 
 
The following comments were made: 
 
• The Trust would continue to focus on the value of the 


current patient safety systems, which would be 
linked into the project 


• Clinical Support would play a vital role in the 
process, particularly for Theatre management 


• Some concern was expressed in terms of metrics, as 
they would be attempting to show a very small level 
of improvement in a limited population; this might 
therefore be difficult to prove. It was recognised that 
this would need to be measured over a number of 
years, although any level of improvement in patient 
safety was worth achieving 


• If adopted, the initiative would tie into the PDR 
process for relevant staff, as one mandatory PDR 
objective relates to patient safety; this would also 
give an appropriate metric 


 
The Board 
• Agreed the adoption of the Patient Safety First 


initiative 
• Requested updates on a quarterly basis 
• Noted that possible links to the dashboard report 


would be explored 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
PT 
JO 


   
   
 ORGANISATIONAL PERFORMANCE  
   
FTP/1009/14 Integrated Performance Report  
   
FTP/1009/14.1 
 
 
 
 
 
 
 


Jane Owen noted the following points: 
 
• The ‘lollypop’ page had been retired, as no useful 


information was being provided via it 
• The waiting time for Gynaecology outpatients was 


increasing, although it remained within the national 
target; the clinics would be re-organised by 


 
 
 
 
 
 
 
Gynae 
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FTP/1009/14.2 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
FTP/1009/14.3 
 
 
 
 
 
 
 
 
 
FTP/1009/14.4 
 
 
 
 


December, and a reduction in waiting times from that 
was required. It was noted that there was some 
relationship to a drop in the referral rate and time-
lags 


• The NNU had experienced high occupancy in the 
ITU and HDU areas, but underperformed in special 
care, with some possible financial consequences 


• The failure to complete complaints within the agreed 
timescale was still an area of concern, although this 
was driven to some extent by the procedural 
increase in formal complaints as PALS was required 
to pass them on after 24 hours. 


• Figures for NNU stillbirths were now available, and 
the information on deaths would be presented in 
November 


• Cancer targets had been met for the month 
• The Trust performance for use of the ‘Choose and 


Book’ system was high by comparison to other 
Trusts nationally.  The measure used was ‘slot 
availability’. 


 
Neil Savage updated the Board on workforce matters: 
 
• There had been a slight increase in sickness 


absence, but the Trust remained in the lower range 
for West Midlands Trusts 


• Staff turnover for the month had been inflated by a 
rotation of junior doctors. It was agreed that an 
appropriate note should be added for future rotations 


• Of the 5 ongoing investigations, 2 were complex 
cases that could not have been resolved within the 
4-week target 


• There had been an improvement in the figures for 
PDR and KSF; however, they needed further 
improvement and effort was continuing in this area 


 
The following comments were made: 
 
• It was confirmed that there was an increase in the 


pay as a percentage of income, and this needed to 
be understood better, also a number of posts were 
becoming active 


• The Bank and Agency line was believed to be 
showing a seasonal variation, reflecting the summer 
period 


 
The Director of Finance presented the finance report: 
 
• The net surplus was £440k, £143k above the plan 


and giving a Financial Risk Rating of 3. EBITDA was 
also above the plan at 6½% 


• The end of year forecast was for a surplus of £0.8m, 
with a forecast range of £0.5m to £1.2m. 


 
 
 
 
 
 
 
 
 
 
 
 
 
JO 
 
 
 
 
 
 
 
 
 
 
 
 
 
NS 
 
 
 
 
 
 
 
 
 
 
 
 
NS/ JaB 
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FTP/1009/14.5 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
FTP/1009/14.6 


• A number of issues related to income were identified 
in the report; in particular, ACU had not moved to 5-
day working and this was being investigated 


• The under-performance in specialist care might lead 
to financial issues, and these had been provided for 
in the forecast 


• The was a (£130k) swing in Month 6, mainly related 
to Clinical Support, and also affected by a bulk 
purchase in Clinical Chemistry. Work would be 
undertaken to match spending to expected income in 
this area 


• Progress had been made on the split between 
recurrent and non-recurrent savings, but it was still 
some way off the required 70:30 ratio. It was noted 
that the targets might need to be reviewed to ensure 
that they are realistic in the next planning round 


• There would be a renewed focus on 60 to 90 day 
debts, following the reduction in 90+ day debts 


• The capital programme was referred to, and it was 
noted that the NNU development within the 2009-
2010 year would be within budget; some items would 
in the following year, and would need to be a first call 
on that budget 


 
The following comments were made: 
 
• A Director asked for further clarification on the 


position in Gynaecology; it was reported that the 
main variance was around the balance between 
elective and non-elective, with less non-elective 
being undertaken than planned. There was a need to 
understand the demand issues, which were also 
affected by outpatient performance, and the 
productivity and utilisation of the relevant theatres. 
This was monitored weekly; August had been lower 
than expected, but the latest figures were back to 
usual levels. 


• It was clarified that the maximum financial effect of 
the under-performance in special care was circa 
£50k, if it continued to the end of the financial year; it 
might be necessary to re-assess the mix of work 
across the Unit. There might also be an effect on 
transitional care if the RMC House was completed. 


 
The Board noted the Integrated Performance Report. 


 
JaB 
 
 
 
 
 
 
JaB 
 
 
 
 
 
Board 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


   
FTP/1009/15 IFRS; Financial statements at 1st April 2009, as 


reviewed by the Auditors 
 


   
FTP/1009/15.1 
 
 
 


The Director of Finance presented Enclosure 10, which 
set out the results of the review of the IFRS statements 
for 1st April 2009 undertaken by the Trust Auditor. The 
approval of the Board was sought for submission to 
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FTP/1009/15.2 
 
 
 
FTP/1009/15.3 


Monitor. 
 
It was noted that the two recommendations from KPMG 
were not substantive and had no effect on the figures 
presented. 
 
The Board: 
• Agreed to make the declaration as set out in 


Enclosure 10; 
• Approved the submission of the statement to 


Monitor 


 
 
 
 
 
 
 
HH 
 
JaB 


   
FTP/1009/16 Monitor Submission Q2  
   
FTP/1009/16.1 
 
 
 
 
 
 
 


. 
 
 
 
 
 
 
 
 
 
 
FTP/1009/16.2 


The Head of Corporate Affairs presented Enclosure 11, 
and noted the following points: 
 
• The Board was recommended to declare ‘Amber’ for 


governance, as the Trust had not met the target for 
62-day referral to treatment for cancer. Owing to the 
small number of patients seen in this category, this 
remained an area of concern 


• CQC had indicated that there could be some 
additional tolerance on this target for Annual Health 
Check, but Monitor would continue to assess against 
the nationally-announced target 


• The Board would receive a paper on the actions 
being undertaken to address this issue, together with 
an action plan 


• It was noted that the working capital appeared to 
have reduced by £1 million in the quarter; this would 
be reviewed prior to submission. 


 
The Board: 
 
• Agreed to make Declaration 2 for the quarter, and 


agreed the related declaration re: performance 
against cancer targets 


• Approved the financial statement, Exception 
Reporting statement and Other Matters of Report 
statement 


• Authorised the Chairman to sign Declaration 2 on 
behalf of the Board 


• Authorised the Head of Corporate Affairs to submit 
the required information to Monitor. 


 
 
 
 
 
 
 
 
 
 
 
 
 
SP 
 
 
JaB 
 
 
 
 
 
 
 
 
 
 
 
HH 
 
SIP 


   
FTP/1009/17 Terms of Reference for ORAG, Clinical Governance 


Committee and Audit Committee 
 


   
FTP/1009/17.1 
 
 
 


The Head of Corporate Affairs presented Enclosure 12, 
and the following points were noted: 
 
• The Audit Committee ToR’s should include the 75% 
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FTP/1009/17.2 


attendance requirement; this had been missed off in 
error 


• Section 9 q. of the Audit Committee Terms of 
Reference should read ‘internal controls’ rather than 
‘external controls’ 


• The Board discussed whether the Chairman should 
be an ex officio member of Committees, and 
concluded that this was not appropriate 


• It was noted that the terms of reference for the 
Clinical Governance Committee had progressed 
from those discussed and recommended by the 
Committee; these changes had been approved by 
the Medical Director under ‘Chairman’s Action’ 


 
The Board: 
 
Subject to the amendments noted above, and with leave 
to make formatting amendments to comply with the 
Policy for Policies, approved the revised Terms of 
Reference for (i) Audit Committee (ii) Clinical 
Governance Committee and (iii) Organisational Risk and 
Governance Committee. 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
SIP 


   
 MEMBERS’ COUNCIL MATTERS  
   
FTP/1009/18 Report of the Members’ Council Chair  
   
FTP/1009/18.1 
 


The Board noted that, at the special meeting held on 5th 
October, the Council had appointed Helen Hemberg as 
Trust Chairman; and had held a preliminary discussion 
on the process of appointing a new Non-Executive 
Director. 


 


   
FTP/1009/19 Policies  
   
FTP/1009/19.1 
 
 
FTP/1009/19.2 
 
 
 
 
 
 
FTP/1009/19.3 
 
 
 
 
 
 
 
FTP/1009/19.4 


The Board considered the various policies at Enclosures 
13 to 17. 
 
It was suggested that the Board should consider whether 
certain policies, such as Cash Management and 
Investment Opportunities, should explicitly cover issues 
around ethical investment. It was agreed that this could 
be explored in the longer-term, within the wider 
discussions on Trust strategy. 
 
With leave to amend formatting to comply with the Policy 
for Policies, the Board approved: 
• The Investment Opportunities Policy 
• The extension to the Risk Management Strategy 
• The adjustments proposed to the Policy for Policies 
• The amendments to the Raising Concerns at Work 


policy 
 
The Board also noted the outline of the Cash 


 
 
 
 
 
 
Execs 
 
 
 
SIP 
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Investment policy, which would be finally considered at 
the November Board meeting. 


   
FTP/1009/20 SEALING REPORT  
   
FTP/1009/20.1 The Board noted the Sealing Report (Enclosure 18).  
   
 Dates of next meetings  
 Thursday 26th November 2009  
 Thursday 17th December 2009  
 Thursday 28th January 2010  
 Thursday 25th February 2010  
 Thursday 25th March 2010  
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Subject: Staff Attitude Survey Update 


Report by: Neil Savage, Director of Workforce and Organisational Development 


Author: 
Estelle Carmichael, Deputy Director of Workforce and Organisational 
Development , and, 


Neil Savage, Director of Workforce and Organisational Development 


 
 
Context and background for report 
 
This report provides the Board of Directors with an update on the 2009 Annual Staff Attitude 
Survey. It also provides a progress report against the actions agreed following the 2008 survey.  
 
 
Key issues for Management Board’s consideration and decision: 


 


The keys issues for the Board of Directors are: 


• To note that the 2009 survey has been distributed to all Trust staff for completion 
This will be the first time the Trust has surveyed all rather than just a sample of staff 


• To note that the results of the 2009 Staff Attitude Survey will be available in late 
March / April 2010. As with previous years, the Trust will be able to compare its 
performance against with other Trusts through the Care Quality Commission national 
survey report 


• To note progress against the Trust’s 2008 survey action plans 


 
 
Recommendations: 


 


The Board of Directors is asked to NOTE the contents of the report. 
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STAFF ATTITUDE SURVEY UPDATE 
 
 
1. Introduction 
 
1.1 This report provides the Board with an update on the 2009 Annual Staff Attitude Survey. 
It also provides a progress report against actions agreed following the previous survey carried 
out at the end of 2008.   
 
1.2 The 2009 Annual Staff Attitude Survey was distributed throughout the NHS and within 
our own Trust last month. The closing date for receipt of completed questionnaires is 11th 
December 2009.   
 
1.3 As of week commencing 16th November 2009, the response rate for the Trust was 48%. 
With three weeks to go, additional reminders and duplicate questionnaires for those who haven’t 
yet responded the organisation can expect to deliver a higher response rate than last year’s 
54%.  
 
 
2. 2009 Staff Survey 
 
2.1 The 2009 Staff Attitude Survey has now been distributed to all staff with a personal letter 
from the Chief Executive.  In addition, the Chief Executive has sent an e-mail message and 
further reminder to all staff positively encouraging them to complete and return the survey. Both 
communications highlight some of the actions taken in response to the 2008 survey results. 
 
2.2 This year, for the first time, the Trust’s survey includes a short set of additional questions 
designed to enable the organisation to consider some additional issues that affect staff and to 
enhance the detail of questions raised within the national survey. The additional questions cover 
the following areas: 


 
 Whether or not staff would recommend the services of the Trust and/or the NHS to 


friends and family; 
 What staff views are on their appraisal or Personal Development Review 


experiences; 
 How aware staff feel they are of the organisation’s sickness absence procedures, 


and, 
 What is their preferred method of communication for Core Brief 


 
2.3 As an added incentive to return the survey, a prize draw has been introduced for staff 
who submit responses. The prizes consist of six £50 shopping vouchers and Quality Health (the 
Trust’s survey provider) will select six names at random from the returned questionnaire and 
confirm who the winners are in late December following the survey closing date. 
 
2.4 This year and in previous years some staff have expressed concerns about the 
confidentiality of the survey. However, the Trust has given assurances that all responses are 
treated in the strictest confidence by Quality Health. It has been confirmed to staff that the Trust 
is never able to see any of the completed questionnaires or know who has said what by means 
of comments or responses. The surveys are distributed by Quality Health and each survey has 
a unique number and barcode to enable them (not the Trust) to keep a track of returns and send 
personalised reminders. Only Quality Health have access to the database that links staff names 
to a unique number and barcode.  Once Quality Health receive the surveys they are then sent to 
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Aston University (with only the number and barcodes) to be confidentially analysed.  From there 
the combined analysis is sent back to Quality Health for review and finally back to the Trust and 
Care Quality Commission in Spring 2010. 
 
2.5 The Board is asked to note that the full results of the 2009 Staff Attitude Survey will not 
be available until late March / early April 2010. As with previous years, the Trust will be able to 
compare its performance against with other Trusts. 
 
 
3. 2008 Staff Survey Action Plan and Directorate Reports 
 
3.1 Following the publication of the results of the 2008 survey, reports were presented for 
discussion at Management Board and the Board of Directors in April 2009 to highlight the issues 
identified within the report at a corporate level.   
 
3.2 These reports also proposed an action plan designed to ensure that significant issues 
were addressed and actioned prior to the 2009 Staff Survey being distributed. Good progress 
has been made against the action plan and the following table summarises the key actions 
since April 2009: 
 


Key Issue Action Taken – What we did 
Communication between 
Senior Managers and the 
Trust staff could be more 
effective 


 Commenced a long term programme of Director Walkabouts, 
giving greater opportunities for staff to meet and talk with 
Directors 
 Introduced an electronic news bulletin – “Signpost” 
 Moved ‘Our Progress’ into electronic format to make it easier 


for everyone to access 
 Included some extra communication questions in this year’s 


survey asking about Core Brief 
 Commenced the launch of a comprehensive intranet to 


replace the U:/ drive. Phase one is nearing completion. 
Some staff felt they did 
not feel there are 
opportunities for 
progression in their role 


   Continued to carry out monthly monitoring by the 
Management Board and Board of Directors of Appraisal and 
PDRs to ensure more staff have Knowledge Skills Framework 
(KSF) Outlines and receive an annual appraisal. This has been 
assisted by the HR team providing targeted support to line 
managers in key areas  
   Included additional training on the KSF for staff and 


managers 
   Produced a Staff Training Directory for 2009  
   Added a question about how satisfied staff are with their 


appraisal/PDR in this year’s survey 
Some staff were not aware 
of the policies that the 
Trust has in place to 
support them at work 


 Ensured that new or revised policies are notified to staff via 
Core Brief and the global email system 


 Implemented a new “Supporting our staff” policy 
  Additionally, in partnership with Staff Side we reviewed and 


published policies for Parental Leave (including Maternity, 
Adoption and Paternity Leave) “Dignity and Respect at Work” 
(managing bullying and harassment); “Raising Concerns at 
Work” (Whistle Blowing) and Attendance Management 
(Sickness Absence) 
  Added questions in the 2009 Survey about how sickness 


absence is managed in the area staff work in 
 
3.3 Within the paper presented to Management Board in April 2009, all Directorates were 
asked to provide reports to Management Board demonstrating progress against their 
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individually agreed Directorate action plans. Progress reports have been received and will be 
discussed shortly at the Management Board. 
 
3.4 Two notable areas of slower progress have been the development of (1) an internal 
mentoring scheme to support staff training and development and (2) the Trust’s values. 
Recommendations for both of these are currently being scoped for inclusion in forthcoming 
training and organisational development strategies. 
 
3.5 In addition, at a corporate level, a commitment was made to update the Board of 
Directors with progress. This report is provided to that end.  
 
 
4. Conclusions and recommendations 
 
4.1 It is clear that progress has been made at both the corporate and directorate levels. 
However, it is important that this progress continues and that staff believe that the views they 
provide through the Annual Staff Attitude Survey are taken seriously and actioned appropriately 
at local and corporate level. 
 
4.2 It is also essential to ensure that where progress has been slower than anticipated, 
directorates are provided with the appropriate support from the Management Board and the 
Human Resources team to enable them to keep their Survey Action Plans on schedule.  
 
4.3 The Board of Directors is asked to NOTE the content of this report. 
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Report of the Chairman to the Board 
November 2009 


 
1. Changes to Board committees. 
 
Following consultation with colleagues, I would propose the following changes in 
Committee and individual appointments for approval by the Board; 
 
• Ian Booth to be appointed to and chair BIOG 
• David Draycott to chair the Equality and Diversity committee 
• Nigel Gardner to be appointed as the lead NED for Security Management  
• Robin Rison to be appointed as the lead NED for Counter-Fraud 
 
2. Proposed changes to the constitution 
 
 Several changes have been highlighted. These will be presented to the December 
Members’ Council meeting and brought to the January 2010 Board for approval. 
 
3. Lord Mayor’s visit 
 
The Lord and Lady Mayor visited the neo-natal unit on Oct 29. They pledged their 
support at the campaign launch at Simpsons, and this was the first opportunity they had 
to visit. A very pleasant visit indeed. 
 
4. Activities 
• Visits to delivery suite, the mortuary and an invitation to a triage audit. 
• Meeting with the Chair and Chief Executive of BCH. 
• Contact with the Chair of Liverpool Women’s Hospital. 
• Meeting with the Members’ Council committee chairs, and attended various Board 


committees. 
• Introductory meeting with Monitor 
 
Coming in December – meeting with Elisabeth Buggins, Chair of the West Midlands 
SHA. 
 
 
HH November 2009    
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SUBJECT: 
 


Chief Executive’s Monthly Report – PUBLIC (November 2009)  


REPORT BY: 
 


Steve Peak   


AUTHOR: 
 


Steve Peak   


 
CONTEXT AND BACKGROUND FOR REPORT 
 
The purpose of this paper is to update the Board on a number of items of interest. 


 


 
KEY ISSUES FOR THE BOARD OF DIRECTORS’ CONSIDERATION AND 
DECISION  
 
The paper updates the Board on :  
 


• Partnership with AMMALIFE - Working with Maternity Services in the 
Developing World 


• Toolkit for High Quality Neonatal Services 
• EU EBM Unity 
• Statement - NHS West Midlands - Improving the quality and value for money 


of healthcare in the West Midlands 
 
RECOMMENDATIONS  


 
• The Board is asked to consider and note the Chief Executive’s update for the 


month of November 2009. 
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1.0 Partnership with Ammalife - Working with Maternity Services in the 


Developing World 
 
Ammalife is a charity set up to work with maternity services in the developing world 
with the aim of reducing maternal deaths and disability.  A number of the Charity’s 
Trustees are either employed by the Trust or have links to the organisation.  The 
Charity has approached me to consider a formal link with the Trust with the intention 
of bringing the following benefits: 
 


• Enhancing the national and international reputation of the Trust whilst 
developing our corporate social responsibility agenda 


• Bringing staff together to work for a common cause, improving 
interdisciplinary communications and broader team spirit  


• Providing a tool for recruitment and retention, motivation and refreshment of 
staff 


• Giving staff a new perspective on their UK work having worked in a resource 
poor environments 


• Learning about and understanding other cultures 
• Imparting a sense of contributing to sustainable development in a situation 


where it is possible to make a real difference 
• Acquiring skills in managing disorders and presentations rarely seen in the 


native UK population but potentially increasing in the diverse community that 
now comprises the population served 


• Building resilience and confidence in tackling new challenges 
• Opportunities for joint research, teaching and learning. 


 
The importance of health links between NHS organisations and developing world 
partners was recognised by Lord Crisp in the report "Global Health Partnerships: The 
UK contribution to health in developing countries". 
(http://www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyAn
dGuidance/dh_065374)  
 
Grants to support health links are available through the International Health Links 
Funding Scheme. This scheme is funded through the Department for International 
Development and the Department of Health and makes £1.25 million available to 
support the work of health links each year. Guidance and assistance for NHS Trusts 
wishing to establish health links can be provided by THET which is an international 
charity committed to improving services in developing countries. 
(http://www.thet.org.uk/) 
 
The Board is invited to discuss this proposal. 
 
 
2.0 Toolkit for High Quality Neonatal Services  
 
The Department of Health have published a long awaited report setting out standards 
for neonatal services.  The report can be found at the link below 
www.dh.gov.uk/en/Healthcare/Children/Earlyyears/index.htm.  The report contains a 
very comprehensive set of expectations about all aspects of neonatal care for both 
commissioners and providers alike.  A paper will be discussed at a future 
Management Board to assess the gap between current service provision and the 
toolkit standards. This will allow the Trust to draw upon this document to help inform 
discussions with commissioners about future priorities.   
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3.0 European Union Evidence Based Medicine (EU EBM) Unity Project 


 
The EU EBM Unity partnership led by this Trust, involving a collaboration of 10 
partners within Europe, is making a significant contribution to the harmonisation of 
EBM teaching across the European healthcare sector.  
 
The EU EBM Unity Project provides an e-learning course aimed at teaching the 5 
basic steps of EBM to post-graduate doctors. 
 
A second project, The Training the Trainers, has developed an e-learning curriculum 
for Continuous Professional Development (CPD) that encourages participants to 
learn teaching methods for clinical integration of EBM teaching in various clinical 
settings.  
 
The projects are translated into 5 European languages (English, French, Polish, 
Hungarian and German) and the Training the Trainers project includes the innovative 
use of short video clips of real time clinical practice to demonstrate how EBM can be 
successfully taught in 6 different clinical settings. 
 
The Trust was awarded a £20,000 grant from the University of Birmingham to 
commercialise the projects and, with collaboration with Midtech,  the Trust hopes to 
reach a commercial agreement with Charles Bloe Training, an online training 
company that provides e-learning courses to healthcare professionals. Income from 
this venture will support the Trust’s R&D Department with a view to developing / 
commercialising more projects. 
 
 
4.0 Statement - NHS West Midlands – Improving the quality and value for 


money of healthcare in the West Midlands 
 
The statement, attached as annexe 1, has been drafted by West Midlands SHA and 
subsequently shared with all Health Trusts in the region.  The statement stemmed 
from recent NHS leadership workshops and feedback from a number of health trusts.  
The SHA has requested that the statement be shared with Boards for discussion and 
comment with the intention that all organisations will sign up to the principles. 
 
The Board is invited to comment on the statement.  
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 ENCLOSURE 4 


 
 
 
SUBJECT :  
 


Red Risk Register and Assurance Framework 


REPORT BY :  
 


Steve Parsons, Head of Corporate Affairs 


AUTHOR :  
 


Steve Parsons, Head of Corporate Affairs 


 
CONTEXT AND BACKGROUND FOR REPORT 
 
The Board, as part of its risk monitoring strategy, receives a monthly report on 
the identified ‘Red Risks’ for the Trust. This report includes an indication of the 
adequacy of controls for the risk identified, as Adequate, Inadequate or 
Uncertain. 
 
The attached paper extract is valid on the date of production, 9th November 
2009. As the risk register is a live document, further work will have been 
undertaken between this date and the date of the Board meeting. 
 
 
KEY ISSUES FOR THE BOARD OF DIRECTORS’ CONSIDERATION AND 
DECISION  
 
One new risk has been added during the month, relating to risk to financial 
income for 2010-2011 (ID 106). The adequacy of the controls for this risk are 
awaiting assessment when final details of the tariff for the coming year are 
announced. 
 
Following review, the risk relating to the delivery of the Down’s Screening 
Service (ID 6) has been upgraded from the Amber to the Red Risk Register. 
 
The following risks have been retired from the Red Risk Register this month: 
 
• Delivery of Radiology Service (ID 92), to the Amber register 
• Datix and Risk Management records (ID54), retired from the register 


overall 
• Loss of Mortuary services (ID97), to the Amber register 
 
RECOMMENDATIONS  
 
The Board is invited to: 
a. NOTE the Red Risk Register and Assurance Framework. 
 
 








ID Title Opened
Target 


Reduction 
date


Risk Type Risk Subtype Adequacy of 
controls Manager


8 Neonatal Unit capacity 01/03/05 31/12/10 Clinical Clinical Michele 
Emery


9 Lack of midwifery staff 12/10/06 31/03/10 Clinical Clinical Jenny Henry


102 Insufficient Radiologist cover for neonatal 
directorate 29/09/09 29/10/09 Clinical Clinical Imogen 


Morgan
3 Norton Court 14/10/08 31/03/10 Corporate Complex Neil Savage


100 CCL Maternity Information System 07/08/09 31/12/09 Clinical Compliance Tracey 
Johnston


106 Financial Trust income 10/11 27/10/09 30/11/09 Corporate Financial Damon 
Harris


6 Delivery of the laboratory Down's Screening 
Service 13/12/07 Corporate Complex Helen 


Samson


10 Delivery of category 1 caesarean section within 30
minutes 28/08/07 29/05/09 Clinical Complex Becky 


Williams


83 Not meeting cancer waiting times - Gynaecology 12/03/09 22/10/09 Corporate Complex Masoud 
Afnan


98 Risk to Trust services from Pandemic Flu 03/07/06 Corporate Organisational Steve Peak


As at 9th November 2009


CURRENT RED RISKS
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SUBJECT :  
 


Care Quality Commission Standards for Better Health 
declaration 


REPORT BY :  
 


Jane Owen 


AUTHOR :  
 


Malcolm Bowcock, Clinical Governance Manager 
Michelle Walsh, Clinical Effectiveness Facilitator 


 
CONTEXT AND BACKGROUND FOR REPORT 
As part of its ‘Annual Health Check’, the Care Quality Commission requires 
each NHS Trust to make a mid year declaration of compliance status against 
the Standards for Better Health for the period 1st April to 31st October 2009. 
Although they must be maintained for the whole of 2009-10, this will be the 
final declaration against the standards which will be superseded by the Health 
and Social Care Act (Regulated Activities) Regulations 2009. Unlike the May 
2009 declaration, third party commentaries are not required this time as the 
Care Quality Commission has stated it will make its own enquiries. The 
Trust's declaration must be submitted online to the Care Quality Commission 
by 7th December 2009. The report and declaration were discussed and 
agreed with minor changes by the Clinical Governance Committee on 30th 
October 2009. 
 
 
KEY ISSUES FOR THE BOARD’S 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. 
The Trust is assessed as compliant with all the standards. This maintains the  
full compliance first achieved in 2008-9. 
This final declaration is seen as an important foundation for the registration of 
the Trust with the CQC under the new regulations. Applications will be made 
in the month of January with the aim of receiving registration from April 1st 
2010. 
 
 
RECOMMENDATIONS  
The Board is asked to agree and approve the declaration of compliance. 
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Declaration and Commentaries on the Standards for Better Health Core Standards from 1st April 2009 – 31st October 2009 
 


 


Form completed by:   Michelle Walsh, Clinical Effectiveness Facilitator and Malcolm Bowcock, Clinical Governance Manager 
 
Discussed by:    Clinical Governance Committee / Directorate    Date completed:  13th November 2009 
 


 
Guidance Notes: 
 
1.  Compliance:  


Met, Not Met (NM) or Insufficient Assurance (IA) 
Assurance of compliance with the standards must be based on documentary evidence over the period 01/04/2009 – 31/10/2009 that can 
stand up to internal and external audit at any time. 


 
2.  Documentary Evidence:   
  List the documentary evidence which will provide assurance, including which groups or committees this will be received by and how often. 


Where a standard or element refers to the organisation or Trust, list documentary evidence of how this is implemented and evidenced 
within directorates.   
 


3. Lead(s):   
Identify the main person / people within the Trust with responsibility for the implementation of the standard. 


 
4. Location of evidence: 


If the evidence is in paper format only, please state the location/office it is stored.  The majority of evidence should be in an electronic 
format and saved in the folders on the U: drive / Clinical Governance / Standards for Better Health 2009-10. 
 


5. Comments:  
Where a standard is not met or there is insufficient assurance for the period 01/04/2009 – 31/10/2009, please state how long this has 
persisted and what is or was done to resume compliance. 
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Contents 
 
1.  Safety Domain  
 
2.  Clinical and Cost Effectiveness Domain  
   
3.  Governance Domain  
 
4.  Patient Focus Domain  
 
5.  Accessible and Responsive Care Domain  
 
6.  Care Environments and Amenities Domain  
 
7.  Public Health Domain  
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1.  Safety Domain  
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. 


 
  
 Standard and Element 
 


 
Compliance 


 
Documentary Evidence 


 
Location 


 
Lead (s) 


 
Comments 


C1a 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 
 
Element 1 
Incidents are reported locally and 
nationally via the appropriate reporting 
route/s to the National Patient Safety 
Agency (NPSA), Health and Safety 
Executive, Medicines and Healthcare 
products Regulatory Agency (MHRA), 
Health Protection Agency, Healthcare 
Commission, the Counter Fraud and 
Security Management Service and all 
other national organisations to which the 
healthcare organisation is required to 
report incidents.  
 
Element 2 
Individual incidents are analysed rapidly 
after they occur to identify actions 
required to reduce further immediate 
risks, and where appropriate individual 
incidents are analysed to seek to identify 
root causes, likelihood of repetition and 
actions required to prevent the 
reoccurrence of incidents in the future.  
 
Element 3 
Reported incidents are aggregated and 
analysed to seek to identify common 
patterns, relevant trends, likelihood of 
repetition and actions required to prevent 


 
Met 
 
 
 
 
 
 
 
 
 
 
 
 
 
Met 
 
 
 
 
 
 
 
 
 
Met 
 
 
 
 


 
Policies and Duties 
• Trust Incident Reporting 


Policy  
• Trust Root Cause 


Analysis Policy  
• Trust Risk Management 


Strategy 
• Directorate Risk 


Management Strategies 
• Job Descriptions for Trust 


Risk Manager, Lead 
Clinician for Clinical Risk 
and Directorate Risk 
Managers  


 
Training / Communication 
• Trust Corporate / Junior 


Doctors Induction 
presentation 


• Datix User Group 
meetings 


 
Implementation 
• Datixweb System 
• NPSA Reports 
• RIDDOR Reports 
• PCT Reports 
• Monitor Reports 


 
C1a Incident 
Management 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


 
Trust Risk 
Manager 
 
 


 
Datix Implementation Plan 
in place and Datix 
Administrator in post. 
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 Standard and Element 
 


 
Compliance 


 
Documentary Evidence 


 
Location 


 
Lead (s) 


 
Comments 


the reoccurrence of similar incidents in 
the future, for the benefit of patients / 
service users as a whole.  
 
Element 4 
Demonstrable improvements in practice 
are made to prevent the reoccurrence of 
incidents based on information arising 
from the analysis of local incidents and 
the national analysis of incidents by the 
organisations stated in element one 
(above).  
 


 
 
 
 
Met 
 
 


 
Monitoring 
• RCA Reports and 


Minutes  
• Quarterly Quality 


Indicator (QQI) Reports 
• Directorate Incident 


Reports 
• Clinical Improvement 


Group (CIG) and other 
Directorate meeting 
minutes 


• Clinical Governance 
Committee (CGC) Terms 
of Reference, agendas, 
minutes and papers 


• Organisational Risk and 
Governance Committee 
(ORAG) Terms of 
Reference, agendas, 
minutes and papers 


• Trust-wide Risk 
Management Reports to 
CGC and ORAG 


 


 
 
 
 
 
 
 
 
 
 
 


C1b Healthcare organisations protect patients through systems that ensure that patient safety notices, alerts and other communications concerning patient 
safety which require action are acted upon within required time-scales.  
 
Element one  
All communications concerning patient 
safety issued from the National Patient 
Safety Agency (NPSA) and the 
Medicines Healthcare products 
Regulatory Agency (MHRA) via national 
distribution systems, including the Safety 
Alert Broadcast System (SABS), the 


 
Met 


 
Policies and Duties 
• Medical Devices Policy 
 
Implementation 
• CAS System 
• Cascade emails 
 


 
C1b Safety Alerts 


 
Clinical 
Governance 
Manager 
(SABS Liaison 
Officer) 


 
All NPSA alerts received 
into Trust acted on by 
Lead Clinician for Clinical 
Risk.  Action plans 
developed and appropriate 
action implemented within 
Directorates if relevant. 
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 Standard and Element 
 


 
Compliance 


 
Documentary Evidence 


 
Location 


 
Lead (s) 


 
Comments 


Central Alert System (CAS) and the UK 
Public Health Link System (UKPHLS) are 
implemented within the required 
timescales.  
 


Monitoring 
• Overview reports to CGC 
• CGC terms of reference, 


agendas, minutes and 
action plans 


• Clinical Improvement 
Group (CIG) and other 
Directorate meeting 
minutes 


 


Medical device alerts sent 
out by Medical Physics 
department.  Information 
collated and returned by 
them. 
 
Estates alerts actioned by 
UHB Estates department. 
 


C2 Healthcare organisations protect children by following national child protection guidance within their own activities and in their dealings with other 
organisations.  
 
Element one  
The healthcare organisations have made 
arrangements to safeguard children 
under Section 11 of the Children Act 
2004 having regard to statutory guidance 
entitled Statutory Guidance on making 
arrangements to safeguard and promote 
the welfare of children under section 11 
of the Children Act 2004.  


 
Met 


 
Policies and Duties 
• Safeguarding Policies 


and Procedures  
• Job Descriptions (Named 


Doctor, Named Midwife, 
Board Lead for 
Safeguarding and 
specialist posts within the 
Safeguarding team 


• List of link Safeguarding 
Nurses/Midwives based 
in clinical areas 


 
Training / Communication 
• Training Strategy 
• Training Attendance 


Spreadsheet  
• Level 1 – leaflet attached 


to payslips, October 2009 
• Levels 2 and 3 – training 


package  
• Global emails 


 
C2 Safeguarding 


 
Lead Nurse / 
Midwife for 
Safeguarding 
Children and 
Vulnerable 
Adults 
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 Standard and Element 
 


 
Compliance 


 
Documentary Evidence 


 
Location 


 
Lead (s) 


 
Comments 


communicating new 
policies, training courses, 
legislation 


 
Monitoring 
• Clinical Governance 


Committee Papers 
including Serious Case 
Reviews 


• Audit Programme 
• Safeguarding Working 


Group 
 
 


 
Element two  
The healthcare organisation works with 
partners to protect children and 
participate in reviews as set out in 
Working together to safeguard children 
(HM Government, 2006).  


 
Met 


 
Implementation 
• Alerts and information 


sharing forms filed in 
patient’s medical notes 


• Lilac section of baby 
notes contains 
information relating to 
social and safeguarding 
issues 


 
Monitoring 
• Serious Case Reviews 


and Child Death Reviews 
• South Safeguarding 


Children’s Forum Minutes 
• Health Professional 


Advisory Group 
(Safeguarding) Minutes 


• MARAC Meetings 
 
 


 
As above 


 
Lead Nurse / 
Midwife for 
Safeguarding 
Children and 
Vulnerable 
Adults 
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 Standard and Element 
 


 
Compliance 


 
Documentary Evidence 


 
Location 


 
Lead (s) 


 
Comments 


 
Element three  
The healthcare organisation has agreed 
systems, standards and protocols about 
sharing information about a child and 
their family both within the organisation 
and with outside agencies, having regard 
to Statutory guidance on making 
arrangements to safeguard and promote 
the welfare of children under section 11 
of the Children Act 2004.  


 
Met 


 
Policies and Duties 
• Information Sharing 


Policy 
 
Implementation 
• Information Sharing Form 
• Common Assessment 


Framework form and 
action plan 


 
Monitoring 
• Joint audit of Maternity 


Liaison Form with Health 
Visitors in SBPCT  


 


 
As above 


 
Lead Nurse / 
Midwife for 
Safeguarding 
Children and 
Vulnerable 
Adults 


 


C3 Healthcare organisations protect patients by following NICE Interventional Procedures guidance.  
 
Element one  
The healthcare organisation follows 
NICE interventional procedures guidance 
in accordance with The interventional 
procedures programme (Health Service 
Circular 2003/011). Arrangements for 
compliance are communicated to all 
relevant staff.  


 
Met 


 
Policies and Duties 
• Trust Policy for the 


Introduction of New 
Clinical Procedures 


 
Training / Communication 
• Core Brief, Global Email 
 
Implementation 
• Maternity Aromatherapy 


Service Proposal to CGC 
 
Monitoring 
• CGC Terms of reference, 


agenda, minutes 
• Maternity Audit 


Programme 
 


 
C3 New 
Procedures 


 
Medical 
Director 
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 Standard and Element 
 


 
Compliance 


 
Documentary Evidence 


 
Location 


 
Lead (s) 


 
Comments 


C4a Healthcare organisations keep patients, staff and visitors safe by having systems to ensure that the risk of health care acquired infection to patients is 
reduced, with particular emphasis on high standards of hygiene and cleanliness, achieving year-on-year reductions in MRSA.  
 
Element one  
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 
Control of Healthcare Associated 
Infections (Department of Health, 2006 
revised January 2008).  
 


 
This standard is not assessed through Standards for Better Health in 2009/10.  The Trust was unconditionally 
registered with the Care Quality Commission in April 2009. 
 
 


C4b Healthcare organisations keep patients, staff and visitors safe by having systems to ensure that all risks associated with the acquisition and use of 
medical devices are minimised.  
 
Element one  
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 Medicines Healthcare 
Products Regulatory Authority.  


 
Met 


 
Policies and Duties 
• Medical Devices Policy  
• Deputy Head of Medical 


Physics Job Description 
 
Implementation  
• HECS / R2 Equipment 


Service Management 
System, includes 
commissioning, servicing 
and calibration, warranty 
periods, scheduled 
service, repairs and 
disposal of all equipment. 


 


 
C4b Medical 
Devices 
 
 
 
 
Available to view 
in Medical 
Physics 
department 


 
Deputy Head of 
Medical 
Physics 


 


 
Element two  
The healthcare organisation has systems 
in place to meet the requirements of the 
Ionising Radiation (Medical Exposure) 


 
Met 


 
Policies and Duties 
• SLA with UHB RRPPS 
• Radiation Safety Policy 
 


 
As above 
 
 
 


 
Associate 
Director for 
Clinical Support
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 Standard and Element 
 


 
Compliance 


 
Documentary Evidence 


 
Location 


 
Lead (s) 


 
Comments 


Regulations 2000 [IR(ME)R] and any 
subsequent amendment.  
 


Training / Communication 
• All Advanced Neonatal 


Nurse Practitioners 
requesting x-rays hold a 
current IRMER certificate 
achieved during their 
training. 


 
Individual files 


C4c Healthcare organisations keep patients, staff and visitors safe by having systems to ensure that all reusable medical devices are properly 
decontaminated prior to use and that the risks associated with decontamination facilities and processes are well managed.  
Element one  
Reusable medical devices are properly 
decontaminated in accordance with The 
Health Act 2006 Code of Practice for the 
Prevention and Control of Healthcare 
Associated Infections (Department of 
Health, 2006 revised January 2008).  


 
This standard is not assessed through Standards for Better Health in 2009/10.  The Trust was unconditionally 
registered with the Care Quality Commission in April 2009. 
 
 
 
 


C4d Healthcare organisations keep patients, staff and visitors safe by having systems to ensure that medicines are handled safely and securely.  
 
Element one  
Medicines are safely and securely 
procured, prescribed, dispensed, 
prepared, administered and monitored, in 
accordance with the Medicines Act 1968 
(as amended, and subsequent 
regulations, including the Medicines for 
Human Use (Prescribing) Order 2005), 
the Health and Safety at Work Act 1974, 
as amended, and subsequent regulations 
including the Control of Substances 
Hazardous to Health Regulations 2002; 
and the good practice identified in The 
safe and secure handling of medicines: A 
team approach (RPS, March 2005) 
should be considered and where 
appropriate followed.  


 
Met 


 
Policies and Duties 
• BWH Medicines Policy 
• SLA with UHB Pharmacy 
• SLA Quarterly Action 


Plans 
• Formulary 
• Standing Orders for 


Midwives 
• Statutory Instruments 
• New pharmacy stock 


control and labelling 
system, November 2009 


 
Monitoring 
• Drugs and Therapeutics 


Committee terms of 
reference and papers 


 
C4d Medicines 
Management 


 
Associate 
Director for 
Clinical Support


 







Page 10 of 53 


  
 Standard and Element 
 


 
Compliance 


 
Documentary Evidence 


 
Location 


 
Lead (s) 


 
Comments 


• Drugs and Therapeutics 
Committee Report to 
CGC 


• For Incidents see C1a 
Element two  
Controlled drugs are handled safely and 
securely in accordance with the Misuse 
of Drugs Act 1971 (and amendments), 
Safer Management of Controlled Drugs: 
Guidance on strengthened governance 
arrangements (Department of Health, 
Jan 2007) and The Controlled Drugs 
(Supervision of Management and Use) 
Regulations 2006.  


 
Met 


 
As above 
 
Implementation 
• Controlled Drugs Record 


Books 


 
 
 
On clinical areas 


 
Director of 
Midwifery, 
Nursing and 
Operations 
(Accountable 
Officer) 


 


C4e Healthcare organisations keep patients, staff and visitors safe by having systems to ensure that 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.  
Element one  
The prevention, segregation, handling, 
transport and disposal of waste is 
properly managed to minimise the risks 
to patients/service users, staff, the public 
and the environment in accordance with 
all relevant legislative requirements 
referred to in Environment and 
Sustainability: Health Technical 
Memorandum 07-01: Safe management 
of healthcare waste (Department of 
Health, November 2006) and 
Environment and sustainability: Health 
Technical Memorandum 07-05: The 
treatment, recovery, recycling and safe 
disposal of waste electrical and 
electronic equipment (Department of 
Health, June 2007).  


 
Met 


Policies and Duties 
• Waste Management 


Policy 
• Waste carriers license 
• Mattress Collection 


Procedure 
 
Training / Communication 
• Waste segregation 


posters and labels 
• Designated Porters 


certified to train others in 
use of compactor 


 
Monitoring 
• Mattress Audits 
• Clinical Waste 


Consortium meeting 
minutes 


 
C4e Waste 
Management 


 
Head of 
Corporate 
Services 
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2.  Clinical and Cost Effectiveness Domain  
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. 


 
  
 Standard and Element 
 


 
Compliance 


 
Documentary Evidence 


 
Location 


 
Lead (s) 


 
Comments 


C5a Healthcare organisations ensure that they conform to NICE technology appraisals and, where it is available, take into account nationally agreed 
guidance when planning and delivering treatment and care.  
 
Element one  
The healthcare organisation ensures that 
it conforms to NICE technology 
appraisals where relevant to its services. 
Mechanisms are in place to: identify 
relevant technology appraisals; take 
account of clinical views and current 
practice in decision-making; and where 
necessary assess costs, and develop, 
communicate, implement and review an 
action plan for relevant technology 
appraisals.  
 
Element two  
The healthcare organisation can 
demonstrate how it takes into account 
nationally agreed guidance where it is 
available as defined in National Service 
Frameworks (NSFs), NICE guidelines, 
national plans and nationally agreed 
guidance, when delivering care and 
treatment. The healthcare organisation 
has mechanisms in place to: identify 
relevant guidance; take account of 
clinical views and current practice in 
decision-making; and where necessary 
assess costs, and develop, 
communicate, implement and review an 
action plan for appropriate guidelines. 


 
Met 
 
 
 
 
 
 
 
 
 
 
 
 
Met 


 
Policies and Duties 
• Best Practice Policy 
• Clinical Governance 


Manager and Clinical 
Effectiveness Facilitator 
Job Descriptions 


 
Implementation 
• CGC terms of reference 


and meeting papers 
• Examples for 2009: 
o NICE TA Topotecan – 


Cervical Cancer 
(recurrent) 


o NICE CG When to 
suspect child 
maltreatment 


o NCEPOD Acute Kidney 
Injury: Adding Insult to 
Injury 


o CEMACH Perinatal 
Mortality Surveillance 
Report 2007  


o CQC Safeguarding 
Reports 


 
Monitoring 
• National Guidance 


 
C5a NICE and 
National 
Guidance 


 
Clinical 
Governance 
Manager 
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 Standard and Element 
 


 
Compliance 


 
Documentary Evidence 


 
Location 


 
Lead (s) 


 
Comments 


Database 
• QQI Reports 
• CIG and other Directorate 


meetings 
• Audit Programmes 


C5b Healthcare organisations ensure that clinical care and treatment are carried out under supervision and leadership.  
 
Element one  
The healthcare organisation ensures that 
appropriate supervision and clinical 
leadership is provided to staff when 
delivering clinical care and treatment. 
Where appropriate, staff also have the 
opportunity to receive ‘clinical 
supervision’; and where appropriate, this 
is in accordance with requirements from 
relevant professional bodies.  
Arrangements for clinical leadership and 
supervision (including ‘clinical 
supervision’) are communicated to all 
relevant staff. The effectiveness of these 
arrangements is monitored and reviewed 
on a regular basis and action is taken 
accordingly.  
 


 
Met 


 
Staffing / Training 
• Sample Job Descriptions 


of various grades, 
highlighting mentorship, 
induction and 
competency 
arrangements 


• Rota bee rotas 
• Appraisal documents 
• Local induction and 


competency documents 
• Preceptorship training 
• PMETB – National 


Survey of Trainees, 
Annual Deanery Report 
and Visit to Deanery 
Report. 


 
Monitoring 
• Local Supervising 


Authority Report and 
Audit 


• Practice Development 
Forum minutes 


• LSA RCA Reports on 
midwifery aspects of SUIs 


• Supervisory Triage 
Service Audit Report 


 
C5b Supervision 
and Leadership 
 
 
 
 
 
Web-based rotas 
On personal files 
On personal files 


 
Director of 
Midwifery, 
Nursing and 
Operations  
 
Medical 
Director 
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 Standard and Element 
 


 
Compliance 


 
Documentary Evidence 


 
Location 


 
Lead (s) 


 
Comments 


 
Element two  
The healthcare organisation ensures that 
it provides opportunities for clinicians to 
develop their clinical leadership skills and 
experience.  


 
Met 


 
Staffing 
• Sample Job Descriptions 


of various grades 
highlighting leadership 
responsibilities 


 
Training / Communication 
• Midwifery Leadership 


Development Course 
• Learning Beyond 


Registration Spreadsheet 
• Core Brief 
• Band 6 and 7 Neonatal 


nurses are sent on the 
Trust Management and 
Development Programme 
and the SWMNN 
Management Training 
Days; and How to Chair a 
Meeting Study Days. 


 
Monitoring 
• Staff Survey 
• Minutes of various 


Directorate meetings 
evidencing decision-
making and project 
management skills 


 


 
C5b Supervision 
and Leadership 


 
Director of 
Midwifery, 
Nursing and 
Operations  
 
Medical 
Director 


 


C5c Healthcare organisations ensure that clinicians continuously update skills and techniques relevant to their clinical work.  
 
Element one  
The healthcare organisation ensures that 
clinicians from all disciplines participate 
in activities to update the skills and 


 
Met 


 
Policies / Procedures 
• Training Strategy 
• Training Policy 


 
C5c Skills and 
Techniques 
 
 


 
Director of 
Midwifery, 
Nursing and 
Operations and 
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 Standard and Element 
 


 
Compliance 


 
Documentary Evidence 


 
Location 


 
Lead (s) 


 
Comments 


techniques that are relevant to their 
clinical work in accordance with relevant 
guidance and curricula. This includes 
identifying and reviewing skills needs and 
skills gaps; providing and supporting on-
the-job training and other training 
opportunities; and where appropriate 
working in partnership with education 
and training providers to ensure effective 
delivery of training.  


• Study Leave Policy 
• Appraisal Procedure 
 
Monitoring 
• Learning Beyond 


Registration Spreadsheet 
• Medical Education 


records 
• Various competency 


documents 
• Assessments of technical 


skill 
• Directorate records of 


training attendance 
• Skills drills attendance 
• Appraisal documents 


 
 
 
 
 
 
 
 
 
 
 
 
 


On personal files 


Medical 
Director 


C5d Healthcare organisations ensure that clinicians participate in regular clinical audit and reviews of clinical services.  
 
Element one  
The healthcare organisation ensures that 
clinicians are involved in prioritising, 
conducting, reporting and acting on 
regular clinical audits.  
 
Element two  
The healthcare organisation ensures that 
clinicians participate in regular reviews of 
the effectiveness of clinical services 
through evaluation, audit or research. 


 
Met 
 
 
 
 
 
Met 


 
Policies and Duties 
• Audit Strategy  
• Job Descriptions of 


Clinical Governance 
Manager and Clinical 
Effectiveness Facilitator 


• Audit Training Workshop, 
December 2009 


 
Monitoring 
• Internal Audit review of 


Clinical Audit Process 
• Directorate Audit 


Programmes and 
Progress Reports 


• CGC terms of reference 
and meeting papers 


 
C5d Audit and 
Review 


 
Clinical 
Governance 
Manager 
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 Standard and Element 
 


 
Compliance 


 
Documentary Evidence 


 
Location 


 
Lead (s) 


 
Comments 


• Audit Forum Flyers  
• Examples of audit 


presentations 
• Minutes of Directorate 


CIG meetings and Audit 
Groups 


• QQI Reports 
• Service Reviews 
• Journal Clubs 
• Multidisciplinary Team 


meetings 
C6 Healthcare organisations cooperate with each other and social care organisations to ensure that patients’ individual needs are properly managed and 
met.  
 
Element one  
The healthcare organisation works in 
partnership with other health and social 
care organisations to ensure that the 
individual needs of patients / service 
users are properly managed and met:  
o Where responsibility for the care of a 


patient is shared between the 
organisation and one or more other 
health and/or social care organisations. 


and/or  
o Where the major responsibility for a 


patient's care is moved (due to 
admission, referral, discharge or 
transfer) across organisational 
boundaries.  


Where appropriate, these arrangements 
are in accordance with:  
o Section 75 partnership arrangements 


of the National Health Service Act 2006 
(previously section 31 of Health Act).  


o The Community Care (Delayed 


 
Met 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


 
Policies and Duties 
• Service Level 


Agreements 
• PCT Service 


Specification 
• Partnership Agreement 
• Referral Guidelines 
• Transfer / Discharge 


Guidelines 
• Transport Standards 
• Neonatal Network 


Guidelines 
• Maternity Communication 


Guidelines 
• Integrated Care Pathway 


for Uterine Artery 
Embolisation 


 
Services 
The Trust hosts the 
following regional and 


 
C6 - Partnership 
Working 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


 
Director of 
Midwifery, 
Nursing and 
Operations 
  
Medical 
Director 
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 Standard and Element 
 


 
Compliance 


 
Documentary Evidence 


 
Location 


 
Lead (s) 


 
Comments 


Discharges etc.) Act 2003 and 
Discharge from hospital pathway, 
process and practice (DH, 2003).  


Where appropriate, these arrangements 
are in accordance with the relevant 
aspects of the following guidance or 
equally effective alternatives:  
o Guidance on the Health Act Section 31 


partnership agreements (DH, 1999).  
o Guidance on partnership working 


contained within relevant National 
Service Frameworks and national 
strategies (for example, the National 
Service Framework for Mental Health 
(DH, 1999), the National Service 
Framework for Older People (DH, 
2001) and the Cancer Reform Strategy 
(DH, December 2007).  


o The National Framework for NHS 
Continuing Healthcare and NHS-
funded Nursing Care (DH, 2007).  


 
Element two  
Staff concerned with all aspects of the 
provision of healthcare work in 
partnership with colleagues in other 
health and social care organisations to 
ensure that the needs of the patient / 
service user are properly managed and 
met.  


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Met 


national services: 
• West Midlands Cancer 


Intelligence Unit 
• West Midlands Public 


Health Observatory 
• Regional Genetics 


Service 
• National Genetics 


Education Service 
• West Midlands Perinatal 


Pathology Service 
• West Midlands Neonatal 


Transport Service 
• West Midlands Fetal 


Medicine Centre 
• Cytology Training School   
 
Monitoring 
• Multidisciplinary Meetings 
• Business Plan for 


Midwifery-led Community 
Scanning Clinic 


• Minutes of Neonatal 
Services Project Board 
Meeting held at 
Birmingham Children’s 
Trust 


• Implementation of 
Neonatal Surgical Service 
Specification 


• Local Stakeholder Board 
meetings 


 
Related Standards 
• C2 – Safeguarding 
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3.  Governance Domain  
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 healthcare organisation. 


 
  
 Standard and Element 
 


 
Compliance 


 
Documentary Evidence 


 
Location 


 
Lead (s) 


 
Comments 


C7a&c Healthcare organisations apply the principles of sound clinical and corporate governance and undertake systematic risk assessment and risk 
management.  
 
Element one  
The healthcare organisation has effective 
clinical governance arrangements in 
place to promote clinical leadership and 
improve and assure the quality and 
safety of clinical services for patients / 
service users.  


 
Met 


 
Policies and Duties 
• Clinical Governance 


Strategy 
• Job Descriptions of 


Clinical Governance 
Directorate staff 


• Terms of reference and 
papers for: 


• Audit Committee 
• Clinical Governance 


Committee 
• Clinical Improvement 


Groups and other 
Directorate meetings 


• Women’s Council 
• Patient Experience sub-


group of Members’ 
Council 


 


 
C7ac 
Governance 
 


 
Clinical 
Governance 
Manager 


 


 
Element two  
The healthcare organisation has effective 
corporate governance arrangements in 
place that where appropriate are in 
accordance with Governing the NHS: A 
guide for NHS boards (Department of 
Health and NHS Appointments 
Commission, 2003), and the NHS trust 


 
Met 


 
Policies and Duties 
• Corporate Objectives 
• Policy for Policies 
• Cost Improvement 


Programmes 
• Non-Executive Directors’ 


appointment papers 
• Terms of reference and 


 
C7ac 
Governance 
 
 


 
Director of 
Work Force 
and 
Organisational 
Development  
 
Head of 
Corporate 
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 Standard and Element 
 


 
Compliance 


 
Documentary Evidence 


 
Location 


 
Lead (s) 


 
Comments 


model standing orders, reservation and 
delegation of powers and standing 
financial instructions March 2006 (DH, 
2006).  


minutes for: 
• Audit Committee 
• Management Board 
• Members Council and 


sub-committees 
• Organisational Risk and 


Governance Committee 
(ORAG) 


• Remuneration Committee 


Affairs 
 
Finance 
Director 


 
Element three  
The healthcare organisation 
systematically assesses and manages its 
risks, both corporate/clinical risks in order 
to ensure probity, clinical quality and 
patient safety.  


 
Met 


 
Policies and Duties 
• Job Descriptions of 


Clinical Governance 
Directorate staff 


• Trust Risk Management 
Strategy  


• Directorate Risk 
Management Strategies 


• Trust Risk Register policy 
• Risk Register 
• Board Assurance 


Framework 
• Root Cause Analysis 


Policy 
• Trust Risk Assessment 


Policy 
• Risk Assessments 
• Datix System 
• Laboratory Quality 


Management System 
• Terms of reference and 


minutes for: 
• CGC 
• ORAG 
• Audit Committee   


 
C7ac 
Governance 
 
 
 
 


 
Trust Risk 
Manager 
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 Standard and Element 
 


 
Compliance 


 
Documentary Evidence 


 
Location 


 
Lead (s) 


 
Comments 


C7b Healthcare organisations actively support all employees to promote openness, honesty, probity, accountability, and the economic, efficient and effective 
use of resources.  
 
Element one  
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), NHS 
Counter fraud & corruption manual third 
edition (NHS Counter Fraud Service, 
2006), and having regard to guidance or 
advice issued by the CFSMS.  


 
Met 


 
Policies and Duties  
• Raising Concerns at 


Work (Whistleblowing) 
Policy 


 
Communication / Training 
• Core Briefs 
• Global emails 
• Trust Induction and 


Departmental talks by 
Counter Fraud Specialist 
and PowerPoint 
presentation 


• The Trust issues the NHS 
Managers Code of 
Conduct to all staff with 
supervisory / 
management 
responsibility, with their 
employment contract. 


 
C7b Probity 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


 
Finance 
Director 
 
Director of 
Work Force 
and 
Organisational 
Development 


 
A new NHS Local Counter 
Fraud Specialist from 
Parkhill was appointed in 
November 2009 
 


C7e Healthcare organisations challenge discrimination, promote equality and respect human rights.  
Element one  
The healthcare organisation challenges 
discrimination and respects human rights 
in accordance with the:  
o Human Rights Act 1998.  
o No Secrets: Guidance on developing 


and implementing multi-agency policies 
and procedures to protect vulnerable 
adults from abuse (Department of 
Health, 2000).  


o The general and specific duties 
imposed on public bodies in relation to 


 
Met 


 
Policies and Duties 
• Raising Concerns at 


Work (Whistleblowing) 
Policy 


• Single Equality Scheme 
• Equality of Opportunity in 


Employment Policy 
• Equality Impact 


Assessment Toolkit 
• Grievance Procedure 


 
C7e Equality 
 
 


 
Director of 
Work Force 
and 
Organisational 
Development  
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 Standard and Element 
 


 
Compliance 


 
Documentary Evidence 


 
Location 


 
Lead (s) 


 
Comments 


race, disability and gender (including, 
among other things, equality schemes 
for race, disability and gender, along 
with impact assessments) under the 
“public body duties”*.  


o “Employment and equalities 
legislation”** including legislation 
regarding age, disability, gender, race, 
religion and belief, sexual orientation, 
part-time workers, fixed term 
employees, flexible working and 
working time.  


*“Acting in accordance with ‘public body 
duties’” means: Acting in accordance 
with the general and specific duties 
imposed on public bodies (including, 
among other things, equality schemes for 
race, disability and gender, along with 
impact assessments) under the following 
statutes:  
o Race Relations (Amendment) Act 


2000.  
o Disability Discrimination Act 2005. 
o Equality Act 2006.  
and, where appropriate, having due 
regard to the associated codes of 
practice. 
**“Acting in accordance with 
‘employment and equalities legislation’” 
means: Acting in accordance with 
relevant legislation including:  
o Equal Pay Act 1970 (as amended).  
o Sex Discrimination Act 1975 (as 


amended).  
o Race Relations Act 1976 (as 


amended).  


• Religion and Belief Policy 
• Corporate and Local Staff 


Induction Policy 
• Disability Policy 
• Disciplinary Policy 
• Flexible Working Policy 
• Job Share Policy 
• Dignity and Respect in 


the Workplace Policy 
• Occupational Stress at 


Work Policy 
• Sexual Orientation in the 


Workplace 
• Special Leave Policy 
 
Training 
• Induction Training  
 
Monitoring 
• Results of staff survey & 


Action Plans 
• Clinical Governance 


Committee minutes – 
EWTD actions 


• ORAG minutes 
• Equality and Diversity 


Group 
• Spiritual and Pastoral 


Care Advisory Group  
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 Standard and Element 
 


 
Compliance 


 
Documentary Evidence 


 
Location 


 
Lead (s) 


 
Comments 


o Disability Discrimination Act 1995.  
o Employment Equality (Religion or 


Belief) Regulations 2003.  
o Employment Equality (Sexual 


Orientation) Regulations 2003.  
o Employment Equality (Age) regulations 


2006.  
o Part Time workers (Protection from 


Less Favourable Treatment) 
Regulations 2000.  


o Fixed Term Employees (Protection 
from Less Favourable Treatment 
Regulations 2002).  


o Employment Rights Act section 80F-I 
(relating to the right to request flexible 
working).  


o Working Time Regulations 1998 (as 
amended).  


And, where appropriate, having due 
regard to the associated codes of 
practice. 
Element two  
The healthcare organisation promotes 
equality, including by publishing 
information specified by statute, in 
accordance with the general and specific 
duties imposed on public bodies 
(including, among other things, equality 
schemes for race, disability and gender, 
along with impact assessments) under:  
o The Race Relations (Amendment) Act 


2000.  
o The Disability Discrimination Act 2005.  
o The Equality Act 2006.  
And where appropriate, having due 
regard to the associated codes of 


 
Met 


 
As above 


 
C7e Equality 
 
 


 
Director of 
Work Force 
and 
Organisational 
Development 
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 Standard and Element 
 


 
Compliance 


 
Documentary Evidence 


 
Location 


 
Lead (s) 


 
Comments 


practice.  
C8a Healthcare organisations support their staff through 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.  
 
Element one  
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).  


 
Met 


 
Policies and Duties  
• Raising Concerns at 


Work Policy 
• Corporate and Local 


Induction Policy 
• Guidelines for Midwives / 


Nurses who disagree with 
a Medical decision 


• Occupational Health 
• Professional 


Representatives – union 
 
Monitoring 
• Results of staff survey & 


Action Plans 
 


 
C8a Raising 
Concerns 
 
 


 
Director of 
Work Force 
and 
Organisational 
Development 


 
 


C8b Healthcare organisations support their staff through having organisational and personal development programmes which recognise the contribution and 
value of staff, and address, where appropriate, under-representation of minority groups.  
 
Element one  
The healthcare organisation supports 
and involves staff in organisational and 
personal development programmes as 
defined by the relevant areas of the 
Improving Working Lives (IWL) standard 
at Practice Plus level and in accordance 
with “employment and equalities 
legislation”* including legislation 
regarding age, disability, gender, race, 
religion and belief, sexual orientation, 
part-time workers, fixed term employees, 


 
Met 


 
Policies and Duties 
• Personal and 


Professional Review 
System Guidance and 
Paperwork 


 
Monitoring 
• Workforce Dashboard 


report, including the 
number of staff who have 
completed an appraisal 


 
C8b 
Organisational 
and Personal 
Development 
 
 
 
 
 
 
 
 


 
Director of 
Work Force 
and 
Organisational 
Development 
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 Standard and Element 
 


 
Compliance 


 
Documentary Evidence 


 
Location 


 
Lead (s) 


 
Comments 


flexible working and working time; and in 
accordance with its “public body duties”* 
in relation to employees, including, but 
not restricted to, its monitoring duties in 
relation to race, disability and gender; 
and where appropriate, having due 
regard to the associated codes of 
practice.  
* The phrases “public body duties” and 
“employment and equalities legislation” 
are defined in C7e  


process within the 
previous 12 months and 
Consultant Appraisal. 


• Individual completed 
appraisal documentation  


• Organisational 
Development Action Plan 


• IWL Practice Plus final 
report 


• Directorate / Managers 
meeting minutes 


 


 
 
In personal files 


Element two  
Staff from minority groups are offered 
opportunities for personal development 
to address under-representation in the 
workforce compared to the local 
population in accordance with 
“employment and equalities legislation”* 
including legislation regarding age, 
disability, gender, race, religion and 
belief, sexual orientation, part-time 
workers, fixed term employees, flexible 
working and working time; and in 
accordance with its “public body duties”* 
in relation to employees, including, but 
not restricted to, its monitoring duties in 
relation to race, disability and gender.  
* The phrases “public body duties” and 
“employment and equalities legislation” 
are defined in C7e.  


 
Met 


 
Policies and Duties 
• Equality and Diversity 


Group 
 
Communication 
• Emails to encourage staff 


to participate in the 
regional Future Leaders 
Black and Minority Ethnic 
Network 


 
C8b 
Organisational 
and Personal 
Development 
 
 


 
Director of 
Work Force 
and 
Organisational 
Development 


 
 


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.  
 
Element one  


 
Met 


 
Policies and Duties 


 
C9 Records 


 
Director of 
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 Standard and Element 
 


 
Compliance 


 
Documentary Evidence 


 
Location 


 
Lead (s) 


 
Comments 


The healthcare organisation has effective 
systems for managing records in 
accordance with Records management: 
NHS code of practice (Department of 
Health, April 2006), Information security 
management: NHS code of practice 
(Department of Health, April 2007) and 
NHS Information Governance 
(Department of Health, September 
2007).  
The healthcare organisation complies 
with the actions specified in the NHS 
Chief Executive's letter of 20 May 2008 
(Gateway reference 9912); and with 
supplemental mandates and guidance if 
they are introduced during the 
assessment period.  
 
Element two  
The information management and 
technology plan for the organisation 
demonstrates how a correct NHS 
Number will be assigned to every clinical 
record, in accordance with The NHS in 
England: the Operating Framework for 
2008/09 (Department of Health, 
December 2007).  


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Met 


• Trust Records 
Management Policy and 
Procedures 


• IM&T Strategy 
• Health Records 


Operational Procedures 
• Trust Policy - Data 


Quality for Patient Based 
Systems 


• Imaging Strategy 
• Pathology policy for 


Control of Process and 
Quality Records  


• Health Records related 
job descriptions including 
Caldicott Guardian, 
Information Governance 
Manager, Medical 
Records Manager. 


 
Monitoring 
• Information Governance 


Committee minutes 
• Healthcare Records 


Committee minutes 
• Updated Information 


Governance Toolkit  
• Freedom of Information 


requests and responses 
 
 
Training / Communication 
• Training, induction and 


communication 
examples. 


Management 
 
 
 


Finance and 
IM&T  
 
Head of 
Informatics 
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 Standard and Element 
 


 
Compliance 


 
Documentary Evidence 


 
Location 


 
Lead (s) 


 
Comments 


• Specific systems 
manager recruited this 
year for PACS 


 
Monitoring 
• Monitoring of lost records  
• Audits – record keeping, 


prescription charts, 
availability of records 


• Incidents of duplicate or 
confused records 
monitored 


 
C10a Healthcare organisations undertake all appropriate employment checks and ensure that all employed or contracted professionally qualified staff are 
registered with the appropriate bodies.  
 
Element one  
The necessary checks are undertaken in 
respect of all applications for NHS 
positions (prospective employees) and 
staff in ongoing NHS employment in 
accordance with the NHS Employment 
Check Standards (NHS Employers) 
2008)  
 


 
Met 


 
Policies and Duties 
• Recruitment & Selection 


Policy 
• Accessing CRB 


Information Policy 
• Policy and Procedures for 


Verifying all Healthcare 
Professionals 


• Folder of copies of 
individual nursing 
registration held by 
Nursing Administration 


 
 
 


 
C10a 
Employment 
Checks 
 
 


 
Director of 
Work Force 
and 
Organisational 
Development 


 
 


C10b Healthcare organisations require that all employed professionals abide by relevant published codes of professional practice.  
 
Element one  
The healthcare organisation explicitly 


 
Met 


 
Policies and Duties 
• Disciplinary Policy  


 
C10b 
Professional 


 
Medical 
Director 
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 Standard and Element 
 


 
Compliance 


 
Documentary Evidence 


 
Location 


 
Lead (s) 


 
Comments 


requires all employed healthcare 
professionals to abide by relevant codes 
of professional conduct. Mechanisms are 
in place to identify, report and take 
appropriate action when codes of 
conduct are breached.  


• Contract of Employment 
• Policy and Procedures for 


Verifying all Healthcare 
Professionals  


• Standard letter for lapsed 
registration 


• Job Descriptions 


Practice 
 
 


 
Director of 
Midwifery, 
Nursing and 
Operations 
 
Director of 
Work Force 
and 
Organisational 
Development 
 


C11a Healthcare organisations ensure that staff concerned with all aspects of the provision of healthcare are appropriately recruited, trained and qualified for 
the work they undertake.  
Element one  
The healthcare organisation recruits staff 
in accordance with “employment and 
equalities legislation”* including 
legislation regarding age, disability, 
gender, race, religion and belief, sexual 
orientation, part time workers, fixed term 
employees, flexible working and working 
time; and in accordance with its “public 
body duties”* in relation to employees, 
including, but not restricted to, its 
monitoring duties in relation to race,  
disability and gender; and where 
appropriate, having due regard to the 
associated codes of practice.  
* The phrases “public body duties” and 
“employment and equalities legislation” 
are defined in C7e.  


 
Met 


 
Policies and Duties 
• Recruitment & Selection 


Policy 
• Trust Personal 


Development Review 
Forms 


• Candidate Checking 
Form  


• Completed pre-
employment checklists 


• KSF Outline Template 
• Consultant Appraisal 


document 


 
C11a 
Recruitment 
 
 


 
Director of 
Work Force 
and 
Organisational 
Development 


 


 
Element two  
The healthcare organisation aligns 
workforce requirements to its service 


 
Met 


 
Monitoring 
• Workforce Planning 


Narrative 2008 


 
C11a 
Recruitment 
 


 
Director of 
Work Force 
and 
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 Standard and Element 
 


 
Compliance 


 
Documentary Evidence 


 
Location 


 
Lead (s) 


 
Comments 


needs by undertaking workforce 
planning, and by ensuring that its staff 
are appropriately trained and qualified for 
the work they undertake.  


• Workforce Plan approved 
and forwarded to the 
Strategic Health Authority 


• Safer Childbirth – 
maternity paper for Board 


• Business Cases – 
Diabetes, Urgent 
Gynaecology clinics and 
Urogynaecology 
Community clinics, 
Radiology, Ultrasound 


 


 Organisational 
Development 


C11b Healthcare organisations ensure that staff concerned with all aspects of the provision of healthcare participate in mandatory training programmes.  
 
Element one  
Staff participate in relevant mandatory 
training programmes as defined by the 
relevant sector-specific NHSLA Risk 
Management Standards  


 
Met 


 
Policies and Duties 
• Training Strategy 
• Training Policy 
• Capability Policy 
• Medical Staff in Training 


Policy 
• Training matrix  
 
Monitoring 
• OLM / RTIX 
• Individual directorate and 


trainer spreadsheets of 
attendance 


 


 
C11b Mandatory 
Training 
 
 


 
Director of 
Work Force 
and 
Organisational 
Development 


 
 


 
Element two  
Staff and students participate in relevant 
induction programmes.  


 
Met 


 
Policies and Duties 
• Corporate and Local Staff 


Induction Policy 
• Trust and departmental 


induction programmes 
and attendance records 


 
C11b Mandatory 
Training 
 
 


 
Director of 
Work Force 
and 
Organisational 
Development 
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 Standard and Element 
 


 
Compliance 


 
Documentary Evidence 


 
Location 


 
Lead (s) 


 
Comments 


• OLM 
• Southern West Midlands 


Newborn Network 
Induction Days 


• Medical staff induction 
programmes and 
attendance records 


 
 
Element three  
The healthcare organisation verifies that 
staff participate in those mandatory 
training programmes necessary to 
ensure probity, clinical quality and patient 
safety (including that referred to in 
element one). Where the healthcare 
organisation identifies non-attendance, 
action is taken to rectify this.  
 


 
Met 


 
Monitoring 
• Individual directorate and 


trainer spreadsheets of 
attendance 


• OLM 
• Reminder and DNA 


letters  


 
C11b Mandatory 
Training 
 
 


 
Director of 
Work Force 
and 
Organisational 
Development 


 
 


C11c Healthcare organisations ensure that staff concerned with all aspects of the provision of healthcare participate in further professional and occupational 
development commensurate with their work throughout their working lives.  
 
Element one  
The healthcare organisation ensures that 
all staff concerned with all aspects of the 
provision of healthcare have 
opportunities to participate in 
professional and occupational 
development at all points in their career 
in accordance with “employment and 
equalities legislation”*. This includes 
legislation regarding age, disability, 
gender, race, religion and belief, sexual 
orientation, part time workers, fixed term 
employees, flexible working and working 
time; and in accordance with its “public 


 
Met 


 
Policies and Procedures 
• Training & Development 


Strategy 
• Trust study leave policy 
• KSF Outline Template 
• KSF PDR Monitoring 


Example Form 
 
Reports 
• Workforce Dashboard 
• Doctors in training 


appraisal process 
• Nurses PREP records 


 
C11c 
Professional 
Development 
 
 
 
 
 
 
 
 
 
 
 


 
Medical 
Director 
  
Director of 
Midwifery, 
Nursing and 
Operations 
 
Director of 
Work Force 
and 
Organisational 
Development 
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 Standard and Element 
 


 
Compliance 


 
Documentary Evidence 


 
Location 


 
Lead (s) 


 
Comments 


body duties”* in relation to employees, 
including, but not restricted to, its 
monitoring duties in relation to race, 
disability and gender; and where 
appropriate, having due regard to the 
associated codes of practice; and in 
accordance with the relevant aspects of 
Working together – learning together: a 
framework for lifelong learning for the 
NHS (Department of Health 2001) or an 
equally effective alternative.  
* The phrases “public body duties” and 
“employment and equalities legislation” 
are defined in C7e  


• Trust PDR Forms 
• Consultant Appraisal 


Paperwork 
 
Training 
• Southern West Midlands 


Newborn Network 
Induction Days 


 
 


 
 
 
 
 
 
 
 
 
 


C12 Healthcare organisations which either lead or participate in research have systems in place to ensure that the principles and requirement of the research 
governance framework are consistently applied.   
 
Element one  
The healthcare organisation has effective 
research governance in place, which 
complies with the principles and 
requirements of the Research 
governance framework for health and 
social care, second edition (DH 2005).  


 
Met 


 
Policies and Procedures 
• R&D policies 
• R&D strategy 
 
Reports and Meetings 
• Terms of reference and 


minutes of R&D 
Committee 


• R&D annual report 
• CGC Minutes 
• Research projects, 


including Apollo – 
optimum position in 
labour, Birth Place Study 
– link midwife, Boost II 
and Pulse Ox studies. 


 
C12 Research 
 
 


 
Director of 
Research & 
Development 
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4.  Patient Focus Domain  
Healthcare is provided in partnership with patients, their carers and relatives, respecting their diverse needs, preferences and choices, and 
in partnership with other organisations (especially social care organisations) whose services impact on patient well-being. 
 


  
 Standard and Element 
 


 
Compliance 


 
Documentary Evidence 


 
Location 


 
Lead (s) 


 
Comments 


C13a Healthcare organisations have systems in place to ensure that staff treat patients, their relatives and carers with dignity and respect.  
 
Element one  
The healthcare organisation ensures that 
staff treat patients / service users, carers 
and relatives with dignity and respect at 
every stage of their care and treatment, 
and, where relevant, identify, and take 
preventive and corrective actions where 
there are issues and risks with dignity 
and respect.  


 
Met 


 
Policies and Procedures 
• Professional codes of 


conduct for clinical staff 
groups 


 
Reports and Meetings 
• Women’s Council 


minutes 
• Annual and quarterly 


PALS and complaints 
reports and ensuing 
actions 


• National Inpatient Survey 
report and action plan 


• Bedside TV patient 
surveys 


• Audits from Essence of 
Care benchmarking 
system especially of 
privacy and dignity, and 
nutrition 


• Excellent PEAT scores 
which include section on 
privacy and dignity  


 
Staffing / Training 
• Clinical staff job 


descriptions  
• PALS input to Trust 


 
C13a Dignity and 
Respect 
 
 


 
Director of 
Midwifery, 
Nursing and 
Operations 
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 Standard and Element 
 


 
Compliance 


 
Documentary Evidence 


 
Location 


 
Lead (s) 


 
Comments 


inductions 
• Customer care training 


programme and 
attendance records 


 
Element two  
The healthcare organisation meets the 
needs and rights of different patient 
groups with regard to dignity including by 
acting in accordance with the Human 
Rights Act 1998 and the general and 
specific duties imposed on public bodies 
in relation to race, disability and gender 
(including, among other things, equality 
schemes for race, disability and gender, 
along with impact assessments) under 
the following “public body duties”* 
statutes:  
o the Race Relations (Amendment) Act 


2000  
o the Disability Discrimination Act 2005  
o the Equality Act 2006.  
And where appropriate, having due 
regard to the associated codes of 
practice.  
The healthcare organisation should act in 
accordance with the requirements in the 
National Service Framework for older 
people (Health Service circular 
2001/007), to ensure that older people 
are not unfairly discriminated against in 
accessing NHS or social care services as 
a result of their age.   


• The phrase “public body duties” 
is defined in C7e. 


 


 
Met 


 
Policies and Procedures 
• Single Equality Scheme 
• Trust Use of Interpreters 


Policy 
• Trust Policy for Consent 


to Examination 
&Treatment 


 
Monitoring  
• Pan-Birmingham 


Supportive Care Pathway 
• Older People’s NSF 


implementation and 
monitoring 


 
 
 
 
 
 
 


 
C13a Dignity and 
Respect 
 
 


 
Director of 
Midwifery, 
Nursing and 
Operations 
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 Standard and Element 
 


 
Compliance 


 
Documentary Evidence 


 
Location 


 
Lead (s) 


 
Comments 


C13b Healthcare organisations have systems in place to ensure that appropriate consent is obtained when required for all contacts with patients and for the 
use of any patient confidential information.  
 
Element one  
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) investigations 
and decisions in accordance with the 
Human Rights Act 1998, the Reference 
guide to consent for examination or 
treatment (Department of Health 2001), 
Human Tissue Authority: a code of 
practice (July 2006), and having regard 
to the Code of Practice to the Mental 
Health Act 1983 and 2007 and the Code 
of Practice to the Mental Capacity Act 
2005.   


 
Met 


 
Policies and Procedures 
• Trust Policy for Consent 


to Examination & 
Treatment, including 
template Consent forms 


• Pre-operative checklist 
• HTA License for post 


mortems 
• Post mortem consent 


policy 
 
Reports and Meetings 
• Consent Audit 
• Completed forms in 


Patient notes 
• Consent for post mortem 


– pregnancy loss book 
• Maternity managers 


meeting minutes re 
Mental Health Act 


 


 
C13b Consent 
 
 
 


 
Medical 
Director 


 


 
Element two  
Patients/service users, including those 
with language and/or communication 
support needs, are provided with 
appropriate and sufficient information 
suitable to their needs, on the use and 
disclosure of confidential information held 
about them in accordance with 
Confidentiality: NHS code of practice 
(Department of Health 2003). 
 


 
Met 


 
Communication 
• Trust Patient Information 


Leaflet on use of data 
• Antenatal hand held 


notes – page 2 sharing of 
information 


 
C13b Consent 
 
 


 
Director of 
Midwifery, 
Nursing and 
Operations 
(Caldicott 
Guardian) 
 
Head of 
Informatics 
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 Standard and Element 
 


 
Compliance 


 
Documentary Evidence 


 
Location 


 
Lead (s) 


 
Comments 


 
Element three  
The healthcare organisation monitors 
and reviews current practices to ensure 
effective consent processes.  
 


 
Met 


 
Monitoring 
• Consent Audit 


 
C13b Consent 
 
 


 
Medical 
Director 


 


C13c Healthcare organisations have systems in place to ensure that staff treat patient information confidentially, except where authorised by legislation to the 
contrary.  
 
Element one  
When using and disclosing 
patients/service users’ personal 
information staff act in accordance with 
the Data Protection Act 1998, the Human 
Rights Act 1998, the Freedom of 
Information Act 2000 and Confidentiality: 
NHS code of practice (Department of 
Health 2003), Caldicott Guardian Manual 
2006 (Department of Health 2006).  
The healthcare organisation complies 
with the actions specified in the NHS 
Chief Executive's letter of 20 May 2008 
(Gateway reference 9912); and with 
supplemental mandates and guidance if 
they are introduced during the 
assessment period.  
 


 
Met 


 
Policies and Procedures 
• Trust Confidentiality Code 


of Conduct for Employees  
• Trust Information Security 


Policy  
• Trust Safe Haven Policy 


& Procedures  
• Trust Security Policy 
• Statement in all Job 


Descriptions 
• Freedom of Information 


Act requests and 
responses 


 
C13c Patient 
Confidentiality 
 


 
Director of 
Midwifery, 
Nursing and 
Operations 
(Caldicott 
Guardian)  
 
Head of 
Informatics 


 


C14a Healthcare organisations have systems in place to ensure that patients, their relatives and carers have suitable and accessible information about, and 
clear access to, procedures to register formal complaints and feedback on the quality of services.  
 
Element one  
Patients / service users, relatives and 
carers are given suitable and accessible 
information about, and can easily access, 
a formal complaints system, including 
information about how to escalate their 


 
Met 


 
Policies and Procedures 
• Trust Policy and 


Procedure for Managing 
Patient Concerns, 
Complaints and 
Compliments 


 
C14a Complaints 
Information 


 
Patient 
Experience and 
Quality  
Co-ordinator 


 
Leaflets sent to all patients 
with booking letter 
 
Available at front desk, 
wards and on website 
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 Standard and Element 
 


 
Compliance 


 
Documentary Evidence 


 
Location 


 
Lead (s) 


 
Comments 


concerns; and the healthcare 
organisation acts in accordance with the 
NHS (Complaints) Regulations 2004 (as 
amended) in so far as they are relevant 
to the healthcare organisation.  
 


 
Communication 
• Welcome booklet 
• Local PALS leaflet 
• NHS PALS leaflet 
• Your Guide to the NHS 


booklet 
• Website  
• Interpreting Service 
 


 
Element two  
Patients / service users, relatives and 
carers are provided with opportunities to 
give feedback on the quality of services.  


 
Met 


 
Communication / Surveys 
• PALS feedback leaflet 
• Patient satisfaction 


surveys 
• Bedside TV surveys 
• Patient forums, MSLC 
• Facebook page 
• Website 
• NHS Choices website 
 
Reports 
• QQIs 
• Monthly Performance 


Reports 
 


 
C14a Complaints 
Information 


 
Patient 
Experience and 
Quality  
Co-ordinator 


 


C14b Healthcare organisations have systems in place to ensure that patients, their relatives and carers are not discriminated against when complaints are 
made.  
 
Element one  
The healthcare organisation has systems 
in place to ensure that patients / service 
users, carers and relatives are not 
treated adversely as a result of having 
complained.  


 
Met 


 
Policies and Procedures 
• Trust Policy and 


Procedure for Managing 
Patient Concerns, 
Complaints and 
Compliments 


 
C14b Complaints 
Discrimination 


 
Patient 
Experience and 
Quality  
Co-ordinator 


 
Plan to undertake 
satisfaction surveys 
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 Standard and Element 
 


 
Compliance 


 
Documentary Evidence 


 
Location 


 
Lead (s) 


 
Comments 


C14c Healthcare organisations have systems in place to ensure that patients, their relatives and carers are assured that organisations act appropriately on 
any concerns and, where appropriate, make changes to ensure improvements in service delivery.  
 
Element one  
The healthcare organisation acts on, and 
responds to, complaints appropriately 
and in a timely manner; and acts in 
accordance with the NHS (Complaints) 
Regulations 2004 (as amended) in so far 
as they are relevant to the healthcare 
organisation.  
 
Element two  
Demonstrable improvements are made 
to service delivery as a result of concerns 
and complaints from patients / service 
users, relatives and carers.  


 
Met 
 
 
 
 
 
 
 
 
Met 


 
Policies and Procedures 
• Trust Policy and 


Procedure for Managing 
Patient Concerns, 
Complaints and 
Compliments 


 
Staffing 
• Job description 
 
Communication 
• Template letters 
• Meeting leaflets 
• Consent letters 
 
Reports and Meetings 
• Reports to Clinical 


Governance Committee 
• Quarterly Quality 


Indicator reports  
• Clinical Governance 


Committee minutes 
• Directorate Clinical 


Improvement Groups 
minutes 


 


 
C14c Complaints 
Management 


 
Patient 
Experience and 
Quality  
Co-ordinator 


 


C15a Where food is provided, healthcare organisations have systems in place to ensure that patients are provided with a choice and that it is prepared safely 
and provides a balanced diet.  
 
Element one  
Patients/service users are offered a 
choice of food and drink in line with the 


 
Met 


 
Procedures 
• Local Feeding Guidelines 
• Dietician approved 


 
C15a Food 
Safety and 
Choice 


 
Head of 
Facilities 
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 Standard and Element 
 


 
Compliance 


 
Documentary Evidence 


 
Location 


 
Lead (s) 


 
Comments 


requirements of a balanced diet reflecting 
the rights (including the rights of different 
faith groups), needs (including cultural 
needs) and preferences of its service 
user population.  


menus 
• Special diets are 


addressed on an 
individual basis 


• Catering manager will 
visit patient and agree 
menu - Halal, vegan, 
vegetarian, low salt diets 
catered for 


• Menus are available at 
ward level and patients 
choose option and portion 
size at point of service. 


• Vending machines and 
dining room. 


• Drinks facilities on NNU 
 
Surveys / Audits 
• National In-patient Survey 
• Bedside TV Surveys 
• Nutrition Audit 
 


 
 


 
Element two  
The preparation, distribution, delivery, 
handling and serving of food, storage, 
and disposal of food is carried out in 
accordance with food safety legislation 
including the Food Safety Act 1990 and 
the Food Hygiene (England) Regulations 
2006.  


 
Met 


 
Policies and Procedures 
• Food Hygiene policy 
• Feeding guidelines 
• Feed handling guideline 
• Feed storage guideline 
• Local storage area for 


feeds 
 
Training  
• All food handlers have 


basic Food Hygiene 
Certificate 


 
C15a Food 
Safety and 
Choice 
 
 
 
 
 
 
Certificates on 
personal files in 
Hotel Services 
 


 
Head of 
Facilities 
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 Standard and Element 
 


 
Compliance 


 
Documentary Evidence 


 
Location 


 
Lead (s) 


 
Comments 


 
Monitoring 
• EHO visits and internal 


inspections of central and 
ward kitchens 


• Fridge temperature 
checks 


 


 
Hard copies of 
EHO and City 
Council 4 ‘H’ s 
award available 
On wards 


C15b Where food is provided, healthcare organisations have systems in place to ensure that patients’ individual nutritional, personal and clinical dietary 
requirements are met, including any necessary help with feeding and access to food 24 hours a day.  
 
Element one  
Patients/service users have access to 
food and drink that meets the individual 
needs of the patients / service users 24 
hours a day.  


 
Met 


 
Policies and Procedures 
• Out of Hours food 


protocol 
• Food available at ward 


level 24/7 (cereals, toast 
etc) 


• Information about the 
food available and how to 
access it on bedside TV 
system 


• Beverages available at 
ward level 24 hours 


 


 
C15b Food 
Nutrition and 
Access 
 
 
 


 
Director of 
Midwifery, 
Nursing and 
Operations  
 
Head of 
Facilities 


 


 
Element two  
The nutritional, personal and clinical 
dietary requirements of individual 
patients/service users are assessed and 
met, including the right to have religious 
dietary requirements met at all stages of 
their care and treatment.  


 
Met 


 
Policies and Procedures 
• Feeding guidelines and 


care plans available in 
babies’ case notes 


• Dietician approved 
menus 


• Nursing assessment 
documentation 


• Community risk 
assessment sheet / 


 
C15b Food 
Nutrition and 
Access 
 
Hard copies on 
wards 


 
Director of 
Midwifery, 
Nursing and 
Operations  
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 Standard and Element 
 


 
Compliance 


 
Documentary Evidence 


 
Location 


 
Lead (s) 


 
Comments 


referral to dietician 
• Diabetics – referred to 


dieticians 
• Obesity guideline leaflet 
• Childhood obesity 


strategy  
 


 
Element three  
Patients/service users requiring 
assistance with eating and drinking are 
provided with appropriate support 
including provision of dedicated meal 
times, adapted appliances and 
appropriate consistency of food where 
necessary.  
 


 
Met 


 
Policies and Procedures 
• Nursing assessment 


documentation 


 
C15b Food 
Nutrition and 
Access 
 
Hard copies on 
wards 


 
Director of 
Midwifery, 
Nursing and 
Operations  


 


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 appropriate, inform patients on what to expect during treatment, care and after-care.  
 
Element one  
The healthcare organisation has 
identified the information needs of its 
service population, and provides suitable 
and accessible information on the 
services it provides in response to these 
needs. This includes the provision of 
information in relevant languages and 
formats in accordance with the general 
and specific duties imposed on public 
bodies (including, among other things, 
equality schemes for race, disability and 
gender, along with impact assessments) 
under the following “public body duties”* 
statutes:  
o the Race Relations (Amendment) Act 


 
Met 


 
Policies and Procedures 
• Trust Written Patient 


Information policy 
• Interpreting strategy 
• 24 hour access to 


Language Line 
• Community access to 


BILKS – interpreting and 
sign language 


 
Communication / Staffing 
• Health Information Centre 
• BWHFT Website 
• BWHFT Choices Website 
• Patient Information 


 
C16 Patient 
Information 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


 
Chief Executive 
 
Director of 
Midwifery, 
Nursing and 
Operations 
 
Communication 
Manager 
 
Health 
Information 
Specialist 
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 Standard and Element 
 


 
Compliance 


 
Documentary Evidence 


 
Location 


 
Lead (s) 


 
Comments 


2000  
o the Disability Discrimination Act 2005  
o the Equality Act 2006.  
And where appropriate, having due 
regard to the associated codes of 
practice. * The phrase “public body 
duties” is defined in C7e.  
 
Element two  
The healthcare organisation provides 
patients / service users and, where 
appropriate, carers with sufficient and 
accessible information on the patient’s 
individual care, treatment and after care, 
including those patients / service users 
and carers with communication or 
language support needs. In doing so 
healthcare organisations must have 
regard, where appropriate, to the Code of 
Practice to the Mental Capacity Act 2005 
(Department of Constitutional Affairs 
2007) and the Code of Practice to the 
Mental Health Act (Department of 
Constitutional Affairs 1983).  


 leaflets and advice 
- Trust generated 
- EIDO clinical information 
• Welcome booklet 
• CDs of verbal Patient 


information in most used 
languages of user 
community 


• Pregnancy hand held 
notes 


• Record of use of external 
interpreting services 


• Interpreting Services job 
descriptions 


• Provision of patient / 
carer information 
integrated into clinical 
care provision e.g. 
Normal Birth Integrated 
Care Pathway, Neonatal 
Palliative Care Pathway 


• Genetics Counsellors for 
Asian community 


• Heart of Birmingham PCT 
project 


 
Reports / Meetings 
• Patient information audits 
• Patient Information Group 


minutes 
• Urogynaecology User 


Group programme 
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5.  Accessible and Responsive Care Domain  
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 of the care pathway. 
 


  
 Standard and Element 
 


 
Compliance 


 
Documentary Evidence 


 
Location 


 
Lead (s) 


 
Comments 


C17 The views of patients, their carers and others are sought and taken into account in designing, planning, delivering and improving healthcare services.  
 
Element one  
The healthcare organisation seeks and 
collects the views and experiences of 
patients/service users, carers and the 
local community, particularly those 
people who are seldom listened to, on an 
ongoing basis when designing, planning, 
delivering and improving healthcare 
services as required by Section 242 of 
the National Health Services Act 2006 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) and any 
subsequent statutory guidance 
introduced in the assessment year. In 
doing so the healthcare organisation acts 
in accordance with the general and 
specific duties imposed on public bodies 
(including, among other things, equality 
schemes for race, disability and gender, 
along with impact assessments) under 
the following “public body duties” 
*statutes:  
o the Race Relations (Amendment) Act 


2000  
o the Disability Discrimination Act 2005  
o the Equality Act 2006.  
And where appropriate, having due 


 
Met 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


 
Reports / Minutes 
• Women’s Council Terms 


of Reference and minutes 
• Patient Experience 


Committee terms of 
reference and minutes 


• Estates and 
Environments Committee 
minutes 


• MSLC minutes 
• Delivery Suite Forum 
• Patient Information Group 


Terms of Reference 
• CIG minutes 
• QQI Reports 
• Neonatal Decant 
• Minutes of Neonatal 


Project Team 
• Minutes of Combined 


Project Team Meeting 
• Urogynaecology User 


Group minutes 
• Genetics Counsellors for 


Asian community 
• Heart of Birmingham PCT 


project 
 
Audit / Surveys  
• In-patient survey and 


 
C17 Patient 
Involvement 
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 Standard and Element 
 


 
Compliance 


 
Documentary Evidence 


 
Location 


 
Lead (s) 


 
Comments 


regard to the associated codes of 
practice. * The phrase “public body 
duties” is defined in C7e.  
 
Element two  
The healthcare organisation 
demonstrates to patients/service users, 
carers and the local community, 
particularly those people who are seldom 
listened to, how it has taken their views 
and experiences into account in the 
designing, planning, delivering and 
improving healthcare services.  
 


 
 
 
 
Met 


action plan 
• Maternity Survey action 


plan 
• Parent Satisfaction 


survey 
• Bedside TV surveys 
• Essence of Care Audit 
• PALS feedback form 
• Pathology User Survey 
• Antenatal pathway patient 


survey 
 


   


C18 Healthcare organisations enable all members of the population to access services equally and offer choice in access to services and treatment equitably.  
 
Element one  
The healthcare organisation ensures that 
all members of the population it serves 
are able to access its services equally, 
including acting in accordance with the 
general and specific duties imposed on 
public bodies (including, among other 
things, equality schemes for race, 
disability and gender, along with impact 
assessments) under the following “public 
body duties”*statutes:  
o the Race Relations (Amendment) Act 


2000  
o the Disability Discrimination Act 2005 
o the Equality Act 2006.  
And where appropriate, having due 
regard to the associated codes of 
practice.   
* The phrases “public body duties” is 
defined in C7e.  


 
Met 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


 
Policies / Procedures 
• Single Equality Scheme 
• Equality Impact 


Assessment Toolkit 
• Patient Access Policy 
• Interpreting Policy 
• Guideline for Midwifery-


led Care 
• Pregnancy Notes Guide 
• SWMNN Philosophy 
 
Reports / Meetings 
• Minutes of waiting list 


meetings 
• Maternity Capacity paper 
• Maternity NSF action plan 
• Access to Antenatal 


Screening 
• Performance Dashboard 


 
C18 Access and 
Choice 
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 Standard and Element 
 


 
Compliance 


 
Documentary Evidence 


 
Location 


 
Lead (s) 


 
Comments 


 
Element two  
The healthcare organisation offers 
patients/service users choice in access 
to services and treatment, and those 
choices in access to services and 
treatment are offered on a fair, just and 
reasonable basis, including to 
disadvantaged groups and including 
acting in accordance with the general 
and specific duties imposed on public 
bodies as in element one and including, 
where appropriate, having due regard to 
the associated codes of practice.  
 


 
Met 


and reports on 18 week 
targets  


• Email from CEO for 
meeting waiting list 
targets  


• PCT Commissioning 
Contract 


• Religion or belief policy 
• Spiritual and Pastoral 


Care Advisory Group 
• Implementation of 


Maternity NSF action plan 
• Monitoring of Genetics 


Outreach clinic availability 
and attendance 
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6.  Care Environments and Amenities Domain  
Care is provided in environments that promote patient and staff well-being and respect for patients’ needs 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. 
 


  
 Standard and Element 
 


 
Compliance 


 
Documentary Evidence 


 
Location 


 
Lead (s) 


 
Comments 


C20a Healthcare services are provided in environments which promote effective care and optimise health outcomes by being a safe and secure environment 
which protects patients, staff, visitors and their property, and the physical assets of the organisation.  
 
Element one  
The healthcare organisation effectively 
manages the health, safety and 
environmental risks to patients/service 
users, staff and visitors, in accordance 
with all relevant health and safety 
legislation, fire safety legislation, the 
Disability Discrimination Act 1995, and 
the Disability Discrimination Act 2005; 
and by having regard to The duty to 
promote disability equality: Statutory 
Code of practice (Disability Rights 
Commission, 2005). It also acts in 
accordance with the mandatory 
requirements set out in Firecode – fire 
safety in the NHS Health Technical 
Memorandum (HTM) 05-01: Managing 
healthcare fire safety (Department of 
Health, 2006), in so far as the 
requirements are relevant to the 
healthcare organisation, and follows the 
guidance contained therein, or equally 
effective alternative means to achieve 
the same objectives. It also considers, 
and where appropriate follows, the good 
practice guidance referred to in The NHS 
Healthy Workplaces Handbook (NHS 
Employers 2007) or equally effective 


 
Met 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


 
Policies / Procedures 
• Health & Safety Policy 
• Policy for the Control of 


Substances Hazardous to 
Health (COSHH) 


• Lone Worker Policy 
• Security Policy 
• Harassment Policy 
• Legionella Policy 
• Pest Control Policy 
• Prevention and 


Management of Violence, 
Abuse and Harassment 
In the Workplace Policy & 
Procedure 


• Raising Concerns at 
Work Policy 


• Patient Identification 
Policy and Procedures 


• All new building schemes 
designed and built to 
latest HTM/Building notes 


• Visiting Hour Policy 
 
Staffing 
• Trust Risk Manager job 


description 


 
C20a Safety and 
Security 


 
Director of 
Workforce and 
Organisational 
Development 
 
Trust Risk 
Manager 
 
Acting Finance 
Director 
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 Standard and Element 
 


 
Compliance 


 
Documentary Evidence 


 
Location 


 
Lead (s) 


 
Comments 


alternative means to achieve the same 
objectives.  
 
Element two  
The healthcare organisation provides a 
secure environment which protects 
patients/service users, staff, visitors and 
their property, and the physical assets of 
the organisation, including in accordance 
with Secretary of State directions on 
measures to tackle violence against staff 
and professionals who work in or provide 
services to the NHS (Department of 
Health 2003, as amended 2006) and 
Secretary of State directions on NHS 
security management measures 
(Department of Health 2004, as 
amended 2006).  


 
 
 
Met 


• Directorate Health and 
Safety Leads 


• Job descriptions of 
various levels 


• Security Service provided 
by Q-Park 


• Porters job description 
• Local Security 


Management Specialist 
role 


 
Reports / Meetings 
• Directorate Health and 


Safety Meeting minutes 
• Health and Safety 


Committee minutes 
• ORAG minutes 
• West Midlands Health 


and Safety Network 
minutes 


• Infection Control Minutes 
• Matrons reports 
• Sharps Audit Report 
 
Risk Assessments / 
Actions 
• Electrical Portable 


Appliance testing 
• Fire Risk Assessment 
• Annual statement of fire 


code compliance 
• Directorate Risk 


Assessments 
• Lifts, Patient Hoists and 


Slings Inspection 
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 Standard and Element 
 


 
Compliance 


 
Documentary Evidence 


 
Location 


 
Lead (s) 


 
Comments 


  • Kitchen Inspections 
• Bed Audit – 75 new beds 
• Chairs replaced in 


Delivery Suite 
• Upgraded CCTV 
• Baby Tagging System 
• Panic Buttons Installed 
• Personal attack alarms 


for community workers 
 


  


C20b Healthcare services are provided in environments which promote effective care and optimise health outcomes by being supportive of patient privacy 
and confidentiality.  
 
Element one  
The healthcare organisation provides 
services in environments that are 
supportive of patient privacy and 
confidentiality, including the provision of 
single sex facilities and accommodation, 
access to private areas for religious and 
spiritual needs and for confidential 
consultations. This should happen at all 
stages of care and during transfers.  
 
Element two  
Healthcare organisations have systems 
in place to ensure that preventive and 
corrective actions are taken in situations 
where there are risks and/or issues with 
patient privacy and/or confidentiality.  
 


 
Met 
 
 
 
 
 
 
 
 
 
 
Met 


 
Policies and Procedures 
• Confidentiality Code of 


Conduct 
• Information Security 


Policies 
• Maternity Service Guide 


for Patients 
 
Audit / Surveys 
• Healthcare Commission 


Inpatient Survey and 
Action Plan 


• Maternity Services 
Survey 


• Essence of Care Audit 
• Excellent PEAT 


inspection, which covers 
privacy and dignity issues 


 
Facilities 
• Multi-faith / Chaplaincy 


Service, including chapel 


 
C20b Privacy 


 
Director of 
Midwifery, 
Nursing and 
Operations 
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 Standard and Element 
 


 
Compliance 


 
Documentary Evidence 


 
Location 


 
Lead (s) 


 
Comments 


and prayer room 
• Spiritual and Pastoral 


Care Advisory Group 
• Bereavement Service 
• Side Rooms 
• Quiet rooms in NNU and 


Birth Centre 
• Curtains or Screens 


around doors and beds 
 


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.  
 
Element one  
The healthcare organisation has systems 
in place and has taken steps to ensure 
that care is provided in well designed and 
well maintained environments, including 
in accordance with all relevant legislative 
requirements referred to in Health 
Building Notes (HBN) and Health 
Technical Memoranda (HTM), and by 
following the guidance contained therein, 
or equally effective alternative means to 
achieve the outcomes of the HBNs / 
HTMs. The healthcare organisation 
should also act in accordance with the 
Disability Discrimination Act 1995, the 
Disability Discrimination Act 2005; and 
have regard to The duty to promote 
disability equality: Statutory Code of 
practice (Disability Rights Commission, 
2005).  
 
Element two  
Care is provided in clean environments, 


 
Met 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
N/A  


 
Policies / Procedures 
• Clean Environment Policy 
• Uniform and Work Wear 


Policy 
• Policy for the Involvement 


of the Infection Control 
Team in Engineering or 
Building Services 


 
Reports / Meetings 
• PEAT Inspection Report 
• Infection Control 


Taskforce Minutes 
• Healthcare Commission 


Infection Control 
Inspection Report 


• CIG meeting minutes 
• Matrons Reports 
• Laundry Quarterly 


Contract Review Meeting 
 
Audit / Monitoring 


 
C21 Cleanliness 
 
 


 
Director of 
Midwifery, 
Nursing and 
Operations 


 
Element 2 is not assessed 
through Standards for 
Better Health in 2009/10.   
 
The Trust was 
unconditionally registered 
with the Care Quality 
Commission in April 2009. 
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 Standard and Element 
 


 
Compliance 


 
Documentary Evidence 


 
Location 


 
Lead (s) 


 
Comments 


in accordance with the relevant 
requirements of duty four of The Health 
Act 2006 Code of Practice for the 
Prevention and Control of Health Care 
Associated Infections (Department of 
Health, revised 2008).  


 • Environment Audit 
• Standard Precautions 


Audit 
• Cleaning rotas 
• Environment Walkabouts 
• Mattress Audit  
• Room Cleaning Schedule 


for Delivery Suite  
• Delivery Suite Equipment 


Monitoring tool 
• Domestic Department 


Work Schedules for the 
Neonatal Unit 


• Ward 8 Environment 
Inspection 


• Ward Kitchen Audit 
Report 


 
Staffing 
• Infection Control Link 


Practitioners 
• Housekeeper SLA 
 
Communication / Training  
• Infection Control posters 


and newsletter 
• Attendance at Infection 


Control training 
• Standard Precautions 


Poster 
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7.  Public Health Domain  
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.  
 


 
  
 Standard and Element 
 


 
Compliance 


 
Documentary Evidence 


 
Location 


 
Lead (s) 


 
Comments 


C22a&c Healthcare organisations promote, protect and demonstrably improve the health of the community served, and narrow health inequalities by: co-
operating with each other and with local authorities and other organisations; and making an appropriate and effective contribution to local partnership 
arrangements including Local Strategic Partnerships and Crime and Disorder Reduction Partnerships.  
 
Element one  
The healthcare organisation actively 
works with other healthcare 
organisations, local government and 
other local partners to promote, protect 
and demonstrably improve the health of 
the community served and narrow health 
inequalities, such as by working to 
improve care pathways for patients / 
service users across the health 
community and between the health, 
social care and the criminal justice 
system, and/or participating in the JSNA 
and health equity audits to identify 
population health needs. 
  
Element two  
The healthcare organisation contributes 
appropriately and effectively to nationally 
recognised and/or statutory partnerships, 
such as the Local Strategic Partnership, 
children’s partnership arrangements and, 
where appropriate, the Crime and 
Disorder Reduction Partnership.  
 
Element three  
The healthcare organisation monitors 


 
Met 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Met 
 
 
 
 
 
 
 
 
Met 


 
Policies and Duties 
• Pan Birmingham 


Maternity Service 
Specification 


• Various Midwifery Job 
Descriptions including 
Specialist Midwives for 
Teenage Pregnancy and 
Substance Misuse  


 
Reports / Meetings 
• Women’s Council 


minutes 
• Local Implementation 


Group meeting minutes 
• Maternity NSF Action 


Plan  
• South Birmingham PCT 


Contract Monitoring 
meetings 


• Clinical Interface Group 
• Urogynaecology 


Community Clinic 
Meetings 


• CQUINs 
• CGC minutes and papers 


 
C22ac Co-
operation and 
Partnership 
Working 


 
Director of 
Midwifery, 
Nursing and 
Operations 
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 Standard and Element 
 


 
Compliance 


 
Documentary Evidence 


 
Location 


 
Lead (s) 


 
Comments 


and reviews their contribution to public 
health partnership arrangements and 
takes action as required.  


 • Minutes of Neonatal 
Services Project Board 
Meeting held at 
Birmingham Children’s 
Trust 


• Implementation of 
Neonatal Surgical Service 
Specification 


• Links with South 
Birmingham PCT on 
Integrated Care 
Pathways 


• CDRP involvement – 
Safeguarding team 


• Parent Education with 
children centres – family 
nurse partnership 
programme  


• Joint specialist clinics – 
Genetics 


• Familial Cancer Pathway 
 


   


C22b Healthcare organisations promote, protect and demonstrably improve the health of the community served, and narrow health inequalities by ensuring 
that the local Director of Public Health’s Annual Report informs their policies and practices.  
 
Element one  
The healthcare organisation’s policies 
and practice to improve health and 
narrow health inequalities are informed 
by the local director of public health’s 
(DPH) annual public health report.  


 
Met 


 
Reports 
• South Birmingham PCT 


Director of Public Health 
Annual Report 2008 


• South Birmingham PCT 
Annual Public Health 
Report 2007 


• South Birmingham PCT 
Annual Public Health 
Report 2005/2006 


 
C22b Director of 
Public Health 
Annual Report 


 
Director of 
Midwifery, 
Nursing and 
Operations 
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 Standard and Element 
 


 
Compliance 


 
Documentary Evidence 


 
Location 


 
Lead (s) 


 
Comments 


• Trust Clinical Service 
Strategy 


• Local Implementation 
Group (LIG) terms of 
reference and minutes 


• West Midlands Public 
Health Observatory 6 
monthly Report 


 
C23 Healthcare organisations have systematic and managed disease prevention and health promotion programmes which meet the requirements of the 
National Service Frameworks and national plans with particular regard to reducing obesity through action on nutrition and exercise, smoking, substance 
misuse and sexually transmitted infections.  
 
Element one  
The healthcare organisation collects, 
analyses and shares data about its 
patients/service users and services, 
including where relevant data on 
ethnicity, gender, age, disability and 
socio-economic factors, including with its 
commissioners, to influence health needs 
assessments and strategic planning to 
improve the health of the community 
served.  
 
Element two  
Patients/service users are provided with 
evidence-based care and advice along 
their care pathway in relation to public 
health priority areas, including through 
referral to specialist advice/services.  
 
Element three  
The healthcare organisation implements 
policies and practices to improve the 
health and wellbeing of its workforce. 


 
Met 
 
 
 
 
 
 
 
 
 
 
 
Met 
 
 
 
 
 
 
Met 


 
Policies and Duties 
• Maternity Services 


Obesity Strategy  
• Maternity guidelines, 


including Raised Body 
Mass Index, Teenage 
Pregnancy, Mental Health 


• HR policies, e.g. Flexible 
working, Stress, 
Attendance Management, 
Dignity and Respect in 
the Workplace 


• Various Midwifery Job 
Descriptions including 
Specialist midwives for 
Teenage Pregnancy, 
Substance Misuse, 
Domestic Violence and 
Infant Feeding. 


• Healthy Start Scheme 
 
Meetings / Reports 
• Local Implementation 


 
C23 Health 
Promotion 


 
Director of 
Midwifery, 
Nursing and 
Operations  
 
Director of 
Workforce and 
Organisational 
Development 
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 Standard and Element 
 


 
Compliance 


 
Documentary Evidence 


 
Location 


 
Lead (s) 


 
Comments 


 Group (LIG) terms of 
reference and minutes 


• List / Reports of 
Community Visits 


• Monthly metrics to PCT, 
including smoking 
cessation and breast 
feeding data 


• QQI Reports 
• Perinatal Institute reports 
• CEMACH reports 
• Pan-Birmingham groups 


for Smoking and Mental 
Health 


• CGC/ORAG minutes  
• NICE guidance 
• Clinical Audits 
• Baby Friendly Initiative 


Assessment 
 
Communication  
• Staff newsletters, e.g. 


Smoking Cessation, 
Infant Feeding Team 


• Weight leaflet 
• Emails promoting health 


awareness 
• Staff health improvement 


activity for smoking 
cessation, nutrition, 
physiotherapy, 
counselling, managing 
stress, aromatherapy, 
chiropody and massage. 
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 Standard and Element 
 


 
Compliance 


 
Documentary Evidence 


 
Location 


 
Lead (s) 


 
Comments 


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.  
 
Element one  
The healthcare organisation protects the 
public by having 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 Guidance 2005, and associated 
supplements (Department of Health, 
2005, 2007), NHS Resilience and 
Business Continuity Management 
Guidance: Interim Strategic National 
Guidance for NHS Organisations 
(Department of Health, 2008) and 
Pandemic Influenza: A National 
Framework for Responding to an 
Influenza Pandemic (Department of 
Health November 2007).  
 
Element two  
The healthcare organisation protects the 
public by working 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 associated annexes 
(Department of Health 2005, 2007) and 
Pandemic Influenza: A National 


 
Met 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Met 


 
Policies / Procedures 
• Major Incident Plan 
• Business Continuity 


Plans 
• West Midlands Region 


Statistical and Technical 
Advise Cell Plan 


• Emergency Response 
and Management 
Arrangements (ERMA) 
Region-wide Concept of 
Operations (CONOPS) 


• ERMA 2 Emergency 
Operation Centre (EOC) 
Activation Plan for Triplex 
House 


• DoH Interim Evacuation 
Guidance 


• NHS Fire Incidents 
Report 


• Heatwave Plan 
 
Reports / Meetings 
• Emergency Planning 


group terms of reference 
• Local Health Resilience 


Forum contact details 
• Clinical Governance 


Committee minutes  
 
Communication 
• Global emails and/or 


 
C24 Emergency 
Planning 


 
Lead Clinician 
for Clinical Risk 
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 Standard and Element 
 


 
Compliance 


 
Documentary Evidence 


 
Location 


 
Lead (s) 


 
Comments 


Framework for Responding to an 
Influenza Pandemic (Department of 
Health November 2007).  
 


 leaflets about Swine Flu, 
Pandemic Flu 
Immunisations, Heatwave 
Plan, Flood Warning and 
Chemical Incident in the 
Bullring 


   


 
 


 
 








ENCLOSURE 6 
 


 
 
 
 
SUBJECT :  
 


Infection Control Q2 Report 


REPORT BY :  
 


Jane Owen 


AUTHOR :  
 


Jim Gray 


 
CONTEXT AND BACKGROUND FOR REPORT 
This report was discussed at the October infection control and clinical 
governance committee. 
 
 
 
 
KEY ISSUES FOR THE BOARD’S CONSIDERATION AND DECISION  
 
Infection surveillance & audit  
 
Newly detected cases of colonisation or infection with MRSA Apr-Jun 2009 
In total, 10 cases have been identified as a result of routine screening 
 
Mandatory MRSA & VRE bacteraemia surveillance since 1 April 2008 


 No cases. 
 
Mandatory Clostridium difficile surveillance since 1 April 2008 


 No cases. 
 
 
Infection Control Audits 
 
Results of Q2 audits have shown: 
Key points: 
 


 Hand hygiene performance is in general improving, but remains 
below the trust-wide 95% target in most areas. Assurance was 
given that further actions have been put in place to address this. 


 
 There is a lack of assurance of the cleanliness of medical 


equipment in some areas 
 


 There remains a lack of assurance that all mattresses in use remain 







ENCLOSURE 6 
 


fit for purpose. This is a problem that is not unique to this Trust, and 
has been highlighted in a recent communication from the Care 
Quality Commission. The Trust has around 20 new spare 
mattresses in stock: Matrons now know how to obtain these 
replacement mattresses as soon as an existing mattress that 
requires replacement is identified. 


High impact interventions 
 
These continue to be rolled out across all relevant areas. Each Directorate 
has undertaken an audit of at least one HII in the last quarter. Further work is 
required to embed good practice, and to ensure that results are 
communicated to all relevant staff. 
 
 
 
 
RECOMMENDATIONS  
To note the content of the report and progress against audits. 
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Birmingham Women’s NHS Foundation Trust 
INFECTION CONTROL REPORT TO THE CLINICAL 


GOVERNANCE COMMITTEE 
2009/10 Quarter 2 


 
Infection Control Committee 
 
Date of meeting since last report: 22 October 2009  
 
 
Infection surveillance & audit  
 
Newly detected cases of colonisation or infection with MRSA Apr-Jun 2009 


 Gynaecology: 5 (all detected at pre-op screening and considered to have been 
acquired elsewhere). 


 Obstetrics: 4 (3 detected by screening and considered to have been acquired 
elsewhere; 1 detected in Caesarean section wound swab – patient not screened 
pre-op) 


 Neonates (non-NNU): 1 (acquired from mother) 
 
Mandatory MRSA & VRE bacteraemia surveillance since 1 April 2008 


 No cases. 
 
Mandatory Clostridium difficile surveillance since 1 April 2008 


 No cases. 
 
 
Infection Control Audits 
 
Audits undertaken during the first quarter were reported at the Infection Control 
Committee meeting in October. 
 
Key points: 
 


 Hand hygiene performance is in general improving, but remains below the 
trust-wide 95% target in most areas. Assurance was given that further actions 
have been put in place to address this. 


 
 There is a lack of assurance of the cleanliness of medical equipment in some 


areas: Matrons will remind Ward Managers and Shift Leaders of their 
responsibilities to ensure that equipment is clean on an ongoing basis. 


 
 There remains a lack of assurance that all mattresses in use remain fit for 


purpose. This is a problem that is not unique to this Trust, and has been 
highlighted in a recent communication from the Care Quality Commission. 
The Trust has around 20 new spare mattresses in stock: Matrons now know 
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how to obtain these replacement mattresses as soon as an existing mattress 
that requires replacement is identified. 


 
 Other audits showed generally good performance: the committee was assured 


that appropriate actions had been taken where required. 
 
 
High impact interventions 
 
These continue to be rolled out across all relevant areas. Each Directorate has undertaken 
an audit of at least one HII in the last quarter. Further work is required to embed good 
practice, and to ensure that results are communicated to all relevant staff. 
 
 
Infection Control Policies 
 
Three policies were approved by the Infection Control Committee, and are presented for 
approval by CGC. 
 
Title Status Description 
Policy for the Management of 
Outbreaks of Infection in the 
Hospital  


Review of 
existing policy 


Revised into new Trust format. No further changes 


Policy for the Production, Review 
& Audit of Infection Control 
Policies 


Review of 
existing policy 


Minor changes to ensure compliance with Hygiene 
Code 
Revised into new Trust format. 


Cleaning Policy New policy Describes responsibilities & arrangements for  all 
aspects of cleaning in clinical areas, with reference 
to the requirements of the Hygiene Code 


  








ENCLOSURE 7 
 


 
 
 
 
SUBJECT :  
 


Matron’s reports Q2 2009- 


REPORT BY :  
 


Jane Owen  DIPC 


AUTHOR :  
 


Michelle Emery, Gael Peters, Jacky Cotton, Jenny Henry, 
Justine Jeffrey Charlotte King 


 
CONTEXT AND BACKGROUND FOR REPORT 
 
These reports provide information on issues affecting infection prevention and 
control, across the directorates. They have been presented and discussed in 
full at the October Infection Control Committee. 
 
 
 
 
KEY ISSUES FOR THE BOARD OF DIRECTORS’ CONSIDERATION AND 
DECISION  


 Hand hygiene compliance remains below the 95% target in some staff 
groups 


 Further work is underway to improve compliance with high impact 
interventions 


 Systems for ensuring cleaning of medical equipment are under review 
 
 
 
RECOMMENDATIONS  
 
To discuss and note the content of these reports 
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DIRECTORATE REPORT TO THE INFECTION PREVENTION & 
CONTROL COMMITTEE,  


 
Quarterly period July-September 2009 
Directorate Clinical Support 
Matron Gael Peters 
 
1. Infection Control Surveillance 
 
N/A 
 
2. Audit Data 
 
Hand Hygiene Audits 
 
Ward/Dept July 


% 
Aug 
% 


Sept 
% 


Comments/ Actions Taken 


Theatres & 
Recovery 


85 
 


Not 
audited 


86.7 Rolling programme for hand hygiene 
established for theatre staff which includes 
any learners in the area. 
No audit in August Maintenance and 
reduced theatre activity. 


Overall Summary 
A marked improvement on the last quarter although we still have issues with 
sleeves and Jewellery. 
Reinforce policy and ensure all staff participates in training. 
Gel at point of care has had a positive impact in the recovery area. 
All areas of the directorate are looking at introducing the hand hygiene audits 
this quarter Radiology have conducted their first audit (as below) 
 
 
 
 
Other Audit Activity (this quarter) 
 
Name of Audit:      Hand Hygiene 
Ward Date Score Actions Taken 
Radiol
ogy 


Sept 09 83%  
Smaller numbers of staff to clinical areas (6 staff 
used for audit) Matron to discuss with I/C head 
minimum requirements 


    
 


 
Other Audit Activity (this quarter) 
 
Name of Audit:       
Ward Date Score Action 
Clinic Sept  CPA audit tool for environment all requirements 
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al 
Chemi
stry 


met 
 


    
 


 
AUDIT UPDATE (last quarter) 
 
Outstanding Action  
  
  
  
  
  
 
3. Patient Environment & Cleanliness 
 
Report of environmental cleanliness – patient environment 
 
Hotel services cleaning regime has commenced in Obstetric Theatres. 
The area is benefiting from having a dedicated team who are responsible for the 
cleaning standards.  Positive comments have been received as the appearance of 
this area has greatly improved. 
 
 
 
Cleanliness of medical/patient equipment 
Ward /Dept Date 


 
Audit 
Score 


Summary/Actions Taken 


 
Andrology 


Sept  Action plan to be drawn up following 
scoring  


Cytology Sept  As above 
Medical 
Physics 


Sept  As above  


    
    
 
 
Condition of the Environment 
Ward/Dept Audit 


Score 
Issues  Reported 


To 
Date 
Reported 


Progress 


Recovery 
area 


 Handwashing 
sinks. 


G Peters Aug 09 Action plan 
to be 
drawn up 
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4. High Impact Interventions 
 
Audits not yet undertaken in operating theatres. 
 
 
 
5. Response to recent national guidance 
 
The introduction of the WHO surgical safety checklist within the operating 
theatres ensures compliance with the care bundle for surgical site infection. (See 
attached copy of checklist). 
This was introduced in September and is currently in use for all elective theatre 
procedures. 
Work in is progress to further develop the checklist to meet the requirements of 
the Trust and discussions are underway to introduce for emergency surgery. 
 
The Theatre users committee have agreed to make (medical device) consumable 
items a regular agenda item in order for us to ensure that we purchase fit for 
purpose and value for money. 
 
 
 
 
6. Progress against key objectives in the Annual Programme 
 
All areas of Clinical Support have introduced the environmental audits and are 
looking at how the hand hygiene audits can be adapted. Progress is good in all 
areas. 
 
7. MRSA Screening Compliance 
 
N/A 
 
8. Antibiotic Use 
 
In conjunction with the surgical site infection care bundle (see WHO checklist) 
 
9. Untoward Incidents 
 
None 
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DIRECTORATE REPORT TO THE INFECTION PREVENTION & 
CONTROL COMMITTEE,  


 
Quarterly period July-September 2009 
Directorate Gynaecology 
Matron Jacky Cotton 
 
1. Infection Control Surveillance 
 


1.1 Newly detected cases of colonisation or infection with MRSA  
o Five cases (all detected at pre-op screening and deemed to have been 


acquired elsewhere). 
 


1.2 Mandatory MRSA & VRE bacteraemia surveillance 
o No cases 


 
1.3 Mandatory Clostridium difficile surveillance  


o No cases 
 
2. Audit Data 
 
Hand Hygiene Audits 
 
Ward/Dept July 


% 
Aug 
% 


Sept 
% 


Comments/ Actions Taken 


Ward 7 
 


65 85 50 Poor compliance varies amongst staff 
groups particularly medical and portering 
staff .  


Ward 8 
 


85 100 90  


Overall Summary 
More work required on Ward 7 to meet standard.  
Actions planned: 


• Ward manager to raise at Staff meeting 
• Head of Nursing/Clinical Director to raise at consultant meeting 
• Head of Nursing to raise with Head of Facilities  


 
 
Other Audit Activity (this quarter) 
 
Name of Audit:      Ward Kitchen 
Ward Date Score Action 
Wd 7 18.08.09 96% Floor area between dishwasher and lower cupboards – 


dust & debris evident 
House Keeping staff aware of issue. 
Weekly cleaning undertaken and problems reported to 
Housekeeping supervisors 


Wd 8 18.08.09 96% No evidence of daily checking of temperature of 







 2


fridge. Checklists provided and ward manager to 
ensure housekeepers undertake task on daily basis. 


 
 
Other Audit Activity (this quarter) 
 
Name of Audit:      Isolation 
Ward Date Score Action 
Wd 7 Aug/Sept  100%  


 
Wd 8 N/A N/A No patients nursed in isolation during audit time frame 


 
 
 
3. Patient Environment & Cleanliness 
 
Report of environmental cleanliness – patient environment 
 
Generally very high standard on both wards but final decisions to be made about 
which system to implement to identify bed spaces and equipment has been cleaned. 
Systems trialled on both wards. 
 
 
Cleanliness of medical/patient equipment 
Ward /Dept Date 


 
Audit 
Result 


Summary/Actions Taken 


Ward 7 30.6.09 97.3% System required for identifying cleanliness of 
bed space and equipment 


Ward 7 4.8.09 97.3% Systems for identifying cleanliness of bed space 
and equipment under trial.  
 


Ward 7 3.9.09 100% Systems for identifying cleanliness of bed space 
and equipment continue under trial.  
 


Ward 8 1.7.09 97% Exploring robust system for identifying 
cleanliness of bed space and equipment 


Ward 8 6.8.09 100% Systems for identifying cleanliness of bed space 
and IVI stands under trial.  
 


Ward 8 30.9.09 92% Workstation keyboards and medical records 
trolley dusty at time of inspection. Area 
cleaned and staff reminded of need to clean 
regularly. 


 
Condition of the Environment 
Ward/Dept Audit 


Score 
Issues  Reported 


To 
Date 
Reported 


Progress 


Ward 7 98% Sharps container 
left in lift bay 
Some gel 
dispensers without 


Ward staff 30.9.09 Ward 
manager 
following 
up with 
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drip trays relevant 
staff 


Ward 8  Not available – to 
be undertaken Oct 
& Dec 09 


   


 
 
4. High Impact Interventions 


 PVC Results available for audits undertaken on Ward 8 for 3 months 
and Ward 7 for 2 months. Further work required to meet 100% 
compliance. Results still required from EPAU. 


 Urinary Catheter assessing areas to be included in audit 
 
 
5. Response to recent national guidance 
 
Planning being undertaken to implement MRSA screening for all patients. 
 
 
6. Progress against key objectives in the Annual Programme 
 
Further work required by Head of Nursing to implement full range of relevant audits 
in outpatient areas 
 
7. MRSA Screening Compliance 
 
All patient seen in preoperative assessment screened during assessment procedure. 
Snapshot audit being undertaken to ensure other elective admissions who do not 
access preoperative assessment eg patients admitted for operative hysteroscopy in 
One stop clinic are also screened.  
 
 
8. Antibiotic Use 
 
Revised formulary agreed for use in gynaecology directorate. 
Monitoring of patients who are inpatients for longer than 6 days continues on weekly 
basis. 
 
9. Untoward Incidents 
 
None reported 
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DIRECTORATE REPORT TO THE INFECTION PREVENTION & 


CONTROL COMMITTEE,  
 


Quarterly period July - September 2009 
Directorate Maternity 
Matron Jenny Henry 
 
1. Infection Control Surveillance 
 


1.1 Newly detected cases of colonisation or infection with MRSA  
o Four cases (3 detected at pre-admission screening, 1 postnatal all deemed 


to have been acquired elsewhere,). 
 


1.2 Mandatory MRSA & VRE bacteraemia surveillance 
o No cases 


 
1.3 Mandatory Clostridium difficile surveillance  


o No cases 
 


2. Audit Data 
 


Hand Hygiene Audits 
 
Ward/Dept July 


% 
Aug 
% 


Sept 
% 


Comments/ Actions Taken 


Ward 1 
 


 80 95  


Ward 3 
 


94 88 82 Improved technique for surveillance has 
reduced figures. 


Ward 4 
 


80 92 76 Improved technique for surveillance has 
reduced figures.  


Delivery 
Suite (DS) 


65 70 75  


Overall Summary 
The compliance for DS is continuing to improve however it has been identified that 
post procedure hand washing by the medical staff is reducing the overall score. It is 
planned that a ‘raising awareness’ campaign will take place during infection control 
week wc 19th October. Medical staff will be targeted at handover and information 
provided. 
 
Ward 3 & 4 have identified that their previous figures were not accurate as there audit 
had been completed incorrectly. The process is now in place and September’s figures 
are an accurate bench mark for the areas.  
 
Ward 1 is now compliant and have been acknowledged for their achievement. 
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Other Audit Activity (this quarter) 
 
Name of Audit:      Ward Kitchen 
Ward Date Score Actions Taken 
DS 18.08.09 88% Hand cream ordered. Ward made aware to send 


portable gel for beds in recovery 
Wd 1 18.08.09 96% Reminded the staff re labelling of food. New notice 


on fridge. 
Wd 3 18.08.09 96% Unlabelled food in fridge. Notice placed on fridge. 


Ward manager to do regular spot checks and feed 
back to staff. 


Wd 4 18.08.09 93% Fruit bowl noted and must be kept in kitchen. 
BC 18.08.09 81% Staff reminded re labelling of food. Microwave has 


been cleaned, new bread bin ordered and 
disposable paper now available.  
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Other Audit Activity (this quarter) 
 
Name of Audit:      Isolation Audit 
Ward Date Score Action 
DS N/A N/A  


 
Wd 1 Aug/Sept 85%  


 
Wd 3 Aug/Sept 95%  


 
Wd 4 
 


N/A N/A No patients nursed in isolation during audit time frame 
 


 
AUDIT UPDATE (last quarter) 
 
Outstanding Action  
  
  
  
  
  
 
3. Patient Environment & Cleanliness 
 
Report of environmental cleanliness – patient environment 
 
 
 
 
 
 
Cleanliness of medical/patient equipment 
Ward /Dept Date 


 
Audit 
Score 


Summary/Actions Taken 


DS 3/9/09 72% Some items of medical equipment noted to 
be clean but not dust free. Low and high 
surfaces require dusting e.g. resuscitaire 
and drip stands. Catheter stands not used 
appropriately. New stands ordered as in 
poor state. 


Ward 4 Not 
submitted 


  


Ward 3 Not 
submitted 


  


Ward 1 August 100% Nothing to report 
Ward 1 September 100% Nothing to report 
 
 
Condition of the Environment 
Ward/Dept Audit 


Score 
Issues  Reported 


To 
Date 
Reported 


Progress 







 4


DS 76% Dusty blinds, 
floors, air vents 
and high surfaces 
noted to be dusty. 
Housekeeping 
informed. 
 


Housekeeping  Completed 


DAU 93% Drip trays for gel. 
Office to be 
vacuumed 


Housekeeping  Completed 


Ward 1 99% Dusty hoist Staff to 
clean 


 Completed 


Ward 3  Not submitted    
Ward 4  Not submitted    
      
4. High Impact Interventions 
 


 PVC 
 CVC 
 Urinary Catheter Care 


 
5. Response to recent national guidance 
 
In collaboration with the support services directorate the WHO surgical safety 
checklist has been implemented for elective LSCS women that incorporates the 
surgical site infection care bundle. 
 
 
6. Progress against key objectives in the Annual Programme 
 
Notice boards are now displaying quarterly hand hygiene figures on delivery suite and 
ward 1. Support arranged for the post natal floor to meet this target 
 
 
 
7. MRSA Screening Compliance 
 
The compliance has been identified as 53%. Awareness has been raised at team 
meetings and a mandatory field added to the maternity information system to ensure 
accurate data is collected for compliance. 
 
It has been noted that swabbing is not taking place in the community, triage and pre 
operative clinic. Managers aware and targeting these areas. 
 
 
 
8. Antibiotic Use 
 
Nothing to report 
 
9. Untoward Incidents 
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None this quarter 
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NEONATAL DIRECTORATE REPORT 
TO  


THE INFECTION PREVENTION & CONTROL COMMITTEE 
 


Quarterly period July- September 2009 
Directorate Neonatal 
Matron Michele Emery/Charlotte King 
 
1. Infection Control Surveillance 
 


1.1 Newly detected cases of colonisation or infection with MRSA  
            No cases to report 


 
1.2 Mandatory MRSA & VRE bacteraemia surveillance 


                     No cases to report 
 


1.3 Mandatory Clostridium difficile surveillance  
                     No cases to report 
 
2. Audit Data 
 
Hand Hygiene Audits-2009 
 
Ward/Dept July 


% 
August 


% 
September


% 
Comments/ Actions 
Taken 


NNU 1.  95% 1.  95% 1.  85%  
NNU 2.  100% 2.  90% 2.  90%  
NNU 3.  100%  3.  90%  


     
TC 100% None 100%  


Overall Summary 
The results from TC continue to be good and staff should be commended. 
Results of NNU showed a marked improvement in July and August however there are 
disappointing results from mid August onwards. 
Action: 


• Continue increased surveillance. 
• All staff to be encouraged to challenge colleagues regarding non compliance 
• To raise results at team meeting 
• To encourage shift leaders to be vigilant  
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Other Audit Activity (this quarter) 
 
Name of Audit: Isolation   
Ward Date Score Action 
NNU Sept 94% • Feed back results to all staff. 


• Ensure PPE is readily available outside the 
isolation rooms. 


• Ensure unnecessary equipment is not stored in 
Isolation Rooms. 


 
TC Sept 87% Feedback results to all staff. As above. 
Other Audit Activity (this quarter) 
 
Name of Audit:    Sharps Audit   
Ward Date Score Action 
NNU July 91% Ensure all Sharps bins are signed and dated. 


Ensure all staff are aware of the inoculation policy 
 
AUDIT UPDATE (last quarter) 
 
Outstanding Action  
Increased surveillance 
regarding hand hygiene 


NNU not achieving consistent scores above the 95% 
standard 


 
3. Patient Environment & Cleanliness 
 
Report of environmental cleanliness – patient environment 
 
NNU: Very poor results from the audit all below the standard required. 
Three extra Health Care Assistants have been recruited for the NNU to aid damp 
dusting, equipment cleaning and general tidiness and cleanliness. An improvement in 
Quarter 3 audits is expected. 
 
TC- very good compliance according to the results. However, disappointing to see 
from the form that several areas in the audit not completed. CK to discuss this element 
with Transitional Care. 
 
Cleanliness of medical/patient equipment 
Ward /Dept Date 


 
Audit 
Result 


Summary/Actions Taken 


NNU July 65% General cleanliness and tidiness to be 
improved. Damp dusting not completed on a 
daily basis 


NNU Aug 73% General cleanliness to be improved and not 
damp dusting on a daily basis 


NNU Sept 81% As above 
TC July 98% Cluttered bed spaces which makes it difficult 


to clean 
TC August 74% Cleaning records not completed 
TC Sept 100% Nothing to action 
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Condition of the Environment 
Ward/Dept Audit 


Score 
Issues  Reported 


To 
Date 
Reported 


Progress 


NNU 88% Trolleys require 
more frequent 
cleaning & damp 
dusting. Excess 
equipment needs to 
be removed 


Matron - 
CK 


JULY To be 
addressed by 
Health Care 
Assistants 


NNU 83% General cleanliness 
and not damp 
dusting on a daily 
basis 


Matron - 
CK 


AUG To be 
addressed by 
Health Care 
Assistants 


NNU 81% 1.Damaged chairs 
2. Dusty cots and 
incubators 
3. High dusting 
required 
4.Dusty radiators 


Matron - 
CK 


SEPT 1.Removed 
from 
circulation 
3. 
Housekeepers 
contacted re 
cleaning 
4.Estates 
contacted re 
monthly 
cleaning of 
radiators 


TC 98%  Matron - 
CK 


JULY  


TC  No report  AUG  
TC 97% No planned 


programme for 
curtains or drip 
trays on hand gel 
dispensers 


 SEPT Planned 
programme 
for curtains 
and drip trays 
to be 
implemented. 
 


 
 
 
4. High Impact Interventions 
 
HII Score Issues Identified  Action Taken 
No. 1 CVC  See report below  
No. 2 PVC    
    
Overall Summary 
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Neonatal Unit 


High Impact Interventions 
Central Venous Catheters (CVC) and Peripheral Venous Catheters 


(PVC) 
 
Results have been collated by the Infection Control Lead with assistance from 
colleagues on NNU. Cards have been implemented for recording of observations. 8 
cards have been circulated but only 2 returned. These cards are to be re-circulated and 
emphasis made on the importance of feedback to aid compliance with HIIs. 
 
Central Venous Catheter Care Bundles No 1 & 1b 


 
Procedure Set 1 Set 2 Set3 Set 4 Set 5 
Catheter type 100% 100% 100% 100% 100% 


Insertion site 100% 100% 100% 100% 100% 
Skin prep 100% 100% 100% 100% 100% 
PPE 100% 100% 100% 100% 100% 
Hand hygiene 100% 0% 100% 100% 100% 
Aseptic technique 100% 100% 100% 100% 100% 
Dressing 100% 100% 100% 100% 100% 
Safe disposal of 
sharps 


100% 0% 100% 100% 100% 


Documentation 100% 86% 100% 100% 100% 
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Insertion actions of central venous catheter: Performing all elements?


 
 


 
Peripheral Venous Catheter Care Bundles 1 & 1b 
 
Results have been collated by the Infection Control Lead with assistance from 
colleagues on NNU. Cards have been implemented for recording of observations. 8 
cards have been circulated but only 2 returned. These cards are to be re-circulated and 
emphasis made on the importance of feedback to aid compliance with HIIs. 
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Observation Set 1 Set 2 Set 3 
Hand hygiene 100% 100% 100% 
PPE 100% 100% 100% 
Skin prep 100% 100% 100% 
Dressing 100% 100% 100% 
Documentation 100% 0% 0% 
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Overall
Overall


Insertion actions of peripheral intravenous cannula: Performing all elements?


 
Overall Comments 
 
The continuing aim is for 100% compliance with all aspects of these care bundles. 
The Infection Control Lead, along with the Head of Nursing (Neonates) will draw up 
an action plan to improve our compliance. There has been another change in products 
due to manufacturing problem, ceased production. This problem has now been 
rectified and the intension will be to re-launch the products within the Neonatal 
Directorate for the skin decontamination processes both for peripheral and central line 
insertions. 
Documentation still remains an area of low compliance and the importance of this will 
be highlighted again to all staff groups through infection control update sessions and 
team meetings. 
Also the aim is to re-issue the cards and request assistance from all staff for 
observations on these care bundles. 


 
 
5. Response to recent national guidance 
 
None received. 
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6. Progress against key objectives in the Annual Programme 
 
All audits are up to date although ventilator care bundle and increase audits of HHIs 
need to be increased. 
 
7. MRSA Screening Compliance 
 
All babies routinely screened on admission but audit required for compliance of 
stating MRSA screen on form. 
Continue to screen all new starters including medical staff. 
 
8. Antibiotic Use 
 
Antibiotics prescribed in accordance with the Neonatal Formulary. Regular 
communication occurs with microbiology for any unusual isolates. The Consultant 
Microbiologist continues to attend Monday ward rounds. 
 
9. Untoward Incidents 
 
Several gram negative organisms have been isolated and treated in accordance with 
the NNU policy. To highlight to staff the importance of hand hygiene, environmental 
cleaning, and the use of PPE to aid a reduction in gram negatives. Also with the 
increased use of double lumen UVCs there is a requirement to ensure full compliance 
with aseptic technique for the handling and care of these lines. 
 
 
 
 
 
 
 
 
 
Charlotte King/ Michèle Emery 
October 2009 
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SUBJECT :  
 


Dashboard /Integrated Performance Report 


REPORT BY :  
 


Jane Owen/Jason Burn/ Neil Savage 


AUTHOR :  
 


Jane Owen 


 
CONTEXT AND BACKGROUND FOR REPORT 
The revised Dashboard/Integrated Performance Report provides detailed 
information relating to the activity quality targets 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 quality targets 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. An exception report will be provided giving  
further details on this matter for variances which fall outside the definition of 
normal.  The picture is completed by the end of year forecast position which 
indicates with the current actions where the position is expected to be as at 
the 31st March 2010. 
 
 
 
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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Dataset Indicator Bench mark Trigger Target
Monthly 
Actual


Position against 
target( colour). 


Trend from 
previous month 


'text'. Detailed report


Forecast 
Year End 
Position


National Benchmark
Market Trend Total inpatient and daycase waiting list size >500 500 431 Favourable change Performance 431
Awareness/ Total Gynae outpatient waiting list size >1500 1500 1760 Adverse Change Performance 1760
Strategy Total Genetics waiting list size >1400 1400 1168 No change Performance 1168


Referral Rates - Gynae 1586 <1507 and >1665 1586 1640 Favourable change Performance 1732
Referral Rates - Maternity 1894 <1799 and >1989 1894 1972 Adverse Change Performance 1874
Referral Rates - Genetics 691 <588 and >650 619 699 Favourable change Performance 691


Productivity Maternity LOS postnatal 1.93 1.93 2.04 Adverse Change Performance 2.00
& Efficiency Gynae Length of Stay (exc daycases and emergencies) 3.1 2.90 2.01 Adverse Change Performance 2.10


Daycase rate 1 - as % of all elective admissions 50% >50% 57% Favourable change Performance 57%
Gynaecology Daycase Over Stay Rate 13.86% >10% 5% 2.33% Favourable change Performance 4%
Gynae Pre operative Avg Los 0.15 0.05 Favourable change Performance 0.07
Elective Admitted patients surgery within 2 days - no of breaches 0 >0 0 0 Favourable change Performance 0
Theatre utilisation 80% <75 80% 89.0% Favourable change Performance
Gynae New to FU ratio 1.40 <1.50 1.50 Adverse Change Performance 1.45
Non Obstetric diagnostic scans >= 6 weeks 0 >0 0 0 Favourable change Performance 0.00
Occupancy Rate - Neonatal ITU 80% <76% 80% 84% Favourable Change Performance 105%


Clinical Quality Written Complaints <9 >10 9 14 No change Clinical Governance
(Monthly) Responded to within agreed timescale 95% 95% 95% 33% Adverse change Patient Experience


PALS 20 cases >25 cases 20 cases 25 Adverse change Quarterly report to CGC
Compliments 0 Adverse change Patient Experience
Experience of Patients-top 20% of in patient survey To be in the top 20% 
Annual Neonatal deaths(BWH born)-benchmark=level 3 units[per 100 3 per 1000 > 3 per 1000 7.9 Adverse change Performance
Annual Neonatal Deaths (outborn transfers to NNU) - 13 Adverse change Performance
Annual Stillbirths per 1000 live births 5.4 >7 <7.4 7.40 Advese changee
Annual Stillbirth rate excluding <500gm/congenital abnorm. 4 no change
Annual Corrected Stillbirth rate per 1000 live births-IUTs 3.9 >4 <4 3.9 no change
MRSA Bacteramia <6 cases >0 0 0.0 no change Infection control 0.0
Cdiff 0 >0 0 0.0 no change Infection control 0.0
MRSA Elective Tests 100% Infection control
MRSA Total admission tests 100% Infection control


Essence of Care Indicators Neonates Maternity Gynae Clinical Support Genetics
1  Communication not achieved In progess Audited Reaudited Sept in progress audited
2  Continence not achieved Not relevant Not audited Reaudited Sept audited Not relevant 
3  Hygiene not achieved In progess Not relevant Reaudited Sept Not relevant Not relevant 
4  Nutrition not achieved In progess Not relevant Reaudited Sept Not relevant Not relevant 
5  Pressure Ulcers not achieved Not relevant Not relevant Reaudited Sept Not relevant Not relevant 
6  Privacy & Dignity not achieved In progess Audited Reaudited Sept not audited audited
7  Record Keeping not achieved In progess Ongoing Reaudited Sept in progress audited
8  Safety not achieved In progess In progress Reaudited Sept in progress ed - assessed individually
9  Self Care not achieved Not relevant Not relevant Reaudited Sept Not relevant Not relevant 
10 Promoting Health not achieved In progess Not relevant Reaudited Sept not audited audited
11 Care Environment not achieved In progess Ongoing Reaudited Sept audited


Core Safety compliance breach No lapses no lapses no change Clinical Governance
Standards Clinical & cost effectiveness compliance breach No lapses no lapses no change Clinical Governance


Governance compliance breach No lapses no lapses no change Clinical Governance
Patient Focus compliance breach No lapses no lapses no change Clinical Governance
Accessible and responsive care compliance breach No lapses no lapses no change Clinical Governance
Care environment and amenities compliance breach No lapses no lapses no change Clinical Governance
Public Health compliance breach No lapses no lapses no change Clinical Governance


Clinical Quality Serious Untoward Incidents >6 Clinical governance
(Quarterly) PEAT Annual Inspection Results maintain excellent
Due Q3


CQUINS
User Experience in Maternity Clinics Not meeting milestone Achieving Achieving No  change Commissioning Report Achieve
Maternity Early Booking Not meeting milestone Achieving Achieving No  change Commissioning Report Achieve
Outpatient Hysteroscopy Pathway Not meeting milestone Achieving Achieving No  change Commissioning Report Achieve
Gynaecology Urgent Clinics Not meeting milestone Achieving Achieving No  change Commissioning Report Achieve


Finance Year to date I&E position plan or > off plan £347K £706K Positive Change Finance £860K
Year to date I&E normalised plan or > off plan £(138)K £(178)K Adverse change Finance N/A
In month run rate plan or > off plan £50K £266k Positive Change Finance N/A
In month run rate normalised plan or > off plan £(14)K £152K Positive Change Finance N/A
Year to date Ebitda plan or > off plan £2,883K £3,346K Positive Change Finance £5,450K
Year to date Ebitda margin plan or > off plan 5.9% 6.8% Positive Change Finance 6.4%
Year to date CIP performance plan or > off plan £1,615K £1,734K Positive Change Finance £2,613K
CIP recurrent/non-recurrent delivery plan or > off plan 70/30 49/51 Favourable change Finance 51/49


Workforce Contracted WTE 1322 >1388 <1322 1397.67 Adverse Change Head Count:1609


Agency/Bank spend as a % of directorate paybill 2.85 >2.85% <2.85% 2.41% Positive Change
Sickness Absence Rate % 4% >4% <4% 5.39% Adverse Change 2,108.65 Days Lost


Staff Turnover Rate % 14% >14.10% <14.10% 11.71% Positive Change Leavers:8 


Employee Investigations 4weeks >4 weeks <4 weeks 6 Adverse Change 2 over 4 weeks


KSF - Staff groups with Job Outlines % 85% <85% >85% 69.59% Adverse Change 1046/1503


KSF - Staff who have received PDR % 50% <50% >50% 42.85% Adverse Change 644/1503 (From ESR)


Pay as a % of Trust Income 58.69% >58.69% <58.69% 58.81% Positive Change
Staff Greviances tbc 2 1 0 No Change
Harassment and Bullying tbc 2 1 1 No Change
NHS Staff Satisfaction 70% >65% <70% 70% No Change 2008 Survey


CQC Cancer 2 week wait No lapses Outside Tolerance 93% 93% Adverse Change Performance Achieve
Targets Cancer 1 month diagnosis to treatment No lapses Outside Tolerance 96% 100% No change Performance


Cancer 2 month GP urgent referral to treatment No lapses Outside Tolerance 85% 92% Adverse Change Performance
Cancer 2 month Cervical Screening Report Received to treatment No lapses Outside Tolerance 90% 100% No change Performance
Cancer 2 month from upgrade to treatment No lapses Outside Tolerance To be Determined 100% No change Performance
Cancelled Operations on day of surgery 1 >1 <1 0 No change Performance Achieve
Cancelled Operations not admitted within 28 days No lapses Breach No lapses No lapses No change Performance Achieve
Inpatients waiting >26 weeks 0>standard Breach No lapses No lapses No change Performance Achieve
Outpatients waiting >13 weeks 0>standard Breach No lapses No lapses No change Performance Achieve
Admittied patients seen within 18 weeks >90% by Dec 08 95.3% Favourable change Performance Achieve
Non-admittied patients seen within 18 weeks >95% by Dec 08 96.7% Favourable change Performance Achieve
Data quality on ethnic group 100% <95% 100% 95.0% Favourable change Performance Achieve
Engagement in clinical audits implemented Breach Implemented Clinical Governance
Maternity HES data quality indicator (% missing data) >15% <15% 6.8% New Achieve


Vital BreastFeeding initiated 67% >60% 67% 63.00% No change Performance
Signs Smoking during pregnancy 11% 13% 11% 11% No change Performance


% of Women seen by 12 weeks 80% <78% 80% 87% No change Performance
Referral to stop smoking service: % referral to stop smoking service To be Determinded Commissioning Report


Commissioner % time slots available for 'Choose and Book' 100% <95% 100% 98.5% Adverse Change Commissioning Report Achieve
Set Percentage of SUS data altered in period 5% >10% 5% 1.3% Adverse Change Commissioning Report Achieve


Information Governance Toolkit Level 2 minimum attainment <100% 100% 97% Favourable change Commissioning Report Achieve


Foundation Number of Members 5000 by end of year Negative Net 50 286 Favourable change 5000
Status


2) Key Performance Indicators - Oct 2009











Market Trend Awareness Strategy


Indicator Target Trend/actual Commentary Action Completion date Lead Risk Impact
Total Gynae 
outpatient 
waiting list 


size


1500 1760 Lack of capacity 
to meet demand 
due to increased 


referrals.


  New clinic schedule 
drafted to increase 
capacity                           
Improved management 
information to inform 
decision-making          


 Jan 2010 Masoud 
Afnan      
*****        


Delreita 
Bernard


Not 
maintaining 18 


week target


Trust Status


Indicator Target Trend/actual Commentary Action Completion date Lead Risk Impact


Referral 
Rates - 


Genetics
619 699


Productivity & Efficiency


Total Gynae outpatient waiting list size


900
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39539 39569 39600 39630 39661 39692 39722 39753 39783 39814 39845 39873 39904 39934 39965 39995 40026 40057 40087


MonthGynae patients on List Targets


Referral Rates - Genetics


400
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550
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39904 39934 39965 39995 40026 40057 40087


MonthGenetic referrals Targets







Clinical Quality


Indicator Target Trend/actual Commentary Action Completion date Lead Risk Impact
Written 


response 
within 


1 0


Indicator Target Trend/actual Commentary Action Completion date Lead Risk Impact
Complaints 


received 9 14


Core Standards


Finance


Workforce


CQC Targets


Vital Signs


Commissioner Set
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Summary Financial Position


Key Points


• Reporting on the financial position to the end of    
October 2009 (Month 7), results show a net surplus of 
£706k, which is £360k above plan and converts to a 
Monitor risk rating of 4.


Details of how the Monitor risk rating is calculated are 
provided within this report.


• The summary £360k variance comprises the following:-
– A favourable £34k income variance;
– A favourable £428k expenditure variance;
– An above plan EBITDA position totalling 6.8%
– A favourable £104k variance for depreciation;
– An adverse variance of £207k for interest 


receivable.


• The in-month position was a net surplus of £266k, further 
details of which are included within the income and 
spending trends sections of this report.


• The planned end of year position is a surplus of £0.6m. 
The current forecast based on the overall position stands 
at £0.9m.


The initial forecast range for the year, when considering 
potential up and down-side risks, remains a surplus 
between £0.5m and £1.2m.


Month by month plan, results & forecast
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Income
Key Points


• The income attributable to the end of month 7 is £49.0m, 
which is £34k ahead of target. This favourable variance 
reflects additional income received from the specialist 
commissioners and from non-contracted activity. Income 
in ACU continues to be behind plan, with the year end 
forecast now adjusted to reflect this. R&D income also 
shows a significant adverse variance but this is offset by 
favourable expenditure variances.


Healthcare Income


• At Month 7 this is £351k above target, an improvement of 
£176k compared to Month 6. The movement relates to 
the assessment of cumulative over-performance 
(including non-contracted activity) at Month 7 being 
£190k as opposed to £150k at Month 6, with the balance 
being an increase in the contract with the West Midlands 
Specialised Commissioning Team.


• Private patient income is behind plan at Month 7. Having 
re-assessed the position there is a risk it will not improve 
to the levels forecast at Month 6, with the year end 
forecast deficit adjusted accordingly to reflect this. The 
current forecast income (£846k) would equate to 1.2% in 
terms of the private patient cap, which is well within the 
Trust’s maximum level of 2.2%.


Performance with Commissioners


• An assessment of cumulative over-performance has 
been made for Month 7, which equates to £190k and is 
included within the financial position.


Table f2a & f3 summarise the Trusts Income Performance for the year.
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Performance by Specialty


• Gynaecology – adverse variance of £279k for elective and non-
elective (underperformed by total of 141 spells). Offset by £6k 
over-performance on other Gynaecology contract lines.


• Maternity – favourable variance of £364k for non-elective and 
outpatients.


• Neonatology – over performance in intensive care offset by some 
under performance in special care.


• Clinical Genetics – referrals are currently ahead of target; and
Laboratory Genetics – number of tests currently ahead of target.







Spending Trends within Directorates
Key Points


• The table opposite shows the combined positions of pay, non-pay 
and directorate income variances. Healthcare income is not shown
here but is included in the service line reports.


• The table has been expanded to show the hosted organisations 
(National Genetics Education Centre, Cancer Intelligence Unit and 
Public Health Observatory) separately. 
R&D, included within the Corporate Directorate, has large 
counteracting variances across pay, non-pay and income.


• At Month 7 there is a favourable variance of £249k across all the 
directorates. This represents a small increase from last month with 
Clinical Support’s continuing deterioration in line with the 
directorate’s year end forecast being offset by gains in Corporate 
Services.


• Clinical Support continue to look in detail at their expenditure position 
and year end forecast with respect to cost pressures not identified as 
part of budget setting with a view to managing these internally.


• Genetics also continue to investigate their expenditure position, 
analysing trends in non-pay consumables expenditure linked to 
income generation. A review of the costs associated with send-away 
tests is also due to be undertaken.


• The favourable variance in Gynaecology has increased by a similar 
amount to previous months as certain posts remain vacant. 
Recruitment is planned to take place in coming months and this has 
been factored into the year end forecast.


• Whilst underspends in pay offset the deficit on non pay and 
directorate income, tight control of expenditure needs to be 
maintained along with ensuring the delivery of efficiency programme.


The more detailed figures behind the tables are shown on appendices f3, f4 and f5. 


Directorate Pay and non-pay variances from budget
Year to date Month 07 Month 06
£ 000s Pay Non- Dir'ate Total Pay Non- Dir'ate Total


Pay Income Pay Income
Maternity Services 144 -11 17 150 83 22 0 105
Gynaecology & ACU 366 -36 -56 274 314 -19 -40 255
Genetics -125 -255 223 -157 -104 -209 182 -131 
Neonatal -30 12 9 -9 -19 27 -6 2
Clinical Support -112 -152 -124 -388 -62 -99 -119 -280 
Facilities -16 50 14 48 -27 92 14 79
Corporate Services 471 163 -279 355 404 28 -240 192
Hosted Organisations -40 -1 17 -24 -35 -1 17 -19 


658 -230 -179 249 554 -159 -192 203


Directorate Pay and non-pay variances from budget
Year to date Month 05 Forecast EOY
£ 000s Pay Non- Dir'ate Total Pay Non- Dir'ate Total


Pay Income Pay Income
Maternity Services 76 20 -6 90 64 16 49 129
Gynaecology & ACU 269 -8 -33 228 480 26 -119 387
Genetics -84 -171 151 -104 -39 -450 396 -93 
Neonatal 8 17 -7 18 -45 30 38 23
Clinical Support -36 -18 -52 -106 -329 -135 -20 -484 
Facilities 10 72 5 88 -87 205 -10 108
Corporate Services 388 30 -281 137 597 -58 -353 186
Hosted Organisations -29 -1 17 -13 -69 -2 35 -36 


602 -59 -206 338 572 -368 16 220







Cost and Efficiency Improvements
Update on performance


Overall Summary
• As at the end of October 2009 savings of £1,734k have 


been identified as saved, against a target of £1,615k. 
The forecast for year-end is to achieve the full target of 
£2.6m, identified at the start of the year.


Traffic light summary
• The CIP annual targets have been updated from the 


meeting held in October. The traffic light results are         
(split by the 2.6m plan) :-


– Red       £36K
– Amber   £471K
– Green    £2,077K
– Total      £2,584K


• This proportion of schemes rated as green, amber and 
red remains very similar when compared to month 6. 
Work will continue on identifying alternative schemes to 
replace any red schemes and amber schemes will be 
monitored closely to ensure that any barriers to delivery 
are understood. 


• The recurrent/non recurrent split is planned to be 
70/30%, which is consistent with the approach adopted in 
previous years. The revised assessment of this split as at 
month 7 is now showing 49/51%. Although this still falls 
short of the target it is an improvement on previous 
months. This will continue to be reviewed and challenged 
on a monthly basis to ensure that overly cautious 
approaches have not been adopted when declaring 
whether a scheme is recurrent or not.
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Financial Metrics
Trust Performance


The information provided opposite details the individual 
metrics, as set out by Monitor, used when calculating the 
Trust’s overall financial risk rating (FRR).


As indicated within the summary financial position the Trust’s 
FRR at the end of October is 4.


The breakdown of the Trust’s individual metrics as part of the 
overall calculation is provided below:


5 4 3 2 1 Weight
Metric
EBITDA margin 11% 9% 5% 1% <1% 25%
EBITDA, % achieved 100% 85% 70% 50% <50% 10%
ROA 6% 5% 3% -2% < -2% 20%
I&E surplus margin 3% 2% 1% -2% < -2% 20%
Liquid ratio (days) 60 25 15 10 <10 25%


100%


Current Monitor Risk Ratings:


Financial Risk Rating


Metric
EBITDA margin 6.8% 3
EBITDA, % achieved 116.0% 5
ROA 5.7% 4
I&E surplus margin 1.4% 3
Liquid ratio 42.2 4
Weighted Average 3.7


Financial Criteria
Underlying Performance 3
Achievment of Plan 5
Financial Efficiency 4
Liquidity 4


Overriding rules
One financial criterion scored at '1' NO  
One financial criterion scored at '2' NO  
Two financial criteria scored at '2' NO  
Two financial criteria at '1' NO  
PBC breached 1.0  
Less than 1 year as an Foundation Trust NO  


Overriding rules rating 0


Overall Rating 4


Rating







Cash Flow 1


Cash Balances


• The cash position remains strong with a balance at the 
end of October totalling £12.2m. Deferred income and 
accruals are recorded as £5.3m.


• The reserve account held with our commercial bank was 
converted to a Special Interest Bearing Account (SIBA) 
with effect from the 4th September. This account now 
pays an interest rate of base + 0.20% (currently 0.70%) 
and currently holds just over £3m. A further £3m has also 
been placed on cash deposit for 3 months at 0.80% with 
Lloyds TSB.


Creditors (money owed by the Trust)


• The Better Practice Payment Code (formerly PSPP) 
targets NHS organisation to pay 95% of all supplier 
invoices within a period of  not more than 30 days. Within 
this, the payment for local trade suppliers has been 
adjusted to payment within 10 days; this is in line with the 
Prime Minister’s request to all public bodies. 


• The cumulative performance for Month 7 by number is 
97% and by value is 99%.
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Cash Flow 2


Debtors (amounts owing to the Trust)


• Total Debtors valued £2.7m at the end of October, which 
represents a £0.2m increase compared to the end of 
September. Of the £2.7m, £2.2m relates to trade debtors 
and £0.5m to accrued income.


• In terms of aged debt information, the total value of debts 
over 90 days is just over £400K.


• The importance of monitoring and acting upon aged debt 
continues to be expressed to finance managers and the 
credit control section, and will be actively managed on a 
monthly basis, particularly in relation to those currently 
over 90 days.
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Cash Flow 3 – Capital Spending


Key Points


• The total planned spend for the year is £7.0m as 
recommended within the 2009/10 annual plan. The 
planned programme is shown opposite and the delivery 
of this is being managed through the Capital 
Development Group.


• The Group has allocated funding to the highest  
priorities for those schemes over and above the 
Neonatal Unit. It will focus on continued performance 
management of all the agreed schemes to ensure they 
are progressed throughout the year. 


• The Month 7 position shows expenditure of £1.8m 
against all schemes. The current forecast is for the 
original programme to be fully utilised by year-end with 
a further scheme considered in addition, being:


– £116k Neonatal Surgical cot – as previously 
advised


Monthly build up of the programme
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Actual Plan


2009/10 Capital Plan


Capex program Plan Actual


PACS 0 (24)
Neonatal Unit Upgrade / Decant 4,944 450 
Genetics White Paper 0 3 
CHP Installation 0 8 
Replacement PCs 150 91 
Capital Equipment Replacement 780 369 
Backlog Maintenance 929 672 
Norton Court Roof 150 0 
Other 91 258 


TOTAL CAPITAL PROGRAMME 7,044          1,828        







Up & Down-side Risks


£179k covered by pay 
position


HighTBCExpenditure creep 
Unplanned & unavoidable  
non-pay expenses


Risk Maximum Likelihood Included in forecast


Challenge to income by 
PCTs


Circa 1% £0.7m Low Yes


Failure to deliver
18 weeks 


Maximum 5% penalty -
£458k


Low but needs to be kept 
under review


No
(is included in forecast 


range)


Elective Activity
underperformance 


Maximum £500k Likely Will be incorporated into 
the overall forecast for 


healthcare income 


Failure to deliver CIP plans 
fully 


Red schemes & 50% amber 
not delivered 


Low – green schemes 
currently account for 88% 


of the total programme 


Yes


CQUIN Payment (upside) £308k Likely Currently held in reserves
(is included in forecast 


range)







Conclusions and Recommendations


CONCLUSIONS


1. The Trust is reporting a £706k surplus to the end of 
October, Month 7, which equates to a Monitor risk 
rating of 4.


2. Within the overall position and as explained 
previously, there is now a positive income variance in 
addition to the positive expenditure variance. This 
position will continue to be monitored and reviewed as 
we progress through the year.


3. As highlighted last year tight control of expenditure 
needs to be maintained throughout 2009/10, 
particularly in relation to non pay, where this is not 
linked to increased activity.


4. The full year forecast is currently a £860k surplus, with 
a surplus range for the year between £0.5m.


RECOMMENDATIONS


• The Board is asked to:


– Consider the financial position of the Trust at 
the end of October 2009.


– Note the current forecast is that the Trust will 
meet and potentially exceed its planned 
financial surplus as submitted to Monitor.








BIRMINGHAM WOMEN'S NHS FOUNDATION TRUST


INCOME & EXPENDITURE


REPORTING PERIOD : - October 09 (Period 7)


Form F1 This Month Year To Date Full Year Forecast


Plan Actual Fav/(Adv) Plan Actual Fav/(Adv) Plan Actual Fav/(Adv)


Income (+) £ 000's £ 000's £ 000's £ 000's £ 000's £ 000's £ 000's £ 000's £ 000's


Healthcare Income 5,611 5,787 176 39,148 39,499 351 67,362 67,777 415 


Private Patient Income 103 72 (31) 628 462 (167) 1,144 846 (298)


Other Income 1,225 1,277 51 9,210 9,060 (150) 16,417 16,603 186 


Total Income 6,940 7,136 196 48,987 49,021 34 84,924 85,226 303 


Operating Costs (-)


Pay Costs (4,739) (4,635) 104 (32,642) (31,984) 658 (56,881) (56,309) 572 


Non Pay Costs (1,789) (1,860) (71) (13,462) (13,691) (230) (23,099) (23,467) (368)


Total Operating Costs (6,528) (6,495) 33 (46,104) (45,675) 428 (79,981) (79,776) 205 


EBITDA 412 641 229 2,883 3,346 463 4,943 5,450 507 


EBITDA % Margin 5.9% 9.0% 3.0% 5.9% 6.8% 0.9% 5.8% 6.4% 0.6%


Depreciation (-) (281) (263) 17 (1,966) (1,862) 104 (3,370) (3,259) 111 


Interest (+/-) 33 3 (29) 229 21 (207) 392 39 (353)


Surplus / Deficit before dividend 164 381 217 1,146 1,506 360 1,965 2,230 265 


Dividend (-) (114) (114) (0) (799) (799) (0) (1,370) (1,370) (0)


Surplus / (Deficit) cfd 50 266 217 347 706 360 595 860 265 
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BIRMINGHAM WOMEN'S NHS FOUNDATION TRUST
HEALTHCARE & PRIVATE PATIENT INCOME PERFORMANCE


REPORTING PERIOD : - October 09 (Period 7)


Form F2a This Month Year To Date Full Year Forecast
Plan Actual Fav/(Adv) Plan Actual Fav/(Adv) Plan Actual Fav/(Adv)


INCOME (+) £ 000's £ 000's £ 000's £ 000's £ 000's £ 000's £ 000's £ 000's £ 000's


PCT Income
South Birmingham 2,071 1,921 (150) 14,500 14,500 0 24,857 24,857 0 
Heart Of Birmingham 790 790 (0) 5,529 5,468 (60) 9,478 9,417 (60)
Worcestershire 128 128 (0) 897 908 11 1,538 1,549 11 
Sandwell 218 218 0 1,524 1,480 (43) 2,612 2,569 (43)
Birmingham East & North 170 171 1 1,189 1,194 5 2,039 2,047 8 
Other PCTS 288 478 190 1,978 2,293 315 3,573 4,005 432 
Total PCT Income 3,665 3,706 41 25,617 25,844 227 44,096 44,443 347 


Specialised Services Income
West Midlands SSA 1,837 1,963 126 12,862 13,103 242 22,048 22,380 331 
Other SSAs 56 58 1 395 411 16 677 700 22 
Total SSA Income 1,894 2,021 127 13,257 13,514 258 22,726 23,079 354 


Other Income


ACU Cost Per Case Income 53 61 7 275 141 (134) 540 255 (286)


Non Contract Income 0 0 0 0 0 0 0 0 0 


Total Healthcare Income 5,611 5,787 176 39,148 39,499 351 67,362 67,777 415 


Private Patient Income 103 72 (31) 628 462 (167) 1,144 846 (298)


Total Healthcare & Private Patient Income 5,715 5,859 144 39,777 39,961 184 68,506 68,623 117 
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Balance Sheet Sep 09 Oct 09


Balance sheet


FIXED ASSETS
Tangible + Intangible Assets 46,124     37,400       
Total Fixed Assets 46,124   37,400     


CURRENT ASSETS
Stocks & Work in Progress 404         404          
NHS Debtors 1,198       1,639        
Non NHS Trade Debtors 508         585          
Other Debtors -          -          
Accrued Income & Prepayments 776         441          
Prepayments -          -          
Cash at bank and in hand 12,136     12,211       
Total Current Assets 15,022   15,280     


CURRENT LIABILITIES (amounts due in less than one year)
Trade Creditors 1,854       1,427        
Other Creditors 1,223       1,115        
PDC dividend creditor -          114          
Capital Creditors 381         431          
Interest payable creditor -          -          
NHS Creditors 2,659       3,043        
Accruals -          -          
Accruals & deferred income 4,940       5,250        
Total Current Liabilities 11,057   11,380     


NET CURRENT ASSETS (LIABILITIES) 3,965     3,900       
Long term Debtors 


TOTAL ASSETS LESS CURRENT LIABILITIES 50,089   41,300     


Creditors: Amounts falling due after more than one year
Provisions for liabilities and charges 29           329          


TOTAL ASSETS EMPLOYED 50,060   40,971     


TAXPAYERS' EQUITY
Public dividend capital 40,159     40,159       
Income and expenditure reserve 5,831       1,483-        
Revaluation reserve 3,190       1,418        
Donated asset reserve 880         877          
Other Reserves (Government grant reserve etc) -          -          
TOTAL TAXPAYERS EQUITY 50,060   40,971     


TOTAL FUNDS EMPLOYED 50,060   40,971     


Capex program Plan Actual


PACS 0 (24)
Neonatal Unit Upgrade / Decant 4,944 450 
Genetics White Paper 0 3 
CHP Installation 0 8 
Replacement PCs 150 91 
Capital Equipment Replacement 780 369 
Backlog Maintenance 940 672 
Norton Court Roof 150 0 
Other 80 258 


TOTAL CAPITAL PROGRAMME 7,044        1,828         
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BIRMINGHAM WOMEN'S NHS FOUNDATION TRUST
CASHFLOW STATEMENT


REPORTING PERIOD : - October 09 (Period 7)
Form F7 Year To Date


APR MAY JUN JUL AUG SEP OCT NOV DEC JAN FEB MAR TOTAL
ACT ACT ACT ACT ACT ACT ACT ACT ACT ACT ACT ACT ACT


£000's £000's £000's £000's £000's £000's £000's £000's £000's £000's £000's £000's £000's
INFLOWS


PCT/SHA 5,562 6,978 4,750 6,253 6,084 6,100 6,551 42,278
VAT 45 44 40 70 70 31 68 368
OTHER 1,455 1,093 945 1,470 983 589 684 7,219
INT RECEIVABLE 3 2 3 2 2 5 2 19


NEW PDC 0


Trust Inflows 7,065 8,117 5,738 7,795 7,139 6,725 7,305 0 0 0 0 0 49,884


HA AGENCY


TOTAL INFLOWS 7,065 8,117 5,738 7,795 7,139 6,725 7,305 0 0 0 0 0 49,884


OUTFLOWS


PAYROLL 2,572 2,542 2,656 2,579 2,604 2,702 2,678 18,333


PURCHASES/NON-PAY 2,064 2,374 1,449 2,935 2,862 2,250 2,527 16,461
TAX/NI/SUPERANN 1,686 1,757 1,742 1,812 1,749 1,758 1,815 12,319
OTHER 0


CAPITAL 409 82 356 125 416 248 210 1,846


INTEREST PAYABLE 0


PDC REPAYABLE 685 685


DIVIDENDS 0


Trust Outflows 6,731 6,755 6,203 7,451 7,631 7,643 7,230 0 0 0 0 0 49,644
AGENCY 


6,731 6,755 6,203 7,451 7,631 7,643 7,230 0 0 0 0 0 49,644


BALANCE B/FWD 11,968 12,302 13,664 13,199 13,543 13,051 12,133 12,208 12,208 12,208 12,208 12,208 12,208
Cash in Hand
CASHFLOW +/- 334 1,362 (465) 344 (492) (918) 75 0 0 0 0 0
BALANCE C/FWD 12,302 13,664 13,199 13,543 13,051 12,133 12,208 12,208 12,208 12,208 12,208 12,208 12,208


Actual Balances
PGO A/C 9,760 10,785 10,137 10,111 9,342 5,274 5,091
Main A/C 2,542 2,887 3,130 3,432 3,663 3,859 4,117
Special Interest Account 0 0 0 0 0 3,000 3,000
Cash in Hand 0 0 0 0 0 0 0
Report 12,302 13,672 13,267 13,543 13,005 12,133 12,208 0 0 0 0 0 0


Cash in Transit 0 8 68 0 (46) 0 0 (12,208) (12,208) (12,208) (12,208) (12,208)
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Risk Rating


Financial Risk Rating


Metric
EBITDA margin 6.8% 3 6.4% 3 6.1% 3
EBITDA, % achieved 116.0% 5 110.3% 5 114.3% 5
ROA 5.7% 4 4.6% 3 4.4% 3
I&E surplus margin 1.4% 3 1.0% 3 0.7% 2
Liquid ratio 42.2 4 39.0 4 23.0 3
Weighted Average 3.7 3.5 3.0


Financial Criteria
Underlying Performance 3 3 3
Achievment of Plan 5 5 5
Financial Efficiency 4 3 3
Liquidity 4 4 3


Overriding rules
One financial criterion scored at '1' NO  NO  NO
One financial criterion scored at '2' NO  NO  NO  
Two financial criteria scored at '2' NO  NO  NO
Two financial criteria at '1' NO  NO  NO
PBC breached 1.0  1.0  NO
Less than 1 year as an Foundation Trust NO  NO  NO  
Plan submitted on time YES
Plans submitted complete and correct YES
PDC dividend paid in full YES
Year 2 OR Year 3 deficit NO
Year 2 AND Year 3 deficit NO
Lowest ranked metric a '1'? NO


Overriding rules rating 0 0 0


Overall Rating 4 3 3


Risk Rating to calculate maximum debt to assets ratio 4 3 3
Maximum Debt/ Assets Ratio 25% 15% 15%


Non Financial Risk Ratings


Governance Green
Mandatory Services Green


Liquidity ratio limit


Days in year 365 365
Financial year start 01 Apr 09 01 Apr 09
Current period end 31 Oct 09 31 Mar 10
No of days year to date 214 365


Original liquid ratio 42 39 23


Working Capital Facility 5,500 5,500 5,500


Committed financing facility as no. days costs 26 25 25
Maximum allowance 30 30 30


Revised liquid ratio with maximum committed facility 42 39 23


April to October 09 (Period 
7)


March 09
Year to Date Year-end Forecast Annual Plan EOY


Monitor Submission


Page 8 of 16 Financial Metrics







Mar - 09 Apr - 09 May - 09 Jun - 09 Jul - 09 Aug - 09 Sep - 09 Oct - 09 Nov - 09 Dec - 09 Jan - 10 Feb - 10 Mar - 10 Apr - 10 May - 10 Jun - 10 Jul - 10 Aug - 10 Sep - 10 Oct - 10 Nov - 10 Dec - 10 Jan - 11 Feb - 11 Mar - 11
Annual Planning submission 7.9 8.1 12.3 12.1 11.9 11.6 10.6 10.3 10.1 9.8 9.6 9.3 8.2 8.1 7.9 7.8 8.2 8.7 8.4 8.8 9.1 9.5 9.7 9.9 9.3
Actual Cash Balance 12.0 12.3 13.7 13.2 13.5 13.1 12.1 12.2
Working Capital Facility -5.5 -5.5 -5.5 -5.5 -5.5 -5.5 -5.5 -5.5 -5.5 -5.5 -5.5 -5.5 -5.5 -5.5 -5.5 -5.5 -5.5 -5.5 -5.5 -5.5 -5.5 -5.5 -5.5 -5.5 -5.5
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Maternity Services I&E Statement for the Period Ended 31 October 2009


Plan Actual Variance M7 Var Plan Actual Variance
£000 £000 £000 £000 £000 £000 £000


Income
Maternity Contract Income 14,112 14,462 351 52 24,182 24,793 611
Community Midwifery 1,927 1,927 (0) (0) 3,303 3,303 0
Fetal Medicine WMSSA 1,072 1,072 0 0 1,838 1,838 0
Fetal Medicine Outside Region 0 (13) (13) (14) 0 (13) (13)
Private Patient/Overseas Patients/Amenity Beds Income 6 1 (5) 0 8 4 (4)
Training, Education, Research & CEAs (From DOH) 1,150 1,167 17 17 1,971 2,052 80
Other Income 203 219 17 17 337 386 49


Sub Total Income 18,469 18,835 366 71 31,639 32,362 723


Direct/Indirect Costs
Pay (8,644) (8,500) 144 61 (14,998) (14,935) 64
Non Pay (895) (906) (11) (32) (1,550) (1,534) 16
CNST Contribution (2,511) (2,525) (14) (3) (4,304) (4,329) (24)


Sub Total Expenditure (12,049) (11,930) 119 26 (20,853) (20,798) 55


Surplus/(Deficit) Before Apportioned Costs 6,420 6,905 486 97 10,786 11,564 779


Apportioned/Support Costs
Clinical Support (2,281) (2,477) (196) (49) (3,909) (4,170) (261)
Non Clinical Support (2,400) (2,201) 199 120 (4,113) (4,001) 112


Earnings Before Interest, Tax, Depreciation and Amortisation 1,739 2,228 489 168 2,764 3,393 630


Depreciation (1,099) (1,041) 58 10 (1,885) (1,822) 62
Interest Received 104 10 (94) (13) 179 18 (161)


Surplus/(Deficit) Before Dividend 744 1,196 453 164 1,058 1,589 531


Dividend (364) (364) (0) (0) (624) (624) (0)


Surplus/(Deficit) 379 832 453 164 434 964 531


Forecast At 31 March 201031 October 2009
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Gynaecology & ACU I&E Statement for the Period Ended 31 October 2009


Plan Actual Variance M7 Var Plan Actual Variance
£000 £000 £000 £000 £000 £000 £000


Income
Gynaecology Contract Income 7,389 7,087 (302) 0 12,725 12,427 (298)
EPAU 54 54 (0) (0) 92 92 0
IVF 551 581 29 (7) 945 974 29
Private Patient/Overseas Patients/Amenity Beds Income 570 427 (143) (28) 1,046 749 (298)
Training, Education, Research & CEAs (From DOH) 273 277 4 4 468 487 19
Other Income 125 69 (56) (16) 215 96 (119)


Sub Total Income 8,963 8,495 (468) (47) 15,491 14,825 (666)


Direct/Indirect Costs
Pay (4,471) (4,105) 366 52 (7,699) (7,219) 480
Non Pay (727) (763) (36) (17) (1,248) (1,221) 26
CNST Contribution (6) (6) (0) (0) (10) (10) (0)


Sub Total Expenditure (5,203) (4,874) 329 34 (8,957) (8,450) 506


Surplus/(Deficit) Before Apportioned Costs 3,760 3,621 (139) (13) 6,534 6,375 (160)


Apportioned/Support Costs
Clinical Support (2,240) (2,433) (192) (48) (3,839) (4,095) (256)
Non Clinical Support (1,244) (1,141) 103 62 (2,132) (2,074) 58


Earnings Before Interest, Tax, Depreciation and Amortisation 275 48 (228) 1 563 205 (358)


Depreciation (197) (186) 10 2 (337) (326) 11
Interest Received 51 5 (46) (6) 87 9 (79)


Surplus/(Deficit) Before Dividend 130 (134) (263) (3) 314 (112) (425)


Dividend (178) (178) (0) (0) (305) (305) (0)


Surplus/(Deficit) (48) (311) (263) (3) 9 (416) (425)


31 October 2009 Forecast At 31 March 2010
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Genetics I&E Statement for the Period Ended 31 October 2009


Plan Actual Variance M7 Var Plan Actual Variance
£000 £000 £000 £000 £000 £000 £000


Income
Clinical Genetics WMSSA 2,163 2,163 0 0 3,708 3,708 0
Clinical Genetics Outside Region 0 (6) (6) (1) 0 (6) (6)
Renal Genetics Nurse 21 21 0 0 37 0 (37)
Cytogenetics WMSSA 4,068 4,068 0 0 6,973 6,973 0
Cytogenetics Outside Region 0 14 14 32 0 14 14
Private Patient/Overseas Patients/Amenity Beds Income 20 (3) (23) (3) 35 35 0
Training, Education, Research & CEAs (From DOH) 416 422 6 6 712 741 29
Other Income 1,855 2,096 240 41 3,836 4,266 431


Sub Total Income 8,543 8,774 231 75 15,301 15,731 430


Direct/Indirect Costs
Pay (5,920) (6,084) (165) (26) (10,863) (10,971) (108)
Non Pay (1,144) (1,400) (256) (46) (1,762) (2,214) (452)
CNST Contribution (19) (19) (0) (0) (33) (33) (0)


Sub Total Expenditure (7,082) (7,503) (421) (72) (12,658) (13,218) (560)


Surplus/(Deficit) Before Apportioned Costs 1,461 1,270 (190) 3 2,643 2,513 (130)


Apportioned/Support Costs
Clinical Support (32) (35) (3) (1) (55) (58) (4)
Non Clinical Support (764) (700) 63 38 (1,309) (1,274) 36


Earnings Before Interest, Tax, Depreciation and Amortisation 665 535 (129) 40 1,279 1,181 (98)


Depreciation (548) (519) 29 5 (940) (909) 31
Interest Received 53 5 (48) (7) 91 9 (82)


Surplus/(Deficit) Before Dividend 170 21 (148) 38 430 281 (149)


Dividend (185) (185) (0) (0) (317) (317) (0)


Surplus/(Deficit) (15) (164) (148) 38 113 (36) (149)


31 October 2009 Forecast At 31 March 2010
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Neonatal I&E Statement for the Period Ended 31 October 2009


Plan Actual Variance M7 Var Plan Actual Variance
£000 £000 £000 £000 £000 £000 £000


Income
Baby Clinic 122 138 16 (5) 211 237 26
Neonatal WMSSA 5,428 5,544 116 0 9,305 9,421 116
Neonatal Outside Region 0 249 249 164 0 249 249
Training, Education, Research & CEAs (From DOH) 396 401 6 6 678 706 28
Other Income 53 61 9 15 85 123 38


Sub Total Income 5,998 6,394 395 179 10,279 10,736 457


Direct/Indirect Costs
Pay (3,950) (3,980) (30) (11) (6,777) (6,822) (45)
Non Pay (667) (655) 12 (15) (1,149) (1,119) 30
CNST Contribution (106) (107) (1) (0) (182) (183) (1)


Sub Total Expenditure (4,723) (4,742) (19) (26) (8,107) (8,123) (16)


Surplus/(Deficit) Before Apportioned Costs 1,275 1,651 376 153 2,172 2,613 441


Apportioned/Support Costs
Clinical Support (281) (306) (24) (6) (482) (514) (32)
Non Clinical Support (915) (839) 76 46 (1,568) (1,526) 43


Earnings Before Interest, Tax, Depreciation and Amortisation 79 507 428 193 121 573 451


Depreciation (20) (19) 1 0 (34) (33) 1
Interest Received 11 1 (10) (1) 20 2 (18)


Surplus/(Deficit) Before Dividend 71 489 418 192 107 542 435


Dividend (40) (40) (0) (0) (69) (69) (0)


Surplus/(Deficit) 31 449 418 192 39 474 435


31 October 2009 Forecast At 31 March 2010
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Clinical Support I&E Statement for the Period Ended 31 October 2009


Plan Actual Variance M7 Var Plan Actual Variance
£000 £000 £000 £000 £000 £000 £000


Income
AFP 181 166 (14) (4) 310 285 (24)
Cytology 154 168 13 (5) 265 287 23
Direct Access 409 409 (0) (0) 701 701 (0)
Physiotherapy 83 83 (0) (0) 142 142 (0)
Unbundled Scans 302 253 (48) (4) 517 434 (83)
Post Mortems WMSSA 502 495 (7) 0 861 861 0
Post Mortems Outside Region 0 0 0 0 0 0 0
Thalassaemia Screening 10 10 0 0 18 18 0
Private Patient/Overseas Patients/Amenity Beds Income 32 36 4 (1) 55 59 4
Training, Education, Research & CEAs (From DOH) 67 68 1 1 114 119 5
Other Income 982 859 (124) (4) 1,674 1,654 (20)


Sub Total Income 2,723 2,547 (176) (17) 4,657 4,561 (96)


Direct/Indirect Costs
Pay (3,938) (4,051) (112) (50) (6,736) (7,065) (329)
Non Pay (3,151) (3,303) (152) (54) (5,403) (5,538) (135)
CNST Contribution (7) (7) (0) (0) (12) (12) (0)


Sub Total Expenditure (7,096) (7,361) (265) (104) (12,151) (12,615) (464)


Surplus/(Deficit) Before Apportioned Costs (4,373) (4,813) (440) (121) (7,494) (8,054) (560)


Apportioned/Support Costs
Clinical Support 4,835 5,250 415 105 8,285 8,838 553
Non Clinical Support (336) (308) 28 17 (576) (560) 16


Earnings Before Interest, Tax, Depreciation and Amortisation 125 128 3 0 215 223 9


Depreciation (102) (97) 5 1 (175) (169) 6
Interest Received 9 1 (8) (1) 16 2 (14)


Surplus/(Deficit) Before Dividend 32 32 0 0 55 55 0


Dividend (32) (32) (0) (0) (55) (55) (0)


Surplus/(Deficit) 0 (0) (0) (0) 0 0 0


31 October 2009 Forecast At 31 March 2010
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Corporate & Facilities I&E Statement for the Period Ended 31 October 2009


Plan Actual Variance M7 Var Plan Actual Variance
£000 £000 £000 £000 £000 £000 £000


Income
Other (Balancing Figure) 384 439 55 142 860 796 (65)
Patient Transport Service 24 24 (0) (0) 42 42 (0)
Cquin 191 191 0 0 328 328 0
Other Income 3,691 3,421 (269) (34) 6,327 5,972 (355)


Sub Total Income 4,291 4,076 (214) 108 7,557 7,138 (419)


Direct/Indirect Costs
Pay (5,720) (5,264) 456 79 (9,807) (9,298) 510
Non Pay (6,878) (6,664) 213 93 (11,988) (11,840) 148
CNST Contribution 2,648 2,663 15 3 4,540 4,566 26


Sub Total Expenditure (9,949) (9,265) 684 175 (17,256) (16,572) 683


Surplus/(Deficit) Before Apportioned Costs (5,659) (5,189) 470 283 (9,699) (9,435) 264


Apportioned/Support Costs
Clinical Support 0 0 0 0 0 0 0
Non Clinical Support 5,659 5,189 (470) (283) 9,699 9,435 (264)


Earnings Before Interest, Tax, Depreciation and Amortisation 0 0 (0) (0) 0 0 0


Depreciation 0 0 0 0 0 0 0
Interest Received 0 0 0 0 0 0 0


Surplus/(Deficit) Before Dividend 0 0 (0) (0) 0 0 0


Dividend 0 0 0 0 0 0 0


Surplus/(Deficit) 0 0 (0) (0) 0 0 0


31 October 2009 Forecast At 31 March 2010


Page 16 of 16 Directorate I&E








Board Health and Safety Update     Page 1 of 8 
November 2009 


ENCLOSURE 9 
 
 
 


                               
 


 


Subject: Board Health and Safety Update – November 2009  


Report by: Neil Savage, Director of Workforce and Organisational Development 


Author: Neil Savage, Director of Workforce and Organisational Development 


 
 
Context and background for report 


It was previously agreed by the Board (35/07) that it would receive updates on progress and any 
notable issues relating to Health and Safety management within the Trust. This report provides 
a summary of recent progress with Health and Safety matters during 2009 to date. 
 
 
Key issues for Management Board’s consideration and decision: 


The keys issues the Board to consider and note are summarised in the report under the 
following headings: 


• The work of the Health and Safety Committee 


 
• Health and Safety Policies and Procedures 


 
• Current status and assurance against the Good Practice guide 


 
• Other Health and Safety Matters 


 
• Monitoring and Audit of Health and Safety 


 
 
Recommendations: 


 


The Board of Directors is asked to NOTE the above report and AGREE the frequency of future 
Board Health and Safety updates. 
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BOARD HEALTH AND SAFETY UPDATE 
 


NOVEMBER 2009 
 
 


1. Introduction 
 
1.1  The purpose of this report is to present an update on progress and any notable issues 
relating to Health and Safety management within the Trust during 2009.  
 
 
2.   The Work of the Health and Safety Committee 
 
2.1 The Trust Health and Safety Committee has met five times so far in 2009, with a sixth 
meeting scheduled for December. The committee has been well attended with broad 
representation from across the Trust and from Staff Side representatives. The committee’s 
minutes are regularly scrutinised by the Organisational Risk and Governance Committee 
(ORAG). 
 
2.2 Examples of matters discussed and progressed through this year’s committee meetings 
include the following: 
 


• Report on Trust Health and Safety Compliance  
• DSE/VDU Eye Tests  
• COSHH Waste Removal Programme  
• Health and Safety Audit Tool 
• Trip Hazards  
• Smoking on Trust premises 
• Executive Director Walkabout Programme  
• Risk Assessment / Manual Handling Teaching Sessions 
• Manual Handling  
• NNU Fire Evacuation Process  
• Audit of Patient Armchairs  
• First Aid Training 


 
2.3 The committee has also received minutes from the departmental / directorate health and 
safety group meetings. 
 
2.4 Health and Safety e-learning/training options are being piloted and proposals will be 
tabled for the February 2010 committee meeting. 
 
 
3. Health and Safety Policies and Procedures 
 
3.1 The Health and Safety Committee membership has been consulted on a number of new 
or reviewed policies. Examples include: 
 


• Risk Assessment Policy 
• Root Cause Analysis Policy 
• Incident Reporting Policy 
• Radiation Safety Policy 
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• Moving and Handling Policy 
• Legionella Policy 
• Violence and Aggression Policy 
• Draft Interim Workforce Policy for Managing Pandemic Flu 


 
3.2 The Trust Security Policy will be reviewed at the next committee meeting in December 
2009 having had the input of the Trust’s recently appointed Security Manager service level 
agreement. 
 
 
4.  Current status and assurance against the Good Practice guide 
 
4.1 The Organisational Risk and Governance Committee (ORAG) received a report in May 
2009 highlighting the Trust’s current status and assurance against the Good Practice Guide. 
 
4.2 Current status against each of the guide’s categories is attached as appendix 1.  Areas 
where there has been further progress with performance since April 2009 is marked “progress” 
in the middle column of the table. Specific details of new progress or developments are italicised 
in the right hand column. 
 
 
5. Other Health and Safety Matters 
 
5.1 Lone Working. In November 2009, the Partnership for Occupational Safety and Health 
in Healthcare (POSHH) and the NHS Security Management Service, produced 
two leaflets providing advice on dealing with the important issue of lone working. Estelle 
Carmichael, Deputy Director of Workforce and Organisational Development, was a member of 
the group which developed the new guidance.  
  
5.2 The guide for managers outlines what should be done to improve the personal safety of 
lone workers. There is also a guide for staff, which outlines the steps that staff can take to 
improve their own safety as lone workers. 
  
5.3 Both guides have been circulated for dissemination to those managers within the Trust 
who have lone workers. The guides will be discussed at the next Health and Safety Committee. 
   
5.4 Security Industry Authority Training. Four members of the Portering Department have 
been booked on intensive Security Industry Authority training. This will increase the Trust’s 
ability to better manage site and staff security. 


 
5.5 Certificate of Employers’ Liability Insurance and Health and Safety Law poster. As 
required by the law, the Trust displays the Certificate of Employers’ Liability Insurance and 
Health and Safety Law poster containing the names of employee representatives, management 
representatives and the enforcing authority. 
 
5.6 Provision of welfare facilities for employees. Compliance against the Good Practice 
checklist for the provision of welfare facilities for staff is attached as appendix 2. 
 
5.7 Health and Safety Training. A mandatory training needs analysis and training policy is 
currently being developed and will be presented to the Health and Safety Committee and ORAG 
for consultation and approval shortly.  
 
 
6. Monitoring and Audit of Health and Safety 
 
6.1 Some of the monitoring systems in place are shown in the tables contained in the 
appendices. In addition, the Health and Safety Policy addresses the need for managers to carry 
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out regular local audits. An audit tool was produced and approved by the Health and Safety 
Committee to facilitate this. 
 
6.2 Reports on Health and Safety issues including the results of audits are fed back to the 
Health and Safety Committee. 
 
 
7. Conclusion 
 
7.1 The Board of Directors is asked to NOTE the above report and AGREE the frequency of 
future Board Health and Safety updates. 
 
 
 
 
Neil Savage 
Director of Workforce & Organisation Development 
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Appendix 1 
 


Current status and assurance against the Good Practice guide 
  
Good Practice  In place / 


Progress 
since last 
update 


Assurance 


Named Director Yes Director of Human Resources & 
Organisational Development 


Set targets Yes CGC, ORAG, H&S Audit, H&SC 
Non Executive scrutineer Yes ORAG – Senior Independent Director 
Yes Yes Health and Safety is considered 


adequately funded currently. However, 
additional training costs may be required 
for 2010 depending on developing needs. 


Obtain competent H&S advice Yes / 
Progress 


See Section 4. 
Health and Safety Executive (HSE) 
advice on theatre environment 
Security Office SLA with ROH 
Fire Officer SLA with UHB 
PEAT training and inspections 
City Council Hygiene inspection advice 
Legionella – external advisor 
Asbestos – external advisor 
Medical gases SLA with UHB pharmacy 
Radiation Protection (RRPPS) SLA with 
UHB 


Address breaches immediately Yes Incident Reporting Management, Risk 
Register 


Consider implications of 
introducing new practices, 
personnel, equipment 


Yes / 
Progress 
 


Policy of policies implemented August 
2009 


Procurement standards to 
prevent H&S risks being 
introduced 


Yes Policies and procedures 
Job Descriptions 
PPQ on procurement tenders 
Conditions of contract 
Challenge of requisitions 
Participation in standardisation  
SfBH/CQC Safety Domain compliance 


Adequate database system for 
Risk Management 


Yes / 
Progress 


DATIX implemented. Further system 
development will be delivered early in the 
new year with version 10 


Assessment of H&S standards of 
sub contractors/partners 


Yes Use approved list of contractors. Rules 
and regulations provided by BWH which 
contractors must comply with. 


H&S Committee led by Director 
 


Yes Director of Workforce and Organisational 
Development 


H&S training for Board 
 


Partial 
 


A Board Seminar is planned for 2010.  


Support worker involvement in 
H&S 
 


Yes / 
Progress 


Local and corporate induction, KSF 
Outline + PDR, Trust H&S Committee, 
local departmental and directorate level 
H&S committees 
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Good Practice  In place Assurance 
Appropriate weight given to 
reporting preventive information 
(training, maintenance) and 
incident data e.g. sickness 
absence rates 


Yes Management Board, Board of Directors, 
H&SC, local H&SCs, ORAG, CGG, 
regular reporting 


Appraisals of senior managers to 
include assessment of 
contribution to H&S 


Yes KSF, PDR, NED/Executive and 
Consultant Appraisals 


Regular reports on H&S 
performance of contractors 


Yes Monitoring of duties in progress. Standing 
item on monitoring meetings agenda. 


Carry out risk assessments Yes Provided by policy and evidenced 
Involve employees or their 
representatives in decisions 
affecting their H&S 


Yes / 
Progress 
 


JNC 
H&S Committee 
Directorate/Department H&S groups 


Examine whether H&S policy 
reflects the Trust’s current 
priorities, plans and targets 


Yes / 
Progress 
 


Previously reviewed 3-yearly by Risk 
Manager. Increased frequency to 2- 
yearly 


Examine effectiveness of reports 
to Board 


Yes / 
Progress 
 


Annual progress report scheduled for  
Trust H&SC on 16th December 2009 and 
ORAG on 14th January 2010. 


Report H&S shortcomings  Yes Datix. Incident Reporting. Health and 
Safety Committee. ORAG 


Decide actions to address 
weaknesses and system to 
monitor implementation 


Yes Risk Management process 


Immediate reviews of 
shortcomings/events 


Yes 
 


RCA, SUI for major events.  
Incident reporting and action planning for 
minor events. 


H&S performance recorded in 
annual report 


Yes As required 


Additional shop floor visits by 
Board members 


Yes / 
Progress 
 


Regular programme of Director 
Walkabouts now in place 


Celebrate good H&S 
performance centrally and locally 


No 
 


Suggest roadshows and/or staff H&S 
awards for 2010. 


Stress Management Yes / 
Progress 


New Stress Management and Supporting 
Staff policies and procedures 
implemented. 


LSMS and conflict resolution Yes / 
Progress 


Conflict Resolution Training provided. 
LSMS role finalised via SLA with ROH in 
November 2009 


Medical Gases Yes Competent accredited staff 
Electrical requirements Yes Competent accredited staff 
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Appendix 2 
 


Provision of welfare facilities for employees 
 
 
Requirement In 


place? 
Monitoring 


Clean well-ventilated toilets (separate for men and 
women unless each convenience has its own 
lockable door) 


 
Yes 


 


Wash basins with hot and cold (or warm) running 
water 


Yes  


Showers for dirty work which may result in 
contamination of the skin 


Yes Designated showers in relevant 
areas i.e. estates, catering, 
theatres. 


Soap and towels (or a hand drier) Yes  
An adequate supply of high-quality drinking water, 
with an upward drinking jet or suitable cups 


Yes  


Changing facilities where special clothing is worn, 
with lockers or hanging space for clothing and. The 
facilities should allow for drying clothes 


Yes Facilities in ERC close to cycle 
parking area. 
Departments have own facilities 
as necessary. 


Rest facilities, including facilities for eating food. 
Suitable rest facilities should be provided for pregnant 
women and nursing mothers 


Yes Dining room.  
Departments have own rest 
areas. 


There must be good ventilation with a supply of fresh, 
clean air drawn from outside or ventilation systems. It 
must be uncontaminated and circulated throughout 
the workplace 


Yes Maintenance contracts (external). 
Assessment of emissions. 


Ventilation should also remove and dilute warm air 
and create air movement without draughts 


Yes Maintenance contracts (external). 
Assessment of emissions. 


A reasonable working temperature; usually at least 
16°C, or 13°C for strenuous work (unless other laws 
require lower temperatures) 


Yes Building management system- 
remote control 


Local heating or cooling where a comfortable 
temperature cannot be maintained throughout each 
workroom, e.g., hot and cold processes 


Yes Portable heaters and fans 
available. Local radiator 
adjustment. 


Thermal clothing and rest facilities where necessary, 
for example for ‘hot work’ or cold stores 


Yes Outdoor workwear supplied. 
Clothing supplied for sandwich 
preparation area. 


Heating systems which do not give off dangerous or 
offensive levels of fume into the workplace 


Yes Upgrade of heating system 
planned. 


Sufficient space in workrooms Yes Workplace assessments 
Good light; natural light where possible, avoiding 
glare 


Yes Workplace assessments 


A good level of local lighting at work stations where 
necessary 


Yes Workplace assessments 


Suitable forms of lighting. Some fluorescent tubes 
flicker and can be dangerous with some rotating 
machinery (because the rotating part can appear to 
have stopped) 


Yes No rotating machinery 


Clean premises, furniture and fittings such as lights Yes Cleaning strategy, schedules. 
Replacement and repair 
programmes. 


Clean floors and stairs, which are not slippery Yes As above 
Containers for waste materials Yes Policy. 
Removal of dirt, refuse and trade waste regularly Yes Waste disposal policy, audits, 


training. Inspection of contractors 
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compounds 
Prompt clear up of spillages  Yes Cleaning strategy 
Keep internal walls and ceilings clean Yes Cleaning strategy and schedules 
Enough free space in workrooms to move about 
easily 


Yes Workplace assessments 


Workstations must fit the worker and the work and 
people should be able to leave them swiftly in an 
emergency 


Yes Workplace assessments 


Seat back rests support the small of the back and 
foot rests if necessary 


Yes Workplace assessments 


Work surfaces at a sensible height Yes Workplace assessments 
Easy access to controls on equipment Yes Workplace assessments 
Buildings and work equipment kept in good repair Yes Workplace assessments. 


Maintenance contracts (24 hour 
external and in house) Hot line, 
help desk, on call service.  


Space for safe movement and access, for example to 
machinery 


Yes Workplace assessments 


Safe glazing, if necessary, for example painted, 
toughened or thick, which is marked to make it easy 
to see 


Yes Need to review and carry out a 
complete glazing risk 
assessment 


Good drainage in wet processes N/A No regular wet processes 
Weather protection for outdoor workplaces, if 
practical 


Yes Outdoor workwear supplied 


Outdoor routes are kept safe during icy conditions, for 
example salted/sanded and swept 


Yes Q park contract. 
Estates, grounds and gardens 
service. Porters duties. Stock of 
grit. 


Floors, corridors and stairs etc free of obstructions, 
for example trailing cables 


Yes Local management 


Surfaces which are not slippery Yes Need to review and carry out a 
risk assessment of all floor 
areas.  


Well-lit outside areas – (this will also help security) Yes Q Park operate to secure car 
park award level. 


Safe passages for pedestrians and vehicles – (the 
best approach is to keep vehicles and pedestrians 
apart using separate routes) 


Yes Need to review and carry out a 
risk assessment of all external 
areas. 


Level, even surfaces without holes or broken boards Yes Reports to estates. Rolling 
programme. 


Hand-rails on stairs and ramps where necessary Yes Need to review and carry out a 
risk assessment 


Safe doors, for example vision panels in swing doors, 
and safety devices on power doors 


Yes Part of fire safety risk 
assessment which is regularly 
reviewed. 


Feasible to clean windows safely Yes Specialist window cleaning 
service is contracted. Reach and 
wash. 


Openable windows should be designed to open 
safely and stop people falling out  


Yes All adapted to open  no more 
than 4 inches. 


Escalators and moving walkways should function 
safely, be equipped with any necessary safety 
devices and fitted with one or more emergency stop 
controls which are easily identifiable and accessible. 


Yes Maintenance contracts 


Windows, transparent or translucent surfaces in 
walls, partitions, doors and gates should, where 
necessary, be made of safety material or protected 
against breakage and clearly marked if there is a 
danger people might collide with them 


Yes But need to review and carry out 
a complete glazing risk 
assessment 


 





