Birmingham Women's NHS

NHS Foundation Trust

PUBLIC SESSION

MEETING OF THE BOARD OF DIRECTORS

to be held in the Seminar Room, Birmingham Women's Hospital

on Thursday 29" October 2009 at 11 am

AGENDA

Welcome and apologies
Apologies should be sent to Jackie Howell at
jackie.howell@bwhct.nhs.uk, tel 0121 627 2601

Questions from the public on matters relating to the agenda

Declarations of interest
Directors are asked to declare any interests relating to any of the
items on the agenda

Minutes of the meeting held on 24™ September 2009
To APPROVE the minutes of the meeting held on 24 September
2009

Matters arising from the minutes of the meeting held on 24™
September 2009 (where not covered by agenda items)

Trust Chair's report

Meeting of Board in private session

To NOTE that representatives of the press and other members
of the public were excluded from an earlier session of the
meeting having regard to the confidential nature of the business
which was transacted, publicity on which would be prejudicial to
the public interest.

Report by the Chief Executive
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PATIENT EXPERIENCE AND IMPROVING CLINICAL
PERFORMANCE

Red Risk Register and Assurance Framework

Amber Risk register

Annual Health Check- Outcomes for 2008-2009

ASSURANCE

Senior Information Risk Officer

Patient Safety First campaign

ORGANISATIONAL PERFORMANCE

Integrated Performance Report
To CONSIDER the report
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IFRS; Financial statements at 1°' April 2009, as reviewed by
the Auditors

Monitor Submission, Q2

Terms of Reference for ORAG, Clinical Governance
Committee and Audit Committee
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MEMBERS' COUNCIL MATTERS

Report from Members' Council Chair
- Members’ Council, 5™ October 2009

CLASS ‘A’ TRUST POLICIES FOR APPROVAL

a. Investment Opportunities Policy

b. Cash Investment Policy

C. Risk Management Strategy- extension

d. Adjustments to Policy for Policies

e. Amendments to Raising Concerns at Work policy

SEALING REGISTER

Dates of next meetings

Thursday 26™ November 2009
Thursday 17" December 2009
Thursday 28" January 2010
Thursday 25" February 2010
Thursday 25™ March 2010
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ENCLOSURE 1

Birmingham Women's NHS

NHS Foundation Trust

Unconfirmed Minutes of the
MEETING OF THE FOUNDATION TRUST BOARD
HELD IN PUBLIC
in the Seminar Room, Birmingham Women's Hospital,
on Thursday 27 August 2009

PRESENT: Professor lan Booth In the Chair
Jason Burn Interim Finance Director
David Draycott Non-Executive Director
Nigel Gardner. Non-Executive Director
Helen Hemberg 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: Elaine Giles Safeguarding Lead
Steve Parsons Head of Corporate Affairs
ACTION
FTP/0909/1 WELCOME AND APOLOGIES

FTP/0909/1.1 The Chairman welcomed Elaine Giles to the meeting.
FTP/0909/1.2 No apologies for absence were received.

FTP/0909/2 QUESTIONS FROM THE PUBLIC ON MATTERS
RELATING TO THE AGENDA

FTP/0909/2.1 Sandy Buchan, a Governor attending, noted that he had
a comment on the Monitor Mid-Staffs item; the Chairman
confirmed he would be invited to comment at the
appropriate point.

FTP/0909/3 DECLARATIONS OF INTEREST

FTP/0909/3.1 No interests were declared in any item on the agenda for
the meeting.

FTP/0909/4 MINUTES OF MEETING HELD ON 27 AUGUST 2009

FTP/0909/4.1 The minutes of the meeting held on 27" August 2009
were approved with the following amendments:

e FTP/0809/12.2, it was clarified that the changes in
the FFR calculation had been included within the
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ENCLOSURE 1

planning template issued by Monitor;

e FTP/0809/12.3, it was clarified that efficiency gains
of 3%:% to 4% were built into the tariff

FTP/0909/5 MATTERS ARISING FROM THE MINUTES OF THE
MEETING HELD ON 27 AUGUST 2009

HEIC
FTP/0909/5.1 Neil Savage reported that the PQQ process had been

completed, and the consortium was now proceeding to NS
submit a tender by the closing date of 19" October.

FTP/0909/6 TRUST CHAIR'S REPORT

FTP/0909/6.1 Prof Booth had no matters to draw to the Board’s
attention.

FTP/0909/7 MEETING OF THE BOARD IN PRIVATE SESSION

FTP/0909/7.1 The Chairman reported that, in a private session held
earlier, the Board had considered the following matters:

e Downside scenarios for submission to Monitor,
together with possible mitigations

e Monitor's assessment of the Trust’'s Q1 performance
e Two Root Cause Analyses

e An ongoing opportunity that was, at present,
commercially confidential

o Areport from the Chief Executive on matters
currently requiring confidentiality

FTP/0909/8 REPORT BY THE CHIEF EXECUTIVE

FTP/0909/8.1 Steve Peak presented his report, and drew the following
points to the Board’s attention:

Consultant Appointments

FTP/0909/8.2 The Chief Executive confirmed that the Trust had
appointed two further Consultants in Obstetrics, Nina
Johns and Ellen Knox, who would start in December and
March respectively.

Annual Health Check

FTP/0909/8.3 It was reported that, unfortunately, the CQC had rejected
the Trust’s application for relief against the 13-week
Referral to Treatment target in 2008-2009, taking the
view that it should have been obvious that compliance
was required. Accordingly the Trust would lose some
marks in the process. It was not currently clear what
effect this would have on the overall position; the
outcomes would be released in the week beginning 12"
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October.

FTP/0909/8.4 It was commented that it would be interesting to see how
other units that were affected by the 13-week issue
faired in the process.

NNU build- Guaranteed Minimum Price

FTP/0909/8.5 The Chief Executive reported that the final figures for the
GMP were still outstanding, and were expected during JaB
the next week; however, the indications were
encouraging in that it might be below the budget
estimate.

FTP/0909/8.6 The Chief Executive's report was NOTED with thanks.

PATIENT EXPERIENCE AND IMPROVING CLINICAL

PERFORMANCE
FTP/0909/9 Red Risk Register and Assurance Framework
FTP/0909/9.1 Steve Parsons presented Enclosure 3, noting that one

risk had been added and one removed in the month. In
addition, two risks had been reviewed and had the level
of assurance amended.

FTP/0909/9.2 The following comments were made:

e |t was confirmed that the risk related to caesarean
sections (ID 10) had been re-classified as national
guidance now required midwives not to ‘scrub’;
therefore the Trust was re-planning how to make this
provision

e The risk relating to the HTA licence (ID 97) had been
re-assessed as the end date for the work had moved
from March 2010 by about 6 weeks; however, the
HTA had been kept fully informed of the position.

FTP/0909/9.3 The Board noted the Red Risk Report.

FTP/0909/10 SAFEGUARDING CHILDREN AND THE CARE
QUALITY COMMISSION REVIEW

FTP/0909/10.1 Elaine Giles presented Enclosure 4, and made a
presentation to the Board identifying the main points for
the Board'’s consideration. The following comments were
made in debate:

e The Board noted the Employee Recognition Award
given to Elaine at the AGM, and congratulated her
on the award
e The provision of training in this area was on the
agenda, and would be taken forward in the HR NS
Department as part of developing the training

Page 3 of 9





FTP/0909/10.2

FTP/0909/11

FTP/0909/11.1

FTP/0909/11.2

ENCLOSURE 1

strategy

The outputs were the same for physical and e-
learning approaches; the courses were standard, but
learning was by a different route

The question of CRB checks had been the subject of
a detailed discussion at the Clinical Governance
Committee, and the Management Board had agreed
a process to ensure coverage for those employees
who had not been checked. The Trust was on course
to complete checks a year ahead of requirements
Training was now being recorded and monitored via
the ESR system

The Management Board would look at appropriate
funding arrangements for the provision of training

It was confirmed that, if training appointments were
missed more than once, the reasons were
investigated and resolved

Overall, the Board could have confidence hat the
Trust was meeting the required procedures and
standards, although training was not via the e-
learning route.

The Board:

Noted the report and presentation, and thanked
Elaine Giles for these

Authorised the Executive team to make an
appropriate declaration of compliance on the web-
site.

MONITOR INTERNAL AUDIT REPORT RE: MID-
STAFFORDSHIRE

Steve Peak presented Enlcosure 5, noting that Monitor
had requested their internal Auditors (KPMG) to
undertake a review of the actions around the failings of
Mid-Staffs and report on learning. That report had been
fully accepted by Monitor, and a list of actions had been
supplied in the management response.

The following comments were made in debate:

Some of the recommendations would be played out
over the next 12 months or so

There was a focus on the clinical governance
arrangements, and Monitor was looking to include
the effectiveness of these within its regular
monitoring work

There was a significant lack of clarity in the
relationship between the various national bodies with
regulatory responsibility for FT's and this was
unhelpful for the Board

Some Directors commented that the Board would
need to have details of the process to approve CIP’s
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given the comments on ensuring these were
medically appropriate; it was reported that these
were currently brought forward by Clinical Directors
as a bottom-up process, so it was likely that
appropriate medical staff had bought into them. It
was also confirmed that individual clinicians would
have channels to make appropriate comments if a
CIP was thought to pose safety concerns

e Inresponse to a suggestion from Mr Buchan (a
Governor attending as a member of the public), it
was agreed that details of recommendation 11
(which related to Governors) should be circulated to
Members’ Council

The Board noted the KPMG report and Monitor
management response.

INPATIENT SURVEY

Jane Owen presented Enclosure 6, and noted that the
report had been discussed within the Directorate, by the
Clinical Governance Committee and also Women'’s
Council. The Trust was consistently within the top 20%
for most areas, and those where results were less good
were being addressed. Overall the report showed a good
picture of the Trust.

The following comments were made:

e There had been an improvement in some, but not all,
of the areas of difficulty from the previous survey.
The three outstanding issues to take forward were (i)
Pre-operation explanations to patients (ii)
Explanations of risks and benefits and (iii) Clarity on
use of medicines on discharge

e [t was confirmed that the Trust met the CNST
standard on patient information and its content, but
there seemed to be a challenge to meet the
expectations of patients in this area

e A new Lead Pharmacist had been appointed, but this
was not seen as a relevant factor in the use of
medicines; it was necessary to have appropriate
dialogue with the patients

e The Trust had systems in place to ensure the
information associated with medicines was
understandable, and met national standards in this
area. It was suggested that, in the context of the
other results in this area, the result for this question
might be an oddity.

The Board noted the Inpatient Survey, and the actions
undertake as a result.
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ORGANISATIONAL PERFORMANCE
PANDEMIC INFLUENZA PLANNING

Neil Savage and Jane Owen presented Enclosure 7,
noting that the Department of Health required all Trusts
to have made this self-assessment presentation to their
Boards by the end of September. The presentation was
based on the useful template produced by the SHA, and
indicated that most areas of preparation were coded
Green; some areas were being addressed and were
coded Amber, and there were no areas coded Red. All
areas were meeting the planned response timetable. It
was also reported that a process of providing policies to
meet the temporary exigencies of this situation were
being prepared, and it was hoped that they would be
agreed with Staff Side in October.

The following comments were made on the report:

e Inresponse to a question, it was confirmed that the
Trust was not eligible to be affected by any move to
transfer beds to emergency status. Regarding
training, the Emergency Planning Group had
discussed various scenarios, and had returned to the
SHA to seek further support

e |t was confirmed that there could not be a formal
dispensation from EWTD in the event of a pandemic;
however, the hours were averaged over a 13-week
period, and staff could agree to individual opt-outs

The Board noted the self-assessment report on
planning for a possible Influenza Pandemic.

INTEGRATED PERFORMANCE REPORT

Jane Owen presented the dashboard report, and noted
the following main points:

e The list sizes for Gynaecology continued to be
closely monitored to ensure compliance with the 13-
week referral to treatment target

e Complaints were still missing the agreed timescales,
and this had been discussed at Management Board;
Directorates now had a clear understanding of what
was required.

e The cancer targets continued to be challenging, and
the Trust had an internal goal to refer those on the
62-day target to a partner Trust no later than day 31

e The targets relating to cessation of smoking were
also causing challenges, as at least 50% of patients
were declining referral into the relevant programme.

Neil Savage referred to the dashboard entries on
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ENCLOSURE 1

workforce, and noted the following:

e The increase in Agency/ Bank staff spend was
typical for the period

e The Trust’s sickness rates remained below the
average for the West Midlands NHS

e The turnover in staff had been inflated by the annual
change in junior doctors; allowing for this, the Trust
remained under 10%

e The figures for KSF/ PDR were disappointing, but it
was felt that there were issues of under-reporting
that underlay them. These were being addressed

e The staff attitude survey would be issued to all staff
next month, and the results would be reported in due NS
course

NS

FTP/0909/14.3 Jason Burn presented the finance report, and drew the
following points to the Board’s attention:

e The surplus was £698k at the end of the period, with
the FRR moving to 4; the year-end forecast was for a
surplus around £900k

e The cumulative performance over plan to the end of
Month 5 was £200k

e Month 5 included certain write-backs for items such
as energy bills that were less than accrued for; this
meant that the surplus figure was not representative

e The CIP programme was slightly ahead of target for
this stage, but the split between recurrent and non-
recurrent items required further investigation JaB

e The cash balances were £13 million, including £5
million held for the hosted organisations

e On capital items, a further £116k was required in
respect of the NNU surgical cot; this had been
received from the Specialist Commissioners, but
currently appeared against revenue whilst the
equipment would be in capital

e The mortuary refurbishment had estimated at
C.£540k, some £290k ahead of the budget estimate

e Most of the clinical capital spends were already
committed, and the only items not committed related
to spending of Trust estate. Payments would be
matched to cash-flow, but it might be necessary to
call against the 2010-2011 programme for some JaB
items. The Board agreed to this approach.

FTP/0909/14.4  The following comments were made:

e The position on CIP’s indicated difficulties in
identifying recurrent savings; this should be looked at
in detail during the planning cycle, although JaB
positively. Mr Burn advised that some may be re-
classified once the commissioners confirm their
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intent to pay for the service in the next year

e One Director felt this highlighted a need to separate
cost improvement from income generation; other
Directors felt that this would give the wrong
message, as in the clinical context the large majority
of budgets were staff-related and therefore fixed
cost, so income generation was required to enable
targets to be met. It was recognised that the term
CIP might be a misnomer

e |t was suggested that it would be helpful to provide
the Board with details of the last 3 years CIP
programmes, to give context to the planning round; JaB
this would be pursued

e [t was assumed that the pay savings were not at the
expense of the quality of service sought; it was
confirmed that Gynaecology were holding posts
open, but these were expected to be filled shortly.
There was no suggestion of a freeze in recruitment
being considered

e The Board discussed whether it was possible to
provide the same quality of care with less resource,
which some Directors felt was the logical follow-on
from previous discussions; it was suggested that
step-changes in costs, relating to staffing levels,
meant that this did not fully follow

e [t was confirmed that maintaining the clinical
circumstances of the Trust was a priority

The Board noted the Integrated Performance Report.

PLANNING

Steve Peak reported that the Management Board had
discussed the appropriate way to start the planning
round leading to the submission to Monitor of the three-
year plan for 2010-2013, and had approved the
expectations of the process. The Directorates had been
given framework documents with which they were
comfortable, and the outcomes would come to a
November seminar meeting which would start setting
priorities.

The Board noted the progress of the planning round.

MEMBERS’ COUNCIL MATTERS
REPORT OF THE MEMBERS’' COUNCIL CHAIR
Mr Gardner, who had chaired the meeting of Council on

21% September in the absence of Professor Booth,
reported that the following had been discussed:
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e Council had been updated on the appointment
process for a Trust Chairman; it had agreed details
on salary and time commitment, and would be
meeting on Monday 5™ October to approve a
recommendation from the Appointments Committee

e Three items had been raised by Governors, including
the recent Patient Association report, and the need
for improvement in the Trust's web-site

e Council had voted to recommend to the Board that
the Trust affiliated to the Foundation Trust Governors
Association. A paper on this would be brought to the
Board in October

e The Council had discussed the remuneration of Non-
Executive Directors, as was usual for this meeting;
as Acting Chair, Professor Booth had been advised
of the outcome of these discussions.

SEALING REPORT
The Board noted the Sealing Report (Enclosure 9).

Dates of next meetings

Thursday 29" October 2009
Thursday 26™ November 2009
Thursday 17" December 2009
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ENCLOSURE 11

Birmingham Women'’s NHS

NHS Foundation Trust

SUBJECT : Monitor submission, Q2 2009-2010

REPORT BY : | Steve Parsons, Head of Corporate Affairs

AUTHOR : Steve Parsons, Head of Corporate Affairs
Jane Owen, Director of Nursing, Midwifery & Operations

CONTEXT AND BACKGROUND FOR REPORT

Under the provisions of the Compliance Framework, the Trust is required to
report to Monitor quarterly on its performance. This report is to include a
declaration approved by the Trust Board in respect to the Trust’s performance
against the targets set out in the Compliance Framework (including national
Department of Health targets), financial performance details, any exception
reporting items, and an update on Board and Members’ Council changes.

From this year, Monitor requires the Board declaration to include an
assessment of the governance rating for the Trust (Green, Amber or Red).
This is calculated based on the weightings indicated in the Compliance
Framework, Appendix B.

Copies of the proposed submissions are attached to this report.

KEY ISSUES FOR THE BOARD OF DIRECTORS’ CONSIDERATION AND
DECISION

For Quarter 2 of 2009-2010, the Board is invited to declare:

e Amber for Governance Risk

e Declaration 2 (non-compliance) in respect of compliance with the national
cancer targets

During Q1, it was announced that the national cancer targets would be set at:

14-day referral to first seen 93%
62-day referral to treatment 85%
Cervical Screening 62-day referral to treatment ~ 90%
31-day diagnosis to treatment 96%
Subsequent treatment 94%

For Q2, three patients whose treatment the Trust shared with another provider






ENCLOSURE 11

failed to achieve the 62-day referral to treatment target, and the Trust was
given 0.5 of a breach. With a total number of patients within the target
category of 5.5, this led to an achievement rate of 73% against the target of
85%. The Board will appreciate that the small numbers involved, and the
involvement of other providers, make the control of this target more difficult.

The Trust met the other cancer targets for the quarter; however, it is again a
difficult area to manage owing to the low number of patients coming within the
targets.

The attention of the Board is drawn to the attachment to the Declaration,
setting out the Trust’s plan to ensure compliance with this target.

Under the Monitor Compliance Framework, a failure on this target gives 1.0
‘penalty points’. This indicates an Amber governance rating (Amber being
between 1.0 and 3.0 ‘points’). The Board should note that, under the
Framework, if a Foundation Trust has three Amber ratings in a row, it will be
usually be raised to Red status.

Under the exception reporting heading, the opportunity is taken to advise
Monitor that the Trust has achieved compliance with the 13-week referral to
treatment target within the advised timescale of the end of August 2009.
However, it is acknowledged that there will be an adverse effect on the
performance scores in the Annual Health Check for 2009-2010, as the Trust
was not fully compliant for the entire year.

The documents also confirm the recent appointment of Helen Hemberg as
Chairman, and changes to the membership of Members’ Council.

RECOMMENDATIONS

The Board is invited to:

a. Approve making Declaration 2 as attached to this report, including the
plan to move to compliance;

b. Authorise the Chairman to sign the Declaration on behalf of the Board;

C. Approve the financial statement, exception report and other items

report for submission to Monitor.







Worksheet "Summary"

ummary of plan by BIRMWOMEN

[Financial Summary Quarter YTD FY FY
Plan Actual Variance Plan Actual Variance [ Plan | Forecast
Revenue (Total) 213 21.2 (0.1) 425 41.9 (0.6) 85.0 84.4
Employee Expenses (14.1) (14.0) 0.1 (28.2) (27.3) 0.9 (56.4) (55.6)
Drugs (0.3) (0.4) (0.1) (0.5) 0.7) 0.2 (1.1) (1.3)
PFI operating expenses 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0
Other costs (5.6) (5.5) 0.1 (11.2) (11.1) 0.1 (22.3) (22.3)
EBITDA 13 13 0.0 26 27 0.1 5.2 5.3
Depreciation and amortisation (0.8) (0.8) 0.0 @7 (1.6) 0.1 (3.4) (3.3)
Net interest 0.1 0.0 (0.1) 0.2 0.0 0.2) 0.4 0.2
Other (0.4) (0.3) 0.1 (0.8) 0.7) 0.1 (1.6) (1.5)
Net Surplus / (Deficit) 0.1 0.2 0.1 0.3 0.4 0.1 0.6 0.7
EBITDA % Income % 6.1% 6.1% 0.1% 6.1% 6.5% 0.4% 6.1% 6.3%
CIPs £m 0.6 0.8 0.1 13 15 0.2 26 28
Net Surplus / (Deficit) 0.1 0.2 0.1 0.3 0.4 0.1 0.6 0.7
[Change in working capital (0.1) -1.0 (0.9) (0.6) -0.4 0.2 (11) (0.9)
Non cash I&E items 11 1.1 (0.1) 23 23 (0.0) 46 46
[Cashflow from operations 1.2 0.3 (0.9) 2.0 23 0.3 4.1 4.4
[Cashflow from investing activities (1.9) (0.7) 1.2 3.7) (1.4) 2.3 (7.4) (5.1)
[Cashflow before financing (0.6) (0.4) 0.3 1.7 0.9 26 3.3) 0.7)
[Cashflow from financing activities (0.7) (0.7) 0.0 (0.6) (0.7) (0.1) (1.2) (1.3)
Net increase/(decrease) in cash (1.3) (1.0) 0.3 (2.3) 0.3 2.5 (4.5) (2.0)
Cash at period end 9.7 121 2.4 9.7 121 2.4 7.4 9.9
[Cash and Cash equivalents at PE 9.7 12.1 2.4 9.7 12.1 2.4 7.4 9.9
FRR Metrics by quarter Hist'y YTD
all on YTD basis 30-Jun-09 30-Sep-09 FY
EBITDA margin 6.8% 6.5% 6.3%
EBITDA % of plan 108.8% 104.6% 102.3%
ROA 4.9% 4.5% 4.4%
I&E surplus margin 1.0% 1.1% 0.9%
Liquidity 40.8 415 335
Financial Risk Rating 3 3 3
Detailed Financial Summary - Acute Quarter YTD FY FY
Plan Actual Variance Plan Actual Variance Plan Forecast
NHS Elective revenue 1.3 1.1 0.2) 25 22 0.3) 5.0 47
NHS Non-Elective revenue 5.0 5.0 0.0 10.0 10.2 0.2 20.0 20.2
NHS Outpatient revenue 29 3.0 0.0 5.9 5.9 0.0 11.8 11.8
NHS A&E revenue 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0
NHS other revenue 75 8.0 0.5 15.0 155 0.4 30.0 30.5
Private patient revenue 0.3 0.2 (0.1) 0.6 0.4 0.2) 1.1 1.0
Other operating income 4.3 3.9 (0.3) 8.5 7.8 (0.7) 17.1 16.3
Total operating income 21.3 21.2 (0.1) 425 419 (0.6) 85.0 84.4
Employee Expenses (14.1) (14.0) 0.1 (28.2) (27.3) 0.9 (56.4) (55.6)
Drugs 0.3) (0.4) (0.1) (0.5) 0.7) 0.2) (1.1) (1.3)
Supplies (clinical & non-clinical) (1.5) (1.3) 0.3 (3.1) (2.8) 0.3 (6.1) (5.9)
PFI operating expenses 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0
Other Costs (4.1) (4.2) 0.2) (8.1) (8.3) 0.2) (16.2) (16.4)
Total operating expenses (20.0) (19.9) 0.1 (39.9) (39.2) 0.7 (79.8) (79.1)
EBITDA 13 13 0.0 26 27 0.1 5.2 53
Depreciation and amortisation (0.8) (0.8) 0.0 1.7 (1.6) 0.1 (3.4) 3.3)
Profit (loss) on asset disposal 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0
Net interest 0.1 0.0 (0.1) 0.2 0.0 0.2) 0.4 0.2
Taxation 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0
PDC dividend (0.4) 0.3) 0.1 0.8 0.7) 0.1 (1.6) (1.5)
Charitable funds I&E included 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0
Impairments & Restructuring 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0
Other non-operating items 0.0 0.0 0.0 (0.0) (0.0) 0.0 0.0 0.0
Net Surplus / (Deficit) 0.1 0.2 0.1 0.3 0.4 0.1 0.6 0.7
EBITDA % Income 6.1% 6.1% 0.1% 6.1% 6.5% 0.4% 6.1% 6.3%
EBITDA 13 13 0.0 26 27 0.1 5.2 5.3
Change in Current Receivables 0.1 (0.1) (0.2) 0.2 1.1 0.9 0.4 13
Change in Current Payables 0.2 (0.6) 0.7) (0.1) (0.1) 0.0 (0.2) (0.1)
Other changes in WC 0.3) 0.3) 0.0 0.7) (1.4) 0.8 (1.3) (2.1)
Other non-cash items 0.0 (0.0) (0.0) 0.0 0.0 (0.0) 0.0 0.0
[Cashflow from operating activities 1.2 0.3 (0.9) 2.0 2.3 0.3 4.1 4.4
Capital expenditure (1.9) 0.7) 1.2 3.7) (1.4) 23 (7.4) (5.1)
Asset sale proceeds 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0
other Investing cash flows 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0
[Cashflow before financing (0.6) (0.4) 0.3 .7 0.9 2.6 (3.3) 0.7)
Net interest 0.1 0.0 (0.1) 0.2 0.0 0.2) 0.4 0.2
PDC dividends (paid) 0.8) 0.7) 0.1 0.8) 0.7) 0.1 (1.6) (1.5)
Movement in loans 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0
PDC received/(repaid) 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0
Other 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0
Net cash inflow/outflow (1.3) (1.0) 0.3 (2.3) 0.3 25 (4.5) (2.0)
Period end cash 9.7 121 24 9.7 121 24 7.4 9.9
Period end cash and equivalents 9.7 12.1 2.4 9.7 12.1 2.4 7.4 9.9







Birmingham Women’s NHS Foundation Trust
Governance Declarations
Quarter two 2009/10 (1 July — 30 September 2009)

NHS foundation trusts must confirm compliance with the Authorisation in relation to all
targets and national core standards listed on page 41 of the Compliance Framework
issued by Monitor in March 2009. No supporting detail is required unless compliance
cannot be confirmed.

Please state the Board’s declaration of its Governance risk rating in the box below:

Risk rating: (select as appropriate) Amber
Please sign one of the two declarations below. If you sign declaration 2, provide
supporting detail in the format set out below.
Declaration 1

The Board confirms that all targets and national core standards have been met over the
period (after application of thresholds) and that sufficient plans are in place to ensure
that all known targets and national core standards that will come into force will also be
met.

(signed) on behalf of the Board of Directors

Acting in capacity as

Declaration 2

For one or more targets the Board cannot make Declaration 1 and has provided relevant
details on the following page(s)

The Board confirms that all other targets and national core standards have been met
over the period (after application of thresholds) and that sufficient plans are in place to
ensure that all known targets and national core standards that will come into force will
also be met.

(signed) on behalf of the Board of Directors

Acting in capacity as

Note: Monitor will accept either an electronic or a hand written signature.
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Governance Declarations
Quarter two 2009/10 (1 July — 30 September 2009)

If Declaration 2 has been signed:

Please identify which targets have led to the Board being unable to sign declaration 1.
For each please provide the information requested in the format set out below:

Target or Standard:

Cancer 62-day referral to treatment pathway

Name the healthcare target or national core standard involved.

The Issue:

The Trust's performance against the 62-day referral to treatment pathway in respect of
the second quarter of 2009-2010 has been 73% against a target of 85%.

The underlying patient numbers for this performance are 5.5, of whom three were
involved in a shared breach with another NHS provider.

This should include (1) a description of the issue that has arisen, identifying the area(s) of the Authorisation
to which it applies, (2) an assessment of the consequences of the issue including the magnitude (e.qg.
performance levels achieved or estimated) and (3) the timeframe in which it will come into effect or if it has
already done so, when it occurred

Proposed Actions:

The Trust is working with partner providers in this area to progress patients within
timeframes that comply with the target.

The Trust has set an internal target to ensure that all patients for whom it takes the initial
referral are referred on to partner organisations no later than day 31. The Trust actively
monitors the position of individual patients on the time-line whilst the Trust is responsible
for their care.

This should include (1) a summary of the proposed actions that will be put in place to address the issue, (2)
the process that will be applied in reviewing the effectiveness of these actions as appropriate to the
circumstances of the issue, and (3) a work plan that details the timelines of these actions

Next Steps:

The Trust will continue to work closely with our partners to ensure that the pathway is
clear and efficient.

We will continue to monitor the progress of individual patients closely to seek to meet
our internal Day 31 target.
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Governance Declarations
Quarter two 2009/10 (1 July — 30 September 2009)

This should include (1) a list of the third parties the NHS foundation trust has and intends to notify of the
issue and (2) a proposal of the support required from Monitor (if any)

Repeat this format on additional pages as required.






APPENDIX 3

QUARTERLY REPORT TO MONITOR:
EXCEPTION REPORTING

Exception Reporting

The Trust reports the following matter to Monitor under the exception reporting
arrangements.

Other items of report

Application of 13-week target

As previously reported, the Trust has been working towards achievement of the 13-
week referral to treatment target. As previously reported to Monitor, the target was to
achieve compliance by the end of August 2009; the Trust is pleased to be able to
report that compliance was achieved in mid-August.

Although continued close monitoring will be undertaken, the Trust are confident that
the compliance level can be maintained. However, we acknowledge that, as
compliance has not been in place for the entirety of the 2009-2010 year, there will be
an adverse effect on the Trust’s performance in the Annual Health Check undertaken
by the Care Quality Commission.






ENCLOSURE

APPENDIX 4

QUARTERLY REPORT TO MONITOR:
OTHER ITEMS REQUIRING REPORTING

Changes in membership of Board of Directors

At a meeting of Members’ Council held on 5" October, 2009, the Council approved a
recommendation from the Appointments Committee that Helen Hemberg should be
appointed as Chairman of the Trust. The period of appointment was agreed to be
from 6™ October 2009 to 31% March 2013, to ensure that certain logistical problems
encountered in recruiting over a summer period could be avoided.

Professor Booth has therefore reverted to role as Deputy Chairman, rather than
Acting Chairman. The appointments of Mr Nigel Gardner and Mr David Draycott to
deputise for Professor Booth, under Standing Order 2.12.3, have also ended in
accordance with their terms.

Members’ Council, on the advice of the Nomination and Remuneration Committee,
will be considering the best process for a further appointment or appointments of
Non-Executive Directors at its December meeting, taking into account the pattern of
rotation for Director’s terms of office.

Changes in Members' Council

The following changes in the membership of the Members' Council have taken place
during the period under review:

» Professor Evelyn Ellis has resigned as a Governor appointed by the University of
Birmingham. The University have been invited to nominate a replacement, and
are seeking appropriate candidates.

» Karen Helliwell has resigned as a Governor appointed by the West Midlands
Specialised Services Agency. The Agency have been invited to nominate a
replacement.

» The opportunity is taken to report that Jamileh Mourtada resigned in early
October as a Governor for the Public South Birmingham Constituency, owing to
on-going ill-health. An election for this seat will be scheduled in due course.

In response to the request of Monitor, Council have elected Mr Alexander (Sandy)
Buchan to be the Senior Governor (referred to by Monitor as ‘Lead Governor’) for the
Trust.

The Trust is currently conducting elections in the following Constituencies:

e For 3 Governors in the Heart of Birmingham/ East and North Birmingham Public
Constituency

e For 1 Governor in the West Midlands Public Constituency
e For 1 Governor in the Midwifery Staff Constituency

Results of the process are expected in December 2009.






ENCLOSURE 12

Birmingham Women'’s NHS

NHS Foundation Trust

SUBJECT : Proposed changes to the Terms of Reference for
Committees

REPORT BY : | Steve Parsons, Head of Corporate Affairs

AUTHOR : Steve Parsons, Head of Corporate Affairs

CONTEXT AND BACKGROUND FOR REPORT

As part of the preparations for the review of the Trust by NHSLA expected in
the end of 2010, the Trust has internally reviewed compliance with the
relevant standards. One issue raised by this review has been the drafting of
the terms of reference for the Trust’s high-level Committees dealing with risk,
for which certain minimum requirements are laid down by NHSLA. These
have been identified as ORAG, Clinical Governance Committee, and the Audit
Committee.

These requirements include requirements to state the minimum acceptable
level of attendance at meetings, reporting arrangements to the Board, and
identification of those groups that report into the high-level committees. Also
required are arrangements to ensure monitoring of compliance with NHSLA
requirements.

KEY ISSUES FOR THE BOARD OF DIRECTORS’ CONSIDERATION AND
DECISION

Following from the review, the Terms of Reference have been reviewed to
address identified weaknesses in terms of compliance with the requirements
of the NHSLA. In addition, the terms of reference for the Clinical Governance
Committee have been subject to the annual review anticipated in the current
arrangements.

Appended to this paper are proposed revisions to the terms of reference for
(respectively) ORAG, Clinical Governance Committee and Audit Committee,
which seek to meet the requirements of the NHSLA. The Board should note
that the proposed minimum acceptable rate of attendance is 75%.
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RECOMMENDATIONS

The Board is invited to approve the revisions to the terms of reference for the:

a. Organisational Risk and Governance Committee
b. Clinical Governance Committee
C. Audit Committee

as indicated in the appended drafts.
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Clinical Governance Committee
Terms of Reference

1. Constitution

The Board of Directors (the Board) resolves to establish a Committee of the Board to be known as the
Clinical Governance Committee.

2. Membership
The members will be appointed by the Board and comprise:

Medical Director (Chair)
Director of Nursing & Midwifery (Deputy Chair)

Clinical Directors (or deputy)
Maternity Services
Gynaecology
Neonatology
Genetics
Clinical Support Services (Associate Director)

Clinical Governance Manager

Clinical Effectiveness Facilitator — Pathways
Risk Manager

Lead Clinician for Clinical Risk

Safeguarding Lead

Professional Leads
Head of Midwifery
Head of Neonatal Nursing
Head of Gynaecology Nursing

Genetics Counsellor Manager
Genetics and Clinical Support Quality Manager

Non-Executive Directors
Representing Public and Patient Involvement
Board of Directors Observer & Scrutineer

Co-Opted as necessary:
Director of Human Resources
Director of Research & Development
Legal Services Manager
PCT Representative
Patient representatives
Members’ Council representatives

3. Quorum

The Committee is quorate when:
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Chair or Deputy Chair or nominated chair is present to chair the meeting and 5 other members of the

group are present.

4. Attendance

Attendance will be monitored, recorded and compared with the standard, that is 75% attendance by
themselves or their designated deputy. This will be documented in the Clinical Governance Committee
Record of Attendance document.

5. Frequency

The Committee will meet monthly under normal circumstances.

6. Authority
The Clinical Governance Committee is authorised by the Board to:

Carry out any activity within its terms of reference

Request any information it requires from any employee.

All employees are directed to co-operate with any request made by the Committee.
Request any information it requires from the Head of Internal Audit.

The authority of the Clinical Governance Committee is limited as follows:

e |tis not the duty of the Committee to carry out functions that properly belong to the Board itself or
to other Board Committees.
Material issues must be notified to the Board for consideration.
The Committee may not delegate executive powers to sub-committees unless expressly
authorised by the Board.

7. Duties
Context:

The Government White Paper “A First Class Service” defined Clinical Governance as “a framework
through which NHS organisations are accountable for continuously improving the quality of their services
and safeguarding high standards of care by creating an environment in which excellence in clinical care
will flourish”.

External standards are provided by, amongst others, the Care Quality Commission in the form of the
Standards for Better Health and the NHS Litigation Authority as the NHSLA Risk Management Standards
for Acute Trusts, Primary Care Trusts and Independent Sector Providers of NHS Care plus the Clinical
Negligence Scheme for Trusts Maternity Clinical Risk Management Standards.

e The Clinical Governance structure should assure patients, commissioners and the Board of
Directors that services meet the required standards, as a minimum.

e The Trust has a Strategic and Operational management structure based on Directorates
including the Clinical Governance Directorate with accountability to the Board of Directors. This
management structure is responsible for the delivery of service to the patient. To ensure this
service is in keeping with good practice, the Clinical Governance structure monitors and gives
feedback to the operational arm.

e |n addition, Clinical Governance should stimulate service improvement and influence strategic
direction. To do this, the Clinical Governance Committee links with the directorates (Clinical
Directors sit on the Committee) for implementation of policies and strategies.
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e Effective clinical governance rests with the professional obligations that every staff member of
the Trust has to its patients, their families and carers. In turn, the Trust supports each member of
staff through the operational and Clinical Governance systems.

e The Chief Executive is ultimately accountable for Clinical Governance in the Trust.

e The Medical Director (Deputy: Director of Nursing & Midwifery) is accountable for the
implementation of clinical governance and chairs the Clinical Governance Committee. The
Clinical Governance Manager supports these activities and is accountable to the Medical
Director.

e Two Non-Executive Directors are involved with the Clinical Governance Committee. One
represents patients’ interests, the second sits as an observer, representing the Board of
Directors. He/she is responsible for assuring the Board of Directors that Clinical Governance is
working effectively.

e The Women'’s Council reports patient experience and engagement to the Clinical Governance
Committee. The Members’ Council Patient Experience Committee is represented at the Women'’s
Council by its chair.

In carrying out its duties the Clinical Governance Committee will:-

e Raise awareness and promote the principles of clinical governance and clinical risk management
throughout the Trust.

e Review the clinical governance and risk management strategy and framework, and monitor the
overall level of risk within the organisation.

e Receive guidance and reports from national and professional bodies, external organisations (e.g.
Care Quality Commission, National Patient Safety Agency etc.) and from bodies representing
patients and relatives on behalf of the Trust to understand their implications for our services and
to work with Directorates on implementation.

e Ensure the appropriate systems are in place at Directorate level to determine and monitor clinical
standards and identify problems at an early stage.

e Act as aforum for operational discussion of Directorate based initiatives on Clinical Governance.

e Ensure effective systems are in place for Incident and Near Miss reporting, identification of
Critical and Serious Untoward Incidents and conduct of Root Cause Analyses.

e Receive recommendations from the Trust’'s Women’s Council on the systematic involvement of
patients in service development and monitoring.

e Carry out investigations and prepare reports as required by the Board of Directors.
e Monitor and maintain attendance at its meetings.

e Receive action plans and regular reports (timings determined by the Committee and documented
in the Reporting Schedule related to this document):

Annual Clinical Report

Clinical Audit

Clinical Risk

Colposcopy / Cytology QA

Complaints

Drugs & Therapeutics

Hospital Transfusion and Thrombosis Committee
Incident Reports
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Infection Control

Information Governance
Litigation Reports

Medical Devices Group

MHRA and SABS Reports
National Confidential Enquiries
NHSLA and CNST

NICE guidance

PALS

Perinatal Risk Group
Research & Development Committee
Resuscitation Committee

Root Cause Analyses
Safeguarding Children
Standards for Better Health
Theatre User Group

Women'’s Council

The Committee is the Trust's entry portal for all NICE guidance and National Confidential Enquiries.
The Committee also receives Root Cause Analysis reports.

Clinical Improvement Groups at Directorate level report into the Clinical Governance Committee on:
Care Pathways
Claims
Clinical Audit
Clinical indicators
Clinical risks
Complaints
Directorate Clinical Improvement Group minutes
Directorate specific quality indicators
Essence of Care
Incidents
Infection Control
Minutes of meetings
NHSLA and CNST
Patient feedback
Quarterly Quality Indicators
Quality assurance
Root Cause Analyses and action plans
Sharing good practice and learning points
Standards for Better Health

8. Reporting

The minutes of each meeting of the Clinical Governance Committee shall be recorded and presented to
the Board, together with any other documents which the Board might request, by the Chair of the
Committee (or nominated deputy) on a monthly basis. They shall draw to the attention of the Board any
issues that require disclosure to the Board or require executive action.

9. Review

The membership of the Clinical Governance Committee and these terms of reference may be changed
only with the express approval of the Board and will be reviewed and agreed by the Board annually.

10. Relationship of the Clinical Governance Committee to the Audit Committee and Organisational

Risk and Governance Committee

The Clinical Governance Committee has responsibility for the management of risk with the Audit
Committee and the Organisational Risk and Governance Committee.
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e The Clinical Governance Committee has primary responsibility for risks within the clinical work of
the Trust.

e The Organisational Risk and Governance Committee has primary responsibility for risks that
affect the corporate and non-clinical work of the Trust.

e The Audit Committee has primary responsibility for risks that relate to financial controls, as set
out in its terms of reference

11. Monitoring

Monitoring Method Frequency | Lead Reporting to
Duties Board review | Annual Medical Board
Director
Reporting to Board | Board review | Annual Medical Board
Director
Attendance by Factual Annual Secretariat | Committee and
members review Board
Reporting Committee Annual Medical CGC
arrangements to review Director
CGC
Requirements for Board review | Annual Head of Board
quorum Corporate
Affairs
Frequency of Board review | Annual Medical Board
meetings Director

DOCUMENT CONTROL

Title: Clinical Governance Committee Terms of Reference
Version: 3
Reference Number: NK

TITLE

Description of Amendment(s):

1. Formatted to compliment other Board sub-committees

2. Relationship of the committee to the Audit Committee and the Organisational Risk and
Governance Committee made explicit.

3. Membership updated

4. Reporting updated

AMENDMENTS

Supersedes: version 2

Author: Mr Peter Thompson, Medical Director

Original document: Mr Harry Gee

ORIGINATOR

Referred for approval by:

Clinical Governance Committee
Approval Date: 3" July 2009

APPROVAL

Board of Directors
Approval Date: Day Month 2009
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Birmingham Women's NHS

NHS Foundation Trust

TERMS OF REFERENCE OF THE
ORGANISATIONAL RISK & GOVERNANCE COMMITTEE

1. Constitution

The Board of Directors ("the Board") hereby resolves to establish a Committee of the
Board to be known as the Organisational Risk & Governance Committee.

2. Membership

The Organisational Risk & Governance Committee shall be appointed by the Board
and shall consist of:

Director of Workforce and Organisational Development (chair)
One independent non-executive director

Commercial Director

Head of Corporate Affairs

Deputy Director of Finance

Associate Director of Workforce and Organisational Development
Trust Risk Manager

Head of Legal Services

Head of Facilities

Head of Estates

Chair, Health & Safety Committee

Chair, Information Governance Committee

Directorate General Managers

Chair of Trust (as an Ex-Officio member)

3. Quorum

A guorum shall be four members.

4. Attendance

Any director, whether executive or non-executive, may attend meetings of the
Organisational Risk & Governance Committee. Members are expected to attend not

less than 75% of the meetings of the Committee. It shall be permissible for a member
to nominate a substitute to attend on their behalf.

5. Secretary

The Head of Corporate Affairs, in his or her capacity as Secretary of the Trust, shall
be the secretary of the Organisational Risk & Governance Committee.

6. Frequency
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The Organisational Risk & Governance Committee shall meet monthly between
meetings of the Clinical Governance Committee.

7. Authority
The Organisational Risk & Governance Committee is authorised by the Board to:

e carry out any activity within its terms of reference
request any information it requires from any employee, and all employees are
directed to co-operate with any request made by the Organisational Risk &
Governance Committee

e request any information it requires from the Head of Internal Audit

The authority of the Organisational Risk & Governance Committee is limited as
follows:

e itis not the duty of the Organisational Risk & Governance Committee to carry out
functions that properly belong to the Board itself or to other Board Committees
material issues must be notified to the Board for consideration

¢ the Organisational Risk & Governance Committee may not delegate executive
powers to sub-committees unless expressly authorised by the Board.

8. Duties

The principal duty of the Organisational Risk & Governance Committee is to raise the
profile and ensure the effectiveness of the arrangements in place within the Trust for
the minimisation and management of non-clinical risks to the achievement of
corporate objectives. Such risks may include, for example:

¢ market and competitive risk

regulatory risk (including risk of non-compliance with the terms of the Trust's
Authorisation as an NHS Foundation Trust)

health, safety and environmental risk

ethical and reputational risk

information security risk

risk to business continuity

In carrying out this principal duty, the Organisational Risk & Governance Committee
will:

e raise awareness of corporate governance and corporate risk management
throughout the Trust

o regularly review the Trust's corporate governance and corporate risk
management strategy and framework and monitor the overall level of corporate
risk within the Trust, taking into account the requirements of the NHS Litigation
Authority and Monitor guidance

o liaise with the Clinical Governance Committee on matters which fall within the
terms of reference and responsibilities of both committees

e ensure that the Board and executive management have available to them clear,
timely and intelligible corporate risk registers and other information as necessary
to enable them to ensure themselves of the effectiveness of the Trust's corporate
risk management arrangements and to detect and act upon changes in individual
risks or the Trust's overall corporate risk profile
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9.

The minutes of each meeting the Organisational Risk & Governance Committee shall
be formally recorded by the Secretary of the Trust and shall be presented to the
Board in unconfirmed form once the chair of the meeting has cleared them, on a
monthly basis. The chair of the meeting shall draw to the attention of the Board any

management

Reporting

the

implementation  of

receive the report of NHS Elect on its gap analysis of the Trust's risk
and assurance and monitor
recommendations arising from the gap analysis
carry out investigations and prepare reports as required by the Board

issues that require disclosure to the full Board or require executive action.

Minutes of the following groups shall be reported to the Organisational Risk &

Governance Committee for information, following a meeting of the group:

10.

Information Governance Group

Health and Safety Committee

Clinical Governance Committee

Relationship to Clinical Governance Committee and Audit Committee

The Audit Committee has responsibility for the management of risk with the Clinical

Governance Committee and the Organisational Risk and Governance Committee.

11.

The membership of the Organisational Risk & Governance Committee and these
terms of reference may be changed only with the express approval of the Board and

Clinical Governance Committee has primary responsibility for risks within the

clinical work of the Trust

Organisational Risk and Governance Committee has primary responsibility for

risks that affect the corporate and non-clinical work of the Trust, as set out in

these terms of reference

Audit Committee has primary responsibility for risks that relate to financial

controls

Review

will be reviewed and agreed by the Board annually.

Monitoring Method Frequency | Lead Reporting
to
Duties Board Annual Director of Board
review Workforce &
Organisational
Development
Reporting to Board Annual Director of Board
Board review Workforce &
Organisational
Development
Attendance by Factual Annual Secretariat Committee
members review and Board
Reporting Committee | Annual Director of ORAG
arrangements review Workforce &

Page 3 of 4
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to ORAG Organisational
Development
Requirements Board Annual Head of Board
for quorum review Corporate
Affairs
Frequency of Board Annual Director of Board
meetings review Workforce &
Organisational
Development

Approved by the Board of Directors
28™ August 2008

Membership updated at October ORAG Meeting

9" October 2008
Revision approved by the Board, 31% January 2009

REVIEW ToR at April 2009 ORAG Meeting
& Board of Directors August 2009 meeting
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TERMS OF REFERENCE OF THE
AUDIT COMMITTEE

1. Constitution
The Board of Directors ("the Board") hereby resolves to establish a Committee of the
Board to be known as the Audit Committee. This Committee is established in
fulfilment of the requirements of Section 21(1) of the Authorisation of the Trust.
2. Membership
The Audit Committee shall be appointed by the Board and shall consist of:

Not less than three independent Non-Executive Directors, one of whom shall have
recent and relevant financial experience

The Board shall appoint the chairman of the committee from amongst the
independent non-executive directors.

3. Quorum
A qguorum shall be two members.
4. Attendance

No one other than the members of the Audit Committee shall be entitled to attend
meetings of the Committee.

The Chairman, Chief Executive, Director of Finance, and representatives of the
internal and external auditors shall be invited to each meeting unless inappropriate,
and other persons shall attend meetings at the invitation of the committee.

There should be at least part of one meeting a year where the Committee meets the
external and internal auditors without others present. This need not be the same
meeting.

5. Secretary

The Head of Corporate Affairs, in his or her capacity as Secretary of the Trust, shall
be the secretary of the Committee.

6. Frequency

Meetings shall be held not less than four times a year (to coincide with key dates in
the trust’s financial reporting cycle).

External auditors or internal auditors may request a meeting if they consider that one
iS necessary.





7.

Authority

The Audit Committee is authorised by the Board to:

carry out any activity within its terms of reference

request any information it requires from any employee, and all employees are
directed to co-operate with any request made by the Audit Committee

request any information it requires from the Internal or External Auditors

The authority of the Audit Committee is limited as follows:

8.

it is not the duty of the Audit Committee to carry out functions that properly
belong to the Board itself or to other Board Committees

material issues must be notified to the Board for consideration

the Audit Committee may not delegate executive powers to sub-committees
unless expressly authorised by the Board.

Duties

The duties of the Committee shall be:

a.

To consider the appointment of the external auditor, and make appropriate
recommendations to the Board of Directors and Members’ Council;

To assess the independence of the external auditor, and to ensure that key audit
personnel are rotated at appropriate intervals;

To recommend the audit fee to the Board, and to agree the fee for the internal
audit service if this is on a contract basis;

To pre-approve any fees in respect of non-audit services provided by the
external auditor, and to ensure that the provision of non-audit services does not
impair the independence or objectivity of the external auditor;

To discuss with the external auditor, prior to the commencement of the audit, the
nature and scope of the audit; and to review the auditor’s quality control
procedures and steps taken by the auditor to respond to changes in regulatory
and other requirements;

To oversee the process for the selection of the external auditor, and to make
appropriate recommendations to the Board and the Members’ Council;

To consider whether the Trust's risk evaluation and planning should include the
risk of the possible withdrawal of the external auditor from the market;

To approve the appointment or dismissal of the internal auditor, and to oversee
their performance;

To ensure that the internal audit programme is adequately resourced;

To review the external audit programme, and to ensure that the internal audit
has appropriate standing within the Trust;

To consider the appointment of the Counter-Fraud service provider;





I.  To ensure that the Counter-Fraud service provision is adequately resourced and
has appropriate standing within the Trust;

m. To consider the annual report of the Trust to the Counter-Fraud and Security
Management Service;

n. To consider management’'s response to any major external or internal audit
recommendations;

0. To consider the annual report on the Trust from the Counter-Fraud and Security
Management Service;

p. To review the Trust's procedures for handling allegations from whistleblowers;

g. To review the reports from management and internal audit on the effectiveness
of systems for external financial control, financial reporting and risk
management;

r.  Toreview, and challenge where necessary, the actions and judgements of
management in relation to the annual financial statements and any related
reports before submission to the Board, paying particular attention to:

e Critical accounting policies and practices, and any changes in them;

¢ Decisions requiring a major element of judgement;

The extent to which the financial statements are affected by any unusual

transactions in the year and how they are disclosed;

The clarity of disclosures;

Significant adjustments resulting from the audit;

The going concern assumption;

Compliance with accounting standards;

Compliance with Monitor, Department of Health and other legal

requirements;

¢ Reviewing the Trust’'s statement on internal control systems prior to
endorsement by the Board,;

e To review the policies and processes for identifying and assessing business
risks and the management of those risks of those risks by the Trust;

e To review the Board Assurance Framework for the Trust

s. To consider other topics as referred by the Trust Board.
9. Reporting

The minutes of each meeting of the Audit Committee shall be formally recorded by
the Secretary of the Trust and shall be presented to the Board in unconfirmed form
once the chair of the Committee has cleared them, at the following Board meeting.
The chair of the Committee shall draw to the attention of the Board to any issues that
require disclosure to the full Board or require executive action.

The Audit Committee shall prepare a report on its role and responsibilities and the
actions it has taken to discharge those responsibilities for inclusion in the annual
report and accounts. Such a report should specifically include:

e asummary of the role of the audit committee;





» the names and qualifications of all members of the audit committee during the
period,;

» the number of audit committee meetings and attendance by each member; and
» the way the audit committee has discharged its responsibilities.

Where disagreements between the audit committee and the board cannot be
resolved, the audit committee shall report the issue to the Members’ Council as part
of the report on its activities in the Trust's annual report.

If Members’ Council does not accept the Audit Committee’s recommendation
regarding the appointment, reappointment or removal of the external auditors, the
audit committee shall include a statement explaining its recommendation, and
reasons why Members’ Council has taken a different stance, in the annual report.

The audit committee chairman shall attend the AGM and the meeting of Members’
Council that considers the Annual Report and Accounts, and shall answer questions,
through the chairman of the board, on the audit committee's activities and their
responsibilities.

10. Relationship to Clinical Governance Committee/ Organisational Risk and
Governance Committee

The Audit Committee has responsibility for the management of risk with the Clinical
Governance Committee and the Organisational Risk and Governance Committee.

¢ Clinical Governance Committee has primary responsibility for risks within the
clinical work of the Trust

e Organisational Risk and Governance Committee has primary responsibility for
risks that affect the corporate and non-clinical work of the Trust

¢ Audit Committee has primary responsibility for risks that relate to financial
controls, as set out in these terms of reference

11. Review
The membership of the Audit Committee, and these terms of reference, may be

changed only with the express approval of the Board and will be reviewed and
agreed by the Board annually.

Monitoring Method Frequency | Lead Reporting
to
Duties Board Annual Head of Board
review Corporate

Affairs
Reporting to Board Annual Head of Board
Board review Corporate

Affairs
Attendance by Factual Annual Secretariat Committee
members review and Board






Reporting Committee | Annual Head of Audit
arrangements review Corporate Committee
to Audit Affairs
Committee
Requirements Board Annual Head of Board
for quorum review Corporate

Affairs
Frequency of Board Annual Head of Board
meetings review Corporate

Affairs

Approved by the Board of Directors

[29" October 2009]
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SUBJECT : Investment Opportunities Policy

REPORT BY : | Jason Burn, Acting Director of Finance

AUTHOR : Jason Burn, Acting Director of Finance

CONTEXT AND BACKGROUND FOR REPORT

Following the creation of the Business Investment and Opportunities
Committee (BIOG) it was identified that the Trust required an Investment
Opportunities policy, to support the work of the Committee and indeed that of
the Board in considering appropriate opportunities.

KEY ISSUES FOR THE BOARD OF DIRECTORS’ CONSIDERATION AND
DECISION

An Investment Opportunities policy has been produced for Board approval,
which has been considered at length by BIOG.

The policy draws on and makes reference to Monitor’s Risk Evaluation for
Investment Decisions by NHS Foundation Trusts (Feb 2006).

RECOMMENDATIONS

The Board is invited to approve the Investment Opportunities policy.
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1. Introduction

To ensure that the Trust has a robust framework in place for the taking of decisions
relating to investments in new areas of work or business opportunities, the Board
has adopted this policy to set out the main factors that will guide its decision making
process.

The Board has reserved to itself final decisions in respect of new investment
opportunities, and no other Committee, group or officer has authority to commit the
Trust to a new investment opportunity.

2. Objectives

To provide a policy framework for the Trust to consider opportunities to invest in new
ventures or partnerships which it considers may further its objectives, within the
guidelines set out by Monitor.

3. Policy Scope
The policy covers all proposed new venture investments.
This policy does not cover:

e Service development/s, which should be considered within the Business
Planning process

e Capital investment within existing services, or service developments, which
should be addressed through the capital allocation processes.

4. Indemnity Statement

The Trust will generally assume vicarious liability for the acts of its staff, including
those on honorary contract. However, it is incumbent on staff to ensure that they:
e Have undergone any suitable training identified as necessary under the
terms of this policy or otherwise
e Have been fully authorised by their line manager and their Directorate to
undertake the activity
e Fully comply with the terms of any relevant Trust policies at all times

5. Definitions

An Investment Opportunity- the opportunity for the Trust to invest (in cash or

otherwise) in a new venture being proposed, either on its own or with partners. This

could include-

I Opportunities to undertake new services

il. Opportunities to take services into significantly new areas

ii. Opportunities to lead in service development with others outside the main
area of the Trust’s work

iv. Opportunities to undertake services in a novel way

EBITDA- Earnings before interest, tax, depreciation and amortisation, as calculated
under applicable accounting conventions.
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6.1

6.2

6.3

6.4

6.5

7.1

7.2

7.2

7.3

Duties and Responsibilities

The Director of Finance is responsible for the review and selection of new
Investment Opportunities for Board-level consideration.

The Head of Corporate Affairs is responsible for recommending to the
Board appropriate structures of governance in respect of Investment
Opportunities that are taken forward, and for delivery of that governance.

The Board of Directors is responsible for determining which Investment
Opportunities should be proceeded with to execution. The Board will also
determine which Investment Opportunities should be subject to detailed
consideration by BIOG.

The Business Investment and Opportunities Committee (BIOG) is responsible
for detailed consideration of Investment Opportunities, on a reference from
the Board, and making recommendations to the Board regarding the
desirability and terms of taking up those Investment Opportunities. In
undertaking consideration of referrals, BIOG will be supported by the
Executive team in undertaking detailed discussions and analysis.

The Chief Executive, as Accounting Officer, remains responsible for the
proper application of Exchequer Funds in respect of Investment
Opportunities.

Procedures

The Director of Finance, supported by his department, will review Investment
Opportunities that arise. For those opportunities that are judged appropriate,
he will report them to the Board in outline for consideration.

The Director of Finance will report bi-annually to the Board, for their
information, a list of opportunities that have been considered and not referred
to the Board.

The Board will give initial consideration to opportunities reported by the
Director of Finance, with a view to determining whether they are (in principle)
in line with the strategic direction of the Trust and should be subject to
detailed investigation. Opportunities approved at this stage will usually be
referred to BIOG for detailed consideration.

Opportunities requiring a quick response (owing, for example, to tender
submission deadlines) may be dealt with directly by the Board.

BIOG will engage in a detailed review of opportunities referred to them by the

Board. The role of the Committee in the process is to:

I Recommend to the Board whether the opportunity should be taken up;

il. If so, what investment and the related level of control the Trust should
seek in the opportunity;
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7.4

7.5

7.6

7.6.1

iii. What governance would be appropriate in the vehicle (if any) used for
the opportunity, having regard to the use and accountability for public
funds

2 Any legislative or policy restrictions on participating in the opportunity,
including conditions attached to Grant-in-Aid from Exchequer funds
and/ or restrictions on the use of funds paid under contracts.

V. The recommendations and requirements of Monitor.

Vi. To ensure that appropriate ‘due diligence’ is undertaken and that the
outcomes are sufficient to support the making of the investment.

Undertaking these roles will include reviewing a detailed business plan and
business case for each opportunity, and considering possible corporate
vehicles for the Trust’s participation. Any taxation implications should also be
considered by BIOG. Subject to obtaining authorisation for the relevant
expenditure, BIOG may commission supporting work from external
consultants.

BIOG may, in appropriate circumstances, refer an opportunity to the Trustee
of the Women’s Hospital Charities for consideration.

BIOG shall make recommendations to the Board regarding all opportunities
referred to it, which shall include appropriate levels of investment, acceptable
levels of control and the Trust's proposed participation in governance of the
vehicle used for the opportunity.

The Board of Directors shall take the final decision on whether the opportunity
should be taken up. Under no circumstances shall an opportunity be taken up
without the explicit and prior consent of the Board. Although approval by
circular' may be undertaken in urgent circumstances, approval should not be
given by ‘Chairman’s Action’.?

In considering a proposed new investment opportunity, the Trust will review
the following areas:

Technical fit

7.6.1.1 Fundamental test: Has the proposal been thoroughly worked up so that all

the service, financial and staffing implications are clear? This should be
demonstrated through:

7.6.1.2 Market analysis demonstrating credible future activity and income scenarios

for the service area, with the actions needed to generate the extra activity
clearly described.

7.6.1.3 Capacity analysis demonstrating what level of staff and facilities will be

needed to deliver the additional activity (and any timing issues — e.qg.
evening/weekend working), and how this could be achieved

! See Standing Order 3.12
Z Standing Order 4.2.1
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7.6.1.4 Cost and profitability analysis — taking account of all relevant costs of

delivering the activity, and demonstrating a clear contribution.

7.6.1.5 Financial transparency. Is there transparency in terms of financial benefit for

any Trust employees, and have potential conflicts of interest between those
developing the proposals and the interests of the Trust been clearly
identified?

7.6.1.6 Deliverability analysis — identification of a project plan to deliver, with key

risks and how they should be handled.

7.6.1.7 Risk assessment — have the key risks been identified, and can they be

7.6.2

managed? This should include assessment of the level of buy-in of key
stakeholders who will be essential for the project’s success.

Strategic fit

7.6.2.1 Fundamental test: Does the proposal make sense in the light of the overall

strategy for the service concerned, and of its impact on the wider Trust’'s
strategy and services? This will be demonstrated through the following

7.6.2.2 Fit with annual business plan. Does the opportunity support the overall

service and business objectives of the Trust and of the service concerned?
Ideally this would be demonstrated by full integration of business
development proposals within the normal annual business planning
process. However, the Trust should not stifle innovation and put in time
delay to ensure everything fits with the business planning timetable.

7.6.2.3 Overall “fit” assessment - have the implications for other services,

workforce, estate and IT been thought through?

7.6.2.4 Opportunity cost assessment — are there alternatives that the opportunity

would prevent taking place, and is it clear that this will add more value than
the alternatives?

7.6.2.5 Fundamental cost benefit test. Does the level of contribution anticipated

1.7

7.7.1

71.7.2

from the development merit the level of work required to realise it? (See
also the provision in Section 9.5 for non-financial drivers)

Approach to Risk

The Board’'s approach to the risk involved in taking up investment
opportunities is to be cautious, having regard to the risk to public funds and its
responsibilities as a public corporation. This is reflected in the rates of return
to be sought on an investment.

The Trust will generally seek an EBITDA in respect of an investment
opportunity in the range 10% to 12%. The more innovative (and therefore
potentially risky) a proposal is, the higher the rate of return that the Trust
would be seeking.
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7.7.3

1.7.4

7.7.5

7.7.6

1.7.7

7.7.8

7.7.9

The Trust may approve projects with a lower EBITDA than 10%. The Board

will need to be assured that-

I All likely costs have been included into the projections

il. The proposed investment is long-term

iii. It is reasonable, in all the circumstances, for the investment to be
made with a lower rate of return

The Trust will also consider the projected cash generation, payback period
and discounted cash flows in appropriate cases.

The Trust recognises that certain investments may have a non-financial
rationale to support them, such as ensuring the provision of core service
when a supplier indicates a wish to withdraw from a market.

Effective governance is an important tool for the Trust in assessing and
reducing the risk posed by investment opportunities. Effective governance will
be regarded as essential in determining whether to proceed with an
opportunity.

For an investment opportunity to be taken up directly by the Trust, the Board

will need to be assured that:

I The opportunity does not detract from the core business of the Trust

il. The Trust has appropriate skills and expertise available to it to
undertake the opportunity;

iii. The necessary investment can be provided within business plans.

For certain investments, possibly because of the involvement of a partner, it
may be considered desirable for a corporate vehicle (a legal entity separate
from the Trust) to be used to provide the service. In this event, the Business
Case should:

I Set out the type of corporate vehicle proposed, and why this has been
selected

il. Identify the Trust's interest in the vehicle (for example, a 40%
shareholding) and the interests of other parties

iii. Identify the Trust’'s participation in the governance of the vehicle (for
example, a number of seats on the Board) and the participation of
other parties. Any suggested independent involvement should be
identified. However, the Trust will not commit to particular individuals or
posts (eg Chief Executive or Clinical Director) being nominated to the
Board of a vehicle

iv. Consider the tax implications of the service being operated through a
separate vehicle

V. Identify how the management of the vehicle will be provided

Vi. Confirm how the Trust’s returns will be received

Vil. Consider how any regulatory requirements (for example, infection
control) will be satisfied and whether responsibility will remain with the
Trust

The Board will need to be satisfied that the provisions are suitably
‘entrenched’, for example by a Shareholders’ Agreement.
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7.7.10 Business Cases and Plans should include:

I. Detailed assessments of the market opportunities and financial
projections, so far as available;

. For partnership proposals, details of the partner organisations - their
leading figures, their history, their areas of expertise, and their
contribution to the proposal

iii. Full details of the proposal, including discussion of the opportunity, why
it is appropriate for the Trust, and the benefits for the Trust of pursuing
it

V. Details of the skills, experience and contribution to the project from the
Trust

V. Details of time-scales in taking the project forward

Vi. Identification of the investment to be made by the Trust, including
capital and revenue expenditure

Vil. Proposals/ steps taken for completion of due diligence on the project

and any partners

7.7.11 All of these matters will need to be resolved to the Board’s satisfaction before

7.8

7.8.1

7.8.2

7.8.3

7.8.4

approval to enter into an opportunity is given. The Board will usually receive
the advice of BIOG before reaching conclusions on these matters.

Operation within Monitor Guidelines

Monitor, as regulator of Foundation Trusts, has set certain thresholds over
which a potential investment opportunity must be submitted for pre-clearance
by the regulator. Details of these thresholds are provided within Risk
Evaluation for Investment Decisions by NHS Foundation Trusts (Monitor, Feb
2006).

As part of the review process, BIOG will review whether the proposed
investment requires pre-clearance from Monitor, and will advise the Board
accordingly.

For any investment that requires Monitor pre-clearance, the Board shall not
proceed to a final decision until clearance has been received from Monitor.

The consideration of investment opportunities will be undertaken having
regard to the guidance set out in Risk Evaluation for Investment Decisions by
NHS Foundation Trusts. Changes made from time to time by Monitor will be
reflected in this process.
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11. Monitoring Compliance

11.1 Compliance will be monitored throughout the process of approving investment
opportunities by BIOG and the Board of Directors, and monitoring the
performance of opportunities taken.

11.2 As part of their general remit, the Audit Committee may monitor compliance
with this policy.

12. Associated Documents

Risk Evaluation for Investment Decisions by NHS Foundation Trusts, Monitor, 2006
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Appendix E Equality Impact Assessment Tool

To be completed and attached to any procedural document when submitted to the
appropriate committee for consideration and approval.

Policy/Function Details

Name of Policy/Function®, Service, Plan, SLA, Policy for the selection of Investment
Function, Contract or Framework: Opportunities

Is this a new policy or function? New [X] Existing[ ] Updated []
Responsible Manager Steve Parsons, Head of Corporate Affairs

Date Assessment Completed:

Sources of Data

Screening Assessment

Impact Status of Impact | pgyjef Detail of

Equality Group impact

Yes | No | Positive | Negative

Race, Ethnicity, Colour, Nationality or
national origin (incl. Romany Travellers, X
refugees and asylum seekers)
Gender or Marital Status of Men or
Women

Gender or Marital Status of
Transsexual or Transgender people

>

Religion or belief

Physical or Sensory Impairment

Mental Health Status

Age or perceived age

Sexual Orientation (Gay, Lesbian,
Bisexual)

Offending Past

Other Grounds (i.e. poverty,
homelessness, immigration status, X
language, social origin)
Please provide details of any mitigation you can provide against negative impacts highlighted above

X | X | X | X | X|X| X

% policy/Function for the purpose of this document also includes Services, Plans, SLAs, Contracts, Care
Pathways and Service or Care Frameworks.
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For advice in respect of answering the above questions, please contact [insert name of
appropriate person and contact

Assessment Narrative
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Plan for Dissemination of Procedural Documents

To be completed by the Head of Corporate Affairs and attached to any
document which guides practice when submitted to the appropriate committee
for consideration and approval.

Title of document:

Date finalised: Dissemination lead:
) Print name and contact
Previous document Yes / No details
already being (Please delete as
used? appropriate)

If yes, in what
format and where?

Proposed action to
retrieve out-of-date
copies of the

document:
To be disseminated | How will it be Paper Comments
to: disseminated, who or

will do it and when? Electronic

Dissemination Record to be used once document is approved.

Date put on register / Date due to be reviewed
library of procedural
documents
Disseminated to: Format (i.e. Date No. of Contact Details /
(either directly or via paper or Disseminated Copies Comments
meetings, etc) electronic) Sent
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Birmingham Women's NHS

NHS Foundation Trust

SUBJECT : Cash Management Policy

REPORT BY : | Jason Burn, Acting Director of Finance

AUTHOR : Jason Burn, Acting Director of Finance

CONTEXT AND BACKGROUND FOR REPORT

The Board has previously indicated that it wished the Cash Management Policy for
the Trust to be reviewed and updated.

This paper outlines the main issues to be considered in formulating the policy, for
Board consideration prior to re-working in line with the new Policy for Policies.

KEY ISSUES FOR THE BOARD OF DIRECTORS’ CONSIDERATION AND
DECISION

Cash management is undertaken within a framework set by Monitor in their
publication Managing Operating Cash in NHS Foundation Trusts. The framework
sees most FT's investing in line with the ‘safe-harbour’ provisions:

e Permitted institutions with a high rating from an acceptable agency (all these
defined in the document)

e A maximum maturity date of 3 months from investment

e Surpluses above £500,000 to be split between institutions, based on pre-set
investment limits (looking at credit risk and net worth) for each institution

Investments outside the ‘safe-harbour’ approach are subject to review by Monitor for
suitability, and may impact on the Trust's FRR rating.

The policy previously approved by the Board complies with this framework, and no
significant alterations would be suggested to the Board at this stage. A final policy
document for approval will be brought to the November Board meeting.

RECOMMENDATIONS

The Board is invited to confirm that no alterations in approach are required in the re-
formulation of the Cash Management policy.
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OPERATING CASH MANAGEMENT POLICY

Agreed at Executive September 2007
Approved by Board October 2007
Implemented February 2008
Review Date 31°' March 2009
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1.3

2.1

2.2

2.3

3.1
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Purpose

Under Section 17 of the Health and Social Care (Community Health
and Standards) Act 2003, NHS Foundation Trusts have wide discretion
to invest money (other than money held by them as a trustee) for the
purposes of, or in connection with, their functions.

While this freedom offers greater opportunity to improve patient care, it
should be managed carefully to avoid financial and/or reputational
risks.

The purpose of this policy is to mitigate risk arising from cash
management activities, while allowing competitive returns to be
achieved.

Scope

Treasury management generally refers to the set of policies, strategies
and transactions that an organisation adopts and implements to
manage its cash resources, to raise finance at acceptable cost and
risk, and to reduce financial risks. It also encompasses the conduct of
its relationships with its financial stakeholders, mainly banks.

This policy focuses on investment of surplus operating cash which is
likely to be needed within 12 months to support ongoing operations. It
ensures that investments are safe and liquid, so that the risk to
invested capital is minimised and the investments can be realised
quickly.

The policy applies to Members of the Trust Board and staff within the
finance department.

Objectives

The overall objectives of the Trust in relation to operating cash
management are to:

e ensure a competitive return on surplus cash, within an acceptable
risk profile;

e manage the financial risk associated with operational activities;

e ensure availability of competitively priced funding for working
capital, with an acceptable risk profile.
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4.1

4.2

4.3

4.4
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Cash management activities will be undertaken in a manner that
achieves the following key objectives:

e Surplus cash: to obtain the most competitive deposit rates within
the “safe harbour” investments approved by Monitor (see Annex 1).

e Borrowing: to ensure the availability of flexible and competitively
priced funding to meet current and future needs.

e Interest rate management: to maintain an interest rate structure
which smoothes out the impact of rises or falls in interest rates on
financial performance.

e Bank relationships: to develop and maintain strong long-term
relationships with quality banks.

Attitude to Risk

As a public benefit corporation, the over-riding duty is to safeguard and
properly account for public money, and minimise the economic and
reputational risks associated with investments. The aim is to ensure
fiscal responsibility and prudent investment that does not compromise
the effective, efficient and economic delivery of services.

For these reasons the Trust will only invest surplus cash in investments
which fall within the safe harbour, as defined by Monitor (see Annex 1).

Safe harbour investments have adequate safety and liquidity, and their
use means that the Trust Board will not have to undertake investment

reviews, nor will Monitor require a report as part of its risk assessment
process.

Such investments:

e are held at permitted institutions with permitted ratings issued by
recognised agencies;

e have defined maturity dates;

e are denominated in sterling;

e pay interest at a fixed, floating, or discount rate.

The concentration of investments will be limited to spread the
investment risk. The limit of investment in any one institution shall be
determined according to the guidelines set out in Appendix 1.
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Organisation and Responsibilities

The Trust Board shall be responsible for approving the operating cash
management policy.

The Board will delegate responsibility for detailed policy and oversight
of the cash management function to an Investment Committee when
established. The functions of an Investment Committee in respect of
cash management shall be to monitor compliance with policy, approve
performance benchmarks, review performance against benchmarks,
approve any external credit or borrowing, and ensure proper
safeguards are in place to ensure security of funds.

The Board will also delegate responsibility to the Director of Finance for
the cash management operations within the Trust. The Director of
Finance shall ensure that the Trust has an adequately resourced
finance function to carry out cash management operations to the
required standards.

Bank Relationships and Cash Management

The Trust, through its shared service arrangement with the University
Hospital, will aim to develop strong long-term relationships with one or
more quality banks to operate bank accounts, take deposits, and
provide committed overdraft facilities.

Banks will be selected on the basis of value for money to ensure that
the Trust’s banking requirements are serviced at minimal risk and
optimal cost.

The Trust will monitor compliance with any bank covenants.

The Director of Finance will ensure that adequate arrangements are in
place to forecast cash flow over an appropriate future period, to identify
investment opportunities or borrowing requirements, and to monitor
actual cash balances against forecast.

Reporting and Performance Management

Regular reporting of cash management activities will enable all relevant
parties to be aware of transactions undertaken, understand the Trust’s
financial position, and assess the on-going appropriateness of
objectives.

Detailed reporting arrangements will be established to cover reporting
cycles at weekly, monthly, quarterly or annual intervals as required.
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Information will be required regularly by the Director of Finance on
cash balances, investments, trends, forecasts and facilities.
Summarised information will be required less frequently by the Trust
Board on the above matters and other performance measures such as
covenant compliance, bank relationships, gearing, liquidity ratios and
trends.

A performance management framework will be agreed with the Board
to approve policy, measure performance, and monitor the effectiveness
of policy. Metrics used to measure performance may be quantitative
and qualitative. Quantitative measures should be simple to compute
and market related.

Controls

The Director of Finance shall implement and monitor compliance with
internal control systems to ensure that cash management activities are
undertaken in a controlled and properly reported manner.

The control systems will encompass the following principles:

e Clearly defined roles and responsibilities;

e Regular reporting of activities;

e Segregation of duties between initiation, dealing and accounting for
activities;

e Investment limits on permitted institutions, types of investments and
the circumstances in which they may be used,;

e Controls on bank accounts in terms of mandates, signatories and

sign-off limits.

Review

This policy shall be reviewed in March 2009 and thereafter annually.
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Annex 1to The Operating Cash Management Policy

Safe harbour investments

This appendix describes Monitor’s perspective on a ‘safe harbour’ for
investment of surplus operating cash. Use of safe harbour means that
NHS Foundation Trust Boards do not need to undertake an individual
investment review for these investments, nor will Monitor require a
report on them as part of its risk assessment process, since they are
deemed to have sufficiently low risk and high liquidity.

The emphasis of Monitor’s advice is to ensure adequate safety (i.e.
manageable risk profile) and liquidity (i.e. accessibility of funds at short
notice). Securities that are considered sufficiently safe and liquid to be
in the safe harbour meet all of the following criteria:

e meet permitted rating requirement issued by a recognised rating
agency;

e are held at a permitted institution;

e have a defined maximum maturity date;

e are denominated in sterling, with any payments or repayments for
the investment payable in sterling;

e pay interest at a fixed, floating, or discount rate; and

e are within the preferred concentration limit.

These investments include (but are not limited to) money market
deposits, money market funds, Government and local authority bonds
and debt obligations, certificates of deposit, and sterling commercial
paper, provided that they meet the criteria set out below.

Criteria

Recognised rating agency

Only the following are recognised rating agencies:
e Standard and Poor’s;

e Moody’s Investors Service Ltd; and

e Fitch Ratings.
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Permitted rating requirement

The short-term rating should be at least:
¢ A-1 Standard and Poor’s rating; or

e P-1 Moody'’s rating; or

e F1 Fitch Ratings.

The long-term rating should be at least:
e Al (Moody’s); or
e A+ (Standard and Poor’s/Fitch Ratings).

Permitted institutions

Permitted institutions include:

e institutions that have been granted permission, or any European
institution that has been granted a passport by the Financial
Services Authority to do business with UK institutions provided it
has an investment grade?2 credit rating of A1/A+ issued by a
recognised rating agency; and

e the UK Government, or an executive agency of the UK
Government, that is legally and constitutionally part of any
department of the UK Government, including the UK Debt
Management Agency Deposit Facility.

Maximum maturity date

The maximum maturity date for all investments should be 3 months.
The maturity date for any investment should be before or on the date
when the invested funds will be needed.

Preferred concentration limit

e A global maximum investment limit for any single institution shall be
set by the Director of Finance in conjunction with the Board of
Directors

e Cash surpluses above this limit should be invested across a
number of permitted institutions to spread the investment risk.

e Individual investment limits should also be set for permitted
institutions based on their credit rating and net worth. These limits
should be reviewed annually and reset if there is a change in either
the credit rating or the net worth of the financial institution. If an
institution is either downgraded or put on credit watch by a
recognised rating agency, the decision to invest with them should
be reviewed.

e Investments with permitted institutions should not exceed the set
limit at any time.
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Investments not permitted

Investments that do not fulfil the criteria for safe harbour are higher risk
instruments and include bonds, equities, commodities and products
based on them, derivative products such as futures, options and swaps
and contracts for differences, investments linked to other trade
instruments, index-linked investments, private equity or venture capital
investments, leveraged investments, hedge funds and foreign
currency-linked investments.

Liquidity rating

For the purpose of calculating the liquidity ratio used in deriving the
financial risk rating of NHS Foundation Trusts, investment of surplus
operating cash in safe harbour investments will be treated as cash.

Compliance reporting

NHS Foundation Trusts do not need to report investments in safe
harbour to Monitor under the Compliance Framework.
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Birmingham Women'’s NHS

NHS Foundation Trust

SUBJECT : Extension to the Risk Management Strategy

REPORT BY : | Neil Savage, Director of Workforce & Organisational
Development
Peter Thompson, Medical Director

AUTHOR : Steve Parsons, Head of Corporate Affairs

CONTEXT AND BACKGROUND FOR REPORT

The Trust, as part of the NHSLA process, operates a Risk Management
Strategy. This was subject to a full review in the summer of 2009, with the
intention of having the revised policy approved by the Board in September
20009.

Issues relating to the inter-relationship between the Risk Management
Strategy and the Training Strategy have been identified, and it has been
concluded that the Board cannot be properly asked to approve the Risk
Management Strategy until approval for the Training Strategy has been
obtained.

NHSLA requires that the Risk Management Strategy is approved by the
Board. It is therefore being classified as a Category ‘A’ policy document.

KEY ISSUES FOR THE BOARD OF DIRECTORS’ CONSIDERATION AND
DECISION

The Trust has consulted with the NHSLA assessor, who has confirmed that it
is acceptable for the Trust to issue a short-term extension to the Risk
Management Strategy in these circumstances.

The Trust is required to maintain a Risk Management Strategy at all times for
NHSLA purposes. Failure to do so could seriously impact achievement of a
successful CNST inspection in the future.

It is anticipated that the revised Risk Management Strategy will be brought to
the Board for approval by the end of 2009.

RECOMMENDATIONS
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The Board is invited to approve an extension in the validity of the Risk
Management Strategy to 31%' December 20009.
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Birmingham Women'’s NHS

NHS Foundation Trust

SUBJECT : Amendments to the Policy for Policies

REPORT BY : | Steve Parsons , Head of Corporate Affairs

AUTHOR : Jenna Mcglinchey, Membership Officer

CONTEXT AND BACKGROUND FOR REPORT

The Policy for the Development, Distribution and Maintenance of Trust
Polices and Procedural Documents (commonly known as the Policy for
Policies) was approved by the Board in July 2009.

Implementation of the revised approach approved by the Board has identified
some practical difficulties, which need to be addressed by making minor
amendments to the Policy for Policies.

KEY ISSUES FOR THE BOARD OF DIRECTORS’ CONSIDERATION AND
DECISION

The following amendments to the Policy for Policies are proposed;

e The contents page will be standardised, with the Appendices following
the standard format

e Section 6.3 currently provides for a clinical policy author to consult with
the Medical Director; this is proposed to change to consultation with the
relevant Clinical Director, who will be closer to the policy ‘on the
ground’

e The requirement in section 7.2 to state the name of responsible
committee is removed, as this is not required on the template front-
sheet and does not add any benefit to the process

e Various appendices have been replaced with references to template
documents that will be on the Document Management System
separately; these documents have also been updated

e The template documents have been moved from the Policy for Policies
to be stand-alone documents.

RECOMMENDATIONS

The Board is asked to APPROVE the recommended amendments for
immediate inclusion within the Policy for Policies.
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Subject: Raising Concerns at Work (Whistle blowing) Policy — Amendments

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

Estelle Carmichael, Deputy Director of Workforce and Organisational

Author: Development

Context and background for report

In April 2009, Parkhill Auditors took over responsibility for the Trust's Local Counter Fraud
Service (LCFS).

A key responsibility for the LCFS is to review and comment on Trust Policies and procedures to
ensure that the policies provide robust protection against possible fraudulent activity within the
Trust.

Key issues for the Board of Director’s consideration and decision:

The LCFS review of the policy has assigned a ‘Medium’ priority for the amendments highlighted
in this report. The suggested amendments may reduce the risk of fraud to the organisation.

Recommendations:

The Board is asked to APPROVE the recommended amendments for immediate inclusion
within the Raising Concerns at Work (Whistle blowing) Policy.

RCAW Fraud Amendments Paper Page 1 of 2
October 2009
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Raising Concerns at Work Policy

Counter-Fraud Review

Introduction
The Local Counter Fraud Service Manager (LCFS Manager) was asked to review a
number of the Trust's employment policies against national countering fraud standards.

This review of employment policies enables the HR department to work in partnership
with the LCFS Manager to ensure that policies are robust and minimise the risk of fraud
for the organisation.

Key Issues

The revised Raising Concerns at Work (Whistle blowing) Policy was ratified by the Board
in April 2009. The consultation and review of the previous policy took place during
February and March 2009 at which time Parkhill were not the Trust's LCFS provider.

Following the LCFS review the policy was assigned a ‘Medium’ priority for amendment.
This priority rating means that there is a risk of ongoing medium or low level losses to
the Trust due to fraud.

The suggested amendments are:

Page | Para Para Amendment suggested: Amended text:
reference
3 1.2 “Introduction | Needs to be inserted early in | If your concerns are of a suspicion of
" the document to allow fraud or corruption then you must follow
procedure to be followed, if the Trust “Counter Fraud Policy and
identified as suspected fraud | Response Plan” that will provide you
and corruption. We would with reporting guidance.
recommend it be inserted in
the “Introduction” as new
paragraph.
5 4.2.10 | ‘Raising a Insert as new paragraph. For matters of fraud and corruption
Concern’ staff may discuss their concerns
directly with the Trust’s Local Counter
Fraud Specialist (LCFS) or the Director
of Finance. An employee may also
choose instead to discuss the matter
with the National fraud and corruption
reporting line on 0800 028 4060.
8 4.9.2 NHS Counter Fraud Service
contact detail needs to be
amended to new LCFS.

Recommendations
The Organisational Risk and Governance Committee and Joint Negotiating Committee
have approved the inclusion of these amendments in October 2009. The Board is asked

to:

APPROVE the suggested amendments for immediate inclusion within the policy.

A copy of the policy with amendments highlighted is attached.

RCAW Fraud Amendments Paper
October 2009

Page 2 of 2
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Birmingham Women'’s NHS

NHS Foundation Trust

SUBJECT: Register of Sealing of Trust Documents
REPORT BY: Steve Parsons, Head of Corporate Affairs
AUTHOR: Steve Parsons, Head of Corporate Affairs

KEY ISSUES FOR TRUST BOARD CONSIDERATION AND DECISION:

In line with the Standing Orders and Standing Financial Instructions for the
Trust this report details the sealing of the most recent document as recorded in
the Register of Sealing.

Seal | Date Description of Value Signed Attested By

No. Document Sealed By

39 |9.10.09 | University Hospitals £9,841p.a. | Steve Jason Burn
Birmingham NHS FT- Peak

Lease approx 100m?,
2" Floor, Norton Court
40 9.10.09 | University Hospitals £10,938 Steve Jason Burn
Birmingham NHS FT- p.a.

Lease approx 90m?, 2" Peak
Floor, Norton Court

41 9.10.09 | University Hospitals £33,150 Steve Jason Burn
Birmingham NHS FT- a.

Lease approx 117m?, P Peak
4™ Floor, Norton Court
42 9.10.09 | University Hospitals £16,440 Steve Jason Burn
Birmingham NHS FT- p.a.

Lease approx 100m?, Peak
2" Floor, Norton Court
43 9.10.09 | University Hospitals £75,084 Steve Jason Burn
Birmingham NHS FT- a.

Lease approx 285m2, P Peak
Ground floor, Norton
Court

RECOMMENDATION:

The Board is invited to NOTE the application of the Trust seal to the above
agreements.

Page 1 of 1
Ref : Trust Board/use of seal/2007/January 2007-01-03
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NHS Foundation Trust

Chair’s report for the October 2009 Public Board

Summary

| would like to extend a big and heartfelt thank you to Professor lan Booth for
his considerable input into the smooth running of the Trust affairs over the
past few months. | am immensely pleased that he is happy to resume his role
as Deputy Chair. | would also like to record how pleased | am to be working
with such an able and enthusiastic team.

This report covers two weeks of activity only and is intended to consider only
those areas not already being covered in other Board reports.

A series of induction meetings both within and outside the Trust is being
arranged over the next few weeks.

The process has been set in place with the Nomination and Remuneration
committee of the Members’ Council to replace the Non-executive role vacated
by my appointment.

Activities

13 October — attended opening of ACU privacy and dignity suite

15 October — meetings of the Members’ Council Nomination and
Remuneration committee and Patient Experience committee.

16 October — NHS West Midlands Leadership Challenge event

19 October — meeting to introduce potential new governors to the Trust

20 October —Waitrose raffle draw (neo-natal appeal) and Women'’s Charities
committee
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Birmingham Women's NHS

NHS Foundation Trust

SUBJECT: Chief Executive’s Monthly Report — PUBLIC (October 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 :

Foundation Trust Governor Association

Staff Attitude Survey

Genetics Laboratory — Clinical Pathology Accreditation (CPA) visit
Neonatal Unit Development — Guaranteed Maximum Price (GMP)
Neonatal Appeal Update

Antenatal Screening Services

Health Innovation and Education Cluster (HIEC)

Compound Indicator — Counter Fraud

Carbon Reduction & Energy Efficiency

Consultant Revalidation & Appraisal

RECOMMENDATIONS

e The Board is asked to consider and note the Chief Executive’s update for the
month of October 2009
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1.0 Foundation Trust Governor’'s Association

The Board noted at it's September meeting that Council had voted in favour of
affiliation to the national Foundation Trust Governor's Association (FTGA). As
this will involve the expenditure of funds, this could only proceed with the
approval of the Board.

| understand that, at present, affiliation to FTGA costs £3,700 per annum. For
this, in addition to membership rights, the benefits are two Governors to
attend free at two (half-yearly) FTGA meetings. This would imply a high cost
per Governor; compared with the usual ‘high-end’ cost of £350 to £400 for
attending a day course.

The Board may wish to consider whether it would be the most appropriate use
of resources to affiliate to FTGA. Given the recent activities that have been
undertaken by the Secretariat to encourage local networking for Governors,
including current plans for holding an informal networking session at the Trust
prior to Christmas, the Board may prefer to allocate an amount towards
supporting Governors to attend ad hoc training and conferences as
appropriate.

2.0 Staff Attitude Survey

The 2009 NHS Staff Attitude Survey has been distributed to all staff with an
accompanying letter highlighting actions taken in response to the 2008 survey
results.

This is the first year that that Trust will survey all staff rather than the previous
small sample. As an added incentive to return the survey, we have introduced
a prize draw for staff who submit responses - six £50 shopping vouchers.

The Trust has personalised the survey this year and added some extra
guestions covering the following themes:
e Whether staff would recommend the services of the Trust and the
NHS
« Staff experiences of appraisal
o Staff awareness of sickness absence procedures and
o Preferred method of communication for Core Brief

The Board will be provided with a more detailed report in November
summarising the progress against the action plan agreed earlier this year.
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3.0 Laboratory Genetics — Clinical Pathology Accreditation visit

| am delighted to report that the Clinical Pathology Accreditation (CPA)
inspection visit to Laboratory Genetics in early October went very well. During
their feedback the accreditation team were very positive about the service and
were able to confirm that accreditation had been achieved for a further 3
years. There are some very minor recommendations for the Genetics team to
deal with over the coming months.

| have written to the team to thank them for their considerable efforts.

4.0 Neonatal Unit Development — Guaranteed Maximum Price

Following the combined Guaranteed Maximum Price (GMP) negotiations with
our preferred partner, IHP, over the past month | am delighted to confirm that
we have accepted a final GMP figure of £5,600,979. This figure comes in
within the Trust’s previous expectations but also manages to deliver additional
work not previously included in the scheme such as:

e Future proofing the building for extensions

o Female staff changing & shower room

e Project notice & publicity boards

e Temporary relocation of Cytology

5.0 Neonatal Appeal Update — Tiny Babies, Big Appeal

It is pleasing to report that fundraising continues apace and that there are a
number of new opportunities emerging. The fund total has now reached the
half million mark, which is great news. | would like to record my thanks to all
those who took part in the Birmingham Half Marathon and also the fundraising
team who are working extremely hard to both raise the profile of the appeal
and obviously the fund level.

6.0 Antenatal Screening Services

To note that the Trust is exploring an intention to provide antenatal screening
services to other NHS Trusts. This follows the decision by NHS Blood and
Transplant to withdraw from providing this service by March 2011.

7.0 HIEC

To note that the proposal document to create a Health Innovation and
Education Cluster (HIEC) has been completed under the working title of the
Central West Midlands HIEC. Partners across health, education and social
care have collaborated extremely well to deliver the proposal. In doing so |
would like to thank Neil Savage who played a major part in both the drafting of
the bid and as a member of the editorial team.
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8.0 Compound Indicator — Counter Fraud

The Trust received notification of it's provisional Compound Indicator score for
2008/09 this month, and | am pleased to report that we have achieved a ‘2 —
Adequate performance’, which is an improvement on last year’s score of ‘1’ (1
being lowest, 4 being highest). The Trust has accepted this rating and
therefore does not expect it to change when the final ratings are released.
Clearly there is still room for improvement and the Trust will continue to work
with its service provider for Counter Fraud in a bid to improve this score
further for 2009/10.

9.0 Carbon Reduction & Enerqy Efficiency

Building on the success of the Combined Heat and Power plant, the Trust has
signed up to three energy efficiency and carbon reduction schemes during
October.

The first of these is the 10:10 Scheme. The Trust is one of over 1200 public
and private sector companies to have signed up to a commitment to reduce
carbon emissions by up to 10% during 2010.

The second of these is the Chartered Institution of Building Services
Engineers’ fourth annual “100 Hours Of Carbon Clean Up” scheme. The
scheme is based on the principle that small changes can make a big
difference. It gives the Estates team an enabling framework to reduce carbon
emissions and reduce energy bills. By working through the framework we
intend to be able to deliver on all our 10:10 commitments.

Finally, the Management Board have approved in principle a Cycle-To-Work
Scheme. This will offer staff a salary sacrifice scheme for tax free bicycles and
will be implemented at the start of 2010.

10.0 Consultant Revalidation & Appraisal

November this year will see the start of a new General Medical Council
(GMC) Revalidation process. The new process will require that all medical
staff in the UK continue to clearly evidence and demonstrate that they are:

e up to date with their clinical practice
« fit to practise, and
« fully compliant with relevant professional standards

This will be a significant task within the Trust and a briefing note is attached
below outlining the requirements, together with the current status within the
Trust and the actions we will need to take.
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Birmingham Women’s NHS

NHS Foundation Trust

CONSULTANT REVALIDATION AND APPRAISAL

BRIEFING PAPER

1. Background

1.1 The new General Medical Council (GMC) Revalidation process begins in
November 2009. Revalidation will be the new process whereby medics with
registration with a “licence to practice” will have to evidence and demonstrate to the
GMC, normally every 5 years, that they are:

e up to date with their clinical practice
o fit to practise, and
o fully compliant with relevant professional standards

1.2 This will be a completely new process for medical staff and the GMC.
Traditionally, once a medic qualified at the end of their training they would spend one
year with Provisional Registration to practice. Subsequently, if there were no specific
issues this would be commuted to Full Registration usually for life unless a serious
issue led to a GMC investigation resulting in either suspension or removal from the
GMC Register.

1.3 It is being introduced as a result of a number of factors including the Harold
Shipman case and will add additional assurance and governance to the medical
profession.

2. Revalidation

2.1 The new Revalidation process will have three key roles:

e To confirm that licenced medics practice in accordance with GMC generic
standards such as “Good Medical Practice”

e For medics on the Specialist Register, to confirm that they meet the
requisite standards appropriate for their speciality

e As a check to identify any further investigation and mediation
interventions as and when appropriate, for those medics whose clinical
practice may be impaired

2.2 Revalidation will have two essential elements — (1) Relicencing and (2)
Recertification. However, in practice it will be a single family of processes covering
both elements.

2.3 For Recertification, a medic will need to evidence and demonstrate clearly
that they are continuing to practise in accordance with the standards the relevant
Royal College or Faculty has prescribed for their specialty and subspecialty. The
Royal Colleges and Faculties are finalising with the GMC what the applicable
standards and the information will need to be collected to demonstrate that the
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standards are being met. The specialty standards will be cross referenced to the
generic GMC standards of practice set for all medics.

2.4 All medics who require it will receive from the GMC a new “licence to practice”
in November 2009. Following this a process will begin to put into place the
Recertification part of the Revalidation process over the following 18 months.

3.0 Appraisal as the enabler
3.1 Revalidation will be based on the process of annual appraisal within the Trust.

3.2 Through this process information will be collected by the medic about their
practice, evidencing and demonstrating that they are meeting all the relevant
standards.

3.3 The outputs from the appraisals will be considered by the GMC Responsible
Officer (RO), who will be the Medical Director.

3.4 Assuming that there are no serious or significant concerns and the medic is
adhering to all the requisite standards, recommendation will be made by the RO to
the GMC normally every 5 years, confirming the medic’s “continuing fitness to
practise”.

3.5 It is clear from this that the annual appraisal is therefore key to both
relicencing and recertification and therefore extremely important.

40 AQMAR

4.1 The NHS Revalidation Support Team has produced a document of standards
and accompanying self appraisal, "Assuring the Quality of Medical Appraisal for
Revalidation” (AQMAR).

4.2 We are in the process of finalising the completion of the questionnaire to
indicate the baseline status as to where the Trust sits with these standards. The
Trust will submit this through the SHA by the end of October.

4.3 Upon completion the Trust will agree an action plan to resolve any gaps
against the AQMAR standards. All NHS Trusts are going through a similar process
as many of the standards and requirements are new.

4.4 An example of one of the AQMAR standards is that there will be a
requirement to complete an annual “Medical Appraisal and Revalidation Report” for
the Board of Directors. This will need to outline the management of the system and
highlight activity levels, quality assurance mechanisms, performance review support
and development of appraisers, clinical governance, access, security and
confidentiality.

5.0 Current Status & Future Development Requirements

5.1 The Trust currently has in place an established appraisals process for
medics. This includes a paper-based 360° assessment tool.
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5.2 The Trust may need to streamline and improve its medical appraisal
processes. This may be possible in part by the adoption of an online multi-source
feedback. Two options are being considered. However, amendments to the paper-
based system may suffice.

5.3 The Trust will need to improve the quality of the appraisal process through
putting on standardised training and support for all appraisers.

5.4 There will also be a need to develop Trust clinical information and risk
management systems to support the evidencing element of the appraisal process.

Peter Thompson Neil Savage
Medical Director Director of Workforce & Organisational

Development
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Birmingham Women's NHS
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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.

KEY ISSUES FOR THE BOARD OF DIRECTORS’ CONSIDERATION AND
DECISION

One new Red Risk has been identified this month, related Insufficient
Radiologist cover for the neo-natal directorate (ID 102). This has been
assessed as Uncertain assurance.

The previously reported risk relating to inability to function as a Perinatal
Centre (ID 4) has been removed from the risk register following review.

RECOMMENDATIONS

The Board is invited to:
a. NOTE the Red Risk Register and Assurance Framework.







ID Title Opened |Review date| Risk Type [ Risk Subtype Adc%qnut?gé i Manager
102 Insufficient Radiologist cover for neonatal 29/09/09 | 29/10/09 Clinical Clinical
directorate
9 Lack of midwifery staff 12/10/06 31/03/10 Clinical Clinical Jenny Henry
8 Neonatal Unit capacity 01/03/05 31/12/10 Clinical Clinical '\élr?]heele
92 Ability to maintain delivery of a radiology service tg 08/05/09 25/09/09 Clinical Complex _
the Trust Garlick
100 CCL Maternity Information System 07/08/09 31/12/09 Clinical Compliance JIL?\CS?Zn
10 Delivery of category 1 caesarean section within 30 28/08/07 20/05/09 Clinical Complex Cathy
minutes Garlick
. L Masoud
83 Not meeting cancer waiting times - Gynaecology | 12/03/09 22/10/09 Corporate Complex Afnan
3 Norton Court 14/10/08 31/03/10 Corporate Complex Neil Savage
54 DATIX and risk management records 02/03/09 30/10/09 Corporate Complex
. - . Cathy
97 Loss mortuary services 09/06/09 31/03/10 Clinical Operational Garlick
98 Risk to Trust services from Pandemic Flu 03/07/06 05/10/09 Corporate | Organisational Steve Peak
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SUBJECT : Amber Risk Register

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 quarterly report
on the identified ‘Amber Risks’ for the Trust. This report includes an indication
of the adequacy of controls for the risk identified, as Adequate, Inadequate or
Uncertain.

KEY ISSUES FOR THE BOARD OF DIRECTORS’ CONSIDERATION AND
DECISION

Three new risks have been added to the Amber Risk register in the quarter:

e Failure to achieve NHS Cervical Cytology turnaround target (ID 96)
e Extension of Gynaecology services into the community (ID 42)
e Inadequate sign-off mentors for student midwives (ID 84)

Two risks have been ‘relegated’ from the Red Risk Register to the Amber Risk
Register in the quarter:

e Delivery of Down’s Screening Service (ID 6)
e Inability to function as a Perinatal Centre (ID 4)

No risks have been reassessed for their level of assurance following review.
The following risks have been retired from the Amber register:

SHA Investing for Health in Gynaecology (ID 29)
MRSA Screening in Maternity (ID20)

Delivery Suite environment (ID 26)
Community-led Gynaecology clinics (ID 30)
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RECOMMENDATIONS

The Board is invited to:
a. NOTE the Amber Risk register.







CURRENT AMBER RISKS

. Review . Risk Adequacy of
ID Titl Risk T M
e Qe date ISk Type Subtype controls anager
91 Clinical Genetics Patient Records 21/04/09 31/12/09 Clinical Clinical Angela Daly
Risk of not achieving NHS Cervical
Screening Programme Cervical - Cathy
96 Cytology Turnaround target by Apri 09/06/09 31/03/10 | Clinical Complex Garlick
2010.
. - . . Cathy
22 WM Investing for Health plans 12/11/08 Not stated [ Clinical Financial Garlick
4 Part of Neonatal facility funded by | = ;1008 | 31/12/10 |Corporate| Financial Cathy
charitable appeal Garlick
Reconfiguration and redevelopment g - . . Cathy
21 Sandwell & West Birmingham 14/10/08 29/01/10 | Clinical Financial Garlick
6 Delivery of Trust Down's Screening | 115,07 | 01/09/09 | Corporate| Complex Cathy
Service Garlick
42 Extending of service into community 12/11/08 18/10/09 | Clinical Financial Delreita
Gynae Bernard
36 | Responsiveness of facilitiesfestates |, 6q/08 | 30/12/09 | Clinical | Clinical Jane Owen
depts to infection control issues.
23 Higher than planned activity 14/10/08 29/10/09 Clinical Financial Jane Owen
81 Hand hygiene compliance 01/04/05 14/01/10 | Clinical Izzer::ttrlgln Jane Owen
59 Group Strep A infections 02/03/08 31/03/10 | Clinical Izzer::ttrlgln Jane Owen
57 Reputatlon effe(?t of high profile 01/01/04 29/03/10 | Corporate Infection Jane Owen
infections. control
24 Higher than planned Maternity activity  14/10/08 31/12/09 Clinical Complex Jane Owen
16 Failure or Qelay n qchlevmg annual 01/03/07 30/06/09 | Corporate| Financial Jason Burn
savings requirements
33 Ad hoc changes in expenditure 01/03/07 30/06/09 | Corporate| Financial Jason Burn
39 Demand Management from PCTs 10/11/08 30/06/09 | Corporate| Financial Jason Burn
40 Patient Ch0|c:Oe\Lfsects on referral 12/11/08 30/06/09 | Corporate| Financial Jason Burn
43 Work funded via block contracts 12/11/08 30/06/09 | Corporate| Financial Jason Burn
18 PAS critical fagﬂzzgo(: major system 01/03/07 Not stated | Corporate| Complex Jason Burn
44 Information Security 12/11/08 30/06/09 | Corporate| Complex Jason Burn
84 Inadequate sign off mentors for 13/03/09 | 31/03/10 | Clinical | Compliance Jenny Henry
student midwives.
4 Trust not belng able to function as a 01/07/05 03/01/11 | Clinical Clinical Michele
Perinatal Centre Emery
37 Healthcare asso'mated infections from 01/09/08 31/08/09 | Clinical Clinical Michele
outside areas Emery
3g | Riskofsick newborn babiesacquiring) ;6908 | 31/08/09 | Clinical | Clinical Michele
infection Emery
31 Staff not attending mandatory training  07/06/05 Not stated | Corporate| Complex Neil Savage
15 Reconfiguration of services 01/03/07 01/10/09 | Corporate| Complex Steve Peak
25 Regional reconfiguration of services 02/06/08 29/01/10 |Corporate| Clinical Tracey

Johnston







ENCLOSURE 6

Birmingham Women's

NHS Foundation Trust

SUBJECT: Care Quality Commission — NHS Performance Ratings 2008/09
REPORT BY: Steve Peak
AUTHOR: Steve Peak

CONTEXT AND BACKGROUND FOR REPORT

The purpose of this paper is to brief the Board on the Care Quality Commission’s performance ratings
achieved by the Trust for the financial year 2008/09. The paper outlines the ratings achieved, how
they were formed and highlights areas where performance would have to have been improved to
achieve an ‘Excellent’ rating for the quality of services provided.

KEY ISSUES FOR THE BOARD OF DIRECTORS’ CONSIDERATION AND DECISION

The Trust achieved ‘Good’ for the quality of services offered and ‘Excellent’ for the use of
resources.
Of the 392 Trusts, 62% were rated ‘Good’ or better for the quality of services and 26% were rated
‘Excellent’ for their use of resources
Only 9% of Trusts were rated double ‘Excellent’
For quality of services the assessment was made up by:

0 Meeting core standards — Fully met

0 National priorities — Excellent

o Existing commitments — AlImost met
Within the assessment there are a number of areas against which the Trust was scored:

0 Safety and cleanliness — 14/14
Waiting to be seen — 8/9
Standard of care — 6/6
Dignity and respect — 9/9
Keeping the public healthy — 5/5

o Good management — 16/17
In reviewing the assessments the two areas where the Trust ‘lost’ marks were the 13 week wait
outpatient breaches within Clinical Genetics under the ‘waiting to be seen’ category and the supply
of HES data under the ‘good management’ category.
In truth the key difference between a good and excellent score relates to the 13 week wait target.
The HES data would not make enough difference alone.
The Board will be aware that we applied for extenuating circumstances around the 13 week wait
issue and were unsuccessful.
The issue around the collection of HES data has been resolved and will not therefore count
against the Trust in any subsequent years.
For 2009/10 the two key issues will be performance against the 13 week wait target because we
recorded breaches up until mid August and the 62 day treatment for cancer wait target. For the
latter target, while our current performance from Mid August has improved substantially we will not
achieve the target level in the first monitored period, namely quarter two.

O 0O0O0

RECOMMENDATIONS

The Board of Directors is asked note the issues surrounding the 2008/09 performance ratings and to
consider any further actions that should be taken.







ENCLOSURE 7

Birmingham Women's
NHS Foundation Trust

SUBJECT : Appointment of a Senior Information Risk Owner (SIRO)
REPORT BY : Jason Burn, Acting Director of Finance & Information
AUTHOR Heather Champion - Information Governance Manager

CONTEXT AND BACKGROUND FOR REPORT

Information Governance (IG) is the framework through which organisations ensure that
information is handled securely, legally, effectively and efficiently in accordance with national and
local standards of assurance. It covers all information and data Trust-wide, whether held on
electronic media, paper or exchanged verbally.

Prompted in part by the major, well-publicised, loss of data by Her Majesty’s Customs and
Revenue (HMRC) in 2007, and as part of the National Information Governance Assurance
Programme, the Department of Health now requires that all NHS organisations appoint a SIRO. It
is recommended that this be a Board level member who takes the responsibility for information
risk across the Trust on behalf of the CEO and the Board.

The role has been held to date, nominally and informally, by the Director of Nursing, Midwifery &
Operations. The need for a formally appointed and trained SIRO was highlighted at the
Information Governance Group meeting on 15 September 2009.

KEY ISSUES FOR THE BOARD OF DIRECTORS’ CONSIDERATION AND
DECISION

The need to appoint a SIRO by formal process is reflected in Requirement 121 of the NHS
Connecting for Health’s Information Governance Toolkit, against which the Trust must annually
self-assess. This is one of the key requirements on which the Trust must achieve a minimum
Level 2 score, in order to be able to affirm its annual IG Statement of Compliance in March 2010.
Without a formally appointed SIRO the Trust would be non-compliant.

It is not generally advisable that the role of SIRO and Caldicott Guardian be vested in the same
person — see section C below.

Information Governance, which includes information assets and information risk, comes under the
remit of the Trust’s Information Department. This in turn is part of the portfolio of the Director of
Finance and IM&T role.

RECOMMENDATIONS

The Board is invited to approve the appointment of the Acting Director of Finance as Senior
Information Risk Officer for the Trust.

G/1G/Toolkit/HAC SIRO report to TB 2009.10.19
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coring for life

SENIOR INFORMATION RISK OFFICER (SIRO)

A. The SIRO role in summary

Department of Health advice is that the Senior Information Risk Owner should be a member
of the Trust Board: an Executive Director, Chief Information Officer (CIO) or Senior Manager.

The SIRO will:

e be expected to understand how the strategic business goals of the Trust may be
impacted by information risks.
Advice is that it might be logical for the role to be assigned to a Board member
already leading on risk management or information governance depending on pre-
existing internal structures.

e act as an advocate for information risk on the Board and in internal discussions, and
will provide written advice to the Accountable Officer (CEO) on the content of their
annual Statement of Internal Control (SIC) in regard to information risk.

e provide an essential role in ensuring that identified information security risks are
followed up and incidents managed.

e ensure that the Board and the Accountable Officer are kept up to date on all
information risk issues.
B. The SIRO role in more detail

A SIRO job description template, provided by NHS Information Risk Management Good
Practice Guidance, is attached at Appendix 1 for reference.

C. Therole of SIRO compared with that of the Caldicott Guardian

G/1G/Toolkit/HAC SIRO report to TB 2009.10.19
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Department of Health advice is that, although each NHS organisation is responsible for
ensuring that it assigns responsibilities appropriately in the context of its own local structures
and management arrangements, there are a number of differences and potential conflicts of
interest between the roles of the SIRO and the Caldicott Guardian which suggest that they
should normally remain distinct and separate. The differences between the roles are shown
below:

The SIRO
e Is accountable
e Fosters a culture for protecting and using data
e Provides a focal point for managing information risks and incidents
e |s concerned with the management of all information assets

The Caldicott Guardian

Is advisory

Is the conscience of the organisation

Provides a focal point for patient confidentiality & information sharing issues
Is concerned with the management of patient information

Appendix 1

G/1G/Toolkit/HAC SIRO report to TB 2009.10.19
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Template Job Description

Job Title: Senior Information Risk Owner

Responsible to: Chief Executive

JOB SUMMARY

The Senior Information Risk Owner (SIRO) will be an Executive Director or Senior
Management Board Member who will take overall ownership of the Organisation’s
Information Risk Policy, act as champion for information risk on the Board and provide
written advice to the Accounting Officer on the content of the Organisation’s Statement of
Internal Control in regard to information risk.

The SIRO is expected to understand how the strategic business goals of the Organisation
and how other NHS Organisations’ business goals may be impacted by information risks,
and how those risks may be managed.

The SIRO will implement and lead the NHS Information Governance (IG) risk assessment
and management processes within the Organisation and advise the Board on the
effectiveness of information risk management across the Organisation

The SIRO shall receive training as necessary to ensure they remain effective in their role as
Senior Information Risk Officer.

KEY RELATIONSHIPS

Within the Organisation:
e Chief Executive and other Board members
Chief Information Officer
Risk Management Board
Head of Corporate Services
IG Lead
Information Asset Owners
Risk Managers
Information Security Manager
Programme Managers, Technical Architects
Records Manager
Caldicott Guardian, although ownership of the Information Risk Policy and risk
assessment processes will remain with the SIRO.

Regularly has contact with:
e Chief Executives, other Senior Information Risk Owners, Caldicott Guardians and
Information Governance Leads of Dept of Health and other NHS Organisations
KEY RESPONSIBILITIES

1. Policy and process

G/1G/Toolkit/HAC SIRO report to TB 2009.10.19
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e Oversee the development of an Information Risk Policy. This should include a
Strategy for implementing the policy within the existing Information Governance
Assurance Framework and be compliant with NHS IG policy, standards and methods.

e Take ownership of the assessment processes for information risk, including
prioritisation of risks and review of the annual information risk assessment to support
and inform the Statement of Internal Control.

o Ensure that the Board and the Accountable Officer are kept up to date and briefed on
all information risk issues affecting the organisation and its business partners.

¢ Review and agree actions in respect of identified information risks.

Ensure that the Organisation’s approach to information risk is effective in terms of
resource, commitment and execution, being appropriately communicated to all staff.

e Provide a focal point for the escalation, resolution and/or discussion of information
risk issues.

o Ensure that an effective infrastructure is in place to support the role by developing a
simple Information Assurance governance structure, with clear lines of Information
Asset ownership and reporting with well-defined roles and responsibilities

2. Incident Management

e Ensure that identified information threats and vulnerabilities are followed up for risk
mitigation, and that perceived or actual information incidents are managed in
accordance with NHS 1G requirements.

e To ensure that there are effective mechanisms in place for reporting and managing
Serious Untoward Incidents (SUIs) relating to the information of the Organisation.
These mechanisms should accommodate technical, operational or procedural
improvements arising from lessons learnt.

3. Leadership

e Provide leadership for Information Asset Owners (IAOs) of the Organisation through
effective networking structures, sharing of relevant experience, provision of training
and creation of information risk reporting structures.

e Advise the Board on the level of Information Risk Management performance within
the Organisation, including potential cost reductions and process improvements
arising etc

TRAINING
The SIRO will be required to undertake information risk management training at least

annually to be able to demonstrate their skills and capabilities are up to date and relevant to
the needs of the organisation.

G/1G/Toolkit/HAC SIRO report to TB 2009.10.19
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NHS Foundation Trust

SUBJECT: Patient Safety First Campaign
REPORT BY: Steve Peak
AUTHOR: Steve Peak

CONTEXT AND BACKGROUND FOR REPORT

The purpose of this paper is to outline the nature of the Patient Safety First initiative, the
potential benefits and the implications for the Trust in signing up to the campaign.

Patient Safety First was launched at the NHS Confederation Annual Conference in 2008 as
part of an international move to make hospitals safer. Patient Safety First is sponsored by
the National Patient Safety Agency, the NHS Institute for Innovation and Improvement, and
The Health Foundation. The campaign is being led by clinicians and managers across
England experienced in and passionate about improving patient safety. The vast majority of
NHS providers have now signed up to the campaign and are progressing towards the stated
aims.

KEY ISSUES FOR THE BOARD OF DIRECTORS’ CONSIDERATION AND
DECISION

The Patient Safety First campaign’s aims are to create a movement, through voluntary sign
up, to a set of principles and asks for participation from individuals, Trust Boards and other
health organisations. The principles are to:

e Make the safety of patients everyone’s priority.
e Ensure no avoidable deaths and no avoidable harm.

To deliver these principles Patient Safety First focuses on the implementation of five
interventions, Leadership for safety and four clinical interventions.

The Leadership for safety intervention requires the organisation to develop explicit safety
goals, provide demonstrable leadership, ensure executive accountability, monitor progress
against plans, develop system level measures and build up patient safety knowledge and
capability. The step of introducing Director level walkabouts is an example of practice to
build executive level safety knowledge.

The four clinical interventions are listed below. Organisations signing up to Patient Safety
First need initially to commit to implementing at least one of the clinical interventions. The
commitment includes monitoring improvement and sharing data.

Reducing harm from deterioration
Reducing harm in critical care

Reducing harm in perioperative care
Reducing harm from high-risk medicines

The clinical area that the Trust will begin to concentrate on is reducing harm in perioperative
care and in particular the introduction of the World Health Organisation (WHO) Surgical






Safety Checklist. The Checklist requires the application of a consistent set of measures to
ensure improved safety outcomes.

The leadership focus will come from Cath Roper as Risk Manager with executive
sponsorship from Peter Thompson. Operationally the perioperative intervention is being lead
by the Gynaecology team (Jacky Cotton and Professor Janesh Gupta).

The intention is that the Board will receive quarterly updates on progress made. The initial
report will focus on system level measurables and monitoring information where sufficient
data has been derived. Clearly the goal must be to utilise existing mechanisms and
processes where possible.

RECOMMENDATIONS

The Board of Directors is asked to note the commencement of the Patient Safety First
campaign and to consider any further actions required.
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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 31° 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.







2) Key Performance Indicators - Sep 2009

Indicator

Bench mark
National Benchmark

Trigger Target

Monthly
Actual

Position against
target( colour).
Trend from
previous month
‘text’.

Detailed report

Forecast
Year End
Position

Market Trend Total inpatient and daycase waiting list size >500 500 441 Favourable change Performance
Awareness/ Total Gynae outpatient waiting list size >1500 1500 1683 Performance
Strategy Total Genetics waiting list size >1400 1400 1168 Favourable change Performance
Referral Rates - Gynae 1586 <1507 and >1665 1586 1371 Adverse Change Performance
Referral Rates - Maternity 1894 <1799 and >1989 1894 1813 Favourable change Performance
Referral Rates - Genetics 691 <688 and >650 619 738 Adverse Change Performance
Productivity Maternity LOS postnatal 1.93 1.93 1.87 Favourable change Performance
& Efficiency Gynae Length of Stay (exc daycases and emergencies) 2Ll 2.90 1.97 Favourable change Performance
Daycase rate 1 - as % of all elective admissions 50% >50% 54% Adverse Change Performance
Gynaecology Daycase Over Stay Rate 13.86% >10% 5% 4.27% Adverse Change Performance
Gynae Pre operative Avg Los 0.15 0.06 Favourable change Performance
Elective Admitted patients surgery within 2 days - no of breaches 0 >0 0 0 Favourable change Performance
Theatre utilisation 80% <75 80% 87.0% Favourable change Performance
Gynae New to FU ratio 1.40 <1.50 1.45 Adverse Change Performance
Non Obstetric diagnostic scans >= 6 weeks 0 >0 0 2 Adverse Change Performance
Occupancy Rate - Neonatal ITU 80% <76% 80% 110% Performance
Clinical Quality |[Written Complaints <9 >10 9 14 Clinical Governance
(Monthly) Responded to within agreed timescale 95% 95% 95% 50% Patient Experience
PALS 20 cases >25 cases 20 cases 13 Favourable change [Quarterly report to CGC
Compliments 1 Adverse Change Patient Experience
Experience of Patients-top 20% of in patient survey To be in the top 209 achieved
Annual Neonatal deaths-benchmark=level 3 units 3 per 1000 > 3 per 1000 New
Annual Stillbirths per 1000 live births 5.4 >7 7 adverse change
Annual Stillbirth rate excluding <500gm/congenital abnorm. 4 no change
Annual Corrected Stillbirth rate per 1000 live births-IlUTs 3.9 >4 <4 3.8 Favourable change
MRSA Bacteramia <6 cases >0 0 0.0 Infection control
Cdiff 0 >0 0 0.0 Infection control
MRSA Elective Tests 100% 100 Infection control
MRSA Total admission tests 100% Infection control
Essence of Care Indicators Neonates Maternity Gynae Clinical Support Genetics
1 Communication not achieved Ongoing Reaudited
2 Continence not achieved Reaudited not relevant
3 Hygiene not achieved Not audited Reaudited Sept not relevant
4 Nutrition not achieved Not audited | Reaudited Sept not relevant
5 Pressure Ulcers not achieved Not audited | Reaudited Sept not relevant not relevant
6 Privacy & Dignity not achieved Ongoing Reaudited Sept not relevant audited
7 Record Keeping not achieved Ongoing Reaudited Sept audited
8 Safety not achieved Audited Reaudited Sept
9 Self Care not achieved Not audited | Reaudited Sept not relevant
10 Promoting Health not achieved Not audited | Reaudited Sept
11 Care Environment not achieved Ongoing Reaudited Sept
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 3 Clinical governance
(Quarterly) PEAT Annual Inspection Results maintain excellent
CQUINS
User Experience in Maternity Clinics Not meeting milestone Achieving Achieving No change Commissioning Report|
Maternity Early Booking Not meeting milestone Achieving Achieving No change Commissioning Report|
Outpatient Hysteroscopy Pathway Not meeting milestone Achieving Achieving No change Commissioning Report|
Gynaecology Urgent Clinics Not meeting milestone Achieving Achieving No change Commissioning Report|
Finance Year to date I&E position plan or > off plan £334K £399K Adverse Change Finance £748K
Year to date I&E normalised plan or > off plan £(438)K £(414)K Adverse Change Finance N/A
In month run rate plan or > off plan £60K £(300)K d Finance N/A
In month run rate normalised plan or > off plan £161K £(175)K Adverse Change Finance N/A
Year to date Ebitda plan or > off plan £2,508K £2,664K Adverse Change Finance £5,332K
Year to date Ebitda margin plan or > off plan 6.0% 6.4% Adverse Change i 6.3%
Year to date CIP performance plan or > off plan £1,287K £1,369K Favourable Change £2,601K
CIP recurrent/non-recurrent delivery plan or > off plan 70/30 46/54 Favourable Change Finance 51/49
Workforce Contracted WTE 1322 >1388 <1322 1367.18 Adverse Change |Head Count:1577
Agency/Bank spend as a % of directorate paybill 2.85 >2.85% <2.85% 5.18%
Sickness Absence Rate % 4% >4% <4% 4.08% 1,563.56 Days Lost
Staff Turnover Rate % 14% >14.10% <14.10% 12.66% Leavers:22 (M&D Rotation)
Employee Investigations 4weeks >4 weeks <4 weeks 5 2 over 4 weeks
KSF - Staff groups with Job Outlines % 85% <85% >85% 71.64% 1046/1460
KSF - Staff who have received PDR % 50% <50% >50% 43.49% 635/1460 (From ESR)
Pay as a % of Trust Income 58.69% >58.69% <58.69% 64.60%
Staff Greviances the 2 1 0 No change
Harassment and Bullying the 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% 97% Favourable change Performance
Targets Cancer 1 month diagnosis to treatment No lapses Outside Tolerance 96% 100% Favourable change Performance
Cancer 2 month GP urgent referral to treatment No lapses Outside Tolerance 85% 100% Favourable change Performance
Cancer 2 month Cervical Screening Report Received to treatment No lapses Outside Tolerance 90% 100% Favourable change Performance
Cancer 2 month from upgrade to treatment No lapses Outside Tolerance | To be Determined 100% Favourable change Performance
Cancelled Operations on day of surgery 1 >1 <1 0 No change Performance
Cancelled Operations not admitted within 28 days No lapses Breach No lapses No lapses No change Performance
Inpatients waiting >26 weeks O>standard Breach No lapses No lapses No change Performance
Outpatients waiting >13 weeks O>standard Breach No lapses 0 No change Performance
Admittied patients seen within 18 weeks >90% by Dec 08 93.2% Favourable change Performance
Non-admittied patients seen within 18 weeks >95% by Dec 08 95.9% Adverse Change Performance
Data quality on ethnic group 100% <95% 100% 94.0% Adverse Change Performance
Engagement in clinical audits implemented Breach Implemented _|all directorates| Clinical Governance
Maternity HES data quality indicator To be Determined
Vital BreastFeeding initiated 67% >60% 67% 64.50% Positive Change Performance
Signs Smoking during pregnancy 11% 13% 11% 11% Positive Change Performance
% of Women seen by 12 weeks 80% <78% 80% 92% 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% 99% No change Commissioning Report|
Set Percentage of SUS data altered in period 5% >10% 5% 0% No change Commissioning Report
Information Governance Toolkit Level 2 minimum attainment <100% 100% 93% No change Commissioning Report|
Foundation Number of Members Negative | Net 50 | 211 | | 5000 |

Status

| 5000 by end of year |
[ [

assessed individually










Indicator

Market Trend Awareness Strategy

Trend/actual Action Lead

Total Gynae
outpatient
waiting list

size

Target Commentary

Completion date

Clinic
schedules
reviewed

General
Manager

Waiting list
increasing

Changes implemented
from Dec 09

Non compliant

1500 with 18RTT

1585 Reputation.

1700

Total Gynae outpatient waiting list size

1600 +
1500 +
1400 +
1300 +
1200 +
1100 +
1000 +

900

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

—&— Gynae patients on List —— Targets

Productivity & Efficiency





Clinical Quality

Indicator Trend/actual Commentary Action Completion date Lead Risk Impact
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Summary Financial Position

Key Points

This is the finance report to the end of September 2009,
Month 6. The results show a net surplus of £440k, which
isf£143k above plan and converts to a Monitor risk rating
of 3.

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

The summary £143k variance comprises the following:-
— An adverse £161k income variance;
— A favourable £395k expenditure variance;
— An above plan EBITDA position totalling 6.5%
— A favourable £87k variance for depreciation;

— An adverse variance of £178k for interest
receivable.

The in-month position was a net deficit of £258k, 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 £0.8m.

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

Cumulative plan, results & forecast
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Month by month plan, results & forecast
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1000 +
500 +

500 L M-—AM

I Actual —— Original Plan






Income

Key Points

. The income attributable to the end of month 6 is £41.9m,
which is £161k behind target. This adverse variance
relates primarily to income in ACU and R&D being behind
plan, although this is offset by under spends within
expenditure. See also healthcare income below.

Healthcare Income

. At Month 6 this is £175k above target, a deterioration of
£110k compared to Month 5. The movement comprises
a £50k reduction on contract over-performance following
assessment of the cumulative position at Month 6, with
the balance being the shortfall on ACU cost per case
income.

. Private patient income is behind plan at Month 6. It is
expected that this position will improve by year end, with
the current forecast showing an end of year deficit of
£37k (E135k deficit at Month 6). Achievement of the
current forecast would equate to 1.6% in terms of the
private patient cap, which is within the Trust's maximum
level of 2.2%.

Performance with Commissioners

*  Anassessment of cumulative over-performance has
been made for Month 6, which equates to £150k 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 £317k for elective and non-

elective (underperformed by total of 178 spells). Offset by £51k
over-performance on other Gynaecology contract lines.

»  Maternity — favourable variance of £312k for non-elective and

outpatients.

* Neonatology — reduction in over-performance as a result of

including potential claw back of income for under-performance on
Special Care.

» Clinical Genetics — referrals are currently ahead of target; and
Laboratory Genetics — number of tests currently below 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.

At Month 6 there is a favourable variance of £203k across all the
directorates. This represents a decrease from last month,
predominantly around Clinical Support which has deteriorated in line
with the directorate’s year end forecast, which remains unchanged.

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 in
particular to understand the trends in non-pay consumables
expenditure linked to income generation.

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 the 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
£000s

Maternity Services
Gynaecology & ACU
Genetics

Neonatal

Clinical Support
Facilties

Corporate Services
Hosted Organisations

Directorate Pay and non-pay variances from budget

Year to date
£000s

Maternity Services
Gynaecology & ACU
Genetics

Neonatal

Clinical Support
Facilities

Corporate Services
Hosted Organisations

Month 06
Pay  Non-  Dirate  Total
Pay  Income
83 2 0 105
3 -19 -40 255
104 =209 LYK
-19 2 6 2
62 99 119 -0
2 9 14 7
404 8 200 192
-35 -1 17 -19
b4 159 A9 203
Month 04
Pay  Non-  Dirate  Total
Pay  Income

62 2 -10 n
21 -8 2 17
4 -169 60 1%
3 9 9 3
-19 -46 -3 97
3 2 -15 13
3% 160 <200 9
307 8 2 1
83 81 5l 85

Month 05
Pay  Non-  Dirate Total
Pay  Income
76 20 5 90
269 3 -3 28
44 N I R
8 17 -1 18
-3 -18 52 106
10 1 5 87
38 R IAI 137
-29 -1 7 13
602 59 206 331
Forecast EOY
Pay  Non-  Dirate  Total
Pay  Income

63 16 -3 56
439 8 128 301
6 366 389 42
5 % 13 18
VK] 25 419
87 205 4 159
55 108 -280 197
-69 - 3 -35
S48 1 265






Cost and Efficiency Improvements

Update on performance

Overall Summary

As at the end of September savings of £1,510k have
been identified as saved, against a target of £1,401k.
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 September. The traffic light results are
(split by the 2.6m plan) :-

— Red £39K

— Amber £321K

— Green £2,224K
— Total £2,584K

This proportion of schemes rated as green, amber and
red remains similar when compared to month 5. 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 at
month 6 is now showing 46/54%. 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.

Savings delivery - cumulative

3000-
2500- — (-
2000- HHI
15001 inlnlnizinls
10001 —HHEHHB
500 —HHEHHB

O_

AMIIASONDJIJFM
O Plan B Actual

NB savings include additional income with respect to the some
directorates






Financia

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 September is 3.

The breakdown of the Trust’s individual metrics as part of the

overall calculation is provided below:

Einancial Risk Rating

Metric

EBITDA margin
EBITDA, % achieved
ROA

I&E surplus margin
Liquid ratio
Weighted Average

Financial Criteria
Underlying Performance
Achievment of Plan
Financial Efficiency
Liquidity

Overriding rules

One financial criterion scored at '1'

One financial criterion scored at '2'

Two financial criteria scored at '2'

Two financial criteria at '1'

PBC breached

Less than 1 year as an Foundation Trust

Overriding rules rating

Overall Rating

Rating
6.5% 3
109.5% 5
4.5% 3
1.1% 3
42.3 4
3.5
3
5
3
4
NO
NO
NO
NO
1.0
NO
0]
3

Current Monitor Risk Ratings:

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

<1%
<50%
< -2%
< -2%

<10

Weight

25%
10%
20%
20%
25%

100%






Cash Flow 1

Cash Balances

0O Cash bal' OForecast

. The cash position remains strong with a balance at the 15000 -
end of September totalling £12.1m. Deferred income and all LA
accruals are recorded as £4.9m. i i
1000011 LIt Lt Lt Lt L

. The reserve account held with our commercial bank was
converted to a Special Interest Bearing Account (SIBA) 50004 IHTIH THTH | H —
with effect from the 4" 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 O
been placed on cash deposit for 3 months at 0.80% with Apr Jun Aug Oct Dec Feb
Lloyds TSB.

Creditors (money owed by the Trust)

«  The Better Practice Payment Code (formerly PSPP) Better Practice Payment Code
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 6 by number is
97% and by value is 98%.

All Suppliers

N \/alue R Number —e— Target






Cash Flow 2

Debtors (amounts owing to the Trust)

. Total Debtors valued £2.5m at the end of September,
which represents a £0.7m decrease compared to the end
of August. Of the £2.5m, £1.7m relates to trade debtors
and £0.8m to accrued income.

. In terms of aged debt information, the total value of debts
over 90 days has decreased to just over £300K.

. 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.

801

70

60

50+

40+ B

30+ B

20+ B

10+ B

0+ - - - -
June July Aug Sept Oct Nov Dec

0 0-30 B 31-60 W 61-90 O over 90
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Cash Flow 3 — Capital Spending

Monthly build up of the programme

Key Points
. The total planned spend for the year is £7.0m as 8000
recommended within the 2009/10 annual plan. The 7000
planned programme is shown opposite and the delivery 6000 +
of this is being managed through the Capital 5000 +
Development Group. 4000 +
3000 +
«  The Group has allocated funding to the highest 2000 =
priorities for those schemes over and above the 1000 + [] . .
Neonatal Unit. It will focus on continued performance 0 : : : : : :

management of all the agreed schemes to ensure they A M J J A S O N D J F M
are progressed throughout the year.

E Actual —e— Plan

. The Mont”h 6 rp\)osition s#ows expefnditure of £f1.2rr?
against all schemes. The current forecast is for the .
original programme to be fully utilised by year-end. Two 2009/10 Capital Plan
additional schemes had previously been identified,

being:
. PACS 0 (24)
- £116k Neonatal Surglcal cot Neonatal Unit Upgrade / Decant 4,944 365
Genetics White Paper 0 3
—  £290k Mortuary refurbishment — addition to ;2;;22:2!2:‘225 o o
original programme following re-assessment of Capital Equipment Replacement 780 350
HTA licensing requirements against current Backlog Maintenance 940 398
provision Norton Court Roof 150 0
Other 80 81
The latter will no longer be an addition to the 2009/10 TOTAL CAPITAL PROGRAMME 7,044 1,238

programme, based on the most recent cash flow
projection presented to the Trust. It will however, be a
first call on the 2010/11 programme.






Up & Down-side Risks

Risk Maximum Likelihood Included in forecast
Challenge to income by Circa 1% £0.7m Low Yes
PCTs
Failure to deliver Maximum 5% penalty - Low but needs to be kept No
18 weeks £458k under review (is included in forecast

range)

Elective Activity Maximum £500k Likely Will be incorporated into
underperformance 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

Expenditure creep TBC High £278k covered by pay
Unplanned & unavoidable position

non-pay expenses

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

(is included in forecast
range)






Conclusions and Recommendations

CONCLUSIONS

1.

The Trust is reporting a £440k surplus to the end of
September, Month 6, which equates to a Monitor risk
rating of 3.

Within the overall position and as explained
previously, there is a negative income variance but a
positive one with respect to expenditure. This position
will continue to be monitored and reviewed as we
progress through the year.

As previously highlighted, tight control of expenditure
will need to be maintained throughout 2009/10,
particularly in relation to non pay, where this is not
linked to increased activity.

The full year forecast is currently a £825k surplus, with
a surplus range for the year between £0.5m and
£1.2m.

RECOMMENDATIONS

. The Board is asked to:

- Consider the financial position of the Trust at
the end of September 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 : - September 09 (Period 6)
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 5,213 5,103 (110) 33,537 33,712 175 67,362 67,560 198
Private Patient Income 103 80 (23) 525 390 (135) 1,144 1,107 (37)
Other Income 1,217 1,229 12 7,985 7,783 (201) 16,613 16,655 41
Total Income 6,534 6,412 (121) 42,047 41,885 (161) 85,120 85,322 202
Operating Costs (-)
Pay Costs (4,627) (4,675) (48) (27,903) (27,349) 554 (56,901) (56,358) 543
Non Pay Costs (1,520) (1,621) (100) (11,672) (11,831) (159) (23,276) (23,554) (278)
Total Operating Costs (6,147) (6,296) (149) (39,576) (39,180) 395 (80,177) (79,912) 265
EBITDA 386 116 (270) 2,471 2,705 234 4,943 5,410 467
EBITDA % Margin 5.9% 1.8% -4.1% 5.9% 6.5% 0.6% 5.8% 6.3% 0.5%
Depreciation (-) (281) (265) 15 (1,685) (1,598) 87 (3,370) (3,275) 95
Interest (+/-) 33 5 27) 196 18 (178) 392 60 (332)
Surplus / Deficit before dividend 138 (144) (282) 982 1,125 143 1,965 2,195 230
Dividend (-) (114) (114) 0 (685) (685) 0 (1,370) (1,370) 0
Surplus / (Deficit) cfd 24 (258) (282) 297 440 143 595 825 230
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Balance Sheet Aug 09 Sep 09

Balance sheet

FIXED ASSETS

Tangible + Intangible Assets 46,279 46,124
Total Fixed Assets 46,279 46,124
CURRENT ASSETS

Stocks & Work in Progress 404 404
NHS Debtors 1,252 1,198
Non NHS Trade Debtors 956 508
Other Debtors - -
Accrued Income & Prepayments 967 776
Prepayments - -
Cash at bank and in hand 13,008 12,136
Total Current Assets 16,587 15,022

CURRENT LIABILITIES (amounts due in less than one year)

Trade Creditors 2,838 1,854
Other Creditors 1,161 1,223
PDC dividend creditor 724 -

Capital Creditors 485 381
Interest payable creditor - -

NHS Creditors 2,098 2,659
Accruals - -

Accruals & deferred income 5,062 4,940
Total Current Liabilities 12,368 11,057
NET CURRENT ASSETS (LIABILITIES) 4,219 3,965

Long term Debtors

TOTAL ASSETS LESS CURRENT LIABILITIES 50,498 50,089

Creditors: Amounts falling due after more than one year

Provisions for liabilities and charges 175 29
TOTAL ASSETS EMPLOYED 50,323 50,060
LOANS

Total Loans - -

TOTAL LOANS - -

TAXPAYERS' EQUITY

Public dividend capital 40,159 40,159
Income and expenditure reserve 6,089 5,831
Revaluation reserve 3,190 3,190
Donated asset reserve 886 880
Other Reserves (Government grant reserve etc) - -

TOTAL TAXPAYERS EQUITY 50,323 50,060
TOTAL FUNDS EMPLOYED 50,323 50,060

Capex program Plan Actual

PACS 0 (24)
Neonatal Unit Upgrade / Decant 4,944 365
Genetics White Paper 0 3
CHP Installation 0 8
Replacement PCs 150 54
Capital Equipment Replacement 780 352
Backlog Maintenance 940 398
Norton Court Roof 150 0
Other 80 81
TOTAL CAPITAL PROGRAMME 7,044 1,238
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BIRMINGHAM WOMEN'S NHS FOUNDATION TRUST
CASHFLOW STATEMENT
REPORTING PERIOD : - September 09 (Period 6)

Form F7 Year To Date
APR MAY JUN JuL AUG SEP OoCT 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 35,727
VAT 45 44 40 70 70 31 300
OTHER 1,455 1,093 945 1,470 983 589 6,535
INT RECEIVABLE 3 2 3 2 2 5 17
NEW PDC 0
Trust Inflows 7,065 8,117 5,738 7,795 7,139 6,725 0 0 0 0 0 0 42,579
HA AGENCY
TOTAL INFLOWS 7,065 8,117 5,738 7,795 7,139 6,725 0 0 0 0 0 0 42,579
OUTFLOWS
PAYROLL 2,572 2,542 2,656 2,579 2,604 2,702 15,655
PURCHASES/NON-PAY 2,064 2,374 1,449 2,935 2,862 2,935 14,619
TAX/NI/SUPERANN 1,686 1,757 1,742 1,812 1,749 1,758 10,504
OTHER 0
CAPITAL 409 82 356 125 416 248 1,636
INTEREST PAYABLE 0
PDC REPAYABLE 0
DIVIDENDS 0
Trust Outflows 6,731 6,755 6,203 7,451 7,631 7,643 0 0 0 0 0 0 42,414
AGENCY

6,731 6,755 6,203 7,451 7,631 7,643 0 0 0 0 0 0 42,414
BALANCE B/FWD 11,968 12,302 13,664 13,199 13,543 13,051 12,133 12,133 12,133 12,133 12,133 12,133 12,133
Cash in Hand
CASHFLOW +/- 334 1,362 (465) 344 (492) (918) 0 0 0 0 0 0
BALANCE C/FWD 12,302 13,664 13,199 13,543 13,051 12,133 12,133 12,133 12,133 12,133 12,133 12,133 12,133
Actual Balances
PGO A/C 9,760 10,785 10,137 10,111 9,342 5,274
Main A/C 2,542 2,887 3,130 3,432 3,663 3,859
Special Interest Account 0 0 0 0 0 3,000
Cash in Hand 0 0 0 0 0 0
Report 12,302 13,672 13,267 13,543 13,005 12,133 0 0 0 0 0 0 0
Cash in Transit 0 8 68 0 (46) 0 (12,133) (12,133) (12,133) (12,133) (12,133) (12,133)
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Risk Rating Year to Date Year-end Forecast Annual Plan EOY

April to September 09 March 09 Monitor Submission
(Period 6)

Financial Risk Rating

Metric

EBITDA margin 6.5% 3 6.3% 3 6.1% 3
EBITDA, % achieved 109.5% 5 109.5% 5 114.3% 5
ROA 4.5% 3 4.5% 3 4.4% 3
I&E surplus margin 1.1% 3 1.0% 2 0.7% 2
Liquid ratio 42.3 4 38.9 4 23.0 3
Weighted Average 3.5 3.3 3.0
Financial Criteria

Underlying Performance 3 3 3
Achievment of Plan 5 5 5
Financial Efficiency 3 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

Overriding rules rating o] o] [o]
Overall Rating 3 3 3

Risk Rating to calculate maximum debt to assets ratio
Maximum Debt/ Assets Ratio 15% 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 30-09-09 31 Mar 10
No of days year to date 183 365

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
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Annual Planning submission
Actual Cash Balance
Working Capital Facility

Mar-09 Apr-09 May - 09

7.9
12.0
-5.5

8.1
123
-5.5

123
137
-5.5

Jun - 09
121
13.2
-5.5

Jul - 09

119
135
-5.5

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

116
131
-5.5

10.6
121
-5.5

10.3

-5.5

10.1

-5.5

9.8 9.6 9.3 8.2 8.1 7.9 7.8 8.2 8.7 8.4 8.8 9.1

-5.5 -5.5 -5.5 -5.5 -5.5 -5.5 -5.5 -5.5 -5.5 -5.5 -5.5 -5.5

9.5 9.7 9.9 9.3

-5.5 -5.5 -5.5 -5.5

Forecast Cash Position

—&— Annual Planning
submission

—a— Actual Cash Balance

—— Working Capital Facility
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Actual I&E position

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
Annual Planning Submission 0.585 0.050 0.099 0.149 0.198 0.248 0.297 0.347 0.396 0.446 0.495 0.545 0.594 0.082 0.163 0.244 0.326 0.409 0.492 0.575 0.660

1.826 0.135 0.269 0.212 0.357 0.698 0.440

0.745

Jan-11 Feb-11 Mar-11

0.832 0.919

1.005

£m

Forecast I&E Position

2.000

1.800

1.600

1.400

1.200

1.000

0.800

0.600

0.400

0.200

0.000

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

—e—Annual Planning
Submission

—#— Actual I1&E position
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Maternity Services 1&F Statement for the Period Ended 30 September 2009

30 September 2009 Forecast At 31 March 2010

Plan Actual Variance M5 Var Plan Actual Variance

£000 £000 £000 £000 £000 £000 £000
Income
Maternity Contract Income 12,044 12,343 299 (54) 24,182 24,781 599
Community Midwifery 1,652 1,652 (0) 0) 3,303 3,303 0
Fetal Medicine WMSSA 919 919 0 0 1,838 1,838 0
Fetal Medicine Outside Region 0 0 0 0 0 1 1
Private Patient/Overseas Patients/Amenity Beds Income 5 1 5) 3 8 2 5)
Training, Education, Research & CEAs (From DOH) 986 986 (0) 0) 1,971 2,014 43
Other Income 176 176 0 6 337 313 (23)
Sub Total Income 15,781 16,076 295 (45) 31,639| 32,253 614
Direct/Indirect Costs
Pay (7,375) (7,292) 83 7 (14,998)| (14,935) 63
Non Pay (771) (750) 22 2 (1,550) (1,534) 16
CNST Contribution (2,152) (2,163) (11) 0) (4,304) (4,327) (23)
Sub Total Expenditure (10,298)| (10,205) 93 9 (20,853)| (20,796) 57
Surplus/(Deficit) Before Apportioned Costs 5,483 5,871 388 (37) 10,786 11,457 671
Apportioned/Support Costs
Clinical Support (1,942) (2,088) (147) (99) (3,889) (4,151) (263)
Non Clinical Support (1,844) (1,765) 79 49 (3,808) (3,724) 85
Earnings Before Interest, Tax, Depreciation and Amortisation 1,698 2,019 321 (86) 3,089 3,582 493
Depreciation (942) (894) 49 9 (1,885) (1,831) 53
Interest Received 89 8 (81) (12) 179 27 (151)
Surplus/(Deficit) Before Dividend 845 1,133 288 (90) 1,383 1,778 395
Dividend (312) (312) 0 0 (624) (624) 0
Surplus/(Deficit) 533 821 288 (90) 759 1,153 395
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Gynaecology & ACU I&E Statement for the Period Ended 30 September 2009

30 September 2009 Forecast At 31 March 2010

Plan Actual Variance M5 Var Plan Actual Variance

£000 £000 £000 £000 £000 £000 £000
Income
Gynaecology Contract Income 6,277 5,974 (303) (71) 12,725 12,120 (605)
EPAU 46 46 (0) (0) 92 92 0)
IVF 473 509 36 28 945 1,018 73
Private Patient/Overseas Patients/Amenity Beds Income 475 360 (115) (19) 1,046 1,010 (37)
Training, Education, Research & CEAs (From DOH) 234 234 ©) 0) 468 478 10
Other Income 107 68 (40) (@] 215 86 (128)
Sub Total Income 7,612 7,191 (421) (68) 15,491 14,804 (687)
Direct/Indirect Costs
Pay (3,825) (3,511) 314 45 (7,699) (7,261) 439
Non Pay (623) (642) (19) (11) (1,248) (1,167) 80
CNST Contribution (5) (5) (0) (0) (10) (10) 0)
Sub Total Expenditure (4,453) (4,158) 295 34 (8,957) (8,437) 519
Surplus/(Deficit) Before Apportioned Costs 3,158 3,032 (126) (34) 6,534 6,366 (168)
Apportioned/Support Costs
Clinical Support (1,907)|  (2,051) (144) 97) 3,819)| (4,077) (258)
Non Clinical Support (956) (915) 41 26 (1,974) (1,930) 44
Earnings Before Interest, Tax, Depreciation and Amortisation 296 67 (229) (106) 741 359 (382)
Depreciation (168) (160) 9 2 (337) (327) 10
Interest Received 44 4 (40) (6) 87 13 (74)
Surplus/(Deficit) Before Dividend 171 (89) (260) (110) 491 45 (446)
Dividend (152) (152) 0 0 (305) (305) 0
Surplus/(Deficit) 19 (241) (260) (110) 187 (260) (446)
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Genetics 1&F Statement for the Period Ended 30 September 2009

30 September 2009 Forecast At 31 March 2010

Plan Actual Variance M5 Var Plan Actual Variance

£000 £000 £000 £000 £000 £000 £000
Income
Clinical Genetics WMSSA 1,854 1,854 0 0 3,708 3,708 0
Clinical Genetics Outside Region 0 (5) (5) 5 0 (10) (10)
Renal Genetics Nurse 18 18 0 0 37 0 (37)
Cytogenetics WMSSA 3,487 3,487 0 (6) 6,973 6,973 0
Cytogenetics Outside Region 0 (18) (18) 3) 0 (36) (36)
Private Patient/Overseas Patients/Amenity Beds Income 18 3) (20) (20) 35 35 0
Training, Education, Research & CEAs (From DOH) 356 356 ©) (168) 712 728 16
Other Income 1,579 1,778 199 199 3,836 4,263 427
Sub Total Income 7,311 7,467 156 7 15,301 15,660 360
Direct/Indirect Costs
Pay (5,062) (5,200) (138) 34 (10,826)| (10,960) (134)
Non Pay (908) (1,118) (210) (210) (1,731) (2,101) (370)
CNST Contribution (16) (16) (0) (0) (33) (33) (0)
Sub Total Expenditure (5,986)| (6,335) (349) (176) (12,590)] (13,094) (504)
Surplus/(Deficit) Before Apportioned Costs 1,325 1,133 (193) (169) 2,710 2,566 (145)
Apportioned/Support Costs
Clinical Support (27) (29) ) (12) (54) (58) 4)
Non Clinical Support (587) (562) 25 25 (1,212) (1,185) 27
Earnings Before Interest, Tax, Depreciation and Amortisation 711 542 (170) (155) 1,444 1,322 (121)
Depreciation (470) (446) 24 59 (940) (913) 27
Interest Received 45 4 (41) (41) 91 14 77)
Surplus/(Deficit) Before Dividend 287 100 (187) (137) 595 423 (172)
Dividend (159) (159) 0 0 (317) (317) 0
Surplus/(Deficit) 128 (58) (187) (137) 278 106 (172)
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Neonatal 1&FE Statement for the Period Ended 30 September 2009

30 September 2009 Forecast At 31 March 2010

Plan Actual Variance M5 Var Plan Actual Variance

£000 £000 £000 £000 £000 £000 £000
Income
Baby Clinic 104 125 21 (95) 211 254 43
Neonatal WMSSA 4,652 4,768 116 (73) 9,305 9,421 116
Neonatal Outside Region 0 84 84 84 0 169 169
Training, Education, Research & CEAs (From DOH) 339 339 (0) 7 678 693 15
Other Income 46 40 (6) (6) 85 72 (13)
Sub Total Income 5,141 5,357 216 (82) 10,279 10,608 329
Direct/Indirect Costs
Pay (3,385) (3,404) (19) (36) (6,777) (6,782) (5)
Non Pay (575) (548) 27 27 (1,149) (1,112) 36
CNST Contribution (91) (91) (0) 0) (182) (183) 1)
Sub Total Expenditure (4,051)| (4.0449) 7 9 (8,107)| (8,077) 30
Surplus/(Deficit) Before Apportioned Costs 1,091 1,314 223 (91) 2,172 2,531 359
Apportioned/Support Costs
Clinical Support (240) (258) (18) (29) (480) (512) (32)
Non Clinical Support (703) (673) 30 30 (1,452) (1,420) 32
Earnings Before Interest, Tax, Depreciation and Amortisation 148 383 235 [C)Y) 240 599 359
Depreciation a7) (16) 1 8 (34) (33) 1
Interest Received 10 1 ) ) 20 3 a7)
Surplus/(Deficit) Before Dividend 141 368 227 (91) 226 569 343
Dividend (34) (34) 0 0 (69) (69) 0
Surplus/(Deficit) 107 334 227 (91) 158 501 343
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Clinical Support I1&E Statement for the Period Ended 30 September 2009

30 September 2009 Forecast At 31 March 2010

Plan Actual Variance M5 Var Plan Actual Variance

£000 £000 £000 £000 £000 £000 £000
Income
AFP 155 145 (10) (26) 310 289 (21)
Cytology 132 151 18 18 265 301 37
Direct Access 351 351 ©) 0 701 701 0)
Physiotherapy 71 71 (0) 12 142 142 (0)
Unbundled Scans 258 214 (44) (44) 517 428 (88)
Post Mortems WMSSA 430 423 (@] (@] 861 846 (15)
Post Mortems Outside Region 0 0 0 0 0 0 0
Thalassaemia Screening 9 9 0 (6) 18 18 0
Private Patient/Overseas Patients/Amenity Beds Income 27 32 5 5 55 60 5
Training, Education, Research & CEAs (From DOH) 57 57 (0) 52 114 117 2
Other Income 843 723 (119) (119) 1,674 1,649 (25)
Sub Total Income 2,334 2,176 (158) (117) 4,657 4,552 (105)
Direct/Indirect Costs
Pay 3,377)|  (3,439) (62) (44) (6,736)|  (7,054) (317)
Non Pay (2,701) (2,799) (99) (99) (5,403) (5,540) (137)
CNST Contribution (6) (6) 0) (0) (12) (12) 0)
Sub Total Expenditure (6,084) (6,244) (161) (143) (12,151)| (12,606) (455)
Surplus/(Deficit) Before Apportioned Costs (3,750)| (4.069) (319) (259) (7,494)| (8,054) (560)
Apportioned/Support Costs
Clinical Support 4,115 4,426 311 306 8,242 8,799 557
Non Clinical Support (258) (247) 11 11 (533) (522) 12
Earnings Before Interest, Tax, Depreciation and Amortisation 107 110 3 58 215 223 9
Depreciation (88) (83) 5 11 (175) (170) 5
Interest Received 8 1 (@) (@] 16 2 (13)
Surplus/(Deficit) Before Dividend 28 28 0] 62 55 55 (0)
Dividend (28) (28) 0 0 (55) (55) 0
Surplus/(Deficit) 0] [0] 0] 62 0] [0] (0)
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Corporate & Facilities I&E Statement for the Period Ended 30 September 2009

30 September 2009 Forecast At 31 March 2010

Plan Actual Variance M5 Var Plan Actual Variance

£000 £000 £000 £000 £000 £000 £000
Income
Other (Balancing Figure) 910 823 (87) (87) 1,647 1,510 (137)
Patient Transport Service 21 21 (0) 0) 42 42 (0)
Cquin 164 164 0 284 328 328 0
Other Income 3,261 3,026 (236) (236) 6,523 6,241 (281)
Sub Total Income 4,356 4,033 (323) (39) 8,539 8,121 (418)
Direct/Indirect Costs
Pay (4,879) (4,502) 377 274 (9,864) (9,367) 497
Non Pay (6,094) (5,974) 120 109 (12,195)| (12,099) 96
CNST Contribution 2,270 2,282 12 12 4,540 4,564 24
Sub Total Expenditure (8,703)| (8,194) 510 395 (17,519)] (16,902) 618
Surplus/(Deficit) Before Apportioned Costs (4,347)| (4,161) 187 356 (8,980)| (8,780) 200
Apportioned/Support Costs
Clinical Support 0 0 0 71 0 0 0
Non Clinical Support 4,347 4,161 (187) (187) 8,980 8,780 (200)
Earnings Before Interest, Tax, Depreciation and Amortisation 0 0 0 240 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 o] 0 240 0 o] 0
Dividend 0 0 0 0 0 0 0
Surplus/ (Deficit) 0 o] 0 240 0 o] 0
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