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Meeting of the Board of Directors – IN PUBLIC  
Friday 5 February 2016 at Liverpool Women’s Hospital at 1030 am 
Board Room

	Item no.
	Title of item
	Objectives/desired outcome
	Process
	Item 

presenter
	Time 
	CQC Fundamental Standard
	BAF

Risk

	HOUSEKEEPING

	045
	Apologies for absence
	Receive apologies 
	Verbal


	Acting Chair
	10:30

20 mins
	-
	-

	046
	Patient story
	To listen to the experience of a patient
	Verbal
	Director of Nursing & Midwifery
	
	Person-centred care
	-

	047
	Meeting guidance notes
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	To receive the meeting attendees’ guidance notes
	Written guidance
	Acting Chair
	10:50

5 mins


	Good governance
	-

	048
	Declarations of interest
	Identify and avoid conflicts of interest
	Verbal
	Acting Chair
	
	-
	-

	049
	Minutes of the previous public meeting held on Friday 8 January 2016

[image: image2.emf]BoD Minutes public  160108 Issue 3.doc



	Confirm as an accurate record the minutes of the previous meetings
	Written 
	Acting Chair
	
	Good governance
	-

	050
	Matters arising 


	Provide an update in respect of on-going and outstanding items to ensure progress
	Verbal 
	Acting Chair
	10:55

5 mins
	Good governance
	-

	051
	Acting Chair’s announcements
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	Announce items of significance not elsewhere on the agenda
	Verbal 
	Acting Chair
	11:00

5 mins
	-
	-

	BOARD ASSURANCE

	052
	Chief Executive Report 
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	Report key developments and announce items of significance not elsewhere on the agenda
	Written 
	Chief Executive 
	11:05

15 mins 


	Good governance
	-

	053
	Minutes of Putting People First Committee held 27 November 2015 (to be provided)
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	Receive assurance and any escalated risks
	Written minutes 
	Committee Chair 
	11:20

5 mins


	Good governance 
	4a,b

	054
	Chair’s report of Finance and Business Performance meeting on 25 January 2015

	Receive assurance and any escalated risks
	Verbal  
	Committee Chair
	11:25

5 mins
	Good governance
	5a,b,c,d,e

	055
	Chair’s report and draft minutes of Governance and Clinical Assurance Committee  meeting on 22 January 2016
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	Receive assurance and any escalated risks
	Chair written report
	Committee Chair
	11:30

5 mins
	Good governance
	Safe services

	056
	Chair’s report of Charitable Funds Committee meeting
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	Receive assurance and any escalated risks
	Report
	Committee Chair
	11:35

5 mins
	Good governance
	Safe services

	057
	Patient safety, effectiveness and experience report (SEE) 

[image: image8.emf]01 January 2016 -  Q2 SEE Report to Board.docx



	To provide assurance on the quality of services.
	Written
	Director of Nursing & Midwifery
	11:40

20 mins
	Safe care and treatment
	To deliver safe services


	TRUST PERFORMANCE

	058
	Quality, Operational and Financial Performance reports
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	Review the latest Trust performance report and receive assurance about the Trust’s performance.
	Written 


	Executive Team
	12:00

10 mins
	Good governance.

Staffing
	3a

	058(i)

058(ii)
	Finance Report – Period 9
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2016/17 Financial Planning Requirements
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	To note the current status of the Trusts financial  position

To note the 2016/17 financial planning requirements and accept a £2.8m sustainability and transformation funding offer and agree a control total deficit of £7m for 2016/17
	Written

Written
	Director of Finance

Director of Finance
	12:10

15 mins
	Good governance.

Staffing
	3a

	TRUST STRATEGY

	059
	Future Generations strategy


	To brief the Board on progress and risks


	Verbal
	Chief Executive
	12:25

5 mins


	Good governance
	Strategic aim

	BOARD GOVERNANCE

	060
	Board Assurance Framework
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	To review the BAF and identify any amendments not having been taken into account by the Board Committees
	Written
	Trust Secretary
	12:30

5 mins
	Good governance
	Strategic aim

	061
	Review of risk impacts of items discussed


	Identify any new risk impacts
	Verbal
	Acting Chair
	
	Good governance
	-

	HOUSEKEEPING

	062
	Any other business
	Consider any urgent items of other business
	Verbal 
	Acting Chair


	12:35 mins


	-
	-

	063
	Review of meeting
	Review the effectiveness of the meeting (achievement of objectives/desired outcomes and management of time)


	Verbal
	Acting Chair / all
	12:40

5 mins


	-
	-


Date, time and place of next meeting Friday 4 March 2016  

	Questions raised by members of the public observing the meeting on matters raised at the meeting. 
	To respond to members of the public on matters of clarification and understanding.
	Verbal
	Acting Chair 
	12:45

15 mins


	
	


Meeting to end at 1pm
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		Agenda item no:

		16/052





		Meeting:

		Board of Directors





		Date:

		5 February 2016





		Title:

		Chief Executive’s Report





		Report to be considered in public or private?

		Public 





		Where else has this report been considered and when?

		N/A





		Reference/s:

		N/A





		Resource impact:

		-





		What is this report for?

		Information 

		(

		Decision 

		

		Escalation 

		

		Assurance 

		(





		Which Board Assurance Framework risk/s does this report relate to?

		-





		Which CQC fundamental standard/s does this report relate to?

		-





		What action is required at this meeting?

		To receive and note the report.





		Presented by:

		Kathryn Thomson, Chief Executive





		Prepared by:

		Kathryn Thomson, Chief Executive





This report covers (tick all that apply):


		Strategic objectives:



		To develop a well led, capable motivated and entrepreneurial workforce

		(



		To be ambitious and  efficient and make best use of available resources

		(



		To deliver safe services

		(



		To participate in high quality research in order to deliver the most effective outcomes

		(



		To deliver the best possible experience for patients and staff

		(





		Other:



		Monitor compliance

		(

		Equality and diversity

		



		Operational plan

		

		NHS constitution

		





		Publication of this report (tick one):



		This report will be published in line with the Trust’s Publication Scheme, subject to redactions approved by the Board, within 3 weeks of the meeting

		(



		This report will not be published under the Trust’s Publication Scheme due to exemptions under S21 of the Freedom of Information Act 2000, because the information contained is reasonably accessible by other means

		



		This report will not be published under the Trust’s Publication Scheme due to exemptions under S22 of the Freedom of Information Act 2000, because the information contained is intended for future publication

		



		This report will not be published under the Trust’s Publication Scheme due to exemptions under S41 of the Freedom of Information Act 2000, because such disclosure might constitute a breach of confidence

		



		This report will not be published under the Trust’s Publication Scheme due to exemptions under S43(2) of the Freedom of Information Act 2000, because such disclosure would be likely to prejudice the commercial interests of the Trust

		





In this briefing for the Board I aim to summarise recent and relevant information which relates to:

Firstly, in Section A, news and developments within the Trust itself.


Secondly, in Section B, news and developments within the immediate health and social care economy.

Thirdly, in Section C, other news and developments within the wider national health and social care economy, including regulatory developments.

Further information is available on request on any of the topics covered by the report.


Kathy Thomson.

Chief Executive.


​​​​​​​​​​​​​​​


SECTION A - INTERNAL

Medical Director appointment


Dr Andrew Loughney was appointed to the post of medical director. Take up role on 18th April. Currently works at City Hospitals Sunderland NHS Foundation Trust as an Associate Medical Director  (Obstetrician)

British Journal of Midwifery awards short lists

As previously report the Trust has four shortlisted nominees connected with the 2016 award. The Awards ceremony will take place on 8 February.  


The Guardian


The Trust hosted the Guardian live blog feature on the NHS at Liverpool Women’s on 21 January, and a double page spead of the day was published in the paper on. You can access the blog of the day here: http://www.theguardian.com/society/live/2016/jan/18/this-is-the-nhs-live-blog

Post Partum Haemorrhage (PPH) Butterfly


The PPH Butterfly has been awarded from the National Institute of Health (NIHR) i4i fund £850,000 over the next 3 years to take forward the development of the PPH Butterfly. This will fund the following:


· further design work, 


· the development of a training package for those who will use it, 


· an observational study of 118 women with PPH at LWH, 


· qualitative work with users and participants


· an economic analysis of the effectiveness


· a formal commercial assessment


 


SECTION B - LOCAL

-

SECTION C – NATIONAL

NHS Improvement (Monitor and NHS Trust Development Agency) and CQC letter


All NHS trusts received a joint letter from NHS Improvement and CQC on 15 January 2016 (attached) relating to a strategic intent of the NHS Improvement and CQC in working together to help and support trusts in securing the right financial/quality balance. A copy of the letter is attached.

Junior doctors’ contract

With the support of Acas talks are continuing with the BMA junior doctors’ committee. News that the BMA has agreed to suspend 26th January planned 48hr industrial action was announced.  NHS Employers are working with the BMA to address their concerns and reach agreement on the outstanding issues, with all sides needing to find satisfactory compromises wherever they can.  The BMA JDC still plans industrial action, including the withdrawal of emergency care on 10 February.


Carter Report

In the coming weeks the government will publish the Carter report into efficiency which will feature workforce efficiency as its central theme.  NHS Employers will keep the Trust updated about this report.
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		Agenda item no:

		16/058(i)





		Meeting:

		Board of Directors





		Date:

		05 February 2016





		Title:

		Month 9 Finance Report





		Report to be considered in public or private?

		Public





		Where else has this report been considered and when?

		





		Reference/s:

		Operational Plan and Budgets 2015/16





		Resource impact:

		-





		What is this report for?

		Information 

		(

		Decision 

		

		Escalation 

		

		Assurance 

		(





		Which Board Assurance Framework risk/s does this report relate to?

		5a





		Which CQC fundamental standard/s does this report relate to?

		





		What action is required at this meeting?

		To note the Month 9 financial position 





		Presented by:

		Vanessa Harris - Director of Finance





		Prepared by:

		Jenny Hannon - Deputy Director of Finance





This report covers (tick all that apply):


		Strategic objectives:



		To develop a well led, capable motivated and entrepreneurial workforce

		



		To be ambitious and  efficient and make best use of available resources

		(



		To deliver safe services

		



		To participate in high quality research in order to deliver the most effective outcomes

		



		To deliver the best possible experience for patients and staff

		





		Other:



		Monitor compliance

		(

		Equality and diversity

		



		Operational plan

		

		NHS constitution

		





		Publication of this report (tick one):



		This report will be published in line with the Trust’s Publication Scheme, subject to redactions approved by the Board, within 3 weeks of the meeting

		(



		This report will not be published under the Trust’s Publication Scheme due to exemptions under S21 of the Freedom of Information Act 2000, because the information contained is reasonably accessible by other means

		



		This report will not be published under the Trust’s Publication Scheme due to exemptions under S22 of the Freedom of Information Act 2000, because the information contained is intended for future publication

		



		This report will not be published under the Trust’s Publication Scheme due to exemptions under S41 of the Freedom of Information Act 2000, because such disclosure might constitute a breach of confidence

		



		This report will not be published under the Trust’s Publication Scheme due to exemptions under S43(2) of the Freedom of Information Act 2000, because such disclosure would be likely to prejudice the commercial interests of the Trust

		





1. Summary Financial Position

The 2015/16 budget was approved at Trust Board in April 2015. This set out a deficit of £8m for the year and a cash shortfall of £7.8m. On 26 October 2015 the Trust received a letter from Monitor outlining the requirement of the delivery of a ‘stretch deficit target’ of £7.3m, noting that the Department of Health would only approve Distressed Funding applications on this basis. This deficit target was approved by this committee at the October 2015 meeting on the assumption that deferred CNST costs will not be repayable in the current financial year. The 2015/16 deficit has been reforecast to £7.3m and reported to the Trust Board in November 2015.


As at Month 9 the Trust is reporting a year to date deficit of £6.29m against a deficit budget of £6.43m, and a Financial Sustainability Risk Rating (FSRR) of 2 against a plan of 2.

 [image: image1.emf]Budget Actual Budget FOT


CAPITAL SERVICING CAPACITY (CSC)


(a) EBITDA + Interest Receivable (1,631) (2,106) (1,486) (1,622)


(b) PDC + Interest Payable


(9,460) 1,337 (10,029) 1,716


CSC Ratio = (a) / (b) 0.17 (1.58) 0.15 (0.95)


MONITOR CSC SCORE 1 1 1 1


Ratio Score     4 = 2.5      3 = 1.75      2 = 1.25      1 < 1.25


LIQUIDITY


(a) Cash for Liquidity Purposes (3,253) (7,444) (3,035) (3,035)


(b) Expenditure 77,027 78,267 102,932 103,643


(c) Daily Expenditure


285 290 286 288


Liquidity Ratio = (a) / (c) (11) (26) (11) (11)


MONITOR LIQUIDITY SCORE 2 1 2 2


Ratio Score     4 = 0      3 = -7      2 = -14      1 < -14


I&E MARGIN


Deficit 6,432 6,362 8,015 7,301


Total Income (75,381) (76,137) (101,426) (101,991)


I&E Margin -8.53% -8.36% -7.90% -7.16%


MONITOR I&E MARGIN SCORE 1 1 1 1


Ratio Score     4 = 1%      3 = 0%      2 = -1%      1 < -1%


I&E MARGIN VARIANCE


I&E Margin -8.53% -8.36% -7.90% -7.16%


I&E Variance Margin -1.53% 0.18% -1.53% 0.74%


MONITOR I&E MARGIN VARIANCE SCORE 2 4 2 4


Ratio Score     4 = 0%      3 = -1%      2 = -2%      1 < -2%


Overall Financial Sustainability Risk Rating 2 2 2 2


FINANCIAL SUSTAINABILITY RISK RATING


YEAR TO DATE YEAR




The actual deficit in month was £0.94m against a deficit budget of £1.14m which is a £0.201m positive variance. 

The charts below show the planned and actual deficit by month and then the cumulative deficit. The planned monthly deficit is linked to the income and activity levels which vary month on month throughout the year in line with the demand for services. 


[image: image2.emf] -


 200


 400


 600


 800


 1,000


 1,200


 1,400


M1 M2 M3 M4 M5 M6 M7 M8 M9 M10 M11 M12


£000's


2015/16 Deficit


2015/16 Planned Deficit 2015/16 Actual Deficit




[image: image3.emf] -


 1,000


 2,000


 3,000


 4,000


 5,000


 6,000


 7,000


 8,000


 9,000


1 2 3 4 5 6 7 8 9 10 11 12


£000's


Month


Cumulative Deficit


2015/16 Planned Deficit Cumulative 2015/16 Actual Deficit  Cumulative




The charts demonstrate the trend of ongoing improvement in the Trust’s financial position in year following the strengthening of financial control and remedial actions within underperforming areas. 

The cash position remains positive when compared to plan. At the end of Month 9 the cash position is £9m against a plan of £0.5m. The favourable position reflects the cash advance of contract income from Liverpool CCG of £7.8m as well as a delay in the capital program, particularly in relation to the Hewitt Fertility Centre expansion. 

As previously reported, the Trust’s distressed finance requirement was reduced to £5.6m following the agreement of a reduced deficit target and the management of cash and working capital. The Trust’s application for Distressed Finance was approved in December 2015 and the first tranche drawn down in January 2016 following approval at the Board. Liverpool CCG also began to claw back the cash advance in January. The Trust has to adhere to additional conditions and commit to a number of reviews as a result of the application. These are set out for information in appendix 2. 


The Trust is on target to achieve the stated financial plan of £7.3m deficit. In addition to the implementation of enhanced financial controls, significant efforts have been made in year to achieve recovery in areas that were underperforming, specifically gynaecology, neonates and theatres. These are addressed later in the paper. 


2. Month 9 income and expenditure variances

The key components of the Month 9 financial position are outlined below. 

Income


Income was overall ahead of plan by £0.313m in month and £0.755m favourable year to date and is forecast to be £0.565m ahead of plan by the end of the year. This forecast reflects the ongoing underperformance in gynaecology coupled with predicted underperformance against a back-ended plan in Hewitt Fertility.

Maternity continues to show a positive income position. The reasons for this continue to be predominantly as a result of the provider to provider (P2P) recharge and strong performance in antenatal and in deliveries. The Trust is yet to receive a significant amount of invoices from other Trusts in relation to provider to provider recharges, this is due to other Trusts not yet having the systems and processes in place to invoice other providers. 

Gynaecology income however remains behind plan, although it is consistent with the levels expected in the recovery plan. Income for gynaecology is forecast to be £0.9m below budget by the year end which is an improvement on the Month 8 projection arising from the successful recovery of some EPAU tariff following the CCG’s withdrawal at the start of the year. The service has seen a drop in referrals and there have been a number of changes in clinical practice which have reduced the number of procedures undertaken in theatre. It is assumed that this is a recurrent issue into 2016/17. 

Pay costs


Pay costs were £0.067m under budget in month 9, £0.681m over year to date and are forecast to be overspent by £0.630m by the year end. Staffing in the Hewitt Centre in quarter 4 is set to come in significantly under plan as a result of the flexing in line with reduced cycles. Grip in other areas such as governance and agency are also having a positive impact on the expected year end position.   

The majority of the overspend to date is due to agency spend as reported in prior months. The key areas for this overspend are theatre staffing and medical staffing across gynaecology and maternity. The theatre team have recruited to vacant posts and the new staff will take up post over the coming months, reducing the level of agency spend in this area. The junior medical agency spend is currently under review but is a national issue and is expected to continue in the short term. 

Significant efforts have been made to reduce agency expenditure as demonstrated in the graph below, particularly in theatres where a national recruitment drive has led to a number of posts being filled substantively.


All vacancies are now approved by the Executive Directors and agency spend is reviewed on a monthly basis, with authorisation required by the Executive Directors for any interim posts. Weekly reports are now being sent to Monitor in relation to compliance with agency caps and use of frameworks. A further reduction in the agency premium cap is set for February 2016, however the agency’s themselves are beginning to challenge this course of action with some refusing to lower rates further.
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Agency spend was £0.062m equating to 1.2% of total pay expenditure in Month 9. Year to date agency expenditure is £1.411m (2.9%) and is forecast to be £1.517m (2.4%) of pay expenditure at the year end. 

The Trust has been informed by Monitor that it must keep within 3% per annum for nursing agency which is forecast to be achieved. 


Non pay costs


Non-pay costs are overspent by £0.258m in month and £0.560m year to date predominantly across clinical supplies. This included seasonal drugs and increases due to intensity in neonates as well as increases in line with activity in genetics and ambulatory gynaecology. Some additional supplies were also ordered to cover the Christmas period.  This level of overspend is forecast to cease in the last quarter and ultimately result in a £0.078m positive variance which includes the £0.7m in relation to the CNST deferral. 

Technical items


The technical items in the position are offsetting the above overspends with a positive variance of £0.855m forecast by the year end. This is in respect of depreciation, public dividend capital and interest payments arising due to the stronger than expected cash position and the control of capital expenditure.

3. Recovery plans 


At Month 2 of 2015/16 it was reported to the Board that the Trust was overspent by £0.4m in month and year to date by £0.5m. 

By service, the key areas of concern were gynaecology and theatres, with income behind plan and pay costs in excess of budget arising from agency usage. Neonates was also seeing significantly increased costs without income to match due to the block nature of the contract. The impact of these areas at month 2 threatened to have an adverse impact of £2.2m for 2015/16 and £3m recurrently into 2016/17.

Additional controls were introduced at a Trust wide level to ensure strong financial grip was maintained across the organisation. In addition to this the areas of gynaecology, theatres and neonates were targeted for individual recovery plans. 


Details of the recovery plans were reported to FPBD in October 2015 and set out the reasons for underperformance and the proposed mitigations and recurrent solutions. 

As at month 9 significant improvement has been made in these areas and the net impact on 2016/17 is expected to be minimal given the following:


Gynaecology


The service has seen a drop in referrals due a reduction in overall gynaecology demand across the local area which is expected to be recurrent. There have also been a number of changes in clinical practice which have reduced the number of inpatient procedures but increased the number of day cases (which are better for patent experience but attract a lower tariff). Additional lists have supported the income in 2015/16 however the reduction in income is set to be recurrent into 2016/17. 

A review of the cost base is under way in light of the impact of the above and this will be factored into budget setting. 

In mitigation at Trust level the over performance in maternity is set to continue on the current trajectory. This additional income offsets the loss in gynaecology income and this will be reflected in income and activity targets across the two services.

Theatres

Theatres had been experiencing significant overspends across pay, most notably on agency and locum staff due to a shortage of theatre and medical staff to cover rotas. At the beginning of the financial year there were as many as 20 staffing gaps in the rota being covered by bank and agency, and  this also seriously impacted upon efficiency as theatre lists ran slower to ensure safety. The department has also had a significant level of sickness absence.


The service has actively recruited to all vacant posts and has seen agency costs fall significantly. The monthly forecast for gynae theatres agency is £0.018m per month for the rest of 2015/16 compared to £0.089m at its height in Month 2. A pressure of £0.150m is set to continue into 2016/17 with some low levels of agency use predicted, however a theatre utilisation project is underway led by a third party which is expected to release efficiencies that will more than offset the predicted overspend. 

Neonates 

There were a number of factors driving neonatal overspend including cot occupancy and acuity of babies, high levels of nursing bank staff, ANNP training costs and medical overspends. Due to the block nature of the contract no additional income was received. 

The service performed a review of its nursing staff levels on each shift and subsequently bank usage reduced significantly which has helped the position recover somewhat. In addition non-recurrent research monies were also secured which have helped support the position in 2015/16. Despite this neonates are still expected to overspend by £0.420m in year, however this is a significant improvement from earlier in the year which saw estimates of up to a £1m adverse position.


Occupancy issues within the current configuration and resources of the service have led to discussions with NHS England and the neonatal network to address the demand for the services and capacity available. 4 cots were closed in November 2015 to ensure that staffing levels were appropriate for the acuity of the babies. 


Whilst the neonatal network is reviewing the configuration across Cheshire and Merseyside, the Trust has the following key options in the short term 


1. Right size the unit in relation to the available resources (this will have an impact on LWH patients and the rest of the network)


2. Maintain or increase to the level of available cots to before the closure in November 2015 (this would require additional resource and some capital investment)


In the first instance the Trust will be looking for investment from NHS England to meet the demands of the service. Specialised Commissioning received a 7% uplift in allocation for 2016/17 and the Trust would expect that funding would be available to support the ongoing requirements of the service. There is no national tariff for neonates but if the Trust used the recently published 2014/15 reference costs as a basis, the actual activity in 2015/16 would attract £1.7m more than the block contract. 

These issues are being dealt with during the contract negotiations with the Trust being very clear on the quality and safety implications of the options available. 

4. Cost Improvement Program


In total the £5.4m target for 2015/16 is being achieved however this is due to an over performance in respect of the maternity income target (noted above) and a number of cost reduction schemes are failing to deliver, or have proved not to be viable for example as a result of changes in commissioning. 

Some of the non-delivering schemes (for example the Combined Heat & Power scheme and aspects of electronic patient records) are slippages in timing and are expected to begin delivering recurrently in 2016/17. Other schemes such as gynaecology redesign will not be delivered recurrently due to changes in commissioning but are offset by recurrent over performance in other schemes.

Detailed plans for 2016/17 CIP schemes which total £1.5m have been developed and project mandates produced. Quality Impact Assessments are being finalised before the savings are transacted in the financial ledger as part of the 2016/17 Budget Setting Round.

Work continues on future year schemes as identified in the 5 year plan presented to Trust Board in December 2015. 


5. Conclusion & Recommendation 


The financial position remains challenging, with specific areas requiring additional focus to minimise the risk of non-delivery of the planned deficit.


However the Trust is returning towards the planned position and it is envisaged that the revised £7.3m deficit will be achieved as detailed above. The areas subject to recovery plans during 2015/16 are overall set to balance into 2016/17.

The Board are asked to note the Month 9 financial position, the related risks and the actions in place.


6. Appendices 


Appendix 1: Board Finance Pack
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Appendix 2: Distressed Financing Conditions 
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1. Monitor





			LIVERPOOL WOMEN'S NHS FOUNDATION TRUST																														1


			MONITOR SCORE: M9


			YEAR ENDED 31 MARCH 2016


						FINANCIAL SUSTAINABILITY RISK RATING									YEAR TO DATE									YEAR


															Budget			Actual						Budget			FOT








						CAPITAL SERVICING CAPACITY (CSC)


									(a) EBITDA + Interest Receivable						(1,631)			(2,106)						(1,486)			(1,622)


									(b) PDC + Interest Payable						(9,460)			1,337						(10,029)			1,716


									CSC Ratio = (a) / (b)						0.17			(1.58)						0.15			(0.95)





						MONITOR CSC SCORE									1			1						1			1





									Ratio Score     4 = 2.5      3 = 1.75      2 = 1.25      1 < 1.25











						LIQUIDITY


									(a) Cash for Liquidity Purposes						(3,253)			(7,444)						(3,035)			(3,035)


									(b) Expenditure						77,027			78,267						102,932			103,643


									(c) Daily Expenditure						285			290						286			288


									Liquidity Ratio = (a) / (c)						(11)			(26)						(11)			(11)





						MONITOR LIQUIDITY SCORE									2			1						2			2





									Ratio Score     4 = 0      3 = -7      2 = -14      1 < -14











						I&E MARGIN


									Deficit						6,432			6,362						8,015			7,301


									Total Income						(75,381)			(76,137)						(101,426)			(101,991)


									I&E Margin						-8.53%			-8.36%						-7.90%			-7.16%





						MONITOR I&E MARGIN SCORE									1			1						1			1





									Ratio Score     4 = 1%      3 = 0%      2 = -1%      1 < -1%











						I&E MARGIN VARIANCE


									I&E Margin						-8.53%			-8.36%						-7.90%			-7.16%


									I&E Variance Margin						-1.53%			0.18%						-1.53%			0.74%





						MONITOR I&E MARGIN VARIANCE SCORE									2			4						2			4





									Ratio Score     4 = 0%      3 = -1%      2 = -2%      1 < -2%











						Overall Financial Sustainability Risk Rating									2			2						2			2











2. I&E
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			INCOME & EXPENDITURE: M9


			YEAR ENDED 31 MARCH 2016


						INCOME & EXPENDITURE									MONTH												YEAR TO DATE												YEAR


						£'000									Budget			Actual			Variance						Budget			Actual			Variance						Budget			FOT			Variance





						Income


									Clinical Income						(7,396)			(7,587)			192						(70,398)			(70,953)			555						(94,781)			(95,107)			326


									Non-Clinical Income						(554)			(675)			121						(4,983)			(5,184)			200						(6,645)			(6,884)			240


						Total Income									(7,949)			(8,262)			313						(75,381)			(76,137)			755						(101,426)			(101,991)			565





						Expenditure


									Pay Costs						5,261			5,224			37						47,413			48,123			(711)						63,197			63,855			(658)


									Non-Pay Costs						2,342			2,630			(288)						21,310			22,390			(1,080)						28,662			29,450			(788)


									CNST						923			861			61						8,304			7,753			551						11,072			10,337			735


						Total Expenditure									8,525			8,715			(190)						77,027			78,267			(1,240)						102,932			103,643			(711)





						EBITDA									576			453			123						1,646			2,130			(485)						1,505			1,651			(146)





						Technical Items


									Depreciation						382			344			37						3,176			2,920			256						4,334			4,033			301


									Interest Payable						19			5			13						125			83			43						194			141			53


									Interest Receivable						(2)			(3)			1						(14)			(24)			10						(19)			(29)			10


									PDC Dividend						167			139			27						1,500			1,254			246						2,000			1,575			425


									Profit / Loss on Disposal						0			0			0						0			(70)			70						0			(70)			70


						Total Technical Items									565			486			79						4,787			4,162			625						6,509			5,650			859





						(Surplus) / Deficit									1,141			940			201						6,432			6,292			140						8,015			7,301			714














3. Expenditure
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			EXPENDITURE: M9


			YEAR ENDED 31 MARCH 2016


						EXPENDITURE									MONTH												YEAR TO DATE												YEAR


						£'000									Budget			Actual			Variance						Budget			Actual			Variance						Budget			FOT			Variance





						Pay Costs


									Board, Execs & Senior Managers						321			301			20						2,860			2,763			97						3,825			3,677			148


									Medical						1,257			1,197			60						11,275			10,908			366						15,047			14,420			627


									Nursing & Midwifery						2,357			2,321			36						21,215			21,041			174						28,287			28,137			150


									Healthcare Assistants						338			381			(43)						3,039			3,387			(349)						4,052			4,519			(467)


									Other Clinical						503			470			32						4,481			4,100			381						5,989			5,576			413


									Admin Support						134			130			5						1,209			1,159			51						1,612			1,546			66


									Corporate Services						350			362			(12)						3,334			3,355			(21)						4,386			4,464			(78)


									Agency & Locum						0			62			(62)						(0)			1,411			(1,411)						0			1,517			(1,517)


						Total Pay Costs									5,261			5,224			37						47,413			48,123			(711)						63,197			63,855			(658)





						Non Pay Costs


									Clinical Suppplies						657			807			(150)						6,136			6,609			(473)						8,307			8,849			(541)


									Non-Clinical Supplies						809			931			(122)						7,298			7,810			(512)						9,834			10,151			(317)


									CNST						923			861			61						8,304			7,753			551						11,072			10,337			735


									Premises & IT Costs						381			458			(78)						3,426			3,701			(275)						4,569			4,744			(175)


									Service Contracts						495			433			61						4,449			4,269			180						5,952			5,706			246


						Total Non-Pay Costs									3,264			3,491			(227)						29,614			30,143			(529)						39,734			39,787			(53)





						Total Expenditure									8,525			8,715			(190)						77,027			78,267			(1,240)						102,932			103,643			(711)











4. Service Performance
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			BUDGET ANALYSIS: M9


			YEAR ENDED 31 MARCH 2016





						INCOME & EXPENDITURE									REF						MONTH												YEAR TO DATE												YEAR


						£'000															Budget			Actual			Variance						Budget			Actual			Variance						Budget			FOT			Variance





						Maternity


									Income												(2,986)			(3,128)			142						(27,783)			(29,300)			1,517						(37,049)			(39,129)			2,080


									Expenditure												1,664			1,687			(22)						14,978			15,125			(147)						19,972			20,163			(191)


						Total Maternity									4a						(1,322)			(1,441)			119						(12,805)			(14,175)			1,370						(17,078)			(18,966)			1,889





						Gynaecology


									Income												(1,906)			(1,916)			9						(18,819)			(17,888)			(931)						(25,092)			(24,222)			(870)


									Expenditure												921			916			4						8,285			8,368			(83)						11,047			11,091			(44)


						Total Gynaecology									4b						(986)			(999)			14						(10,534)			(9,520)			(1,014)						(14,045)			(13,132)			(913)





						Neonatal


									Income												(1,301)			(1,447)			146						(11,705)			(11,862)			156						(15,607)			(15,752)			145


									Expenditure												918			937			(19)						8,260			8,660			(400)						11,013			11,578			(565)


						Total Neonatal									4c						(383)			(510)			126						(3,446)			(3,201)			(244)						(4,593)			(4,173)			(420)





						Hewitt Centre


									Income												(778)			(791)			13						(8,125)			(8,181)			56						(11,643)			(10,995)			(648)


									Expenditure												735			703			32						6,686			6,174			512						9,277			8,388			889


						Total Hewitt Centre									4d						(43)			(88)			45						(1,439)			(2,007)			568						(2,366)			(2,607)			241





						Genetics


									Income												(522)			(524)			2						(4,632)			(4,792)			160						(6,251)			(6,384)			133


									Expenditure												408			376			31						3,669			3,720			(51)						4,892			4,854			38


						Total Genetics									4e						(115)			(148)			33						(963)			(1,072)			109						(1,360)			(1,530)			171





						Catharine Medical Centre


									Income												(87)			(41)			(46)						(785)			(569)			(216)						(1,046)			(758)			(288)


									Expenditure												69			38			31						622			505			117						829			669			160


						Total Catharine Medical Centre									4f						(18)			(3)			(16)						(163)			(64)			(98)						(217)			(89)			(128)





						Theatres


									Income												(42)			(43)			0						(380)			(375)			(4)						(506)			(502)			(4)


									Expenditure												559			649			(90)						5,027			5,864			(837)						6,702			7,787			(1,084)


						Total Theatres									4g						516			606			(90)						4,647			5,488			(841)						6,196			7,284			(1,088)





						Clinical Support & CNST


									Income												(278)			(284)			6						(2,525)			(2,436)			(89)						(3,357)			(3,275)			(82)


									Expenditure												1,670			1,606			64						15,032			14,378			654						20,042			19,176			866


						Total Clinical Support & CNST									4h						1,392			1,322			71						12,507			11,942			565						16,685			15,901			784





						Estates


									Income												(57)			(53)			(4)						(509)			(528)			20						(678)			(709)			31


									Expenditure												433			467			(34)						3,899			4,029			(130)						5,198			5,206			(8)


						Total Estates									4h						377			415			(38)						3,390			3,501			(110)						4,520			4,497			24





						Corporate


									Income												8			(36)			44						(119)			(206)			87						(197)			(264)			68


									Expenditure												1,715			1,822			(107)						15,357			15,607			(249)						20,469			20,381			87


						Total Corporate									4i						1,722			1,786			(64)						15,238			15,401			(163)						20,272			20,117			155





						(Surplus) / Deficit															1,141			940			201						6,432			6,292			140						8,015			7,301			714














5. Balance Sheet
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			BALANCE SHEET: M9


			YEAR ENDED 31 MARCH 2016





						BALANCE SHEET									YEAR TO DATE


						£'000									Opening 			M9 Actual			Movement





						Non Current Assets									67,576			69,478			1,902





						Current Assets


									Cash						6,108			9,043			2,935


									Debtors						3,930			6,101			2,171


									Inventories						310			361			51


						Total Current Assets									10,348			15,505			5,157





						Liabilities


									Creditors due < 1 year						(8,228)			(13,638)			(5,410)


									Creditors due > 1 year						(1,675)			(1,653)			22


									Commercial loan						(5,500)			(13,300)			(7,800)


									Provisions						(1,529)			(1,692)			(163)


						Total Liabilities									(16,932)			(30,283)			(13,351)





						TOTAL ASSETS EMPLOYED									60,992			54,700			(6,292)





						Taxpayers Equity


									PDC						36,365			36,365			0


									Revaluation Reserve						8,659			8,659			0


									Retained Earnings						15,968			9,676			(6,292)


						TOTAL TAXPAYERS EQUITY									60,992			54,700			(6,292)














						CASH FOR MONITOR PURPOSES									YEAR TO DATE


						£'000									Budget			Actual			Variance			FOT





									Cash						5,637			5,210			(427)			5,860


									Debtors						10,892			12,723			1,831			12,843


									Creditors due < 1 year						(16,838)			(15,198)			1,640			(18,536)


									Provisions						(2,068)			(1,613)			455			(609)


									Cash for Monitor Purposes						(2,377)			1,122			3,499			(442)
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						Application of S42 conditions





						- The application of the Section 42A conditions is on a comply or explain basis. Please confirm if it is appropriate for the conditions to be applied. If Monitor's recommendation is that the condition should not be applied, a rationale will need to be provided in the comments box e.g. if there are significant quality concerns which make the timeframes inappropriate.





						Subject			Condition 			Applicable (yes/no)			Comments


						Deficit Targets and Capital Controls			The Borrower must not exceed Deficit Target and/or Capital Control Limits set by the Lender. Limits may be adjusted by the Lender from time to time in consultation with the relevant Supervisory Body. Performance against these limits will be monitored by the relevant Supervisory Body. For the avoidance of doubt, as at the date of this Agreement, the Deficit Target Limit is £7.3m and the Capital Control Limit is YYYYYYY.			Yes			The Trust is on plan to achieve the deficit target.


						Nursing agency expenditure			The Borrower undertakes to comply with nursing agency spending rules as set out in the letter of 1 September 2015 from David Bennett and Robert Alexander to NHS Foundation Trust and Trust Chief Executives as may be updated from time to time. In particular, the Borrower undertakes to:
 - Procure all nursing agency staff through approved frameworks unless such action is otherwise authorised by the relevant Supervisory Body.
 - Implement an annual maximum limit for agency nursing expenditure as a percentage of the total nursing staff budget as set out in the letter of 1 September 2015 or as otherwise notified by the relevant Supervisory Body.
- Implement any additional controls as may be required by the relevant Supervisory Body in relation to the planned introduction of price caps.
The Borrower additionally undertakes to Implement the NHS Employers Five High Impact Actions.			Yes			The Trust is currently compliant with the published nursing agency spending rules.


						Professional Services Consultancy Spend			The Borrower will not enter into any contract for the procurement of professional consultancy services with a value in excess of £50,000 without the prior approval of the relevant Supervisory Body. The value of multiple contracts issued in respect similar Terms of Reference will be aggregated, as though a single contract had been issued, in respect of the application of this clause.			Yes			The Trust abides by this condition and has submitted one business case to Monitor in relation to the use of consultancy for the 'Future Generations' strategy. This business case was approved.


						VSM Pay Costs			Where the borrower is authorised as an NHS Foundation Trust, the Borrower will, via the Lender, seek the views of the appropriate Health Minister before making appointments to Boards/Executive Boards where the proposed annual salary exceeds £142,500.
Where the borrower is not authorised as an NHS Foundation Trust, the Borrower will, via the Lender, seek the approval of the appropriate Health Minister before making appointments to Boards/Executive Boards where the proposed annual salary exceeds £142,500.
The Borrower undertakes to implement the requirements in respect of the treatment of "off - payroll" workers included in the letter from David Nicholson to Chairs and Chief Executives of 20th August 2012, or any subsequent guidance issued by the Lender.
The Borrower shall apply the most recently updated version of standard redundancy terms for NHS staff in England to all newly appointed VSMs except where existing statutory terms take precedence. In addition the Borrower shall apply the most recently updated version of standard redundancy terms for NHS staff in England for existing VSMs where Section 16 is referenced in their
contracts of employment.			Yes			The Trust agrees to these conditions.


						Estate Costs			The Borrower undertakes to examine the overall running costs of Estates and Facilities against a benchmark group of similar NHS Trusts within 3 months from the date of this Agreement. Where higher than average costs are identified, and there is no valid reason for this, the Borrower will put in place an action plan to reduce these costs to match the agreed benchmark level. DH will need to satisfy itself that the benchmark is reasonable and plan is deliverable.			Yes			The Trust has previously undertaken a benchmarking exercise and has recently approved the implementation of a Combined Heat and Power scheme with two other local trusts to reduce energy prices. This included a review of both hard and soft FM.


						Surplus Land			The Borrower shall ensure that it has in place an up to date estates strategy covering a period at least 3 years from the date of this Agreement. The estates strategy should be informed by discussions with commissioners about clinical service requirements and consider options for rationalising the estate and releasing surplus land.
The report required (as mentioned above) shall identify surplus land and potentially surplus
land to be released during the period from the date of this Agreement date to 31 March 2020.
The Borrower shall provide the Lender with a copy of its estate strategy within 6 weeks of the date of this Agreement or at a date otherwise agreed with the Lender. The Lender will need satisfy itself that the strategy is complete and deliverable for this condition to be satisfied.			Yes			The Trust leases the land from the local council on a long lease /peppercorn rent basis. The estates strategy forms part of the current Future Generations review and links in with the estates workstream of the wider Healthy Liverpool strategy led by Liverpool CCG.


						Procure21			The Borrower will use the P21+ Procurement Framework for all publicly funded capital works, unless otherwise agreed with the relevant Supervisory Body. 
Where the Borrower proposes to use an alternative procurement route, the Borrower will submit a business case to the relevant Supervisory Body for approval demonstrating that an alternative procurement route offers better Value for Money than the P21+ Procurement Framework.			Yes			P21+ has previously been used by the Trust for major works.


						Finance and Accounting and Payroll			The Borrower undertakes to commission NHS Shared Business Services to complete a baseline assessment of the Borrower’s finance and accounting and payroll services to assess the benefit of the use, or increased use, of an outsourced service provider. The Borrower will provide full details of the outcome of this assessment to the Lender within 6 Months of the date of this Agreement.
Where the assessment by NHS Shared Business Services supports the case for the use, or increased use, of an outsourced service provider, the Borrower will undertake an appropriate market testing exercise or use existing Government Framework Agreements to procure an outsourced service provider within a timescale to be agreed with the Lender.			Yes			The Trust outsourced payroll to a third party provider until recently when it was brought back  in house /to a local trust at reduced cost and improved quality.  As part of the Future Generations strategy the Trust is looking at the benefits of integrating back office corporate functions with other trusts and also the possibility of outsourcing these.


						Bank Staffing			The Borrower will undertake an assessment using the appropriate tool kit published on the NHS Centre for Procurement Efficiency to assess the benefit of the use, or increased use of an Outsourced Staff Bank provider. The Borrower commits to provide full details of the outcome of this assessment to the Lender within 6 Months of the date of this Agreement.
Where an assessment using the appropriate tool kit published on the NHS Centre for Procurement Efficiency supports the case for the use of Outsourced Staff Bank provider, the Borrower will undertake an appropriate market testing exercise or use an existing Government Framework Agreement to procure an Outsourced Staff Bank provider within a timescale to be agreed with the Lender.			Yes


						Procurement			The Borrower shall provide third party non-pay spend to the lender in a format specified by the Lender, within 6 months of the date of this Agreement, and at least annually thereafter, on the request of the Lender,
The Borrower shall test the savings opportunities of increasing usage of the NHS Supply Chain and future editions and/or replacements of the NHS Catalogue within 6 months of the date of this Agreement and at least annually thereafter, on the request of the Lender,
Any savings identified through the process set out above will be pursued by the Borrower. Any identified savings which the Borrower does not intend to pursue must be notified to the Lender along with the reasons for not doing so.
The Borrower will provide the Lender with current copies of its medical capital equipment asset register, medical equipment maintenance schedule, and capital medical equipment procurement plans within 6 months of the date of this Agreement, and at least annually thereafter on the request of the Lender.			Yes			Non pay spend has formed a significant part of CIP plans to date and a workplan is in place to review  any further opportunities.


						Crown Commercial Services (CCS)			The Borrower undertakes to test the scope of savings opportunities from CCS within 6 months of the date of this Agreement, subject to appropriate CCS resources being available to support this undertaking. Any savings identified as part of this process which the Borrower does not intend to pursue must be notified to the Lender with the reasons for not doing so.
The Borrower additionally undertakes to provide details of its relevant requirements in support of all future collaborative procurements including e-auctions.			Yes			The Trust frequently reviews frameworks to ensure the most effective routes are used.


						EEA and non-EEA Patient Costs Reporting			The Borrower undertakes to:
- Become a member of the EEA portal and actively report EHIC and S2 patient activity on the portal.
- Provide an overview of the patient identification, billing and costs recovery systems in place with any planned improvements (for EEA and non-EEA patients).
- Participate and collaborate with local/national commissioners in the development of the new ""risk sharing"" model for non-EEA chargeable patients.			Yes			The Trust has been working with DH to implement the cost recovery program effectively.


						Timely provision of information			On request of the Lender, the Borrower agrees to provide timely information and enable appropriate access to parties acting on behalf of the Lender for the purposes of appropriate tracking and reporting of progress delivering the conditions set out above.			Yes





						Please note that with respect to the above condition terms and condition, the Lender = DH, the Borrower = the Foundation Trust and the Supervisory Body = Monitor.
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[ Agenda item no: | TB/16/056 | leerpOOI ngmtﬁ?,:g((
| Meeting: | Board of Directors |
‘ Date: | 5 February 2016 |

Title: Chair’s report of Charitable Funds Committee meeting

Report to be
considered in public Public
or private?

Where else has this
report been
considered and
when?

N/a

Referencels: ‘ |

| Resource impact: | - |

| What is this report for? | Information | | Decision | | Escalation | | Assurance | VY|

Which Board
Assurance
Framework risk/s
does this report relate
to?

Which CQC
fundamental
standard/s does this
report relate to?

What action is

required at this To note the Report of the Chair of the Charitable Funds

meeting? Committee
| Presented by: | Chair of the Charitable Funds Committee |
| Prepared by: | Chair of the Charitable Funds Committee |

This report covers (tick all that apply):

Strategic objectives:

To develop a well led, capable motivated and entrepreneurial workforce

To be ambitious and efficient and make best use of available resources

To deliver safe services

To participate in high quality research in order to deliver the most effective outcomes
To deliver the best possible experience for patients and staff

ASRSAYAYAN

| Other: |






Monitor compliance Equality and diversity

Operational plan NHS constitution

Publication of this report (tick one):

This report will be published in line with the Trust’'s Publication Scheme, subject to
redactions approved by the Board, within 3 weeks of the meeting

This report will not be published under the Trust's Publication Scheme due to
exemptions under S21 of the Freedom of Information Act 2000, because the
information contained is reasonably accessible by other means

This report will not be published under the Trust's Publication Scheme due to
exemptions under S22 of the Freedom of Information Act 2000, because the
information contained is intended for future publication

This report will not be published under the Trust’s Publication Scheme due to
exemptions under S41 of the Freedom of Information Act 2000, because such
disclosure might constitute a breach of confidence

This report will not be published under the Trust’s Publication Scheme due to
exemptions under S43(2) of the Freedom of Information Act 2000, because such
disclosure would be likely to prejudice the commercial interests of the Trust






Board of Directors
Committee Chair’s report of CFC committee
11" January 2016

Agenda items covered/key issues

e Charitable funds strategy

¢ Investment overview — for year ending March 2015 Investec
e Approval of Annual Report and Accounts 2014/15

e Financial position and investment report

e Application for Neonate and genetics linked research fellow
e Fundraising report

e Proposed merger with the Newborn Appeal

Board Assurance Framework (BAF) risks reviewed

* No new ones
e Carried forward to keep eye on from last meeting
0 Improved processes to clarify funds held, spent and developing impact reporting
0 Funds approved for roles in volunteering — required assurance around
safeguarding and H&S processes around remote/community based volunteers
0 Public discussion about changes in health economy and potential for relocation —
may negatively impact on donors and colleagues confidence in raising funds and
where they will be spent

Issues to highlight to Board

e Charitable funds strategy (inc new monies from non charitable sources)

0 coming to Board March — back ground papers and briefings have been pulled
together as part of my hand over

0 volunteering programme and possible NESTA funds

* Investment overview — for year ending March 2015 Investec- key issues

0 Investments last year performed (grew) in line with benchmark — in last 5 years
we’ve changed portfolio, drawn down funds and still 37% up against benchmark
of 38%

0 Debate about ethical restrictions - currently we explicitly exclude tobacco
investments; report to come back on other ethical areas to consider inc
armaments/formula milk producers in context of legislative obligations

0 Training session to be set up to help committee members understand CFC
activities better and how investments work

e Approval of Annual Report and Accounts 2014/15- highlights include
0 One third of all funds spent on patient welfare related activities
0 25% reduction in costs





0 clean audit report
e Financial position and investment report
0 Funds reducing - £861k at end of September 2015
0 Costs of administration reduced and invested funds performing at benchmark but
size of fund declining
0 Need to ensure
=  Where investments/grants made in passed that were meant to support
income generation that some proceeds come back to support charitable
funds pot
= Review of all existing and future commitments to ensure
* still cash available
e still aligned to operational and strategic priorities
e Application for Neonate and genetics linked research fellow

0 Explored in detail — key issues
=  Links to previous investments made by NewBorn Appeal

= vyear one of 3 year commitment —
* how to ensure other fundraising is undertaken
* encouragement of leverage on other money
e exit stratetgy / plan b for work and individual
e Fundraising report
0 Significant activity
0 Agreed that fundraising for external charities on LWH websites should be with
approval of lead exec
0 Summer Ball - 25" June — please attend

e Proposed merger with the Newborn Appeal
0 The committee agreed to proceed with the merger with the Newborn appeal,

subject to the completion of satisfactory due diligence.

4. Action required by Board

O Note the above
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Putting People First Committee

Minutes of a meeting held on Friday 27 November 2015 at 1000

in the Hewitt Centre Meeting Room, Liverpool Women’s Hospital


PRESENT:
Ms Liz Cross (chair)
Non-Executive Director/Vice Chair  


Mrs Michelle Turner      
Director of Workforce and Marketing

 IN ATTENDANCE:
Ms Gill Curry 
Occupational Health Manager




Mrs Allison Edis
Deputy Director of Nursing and Midwifery



Ms Cheryl Farmer 
Equality and Human Rights Manager


Ms Kath Livingstone 
Interim HR Manager


Ms Susan Westbury 
Head of Workforce


Ms Andrea English 
Personal Assistant (Minutes)


Ms Margaret Cuthbertson
Business Manager Hewitt Centre

15/16/52

Apologies 


Ms Gillian Walker           Gynaecology Deputy Matron


Ms Stephanie Hague
 HR Business Partner Learning and Development


Ms Liz Adams              
Medical Staff Committee Representative


Mrs Dianne Brown
Director of Nursing and Midwifery  



Dr Ruben Trochez
Education Governance Committee Chair


15/16/53
Meeting guidance notes




Noted.

15/16/54
Declarations of Interest




There were no interests declared. 

15/16/55
Minutes of the previous meeting held Friday 24 July 2015 



The minutes were approved as an accurate record.




Subsequent approval was received electronically from those not present at the meeting.


15/16/56
Matters arising and action log



The action log was reviewed and updated. 

15/16/57

Chair’s Announcements



The Committee was not quorate as per its terms of reference. It was agreed that any items of business discussed requiring Committee approval would be issued electronically for subsequent Committee approval.  





The Chair advised those present that this was her last meeting prior to her leaving the Board of Directors at the end of her tenure.  

15/16/58 
Review of Board Assurance Framework & Corporate Risk Register


The Committee reviewed its allocated BAF risks and agreed to consider whether any amendments or additions were required at the conclusion of the meeting.    



The Committee were advised of the addition of a risk to the Corporate Risk Register, and by nature of its risk score, to the Board Assurance Framework relating to the impending Junior Doctors strike action.  



The risk was scored at 20 . The Committee were assured of the robust contingency planning in place..  The Committee noted that talks with ACAS were  continuing and may result in action not proceeding but the Trust continued to plan for action is going ahead.      It was agreed that the risk score be reviewed following the first day of action.


Resolved 



The Committee approved the amendment and noted the report

14/15/59
Director of Workforce Update


The Committee received a report from the Director of Workforce detailing a range of isues and activities relevant to the wider People Strategy.  The Committee indicated that they found this report both useful and informative and the Chair requested that this form the basis of an annual or bi-annual report to the wider Board, and that consideration be given as to how the information contained in the report was shared with other Board level Assurance Committees, such as a GACA.



Resolved




The Committee noted the update.

15/16/60
Hewitt Workforce Review paper


A report was circulated as part of the agenda for the Committee to review prior to this 
meeting.   Margaret Cuthbertson, Business Manager from the Hewitt, updated the Committee to provide assurance to the Committee that the Hewitt Centre workforce is safe and sustainable and is capable of delivering services now and into the future.



The Hewitt Centre had seen an increase in activity linked to the service strategy.   This period of rapid growth and extension of service offer was impacting upon the resilience of both the medical and nursing workforce, and continual recruitment activity was required to ensure the service did not become over-stretched.     As it is a nurse led unit the Unit was are pro-active in training Advanced Nurse Practitioners.   Approval for additional staff to cover maternity and long term sickness was awaited from the Executive Team.  Mandatory training and PDR compliance were improving.  The Chair asked for a progress report on mandatory training compliance at the next meeting.


Liz Cross highlighted the need to learn from the Hewitt experience as other services developed and were delivered from multiple sites, requiring a more dynamic way of thinking about recruitment, deploying and supporting a disparate workforce, whilst at the same retaining the core values and the leadership behaviours that were intrinsic to any Liverpool Women’s offer. .  


Reference was made to a whistleblowing event at the Hewitt Centre which had resulted in a period of team listening and development.   Liz Cross emphasised the importance of engendering a culture where people felt confident about speaking up and raising concerns in the moment.   .    


Resolved



The Committee noted the report.


15/16/61
Equality & Diversity Update



a)
Equality Delivery System Report 2014/15 Compatibility

 
The Committee received a report updating on progress against the Equality Delivery System Goals.    The Committee were pleased to note that progress had been made in all five outcomes selected to progress in 14/15, namely

Goal 1: outcome 1.5 – screening, vaccination and other health promotion services reach and benefit all local communities.  

Goal 2: outcome 2.3 – people report positive experiences of the NHS  

Goal 3; outcome 3.3 - Training and development opportunities are taken up and positively evaluated by all staff.  

Goal 3; Outcome 3.6 – staff report positive experiences of their membership of the workforce UNDEVELOPED - ACHIEVING

Goal 4: outcome 4.3 – middle managers and other line managers support their staff to work in culturally competent ways within a work environment free from discrimination 


The Committee also approved the outcomes selected for focus for improvement in 2015/16 as follows:


1.3 – Transitions from one service to another, for people on care pathways, are made smoothly with everyone well informed


3.4 – When at work, staff are free from abuse, harassment, bullying and violence from any source


4.1 – Boards and senior leaders routinely demonstrate their commitment to promoting equality within and beyond their organisations


4.3 – Middle managers and line managers support their staff to work in culturally competent ways within a work environment free from discrimination



3.3 ‘training and development opportunities are taken up and positively evaluated by all staff’,  


The Committee thanked Ms Farmer, Equality & Diversity lead, for the focus and energy she brought to this agenda.


Resolved 



The Committee noted the report, approved the outcomes selected for improvement in 2015/16 and requested regular updates on progress.  


b)
Workforce Race Equality Standard (WRES) 


Recent national research demonstrated that the treatment and experience of Black and Minority Ethnic (BME) staff within the NHS is very significantly worse, on average than that of white staff, and that career progression opportunities to senior leadership roles were more limited for staff from BME groups.  This research also identified that BME staff within the NHS were treated less favourably by every measure, including promotion, grading, disciplinary processes, bullying and access to non-mandatory training.


The NHS Equality and Diversity Council (EDC) introduced the WRES to facilitate early and decisive action within the system to addres the situation.  From July 2015 it became  mandatory for NHS organisations to collect information required by the Standard and submit to NHS England for publication in the WRES section of their website, and at least annually thereafter.  The WRES comprises of 9 indicators, four focused on workforce data, four from the Staff Survey and one from the composition of the Board. 

 
Areas identified for action or further analysis within the Trust included


· A higher rate of disciplinary action recorded for those from BME groups


· The make up of the Board of Directors and the requirement to work with the Council of Governors to increase awareness given their key role in NED recruitment


· Increasing the diversity of our volunteer workforce.


· BME staff appear less likely to report an incident


· A higher rate of bullying and/or harassment in the workplace experienced by BME staff




The Director of Workforce confirmed that the Equality &Diversity Committee had been reconvened and would have oversight of this key issue, providing regular assurance reports to PPF and Board as required. 


    
Resolved 



The Committee noted the report.


15/16/62
Putting People First Strategy –Six monthly update


The Committee received an update on implementation of the Trust’s Putting People First (PPF) Strategy 2015-2018 and detailed progress against the six key themes:


· Embedding our Values & Behaviours  


· Investing in our Leaders of today & tomorrow  


· Involving & Empowering our People  


· Developing our People  


· Supporting the Health & Wellbeing of our people 


· Our influence & impact in the community

The Committee noted the progress being made in each of the six key areas of focus and sought to gain further assurance from the Annual Staff Survey results due to be published in February 2016.  A further report would be presented to the Committee in the light of the Annual Staff Survey results to identify which areas of the strategy required increased focus in the coming year. 


Resolved


The Committee received the update and asked for a progress report to the April meeting.

15/16/63
HR Key Performance Indicators Update including sickness


A report was circulated as part of the agenda for the Committee to review prior to this 
meeting.   Susan Westbury updated the Committee.



Sickness absence continued to demonstrate an improving trends, with the Trust achieveing its lowest ever % absence of 3% in September 2015.  Turner is running at 10% which is on target and remains an area of close focus, particularly given the Future Generations Strategy and the potential for staff to become unsettled during a period of organisational change.   The Committee welcomed the introduction of first impressions interviews for new starters after 3 months and exit interviews were also offered to all leavers.  


PDR’s and Mandatory Training rates continued to improve 89% against a 90% target for PDR’s and 92% against a 95% target for Mandatory Training.  

The Annual Staff Survey had been circulated to staff with 58% of staff having returned the survey at the time of the meeting.   The Chair encouraged the team to think about how to encourage and hold leaders to account for increasing their Staff Survey response rates.  The PULSE survey had been relaunched and would be used as a tool to hold managers to account for the climate they created in their team moving forward. 


Resolved
 


The Committee noted the update.

15/16/64
Progress with North West Care Certificate



A report was circulated as part of the agenda for the Committee to review prior to this 
meeting.   Allison Edis updated the Committee.


The Care Certificate is a positive mechanism introduced by NHS England to demonstrate the competence of the unregistered healthcare workforce.  The Committee noted the low uptake in the Trust associated with the low turnover at Band 2 and the potential to widen access to the certificate beyond the nursing workforce to ensure consistency of standards with staff who have been employed for longer periods of time and those working within support services.  The Committee also asked Ms Edis to consider extending the offer of the Care Certificate to LW Volunteers. 

The Committee were advised that the Trust was compliant with mandatory requirements associated with the care certificate.   



Resolved 


To roll out to volunteers and other members of staff.

15/16/65
CQC Improvement Plan



A report was circulated as part of the agenda for the Committee to review prior to this 
meeting.   Allison Edis updated the Committee.


This Committee were advised that all 7 standards for which they had oversight, had now been completed 


Resolved



The Committee noted the update.

15/16/66
Health and Wellbeing Strategy Update



A report was circulated as part of the agenda for the Committee to review prior to this 
meeting.   Gill Curry updated the Committee.


The Committee noted the progress made against each of the aims of the Health and Wellbeing Strategy, namely:


· Promoting Good Physical Health 


· As We Age 


· Recognising the Importance of Rest & Recuperation


· Supporting Staff to Eat Healthily and Maintain a Healthy Weight


· Promoting Good Mental Health & Creating a Community of Kindness

· Recognising the Impact of Change


· Our Commitment to Creating a Safe Working Environment


· Our Commitment to Reducing the Spread of Communicable Diseases


· Recognised and valued for the Good Work We All Do


An annual review of progress against the delivery of the Strategy’s aims would be presented to the June meeting of the Committee.


Resolved


The Committee noted the update. 

15/16/67
Job Plan Audit Committee Action Log 


A report was circulated as part of the agenda for the Committee to review prior to this 
meeting.   Susan Westbury updated the Committee.



The Trust’s Internal Auditor’s Baker Tilly had undertaken an audit of Consultant Job Planning

The audit found that the Job Planning Policy for Consultant Medical Staff was “clear, concise and an easy read”, as stated in Section 3.1.  There were a few minor areas identified where the policy could be strengthened to “fraud proof the policy”.  


The audit identified there was little use of the Trust’s Job Planning template, with 9 of the 13 job plans scrutinised not conforming to this.  In addition, 12 did not have the appropriate sign off and in general most were deemed difficult to understand.

The policy states that private practice must be included in the job plan template however only 1 of the job plans reviewed defined any private practice..


The Declarations of Interest Register as at November 2011 was utilised to cross-reference other interests but only 3 of the 6 interests had been declared and 1 had stated a nil return,.


The Committee were advised that the Job Planning Policy for Consultant Medical Staff would be reviewed and the suggested additions made to the policy.  The policy will then go to JLNC in January 2016 and come back to PPF Committee in February 2016.  The Job Planning Policy for SAS Doctors will also be reviewed and updated where appropriate in line with the recommendations from the audit.


The Medical Director has communicated to all Clinical Directors, service managers and consultants that the Trust job plan template must be utilised for this round of job planning and that it must be completed comprehensively and in line with the Trust policy.  It has been stressed that any private practice must be detailed accordingly.


The Declarations of Interest Register will now be updated on an annual basis and this work will be undertaken as part of the current round of job planning and subsequent rounds in due course.



The Chair asked that the Audit Committee be advised of the Committee’s disappointment in terms of both the findings and the procedural weaknesses which, if escalated sooner,  may have  allowed for earlier intervention.   The Committee agreed to keep Job Planning within its line of sight until greater assurance could be gained and asked that this be a regular audit built into the annual audit cycle.   It was agreed that the new Medical Director when in post be alerted to these concerns and that attendance by the MD at a future Committee would be required to provide additional assurance .  


Resolved



The Committee noted the update and asked that Job Planning be a standing item for the next two meetings. 


15/16/68
Payroll Audit


A report was circulated as part of the agenda for the Committee to review prior to this 
meeting.   Susan Westbury updated the Committee.


The Committee noted the positive Audit report with a green rating for the Trust’s payroll systems and controls.  All actions identified had now been implemented.   The service was now delivered by St Helen’s & Knowsley Trust following the Trust’s withdrawal from Capita.  The service had been excellent to date but the Trust would be testing the market this year in accordance with best procurement practice, which may result in a provider change.   



Resolved




The Committee noted the report.

15/16/69
Whistleblowing Update – Policy and Guardian Role


A report was circulated as part of the agenda for the Committee to review prior to this 
meeting.   Susan Westbury updated the Committee.



The Trust’s Whistleblowing Policy had been updated in line with previous PPF feedback and the Sir Robert Francis ‘Freedom to Speak Up Report’.   NHS England had also recently published a model policy which was out for consultation.   The Trust’s proposed policy was commensurate with the draft model policy but would be reviewed again in the light of the publication of the final model national policy due early in 2016.


.   


The Trust also proposed to recruit to a Whistleblowing Guardian role and the Committee approved the role brief, noting that the appointment would be made early in the New Year.  In turn, the Trust would then seek to grow and develop a cohort of dignity at work champions to support the guardian in their role.  



The committee noted the training on Whistleblowing and the Duty of Candour delivered in the Trust earlier in the Year for Board members, senior clinicians and senior managers and the proposed development of an intranet page to aid staff who were seeking information on raising concerns and whistleblowing.


Resolved



This Committee approved the role brief for the Guardian role and agreed to review the role 12 months after it becomes operational.    

15/16/70
Staff Friends & Family Test (SFFT)

 
A report was circulated as part of the agenda for the Committee to review prior to this 
meeting.   Susan Westbury updated the Committee.


The Committee received an update feedback from staff in the form of the Staff Friends & Family Test.  The Trust had opted to collect this information via the PULSE survey.   ##



The Committee noted 


· Whilst the total number of staff who would recommend the Trust as a place to work had declined steeply in September, it was difficult to give an accurate comparison to previous months due to the low number of respondents earlier in the year. It was also noted that September figures represent only 21% of the total workforce and LWH continues to score higher than the current national average for this question.

· it was anticipated that the release of the National Staff Survey results in February 2016 would give a more realistic indicator of how staff feel about working within the Trust. Managers will be targeted, in early 2016, with devising action plans in conjunction with their team members to address any key areas of concern. 

· over the past 12 months, PULSE response rates have declined from around 25% to around 1% between June and August 2015. The best response rates have been most evident from the attachment of surveys to payslips as seen in the September figures where over 300 staff responded.   The reduction in responses in the summer months was attributed to both an increase in the number of staff being away from the business on annual leave and also the fact that the PULSE management reporting system was out of commission in August due to technical issues. 


The Committee were assured that the the technical issues with PULSE had been resolved, and plans in place to re-launch the Pulse survey (including the SFFT) in December 2015 following the closure of the National Staff Survey.  The re-launch will allow managers to once again feedback to staff on a monthly basis, the 3 key areas of concerns and the actions they are undertaking to address these. This should help staff to feel that the views/feedback they take the time to share are being listened to and acted on in an appropriate and timely manner.



Resolved



The Committee received the report and noted the steps to relaunch the PULSE survey. 

15/16/71
Pre-employment Audit


 
A report was circulated as part of the agenda for the Committee to review prior to this 
meeting.   Susan Westbury updated the Committee.


An internal audit of pre-employment check compliance had been undertaken by the Trust’s Recruitment Manager, based on a random sample of 20% which equated to 56 staff files were requested and audited. These files included a mixture of nursing, medical and non-clinical staff.

The Committee were provided with the findings of the audit which demonstrated a high level of compliance with the required pre-Employment standards and were satisfied that where compliance could not immediately be demonstrated, that had quickly been resolved.  


The Committee noted that the audit had identified a risk associated with dual filing systems (i.e. a paper based system and an e-based system).  Action had been taken to ensure all information is held in one system. 

The Committee requested that the Trust’s Internal Auditors be asked to include an audit of Pre-Employment compliance in their 2016/17 Audit Cycle and alternate years thereafter.

15/16/72
Progress with preparation for nursing and midwifery revalidation


A report was circulated as part of the agenda for the Committee to review prior to this 
meeting.   Allison Edis updated the Committee.


The Committee received an update on the arrangements to ensure revalidation could for nurses and midwives could be effectively administered within the Trust.   A formal policy for Revalidation was in development.  Roadshows were planned for the early part of 2016 to raise awareness and support staff with the new process.    An electronic system to support revalidation was in the process of being procured.   


Resolved



The Committee noted the update.

15/16/73
Human Resources Polices for Approval 



A report was circulated as part of the agenda for the Committee to review prior to this 
meeting.   


As the meeting was not quorate the committee noted that the policies where here and they are to be sent electronically to each member of the Committee for approval.

15/16/74
Settlement Agreements Update 

A paper was circulated as part of the agenda for the Committee to review prior to this 
meeting.   Susan Westbury updated the Committee.




The Committee noted that the Trust had not entered into any settlement agreements within the last 12 months; one COT 3 agreement had been undertaken which for the purpose of openness had been declared but all payments associated were contractual in nature.





Resolved



The Committee noted the update.

15/16/76
Minutes of Partnership Forum held 22 September 2015

15/16/77
Minutes of Education Governance Committee Held 23 October 2015


15/16/78
Minutes of Nursing and Midwifery Board up to October 2015

15/16/79
Minutes of JLNC held 7 October 2015


The minutes of the above meetings were noted. The Chairs of each of the Committees would be asked to provide a Chair’s Report to summarise key points to future meetings. 

15/16/80 
Review of risk impacts of items discussed 


Industrial Action has been recorded on the BAF.

15/16/81
Any Other Business


There were no items of any other business.

15/16/82

Review of the meeting



There was a brief review of the meeting; we need to look at the attendance and membership of the Committee.  The Director of Workforce concluded that the membership was fit for purpose but that attendance was inadequate.  The Director of Workforce was asked to raise this issue through the Trust’s internal systems. 

15/16/83
Date, time and place of next meeting

            
Friday 26 February 2016 at 13:00 in the Large Meeting Room.
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		Agenda item no:

		16/58(ii)





		Meeting:

		Board of Directors





		Date:

		05 February 2016





		Title:

		2016/17 Financial Planning Requirements





		Report to be considered in public or private?

		Public





		Where else has this report been considered and when?

		





		Reference/s:

		NHS Improvement Letter to Directors of Finance and Chief Executives 15th January 2016

Delivering the Forward View: NHS Planning Guidance 2016/17 – 2020/21





		Resource impact:

		-





		What is this report for?

		Information 

		(

		Decision 

		

		Escalation 

		

		Assurance 

		(





		Which Board Assurance Framework risk/s does this report relate to?

		5b





		Which CQC fundamental standard/s does this report relate to?

		





		What action is required at this meeting?

		To note the 2016/17 financial planning requirements

To accept a £2.8m sustainability and transformation funding offer


To agree a control total deficit of £7m for 2016/17





		Presented by:

		Vanessa Harris - Director of Finance





		Prepared by:

		Jenny Hannon - Deputy Director of Finance





This report covers (tick all that apply):


		Strategic objectives:



		To develop a well led, capable motivated and entrepreneurial workforce

		



		To be ambitious and  efficient and make best use of available resources

		(



		To deliver safe services

		



		To participate in high quality research in order to deliver the most effective outcomes

		



		To deliver the best possible experience for patients and staff

		





		Other:



		Monitor compliance

		(

		Equality and diversity

		



		Operational plan

		

		NHS constitution

		





		Publication of this report (tick one):



		This report will be published in line with the Trust’s Publication Scheme, subject to redactions approved by the Board, within 3 weeks of the meeting

		(



		This report will not be published under the Trust’s Publication Scheme due to exemptions under S21 of the Freedom of Information Act 2000, because the information contained is reasonably accessible by other means

		



		This report will not be published under the Trust’s Publication Scheme due to exemptions under S22 of the Freedom of Information Act 2000, because the information contained is intended for future publication

		



		This report will not be published under the Trust’s Publication Scheme due to exemptions under S41 of the Freedom of Information Act 2000, because such disclosure might constitute a breach of confidence

		



		This report will not be published under the Trust’s Publication Scheme due to exemptions under S43(2) of the Freedom of Information Act 2000, because such disclosure would be likely to prejudice the commercial interests of the Trust

		





1. Introduction 

The Five Year Forward View (5YFV) was published in October 2014 which aimed to set out a clear direction for the NHS. The Spending Review helped to support the aims of the 5YFV by including an £8.4bn real terms increase in funding by 2020/21 which was to be front loaded. 

The increase in funding available for 2016/17 totals £3.8bn in real terms (which equates to a £5.4bn cash increase) and includes a £1.8bn Sustainability and Transformation Fund (S&T Fund) for the provider sector, to be targeted primarily at providers of emergency care.

This S&T settlement is dependent on the NHS provider sector delivering a deficit of not more than £1.8bn in 2015/16 and breaking even in 2016/17 after application of the fund.


2. 2016/17 Financial Framework and Planning 

In December 2015, Delivering the Forward View: NHS planning guidance 2016/17 – 2020/21 was published. This included details of the operational planning approach for the next financial year and set out the approach to tariff setting and business rules with a view to supporting system stability and recovery in 2016/17,

It also introduced the £1.8bn S&T fund for 2016/17 aimed to support providers in moving to a sustainable financial footing. It is proposed that the fund will be deployed in a way that creates a balanced aggregate financial position in the Trust and Foundation Trust sector in 2016/17. Payments will be made by commissioners but approved by NHS improvement. The fund replaces the need for the current scale of direct Department of Health (DH) cash funding for providers. 


The funding is conditional on the NHS provider sector breaking even in 2016/17. To achieve this every NHS Trust and Foundation Trust will have to deliver an agreed financial control total for 2016/17. (See section 3)

The guidance also requires the Trust to produce two separate but connected plans:


· A five year Sustainability and Transformation Plan (STP), ‘place-based’ and driving the 5YFV


· A one year Operational Plan for 2016/17, organisation based but consistent with the emerging STP


The ‘place based’ plan asks for local health and care systems to come together to plan on a wider locality footprint. For Liverpool Women’s this is proposed to be the Liverpool City Region led by Liverpool CCG. The exact configuration of the included associates is being finalised. 

The planning guidance also contains three national and nine local ‘must do’s’ which will be addressed in the Operational Plan and STP.


The proposed tariff includes a 2% efficiency deflator and a 3.1% inflation uplift for 2016/17. The proposed move to HRG4+ (an updated form of reference costs) to inform the tariff has been suspended and specialist service risk share on growth above baseline activity introduced in 2014/15 has also been suspended. 


3. Liverpool Women’s Control Total and S&T Fund Settlement

The offer to Liverpool Women’s is as follows:

		S&T funding and 2016/17 control total





		General element – S&T Fund 

Subject to provider eligibility and conditions



		£2.8m



		Targeted element – S&T Fund 

Subject to provider eligibility and conditions



		To be confirmed



		2016/17 Control total

		£7.0m deficit





The General element of the fund will be distributed to all providers of emergency care and is linked to the agreement of the control total.


The Targeted element is to support trusts in driving efficiencies and will be targeted at leveraging greater than 1:1 benefits from providers. 

The S&T fund comes with conditions and measurement criteria (appendix 2) These include agreement to deficit and capital control total for 2016/17, inclusion of milestones for implementation of the recommendations of the Carter review, and agreed performance trajectories. 


		

		





4. Achievability of the control total

Taking into account all known changes in 2016/17 an exercise has been performed to demonstrate how, with the support of the S&T fund, the Trust can achieve a £7m deficit target in 2016/17 as illustrated below.
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The Trust is on target to achieve a £7.3m deficit in 2015/16. The recurrent nature of this has been confirmed. 


Key assumptions within the plan


CNST


The Trust’s CNST premiums are set to increase by £3.9m to £14.3m in 2016/17. This represents a 38.7% increase on the prior year. A meeting has been arranged between the Chief Executives and Directors of Finance of both NHSLA and the Trust to look for a solution to address the high level and volatility of the premiums. 

Tariff


The Trust expects to see a £0.6m general increase in the tariff based on a net 1.1% inflator
 as well as an additional £1.7m increase in maternity tariff to support CNST (although this does not cover the level of increase in the Trust’s CNST premium as noted above). It is worth noting that the national tariff is draft at this stage and could be subject to change. 


Activity


The lower levels of gynaecology activity seen in 2015/16 are expected to continue. It is also currently envisaged that maternity activity will remain at the 2015/16 increased levels. Significant work is being performed within neonates to ensure that activity corresponds with what can safely be delivered within the funding envelope. This is subject to ongoing commissioner discussions. 

Inflation 


Expenditure inflation has been calculated across both pay and non-pay areas. This amounts to an additional £1.6m in 2016/17.


CIP

The identification and delivery of CIP has become increasingly difficult as the Trust exhausts the available avenues. £1.5m of schemes have been identified and mandates produced. 

Technical items


Technical items include depreciation of capital assets, Public Dividend Capital and Interest payments. These are set to increase by £0.9m based calculations taking into account the Trust’s additional borrowings and the expected asset base. 

S&T funding 


The offer of £2.8m S&T funding is subject to the national achievement of a £1.8bn deficit in 2015/16. Any variation from this national deficit target will impact the levels of available funding as well as impacting the efficiency targets included within tariff.  


		The cash shortfall remains and the Trust would require cash support again in 2016/17. It has been confirmed that providers who are in deficit and require cash support after receipt of the funding will have access to DH interim support loans as present via interest bearing loans. The Trust has put a £2.5m Revolving Working Capital facility in place for the start of 2016/17 while this process begins. Liverpool CCG will also be approached to explore a contract advance payment as received in 2015/16. 








5. Cost Pressures


The Trust has identified a number of unavoidable cost pressures in 2016/17.

These include: 


· continuing pressures around the shortage of junior doctors


· increased costs in relation to neonatal activity and acuity 


· residual levels of agency usage where no alternative exists


A comprehensive list of pressures is being drawn up along with potential mitigations. Where unmitigated and unavoidable pressures remain, additional CIP will need to be identified to offset the additional cost. 

6. Conclusion & Recommendations

With the offer of £2.8m in S&T funding, the Trust is able to achieve a control total deficit of £7m based on the assumptions outlined above and assuming that cost pressures are managed.

The Board is asked to 

· note the 2016/17 financial planning requirements and Trust’s financial planning assumptions 

· accept a £2.8m Sustainability and Transformation funding offer


· agree a to control total deficit of £7m for 2016/17

7. Appendices 


Appendix 1: Deficit Bridge – see below

Appendix 2 S&T Fund Conditions – see below

Appendix 1
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� Based on planning guidance assumptions of a 2% efficiency factor and a cost uplift of 3.1%. 
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1. Introduction and summary

The Board Assurance Framework (BAF) is designed to provide the Board with an easily digestible overview of the principal risks relating to the strategic aims of the organisation, ownership and accountability through identification of the Executive Lead and of the Non-executive by inference from indication of the associated Board Committee. It shows for each of the principal risks: the initial grading of the risk without controls, the current risk grading with implemented controls and the organisational target or appetite for the risk with an arrow in the current risk column indicating the proposed direction of change in the risk rating since the last presentation of the document. 

The BAF also lists the key controls/mitigation actions and potential sources of evidence and assurance. In addition, the BAF lists alongside each principal risk those risks being managed at service level that relate to it on the Corporate Risk Register,  to listing against each principal risk.  

From the information presented, the Board is able to form a view of their satisfaction with the assurance(s) provided and identify any gaps and actions they consider necessary to better treat the identified risks and /or strengthen the assurance that the risks are under appropriate control. The details of such action are added into columns for identified gaps, action to be taken, the assigned owner of the action and a date for completion.

Full and iterative population of the document ensure that the Board has at all times, an awareness of the current state and progress made in managing these principal risks to a position in accord with the Board appetite.

2. Proposed changes to the BAF

The PPF proposal to add a risk in respect of the proposed industrial action by Junior doctors approved  by Board is reflected in its continued inclusion on the BAF.

The following changes to the Board assurance Framework have been proposed since the BAF was last considered by the Board:

· The PPF committee and Corporate Risk Committee have requested escalation of a new risk (Ulysses Ref:1909) in relation to the maintenance of clinical services and potential disruption arising from the threatened industrial action by Junior doctors as described below.

		Ulysses No

		BAF Ref

		Descriptor

		Sub-Committee

		Exec Lead

		Change(s)



		1909

		4(c)

		Risk: Insufficient Junior Doctors or disruption to care/the environment in which care is given resulting in harm to patients, damage to organisational reputation and impact upon income and achievement of access targets.

Cause: Industrial action by Junior Doctors

Effect: Trust is unable to deliver clinical services.

Impact: Damage to reputation, income and access targets.

		PPF

		Dir. Of HR

		Risk Score reduction to 4x1 when industrial action called off in December.
Risk score increased when further action announced in early January, but subsequently reduced to 12 reflecting the minimal impact of action on 12th January as a result of implementation of prior mitigation plans.
Risk score of 4x5=20, restored on consideration by GACA 22/01/2016.



		
1936

		1(l)

		Risk: Risk of potential harm or deterioration for Women and or their babies, both inpatients and those in transit, due to transfers out of Liverpool Women's over significant distances and travel times for delivery elsewhere.

Cause:  Cot closures, reduced capacity due to failure of the system to limit post natal transfers in, an increase in the birth rate at LWH, an increase in the number of babies born at extremely preterm gestations and a reduced mortality rate for babies born at those gestations.

Effect: Women with babies likely to need admission to a Neonatal Unit because of either prematurity or congenital malformation are transferred out as there is no capacity to deliver this at Liverpool Women's. Additionally, transfers require an experienced midwife in attendance who can be away for a significant proportion of their shift.

Impact: Poor patient experience for transferred women.  Transfers incur a significant impact on the level of experienced midwifery staffing on the maternity service. Continued growth of the maternity service will not be possible without an expansion of neonatal capacity.

		GACA

		Assoc Dir Operations

		GACA requested risk articulation and escalatation to BAF 22/01/2016.







The current BAF Dashboard is embedded below:





Risks reviewed by Board Committees

Board sub-committees routinely consider the risks assigned for their review and the details of these reviews are contained in Committee minutes and Chair’s reports.

 To date no change requests have been received since the preparation of the last report to Board.

3. Conclusion

The BAF as approved and adopted by the Board of Directors as a tool to provide an easily digestible overview of the principal risks relating to the strategic aims of the organisation is actively being maintained, as evidenced by the ongoing revisions and proposals cited within this report.



4. Recommendation/s

That the Board of Directors:

a. Review the revised BAF overall and the presented risk grading, controls, assurances and related gaps and required actions. 

b. Consider the proposals from GACA in respect of the risks in relation to  Industrial action by Junior Doctors and Transfers out from the Neonatal Unit.
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BAF LWH  2016-01-27.xlsx

BAF


						LWFT Board Assurance Framework			Date:			Jan-16


						Last Updated			Date:			1/27/16





			SA Ref			Strategic Aim 			Project Risks			Enablers			Executive Lead(s)																		Board/  Sub-Committee 																		Risk Level												Key Controls/Mitigation Action			Assurance/Evidence			Board			Gaps in Control/
Assurance			Action                                        			Owner			Date for Completion


						A)  Deliver Liverpool Women's Hospital strategic intention effectively and efficiently ensuring sustainable quality services through transitional arrangements 									Chief Executive Officer			Director Of Human Resources 			Associate Director of Operations 			Medical Director			Director of Nursing and Midwifery			Director of Finance			Putting People First 			Finance Performance & Business Development			Audit 			Board of Directors			Governance & Clinical Assurance 			Future Generations Project Board			Initial			Current (with key controls implemented)			Rating			Target/Appetite									Assurance Level


			A			i)  In order to be clinically and financially sustainable the Trust will need to undertake major change over an extended time period (five years).
Risk: (1) Failure to communicate clearly and effectively during a period of significant changes.
(2) Failure to maintain a  focus on the operational delivery of services. 
(3) Failure to attract and retain high calibre clinicians and managers.
Cause: This level of change will produce a period of uncertainty and then radical change, this will be a significant plan to implement within the Trust capacity.
Effect: (1) Difficulty in retaining public and staff confidence in Trust services.
(2) Activity related to this subject may distract from day-to-day activity and therefore quality of services could reduce.
3) Staff choose to seek alternative employment and difficulties recruiting. 
Impact:
(1) Reputational damage.
(2) Failure to maintain quality standards and CQC compliance.
(3)  Inability to deliver PPF. 
Ulysses Ref:1846						Risk Management Strategy 			£																											£						£			5x5=25			5x5=25			25						• Board leadership internally and externally
• Executive Oversight
• Consistent and cohesive message from Board of Directors
• Board approval of strategic options business plan and stakeholder communication and engagement strategy
• Appointment of Project Director and Project Clinical Lead.
• Establishment of Future Generations Project Board                                                                                         
• Project Mandate for governance and risk arrangements.
•Communication and Engagement strategy agreed  and Head of Communication appointed
• Pro-active engagement in Healthy Liverpool Programme.
• Regular dialogue with Monitor & CQC and CCG.
• Support external consultants(PwC)
  			• November 2014- Business Plan
• December 2014  - Communications Plan
•  Board & CoG agendas to include monthly project updates.
• Staff survey / Pulse survey scoresas  reflection of staff engagement                                                                                                                            
• Minutes of Future Genrations Project Board
 • Regular dialogue with Monitor & CQC and CCG.
• Chair & CEO  activity update reports re networking and dialogues with external stakeholders.						Yes			Final version of Business Case - Dec '15

Public Consultation


			Director of Finance


Director of Human Resources			Dec 2015


TBA





						Board Assurance Framework - Risk Profiles











			SA Ref			Strategic Aim 			Risk ID- Corporate Risk Register			Enablers			Executive Lead																		Board Sub-Committee 																		Risk Level												Key Controls/Mitigation Action			Assurance/Evidence			Board 			Gaps in Control/
Assurance			Action			Owner			Date for Completion


						1. To deliver SAFE services									Chief Executive Officer			Director of Human Resources 			Associate Director of Operations			Medical Director			Director of Nursing and Midwifery			Director of Finance			Putting People First			Finance Performance & Business Development			Audit			Board of Directors			Governance and Clinical Assurance						Initial			Current (with key controls implemented)			Rating			Target/Appetite			•						Assurance Level


			1			a)  To ensure appropriate and safe staffing levels are maintained                                                 
Risk:   Failure to have operational grip / effective utilisation of resource .                                                                                                                   Cause:  1) insufficient investment in clinical staffing to meet recommended staffing levels associated with Maternity Tariff 2) high sickness absence levels in midwifery workforce                                                               Effect: Risk to financial viability associated with additional investment in nurse/midwifery staffing. Inadequate numbers of staff available to deliver services                                                                          Impact: Potential risk to patient safety and experience; risk to continuity of service rating; potential breach of CQC licence conditions
Ulysses Ref: 1731.			
146
			Putting People First Strategy 															£																		£						5x4=20			5x4=20			20						•Staffing Policies 
•Escalation Policies
 •Daily Monitoring Activity and Acuity
 •Incident Reporting Policy and Process
 •Bank
 •Sickness and Absence Policy
 •Health and Well Being Policy
•Unify returns
•Monitoring Performance Data
• Fill rates			•Annual Staffing Review
• Staff Survey & Pulse Survey
•KPI's
 •Patient Survey
•Claims Litigation Incident PALS Report
• Monthly performance data (sickness)
•Nursing and Midwifery Board Minutes 08-04-14, (PPF Committee, 20-06-14, item 14/15/27)
• Leadership Programme Proposal  (PPF Committee, 20-06-14, item 14/15/16)
• Evidence on NHS Choices
• CQC inspection report; overall rating for Trust Good						Yes			• Dashboard to be produced and tabled at GACA each month- to include current staffing levels, sickness, maternity, emerging risk and areas of concern.
• Staff feed back from  Staff  survey & Pulse Survey to be considered at PPF,			• Director of Nursing and Midwifery			December, 2014


			1			b) To comply with  national standards for the safeguarding of children and adults 
Risk: Failure to ensure effective arrangements with partners to safeguard vulnerable adults and children
Cause: Lack of direction and control , systems and processes
Effect: Potential failure to prevent harm; damage to Trust reputation
Impact: May result in avoidable harm; may result in regulatory action; financial penalty; prosecution .
Ulysses Ref: 1732			
1841
1842
1843
1844			Quality Strategy

Safeguarding Strategy (draft)															£																		£						5x3=15			5x3=15			15						•Safeguarding Strategy
 •Policy
•Mandatory Training
• KPI's
• Partnership/Networking arrangements
• Safeguarding Board
•  Further interim support identified			•Peer review & associated action plan
• Audit (associated with Regulation 11)
• Contractual KPI's
• Annual Safeguarding Report.
• External Safeguarding Review report September 2014 and July 2015						Yes			•Safeguarding dashboard to be tabled to GACA each meeting to highlight progress against key recommendations and risks			• Director of Nursing and Midwifery			December, 2014


			1			c) To consider and appropriately respond to NICE guidance
Risk: Failure to comply may result in adverse public reaction, additional cost pressure or resources. Contractual obligation being compromised. 
Cause: Lack of robust, efficient and effective management system for decision 
Effect: Non-compliance or appropriate administration
Impact: Contractual failure, loss of revenue or service, breaches of safety and adverse public reaction (complaint).
Ulysses Ref: 1733.						Quality Strategy

Safeguarding Strategy (draft)												£																					£						4X3=12			4x3=12			12						• NICE guidance and clinical audit managed by Head of Dept.
• Software generates compliance reports
• Best Practice Policy
• Reports to Clinical Governance Committee			•New External NICE Guidance (June, 2014), (Clinical Governance Committee, 13-06-2014, Item 14/15/83 ... 11-07-2014, Item 14/15/117 … 12 --09-2014, Item, 14/15/133)
• Communication- LOTW						Yes			• Quarterly update to GACA- 1. NICE guidance in last 1/4. 2. Compliance performance. 3. Non-Compliance rationale and risk.			• Director of Nursing and Midwifery			 December, 2014


			1			d) To ensure lessons are learnt shared, and appropriate change enacted from the reporting and investigation of incidents locally and across the wider NHS Community.
Risk:  Risk of repeat and costly events, regulatory action, service interruption, poor staff and patient experience
Cause: Poor system and training for reporting, recording, and investigating incidents
Effect: Compromised safety and learning outcomes
Impact: Regulatory action, increased cost, poor quality outcomes.
Ulysses Ref: 1734			
154
902
1707
1597			Quality Strategy

Risk Management Strategy 															£																		£						4X4=16			4x3=12			12						•Clear Policies(incident and SUI) • 10 yr. look back
•Mandatory Training
•RCA training
•Data Base recording and reporting			NRLS
•Performance Reports to GACA
• Complaints, Litigation, Incidents & PALS (CLIP) Report. (GACA 28-08-2014, Item,14/15/68)
•Serious Untoward Incident Report. (GACA 28-08-2014, Item,14/15/69)
•  RCA training delivered September 2015
•  NW Quality and Safety Forum member
•  Quarterly SEE report

						Yes			• Gap analysis of current themes. • Evidence/ Assurance that there are no un-escalated incidents. •Formal process for review/assurance to be undertaken by clinical audit			• Director of Nursing and Midwifery			 December, 2014


			1			e) To ensure appropriate and robust systems of communication and action are in place to respond to 'safety product or equipment Safety Alerts'
Risk: Failure to ensure or respond in a timely manner to National Alerts
Cause: Inadequate systems or processes
Effect: Failure to communicate and enable actions to prevent harm
Impact: May result in avoidable harm to patients and results in regulatory action brought by CQC or HSE.
Ulysses Ref: 1735.			
			Risk Management Strategy 															£																		£						5X3=15 			 5x2=10			10						•Draft CAS policy
•Software system in place
•Cascade system in Place
•Training
• Performance Reports to Clinical Governance Committee			•NPSA Alerts. (Clinical Governance Committee,13-06-2014, Item 14/15/77)
•NPSA Alerts- Early identification of failure to act on Radiological Imaging Reports. (Clinical Governance Committee,13-06-2014, Item 14/15/78)
•CAS Report- (Clinical Governance Committee,13-06-2014, Item 14/15/83 & 11-07-2014, 14/15/07 )
•NPSA Compliance Update- (Audit Committee, 22-09-2014. Item 14/15/29)						None			• Clinical Audit & Internal audit re Medical devises compliance


			1			f) To ensure the development of an  Emergency Plan
Risk:  Failure to ensure the business continuity of the Trust 
Cause: Utilities, or Staff conditions creating major business interruption
Effect: Limited service provision
Impact: Compromised safety of service, financial loss.
Ulysses Ref: 1736.			
1571			Business Continuity Plan									£																								£						5x4=20			5x2=10			10						• Business Continuity Plan
•Major Incident Plan
• MRF Recovery Plan
• Guidance early warning weather Report
• Partnership/Local Authority/ Stakeholder working
• Fuel Plan
• Staff skills register
• HPA plan			• Weather precautions (gritting)
• Emergency Generator (monthly testing)
• Drought/Flood plans ( external agencies)
• Flu/Pandemic plans
• Emergency exercise with Partners
						None


			1			g) Transportation of adults and  neonates across the critical care network
Risk: Patient safety compromised by inadequate arrangements, pathways, protocols, systems and equipment required for the safe transportation of 'critical care' patients
Cause: Patients in 'critical care' require treatment outside the scope and expertise available at LWH
Effect: Vulnerable patients potentially exposed to journey hazards
Impact: Patient safety and experience could be compromised.
Ulysses Ref: 1737.						Risk Management Strategy 

Putting People First Strategy									£																								£						5x4=20			5x2=10			10						Transportation critical care neonates:
• Specialised cots for transport
• Dedicated specialised trained staff
•Policy and procedure for transportation
•Cot Bureau - patient allocated specific cot

Transportation of Adults - critical care:
•Critical care network standards
•Dedicated trained staff
•Transport Policy
•Education training/support from networks
•Escalation Policy
•External KPI's
			•Compliance with CRG specification NNTS
•External KPI's- reported to NNW and CMNN									• Seek  patient's and clinician's feedback on the handling of transfers


			1			h) Maintaining appropriate Regulatory  Registration and Compliance/ Building relationships with Regulatory Agencies
Risk: Insufficient robust processes and management systems that provide regulatory compliance performance and assurance. 
Cause: Failure to provide evidence and assurance to regulatory agencies
Effect: Enforcement action, prosecution, financial penalties, image and reputational damage Description 
Impact: loss of commissioners/patient confidence in provision of services.
Ulysses Ref: 1739.						Business Continuity Plan    Risk Management Strategy    Putting People First Strategy    Quality Strategy 															£																		£						5x4=20			5x2=10			10						• Monitor meetings 
• CQC engagement meetings			• Application to revise Trust's registation submitted to CQC.
• Until the revised registration  application is implemented; any requirement for the application of short term emergency holding powers under section 5 of the Mental Health Act will require the patient to be transferred to an alternative local provider unless this compromises patient safety.
• SLA with Mersey Care Trust submitted to CQC, policy approved for administration of Mental Health Act, training actioned for key personnel
• CQC inspection report 2015; overall rating good.  No restrictions placed on the Trust						Yes			 CQC registration to include detention of persons under Mental Health Act.


			1			i) To develop and support a comprehensive Clinical Audit provision
Risk: Failure to meet Statutory and Mandatory requirements, CPD for Clinicians
Cause: Lack of robust planning and monitoring, training and support
Effect: Breach of Statutory targets, failure of Trust to learn from clinical audit results
Impact: Potential action by CQC, image and reputation damage.
Ulysses Ref: 1738.
						Risk Management Strategy 												£																					£						4x3=12			3x3=9			9						•Forward Plan
• Annual Report
•Audits prioritised: Statutory, Mandatory and CPD
• Performance KPI's
			• Clinical Audit Forward Plan 2014/14- What are the Trust's plans for clinical audit? (GACAC 14-06-2014, Item, 14/15/44)
•Research and Development Annual Report 2013/14- What were the issues and achievements during the year? (GACAC 14-06-2014, Item, 14/15/41)
•Internal Audit (Baker Tilly)
						Yes			• No evidence/assurances re-outcomes from clinical audit • Evidence required to show 'learning' from clinical audit 			• Director of Nursing and Midwifery			December, 2014


			1			j) Lack of robust systems and processes for the direction and control of Pharmacy and Medicine Management
Risk: Failure to maintain, update or review policy and guidance in a timely fashion  
Cause: Staff shortages and change in leadership  and arrangement with partner organisation
Effect: Significant amount of policy and guidance is past review date
Impact: Potential for safety to be compromised, staff not following best practice.
Ulysses Ref: 1740.
						Risk Management Strategy 									£																								£						4x3=12			4x3=12			12						• Training
• CPD
• Appraisal
• Medicines Management Committee			• Medicines Management  Report -CQG Comm


			1			k) Isolated Site of LWH
Risk: Location, size, layout and current services do not provide for  sustainable integrated care  package for quality service provision.
Cause: Patient, Public and stakeholders expectations and the financial cost of maintaining current facilities is  not sustainable
Effect: The Trust's image and reputation is damaged. Our service offer is less attractive to commissioners
Impact: Loss of Business and revenue, loss of confidence  in the Trust's ability to meet the needs of patients
Ulysses Ref: 1809.						Risk Management Strategy 															£															£									5x4=20			5x4=20			20						•Future Generation Project established
• Links to Stakeholders & Commissioners
• Project Board / Plans
 • Monitoring of related care & service delivery  issues via CGC and GACA.
			• Board Papers / Updates Jan2014/ January 2015
• Project mandate
• Bi-monthly reports to Exec Committee.
.						No


			1			l) 
Risk: Women are transferred out of Liverpool Women's for delivery elsewhere 
Cause:  Cot closures, failure of the system to limit post natal transfers in, an increase in the birth rate at LWH, an increase in the number of babies born at extremely preterm gestations and a reduced mortality rate for babies born at those gestations.
Effect: Women with babies likely to need admission to a Neonatal Unit because of either prematurity or congenital malformation are transferred out as there is no capacity to deliver this at Liverpool Women's due to reduced availability of neonatal cots.
Impact: Poor patient experience for transferred women, continued growth of the maternity service will not be possible without an expansion of neonatal capacity.
Ulysses Ref: 1936.						Risk Management Strategy 									£																					£									5x3=15			4x3=12			12








			SA Ref			Strategic Aim 			Risk ID- Corporate Risk Register			Enablers			Executive Lead																		Board Sub-Committee 																		Risk Level												Key Controls/Mitigation Action			Assurance/Evidence			Board 			Gaps in Control/
Assurance			Action			Owner			Date for Completion


						2. To participate in high quality research and to deliver the most effective outcomes									Chief Executive Officer			Director of Human Resources 			Associate Director of Operations			Medical Director			Director of Nursing & Midwifery			Director of Finance			Putting People First			Finance Performance & Business Development			Audit			Board of Directors			Governance and Clinical Assurance						Initial			Current (with key controls implemented)			Rating			Target/Appetite			 						Assurance Level


			2			a) Research adds value, and enhances services and reputation of the Trust 
Risk: Research is not linked to strategic aims
Cause: Research work plan potentially insular and not connected to quality improvement of service provision 
Effect: Research fails to contribute to the work of LWH
Impact: The cost of research function fails to yield measurable effective outcomes.
Ulysses Ref: 1741.
						Risk Management Strategy 												£																					£						4x3=12			3x3=9			9						• Regular reports to Clinical Governance Committee
			• R&D Governance Report CGC  Nov 2014
• BT R+D  Internal Audit Report








			SA Ref			Strategic Aim 			Risk ID- Corporate Risk Register			Enablers			Executive Lead																		Board Sub-Committee 																		Risk Level												Key Controls/Mitigation Action			Assurance/Evidence			Board 			Gaps in Control/
Assurance			Action			Owner			Date for Completion


						3. To deliver the best possible experience for patients and staff									Chief Executive Officer			Director of Human Resources			Associate Director of Operations			Medical Director			Director of Nursing &Midwifery			Director of Finance			Putting People First			Finance Performance & Business Development			Audit			Board of Directors			Governance and Clinical Assurance 						Initial			Current (with key controls implemented)			Rating			Target/Appetite									Assurance Level


			3			a) To meet and where possible exceed patient  expectations.
Risk:  Failure to effectively engage and learn from patient, internal and external stakeholders to inform service development, corporate aims and annual plan                                                                   Cause:  Inadequate system & processes and structure; capacity and capability                                                                         Effect: Failure to learn & improve the quality of  service and experience                                                                              Impact: Poor quality services leading to  loss of income/activity; reputational damage; patient harm; turnover.
Ulysses Ref: 1742.						Putting People First Strategy 

Quality Strategy

Membership Strategy
 															£																		£						4x4=16			4x2=8			8						• Family and Friends Report
• Pt Stories to Board • Healthwatch /Stakeholders engagement 
• Complaints and Compliments Report 			•Patient & Staff Surveys• CLIP Report• Pt Stories to Board • Healthwatch /Stakeholders engagement 
• Annual Complaints Report
• SI Report
• Performance Monitoring
• Nursing & Midwifery Indicators
• Compassionate Conversation- (PPFC, 20-06-2014, Item 14/15/14)
• Equality and Human Rights Committee minutes - (PPFC, 20-06-2014, Item 14/15/26)
• Family & Friends Tests
• Safety Thermometer
• Patient Engagement Strategy
• CQC inspection report; rating good for experience 						None








			SA Ref			Strategic Aim 			Risk ID- Corporate Risk Register			Enablers			Executive Lead(s)																		Board Sub-Committee 																		Risk Level												Key Controls/Mitigation Action			Assurance/Evidence			Board			Gaps in Control/
Assurance			Action                                        			Owner			Date for Completion


						4. To develop a well led, capable, motivated and entrepreneurial workforce									Chief Executive Officer			Director Of Human Resources 			Associate Director of Operations 			Medical Director			Director of Nursing and Midwifery			Director of Finance			Putting People First 			Finance Performance & Business Development			Audit 			Board of Directors			Governance & Clinical Assurance 						Initial			Current (with key controls implemented)			Rating			Target/Appetite									Assurance Level


			4			a)  A competent and capable workforce: To support workers to deliver safe care by ensuring that all staff are clear about their role, objectives and performance, and have the opportunity to have their competencies and knowledge regularly updated
Risk: Potential risk of harm to patients and damage to Trust’s reputation as a result of failure to have staff with the capability and capacity to deliver the best care 
Cause: Lack of time, inefficient processes or insufficient prioritisation by managers.
Effect: Employees not competent or equipped to ensure patient safety and  maintenance of the organisational reputation 
Impact: May result in unsafe care to patients, insufficient improvements in quality and breach of CQC conditions of registration resulting in regulatory action.
Ulysses Ref: 1743.			
1707
			Putting People First Strategy						£															£																		5x2=10			5x2=10			10						•Clear Policies
•Metrics(KPI's)
• Performance Monitoring
•Training Regime
•Local OLM reports
• Induction
 •All Staff aware of role and accountabilities			•Monthly Performance Report (Ops Board/Board of Directors)
• Internal  audit report (PPF and Audit Committee)
• Annual Staff Survey (PPF Committee 20-06-14, item 14/15/10)
• Health and Well Being Strategy (PPF Committee 20-06-14, item 14/15/11)
•Education Governance Committee minutes (PPF Committee 20-06-14, item 14/15/24)
						Yes			Deep dive into service 'Right person/ right place / right time tested at Putting People First

PPF Committee agreed that an in-depth reviewof Mandatory  Training be undertaken in order to provide assurancefollowing concerns re: lackof assurance from KPI report and reported to PPF at next meeting			Director of HR



Director of HR			01/11/2014



April 2015


			4			b) An engaged, motivated and effective workforce: To deliver the Trust's vision of being a leading provider of healthcare to women, babies and their families through a highly engaged, motivated and effective workforce
Risk: staff are not engaged, motivated and aligned to the vision and values of the Trust resulting  in poor patient experience and health outcomes , poor reputation and impact on the Trust’s ability to recruit and retain the best.
Cause: Lack of time, inefficient processes or insufficient priority assigned by management.
Effect: Trust fails to become the provider and employer of choice for patient, commissioners, and employees 
Impact: impact on Trust's ability to recruit and retain the best, and on the Trust's ability to achieve its strategic vision.
Ulysses Ref: 1744.						Putting People First Strategy						£															£																		4x4=16			4x2=8			8						• Appraisal  policy, paperwork and systems for delivery and  recording are in place for medical and non-medical staff
• Consultant appraisal linked to Revalidation process
• Managers clear about  their responsibility to undertake annual appraisals with their team
• Pay progression linked to appraisal and mandatory training compliance.
• Appraisal guides available for Managers and employees
• Monthly reporting at Departmental/ Divisional and organisation wide level via Performance Report.
• Targeted intervention for areas identified as under-=performing
• Training programme available for managers
• All new starters complete mandatory training Inc.  PDR training as part of corporate induction ensuring awareness of their responsibilities. 
• Consultant revalidation requires mandatory training compliance
• Extensive mandatory training programme available via classes,  online resources and study days
• Monitored at Education Governance Committee.			• CQC  visit of April 2014 identified improvement in appraisal rates and recorded compliance with 'Supporting workers' -  outcome 14.
• Pay progression policy recently implemented. Impact of policy will not be evaluated until 2015-16
• Increase in managers attending training programme
• Annual internal audit of policy by Trust's audit partners. Due to report Q3 2014-15,
•  Review by Trust's audit partners showed that system and processes used are effective if applied consistently across the Trust.
•Compliance with GMC Revalidation requirements
• Monthly performance report for June 2014 identifies organisational compliance at 84% for mandatory training. Areas identified requiring intervention Imaging & Maternity.						Yes			Review contract and JD templates to ensure they accurately articulate managers' responsibilities with respect to appraisal and mandatory training compliance for their team members.
Complete OLM project in accordance with agreed timescales
Expedite roll out and promotion of e-learning
Evaluate impact of pay progression policy.
Develop project plan to implement Self Service			Director of HR

			30/11/2014





31/12/2014

31/12/2014



31/03/2015


			4			c) To maintain delivery of clinical services
Risk: Insufficient Junior Doctors or disruption to care/the environment in which care is given resulting in harm to patients, damage to organisational reputation and impact upon income and achievement of access targets.
Cause: Industrial action by Junior Doctors
Effect: Trust is unable to deliver clinical services.
Impact: Damage to reputation, income and access targets.
Ulysses Ref: 1909.						Putting People First Strategy						£															£																		4x3=12			4x5=20			20						• Pro-formas sent to CD's to assess impact of industrial action on clinical activity and to make contingency arrangements.  
• Pro-forma sent to junior and Trust grade doctors re "intentions".  
• December talks with ACAS - planned action called off.
January 2016: Negotiations stall, action proposed for 12th Jan  08.00 - 13th Jan 08.00, 26th Jan 08.00- 28th Jan 08.00  and 10th Feb 08.00-17.00.			January 2016:
Meeting arranged for 8/1/16 with CD's and Heads od Service to ensure all plans in place.  Discussed at SMT 6/1/16.  Pro-forma re service provisison sent to all CD's 5/1/16 for completion. 
Mitigation Actions for  Junior Doctor strike 12-13th February effective and no directly related incidents reported in that period.
									Meeting planned for 23/11/15 with MD, GM, HR, Director of Op's to discuss contingency plans further.
January 2016: Discussed at SMT 6/1/16, planning commenced with Heads of Op's and Heads of Nursing/Midwifery and Clinical Directors.  To be discussed at Exec Team 7/1/16 and a further meeting with CD's being arranged for 8/1/16 to ensure all plans in place.			Director of HR			1/8/16








			SA Ref			Strategic Aim 			Risk ID- Corporate Risk Register			Enablers			Executive Lead																		Board Sub-Committee 																		Risk Level												Key Controls/Mitigation Action			Assurance/Evidence			Board 			Gaps in Control/
Assurance			Action			Owner			Date for Completion


						5. To be ambitious and efficient and make the best use of available resources									Chief Executive Officer			Director of Human Resources			Associate Director of Operations			Medical Director			Director of Nursing and Midwifery			Director of Finance			Putting People First			Finance Performance & Business			Audit 			Board of Directors			Governance and Clinical Assurance						Initial			Current (with key controls implemented)			Rating			Target/Appetite									Assurance Level


			5			a)To deliver the financial plan for 2015/16
Risk: The Trust does not deliver its financial plan or achieve the planned continuity of services ratio of 3 in 2015/16.
Cause:  Failure to deliver against the agreed budgets. Additional investment in staffing agreed by the Trust Board.
Effect: Non delivery of financial plan and continuity of service metrics, reduction in available cash.
 Impact: Invocation of Monitor sanctions.
Ulysses Ref: 1661.						Risk Management Strategy																		£						£															5x5=25			5x4=20			20						• Zero based budget methodology adopted                                                                                    • Voluntary turnaround process adopted to identify robust CIP schemes                                                                                                                                                                                                                                                                            • FPBD & Board approval of budgets                                                                                                     • Sign off of budgets by accountable officers                                                       • Monthly reporting to all budget holders with variance analysis                                                                       • Monthly reporting to FPBD & Trust Board                              • Monthly reporting to Monitor			• 2015/16 plan approved by Trust Board  in April 2015
• Performance  & Finance Report presented monthly to FPBD
• Finance & CIP achievement reported monthly to FPBD, Executive Team and Operational Board 
• Monthly budget holder meetings
• Monthly reports to monitor 
• Internal audit review of budgetary controls
                          						None 						Director of Finance


			5			b) To deliver the financial plan for 2016/17 and beyond ensuring long term financial sustainability is achieved
Risk:  The Trust is not financially sustainable from 2015/16
Cause: Tariff insufficiency, commissioner intentions, CNST premiums and liabilities, non delivery of CIP
Effect: Lack of financial stability and ability to fund services, insolvency and Trust unable to deliver services
Impact: Invocation of Monitor sanctions- special measures.
Ulysses Ref: 1663.			
1381			Risk management Strategy																		£						£															5x5=25			5x5=25			25						• 5 year financial model produced giving early indication of issues                                                                                             • Advisors with relevant experience (PWC) engaged early to review strategic options                                                                                                                                                                                                                                                                                          • Early and continuing dialogue with Monitor                                                                                                                                                                                                                                              • Active engagement with CCG's through the Healthy Liverpool Programme                                                            • Final Business Case to Trust Board in Dec 15                                                                                                 • Clinical engagement through regular reporting to Future Generations Board			• 5yr plan presented to Board, June, 2014                  •  Business Case, November, 2014
						Yes			Outline Business Case Dec 15			Director of Finance			December, 2015


			5			c)To take forward plans to develop services nationally and internationally
Risk:  Non-delivery of the expected return from expansion investment    
Cause:  Demand less than expected   
Effect: Loss of potential revenue  
 Impact: Costs could exceed income of the project adding additional pressure to the financial position of the Trust.
Ulysses Ref: 1748.						Risk Management Strategy																		£						£															4x4=16			4x4=16			16						• Detailed project plan in place                                                  •  Experienced manager appointed to lead expansion                                                                                                           • Key clinical staff identified to implement plan
•Legal agreements completed                                   
• Experienced advisors engaged (e.g. Pinsent Mason)
•Capital planned for all projects and ITFF funding in place			• Business Case for expansion approved by Trust Board in December 2013
• Legal contracts reviewed by FPBD
• Quarterly update to FPBD from October 2014 onwards						None 


			5			d) Fail to achieve benefits from the IT Strategy
Risk: Failure to successfully deliver the IM&T Strategy
Cause: Poor programme management controls
Effect: Programme running over budget, out of scope, late or non delivery of stated benefits realisation
Impact: Trust being non compliant with national initiatives, data collection requirements or financial compliance.                                                                                                                                                                                                                                                                                                                                     
Ulysses Ref: 1750.                			
902

			IM&T Strategy																		£						£															4x4=16			4x3=12			12						• IM&T Business case
• Capital Reporting  Plan in place
• Project Management Office in place
• Project Plan established
• Programme Board in place and meeting regularly
• Regular reports to FPBD
• Robust business continuity plan in place
• Supplier contracts
• Replicated data centres
• Disaster recovery plans
• System Training
• Doing IT Right Strategy
• IM&T policies
• Data Protection Policy
• Data Quality Policy
• Structured change control in line with ITIL

			• IM&T business case approved (TB) • Programme Board in place, minutes available
• Quarterly FPBD reports



						None 


			5			e)   To develop a sustainable Genomic Centre                                                                                Risk: Potential loss of service following re-commissioning of genetics nationally - unsuccessful tender service cost                                                                                                                           Cause: Relatively small unit                                                                                    Effect: Loss of service and financial contribution of £1.5m per-p.a.                                                                             Impact: Loss of genetics service through failure to engage appropriately in the future model of genetics service provision in Liverpool / North West .
 Ulysses Ref: 1749.                						Risk Management Strategy 																		£						£															4x4=16			4x4=16			16						• External  Engagement through the Liverpool Health Partners
• Genetics strategy group in place
• Significant engagement with NHS England through national lead
• Sucessful 100,000 gemone bid 			• Sucessful submission of tender to NHS England 100,000 genome project
						Yes			• Tender date for genomic hub yet to be confirmed. To be kept under review			Associate Director of Operations			TBC by NHS Genomics
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Risk Profile by Risk Rating


Low	Minor	Moderate	Extreme	0	0	14	9	


Risk Profile by Strategic Aim


Low	To deliver Liverpool Women's Hospital strategic intention 	To deliver SAFE services	To participate in high quality research and to deliver the most effective outcomes	To deliver the best possible experience for patients and staff	To develop a well led, capable, motivated and entrepreneurial workforce	To be ambitious and efficient and make the best use of available resources	0	0	0	0	0	0	Minor	To deliver Liverpool Women's Hospital strategic intention 	To deliver SAFE services	To participate in high quality research and to deliver the most effective outcomes	To deliver the best possible experience for patients and staff	To develop a well led, capable, motivated and entrepreneurial workforce	To be ambitious and efficient and make the best use of available resources	0	0	0	0	0	0	Moderate	To deliver Liverpool Women's Hospital strategic intention 	To deliver SAFE services	To participate in high quality research and to deliver the most effective outcomes	To deliver the best possible experience for patients and staff	To develop a well led, capable, motivated and entrepreneurial workforce	To be ambitious and efficient and make the best use of available resources	0	9	1	1	2	1	Extreme	To deliver Liverpool Women's Hospital strategic intention 	To deliver SAFE services	To participate in high quality research and to deliver the most effective outcomes	To deliver the best possible experience for patients and staff	To develop a well led, capable, motivated and entrepreneurial workforce	To be ambitious and efficient and make the best use of available resources	1	3	0	0	1	4	





Matrix


															Likelihood


												Severity of Incident			Remote 1			Unlikely 2			Possible 3			Likely 4			Almost Certain 5


												Insignificant 1			1			2			3			4			5


												Minor 2			2			4			6			8			10


												Moderate 3			3			6			9			12			15


												Major 4			4			8			12			16			20


												ECatastrophic 5			5			10			15			20			25


												See Risk Management Strategy for further information 





			SA Ref			Descriptor			Number															Descriptor			Low			Minor			Moderate			Extreme			Total


			A			To deliver Liverpool Women's Hospital strategic intention 			1												A			To deliver Liverpool Women's Hospital strategic intention 			0			0			0			1			1


			1			To deliver SAFE services			12												1			To deliver SAFE services			0			0			9			3			12


			2			To participate in high quality research and to deliver the most effective outcomes			1												2			To participate in high quality research and to deliver the most effective outcomes			0			0			1			0			1


			3			To deliver the best possible experience for patients and staff			1												3			To deliver the best possible experience for patients and staff			0			0			1			0			1


			4			To develop a well led, capable, motivated and entrepreneurial workforce			3												4			To develop a well led, capable, motivated and entrepreneurial workforce			0			0			2			1			3


			5			To be ambitious and efficient and make the best use of available resources			5												5			To be ambitious and efficient and make the best use of available resources			0			0			1			4			5


						Total			23															TOTAL			0			0			14			9			23





						0			Low


						0			Minor


						14			Moderate


						9			Extreme


						23			Total





Risk Profile by Risk Rating


Low	Minor	Moderate	Extreme	0	0	14	9	


Risk Profile by Strategic Aim


Low	To deliver Liverpool Women's Hospital strategic intention 	To deliver SAFE services	To participate in high quality research and to deliver the most effective outcomes	To deliver the best possible experience for patients and staff	To develop a well led, capable, motivated and entrepreneurial workforce	To be ambitious and efficient and make the best use of available resources	0	0	0	0	0	0	Minor	To deliver Liverpool Women's Hospital strategic intention 	To deliver SAFE services	To participate in high quality research and to deliver the most effective outcomes	To deliver the best possible experience for patients and staff	To develop a well led, capable, motivated and entrepreneurial workforce	To be ambitious and efficient and make the best use of available resources	0	0	0	0	0	0	Moderate	To deliver Liverpool Women's Hospital strategic intention 	To deliver SAFE services	To participate in high quality research and to deliver the most effective outcomes	To deliver the best possible experience for patients and staff	To develop a well led, capable, motivated and entrepreneurial workforce	To be ambitious and efficient and make the best use of available resources	0	9	1	1	2	1	Extreme	To deliver Liverpool Women's Hospital strategic intention 	To deliver SAFE services	To participate in high quality research and to deliver the most effective outcomes	To deliver the best possible experience for patients and staff	To develop a well led, capable, motivated and entrepreneurial workforce	To be ambitious and efficient and make the best use of available resources	1	3	0	0	1	4	Strategic Aims





No. Principal Risks





BAF Summary Sheet


									LWFT Board Assurance Framework			Date:			1/1/16


									Last Updated			Date:			1/27/16





			0			Strategic Aim			Principle risk			Initial Risk			Current Risk (with key control implemented)			Current Risk Rating			Target Risk Score


			A			A)  Deliver Liverpool Women's Hospital strategic intention effectively and efficiently ensuring sustainable quality services through transitional arrangements 			i)  In order to be clinically and financially sustainable the Trust will need to undertake major change over an extended time period (five years).
Risk: (1) Failure to communicate clearly and effectively during a period of significant changes.
(2) Failure to maintain a  focus on the operational delivery of services. 
(3) Failure to attract and retain high calibre clinicians and managers.
Ulysses Ref: 1846.			5x5=25			5x5=25			25


			SA Ref			Strategic Aim			Principle risk			Initial Risk			Current Risk (with key control implemented)			Current Risk Rating			Target Risk Score


			0			ERROR:#N/A			a)  To ensure appropriate and safe staffing levels are maintained                                                 
Risk:   Failure to have operational grip / effective utilisation of resource . 
Ulysses Ref: 1731.             			5x4=20			5x4=20			20			


			1			To deliver SAFE services			b) To comply with  national standards for the safeguarding of children and adults 
Risk: Failure to ensure effective arrangements with partners to safeguard vulnerable adults and children.
Ulysses Ref: 1732			5x3=15			5x3=15			15			


			1			To deliver SAFE services			c) To consider and appropriately respond to NICE guidance
Risk: Failure to comply may result in adverse public reaction, additional cost pressure or resources. Contractual obligation being compromised. 
Ulysses Ref: 1733			4X3=12			4x3=12			12			


			1			To deliver SAFE services			d) To ensure lessons are learnt shared, and appropriate change enacted from the reporting and investigation of incidents locally and across the wider NHS Community.
Risk:  Risk of repeat and costly events, regulatory action, service interruption, poor staff and patient experience
Ulysses Ref: 1734			4X4=16			4x3=12			12			


			1			To deliver SAFE services			e) To ensure appropriate and robust systems of communication and action are in place to respond to 'safety product or equipment Safety Alerts'
Risk: Failure to ensure or respond in a timely manner to National Alerts.
Ulysses Ref: 1735			5X3=15 			 5x2=10			10			


			1			To deliver SAFE services			f) To ensure the development of an  Emergency Plan
Risk:  Failure to ensure the business continuity of the Trust
Ulysses Ref: 1736.			5x4=20			5x2=10			10			


			1			To deliver SAFE services			g) Transportation of adults and  neonates across the critical care network
Risk: Patient safety compromised by inadequate arrangements, pathways, protocols, systems and equipment required for the safe transportation of 'critical care' patients.
Ulysses Ref: 1737.			5x4=20			5x2=10			10			


			1			To deliver SAFE services			h) Maintaining appropriate Regulatory  Registration and Compliance/ Building relationships with Regulatory Agencies
Risk: Insufficient robust processes and management systems that provide regulatory compliance performance and assurance. 
Ulysses Ref: 1739.			5x4=20			5x2=10			10			


			1			To deliver SAFE services			i) To develop and support a comprehensive Clinical Audit provision
Risk: Failure to meet Statutory and Mandatory requirements, CPD for Clinicians.
Ulysses Ref: 1738.			4x3=12			3x3=9			9			


			1			To deliver SAFE services			j) Lack of robust systems and processes for the direction and control of Pharmacy and Medicine Management
Risk: Failure to maintain, update or review policy and guidance in a timely fashion .
Ulysses Ref: 1740			4x3=12			4x3=12			12			


			1			To deliver SAFE services			k) Isolated Site of LWH
Risk: Location, size, layout and current services do not provide for  sustainable integrated care  package for quality service provision.
Ulysses Ref: 1809.			5x4=20			5x4=20			20			


			1			To deliver SAFE services			k) Isolated Site of LWH
Risk: Location, size, layout and current services do not provide for  sustainable integrated care  package for quality service provision.
Ulysses Ref: 1936.			5x3=15			4x3=12			12			


			SA Ref			Strategic Aim			Principle risk			Initial Risk			Current Risk (with key control implemented)			Current Risk Rating			Target Risk Score


			2			To participate in high quality research and to deliver the most effective outcomes			a) Research adds value, and enhances services and reputation of the Trust 
Risk: Research is not linked to strategic aims.
Ulysses Ref: 1741			4x3=12			3x3=9			9			


			SA Ref			Strategic Aim			Principle risk			Initial Risk			Current Risk (with key control implemented)			Current Risk Rating			Target Risk Score


			3			To deliver the best possible experience for patients and staff			a) To meet and where possible exceed patient  expectations                                        Risk:  Failure to effectively engage and learn from patient, internal and external stakeholders to inform service development, corporate aims and annual plan.
Ulysses Ref: 1742			4x4=16			4x2=8			8			


			SA Ref			Strategic Aim			Principle risk			Initial Risk			Current Risk (with key control implemented)			Current Risk Rating			Target Risk Score


			4			To develop a well led, capable, motivated and entrepreneurial workforce			a)  A competent and capable workforce: To support workers to deliver safe care by ensuring that all staff are clear about their role, objectives and performance, and have the opportunity to have their competencies and knowledge regularly updated
Risk: Potential risk of harm to patients and damage to Trust’s reputation as a result of failure to have staff with the capability and capacity to deliver the best care .
Ulysses Ref: 1743.			5x2=10			5x2=10			10			


			4			To develop a well led, capable, motivated and entrepreneurial workforce			b) An engaged, motivated and effective workforce: To deliver the Trust's vision of being a leading provider of healthcare to women, babies and their families through a highly engaged, motivated and effective workforce
Risk: staff are not engaged, motivated and aligned to the vision and values of the Trust resulting  in poor patient experience and health outcomes , poor reputation and impact on the Trust’s ability to recruit and retain the best.
Ulysses Ref: 1744.			4x4=16			4x2=8			8			


			4			To develop a well led, capable, motivated and entrepreneurial workforce			c) To maintain delivery of clinical services
Risk: Insufficient Junior Doctors or disruption to care/the environment in which care is given resulting in harm to patients, damage to organisational reputation and impact upon income and achievement of access targets.
Cause: Industrial action by Junior Doctors
Effect: Trust is unable to deliver clinical services.
Impact: Damage to reputation, income and access targets.
Ulysses Ref: 1909.			4x3=12			4x5=20			20			


			SA Ref			Strategic Aim			Principle risk			Initial Risk			Current Risk (with key control implemented)			Current Risk Rating			Target Risk Score


			5			To be ambitious and efficient and make the best use of available resources			a)To deliver the financial plan for 2015/16
Risk: The Trust does not deliver its financial plan or achieve the planned continuity of services ratio of 3 in 2015/16.
Ulysses Ref: 1661.			5x5=25			5x4=20			20			


			5			To be ambitious and efficient and make the best use of available resources			b) To deliver the financial plan for 2016/17 and beyond ensuring long term financial sustainability is achieved
Risk:  The Trust is not financially sustainable from 2016/17.
Ulysses Ref: 1663.			5x5=25			5x5=25			25			


			5			To be ambitious and efficient and make the best use of available resources			c)To take forward plans to develop services nationally and internationally
Risk:  Non-delivery of the expected return from expansion plans
Ulysses Ref: 1748.			4x4=16			4x4=16			16			


			5			To be ambitious and efficient and make the best use of available resources			d) Fail to achieve benefits from the IT Strategy
Risk: Failure to successfully deliver the IM&T Strategy.
Ulysses Ref: 1750.			4x4=16			4x3=12			12			


			5			To be ambitious and efficient and make the best use of available resources			e)   To develop a sustainable Genomic Centre                                                                                Risk: Potential loss of service following re-commissioning of genetics nationally - unsuccessful tender service cost.
Ulysses Ref: 1749.			4x4=16			4x4=16			16			
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Risk Profile by Strategic Aim


Low	To deliver Liverpool Women's Hospital strategic intention 	To deliver SAFE services	To participate in high quality research and to deliver the most effective outcomes	To deliver the best possible experience for patients and staff	To develop a well led, capable, motivated and entrepreneurial workforce	To be ambitious and efficient and make the best use of available resources	0	0	0	0	0	0	Minor	To deliver Liverpool Women's Hospital strategic intention 	To deliver SAFE services	To participate in high quality research and to deliver the most effective outcomes	To deliver the best possible experience for patients and staff	To develop a well led, capable, motivated and entrepreneurial workforce	To be ambitious and efficient and make the best use of available resources	0	0	0	0	0	0	Moderate	To deliver Liverpool Women's Hospital strategic intention 	To deliver SAFE services	To participate in high quality research and to deliver the most effective outcomes	To deliver the best possible experience for patients and staff	To develop a well led, capable, motivated and entrepreneurial workforce	To be ambitious and efficient and make the best use of available resources	0	9	1	1	2	1	Extreme	To deliver Liverpool Women's Hospital strategic intention 	To deliver SAFE services	To participate in high quality research and to deliver the most effective outcomes	To deliver the best possible experience for patients and staff	To develop a well led, capable, motivated and entrepreneurial workforce	To be ambitious and efficient and make the best use of available resources	1	3	0	0	1	4	


Risk Profile by Risk Rating


Low	Minor	Moderate	Extreme	0	0	14	9	
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		Agenda item no:

		16/57







		Meeting:

		Board of Directors







		Date:

		5 February 2016







		Title:

		Safety, Effectiveness and Experience (SEE) Report







		Report to be considered in public or private?

		Public







		Where else has this report been considered and when?

		Clinical Quality Governance Committee – November 2015

Governance and Clinical Assurance Committee - November 2015







		Reference/s:

		-







		Resource impact:

		None







		What is this report for?

		Information 

		x

		Decision 

		

		Escalation 

		

		Assurance 

		x







		Which Board Assurance Framework risk/s does this report relate to?

		All







		Which CQC fundamental standard/s does this report relate to?

		Good Governance







		What action is required at this meeting?

		To receive the report and note the contents







		Presented by:

		Allison Edis, Deputy Director of Nursing & Midwifery







		Prepared by:

		Governance Team







This report covers (tick all that apply):

		Strategic objectives:



		To develop a well led, capable motivated and entrepreneurial workforce

		



		To be ambitious and  efficient and make best use of available resources

		



		To deliver safe services

		



		To participate in high quality research in order to deliver the most effective outcomes

		



		To deliver the best possible experience for patients and staff

		







		Other:



		Monitor compliance

		

		Equality and diversity

		



		Operational plan

		

		NHS constitution

		











		Publication of this report (tick one):



		This report will be published in line with the Trust’s Publication Scheme, subject to redactions approved by the Board, within 3 weeks of the meeting

		



		This report will not be published under the Trust’s Publication Scheme due to exemptions under S21 of the Freedom of Information Act 2000, because the information contained is reasonably accessible by other means

		



		This report will not be published under the Trust’s Publication Scheme due to exemptions under S22 of the Freedom of Information Act 2000, because the information contained is intended for future publication

		



		This report will not be published under the Trust’s Publication Scheme due to exemptions under S41 of the Freedom of Information Act 2000, because such disclosure might constitute a breach of confidence

		



		This report will not be published under the Trust’s Publication Scheme due to exemptions under S43(2) of the Freedom of Information Act 2000, because such disclosure would be likely to prejudice the commercial interests of the Trust

		
























1	Introduction and Summary



This report provides a comprehensive update on performance, achievements and concerns across the Trust. It should be noted that since this report was published the CQC have made the decision to discontinue their Intelligence Monitoring Reports.





2	Key Themes 



Key risks identified are:



· The risk, highlighted in the Quarter 1 SEE Report, regarding a lack of assurance regarding the quality processes around Point of Care Testing remains. There is a lack of cohesion regarding Alder Hey working with the Trust and it has been questioned whether they have sufficient resources to keep this Trust safe. An improvement notice has been issued to the provider and performance metrics are being monitored via regular meetings with them,

· The Safeguarding Annual Report was published this Quarter; it highlighted that the need for a clear pathway of accountability and assurance for safeguarding children and adults was picked up as part of a thematic review. A clear pathway will ensure compliance with the relevant statutory frameworks,

· 178 incidents awaiting review in the Web Holding File.



Key successes identified are:

· The Clinical Audit Annual Report was published this quarter and showed that 98% of the recommendations from audits had resulted in fully implemented changes in practice, an increase from 75% in the previous year,

· The Safeguarding Team have helped launch a Trust Dementia Strategy, in conjunction with Royal Liverpool University & Broadgreen Hospitals NHS Trust, 

· The Trust Duty of Candour Policy has now been circulated with Ulysses Duty of Candour training sessions being held during November 2015,

· Further strong progress with safeguarding training,

· 36 complaints recorded, a marked decrease from the 51 received in the second quarter of the previous year.





3	Conclusions



In response to feedback, the report provides more detail in the Executive Summary of triangulated risks, themes and successes. The imminent appointment of a Head of Risk, Compliance and Assurance will assist greatly in furthering collaboration and triangulation,



The Clinical Commissioning Group has viewed the Quarter 1 SEE report. They felt a combined report in this format provided assurance and was suitable for submission as evidence for the Trust’s quarterly Quality Schedule,



The report will continue to evolve further as feedback is received. When GACA considered this report in November they committed to commissioning a deep dive into an issue of particular concern or note each time they received the report in the future.




4	Recommendations



The Committee are asked to note the report.





5	Appendices
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			Summary Description


			14/15


			15/16


			Narrative Summary





			


			


			Q4


			Q1


			Q2


			





			SAFE


			Claims and Litigation


			-


			458


			478


			Number of open claims at the end of the quarter


Number settled by Quarter





			


			


			10


			6


			2


			





			


			Reports on Prevention of Future Deaths


			0


			0


			0


			Total issued following inquests held in the quarter





			


			Incidents: Patient


                Staff


Visitor / Contractor / Member of    Public


			609


			695


			738


			Total reported where a patient has been identified


Total reported where staff have been named in the incident 


Total reported where a visitor / contractor / member of public is identified.





			


			


			486


			515


			491


			





			


			


			7


			24


			17


			





			


			RIDDOR reported incidents


			2


			1


			0


			Number of staff  RIDDOR’s reported


Number of staff days lost to sickness following RIDDOR incident


Number patient RIDDOR’s reported 





			


			


			62


			86


			88


			





			


			


			0


			0


			0


			





			


			StEIS


			4


			4


			6


			Number Serious incidents reported


Number Serious incidents currently open of the system





			


			


			19


			17


			19


			





			


			Never Events


			0


			1


			1


			Confirmed StEIS ‘Never Events’





			


			CAS Alerts


			35


			21


			40


			Number of alerts issued in the quarter


Number beyond closure date





			


			


			0


			0


			0


			





			


			Safeguarding Vulnerable Adults


			No data


			46


			44


			Number of Adult Safeguarding concern’s referred (inc DV)





			


			Safeguarding Vulnerable Children


			No data


			180


			288


			Number of Child Safeguarding concerns referred (inc DV)





			


			Domestic Abuse


			No data


			170


			156


			Number of Domestic Abuse concerns referred





			


			Allegations against staff


			No data


			1


			0


			Number of safeguarding allegations raised





			


			Number of MCA referrals


			No data


			6


			24


			Number of referrals made





			


			Number of DoLs referrals


			No data


			1


			2


			Number of referrals made





			


			Emergency Preparedness: unplanned events


			2


			0


			1


			Number of major or business continuity incidents





			


			Number of policies out of date


			15


			17


			16


			11 currently out for consultation, 4 in process of review and 1 not currently being reviewed





			


			Infection Control; C-difficile 


			0


			0


			0


			





			EFFECTIVE


			NICE


			0%


			28%


			0%


			Percentage of Guidelines Breached





			


			Internal Audit


			83%


			-


			-


			Percentage of audits that provide assurance (from Baker Tilly annually)





			


			Clinical Audit


			15%


			25%


			20%


			Percentage of completed audits that provide limited assurance (exc baseline audits)





			


			CQC Intelligence Monitoring Risks Identified





			2


			1


			-


			Number of red risks 


(Published every 6 months)


Number of amber risks





			


			


			5


			3


			-


			





			EXPERIENCE


			Complaints


			32


			39


			36


			Number of complaints received


Number of Complaints due for response 


Number not responded to within timescale agreed divisionally


Number of responses without an appropriate action plan


Number of PALS contacts





			


			


			34


			37


			34


			





			


			


			0


			0


			7


			





			


			


			0


			0


			0


			





			


			


			177


			122


			102


			





			


			Friends and Family: Inpatient


			-


			-


			26% (95%)


			Response Rate 
(satisfaction rate)





			


			Friends and Family: A&E


			-


			-


			31% (97%)


			Response Rate 
(satisfaction rate)





			


			Friends and Family: Maternity


			5%


			-


			4%


(97%)


			Antenatal Care Response Rate 
(satisfaction rate)





			


			


			7%


			-


			5%


(96%)


			Birth Response Rate 
(satisfaction rate)





			


			


			15%


			-


			12%


(93%)


			Care on postnatal ward Response Rate 
(satisfaction rate)





			


			


			2%


			-


			1%


(100%)


			Postnatal community provision Response Rate 
(satisfaction rate)





			


			Friends and Family: Staff


			73%


			-


			-


			Received once a year via the National Staff Survey





			


			Ombudsman


			0


			1


			1


			Complaint responses appealed to the Ombudsman
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Executive Summary 





The Q2 SEE report provides a comprehensive update on performance, achievements and concerns across the Trust.  





Key risks identified are:


· The risk, highlighted in the Quarter 1 SEE Report, regarding a lack of assurance regarding the quality processes around Point of Care Testing remains. There is a lack of cohesion regarding Alder Hey working with the Trust and it has been questioned whether they have sufficient resources to keep this Trust safe. An improvement notice has been issued to the provider and performance metrics are being monitored via regular meetings with them,


· The Safeguarding Annual Report was published this Quarter; it highlighted that the need for a clear pathway of accountability and assurance for safeguarding children and adults was picked up as part of a thematic review. A clear pathway will ensure compliance with the relevant statutory frameworks,


· The 3 risks and 1 elevated risk in the latest CQC Intelligent Monitoring Report,


· 178 incidents awaiting review in the Web Holding File.





Key successes identified are:


· The Clinical Audit Annual Report was published this quarter and showed that 98% of the recommendations from audits had resulted in fully implemented changes in practice, an increase from 75% in the previous year,


· The Safeguarding Team have helped launch a Trust Dementia Strategy, in conjunction with Royal Liverpool University & Broadgreen Hospitals NHS Trust, 


· The Trust Duty of Candour Policy has now been circulated with Ulysses Duty of Candour training sessions being held during November 2015,


· Further strong progress with safeguarding training,


· 36 complaints recorded, a marked decrease from the 51 received in the second quarter of the previous year.








Key themes identified from triangulation are:


· Appointment issues, particularly the length of waits for patients, have been highlighted both within complaints & in reported incidents. The clinic appointment queues are escalated to the services on a weekly basis, with the number of patients waiting for appointments by month. All staff within the patient admin team reception areas use standard processes to check all patients into outpatient attendances.


· Staff attitude has been raised within informal contacts with the PALS team, in complaints. There is likely to be some correlation between this issue and the Risk highlighted in the CQC Intelligence Monitoring Report around Staff Friends & Family, 


· Slips and Trips feature in both the claims section of this report and within the reported incidents. As well as regular training sessions the Health & Safety Manager now has a regular column in WOTW to raise awareness of health & safety issues and give advice, including a feature on slips and trips.






SAFE





Risk Escalation Monitoring Report 





The Trust risk register currently comprises of 279 risks with 235 risks being non-corporate and aligned and managed by the services.


22 risks have been escalated to the corporate register and are monitored by the corporate risk committee and 22 risks are aligned to the Board Assurance Framework with oversight by the Trust Board in accordance with the Risk Management Strategy.





A risk register template has been developed for use by all service areas to accompany their risk register reports when tabled at the corporate risk committee. This report provides details of any risks added, closed or require escalation to the corporate risk register or the BAF and a section that identifies the reason escalation is proposed, the relevant committee at which the proposed escalation has been agreed at and what actions are requested of the corporate risk committee.





All BAF risks have an executive lead as the identified owner to ensure that the risks are managed. Going forward it is also planned to identify an executive lead for all the corporate risks.





Table 1 below details the distribution of Trust risks listed by Directorate


It is noted that 15 blanks are identified in the risk distribution by Directorate graph which upon investigation relate principally to risks on the BAF. Certain risks on the BAF may not relate to a specific Directorate and therefore no Directorate is identified. 





Table 1:








Table 2 details all Trust risks and their affiliated NPSA domains. The ‘impact on patient safety’ domain is the highest attributed domain which is in keeping with the number of clinical service risks.


The domain field is still blank for 33 Risks, which still require assignment to an NPSA domain.











Table 3 demonstrates the risk rating for all Trust risks.


There are 2 risks with blank risk ratings. The reason for this is that when version 1 of a risk is created an initial risk score is determined and entered onto the system, however the current risk score has not been populated by the person entering the risk and thus appears as a blank risk rating.








Table 2								Table 3





Table 4 details numbers of risks added and closed within Q2 and the service to which the risk is aligned.


 Table 4:


			Risks Added in Q2/2015-16





			Risk Register Type 


			Directorate 


			Total





			Non-Corporate


			Facilities & Estates


			4





			Non-Corporate


			Financial Services


			1





			Non-Corporate


			Genetics


			2





			Non-Corporate


			Gynaecology And Surgical Servi


			3





			Non-Corporate


			Hewitt Centre (RMU)


			1





			Non-Corporate


			Human Resources


			1





			Non-Corporate


			Maternity And Imaging


			4





			Non-Corporate


			Neonatal And Pharmacy


			1





			Non-Corporate


			TEST Directorate


			1





			Corporate


			Gynaecology And Surgical Servi


			1





			Corporate


			IM & T


			1





			BAF


			Governance


			3





			Total added


			 


			23

















			Risks closed in Q2/2015-16





			Risk Register Type 


			Directorate 


			Total





			Non-Corporate


			Genetics


			3





			Non-Corporate


			Governance


			3





			Non-Corporate


			Gynaecology And Surgical Services


			8





			Non-Corporate


			Hewitt Centre (RMU)


			1





			Non-Corporate


			Maternity And Imaging


			10





			Non-Corporate


			Medicines Management


			2





			Non-Corporate


			Neonatal And Pharmacy


			6





			Corporate


			Governance


			9





			BAF


			Neonatal And Pharmacy


			1





			Total closed


			 


			43














In the last quarter the Risk team has addressed the following issues raised in the last report:





· Activated the domain field on the Risk management web system to make it possible for all new risks have the domain field populated by the reporter of the risk and also made it mandatory, which will eliminate the opportunity to not populate this field..


· Whilst some progress has been made in assigning risks to an NPSA domain, there remain 33 risks that are not currently allocated on the Risk management system. The Risk team aim to address the remaining assignments by the end of November. 


· The Risk team have explored activating the current risk rating matrix as mandatory to ensure that all risks entered onto the risk register will always have a current risk score. Unfortunately, whilst the intention was to make both the severity and likelihood  fields which determine the risk score  mandatory, it proved possible to make only one of these mandatory, which would not provide the functionality required. This has been passed on to the system provider for exploration.



Recommendation(s)





· The Risk team continue their work to ensure all risks are assigned a domain by the end of November.








Incidents 


 


Trust –Wide Incident Reporting Trends (All incident types)





In total 956 incidents were reported in quarter 2 of 2015/16.  The table below provides a summary of the total number of all reported incidents by service.






			


			Reporting Period 2015/16 Q2


			





			Directorate 


			July


			August


			September


			Total





			Women’s and Children’s Services


			


			


			


			





			Genetics


			15


			4


			12


			31





			Gynaecology And Surgical Services


			56


			43


			55


			154





			Anaesthesia


			3


			0


			1


			4





			Catharine Suite


			1


			0


			1


			2





			Hewitt Centre (RMU)


			3


			2


			8


			13





			Maternity 


			153


			181


			153


			487





			Imaging


			4


			3


			6


			13





			Neonatal 


			35


			28


			32


			95





			Pharmacy


			1


			1


			4


			6





			Cheshire, Merseyside Neonatal Transport Team


			26


			11


			15


			52





			Corporate Services


			


			


			


			





			Booking, Scheduling And Admin


			13


			17


			22


			52





			Facilities & Estates


			7


			2


			3


			12





			Financial Services


			0


			1


			1


			2





			Governance


			1


			2


			0


			3





			Human Resources


			1


			1


			1


			3





			IM & T


			4


			7


			16


			27





			Monthly Totals


			323


			303


			330


			956











Review of Q2 incident reporting trends has identified that:  





The total number of incidents reported during 2015/16 Q2 was 956 representing a 5.4% increase against 2014/15 Q1 which was 907 reported incidents. 





The Trust wide daily incident report generated from Ulysses continues to be monitored by the risk team to identify rapidly any potential serious incidents.





The Trust wide Web Holding File daily reports continue to be generated from Ulysses and circulated to managers. Also a weekly service specific Web Holding File report is sent to the relevant managers to assist in timely review of incidents. A web holding file report on the number of incidents managed and waiting to be merged by the risk team has now been implemented to monitor the merging activity.








Clinical Incidents Trends and Themes 





The total number of reported clinical incidents affecting patients was 791. In the summary table on page 2 the number of incidents in which a patient has been identified is 738. This can be explained by the fact that some clinical incidents did not include patient details and other clinical incidents have included more than one patient. It has been recognised that some staff do not add patient details even though the incident involves a patient. 





The risk team plan to remind staff of the importance of including patient details for incidents involving patients during the Ulysses Duty of Candour training sessions being held throughout November 2015. Following this training the risk officers will produce a regular report that will identify which clinical incidents do not have patient details included. This will allow the risk team to identify trends and areas for improvement so that additional training/ support can be provided. 





The Top 3 reported patient safety incidents by category and area:





* The top four have been included here as the staffing issue in CMC if categorised under Gynaecology would bring staffing levels equal third


** Catharine Suite incident numbers were too low to identify a top three 


*** The remaining percentage of incidents in the Hewitt Centre were single incidents





			 


			Reporting Period 2015/16 Q2


			 


			 


			 





			 


			July


			Aug


			Sept


			Total Number of Reported Clinical Incidents


			Top 3 as a % of Reported Divisional Total


			Top 3 as a % of Reported Corporate Total





			Women's and Children's Services


			 


			 


			 


			 


			 


			 





			Genetics


			


			


			


			


			


			





			Investigations


			8


			3


			5


			16


			57%


			2%





			Patient Records / Identification


			3


			0


			1


			4


			14%


			<1%





			Communication


			3


			0


			1


			4


			14%


			<1%





			Gynaecology And Surgical Services


			


			


			


			


			


			





			Investigations


			5


			5


			6


			16


			13.5%


			2%





			Communication 


			8


			2


			5


			15


			12.7%


			1.8%





			Patient Records / Identification


			6


			5


			3


			14


			11.8%


			1.7%





			Staffing Levels *


			8


			3


			2


			13


			11%


			1.6%





			Anaesthesia


			


			


			


			


			


			





			Clinical Management


			2


			0


			0


			2


			50%


			<1%





			Equipment


			1


			0


			1


			2


			50%


			<1%





			Catherine Suite **


			


			


			


			


			


			





			Staffing Levels


			1


			0


			0


			1


			100%


			<1%





			Hewitt Centre (RMU) ***


			


			


			


			


			


			





			Communication


			0


			0


			3


			3


			30%


			<1%





			Equipment


			1


			2


			2


			3


			30%


			<1%





			Maternity 


			


			


			


			


			


			





			Clinical Management


			23


			32


			24


			79


			18.5%


			9.9%





			Administration / Discharge / Planning


			24


			27


			20


			71


			16.6%


			8.9%





			Haemorrhage


			23


			19


			9


			51


			11.9%


			6.4%





			Imaging


			


			


			


			


			


			





			


			0


			0


			0


			


			


			





			Neonatal 


			


			


			


			


			


			





			Medication


			12


			7


			16


			35


			38.4%


			4.4%





			Equipment


			4


			7


			3


			14


			15.3%


			1.7%





			Infection


			5


			3


			1


			9


			9.8%


			1.1%





			Pharmacy


			


			


			


			


			


			





			Medication


			1


			0


			1


			2


			100%


			<1%





			Cheshire, Merseyside Neonatal Transport Service


			


			


			


			


			


			





			Ambulance Related


			8


			3


			4


			15


			30.6%


			1.8%





			Clinical Management


			3


			1


			4


			8


			16.3%


			1%





			Equipment


			3


			1


			4


			8


			16.3%


			1%





			Corporate Services


			


			


			


			


			


			





			Booking, Scheduling And Administration


			


			


			


			


			


			





			Appointment Error


			4


			5


			8


			17


			39.5%


			2.1%





			Patient Records / Identification


			4


			4


			2


			10


			23.2%


			1.2%





			Communication


			2


			2


			5


			9


			20.9%


			1.1%





			Financial Services


			


			


			


			


			


			





			


			0


			0


			0


			


			


			





			Facilities and Estates


			


			


			


			


			


			





			Communication


			0


			0


			1


			1


			100%


			<1%





			Governance


			


			


			


			


			


			





			Patient Records / Identification


			1


			1


			0


			2


			100%


			<1%





			IM & T


			


			


			


			


			


			





			Patient Records / Identification


			3


			4


			14


			21


			91.3%


			2.6%





			IT Problems


			1


			1


			0


			2


			8.6%


			<1%





			Total Number of Reported Patient Safety Incidents managed in this time frame


			


			


			


			


			


			



























The table below shows the top ten cause groups of the patient safety incidents and the percentage of incidents with the same cause group across the Trust:





			Cause Group 


			Incidents reported across the Trust with Cause Group


			% of Incidents reported across the Trust with Cause Group





			Clinical Management


			108


			13.60





			Admission / Discharge / Transfer


			87


			10.96





			Communication


			82


			10.33





			Patient Records / Identification


			78


			9.82





			Medication


			73


			9.19





			Haemorrhage


			51


			6.42





			Injury


			49


			6.17





			Investigations


			46


			5.79





			Equipment


			45


			5.67





			Staffing Levels


			37


			4.66











Emerging Themes 





Using the same ‘top 3’ approach more detailed analysis of the incident categories has been undertaken to identify a number of emerging themes in relation to the category of incident and severity of patient harm resulting from these incidents.  


 


The majority of incidents below have been graded as no or low harm. However it must be noted that not all incidents that occurred in Q2 have been managed by reviewers and therefore are not included in the analysis below. 





1 Clinical Management 


 


			 


			1 Near Miss


			2 No Harm


			3 Low Harm / Minor


			4 Moderate Harm - Moderate


			5 Severe Harm


			6 Death Caused by a PSI


			7 Death Not Caused by a PSI





			Treatment / Procedure - Delay/Failure				


			1


			12


			1


			1


			


			


			





			Shoulder Dystocia


			


			6


			7


			1


			


			


			





			Failure To Follow Clinical Guidelines


			3


			3


			1


			


			


			


			











Actions taken include:


· Induction of Labour process has been reviewed 


· Discuss in general at handover importance of documentation/ record keeping.


· The clinic appointment queues are escalated to the gynaecology service on a weekly basis, with the number of patients waiting for appointments by month.


· Moderate Harm Incidents:


· The Shoulder dystocia incident was reviewed and the panel concluded that the procedure was rushed and did not allow time for each manoeuvre to work, they felt unable to provide actions to prevent recurrence as the procedure is so unpredictable.


· The Treatment delay incident involved repeated efforts on the part of the Trust, Community midwifery and external provider to get a patient to attend an appointment to receive Anti-D. The patient failed to comply, the External provider then arranged to make a home visit





2 Admission Discharge and Transfer





			


			1 Near Miss


			2 No Harm


			3 Low Harm / Minor


			4 Moderate Harm - Moderate


			5 Severe Harm


			6 Death Caused by a PSI


			7 Death Not Caused by a PSI





			Discharge - Planning Failure


			


			27


			4


			 


			 


			 


			 





			Transfer To Other Trust


			


			7


			2


			


			 


			 


			 





			Capacity Issue


			3


			5


			


			


			 


			 


			 











Actions taken include:


· NICU to assess cot situation daily


· Review of discharge process and IT solution also to have laminated reminders on top of all computer terminals to remind staff to complete a community referral.








3 Communication 





			


			1 Near Miss


			2 No Harm


			3 Low Harm / Minor


			4 Moderate Harm - Moderate


			5 Severe Harm


			6 Death Caused by a PSI


			7 Death Not Caused by a PSI





			Communication Failure - Within Team


			


			23


			5


			


			 


			 


			 





			Communication Failure -Outside The Immediate


			1


			9


			4


			


			 


			 


			 





			Communication Failure - With Patient


			


			8


			2


			


			 


			 


			 














Actions taken include:


· Discharge process and Meditech to be reviewed to allow referral to community midwife be a part of the discharge letter.


· All staff within the patient admin team reception areas use standard processes to check all patients into outpatient attendances


· Discussion with staff re importance of adequate transfer handovers.





When staff are reviewing incidents that are judged to be potential for improvement, which should therefore generate an action, this is still not consistently being recorded appropriately within Ulysses. Action details are frequently recorded in the outcome section of the reviewers form. Therefore when reports are generated from the system it would appear that no action has been taken. Staffs have been reminded of the “add action” function in Ulysses via risk forums. In order to improve compliance staff will also be reminded to add actions when undergoing Ulysses Duty of Candour training sessions being held during November 2015. 


The quality of the actions will also be discussed during this training as it has been noted by the risk team that frequently actions documented are relating to immediate actions and do not address preventative action. 





A weekly incident report detailing all closed incidents rated as moderate harm and above has been developed for Quality assurance checking and to consider if any of these incidents require escalation to a serious incident and whether Duty of Candour applies. This report is currently monitored by the risk team. 





The revised Being Open and Duty of Candour policy (V1.1) is now on the intranet and the proposed patient information leaflet explaining Duty of Candour has been disseminated to staff. Therefore during November 2015 the risk officers will provide training regarding the Ulysses recording of Duty of Candour with a view to activating the automatic Duty of Candour section within Ulysses on 30/11/2015.








Serious Incidents and Never Events 





There were six serious incidents submitted to StEIS as per NHS England StEIS reporting criteria during 2015/16 Q2 with one of these incidents being a Never event.





The chart below provides a brief overview of the reported StEIS serious incidents and their current status





			Service


			StEIS No. & Ulysses No.


			StEIS Reported Date


			StEIS Report Due Date 


			StEIS Reporting Criteria &


LWH  Reference Summary


			RCA and Action Plan to CCG





			Maternity





			2015/22576


Ulysses: 36962


			01/07/2015


			24/09/15


			Maternity/obstetric incident:


Meeting SI criteria- baby only





Unexpected admission to the neonatal unit following an emergency ventouse delivery


			Investigation report submitted to CCG on 21/09/15





			Gynaecology


			2015/ 22867


Ulysses:


36979





			06/07/2015


			28/09/2015


			Unexpected death- Major hematemesis





NB this has since been closed by the CCG as the death was due to natural causes 


			Investigation completed and report submitted 06/10/2015. Report delayed due to waiting for PM report.





			Maternity


			2015/26925


Ulysses:


37388


			12/08/2015


			04/11/2015


			Surgical error:





Small bowel perforation following elective C/S.


			Investigation completed and report in progress





			Gynaecology


			2015/28324


Ulysses:


36568





			26/08/2015


			11/11/2015


			Small bowel resection and formation of ileostomy following gynaecological surgery.


			Investigation in progress





			Gynaecology


			2015/29529


Ulysses: 37721





			10/09/2015


			03/12/2015


			Surgical invasive procedure meeting SI criteria:





Total abdominal hysterectomy performed. Recto-vaginal fistula identified. Patient will require a de-functioning colostomy.


			Investigation in progress





			Maternity


			2015/30450


Ulysses:37829


			18/09/2015


			11/12/2015


			Medication error meeting SI criteria





5 fold increase in insulin dose


			Investigation in progress














Lessons learnt from serious incidents reported in Q1 2015/16





			





Service





			StEIS No & Ulysses No.


			


StEIS Reporting Criteria &


LWH  Reference Summary


			


Root causal issues/ contributory issues identified


			


Lessons learnt








			Gynaecology


			2015-16605


Ulysses:


			Delayed diagnosis of endometrial cancer


			Root Causes:


ICE issues


· Failures in the use of the ICE system 


· ICE SOP not updated


· Monitoring of results which have not been reviewed








MDT issues:


· Failure to include the patient on the MDT list: 


· Inadequate failsafe for histology’s reporting a cancer: During the discussions it 


· Lack of an agreed SOP for listing patients onto the MDT





Contributory factors:


· Failure to track the patient: 


· Incorrect location on the histology result: 


· Derivation of the pathology list for the MDT from a sister site: 


· Queue system for appointments: Capacity for clinics and the need for a queue 


· Administrative support for consultant staff: 


· Laboratory default system for previous histology results


			ICE issues:	


· Develop and deliver extended ICE reviewing training


· Review the ICE SOP policy and associated SOPs


· Explore the possibility of an automated system to monitor results not viewed


· Complete the work to implement electronic requesting 


	


MDT issues:	


· Develop SOPs for the MDT to include the generation and management of MDT lists









































Contributory factors:


Review and re-issue the SOP for tracking patients


· Feedback to the individual nurse who reviewed the result


· Complete the work on the planned capacity report 


· Review allocation of PAs to consultants


· Audit of forms which require a default





			Gynaecology


			2015- 17522


Ulysses:


			Surgical error. During a laparotomy a stage 4 sigmoid cancer was identified and a loop colostomy was performed. A further laparotomy was required that identified intra abdominal sepsis with a loop colostomy incorrectly sited distal to the sigmoid tumour.





			Root Causes:


· Failure to investigate the sub-acute obstruction present when the patient attended the MDT on 15/04/2015


· The wrong piece of bowel was taken to the surface during the loop colostomy procedure at this Trust. 


· Lack of colo-rectal assistance during the operation on 08/05/2015 at this Trust. 
































Contributory factors:


· Distraction from an adjoining theatre





			· The Oncology MDT should consider flexible sigmoidoscopy for patients with advanced disease and /or clinical signs of sub-acute obstruction	


· A tissue biopsy should be obtained for a definitive diagnosis prior to deciding an oncology management plan	


· Joint surgery should be arranged for complex patients were there is a high risk of bowel involvement /complications during gynaecological surgery. Complete the work to produce an SOP for arranging joint surgery





· In cases where joint surgery has not been pre-arranged and difficulties are encountered with bowel involvement during gynaecological surgery and a colo-rectal surgeon is not available to assist then an oncology surgeon should be called to be a second surgeon. Letter to all consultants and the Theatre Manager advising them of this action





· Feedback to the wider service by disseminating the investigation findings at theatre meetings and at Divisional Risk Committee.








			Gynaecology


			2015-17693


Ulysses:


			Never Event: Swab inside a glove retained in a patient’s vagina following Total Laparoscopic Hysterectomy & BSO despite the swab count being declared correct at the end of the operation. 


			Root Causes


· Lack of leadership: 


· Failure to follow the Standard Operating Procedure for swab counts: 


· Inadequate detail in the SOP: 


























Contributory factors:


· The lead surgeon left the theatre before the surgery sign out was completed: 


· Choice of equipment


· Lack of clarity of theatre nurses roles on the afternoon in question


			· Provide training for theatre team leaders which includes expectations of their leadership role


· Review the Swab, Needle and instrument checks SOP to ensure that the swab and instrument wipe board process is clear


· Review the Swab, Needle and instrument checks SOP to ensure that the additional count process is clear


· Provide refresher training for relevant staff regarding the Swab, Needle and instrument checks SOP, in particular the counting process





Contributory factors:


· Review WHO “Sign –out” process Complete the trial of occlusion balloons / equipment and make a recommendation for a suitable device to be routinely used for this procedure 


· Review the theatre team brief / safety huddle process to include a discussion of the level of experience of staff and to ensure there is a clarity of roles for the supervisor /circulator








			Gynaecology


			2015-17736


Ulysses:


			Patient underwent laparotomy, total abdominal hysterectomy, BSO and omentecomy. Post operatively the patient became unwell, was nursed in HDU then deteriorated and required ITU care. Transferred to ITU and subsequently passed away in external Trust.


			Root Causes


Lack of a thorough assessment of the bowel following the repair of the serosal tear: 






























































Contributory factors:


· Delay in a CTPA scan being performed to eliminate a PE


· Pressure on the oncology lists resulting in some operations not having as much time allocated as the surgeons would prefer


· The patient appeared well in herself so a peritonitis was not suspected


			· The MD and CD for Gynaecology are to re-inforce to surgeons the expected standards for documenting operation notes and that for oncology patients the Somerset database should be used to record surgery.





· Issue prompts to remind surgeons that if an unexpected bowel injury occurs then they need to perform a thorough check of the bowel and to clearly document the check. The prompts will be via amending the operation page in case notes, laminated copies of the requirements to be displayed in theatre areas and expanding the WHO checklist to include this prompt.





Contributory factors:


· Clinical Governance Lead to write to Clinical Director of Radiology at the external Trust to ask for comment on the delay and future management 


· Another Oncologist has been appointed to join the team. Oncology theatre lists will be reviewed in light of this appointment 

















Performance by Service – Reported Incident Investigations and Closure 





As stated earlier in this report regular automated reports for the Web Holding File continue to assist managers in monitoring the number of incidents waiting to be managed in Ulysses. However the table below, detailing the status of incidents in the Web Holding File in the reporting period, indicates that there remains an issue of merging incidents into the live system in preparation for uploading incidents to NRLS. The risk officers currently aim to merge incidents on a daily basis, though with changes to contracted hours and leave commitments this has not always been achieved, and upload to NRLS weekly. A daily web holding file report on the number of incidents managed and waiting to be merged by the risk team has been developed to monitor the merging activity. However it must be noted that in the table below it may appear that incidents from July are still waiting to be merged this could be due to the fact that the incidents have only recently been managed by the service. 





The table below details the position of the web holding file on the 30th September 2015, and shows the status of the incidents by area for the months they were reported in (NB not the month that the incidents occurred).











NRLS Upload Assessment of Trust NRLS Reporting Status 





The NRLS reporting data for the period 1st October 2014 to 31st March 2015 reported that 1323 incidents were submitted within the agreed timeframe to the NRLS by 31st May 2015.





The latest NRLS report identified the Trust as the second highest reporter of incidents benchmarked against 19 acute specialist organisations.





Tables 1 & 2 below outline the degree of harm and incident type categories that were reported within this period that have been managed and submitted to the NRLS.





Table 1: Degree of harm for the incidents uploaded to the NRLS:-








			No Harm





			Low 


			Moderate


			Severe


			Death





			823





			387


			99


			12


			2











In comparison with the acute specialist organisation cluster this Trust reports a higher proportion of low, moderate and severe harm incidents. Again the grading of incidents to ensure that actual, not potential, harm is recorded will be included in the Ulysses training being delivered during November.





There were 2 incidents categorised as death both of which were reported and investigated as Serious Incidents and have action plans in progress. 








The published NRLS report for the period October 2014- Mar 2015 inclusive cites that the Trust notified 12 severe harm incident s in the period, though at the time of preparing this report, this figure cannot be confirmed by the Risk team, the Ulysses system provider, or NRLS. The following table shows the identified incidents and findings of investigations into the discrepancy.





			LWFT


Identif’d Cases


			Ulysses Audit trail additions


			LWFT


Identif’d Cases


			Ulysses Audit trail additions


			Comment / outcome





			34525


			-


			34525


			Serious Incident


			Completed action plan.





			34864


			-


			34864


			Serious Incident


			Completed action plan SI closed by CCG.





			-


			-


			34725


			Level 1


			Classified as Death NOT caused by Patient Safety Incident





			34904


			-


			34904


			Level 2 ‘Formal review’


			Review of management of CS at full dilatation.





			34907


			-


			34907


			Level 2 ‘Formal review’


			Care appropriate, issue in respect of use of cell salvage. Equipment procurement  outcome.





			35180


			-


			35180


			Level 1


			Outcome: Enterotomy register





			35432


			-


			35432


			Level 2 ‘Formal review’


			Aggregate review instigated





			35248


			-


			35248


			H&S Assessment


			Staff fall, room reviewed for hazards – no issues.





			-


			35545


			35545


			Level 2 ‘Formal review’


			Incident down-graded to moderate harm on Ulysses





			-


			36411


			-


			Level 2 ‘Formal review’


			Incident down-graded to moderate harm on Ulysses














NRLS propose that an official request is made through NHS England to identify the specific IDs of the incidents included in the report.


Two of the severe harm incidents were escalated and investigated as a serious incident, both action plans have been completed and one SI closed by commissioners the other awaits feedback from Knowsley CCG. Five of the incidents were subject to formal review, 2 had level 1 reviews and one resulted in a health and safety assessment of the area in which a fall occurred, which found no hazardous issues.





Recommendations from this report: 


Deliver training for reviewers of incidents during November to include:


1. A reminder that patient details must be appropriately entered in the ‘People involved in the incident’ section of  the report for  incidents involving patients.


2. If an action is required it should be documented in the “add an action” section in Ulysses


3. Actions should address preventative measures not just record immediate actions


4. Grading of incident s must ensure that actual, not potential, harm is recorded.






Non-clinical Incidents (Health and Safety Incidents)





In the 2nd Quarter (01/07/2015 – 30/09/2015) there were 59 non clinical Health & Safety incidents, of which, 30 were staff related incidents, 25 were organisational (non-clinical) related incidents and 4 related to patients, visitors or members of the public.   There is a significant increase in incidents this quarter, with a 50% increase in staff related incidents and a near 75% rise in organisational incidents.  Further analysis of this increase will be outlined following the breakdown of incidents table below:





			


			SERVICE AREA


			





			


			MATERNITY  INC. N ICU


			GYNAECOLOGY


			SPECIALIST SERVICES


			ESTATES & FACILITIES INC. SECURITY


			CORPORATE FUNCTION


			IMAGING & PHARMACY


			TOTAL





			STAFF INCIDENTS


			





			MOVING AND HANDLING


			0


			0


			0


			0


			0


			0


			0





			PHYSICAL ASSAULT


			0


			0


			0


			0


			0


			0


			0





			VERBAL ABUSE


			0


			2


			1


			0


			0


			0


			3





			PERSONAL INJURY /  ILL HEALTH


			8


			2


			0


			2


			2


			0


			14





			NEEDLESTICK INJURIES


			8


			1


			0


			2


			0


			0


			11





			SLIPS, TRIPS & FALLS (non-clinical)


			1


			0


			0


			1


			0


			0


			2





			TOTAL STAFF


			17


			5


			1


			5


			2


			0


			30





			ORGANISATIONAL


			





			COSHH


			0


			1


			0


			0


			0


			0


			1





			ENVIRONMENTAL ISSUES


			0


			0


			0


			1


			0


			0


			1





			FIRE


			0


			0


			0


			0


			0


			0


			0





			INFRASTRUCTURE


			0


			0


			0


			0


			0


			0


			0





			PLANT & NON-MEDICAL DEVICE / EQUIPMENT


			


0


			


0


			


0


			


0


			


0


			


0


			


0





			SECURITY


			16


			2


			0


			3


			2


			0


			23





			WORK-RELATED STRESS


			0


			0


			0


			0


			0


			0


			0





			TOTAL ORGANISATION


			16


			3


			0


			4


			2


			0


			25





			VISITORS / CONTRACTORS / MEMBERS OF THE PUBLIC INCIDENTS


			





			ILLICIT DRUGS


			0


			0


			0


			0


			0


			0


			0





			PERSONAL INJURY / ILL HEALTH


			0


			0


			0


			0


			0


			0


			0





			SLIPS, TRIPS & FALLS (non-clinical)


			0


			0


			0


			0


			0


			0


			0





			PHYSICAL ASSAULT


			0


			0


			0


			0


			0


			0


			0





			VERBAL ABUSE


			0


			0


			0


			0


			0


			0


			0





			TOTAL VISITORS ETC.


			0


			0


			0


			0


			0


			0


			0





			PATIENT INCIDENTS


			





			PERSONAL INJURY / ILL HEALTH


			0


			0


			0


			0


			0


			0


			0





			SLIPS, TRIPS & FALLS (non-clinical)


			1


			1


			0


			0


			0


			0


			2





			PHYSICAL ASSAULT


			0


			0


			0


			0


			0


			0


			0





			VERBAL ABUSE


			1


			0


			0


			0


			0


			0


			1





			SECURITY


			1


			0


			0


			0


			0


			0


			1





			TOTAL PATIENTS


			3


			1


			0


			0


			0


			0


			4





			OVERALL TOTAL


			36


			9


			1


			9


			4


			0


			59











Staff Incidents





Summary


Of the 30 staff related incidents, the majority occurred in the Maternity (including Neonates) service area, 17 in total.  The Gynaecology Services reported 5 incidents.  There were 5 incidents reported for Estates and Facilities, with the Corporate Functions reporting 2 staff incidents collectively.





Emerging Trends


Closer analysis identified A 50% increase in ‘personal injury/ill health’ as the category recording the highest number of incidents, 14 in total for this quarter, the highest number of incidents being reported from within the Maternity services, 8 in total.  There were no obvious trends or causes and most involved minor bumps and bruising (collision/contact).





Needlestick injuries increased in this quarter from 4 incidents in quarter 1 to 11 in quarter 2.  There were no trends and no high risk injuries.  However, there again appears to be incidents of poor disposal and the need for liaison with the medical staffing training team to review training materials and highlight the need for appropriate disposal.





There was a significant near miss incident involving two cytotoxic sharps containers being found within linen that had been sent out of the hospital to the linen contractors.  The area from which to sharps boxes came was easily identifiable from the boxes.  An internal H&S investigation was commenced on the day that the incident occurred:





Initial investigation identified that a small anteroom is used to hold used sharps boxes and soiled linen; boxes to the left and linen to the right.  The assumption was that the two boxes must have been accidently picked up during the soiled linen collection.  However, the boxes were actually wrapped in linen and inside a linen bag when found.





H&S Advisor and area managers walked through the possible scenarios of how this may have happened and as a result the following process changes were initiated and communicated to all staff on the unit:  





· Staff must ask patients when they are being admitted if they have a sharps box with them to return; if they do then it is immediately taken from them and disposed of straight away in the appropriate storage place. 





· Used sharps boxes and soiled linen have been further segregated in the storage area by means of introducing a large transit box in which used sharps boxes must be placed as opposed to previously having been left stacked on the floor next to bags containing soiled linen.





· The unit acknowledged and informed its staff of the potential seriousness of this incident.





Organisational Incidents (non-clinical)





There were 25 incidents related to non-clinical Health & Safety categories, an increase of 75% from the last reporting period.  Further analysis has shown that the majority of these incidents involved Security (23).  Trust is losing 10 tags per month at a cost of £1000.





Emerging Trends





The significant rise in Security related incidents were, in the main, due to staff and Security personnel now reporting all baby tagging related incidents (14) in order to identify trends, where and why the alarms are being activated.





Commencing in September, 2015, the LSMS took on the role of lead for management of the baby tagging system and the following changes have been implemented:





· All baby tagging incidents are now recorded on Ulysses


· Physical test of system on a monthly basis by the Estates Team


· An amnesty of missing tags managed via Communications Team


· Regular random spot checks on whether all babies are tagged 


· Security report on all baby tagging false alarms to quantify the numbers reported and trends


· Baby tagging risk assessment reviewed and revised – risk reduced with mitigation


· Delivery Suite & Neonatal Unit are happy to operate without a baby tagging system with mitigation in place


· IT involvement in future meetings as interacts with other systems, software need to move from physical servers to a virtual service – implications here for CIP opportunity





Of the 14 baby tagging incidents, all were false alarms in the main due to staff suspending and then discharging the wrong alarm or not putting the two parts of the alarm together properly.  There is a clear training issue which is being addressed with a new procedure around discharging tags being disseminated amongst staff, with posters and literature being placed near to the pc that holds the system software.





Thefts and evidence of an intruder out of hours within urogynaecology have again been raised.  LSMS have liaised with Security to monitor.





Incidents involving Visitors / Contractors / Members of the Public





There were four incidents involving patients during this quarter.  There were two incidents of slips, 1 within gynaecology and 1 within maternity.  Both patients were assessed and observed as per protocols with minor bumps and bruising reported.





RIDDOR (Reporting of Injuries, Diseases and Dangerous Occurrences Regulations)





There have been no incidents reported in this quarter. 





Working days lost due to RIDDOR reported incidents totalled 88 in this quarter; this is attributable to the on-going staff absence due to a RIDDOR reportable incident in January 2015.





The Trust is required to submit RIDDOR reportable incidents to the HSE within prescribed timescales. Persistent late reporting exposes the Trust to potential prosecution for non-compliance with the regulations.








Health and Safety Committee 





The Health & Safety Committee meeting met on 23rd July, 2015, this was a rescheduled meeting from June 2015; the June meeting was postponed due to number of apologies and lack of administration support.





The main agenda items for the H&S Committee meeting were:





1. To receive and support the Occupational Health report


2. To receive and support the Fire Safety report


3. To receive and support the annual Needlestick Injury Report 2014/15


4. To ratify the Toy Safety and Cleaning Policy


5. Security Update (new standing item)


· SRT


· Lone Worker Audit


· CRT Compliance


· Security Risk Assessment & Action Plan





6. Risk Register Reviews (new standing item)





Emergency Preparedness Resilience & Response (EPRR) 





On 2nd September, 2015, a break Virgin Media’s external cabling resulted in a loss of Remote Access (Citrix/RAS) and the ability to make an outside call from the Trust. 





It was expected to be some hours until Virgin were able to fix the cable and the following actions were instigated within the organisation:-





· Mobile Telephones were supplied to key areas on the Crown Street site, giving those areas the ability to make outside calls.


· Community Midwives were informed and were able to work with paper based processes until remote access resumed.


· Aintree Clinics had access to Meditech – but not to other functions such as ICE – paper based/telephony processes were used.


· Some Direct dial lines were not accessible by the public – switchboard re-routed calls if public dialled “0” for assistance


· IT Helpdesk calls were rerouted to extension 4344 – and were answered by the Meditech Team.





All services were restored within 24 hours and business continuity plans appear to have worked well.  EPRR Lead awaiting full debrief from IT.





An audit of major incident planning was due to undertaken on 30th September, 2015, however the CCG representative did not keep the appointment and has rescheduled for November, 2015.  All relevant documents were reviewed and revised, where needed, and in line with the recent internal audit of EPRR and gaps identified in business continuity.  





Further changes will be made to the major incident plan documents as NHS England have communicated that the term ‘major incident’ shall only be used in the traditional meaning, e.g. a major rail crash.  Future Internal Significant incidents are classified as three levels:





Level 1 – 	minor disruption/incident (e.g. incident expected to be fully resolved and 


closed within 24 hour; limited impact on patient and staff safety)





Level 2 – 	internal disruption/incident (e.g. disruption of a number of critical services likely to last for more than 1 working day; significant impact on patient and staff)





Level 3 – 	significant business continuity incident (e.g. incident expected to impact on critical services for more than 48 hours; wide spread disruption, loss of a major or multi occupancy site)





CAS Alerts 





100% of the 40 CAS Alerts received in this quarter were responded to within their deadline targets.  No alerts breached the expected deadline dates during this period and none were carried forward from previous periods.









Claims and Litigation 





One Clinical Negligence claim and one Public Liability claim settled within Quarter 2. The incident dates for those claims are detailed in Table 1.





Table 1 


			Incident Date of Settled Claims: Q2





			         20/09/2006





			        18/07/2014











Table 2 highlights the number of current open claims by Division.





Table 2                                                                       





                                            


Themes generated from Claims by Division     


 


Tables 3, 4, and 5 below illustrate the litigation trends relating to open claims within the respective Divisions





Table 3 - Themes: Open Maternity and Imaging Divisional Claims











Table 4- Themes generated from Open Gynaecology and Surgical Services cases




















Table 5- Themes generated from Open Neonatal and Pharmacy cases











Employers Liability / Public Claims 





There are currently 3 open Employer Liability claims, one slip on a wet floor, one trip over a pharmacy store box and one fractured thumb sustained while applying TED stockings.  No claims closed or settled during this quarter.  





There are 3 open Public Liability claims.  2 claims closed against LWH as they were passed on to G4S (slip on wet floor) and one claims settled in the sum of £1,800 in respect of a needle-stick injury. 





Table 6: Open Employer and Liability Public Liability Claims: 












Clinical Negligence Claims: Settled and Closed Claims by Division.





Maternity and Imaging Division








Settled Claims 





Table 7 provides a summary of the one clinical negligence claim that settled during Q2. 





			Reason for Claim


			Amount Awarded


			Legal Cost





			Emergency Caesarean Section, subsequent abdominal wall sepsis/necrotising fasciitis requiring a necrosectomy and open wound.  Claimant developed a sinus which was required excision and anabdominoplasty. This has resulted in abdominal wall weakness/ scarring and persistent back pain.





			 


£101,223.00


			


£299,313.00











Recommendations/Changes/Actions Required





1 Failure to diagnose infection in a timely manner 





A significant number of changes have been introduced regarding control of and treatment of wound infections since this incident in 2006. Changes include: 


a) Escalation to a senior doctor on 3rd visit to the Emergency Room within the same episode;


b) Patients’ GP to be notified for formal follow-up after discharge from Hospital for wound review;


c) Antomicrobial formulary was amended to include Necrotising Fasciitis;


d) Information Board in the ER to be used to notify wound surveillance nurse of wound infections;


e) Continued training in respect of wound infections;








Closed Claims – Nil Damages


   


Four Maternity and Imaging Division claims closed during Quarter 2 (Table 8).





  Table 8


			Reason for Claim


			Incident date 


			Legal Cost





			1 .Alleged Negligent Emergency Caesarean  Section/Forceps delivery.  Baby sustained fractured left humorous and left Erb’s palsy (posterior shoulder)


			 12/07/2009





			


£950.00





			2 Failure to perform Glucose Tolerance Test resulting in Shoulder Dystocia; Erb’s Palsy and Perineal 3rd Degree tear


			22/11/2011 


			£1034.00





			3.Alleged negligent Ventous Delivery resulting in injury to baby’s eye (Ptosis)


			12/01/2001 


			£00.00





			4. Alleged Failure to administer epidural; Second degree tear & Post Traumatic Stress Disorder


			15/01/2014 


			£1300.00











Reasons for Closure Maternity and Imaging Claims – Nil Damages





1. Alleged Negligent Caesarean Section - At Caesarean Section, the baby’s head was delivered by forceps due to 	difficult access (floating head) secondary to polyhydramnios.  The Obstetrician was unaware of any difficulty delivering the shoulders or body.  He confirmed that he did not use excessive traction or deviate from his standard practice.  The Baby was noted to have a congenital abnormality of the left hand and arm which may have been a factor.  There was no evidence of sub-optimal care.





A Letter of Response was sent to the Claimant’s Solicitor detailing the above.  We have had no further communication from the Claimant’s Solicitor and the NHSLA have now closed the file.  It is however possible that the claim will re-open as it will not be time-barred until 2030.


	


2. Alleged failure to undertake glucose tolerance test (GTT) in pregnancy  - The patient had a family history of diabetes resulting in delivery complicated with shoulder dystocia and the baby sustaining an Erb’s Palsy:


a) Meditech has been improved to establish a process for organising tests e.g. GTTs and midwifery staff have been informed that this process must be used;


b) Community Midwives have been informed that they must refer to risk assessments created at booking appointments to gain assurance that the pregnancy in question has been correctly categorised as low risk and to identify any pending investigations or treatments required.





A robust letter was served on the Claimant’s Solicitor repudiating the claim on the basis that:


i. Had a GTT been performed, it is likely to have led to closer maternal monitoring and induction of labour by no later than term.  


ii. had an ultrasound scan been offered at 34 weeks gestation to assess fetal weight, this would not have altered the mode of delivery which is likely to have resulted in delivery some 7 days earlier;


iii. delivery 7 days earlier would not have made a significant difference to the birth weight and there was no evidence therefore that this would have reduced the risk of shoulder dystocia and the resulting Erb’s Palsy. 





The Claimant’s Solicitor has notified LWH that they were no longer proceeding with this claim. The Claimant does however have the right to instruct another firm of solicitors in respect of the Erb’s Palsy claim which will not be time-barred until 2032.





 


3. Alleged Negligent Ventous Delivery - A robust letter was served on the Claimant’s 


Solicitor repudiating the claim on the basis that:


i. There was no evidence of injury in the neonatal period;


ii. This was likely to be a congenital ptosis of unknown aetiology as is case for nearly all cases of congenital ptosis	





There was no evidence of negligence and no areas of learning were identified.  The Claim will not however be time-barred until 2022 should the family choose to instruct another firm of solicitors.





4. Alleged Failure to administer epidural; Second degree tear & Post Traumatic Stress 


Disorder:


i. There has been an increase in maternity staffing which will help to facilitate the increased level of monitoring required for patients with epidurals;


ii. Weekly monitoring of epidural rates has been introduced in order to  identify on problems in providing this form of pain relief;


iii. The second degree tear is a recognised complication of childbirth and there was no suggestion that the delivery was conducted negligently.  The tear was recognised and treated appropriately








Gynaecology and Surgical Services


       


 No Gynaecology claims settled in Quarter 2





Closed Claims 





Two Urogynaecology Group Action claims closed during Q2 (table 9) with costs agreed under the Protocol amounting to £17,277.00.  No damages were paid.





      Table 9


			Reason for Claim


			         Incident Date


			Legal Cost





			The following claims relate to  the Urogynaecology Group Action


			


			





			Inappropriate Procedure; Poor Technique GFR Bladder damage


			13/11/2006


			£8,444.00





			Inappropriate Procedure; Poor Technique GFR Bladder damage


			10/06/2004


			    £8,833.00


















Recommendations/Actions Required Closed





The lessons learned and actions agreed in respect of the above Urogynaecology Group         Action Claims were reported at points i – ix in the previous SEE report.  





Non Clinical  Claims; Settled  and closed Claims


One Public Liability claim settled during Q2 in respect of a G4S support worker who            sustained a needle-stick injury whilst removing a clinical waste bag.  





Two Public claims closed during Q 2.





      Table 10 


			Reason for Claim


			Amount Awarded


			Legal Cost





			1   Needlestick injury. Inappropriate disposal of a syringe in a clinical waste bag. No defence.


			 


£1,800.00


			


£2,298.00











Recommendations/Changes/Actions following settlement or closure of Employer & Public Liability Claims 





a) Needle-stick injuries appear to coincide with new intakes/rotation of junior doctors.  The Health & Safety Manager is working with the Training Team around issues of poor disposal and the risk of injury to colleagues;


b) Slips and Trips feature in regular training sessions.  In addition, The Health & Safety Manager now has a regular column in WOTW to raise awareness of health & safety issues and give advice on the featured subjects.  This will include a feature on slips and trips.





Neonatal and Pharmacy 


No Neonatal or Pharmacy Divisional Claims settled or closed during Quarter 2


Prevention of Future Deaths/Coroners Concerns 





No PDF requests were received during Quarter 2.









Safeguarding Children 





Female Genital Mutilation (FGM)





Robust processes for Trust wide data collection is currently being picked up by Matron Gill Diskin to ensure compliance with the new legislation and data collection for submission. 





In order to agree process, the Head of Safeguarding at Liverpool Women's NHS Foundation Trust – Mandy McDonough has met with Community Development Worker with Liverpool Community Care Trust, Afrah Qassim and now sits on the Harmful Practices Steering Group, working alongside the Police Crime Commissioner and Local Authority tackling abuse within black and minority ethnic communities. This group will be responsible for further developing Pan-Merseyside Policy and procedure, raising awareness among professionals and practitioners of harmful practice such as Forced Marriage, Honour Based Violence and Female Genital Mutilation. Until a local Pan-Merseyside Policy is agreed between all agencies, data collection and responses to FGM are not robust.








Safeguarding Supervision 





Lack of trained Safeguarding Supervisors to manage/support staff dealing with child protection cases (this is on the risk register). Supervision Policy for LWH completed and ratified. Currently costing for NSPCC Supervision Course for the 5 day Training Course is £8,000. This will allow 14 staff to be trained as Supervisors. A TNA has indicated 10 LWH staff require this training, therefore the extra 4 places could be utilised by fellow local healthcare providers who require this training at a cost to their organisation.








External Partnership Working 





Multiple safeguarding referral processes in place for different local authorities. This is a concern for operational staff of LWH and has a potential to allow miscommunication between Health and the Local Authority. This has been escalated to Jane Lunt (CCG Chief Nurse) and the LSCB by Mandy McDonough and Dianne Brown.





Head of Safeguarding Mandy McDonough is now part of a Task and Finish Group, being led by the Police Crime Commissioner, looking at how Local Authorities, Police and Health can improve how agencies work together, information share and overall fulfil their statutory responsibilities. This will be fed back to the group as it progresses.








Sudden Unexpected Death of an Infant (SUDI) / Serious Case Reviews (SCR)





There is only one SCR open to LWH with one remain outstanding action relating to Safeguarding Supervision Training








Safeguarding Training





Safeguarding Level 1 and 2 programmes are accessible via National Learning Management System (NLMS) and commenced in August 2015.  All staff must complete the Level 1 and 2 Safeguarding Children and Adults training even if they have completed previous safeguarding training booklets and remain compliant; this is due to the amount of changes incorporated with this new training.





Safeguarding Children Level 3 training has been moved from the Clinical Combined Study Day to the Safeguarding Study Day along with Safeguarding Adults Level 3 Training and PREVENT (WRAP) Training. The Safeguarding Study Day was created so that staff not compliant can receive training first as well as managers reporting that it was easier to release staff for a full day of training as opposed to half a day sessions. This will also allow a higher positive trajectory in compliance for all three sessions. This new Training delivery will ensure future Trust staff compliance with the legislative requirements for Safeguarding.





Mental Capacity Act (MCA) and Deprivation of Liberty Safeguards (DoLS) e-learning training has been developed and the Trusts Learning and Development department are currently publishing the training online (NLMS) so staff can access the training. This should be available in October 2015.





Dementia Basic Awareness training has been embedded into Level 1 and 2 safeguarding training, with further training in Tier 2 and 3 available for all staff to access.








Safeguarding Adults 





Dementia and Learning Disabilities





The Supporting Patients with a Cognitive Impairment Policy (joint dementia and learning disabilities) has been agreed at the Equality and Diversity Committee and is currently out for consultation. As part of the Supporting Patients with a Cognitive Impairment strategy, Safeguarding are in discussions with IT services on developing a system for alerting the Safeguarding team on future admissions to facilitate reasonable adjustment assessments to be completed.





In conjunction with Royal Liverpool University Hospital, Broadgreen Hospital NHS Trust the dementia strategy has now been launched in the Trust. Specifically focused on in-patients this includes each patient receiving information on the services we provide, specific assessment tools for carers and staff to complete and carer feedback forms. Currently a similar process is under development for patients with a learning disability.





Whilst the number of Safeguarding Adult referral remains constant this quarter has seen a rise in the number of referrals relating to support in compliance with the Mental Capacity Act (MCA) 2005, Deprivation of Liberty Safeguards (DoLS) and the Equality Act 2010 for reasonable adjustments. This can be attributed to the on-going educational programme regarding MCA and also the introduction of a flagging system for all patients with dementia and learning disabilities.





Of note, both DoLS referrals were managed appropriately using an Urgent Authorisation and did not require an assessment for a Standard Authorisation due to being discharged within the Urgent Authorisation period. 








Safeguarding Risks





There is currently one risk relating to the Trusts Board Assessment Framework (1732) which was reviewed at Hospital Safeguarding Board and it was agreed to propose a reduction in the risk score from 20 to 15 due to the completed progress in the Safeguarding Service.





All risks pertaining to safeguarding that are currently open on the Trusts Corporate Risk Register were reviewed and due to the amount of changes and the age of some of the risk items; it was decided to archive all items and ensure all new versions contain the appropriate wording, controls and actions to manage the risks. 








Safeguarding Annual Report





With this past year being both exciting and possibly one of its most challenging in respect to ensuring the Liverpool Women's NHS Foundation Trust (LWH) respond effectively and efficiently to the challenges of safeguarding both its patients and staff.





Despite the significant challenges through organisational changes and budgetary constraints, over the last year, in response and preparation for a ‘Themed’ Care Quality Commission (CQC) Inspection, a complete top to bottom review of the internal governance and Team arrangements that existed within the Trust relating to safeguarding those at risk of abuse has been completed. This review identified the need for a clear pathway of accountability and assurance for safeguarding children and adults, to ensure compliance with the relevant statutory frameworks. The review also identified a weakness in communication between the Safeguarding Team and our internal staff and external partners.





Much of the focus over the last year has been responding to the necessary changes and establishing the preparatory work necessary to successfully adapt to the new challenges. Over the coming year the Safeguarding Team has identified several priorities, which are outlined within the report, all of which are central in supporting core activities in safeguarding children and adults. 








Safeguarding Referral Process





The new Safeguarding referral process has now been launched (07/09/15); this will ensure the safeguarding team can control and manage safeguarding cases, inform LWH staff of accurate and up to date external correspondence and capture appropriate performance data to report. 


The new safeguarding alert form is using the same system as our Web Incident Forms (Ulysses), this is beneficial as staff have already been trained in using this system and require little training and also the form takes approx. 5 mins to complete meaning that there is little or no impact on the referrers operational or clinical commitments. 





For increased accessibility the Safeguarding Alert form has been placed on all LWH computers desktops, this process will be continually tested and monitored for effectiveness and performance. 








Safeguarding Adult Reviews / Domestic Homicide Reviews





Currently there is no ongoing Safeguarding Adult Reviews, and only two Domestic Homicide Reviews (DHR’s) in progress that involves LWH








Safeguarding Polices and Guidance





Children’s policy


Allegations against Staff


Safeguarding Supervision






EFFECTIVE





NICE Guidance 





NICE guidance is monitored by the Clinical and Quality Governance Committee. The Medical Director and Clinical Governance leads assess all released guidance and identify any that is relevant to this Trust. This is then allocated to a lead, who is expected to make an assessment of the Trust position and compliance against the guidance. During this quarter the following guidance has been applicable to this Trust:





June 2015:


Twenty Nine pieces of NICE guidance was released of which 5 were applicable to the Trust.  





July 2015: 


Eighteen pieces of NICE guidance was released of which 3 were applicable to the Trust





August 2015:


Fourteen pieces of NICE guidance was released of which 6 were applicable to the Trust





			Guideline ID & Title


			Guidance Lead


			Month Issued


			Month Allocated


			Assessment Due


			Breached





			QS37 Postnatal care


			Clare Fitzpatrick


			June 15


			Aug  15


			October 15


			No 





			QS89 Pressure Ulcers 


			Ruth Stubbs


			June 15


			Aug  15


			October 15


			No





			QS90 Urinary Tract Infection in Adults 


			Ruben Trochez


			June 15


			Aug  15


			October 15


			No





			NG13	Workplace policy and management practices to improve the health and wellbeing of employees


			Michelle Turner


			June 15


			Aug  15


			October 15


			No





			IPG522 Hysteroscopic morcellation of uterine leiomyomas (fibroids)


			Adel Solton


			June 15


			Aug  15


			October 15


			No





			QS94	Obesity: prevention and lifestyle weight management in children and young people


			Jenny Butters


			July 15





			Sept 15


			November  15





			No





			MTG25  3M Tegaderm CHG IV securement dressing for central venous and arterial catheterisation sites


			Debbie Rice/Pat Ryder


			July 15





			Sept 15


			November  15


			No





			IPG528 Insertion of a double catheter balloon for induction of labour in women without previous caesarean section


			Andrew Weeks


			July 15





			Sept 15


			November  15


			No





			TA354	Edoxaban for treating and for preventing deep vein thrombosis and pulmonary embolism


			Jo Topping


			Aug 15


			Sept 15


			November  15


			No





			QS97 Drug allergy: diagnosis and management


			Dave Patrick


			Aug 15


			Sept 15


			November  15


			No





			QS98 Nutrition: improving maternal and child nutrition


			Jenny Butters


			Aug 15


			Sept 15


			November  15


			No





			NG15	Antimicrobial stewardship: systems and processes for effective antimicrobial medicine use


			Tim Neal/Paul Skipper


			Aug 15


			Sept 15


			November  15


			No





			NG17	Type 1 diabetes in adults: diagnosis and management


			Tejpal Purewal/ David Patrick


			Aug 15


			Sept 15


			November  15


			No





			NG18	Diabetes (type 1 and type 2) in children and young people: diagnosis and management


			Purewal Tejpal


			Aug 15


			Sept 15


			November  15


			No











Guidance released in September 15 is not discussed and allocated until October Clinical Governance, this will be reported in the next SEE report.








Clinical Audit 





A report detailing progress is produced by each specialty within the Trust on a quarterly basis. This is considered at the Clinical Audit Committee and at local quality meetings. The dashboard below provides an overview of progress as of the end of this quarter:





			Lead Specialty


			Red 1


			Red 2


			Amber


			Green 1


			Green 2


			Abandoned / Withdrawn


			


			Total Audits 





			Neonatology


			 


			3


			6


			1


			2


			3


			


			15





			Maternity


			8


			2


			6


			3


			3


			2


			


			24





			Gynaecology


			1


			4


			7


			3


			3


			 


			


			18





			Theatres & Anaesthesia


			5


			2


			3


			 


			1


			 


			


			11





			Hewitt Centre


			 


			1


			2


			 


			 


			1


			


			4





			Genetics


			1


			 


			5


			 


			 


			1


			


			7





			Imaging


			 


			 


			2


			 


			 


			 


			


			2





			Safeguarding


			 


			 


			2


			 


			 


			 


			


			2





			TOTAL


			15


			12


			33


			7


			9


			7


			 


			83














			Key





			Audit not yet Registered


			Red 1





			Audit In Progress


			Amber





			Audit Report and Action Plan Received


			Green 1





			Evidence of Implementation Received


			Green 2





			Audit is past intended completion date


			Red 2











At the beginning of each year each audit is assigned a priority level. This is based on where it fits in with wider Trust priorities, known risks, complaints and a range of similar metrics. The following table shows audits broken down by priority level, in a similar way to the reports prepared by the Trust’s internal auditors do.





			


			Red 1


			Red 2


			Amber


			Green 1


			Green 2


			Abandoned / Withdrawn


			


			Total Audits 





			Very High (1)


			5


			1


			9


			3


			2


			3


			


			23





			High (2)


			4


			6


			11


			3


			5


			1


			


			30





			Medium (3)


			2


			4


			8


			1


			1


			2


			


			18





			Low (4)


			 


			1


			5


			 


			1


			 


			


			7





			Not Yet Classified


			4


			 


			 


			 


			 


			1


			


			5





			TOTAL


			15


			12


			33


			7


			9


			7


			 


			83











Each of the specialties are scheduled to produce their own detailed bi-annual report looking at all of their audits. These reports are presented at the Clinical Audit Committee and are then disseminated within the relevant specialty. The reports include details on the progress of all audits, their assurance level, any recommendations and update on progress towards making changes in practice.





The reports also discuss any additional audits that may be required for reasons such as newly released guidance or a trend in incidents. Any audits that are abandoned are discussed and the reasons for abandonment evidenced in full.



Outcomes Benchmarking


As part of the monitoring of services the Trust utilises the Capita Healthcare Knowledge System (CHKS).  CHKS uses the clinical codes submitted monthly by all Trusts (Hospital Episodes Submission Data) in a way that allows us to benchmark our outcomes against a selected peer group of similar Trusts. We can then use this intelligence as an extra asset when seeking assurance or identifying and acting on any outliers





Because this compares Trust data with those of our peers there is a time lag as we await data submission from others; this report therefore shows data for Quarter 1 (April – June 2015). 





The ‘Change’ column shows variation compared to the previous quarter. ‘Peer Range’ identifies whether the Trust is in the worst performing 25% of Trusts (Red area), the best performing 25% of Trusts (Green area) or the middle 50% (Amber area); no numeric scale is available for this column.














The following metrics are those in which the Trust is rated Red in the Peer Range column (ie: it is in the lowest performing 25% of Trusts in its Peer Group).





Average Length of Stay for Emergency Caesarean Delivery
The average length of stay for an emergency caesarean delivery was 4.8 days. This is 4% longer than the previous period and 9% longer than the average of our Peer Trusts. If the Trust's length of stay was in line with the peer average there would have been 117 fewer inpatient days this quarter for emergency caesarean deliveries. It should be noted that the Trust's average length of stay for elective caesarean sections was 7% below the peer average this quarter.





Mortality


The mortality rate in the current period is 31% lower than the previous period but is 113% above than the average of our Peer Trusts. As a specialist Trust it is difficult to make exact comparisons with peers, particularly where some patients may actively choose this Trust as a positive environment in which to spend their final days. The Trust has therefore commissioned specialist reviews of its handling of mortality, which identified no specific issues. It also holds mortality and morbidity investigations looking into each death that occurs here, examining the quality of treatment and care received in every case.





% Other Puerperal Infections


The current period is 78% worse than the previous period and 28% worse than the average of our Peer Trusts. There were 64 patients coded as suffering a puerperal infection this period. Puerperal infections have previously been raised as an issue by CQC - investigation by clinicians and coding staff along with a clinical audit found no issues of concern regarding care.








Care Quality Commission 





The Intelligent Monitoring Report (IMR) prepared for the Trust by the CQC remains the one from May 2015 that was included in the Q1 report. A high level summary is presented below. 














Elevated Risk





The IMR summary highlights an ‘Elevated risk’ for a Whistleblowing alerts. Any on-going whistleblowing case leads to the allocation of an elevated risk; the Trust has been aware of this status for some time and continues to work closely with the CQC to address it. The Trust is also working with Monitor and has engaged auditors to assist in this process. The Chief Executive holds regular coffee mornings as part of a programme of Executive level engagement that seeks to encourage staff to be more open with concerns they may have. This helps facilitate early investigation and intervention when required.





Risk


The IMR summary highlights 3 indicators assigned ‘Risk’ status as outlined below:


1. Composite indicator In hospital mortality- Paediatric and congenital disorders and perinatal mortality.
This was highlighted in the December IMR and the Trust responded by conducting a review of neonatal mortality which was reported to GACA. The report concluded that the apparently high neonatal mortality rate for all babies born at LWH is a reflection of the complex case mix cared for at LWH.  When the NNMR is corrected for the gestation profile, it is close to the national rate and if the high risk babies transferred into LWHFT antenatally are excluded, the NNMR is below the national NNMR.





2. NHS Staff Survey – The proportion of staff who would recommend the trust as a place to work or receive treatment. 
This indicator was also assigned ‘Risk’ status in the December 2014 IMR, reflecting the staff response in the 2013 NHS Staff Survey. This IMR reflects their response to the 2014 NHS Staff survey in which the LWH response again fell below that of other Specialist Acute Trusts. The Trust implemented the pulse survey in April 2013 as a mechanism for staff to provide regular feedback to managers.  The survey incorporates the Family and Friends staff questions.  Feedback to staff is displayed on staff information boards.  Following the 2014 Staff Survey, each department has been requested to identify 3 focus areas for improvement which will be monitored via Trust committees.  PULSE scores also now form a component of areas KPI’s and are included within PDRs. This indicator is mandated for inclusion in the Quality Account and in that the HR department has committed to:


· Further explore the question through existing forums, for example:


·  Making the question a standard item on team for discussion on meetings


·  Incorporating via executive director listening events


·  Conducting focus groups in departments where the number of staff who would recommend the Trust as a place to have care is low.





3. Maternity outlier alert: Puerperal sepsis and other puerperal infections.
An outlier response has been submitted to the CQC, which reported the case note review undertaken by 5 consultant obstetricians in response to the alert and  included an action plan developed with leadership from the Medical Director. This action plan included increasing awareness of the need for accurate recording of discharge diagnosis through the issue of a ‘Lesson of the Week’ to midwives and addresses some mis-coding issues, through the issue of advice on coding to coders and ongoing monitoring of coding accuracy. The Trust also included the early identification and treatment of sepsis in its ‘Sign up to Safety’ plan which succeeded in securing £100,000 of funding to support this improvement and the reduction of grade 2/3 Hypoxic Ischaemic encephalopathy














CQC  Assessment Visit – February 2015





The final report from this visit was received in late May 2015 and awarded the Trust an overall rating of “Good”. At the time of publication of the current SEE report, the Trust is awaiting a follow up visit by the CQC in which they will look at progress since their visit. 





The full report is available on the Trust website at:





http://www.liverpoolwomens.nhs.uk/Library/about_us/Performance/QRP/CQC_Report_May_2015.pdf 





A detailed action plan with a total of 34 actions across the CQC domains (Safe, Caring, Responsive, Effective and Well led) was developed to address the issues highlighted for improvement by the inspection team. Progress against the action plan was monitored at Executive led committees and groups and evidence supporting the changes made is available for provision to the CQC.






EXPERIENCE





Complaints 





In Quarter 2 the Trust received 36 complaints which is a marked decrease of 17 received in the second quarter of the previous year. 





During Quarter 2 there were 14 complaints received concerning Gynaecology & Surgical Services which is the same number as received in Quarter 1. Maternity received 16 complaints which is a considerable increase from Quarter 1. Administrative services received 3 complaints in this quarter. The reproductive medicine unit also received 3 complaints which is a reduction from 6 in Quarter 1





Complaints numbers for all services are shown below in Figure 1








 (
Figure 1 
- 
Complaint
s breakdown by service Quarter 2
) 

















Re-Opened Complaints





In Quarter 2 there were four re-opened complaints. Although this is a significant decrease from Quarter 1 it is still the intention to monitor the re-opened complaints figure closely in future. 





The table below shows the breakdown of areas of concern for Quarter 2.  Complaints about treatment and care accounted for 69% of complaints during this period. It is worth noting once again that poor communications and staff attitude, when combined, account for almost one third of complaints. Clearly this is an area that still needs to be addressed across the Trust to work towards a reduction in complaints. 








 (
Figure 2 – Complaints breakdown by area of concern
)











Breach of timescales


In September there were seven occasions when the timescale for complaints responses was not met and the complainant did not receive their letter of response within the agreed timeframe. This has been escalated to senior managers for action. 








Lessons Learnt From Complaints 





1. Poor staff attitude – It is disappointing to once again receive such a significant number of complaints relating to poor staff attitude. Although this is not often the sole reason for a complaint it is nevertheless mentioned in a high percentage. Resulting action plans typically include mechanisms for addressing poor staff attitude however it is recommended that the Trust continues to work with staff to achieve significant improvements.





2. Communication – Many complaints contain an element which describes poor communication. This can include not relaying information appropriately or correctly to patients as well as a breakdown of communications between teams and departments resulting in poor transition of care or delays in treatment.





3. Appointments / Administration – this covers a wide range of services and includes the lack of availability of suitable appointments and also the process for cancelling appointments which sometimes leads to referrals back to the GP. There have been several occasions when patients have arrived expecting surgery only to be told after a wait of several hours that their surgery is to be cancelled and a new date to be arranged. This causes understandable distress. The availability of results also causes concern for patients. 























Patient Advice And Liaison Service (PALs)





The Patient Experience Team has logged and managed 102 concerns through the PALS office in Quarter 2, which has prevented concerns escalating further to a complaint. This figure can only represent an approximate figure as they are taken from busy telephone lines and face to face contact on the corridors and in the waiting rooms of the hospital many of which are resolved on the spot and therefore not necessarily logged.





Lessons Learnt For PALS





1 Concerns about appointments - examples include:


· Not informed of changed Out Patient Department appointments arriving at hospital to be told it has been re-arranged. 


· Referred back to GP due to DNA when not aware they had Out Patient Department appointment. 


· Notification of the appointment arriving on the day of appointment 





Once again it is evident that appointments are causing most concern for our patients. 





2 Staff Attitude 


· Consultant made a patient feel belittled


· Community midwife – patient felt unsupported and there was a poor attitude. 


· Student did a scan, the patient was not asked for their agreement





3 Delay in results


· Embryologist results 


· Results from miscarriage clinic - more communication required regarding the anticipated length of time that it takes the clinic to obtain the results 


· Delay in receiving genetic results 








Patient Opinion





The CCG have agreed to fund a two year subscription with Patient Opinion for all Trusts across the Liverpool footprint. The Patient Experience Team is working jointly with colleagues in the Communications team to promote the use of Patient Opinion including the options of placing widgets on the Trust website. Widgets are a really good source of referring traffic to Patient Opinion and are a good way to direct people to leave feedback about our services. 





As part of this work, we will receive 200 coded postal feedback leaflets, 300 items of promotional material (posters, small cards) and a pop-up banner stand.





From the work that we do through Patient Opinion we will be able to run reports which will be combined with data received from other methods of feedback to identify trends and themes. 








Friends & Family





There are a number of projects to increase the uptake of Friends & Family responses. 


Maternity - The Friends & Family card is to become part of the discharge discussion, women will be asked to complete it before they leave the ward. It is anticipated that women will see it as something they need to do before they go home.





Community Midwives - Following discharge the Friends & Family card will be given at the initial home visit and put into the ladies’ pack. The card will be collected at the day 10 visit.


Our maternity matron is writing a business case bid to NHS England to provide kiosks for Friends & Family tests which will promote the responses from non-English speaking women and will also provide another option for women to use other than the cards.



Glossary of Terms and Acronyms 





CAS - Central Alerting System


CQC – Care Quality Commission


CTG – Cardiotocograph


DoLs – Deprivation of Liberty


EPRR - Emergency Preparedness, Resilience and Response


ESR - Electronic Staff Record


GFR - Glomerular Filtration Rate


HSCIC - Health & Social Care Information Centre


HSMR – Hospital Standardised Mortality Ratio


IOSH - The Institution of Occupational Safety and Health


LLETZ - large loop excision of the transformation zone


MCA - Mental Capacity Act


MEWS - Modified Early Warning Score


NHSLA – National Health Service Litigation Authority


NICE - National Institute for Health and Care Excellence


NRLS - National Reporting and Learning System


PALS – Patient Advice & Liaison Service


PFD – Prevent Future Deaths


PWC – Price Waterhouse Cooper


RIDDOR - Reporting of Injuries, Diseases and Dangerous Occurrences Regulations


StEIS - Strategic Executive Information System


SUS - Secondary Uses Service


SUI - Serious Untoward Incident


SEE – Safety, Effectiveness & Experience
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				Amber		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?

				Green		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?

				No Data		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?



				CQUINS		CCG

				RAG		Apr-15		May-15		Jun-15		Jul-15		Aug-15		Sep-15		Oct-15		Nov-15		Dec-15		Jan-16		Feb-16		Mar-16

				Red		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?

				Amber		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?

				Green		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?



				CQUINS		Spec Comms

				RAG		Apr-15		May-15		Jun-15		Jul-15		Aug-15		Sep-15		Oct-15		Nov-15		Dec-15		Jan-16		Feb-16		Mar-16

				Red		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		0		ERROR:#NAME?

				Amber		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		0		ERROR:#NAME?

				Green		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		0		ERROR:#NAME?



				Corporate

				RAG		Apr-15		May-15		Jun-15		Jul-15		Aug-15		Sep-15		Oct-15		Nov-15		Dec-15		Jan-16		Feb-16		Mar-16

				Red		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?

				Amber		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?

				Green		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?

				No Data		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?



				Safe Total

				RAG		Apr-15		May-15		Jun-15		Jul-15		Aug-15		Sep-15		Oct-15		Nov-15		Dec-15		Jan-16		Feb-16		Mar-16

				Red		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?

				Amber		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?

				Green		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?

				No Data		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?



				Effective

				Quality Strategy

				RAG		Apr-15		May-15		Jun-15		Jul-15		Aug-15		Sep-15		Oct-15		Nov-15		Dec-15		Jan-16		Feb-16		Mar-16

				Red		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?

				Amber		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?

				Green		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?

				No Data		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?



				Quality Schedule

				RAG		Apr-15		May-15		Jun-15		Jul-15		Aug-15		Sep-15		Oct-15		Nov-15		Dec-15		Jan-16		Feb-16		Mar-16

				Red		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?

				Amber		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?

				Green		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?

				No Data		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?



				CQUINS

				RAG		Apr-15		May-15		Jun-15		Jul-15		Aug-15		Sep-15		Oct-15		Nov-15		Dec-15		Jan-16		Feb-16		Mar-16

				Red		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		0		ERROR:#NAME?

				Amber		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		0		ERROR:#NAME?

				Green		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		0		ERROR:#NAME?



				Corporate

				RAG		Apr-15		May-15		Jun-15		Jul-15		Aug-15		Sep-15		Oct-15		Nov-15		Dec-15		Jan-16		Feb-16		Mar-16

				Red		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?

				Amber		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?

				Green		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?

				No Data		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?





				Effective All

				RAG		Apr-15		May-15		Jun-15		Jul-15		Aug-15		Sep-15		Oct-15		Nov-15		Dec-15		Jan-16		Feb-16		Mar-16

				Red		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?

				Amber		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?

				Green		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?

				No Data		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?





				Experience

				Monitor

				RAG		Apr-15		May-15		Jun-15		Jul-15		Aug-15		Sep-15		Oct-15		Nov-15		Dec-15		Jan-16		Feb-16		Mar-16

				Red		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?

				Amber		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?

				Green		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?

				No Data		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?



				Quality Strategy

				RAG		Apr-15		May-15		Jun-15		Jul-15		Aug-15		Sep-15		Oct-15		Nov-15		Dec-15		Jan-16		Feb-16		Mar-16

				Red		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?

				Amber		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?

				Green		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?

				No Data		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?



				Quality Schedule

				RAG		Apr-15		May-15		Jun-15		Jul-15		Aug-15		Sep-15		Oct-15		Nov-15		Dec-15		Jan-16		Feb-16		Mar-16

				Red		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?

				Amber		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?

				Green		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?

				No Data		ERROR:#NAME?		ERROR:#NAME?		0		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?



				Corporate

				RAG		Apr-15		May-15		Jun-15		Jul-15		Aug-15		Sep-15		Oct-15		Nov-15		Dec-15		Jan-16		Feb-16		Mar-16

				Red		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?

				Amber		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?

				Green		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?

				No Data		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?



				Experience All

				RAG		Apr-15		May-15		Jun-15		Jul-15		Aug-15		Sep-15		Oct-15		Nov-15		Dec-15		Jan-16		Feb-16		Mar-16

				Red		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?

				Amber		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?

				Green		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?

				No Data		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?





				Divisional Dashboards						Sourced Externally



				Gynaecology

				RAG		Apr-15		May-15		Jun-15		Jul-15		Aug-15		Sep-15		Oct-15		Nov-15		Dec-15		Jan-16		Feb-16		Mar-16

				Red		18		16		11		13		12		13		19		17		14		1		1		1

				Amber		3		4		3		2		4		5		2		2		1		0		0		0

				Green		55		58		62		66		65		63		61		63		67		0		0		0

				No Data		0		1		1		1		1		1		4		4		4		0		0		0

				Not Rated		0		0		0		0		0		0		0		0		0		0		0		0





				Genetics

				RAG		Apr-15		May-15		Jun-15		Jul-15		Aug-15		Sep-15		Oct-15		Nov-15		Dec-15		Jan-16		Feb-16		Mar-16

				Red		8		5		7		8		8		6		4		4		8		0		0		0

				Amber		3		2		6		5		2		2		1		0		0		0		0		0

				Green		15		19		13		13		16		18		21		22		18		0		0		0

				No Data		0		0		0		0		0		0		1		0		1		0		0		0





				Maternity

				RAG		Apr-15		May-15		Jun-15		Jul-15		Aug-15		Sep-15		Oct-15		Nov-15		Dec-15		Jan-16		Feb-16		Mar-16

				Red		22		24		25		19		18		24		19		18		17		0		0		0

				Amber		2		1		2		2		3		2		2		2		2		0		0		0

				Green		54		52		57		61		61		60		62		62		66		0		0		0

				No Data		3		3		3		3		3		6		4		5		9		0		0		0

				Not Rated





				Neonatal Care

				RAG		Apr-15		May-15		Jun-15		Jul-15		Aug-15		Sep-15		Oct-15		Nov-15		Dec-15		Jan-16		Feb-16		Mar-16

				Red		8		10		11		11		10		11		11		10		11		0		0		0

				Amber		1		2		3		1		2		3		2		1		0		0		0		0

				Green		27		24		22		24		24		21		23		25		25		0		0		0

				No Data		1		1		1		1		1		1		3		3		3		0		0		0

				Not Rated





				Surgical Services (Theatres)

				RAG		Apr-15		May-15		Jun-15		Jul-15		Aug-15		Sep-15		Oct-15		Nov-15		Dec-15		Jan-16		Feb-16		Mar-16

				Red		5		6		7		8		9		8		7		7		5		0		0		0

				Amber		3		3		2		1		1		1		2		2		2		0		0		0

				Green		11		10		10		10		9		10		10		10		12		0		0		0

				No Data		0		0		0		0		0		0		0		0		0		0		0		0

				Not Rated





				Pharmacy

				RAG		Apr-15		May-15		Jun-15		Jul-15		Aug-15		Sep-15		Oct-15		Nov-15		Dec-15		Jan-16		Feb-16		Mar-16

				Red		5		4		3		3		4		6		4		4		3		0		0		0

				Amber		1		1		1		1		1		1		1		1		1		0		0		0

				Green		10		11		12		12		11		9		11		11		12		0		0		0

				No Data		0		0		0		0		0		0		0		0		0		0		0		0

				Not Rated





				Imaging

				RAG		Apr-15		May-15		Jun-15		Jul-15		Aug-15		Sep-15		Oct-15		Nov-15		Dec-15		Jan-16		Feb-16		Mar-16

				Red		4		4		4		4		4		9		4		4		3		0		0		0

				Amber		1		3		0		3		3		0		1		2		0		0		0		0

				Green		13		11		14		11		11		9		13		12		15		0		0		0

				No Data		0		0		0		0		0		0		0		0		1		0		0		0

				Not Rated

				Hewitt Centre

				RAG		Apr-15		May-15		Jun-15		Jul-15		Aug-15		Sep-15		Oct-15		Nov-15		Dec-15		Jan-16		Feb-16		Mar-16

				Red		5		6		4		6		4		5		4		7		7		0		0		0

				Amber		2		2		3		3		2		3		4		3		0		0		0		0

				Green		21		22		23		21		20		22		22		20		23		0		0		0

				No Data		0		0		0		0		0		0		1		1		1		0		0		0

				GACA

				Maternity

				RAG		Apr-15		May-15		Jun-15		Jul-15		Aug-15		Sep-15		Oct-15		Nov-15		Dec-15		Jan-16		Feb-16		Mar-16

				Red		8		9		10		6		6		7		6		7		10		0		0		0

				Amber		2		1		2		2		3		2		2		2		2		0		0		0

				Green		43		40		47		51		49		50		52		52		56		0		0		0

				No Data		1		1		1		0		0		3		1		1		5		0		0		0

				Not Rated

				GACA WESEE



				Workforce

				RAG		Apr-15		May-15		Jun-15		Jul-15		Aug-15		Sep-15		Oct-15		Nov-15		Dec-15		Jan-16		Feb-16		Mar-16

				Red 		7		6		7		7		8		14		8		7		9		0		0		0

				Amber 		13		17		17		16		15		13		12		11		6		0		0		0

				Green		28		25		24		25		25		21		28		30		33		0		0		0

				No Data		0		0		0		0		0		0		0		0		0		0		0		0

				Gynaecology

				RAG		Apr-15		May-15		Jun-15		Jul-15		Aug-15		Sep-15		Oct-15		Nov-15		Dec-15		Jan-16		Feb-16		Mar-16

				Red 		2		1		0		0		0		1		2		2		2		0		0		0

				Amber 		1		3		2		2		3		3		2		2		1		0		0		0

				Green		3		2		4		4		3		2		2		2		3		0		0		0

				No Data		0		0		0		0		0		0		0		0		0		0		0		0

				Maternity

				RAG		Apr-15		May-15		Jun-15		Jul-15		Aug-15		Sep-15		Oct-15		Nov-15		Dec-15		Jan-16		Feb-16		Mar-16

				Red 		1		2		2		0		0		0		0		2		2		0		0		0

				Amber 		2		1		2		2		3		2		2		2		2		0		0		0

				Green		3		3		2		4		3		4		4		2		2		0		0		0

				No Data		0		0		0		0		0		0		0		0		0		0		0		0

				Neonatal Care

				RAG		Apr-15		May-15		Jun-15		Jul-15		Aug-15		Sep-15		Oct-15		Nov-15		Dec-15		Jan-16		Feb-16		Mar-16

				Red 		0		0		0		1		0		0		0		0		2		0		0		0

				Amber 		1		2		3		1		1		2		1		0		0		0		0		0

				Green		5		4		3		4		5		4		5		6		4		0		0		0

				No Data		0		0		0		0		0		0		0		0		0		0		0		0

				Clinical Genetics

				RAG		Apr-15		May-15		Jun-15		Jul-15		Aug-15		Sep-15		Oct-15		Nov-15		Dec-15		Jan-16		Feb-16		Mar-16

				Red 		1		1		0		1		2		1		0		0		1		0		0		0

				Amber 		2		2		4		3		1		1		0		0		0		0		0		0

				Green		3		3		2		2		3		4		6		6		5		0		0		0

				No Data		0		0		0		0		0		0		0		0		0		0		0		0

				Hewitt Centre

				RAG		Apr-15		May-15		Jun-15		Jul-15		Aug-15		Sep-15		Oct-15		Nov-15		Dec-15		Jan-16		Feb-16		Mar-16

				Red 		0		0		0		0		0		0		0		0		0		0		0		0

				Amber 		2		2		3		3		2		3		3		2		0		0		0		0

				Green		4		4		3		3		4		3		3		4		6		0		0		0

				No Data		0		0		0		0		0		0		0		0		0		0		0		0

				Surgical Services

				RAG		Apr-15		May-15		Jun-15		Jul-15		Aug-15		Sep-15		Oct-15		Nov-15		Dec-15		Jan-16		Feb-16		Mar-16

				Red 		0		0		2		4		4		4		2		2		1		0		0		0

				Amber 		3		3		2		1		1		1		2		2		2		0		0		0

				Green		3		3		2		1		1		1		2		2		3		0		0		0

				No Data		0		0		0		0		0		0		0		0		0		0		0		0

				Imaging

				RAG		Apr-15		May-15		Jun-15		Jul-15		Aug-15		Sep-15		Oct-15		Nov-15		Dec-15		Jan-16		Feb-16		Mar-16

				Red 		1		0		2		0		0		4		1		0		0		0		0		0

				Amber 		1		3		0		3		3		0		1		2		0		0		0		0

				Green		4		3		4		3		3		2		4		4		6		0		0		0

				No Data		0		0		0		0		0		0		0		0		0		0		0		0

				Pharmacy

				RAG		Apr-15		May-15		Jun-15		Jul-15		Aug-15		Sep-15		Oct-15		Nov-15		Dec-15		Jan-16		Feb-16		Mar-16

				Red 		2		2		1		1		2		4		3		1		1		0		0		0

				Amber 		1		1		1		1		1		1		1		1		1		0		0		0

				Green		3		3		4		4		3		1		2		4		4		0		0		0

				No Data		0		0		0		0		0		0		0		0		0		0		0		0

				Efficient

				RAG		Apr-15		May-15		Jun-15		Jul-15		Aug-15		Sep-15		Oct-15		Nov-15		Dec-15		Jan-16		Feb-16		Mar-16

				Red 		39		40		37		41		42		41		36		41		36		1		1		1

				Amber 		0		0		0		1		1		1		0		0		0		0		0		0

				Green		32		32		35		31		30		31		37		32		37		0		0		0

				No Data		0		0		0		0		0		0		0		0		0		0		0		0

				Gynaecology

				RAG		Apr-15		May-15		Jun-15		Jul-15		Aug-15		Sep-15		Oct-15		Nov-15		Dec-15		Jan-16		Feb-16		Mar-16

				Red 		8		8		7		8		8		8		8		8		7		1		1		1

				Amber 		0		0		0		0		0		0		0		0		0		0		0		0

				Green		4		5		6		6		6		6		6		6		7		0		0		0

				No Data		0		0		0		0		0		0		0		0		0		0		0		0

				Maternity

				RAG		Apr-15		May-15		Jun-15		Jul-15		Aug-15		Sep-15		Oct-15		Nov-15		Dec-15		Jan-16		Feb-16		Mar-16

				Red 		4		5		4		5		5		4		3		5		3		0		0		0

				Amber 		0		0		0		0		0		0		0		0		0		0		0		0

				Green		8		7		8		7		7		8		9		7		9		0		0		0

				No Data		0		0		0		0		0		0		0		0		0		0		0		0

				Neonatal Care

				RAG		Apr-15		May-15		Jun-15		Jul-15		Aug-15		Sep-15		Oct-15		Nov-15		Dec-15		Jan-16		Feb-16		Mar-16

				Red 		7		9		9		9		9		10		9		8		8		0		0		0

				Amber 		0		0		0		0		0		0		0		0		0		0		0		0

				Green		5		3		3		3		3		2		3		4		4		0		0		0

				No Data		0		0		0		0		0		0		0		0		0		0		0		0

				Clinical Genetics

				RAG		Apr-15		May-15		Jun-15		Jul-15		Aug-15		Sep-15		Oct-15		Nov-15		Dec-15		Jan-16		Feb-16		Mar-16

				Red 		6		4		6		5		4		3		3		3		4		0		0		0

				Amber 		0		0		0		1		1		1		0		0		0		0		0		0

				Green		3		5		3		3		4		5		6		6		5		0		0		0

				No Data		0		0		0		0		0		0		0		0		0		0		0		0

				Hewitt Centre

				RAG		Apr-15		May-15		Jun-15		Jul-15		Aug-15		Sep-15		Oct-15		Nov-15		Dec-15		Jan-16		Feb-16		Mar-16

				Red 		3		3		2		4		5		5		4		5		5		0		0		0

				Amber 		0		0		0		0		0		0		0		0		0		0		0		0

				Green		6		6		7		5		4		4		5		4		4		0		0		0

				No Data		0		0		0		0		0		0		0		0		0		0		0		0

				Surgical Services

				RAG		Apr-15		May-15		Jun-15		Jul-15		Aug-15		Sep-15		Oct-15		Nov-15		Dec-15		Jan-16		Feb-16		Mar-16

				Red 		5		5		5		4		5		4		5		5		4		0		0		0

				Amber 		0		0		0		0		0		0		0		0		0		0		0		0

				Green		0		0		0		1		0		1		0		0		1		0		0		0

				No Data		0		0		0		0		0		0		0		0		0		0		0		0

				Imaging

				RAG		Apr-15		May-15		Jun-15		Jul-15		Aug-15		Sep-15		Oct-15		Nov-15		Dec-15		Jan-16		Feb-16		Mar-16

				Red 		3		4		2		4		4		5		3		4		3		0		0		0

				Amber 		0		0		0		0		0		0		0		0		0		0		0		0

				Green		4		3		5		3		3		2		4		3		4		0		0		0

				No Data		0		0		0		0		0		0		0		0		0		0		0		0

				Pharmacy

				RAG		Apr-15		May-15		Jun-15		Jul-15		Aug-15		Sep-15		Oct-15		Nov-15		Dec-15		Jan-16		Feb-16		Mar-16

				Red 		3		2		2		2		2		2		1		3		2		0		0		0

				Amber 		0		0		0		0		0		0		0		0		0		0		0		0

				Green		2		3		3		3		3		3		4		2		3		0		0		0

				No Data		0		0		0		0		0		0		0		0		0		0		0		0

				Safe

				RAG		Apr-15		May-15		Jun-15		Jul-15		Aug-15		Sep-15		Oct-15		Nov-15		Dec-15		Jan-16		Feb-16		Mar-16

				Red 		9		4		7		4		4		6		8		7		5		0		0		0

				Amber 		0		0		0		0		0		0		0		0		0		0		0		0

				Green		37		42		43		43		43		42		38		38		42		2		2		0

				No Data		2		2		1		0		0		3		6		6		10		0		0		0

				Gynaecology

				RAG		Apr-15		May-15		Jun-15		Jul-15		Aug-15		Sep-15		Oct-15		Nov-15		Dec-15		Jan-16		Feb-16		Mar-16

				Red 		5		1		2		1		1		1		4		3		3		0		0		0

				Amber 		0		0		0		0		0		0		0		0		0		0		0		0

				Green		11		15		14		15		15		15		12		13		13		0		0		0

				No Data		1		1		0		0		0		0		2		2		2		0		0		0

				Maternity

				RAG		Apr-15		May-15		Jun-15		Jul-15		Aug-15		Sep-15		Oct-15		Nov-15		Dec-15		Jan-16		Feb-16		Mar-16

				Red 		3		2		4		2		2		4		2		2		1		0		0		0

				Amber 		0		0		0		0		0		0		0		0		0		0		0		0

				Green		5		6		8		7		7		7		6		6		8		0		0		0

				No Data		1		1		1		0		0		3		1		1		5		0		0		0

				Neonatal Care

				RAG		Apr-15		May-15		Jun-15		Jul-15		Aug-15		Sep-15		Oct-15		Nov-15		Dec-15		Jan-16		Feb-16		Mar-16

				Red 		1		1		1		1		1		1		2		2		1		0		0		0

				Amber 		0		0		0		0		0		0		0		0		0		0		0		0

				Green		9		9		9		9		9		8		8		7		9		1		1		0

				No Data		0		0		0		0		0		0		1		1		1		0		0		0

				Clinical Genetics

				RAG		Apr-15		May-15		Jun-15		Jul-15		Aug-15		Sep-15		Oct-15		Nov-15		Dec-15		Jan-16		Feb-16		Mar-16

				Red 		0		0		0		0		0		0		0		0		0		0		0		0

				Amber 		0		0		0		0		0		0		0		0		0		0		0		0

				Green		2		2		2		2		2		2		2		2		2		0		0		0

				No Data		0		0		0		0		0		0		1		1		1		0		0		0

				Hewitt Centre

				RAG		Apr-15		May-15		Jun-15		Jul-15		Aug-15		Sep-15		Oct-15		Nov-15		Dec-15		Jan-16		Feb-16		Mar-16

				Red 		0		0		0		0		0		0		0		0		0		0		0		0

				Amber 		0		0		0		0		0		0		0		0		0		0		0		0

				Green		3		3		3		3		3		3		3		3		3		1		1		0

				No Data		0		0		0		0		0		0		0		0		0		0		0		0

				Surgical Services

				RAG		Apr-15		May-15		Jun-15		Jul-15		Aug-15		Sep-15		Oct-15		Nov-15		Dec-15		Jan-16		Feb-16		Mar-16

				Red 		0		0		0		0		0		0		0		0		0		0		0		0

				Amber 		0		0		0		0		0		0		0		0		0		0		0		0

				Green		3		3		3		3		3		3		3		3		3		0		0		0

				No Data		0		0		0		0		0		0		0		0		0		0		0		0

				Imaging

				RAG		Apr-15		May-15		Jun-15		Jul-15		Aug-15		Sep-15		Oct-15		Nov-15		Dec-15		Jan-16		Feb-16		Mar-16

				Red 		0		0		0		0		0		0		0		0		0		0		0		0

				Amber 		0		0		0		0		0		0		0		0		0		0		0		0

				Green		2		2		2		2		2		2		2		2		2		0		0		0

				No Data		0		0		0		0		0		0		1		1		1		0		0		0

				Pharmacy

				RAG		Apr-15		May-15		Jun-15		Jul-15		Aug-15		Sep-15		Oct-15		Nov-15		Dec-15		Jan-16		Feb-16		Mar-16

				Red 		0		0		0		0		0		0		0		0		0		0		0		0

				Amber 		0		0		0		0		0		0		0		0		0		0		0		0

				Green		2		2		2		2		2		2		2		2		2		0		0		0

				No Data		0		0		0		0		0		0		0		0		0		0		0		0

				Effective

				RAG		Apr-15		May-15		Jun-15		Jul-15		Aug-15		Sep-15		Oct-15		Nov-15		Dec-15		Jan-16		Feb-16		Mar-16

				Red 		5		6		5		4		3		6		5		2		4		0		0		0

				Amber 		1		1		1		0		1		1		0		0		0		0		0		0

				Green		39		38		41		50		50		49		52		55		55		0		0		0

				No Data		0		0		0		0		0		0		0		0		0		0		0		0

				Gynaecology

				RAG		Apr-15		May-15		Jun-15		Jul-15		Aug-15		Sep-15		Oct-15		Nov-15		Dec-15		Jan-16		Feb-16		Mar-16

				Red 		0		0		0		1		0		0		0		0		0		0		0		0

				Amber 		1		1		1		0		1		1		0		0		0		0		0		0

				Green		13		13		13		17		17		17		19		19		19		0		0		0

				No Data		0		0		0		0		0		0		0		0		0		0		0		0

				Maternity

				RAG		Apr-15		May-15		Jun-15		Jul-15		Aug-15		Sep-15		Oct-15		Nov-15		Dec-15		Jan-16		Feb-16		Mar-16

				Red 		5		6		5		3		3		6		5		2		4		0		0		0

				Amber 		0		0		0		0		0		0		0		0		0		0		0		0

				Green		20		19		22		27		27		26		27		30		30		0		0		0

				No Data		0		0		0		0		0		0		0		0		0		0		0		0

				Neonatal Care

				RAG		Apr-15		May-15		Jun-15		Jul-15		Aug-15		Sep-15		Oct-15		Nov-15		Dec-15		Jan-16		Feb-16		Mar-16

				Red 		0		0		0		0		0		0		0		0		0		0		0		0

				Amber 		0		0		0		0		0		0		0		0		0		0		0		0

				Green		2		2		2		2		2		2		2		2		2		0		0		0

				No Data		0		0		0		0		0		0		0		0		0		0		0		0

				Clinical Genetics

				RAG		Apr-15		May-15		Jun-15		Jul-15		Aug-15		Sep-15		Oct-15		Nov-15		Dec-15		Jan-16		Feb-16		Mar-16

				Red 		0		0		0		0		0		0		0		0		0		0		0		0

				Amber 		0		0		0		0		0		0		0		0		0		0		0		0

				Green		0		0		0		0		0		0		0		0		0		0		0		0

				No Data		0		0		0		0		0		0		0		0		0		0		0		0

				Hewitt Centre

				RAG		Apr-15		May-15		Jun-15		Jul-15		Aug-15		Sep-15		Oct-15		Nov-15		Dec-15		Jan-16		Feb-16		Mar-16

				Red 		0		0		0		0		0		0		0		0		0		0		0		0

				Amber 		0		0		0		0		0		0		0		0		0		0		0		0

				Green		1		1		1		1		1		1		1		1		1		0		0		0

				No Data		0		0		0		0		0		0		0		0		0		0		0		0

				Surgical Services

				RAG		Apr-15		May-15		Jun-15		Jul-15		Aug-15		Sep-15		Oct-15		Nov-15		Dec-15		Jan-16		Feb-16		Mar-16

				Red 		0		0		0		0		0		0		0		0		0		0		0		0

				Amber 		0		0		0		0		0		0		0		0		0		0		0		0

				Green		0		0		0		0		0		0		0		0		0		0		0		0

				No Data		0		0		0		0		0		0		0		0		0		0		0		0

				Imaging

				RAG		Apr-15		May-15		Jun-15		Jul-15		Aug-15		Sep-15		Oct-15		Nov-15		Dec-15		Jan-16		Feb-16		Mar-16

				Red 		0		0		0		0		0		0		0		0		0		0		0		0

				Amber 		0		0		0		0		0		0		0		0		0		0		0		0

				Green		3		3		3		3		3		3		3		3		3		0		0		0

				No Data		0		0		0		0		0		0		0		0		0		0		0		0

				Pharmacy

				RAG		Apr-15		May-15		Jun-15		Jul-15		Aug-15		Sep-15		Oct-15		Nov-15		Dec-15		Jan-16		Feb-16		Mar-16

				Red 		0		0		0		0		0		0		0		0		0		0		0		0

				Amber 		0		0		0		0		0		0		0		0		0		0		0		0

				Green		0		0		0		0		0		0		0		0		0		0		0		0

				No Data		0		0		0		0		0		0		0		0		0		0		0		0

				Experience

				RAG		Apr-15		May-15		Jun-15		Jul-15		Aug-15		Sep-15		Oct-15		Nov-15		Dec-15		Jan-16		Feb-16		Mar-16

				Red 		7		12		7		8		7		7		7		7		7		2		2		0

				Amber 		2		0		2		1		1		2		3		2		0		0		0		0

				Green		59		58		60		59		59		59		58		59		61		2		2		0

				No Data		1		1		2		2		2		2		5		5		5		0		0		0

				Gynaecology

				RAG		Apr-15		May-15		Jun-15		Jul-15		Aug-15		Sep-15		Oct-15		Nov-15		Dec-15		Jan-16		Feb-16		Mar-16

				Red 		3		6		2		3		3		3		5		4		2		0		0		0

				Amber 		1		0		0		0		0		1		0		0		0		0		0		0

				Green		24		23		25		24		24		23		22		23		25		0		0		0

				No Data		0		0		1		1		1		1		2		2		2		0		0		0

				Maternity

				RAG		Apr-15		May-15		Jun-15		Jul-15		Aug-15		Sep-15		Oct-15		Nov-15		Dec-15		Jan-16		Feb-16		Mar-16

				Red 		1		2		1		1		2		2		1		0		0		0		0		0

				Amber 		0		0		0		0		0		0		0		0		0		0		0		0

				Green		7		5		7		6		5		5		6		7		7		0		0		0

				No Data		0		0		0		0		0		0		0		0		0		0		0		0

				Neonatal Care

				RAG		Apr-15		May-15		Jun-15		Jul-15		Aug-15		Sep-15		Oct-15		Nov-15		Dec-15		Jan-16		Feb-16		Mar-16

				Red 		0		0		1		0		0		0		0		0		0		0		0		0

				Amber 		0		0		0		0		1		1		1		1		0		0		0		0

				Green		6		6		5		6		5		5		5		5		6		0		0		0

				No Data		1		1		1		1		1		1		2		2		2		0		0		0

				Clinical Genetics

				RAG		Apr-15		May-15		Jun-15		Jul-15		Aug-15		Sep-15		Oct-15		Nov-15		Dec-15		Jan-16		Feb-16		Mar-16

				Red 		1		0		1		2		2		2		1		1		3		0		0		0

				Amber 		1		0		2		1		0		0		1		0		0		0		0		0

				Green		7		9		6		6		7		7		7		8		6		0		0		0

				No Data		0		0		0		0		0		0		0		0		0		0		0		0

				Hewitt Centre

				RAG		Apr-15		May-15		Jun-15		Jul-15		Aug-15		Sep-15		Oct-15		Nov-15		Dec-15		Jan-16		Feb-16		Mar-16

				Red 		2		3		2		2		0		0		0		2		2		2		2		0

				Amber 		0		0		0		0		0		0		1		1		0		0		0		0

				Green		7		8		9		9		10		11		10		8		9		2		2		0

				No Data		0		0		0		0		0		0		1		1		1		0		0		0

				Surgical Services

				RAG		Apr-15		May-15		Jun-15		Jul-15		Aug-15		Sep-15		Oct-15		Nov-15		Dec-15		Jan-16		Feb-16		Mar-16

				Red 		0		1		0		0		0		0		0		0		0		0		0		0

				Amber 		0		0		0		0		0		0		0		0		0		0		0		0

				Green		5		4		5		5		5		5		5		5		5		0		0		0

				No Data		0		0		0		0		0		0		0		0		0		0		0		0

				Imaging

				RAG		Apr-15		May-15		Jun-15		Jul-15		Aug-15		Sep-15		Oct-15		Nov-15		Dec-15		Jan-16		Feb-16		Mar-16

				Red 		0		0		0		0		0		0		0		0		0		0		0		0

				Amber 		0		0		0		0		0		0		0		0		0		0		0		0

				Green		0		0		0		0		0		0		0		0		0		0		0		0

				No Data		0		0		0		0		0		0		0		0		0		0		0		0

				Pharmacy

				RAG		Apr-15		May-15		Jun-15		Jul-15		Aug-15		Sep-15		Oct-15		Nov-15		Dec-15		Jan-16		Feb-16		Mar-16

				Red 		0		0		0		0		0		0		0		0		0		0		0		0

				Amber 		0		0		0		0		0		0		0		0		0		0		0		0

				Green		3		3		3		3		3		3		3		3		3		0		0		0

				No Data		0		0		0		0		0		0		0		0		0		0		0		0

				Data check



				Gynaecology

				RAG		Apr-15		May-15		Jun-15		Jul-15		Aug-15		Sep-15		Oct-15		Nov-15		Dec-15		Jan-16		Feb-16		Mar-16

				Red 		18		16		11		13		12		13		19		17		14		1		1		1

				Amber 		3		4		3		2		4		5		2		2		1		0		0		0

				Green		55		58		62		66		65		63		61		63		67		0		0		0

				No Data		1		1		1		1		1		1		4		4		4		0		0		0



				Genetics

				RAG		Apr-15		May-15		Jun-15		Jul-15		Aug-15		Sep-15		Oct-15		Nov-15		Dec-15		Jan-16		Feb-16		Mar-16

				Red 		8		5		7		8		8		6		4		4		8		0		0		0

				Amber 		3		2		6		5		2		2		1		0		0		0		0		0

				Green		15		19		13		13		16		18		21		22		18		0		0		0

				No Data		0		0		0		0		0		0		1		1		1		0		0		0



				Maternity

				RAG		Apr-15		May-15		Jun-15		Jul-15		Aug-15		Sep-15		Oct-15		Nov-15		Dec-15		Jan-16		Feb-16		Mar-16

				Red 		14		17		16		11		12		16		11		11		10		0		0		0

				Amber 		2		1		2		2		3		2		2		2		2		0		0		0

				Green		43		40		47		51		49		50		52		52		56		0		0		0

				No Data		1		1		1		0		0		3		1		1		5		0		0		0



				Neonates

				RAG		Apr-15		May-15		Jun-15		Jul-15		Aug-15		Sep-15		Oct-15		Nov-15		Dec-15		Jan-16		Feb-16		Mar-16

				Red 		8		10		11		11		10		11		11		10		11		0		0		0

				Amber 		1		2		3		1		2		3		2		1		0		0		0		0

				Green		27		24		22		24		24		21		23		24		25		1		1		0

				No Data		1		1		1		1		1		1		3		3		3		0		0		0



				Hewitt Centre

				RAG		Apr-15		May-15		Jun-15		Jul-15		Aug-15		Sep-15		Oct-15		Nov-15		Dec-15		Jan-16		Feb-16		Mar-16

				Red 		5		6		4		6		5		5		4		7		7		2		2		0

				Amber 		2		2		3		3		2		3		4		3		0		0		0		0

				Green		21		22		23		21		22		22		22		20		23		3		3		0

				No Data		0		0		0		0		0		0		1		1		1		0		0		0



				Surgical Services

				RAG		Apr-15		May-15		Jun-15		Jul-15		Aug-15		Sep-15		Oct-15		Nov-15		Dec-15		Jan-16		Feb-16		Mar-16

				Red 		5		6		7		8		9		8		7		7		5		0		0		0

				Amber 		3		3		2		1		1		1		2		2		2		0		0		0

				Green		11		10		10		10		9		10		10		10		12		0		0		0

				No Data		0		0		0		0		0		0		0		0		0		0		0		0



				Imaging

				RAG		Apr-15		May-15		Jun-15		Jul-15		Aug-15		Sep-15		Oct-15		Nov-15		Dec-15		Jan-16		Feb-16		Mar-16

				Red 		4		4		4		4		4		9		4		4		3		0		0		0

				Amber 		1		3		0		3		3		0		1		2		0		0		0		0

				Green		13		11		14		11		11		9		13		12		15		0		0		0

				No Data		0		0		0		0		0		0		1		1		1		0		0		0



				Pharmacy

				RAG		Apr-15		May-15		Jun-15		Jul-15		Aug-15		Sep-15		Oct-15		Nov-15		Dec-15		Jan-16		Feb-16		Mar-16

				Red 		5		4		3		3		4		6		4		4		3		0		0		0

				Amber 		1		1		1		1		1		1		1		1		1		0		0		0

				Green		10		11		12		12		11		9		11		11		12		0		0		0

				No Data		0		0		0		0		0		0		0		0		0		0		0		0
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				Which Board Assurance Framework risk(s) does this report relate to?

						1. Deliver safe services

						3. Deliver the best possible experience for patients and staff

						4. To develop a well led, capable and motivated workforce

						5 to be ambitious and efficient and make best use of available resources





				Which CQC fundamental standard(s) does this report ralet to?		Good Governance

						Staffing

						Safety

						Complaints



				What action is required at this meeting?		To Note



				Presented by:		Jeff Johnson



				Prepared by:		David Walliker

				This report covers (tick all that apply):

				Strategic objetives:

				To develop a well led, capable, motivated and entrepreneurial workforce																P

				To be ambitious and efficient and make best use of available resources																P

				To deliver safe services																P

				To participate in high quality research in order to deliver the most effective outcomes																P

				to deliver the best possible experience for patients and staff																P

				Other:

				Monitor Compliance		P				Equality and diversity

				NHS Constitution						Integrated business plan



				Which standard/s does this issue relate to:

				Care Quality Commission

				Broad Assurance Framework Risk

				Publication of this report (tick one):

				This report will be published in line with the Trust's Publication Scheme, subject to redactions approved by the Board, within 3 weeks of the meeting.

				This report will not be published under the Trust's Publication Scheme due to exemptions under S21 of the Freedomn of Information Act 2000, because the information contained is reasonable accessible by other means.

				This report will not be published under the Trust's Publication Scheme due to exemptions under S22 of the Freedomn of Information Act 2000, because the information contained is intended for future publication.

				This report will not be published under the Trust's Publication Scheme due to exemptions under S41 of the Freedomn of Information Act 2000, because such disclosure might constitute a breach of confidence.

				This report will not be published under the Trust's Publication Scheme due to exemptions under S43(2) of the Freedomn of Information Act 2000, because such disclosure would be likely to prejudice the commercial interests of the Trust.

				1.  Introduction and summary

				2.  Issues for consideration

				3.   Conclusion

				4.   Recommendation/s
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All 

Metrics











Red	Amber	Green	No Data	0	0	0	0	Workforce



Red	Amber	Green	No Data	0	0	0	0	Gynaecology



Red	Amber	Green	No Data	14	1	67	4	Maternity



Red	Amber	Green	No Data	17	2	66	9	Neonatal 

Care



Red	Amber	Green	No Data	11	0	25	3	Monitor



Red	Amber	Green	No Data	0	0	0	0	Clinical Genetics



Red	Amber	Green	No Data	8	0	18	1	Hewitt Centre



Red	Amber	Green	No Data	7	0	23	1	Surgical Services



Red	Amber	Green	No Data	5	2	12	0	Experience



Red	Amber	Green	No Data	0	0	0	0	Quality Strategy



Red	Amber	Green	No Data	0	0	0	0	Quality Schedule









Red	Amber	Green	No Data	0	0	0	0	Corporate



Red	Amber	Green	No Data	0	0	0	0	Effective



Red	Amber	Green	No Data	0	0	0	0	CQUINS



Red	Amber	Green	0	0	0	Safe



Red	Amber	Green	No Data	0	0	0	0	Efficient



Red	Amber	Green	No Data	0	0	0	0	

OpsBoardSummary



						Performance Summary - Trust Management Group -																										Month 9 - December 2015

						Overview 

































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































						Emerging Concerns

						Conclusion

						Recommendations





&"Arial,Bold"&16&K7030A0Performance and Information department
&KCC00CCPerformance Team		&G


&"Arial,Regular"All Linear graphs are rolling 12 months	Page &P of &N	


Monitor





Red	Amber	Green	No Data	0	0	0	0	Quality Strategy







Red	Amber	Green	No Data	0	0	0	0	Quality Schedule



Red	Amber	Green	No Data	0	0	0	0	Corporate



Red	Amber	Green	No Data	0	0	0	0	CQUINS



Red	Amber	Green	0	0	0	Performance for December 2015 has seen a decrease in performance with 80% of KPI's (107 of 133) achieving target (83% in November). All Monitor KPI's are rated Green. Although it has improved, the main area for concern continues to be Finance with 5 KPI's rated as red (7 in  November). Other areas of concern are:

	Breast feeding rates have dropped significantly to 49%

	The Trust has failed to achieve the Malnutrition Care Plan KPI for the third consecutive month at 87.5% and has also failed the Referral to Dietician KPI at 88%

	Performance against One to One care in established labour has fallen below the 95% target at 93.36%
 
	The rate of women triaged within 30 minutes in maternity has fallen below the 95% target for the first time this quarter at 94.73%

	The Trust has acheived the 90% target for completion of PDRs for the first time this financial year reaching 91%

Quality Schedule:  

Breast Feeding Rates at 49% against a target of 55% 
A deep dive into the reason for this dramatic decrease in performance has demonstrated that women have chosen not to breast feed within this month. All training remains as per Trust guidelines, women are offered support and guidance throughout pregnancy.  As a maternity service we are governed by women choosing the method of feeding.  

In order to achieve the target in future we will:- 

 Continue with training and staff preparation for Stage 3 Baby Friendly reassessment March 2016. 
 Bambi’s stand in the Antenatal clinic with information and contacts about breast feeding. 
 Advertise antenatal feeding workshops on social media 
 Review information on breast feeding on trust website and social media. . Breast feeding fact for the week on social media.
 Promote breast feeding as part of a public health agenda

It is expected that we will achieve the Target in June 2016.

Rate of babies born with an Apgar Score of < 7 at  18.06 against a target of 12.65 per 1000
There were no cases where system or personal failures were identified and a review of the cases has found no common themes between the cases. 

These cases form part of the intrapartum adverse event review process. Themes from previous pregnancies allow us to target areas for action in order to reduce  the risks of babies being born with a low Apgar. No themes have been established so far. 

As stated in previous months, we intend to change the target bringing it in line with RCOG MIS data of 1.48% for Apgar of less than 7.1. This is to be presented at GACA in January 2016.

Rate of babies born with an Cord pH of < 7 at  7.35 against a target of 4.3 per 1000
There were no cases where system or personal failures were identified and a review of the cases has found no common themes between the cases. 

These cases form part of the intrapartum adverse event review process. Themes from previous pregnancies allow us to target areas for action in order to reduce  the risks of babies being born with a low cord pH. No themes have been established so far. 

As stated in previous months, we intend to change the target bringing it in line with RCOG MIS pilot project of 0.9% for cord pH of less than 7.1. This is to be presented at GACA in January 2016.

Corporate Metrics: 

Finance metrics : 5 x Red KPIs Reported separately via the Finance Report

Serious Incidents: Number of Actions that remain outstanding  at 3 against a target of 0
All three of the Actions that remain outstanding belonging to Gynaecology.

The first action requires changes to be made to Meditech and  resource is required in Gynaecology  to employ a IT/Nurse to do this. It is expected to close this action in March 2016.

The second action concerns changes required to ICE training and a new workbook and  training competencies are under development. A further action requires changes to be made to ICE forms. It is expected that the training will be completed by March 2016 and the  ICE changes completed by April 2016.

The third action is in regards a lack of thorough assessment of bowel following the repair of a srosal tear. The action requires discussion at the Morbidity and Mortality Review meeting and was originally scheduled for November 2015. Due to concerns of the Clinical Director, it was deemed inappropriate to discuss at that time and the item was postponed until the next meeting on 4th March 2016.

Rate of Follow-up appointments cancelled by hospital at 12.46% against a target of <11.5%
The rate has increased slightly in December due to a combination of annual leave in Genetics and annual leave, sickness absence and phased return of staff in Gynaecology. All the staff that were off sick are now back in work and the rate of appointments cancelled by hospital should decrease accordingly.
In the Hewitt centre the increase in appointments cancelled by hospital was due to a change in clinic templates in turn due to a consultant retiring. There should be no further need to rearrange appointments now the new templates are in place so the rate of cancellations should reduce accordingly.
HR: Mandatory Training Compliance Rate at 94% against a target of >= 95%
Most of the changes at service/department level were relatively minor although there were significant increases for Gynaecology (up from 92% to 95%), Imaging (up from 90% to 95%) and Integrated Governance (up from 94% to 98%).
Overall, there are now 12 areas at or above target and therefore rated as green (compared with 6 in the previous month), and 7 slightly below target and therefore rated as amber (compared to 13 in the previous month). As in month eight, no areas were rated as red.
Managers at all levels are provided with detailed information regarding mandatory training compliance. All ward and department managers are required to have appropriate plans in place to ensure that compliance rates are reached and maintained. 
It anticipated that overall mandatory training target of 95% can be reached in Quarter 4.









Quality Strategy: 

One to One Care in established Labour at 93.36% against a target of 95%
December has seen an increase in women accessing our maternity service, our birth numbers are increasing Decembers birth rate was 720 births higher than predicted – this directly impacts on the provision of 1:1 care in established labour.  Other clinical areas within the Trust requested additional midwifery support (theatres), requesting that midwives provided a role in theatre this again directly impacts on 1:1 care provision for Central delivery suite.  

Management are strictly following the Trust sickness absence polices with all staff on the required stage of sickness management.  Ensuring that the collection of data is valid for the provision of 1:1 care in established labour, weekly performance monitoring of this metric is already implemented.
The Head of Midwifery has been invited to theatre workforce reviews to discuss the role of midwifery staff within theatre. It is expected that we will achieve this target again by March 2016.

Newborn Blood Spot Screening: Avoidable Repeat Tests at 5.8% against a target of < = 2%
This KPI is reported on a quarterly basis. Performance against this KPI had greatly improved during 2014/15 however changes to the National Laboratory processes in April 2015 resulted in  a significant increase in avoidable repeat tests nationally.  Performance improved between May to September 2015 with a continuous downward trend in avoidable repeat tests. However, when the laboratories at Alder hay moved to the new build in September 2015, there were unavoidable delays in getting the information through. 

There is a 3 point management plan in place to reduce the number of avoidable repeat tests which includes discussion with offender, retraining and suspension of staff  from carrying out tests until they have been retrained to a satisfactory standard. Now that information from Alderhey is being sent in a timely manner once more, it is expected that we will achieve the target by the end of Quarter 4.

CQUINS:

Although the Trust has failed to achieve the  target, performance against the NNAP Data Completeness  CQUIN has, improved significantly in Quarter 3 and is now just below the target level.  With continued focus by the team it is expected to achieve this target in Quarter 4.

Monitor: 

All Monitor KPI's have been met for December 2015


Although overall performance in December 2015 has dipped in comparison to previous months, the percentage margins of failing targets are very small. With continuous focus and scrutiny of those KPIs, it is expected that the Trust can achieve a better performance in Quarter 4.  






It is recommended that the Trust Management Group receives and reviews the content of the report in relation to the assurance it provides of Trust performance and request any further actions considered necessary.


Quality Schedule continued...

DNA Rates New at 9.12% against a target of < 8% and Follow-up at 11.25% against a target of < 10%
The increase in DNA rates for December 2015 have been attributed to patients not wanting to attend hospital during the festive Christmas and New Year period.

The team has looked at reintroducing reminder letters, and has reintroduced them for Genetics, however the cost of doing so for all Gynaecology patients has proved prohibitive at this time.  The reduction of follow up DNA's in Neonates has been attributed to having reintroduced reminder letters in December. 




Maternity Triage within 30 Minutes at  94.73% against a target of >= 95%
An increase in short term sickness in the MAU is the contributing factor that affected performance against this target.  Increased clinical activity across the inpatient service within maternity has also provided ‘backlogs’ to admission to the maternity ward which has also affected performance.  Lack of medical cover within the MAU has also effected this performance target as women are waiting to be clinically medically reviewed, again providing a backlog which effects the 30 min face to face triage. 

Sickness is being appropriately managed by the midwifery management team all staff are on the appropriate sickness stage.  Work is ongoing within the inpatient services reviewing the patient flow, which includes admission and discharge to the maternity ward to decrease the amount of women waiting for an inpatient bed on MAU.  The Clinical director for maternity, is actively looking at consultant workforce cover for MAU services. 

It is expected that we will achieve the target rate in February 2016.


Falls & MUST - Malnutrition Care Plans at 87.5% against a target of 98% (breach of 3 patients)

and 

Falls & MUST - Malnutrition referral to Dietician at 88% against a target of 100% (breach of 1 patient).

The failure to achieve these two targets is down to human error in that the nursing staff concerned did not adhere to established policies or procedures and thus failed to initiate malnutrition care plans for 3 patients whose score indicated they required one, and for one patient, failed to refer on to a Dietician. 

The importance of following policies and procedures in regards of the Falls & MUST pathways continue to be highlighted and discussed in Huddles. The individual members of staff whom have failed to comply with policies and procedures have also been spoken to with emphasis on following policies and procedures and the importance of completing documentation accurately and in a timely manner.  

It is expected that we will achieve these two KPI's in January 2016

Quality Schedule continued...


Corporate Metrics continued

HR: Sickness & Absence Rates at 4.74% against a Trust target of < 3.5% (CCG target > 5%)
The single month sickness figure increased in a number of areas including IT & Information (3.28% up to 4.13%), Maternity (5.24% up to 5.75%), Neonates (3.71% up to 6.46%) and Medical Staff (1.46% up to 2.82%). This was to some extent counterbalanced by reductions in other areas including Gynaecology (8.32% down to 7.43%) and Surgical Services (4.48% down to 3.13%).
Although the overall split between short term and long term sickness absence remains fairly even (48% short term/52% long term), there are considerable differences across the larger services: in Gynaecology 61% of sickness absence is long term, whereas in Neonates, 64% is short term. In Maternity the split is nearly level at 51% short term/49% long term.
The HR Department continue to provide detailed absence information, training and advice to support the management of sickness absence. Managers are working closely with their HR teams to ensure that individual cases are managed appropriately and that staff are supported in returning to work. 

Sickness absence has tended to increase over the winter months in previous years, but it is anticipated that it should come down under target in Quarter 4.

HR: Turnover Rate at 11% against a target of  < 10%
Although the overall figure remained steady, there were some noticeable changes at service/department level: there were significant increases for Finance (up from 6% to 14%) and Genetics (up from 8% to 13%), while there was also a significant decrease in turnover for Pharmacy (down from 19% to 13%). Overall there were 14 leavers in month nine, the same number as in month eight.
PULSE was re-launched in December, and analysis is also currently being done on the initial results from the 2015 national NHS Staff Survey. The information from recent exit interviews is also being reviewed. These sources of information will be used to identify both trust-wide and local issues that may need to be addressed.
The larger clinical areas such as Maternity, Gynae and Neonates all still remain on or under target.
It is anticipated that the turnover figure will return to below target in Quarter 4.
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Red	Amber	Green	0	0	0	Performance for December 2015 has seen a decrease in performance with 80% of KPI's (107 of 133) achieving target (83% in November). All Monitor KPI's are rated Green. Although it has improved, the main area for concern continues to be Finance with 5 KPI's rated as red (7 in  November). Other areas of concern are:

	Breast feeding rates have dropped significantly to 49%

	The Trust has failed to achieve the Malnutrition Care Plan KPI for the third consecutive month at 87.5% and has also failed the Referral to Dietician KPI at 88%

	Performance against One to One care in established labour has fallen below the 95% target at 93.36%
 
	The rate of women triaged within 30 minutes in maternity has fallen below the 95% target for the first time this quarter at 94.73%

	The Trust has acheived the 90% target for completion of PDRs for the first time this financial year reaching 91%

Quality Schedule:  

Breast Feeding Rates at 49% against a target of 55% 
A deep dive into the reason for this dramatic decrease in performance has demonstrated that women have chosen not to breast feed within this month. All training remains as per Trust guidelines, women are offered support and guidance throughout pregnancy.  As a maternity service we are governed by women choosing the method of feeding.  

In order to achieve the target in future we will:- 

 Continue with training and staff preparation for Stage 3 Baby Friendly reassessment March 2016. 
 Bambi’s stand in the Antenatal clinic with information and contacts about breast feeding. 
 Advertise antenatal feeding workshops on social media 
 Review information on breast feeding on trust website and social media. . Breast feeding fact for the week on social media.
 Promote breast feeding as part of a public health agenda

It is expected that we will achieve the Target in June 2016.

Rate of babies born with an Apgar Score of < 7 at  18.06 against a target of 12.65 per 1000
There were no cases where system or personal failures were identified and a review of the cases has found no common themes between the cases. 

These cases form part of the intrapartum adverse event review process. Themes from previous pregnancies allow us to target areas for action in order to reduce  the risks of babies being born with a low Apgar. No themes have been established so far. 

As stated in previous months, we intend to change the target bringing it in line with RCOG MIS data of 1.48% for Apgar of less than 7.1. This is to be presented at GACA in January 2016.

Rate of babies born with an Cord pH of < 7 at  7.35 against a target of 4.3 per 1000
There were no cases where system or personal failures were identified and a review of the cases has found no common themes between the cases. 

These cases form part of the intrapartum adverse event review process. Themes from previous pregnancies allow us to target areas for action in order to reduce  the risks of babies being born with a low cord pH. No themes have been established so far. 

As stated in previous months, we intend to change the target bringing it in line with RCOG MIS pilot project of 0.9% for cord pH of less than 7.1. This is to be presented at GACA in January 2016.

Corporate Metrics: 

Finance metrics : 5 x Red KPIs Reported separately via the Finance Report

Serious Incidents: Number of Actions that remain outstanding  at 3 against a target of 0
All three of the Actions that remain outstanding belonging to Gynaecology.

The first action requires changes to be made to Meditech and  resource is required in Gynaecology  to employ a IT/Nurse to do this. It is expected to close this action in March 2016.

The second action concerns changes required to ICE training and a new workbook and  training competencies are under development. A further action requires changes to be made to ICE forms. It is expected that the training will be completed by March 2016 and the  ICE changes completed by April 2016.

The third action is in regards a lack of thorough assessment of bowel following the repair of a srosal tear. The action requires discussion at the Morbidity and Mortality Review meeting and was originally scheduled for November 2015. Due to concerns of the Clinical Director, it was deemed inappropriate to discuss at that time and the item was postponed until the next meeting on 4th March 2016.

Rate of Follow-up appointments cancelled by hospital at 12.46% against a target of <11.5%
The rate has increased slightly in December due to a combination of annual leave in Genetics and annual leave, sickness absence and phased return of staff in Gynaecology. All the staff that were off sick are now back in work and the rate of appointments cancelled by hospital should decrease accordingly.
In the Hewitt centre the increase in appointments cancelled by hospital was due to a change in clinic templates in turn due to a consultant retiring. There should be no further need to rearrange appointments now the new templates are in place so the rate of cancellations should reduce accordingly.
HR: Mandatory Training Compliance Rate at 94% against a target of >= 95%
Most of the changes at service/department level were relatively minor although there were significant increases for Gynaecology (up from 92% to 95%), Imaging (up from 90% to 95%) and Integrated Governance (up from 94% to 98%).
Overall, there are now 12 areas at or above target and therefore rated as green (compared with 6 in the previous month), and 7 slightly below target and therefore rated as amber (compared to 13 in the previous month). As in month eight, no areas were rated as red.
Managers at all levels are provided with detailed information regarding mandatory training compliance. All ward and department managers are required to have appropriate plans in place to ensure that compliance rates are reached and maintained. 
It anticipated that overall mandatory training target of 95% can be reached in Quarter 4.









Quality Strategy: 

One to One Care in established Labour at 93.36% against a target of 95%
December has seen an increase in women accessing our maternity service, our birth numbers are increasing Decembers birth rate was 720 births higher than predicted – this directly impacts on the provision of 1:1 care in established labour.  Other clinical areas within the Trust requested additional midwifery support (theatres), requesting that midwives provided a role in theatre this again directly impacts on 1:1 care provision for Central delivery suite.  

Management are strictly following the Trust sickness absence polices with all staff on the required stage of sickness management.  Ensuring that the collection of data is valid for the provision of 1:1 care in established labour, weekly performance monitoring of this metric is already implemented.
The Head of Midwifery has been invited to theatre workforce reviews to discuss the role of midwifery staff within theatre. It is expected that we will achieve this target again by March 2016.

Newborn Blood Spot Screening: Avoidable Repeat Tests at 5.8% against a target of < = 2%
This KPI is reported on a quarterly basis. Performance against this KPI had greatly improved during 2014/15 however changes to the National Laboratory processes in April 2015 resulted in  a significant increase in avoidable repeat tests nationally.  Performance improved between May to September 2015 with a continuous downward trend in avoidable repeat tests. However, when the laboratories at Alder hay moved to the new build in September 2015, there were unavoidable delays in getting the information through. 

There is a 3 point management plan in place to reduce the number of avoidable repeat tests which includes discussion with offender, retraining and suspension of staff  from carrying out tests until they have been retrained to a satisfactory standard. Now that information from Alderhey is being sent in a timely manner once more, it is expected that we will achieve the target by the end of Quarter 4.

CQUINS:

Although the Trust has failed to achieve the  target, performance against the NNAP Data Completeness  CQUIN has, improved significantly in Quarter 3 and is now just below the target level.  With continued focus by the team it is expected to achieve this target in Quarter 4.

Monitor: 

All Monitor KPI's have been met for December 2015


Although overall performance in December 2015 has dipped in comparison to previous months, the percentage margins of failing targets are very small. With continuous focus and scrutiny of those KPIs, it is expected that the Trust can achieve a better performance in Quarter 4.  






It is recommended that the FPBD Board receives and reviews the content of the report in relation to the assurance it provides of Trust performance and request any further actions considered necessary.


Quality Schedule continued...

DNA Rates New at 9.12% against a target of < 8% and Follow-up at 11.25% against a target of < 10%
The increase in DNA rates for December 2015 have been attributed to patients not wanting to attend hospital during the festive Christmas and New Year period.

The team has looked at reintroducing reminder letters, and has reintroduced them for Genetics, however the cost of doing so for all Gynaecology patients has proved prohibitive at this time.  The reduction of follow up DNA's in Neonates has been attributed to having reintroduced reminder letters in December. 




Maternity Triage within 30 Minutes at  94.73% against a target of >= 95%
An increase in short term sickness in the MAU is the contributing factor that affected performance against this target.  Increased clinical activity across the inpatient service within maternity has also provided ‘backlogs’ to admission to the maternity ward which has also affected performance.  Lack of medical cover within the MAU has also effected this performance target as women are waiting to be clinically medically reviewed, again providing a backlog which effects the 30 min face to face triage. 

Sickness is being appropriately managed by the midwifery management team all staff are on the appropriate sickness stage.  Work is ongoing within the inpatient services reviewing the patient flow, which includes admission and discharge to the maternity ward to decrease the amount of women waiting for an inpatient bed on MAU.  The Clinical director for maternity, is actively looking at consultant workforce cover for MAU services. 

It is expected that we will achieve the target rate in February 2016.


Falls & MUST - Malnutrition Care Plans at 87.5% against a target of 98% (breach of 3 patients)

and 

Falls & MUST - Malnutrition referral to Dietician at 88% against a target of 100% (breach of 1 patient).

The failure to achieve these two targets is down to human error in that the nursing staff concerned did not adhere to established policies or procedures and thus failed to initiate malnutrition care plans for 3 patients whose score indicated they required one, and for one patient, failed to refer on to a Dietician. 

The importance of following policies and procedures in regards of the Falls & MUST pathways continue to be highlighted and discussed in Huddles. The individual members of staff whom have failed to comply with policies and procedures have also been spoken to with emphasis on following policies and procedures and the importance of completing documentation accurately and in a timely manner.  

It is expected that we will achieve these two KPI's in January 2016

Quality Schedule continued...


Corporate Metrics continued

HR: Sickness & Absence Rates at 4.74% against a Trust target of < 3.5% (CCG target > 5%)
The single month sickness figure increased in a number of areas including IT & Information (3.28% up to 4.13%), Maternity (5.24% up to 5.75%), Neonates (3.71% up to 6.46%) and Medical Staff (1.46% up to 2.82%). This was to some extent counterbalanced by reductions in other areas including Gynaecology (8.32% down to 7.43%) and Surgical Services (4.48% down to 3.13%).
Although the overall split between short term and long term sickness absence remains fairly even (48% short term/52% long term), there are considerable differences across the larger services: in Gynaecology 61% of sickness absence is long term, whereas in Neonates, 64% is short term. In Maternity the split is nearly level at 51% short term/49% long term.
The HR Department continue to provide detailed absence information, training and advice to support the management of sickness absence. Managers are working closely with their HR teams to ensure that individual cases are managed appropriately and that staff are supported in returning to work. 

Sickness absence has tended to increase over the winter months in previous years, but it is anticipated that it should come down under target in Quarter 4.

HR: Turnover Rate at 11% against a target of  < 10%
Although the overall figure remained steady, there were some noticeable changes at service/department level: there were significant increases for Finance (up from 6% to 14%) and Genetics (up from 8% to 13%), while there was also a significant decrease in turnover for Pharmacy (down from 19% to 13%). Overall there were 14 leavers in month nine, the same number as in month eight.
PULSE was re-launched in December, and analysis is also currently being done on the initial results from the 2015 national NHS Staff Survey. The information from recent exit interviews is also being reviewed. These sources of information will be used to identify both trust-wide and local issues that may need to be addressed.
The larger clinical areas such as Maternity, Gynae and Neonates all still remain on or under target.
It is anticipated that the turnover figure will return to below target in Quarter 4.
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Red	Amber	Green	No Data	3	1	12	0	Performance for December 2015 has seen a decrease in performance with 80% of KPI's (107 of 133) achieving target (83% in November). All Monitor KPI's are rated Green. Although it has improved, the main area for concern continues to be Finance with 5 KPI's rated as red (7 in  November). Other areas of concern are:

	Breast feeding rates have dropped significantly to 49%

	The Trust has failed to achieve the Malnutrition Care Plan KPI for the third consecutive month at 87.5% and has also failed the Referral to Dietician KPI at 88%

	Performance against One to One care in established labour has fallen below the 95% target at 93.36%
 
	The rate of women triaged within 30 minutes in maternity has fallen below the 95% target for the first time this quarter at 94.73%

	The Trust has achieved the 90% target for completion of PDRs for the first time this financial year reaching 91%

Neonatal Care  - 

Finance: 4 x Red KPIs

CQUINS Reduction in clinical variation at 89% against a target of 90% (Red)
Although yet to achieve the target, performance against this KPI has improved in quarter 3 and it is now just under the 90% target at 89.9%. It is expected that we will achieve the target for each month in Quarter 4.


HR: Sickness & Absence Rate at 6.46% against a CCG target of < 5% and Trust Target of < 3.5% (Red)
Neonatal Care saw it's sickness absence rate increase from 3.7% to 6.5% in December 2015.  Long term sickness absence accounts for 64% of sickness absence.  Managers are working closely with their HR teams to ensure that individual cases are managed appropriately and that staff are supported in returning to work.  
Sickness absence has tended to increase over the winter months in previous years, but it is anticipated that it should come down under target in Quarter 4.


Outpatient DNA Rates: New at 22.73% against a target of < 8% (Red)
The service has reintroduced the use of reminder letters in order to reduce the number of DNA's. This has already had a positive impact upon the rate of Follow up DNAs which have seen a reduction in December. work continues to reduce the number of DNA's and it is anticipated that the target will be met within Quarter 4.  




eDischarge Summaries  constructed at 77.11% against a target of >= 98% (Red)
and
eDischarge Summaries  to GP  within 24 Hrs at 77.11% against a target of >= 95% (Red)
and
eDischarge Summaries  to patient within 24 Hrs at  79.17%% against a target of >= 95% (Red)
The service currently has vacancies for which approval has not been given to fill. Both Ward Clerks have been off on long term sick leave. Their roles are being covered by 1 Neonatal Assistant and 1 admin support staff however, there is still a considerable shortfall in the available hours which leads to the delay in processes being completed in the allotted timeframes. 

It is expected that those on sick leave will not return to post before the end of January 2016 therefore it is unlikely that we will see this target being achieved until February 2016 at the earliest.









Gynaecology Continued...

Serious Incidents: Number of Actions that remain outstanding: 3 against a target of 0 (Red)
The first action requires changes to be made to Meditech and  resource is required in Gynaecology  to employ a IT/Nurse to do this. It is expected to close this action in March 2016.

The second action concerns changes required to ICE training and a new workbook and  training competencies are under development. A further action requires changes to be made to ICE forms. It is expected that the training will be completed by March 2016 and the  ICE changes completed by April 2016.

The third action is in regards a lack of thorough assessment of bowel following the repair of a srosal tear. The action requires discussion at the Morbidity and Mortality Review meeting and was originally scheduled for November 2015. Due to concerns of the Clinical Director, it was deemed inappropriate to discuss at that time and the item was postponed until the next meeting on 4th March 2016.

Outpatients Cancelled by Hospital: New at 1.47% against a target of < 8.5% (Red)
and
Outpatients Cancelled buy Hospital: Follow up at 15.21% against a target of < 11.5% (Red)
The rate has increased slightly in December due to a combination of annual leave, sickness absence and phased return of staff . All the staff that were off sick are now back in work and the rate of appointments cancelled by hospital should decrease accordingly.




HR: Sickness & Absence Rate at 7.43% (above CCG Target of 5% and Trust Target of 3.5%) (Red)
Although still breaching the rate of sickness absence in Gynaecology has fallen slightly in December 2015. 615 of sickness in Gynaecology is attributed to long term sickness. Managers are working closely with their HR teams to ensure that individual cases are managed appropriately and that staff are supported in returning to work. 



HR: Appraisal and PDR rates at 85% against a target of 90% (Amber)
Despite continued focus, performance against this target has  remained fairly static for the last 4 months.  All ward and department managers are tasked with having appropriate plans in place to ensure that compliance targets are reached and maintained. The L&D and HR teams continue to provide information on those staff who are not compliant and it is anticipated that we will achieve  the target within Quarter 4.





Gynaecology - 

Finance: 4 x KPIs rated red - reported separately via the Finance Report

Outpatient DNA Rates: New at 10.10% against a target of < 8% (Red)
and
Outpatients DNA Rates: Follow up at 14.11% against a target of < 10% (Red)

The increase in DNA rates for December 2015 have been attributed to patients not wanting to attend hospital during the festive Christmas and New Year period. The team has looked at reintroducing reminder letters, and has reintroduced them for Genetics, however the cost of doing so for all Gynaecology patients has proved prohibitive at this time.  

Falls & MUST - Malnutrition Care Plans at 87.5% against a target of 98% (breach of 3 patients)
and 
Falls & MUST - Malnutrition referral to Dietician at 88% against a target of 100% (breach of 1 patient).

The failure to achieve these two targets is down to human error in that the nursing staff concerned did not adhere to established policies or procedures and thus failed to initiate malnutrition care plans for 3 patients whose score indicated they required one, and for one patient, failed to refer on to a Dietician. 

The importance of following policies and procedures in regards of the Falls & MUST pathways continue to be highlighted and discussed in Huddles. The individual members of staff whom have failed to comply with policies and procedures have also been spoken to with emphasis on following policies and procedures and the importance of completing documentation accurately and in a timely manner.  

It is expected that we will achieve these two KPI's in January 2016


Failure to achieve the Malnutrition Care Plans KPI for a third consecutive month is a concern and  requires attention to prevent it from deteriorating further.

Although overall performance in December 2015 has dipped in comparison to previous months, the percentage margins of failing targets are very small. With continuous focus and scrutiny of those KPIs, it is expected that the Trust can achieve a better performance in Quarter 4.  


It is recommended that the GACA Board receives and reviews the content of the report in relation to the assurance it provides of Trust performance and request any further actions considered necessary.


Maternity 

Finance: 3 x KPIs rated red (all concerning Overtime and Agency usage)

Avoidable Repeat Tests for antenatal blood spot screening at 5.8% against a target of <0.5% (Red)
This KPI is reported on a quarterly basis. Performance against this KPI had greatly improved during 2014/15 however changes to the National Laboratory processes in April 2015 resulted in  a significant increase in avoidable repeat tests nationally.  Performance improved between May to September 2015 with a continuous downward trend in avoidable repeat tests. However, when the laboratories at Alder hay moved to the new build in September 2015, there were unavoidable delays in getting the information through. 

There is a 3 point management plan in place to reduce the number of avoidable repeat tests which includes discussion with offender, retraining and suspension of staff  from carrying out tests until they have been retrained to a satisfactory standard. Now that information from Alderhey is being sent in a timely manner once more, it is expected that we will achieve the target by the end of Quarter 4

Apgar Score < 7 at 18.06 per 1000 against a target of < 12.65 per 1000 (Red)
There were no cases where system or personal failures were identified and a review of the cases has found no common themes between the cases. 

These cases form part of the intrapartum adverse event review process. Themes from previous pregnancies allow us to target areas for action in order to reduce  the risks of babies being born with a low Apgar. No themes have been established so far. 

As stated in previous months, we intend to change the target bringing it in line with RCOG MIS data of 1.48% for Apgar of less than 7.1. This is to be presented at GACA in January 2016.

Cord pH < 7 at 7.35 per 1000 against a target of < 4.3 per 1000 (Red)
There were no cases where system or personal failures were identified and a review of the cases has found no common themes between the cases. 

These cases form part of the intrapartum adverse event review process. Themes from previous pregnancies allow us to target areas for action in order to reduce  the risks of babies being born with a low cord pH. No themes have been established so far. 

As stated in previous months, we intend to change the target bringing it in line with RCOG MIS pilot project of 0.9% for cord pH of less than 7.1. This is to be presented at GACA in January 2016.





Clinical Genetics - 

Finance: 2 x Red rated KPIs reported via the Finance Report

18 Week RTT for Non-admitted at 89.26% against a target of >= 95% (Red)

HR: Turnover Rate at 13% against a target of < 10% (Red)

Outpatients DNA Rates: New at 9.93% against a target of < 8% (Red)

Outpatients DNA Rates: Follow up at 15.07% against target of < 10% (Red)

Outpatients Cancelled by Hospital: New at 10.82% against a target of < 8.5% (red)

Outpatients Cancelled by Hospital: Follow up at 15.07% against a target of < 11.5% (Red)








Maternity continued...

Breast Feeding Rates at 49% against a target of 55% 
Breastfeeding Initiation at 49.65% against a target of >= 55% (Red)
A deep dive into the reason for this dramatic decrease in performance has demonstrated that women have chosen not to breast feed within this month. All training remains as per Trust guidelines, women are offered support and guidance throughout pregnancy.  As a maternity service we are governed by women choosing the method of feeding.  

In order to achieve the target in future we will:- 

	Continue with training and staff preparation for Stage 3 Baby Friendly reassessment March 	2016. 
	Bambi’s stand in the Antenatal clinic with information and contacts about breast feeding. 
	Advertise antenatal feeding workshops on social media 
	Review information on breast feeding on trust website and social media. . Breast feeding fact 	for the week on social media.
	Promote breast feeding as part of a public health agenda


HR: Annual Appraisal and PDR at 86% against a target of < 90% (Amber)
Performance has remained static in December due to a combination of sickness and annual leave over the festive period. It is anticipated that we will achieve the target during Quarter 4.


HR: Mandatory Training at 92% against a target of 95% (Amber)
Managers at all levels are provided with detailed information regarding mandatory training compliance. All ward and department managers are required to have appropriate plans in place to ensure that compliance rates are reached and maintained and it is anticipated that overall mandatory training target of 95% will be reached in Quarter 4.

HR: Sickness & Absence Rate at 5.75% against a CCG Target  <5% and Trust Target <3.5% (Red)
The breakdown of sickness absence in Maternity is evenly split between short term and long term. Managers are working closely with their HR teams to ensure that individual cases are managed appropriately and that staff are supported in returning to work. Sickness absence has tended to increase over the winter months in previous years, but it is anticipated that it should come down under target in Quarter 4.


Safer Staffing Levels at 85.79% against a Trust Target of 95% (CCG Target < 85%) (Red)
Maternity has seen a rise in short term sickness within this month and this has impacted on service delivery. 1:1 care in established labour was not achieved on 8 occasions within this month.  Postnatal ward ratios of Jeffcoate 1:10 were not breeched during this month, maternity base ratio has had short periods of increased clinical activity, and we have been able to flex staff to meet this demand.  Demonstrating maternity's ability to adapt and flex midwifery staff to peaks in clinical activity and acuity.  There have been two incidents raised for staffing during this month, both reviewed as low risk.

Hewitt Centre - 

Finance: 4 x Red rated KPIs reported via the Finance Report

18 Week RTT Non-admitted for RMU at 79.66% against a target of > 95% (Red)

18 Week RTT Incompletes for RMU at 91.13% against a target of > 92% (Red)

Outpatient DNA Rates: New at 8.33% against a target of < 8% (Red)



Surgical Services - 

Finance: 4 x Red rated KPIs reported via the Finance Report

HR: Turnover rate at  21% against a target of < 10% (Red)

HR: Annual Appraisal and PDR rate at 85% against a target of > 90% (amber)
Although still below the 90% target, the rate of compliance has improved significantly from 68% in October 2015 and it is anticipated that the Service will achieve the 90% target in Quarter 4.

HR: Mandatory Training Rates at 88% against a target of > 95% (Amber)



Imaging- 

Finance: 3 x Red rated KPIs reported separately via the Finance Report


Pharmacy

Finance: 2 x red rated KPI

HR: Mandatory Training rate at  88% against a target of 95% (Amber)

HR: Turnover rate at 13% against a target of  < 10% (Red)

Maternity continued...



Gynaecology Continued...


Neonatal Care  continued





MONITOR



				LWH Monitor		2015/16

				To deliver the best possible EXPERIENCE for patients and staff

				Indicator Name		Ref		Target 2015/16		Apr-15		May-15		Jun-15		Qtr1		Jul-15		Aug-15		Sep-15		Qtr2		Oct-15		Nov-15		Dec-15		Qtr3		Jan-16		Feb-16		Mar-16		Qtr4

				Maximum time of 18 weeks from point of referral to treatment in aggregate - Admitted *		1		>= 90%		95.56%		97.88%		95.78%		96.17%		96.79%		95.90%		96.95%		96.63%		97.51%		97.77%		96.15%		97.15%		ERROR:#DIV/0!		ERROR:#DIV/0!		ERROR:#DIV/0!

										90.00%		90.00%		90.00%		90.00%		90.00%		90.00%		90.00%		90.00%		90.00%		90.00%		190.00%		90.00%		90.00%		190.00%		290.00%		90.00%

				Maximum time of 18 weeks from point of referral to treatment in aggregate Non-admitted *		2		>= 95%		95.43%		95.23%		95.44%		95.38%		95.45%		97.65%		96.17%		96.42%		95.94%		95.00%		94.30%		95.08%		ERROR:#DIV/0!		ERROR:#DIV/0!		ERROR:#DIV/0!

										95.00%		95.00%		95.00%		95.00%		95.00%		95.00%		95.00%		95.00%		95.00%		95.00%		195.00%		95.00%		95.00%		195.00%		295.00%		95.00%

				Maximum time of 18 weeks from point of referral to treatment in aggregate - Incompletes		3		>= 92%		94.15%		94.77%		95.19%		94.70%		95.29%		95.25%		95.56%		95.37%		95.22%		95.10%		95.65%		95.33%		95.65%		ERROR:#DIV/0!		ERROR:#DIV/0!

										92.00%		92.00%		92.00%		92.00%		92.00%		92.00%		92.00%		92.00%		92.00%		92.00%		92.00%		92.00%		92.00%		92.00%		92.00%		92.00%

				A&E Maximum waiting time of 4 hours from arrival to admission, transfer or discharge		4		>= 95%		100.00%		99.91%		99.41%		99.77%		100.00%		100.00%		99.80%		99.93%		99.62%		99.49%		98.69%		99.27%						

										95.00%		95.00%		95.00%		95.00%		95.00%		95.00%		95.00%		95.00%		95.00%		95.00%		95.00%		95.00%		95.00%		95.00%		95.00%		95.00%

				All Cancers: 62 day wait for first treatment from urgent GP Referral for suspected cancer (After Re-allocation)		5a		>= 85%		100%		72.73%

Ed Williams: Ed Williams: Figures adjusted after Finalised position reported.
		88.24%		85.51%		87.10%		88.24%		82.86%		85.54%		88.24%		94.12%		90.91%		91.09%						

										85.00%		85.00%		85.00%		85.00%		85.00%		85.00%		85.00%		85.00%		85.00%		85.00%		185.00%		85.00%		85.00%		185.00%		285.00%		85.00%

				All Cancers: 62 day wait for first treatment from urgent GP Referral for suspected cancer (before re-allocation - Not RAG rated - for monitoring purposes only)		5a		>= 85%		86.67%		74.36%		76.81%		79.28%		87.10%		78.95%		78.38%		81.61%		65.22%		74.42%		90.91%		76.85%		90.91%				

										85.00%		85.00%		85.00%		85.00%		85.00%		85.00%		85.00%		85.00%		85.00%		85.00%		85.00%		85.00%		85.00%		85.00%		85.00%		85.00%

				All Cancers: 62 day wait for first treatement from NHS Cancer Screening Service referral - Percentage		5b		>= 90%		N/A		N/A		N/A		N/A		N/A		N/A		100%		100%		N/A		N/A		N/A		N/A		N/A		N/A		N/A

										90.00%		90.00%		90.00%		90.00%		90.00%		90.00%		90.00%		90.00%		90.00%		90.00%		90.00%		90.00%		90.00%		90.00%		90.00%		90.00%

				All Cancers: 62 day wait for first treatement from NHS Cancer Screening Service referral - Numbers (if > 5, the target applies)		5b		< 5		0		0		0		0		0		0		1		1		0		0		0		0		0		0		0

										5		5		5		5		5		5		5		5		5		5		5		5		5		6		7		5

				All Cancers: 31 day wait for second or subsequent treatment comprising surgery		6a		>= 94%		100%		100%		100%		100%		100%		100%		100%		100%		100%		100%		100%		100%		100.00%				

										94.00%		94.00%		94.00%		94.00%		94.00%		94.00%		94.00%		94.00%		94.00%		94.00%		94.00%		94.00%		94.00%		94.00%		94.00%		94.00%

				All Cancers: 31 day wait for second or subsequent treatment comprising anti cancer drug treatments		6b		>- 98%		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A

										98.00%		98.00%		98.00%		98.00%		98.00%		98.00%		98.00%		98.00%		98.00%		98.00%		98.00%		98.00%		98.00%		98.00%		98.00%		98.00%

				All Cancers: 31 day wait from diagnosis to first (definitive) treatment		7		>= 96%		100%		97.67%		100%		100%		100%		100%		100%		100%		97.56%		100%		100%		99.19%		1				

										96%		96%		96%		96%		96%		96%		96%		96%		96%		96%		196%		96%		96%		196%		296%		96%

				All Cancers: Two week wait from referral to date first seen comprising all urgent referrals (cancer suspected)		8		93%		94.44%		93.19%		95.85%		94.56%		98.29%		94.62%		96.85%		96.73%		95.09%		95.65%		95.50%		95.41%		95.50%				

										95.00%		195.00%		295.00%				395.00%		495.00%		595.00%				695.00%		795.00%		895.00%				995.00%		1095.00%		1195.00%		1295.00%

				Hidden Rows for RAG Calculator 'Monitor- Experince'

								RAG		Apr-15		May-15		Jun-15		Qtr1		Jul-15		Aug-15		Sep-15		Qtr2		Oct-15		Nov-15		Dec-15		Qtr3		Jan-16		Feb-16		Mar-16		Qtr4

								Red		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?

								Amber		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?

								Green		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?

								No Data		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?



				To deliver SAFER services

				Clostridium (C.) Difficile - meeting the C. Difficile objective		16		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0

										0		0		0				0		0		0				0		0		0				0		0		0		1

				Hidden Rows for RAG Calculator 'Monitor - Safer'

								RAG		Apr-15		May-15		Jun-15		Qtr1		Jul-15		Aug-15		Sep-15		Qtr2		Oct-15		Nov-15		Dec-15		Qtr3		Jan-16		Feb-16		Mar-16		Qtr4

								Red		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?

								Amber		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?

								Green		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?

								No Data		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?



				Hidden Rows for RAG Calculator 'Monitor - All'

								RAG		Apr-15		May-15		Jun-15		Qtr1		Jul-15		Aug-15		Sep-15		Qtr2		Oct-15		Nov-15		Dec-15		Qtr3		Jan-16		Feb-16		Mar-16		Qtr4

								Red		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?

								Amber		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?

								Green		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?

								No Data		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?





				*Monitor have advised all NHS Trusts that:-

"The admitted and non-admitted operational standards are being abolished, and the incomplete standard will become the sole measure of patients’ constitutional right to start treatment within 18 weeks. This means that with immediate effect, no provider or commissioner will receive any form of sanction, whether in the form of regulator investigation/intervention or the levying of financial sanctions, for failing the admitted or non-admitted standards.

Commissioners should not levy any financial sanctions associated with the admitted and non-admitted standards with effect from 1st April 2015. Where sanctions have already been applied in respect of these two standards in the 2015/16 financial year, commissioners should make arrangements to repay the funding withheld to the relevant providers".

However, with regards patient experience and continuing best practice, the Trust should still endeavour to achieve these targets and they will be monitored but not RAG Rated as of October 2015 (Beginning of Quarter 3).                            *ll                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                    All Cancer Wait figures are amended periodiacally once the verified Somerset position has been closed.
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Quality Strategy



				LWH Quality Strategy		2015/16

				To develop a well led, Capable, Motivated and Entrepreneurial WORKFORCE
						Key: TBA = To Be Agreed. TBC = To Be Confirmed, TBD = To Be Determined, ID = In Development

				There are no indicators in this section

				To be EFFICIENT and make best use of available resources

				There are no indicators in this section

				To deliver SAFER services

				Indicator Name		Ref		Target 2015/16		Apr-15		May-15		Jun-15		Jul-15		Aug-15		Sep-15		Oct-15		Nov-15		Dec-15		Jan-16		Feb-16		Mar-16

				Reduce Surgical Site Infections (Gynaecology) (From CHKS reporting 1 month behind)		LWH_1		< 3%		0.00%		0.10%		0.01%		0.01%		0.01%		0.00%		0.00%		0.00%		0.00%		0.00%		0.00%		0.00%

				Maintain the incidence of multiple pregnancy after fertility treatment		LWH_2		<= 10%		7.60%		7.02%		6.91%		6.28%		6.16%		5.37%		4.85%		4.81%		4.70%		0.00%		0.00%		0.00%

				No increase in rate of late-onset (> 72h) bloodstream infection in VLBW (very low birth weight) and or <30 weeks gestation babies 		LWH_3		TBC		0.00		0.25		0.00		0.00		0.60		0.52		0.17		0.00		0.00		0.00		0.00		0.00

				No increase in bloodstream infection (early and late) in all neonates (term and preterm) (Rate per 1000 total care days)		LWH_4		TBC		3.18		0		0		0		0		0		0		0		0

				Hidden Rows for RAG Calculator 'Quality Strategy - Safe'

								RAG		Apr-15		May-15		Jun-15		Jul-15		Aug-15		Sep-15		Oct-15		Nov-15		Dec-15		Jan-16		Feb-16		Mar-16

								Red		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?

								Amber		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?

								Green		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?

								No Data		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?



				To deliver the most EFFECTIVE outcomes

				Indicator Name		Ref		Target 2015/16		Apr-15		May-15		Jun-15		Jul-15		Aug-15		Sep-15		Oct-15		Nov-15		Dec-15		Jan-16		Feb-16		Mar-16

				Rate of Brain injury in preterm babies (Severe Intraventricular haemorrhage and Periventricular leukomalacia) to remain below VON median		LWH_5		TBA		TBD		TBA		TBA		TBA		TBA		TBA		TBA		TBA		TBA

				Hospital Mortality Rate in Gynaecology. (From CHKS reporting 1 month behind) RAMI		LWH_6		0.11%		0.00%		0.00%		0.00%		0.00%		0.00%		0.00%		0.00%		0.00%		0.00%		0.00%		0.00%		0.00%

				Neonatal mortality <=28 days post birth (at home or LWH) Reports 1 month behind                           (Target to be agreed for Quarter 2) (Rate per 1000 Births)		LWH_7		Rate per 1000 TBD		0.00		3.17		8.76		3.08		2.70		2.80		0.00		1.40		4.10		0.00		0.00		0.00

				Adjusted Still birth rate i.e. excluding fetal abnormalities  (Rate per 1000 births) Reports 1 month behind		LWH_8		TBC		1.55		0.00		3.06		5.46		2.79		9.38		6.98		5.56		7.04		ERROR:#DIV/0!		ERROR:#DIV/0!		ERROR:#DIV/0!

				Increase biochemical pregnancy rates following infertility treatments [In-vitro fertilisation (IVF), Intracytoplasmic sperm injection (ICSI) and frozen embryo transfer (FET)] by 5% over 5 years.		LWH_9		> 30%       TBC		47.96%		50.72%		45.95%		39.44%		41.18%		38.92%		35.48%		52.50%		49.60%		50.17%		0.00%		0.00%

				36 week Antenatal risk assessment (audit)		LWH_10		TBC		Audit		Audit		Audit		Audit		Audit		Audit		Audit		Audit		Audit

				% of women receiving one to one care in established labour (>4cm)		LWH_11		>= 95%

Administrator: Ed Williams:
Target set at 95% in the Quality Strategy. Target set at 85% by CCG for Quality Schedule. There are two distinct Targets
		96.43%		96.76%		96.59%		96.42%		96.19%		93.88%		95.22%		97.20%		93.36%		ERROR:#DIV/0!		ERROR:#DIV/0!		ERROR:#DIV/0!

				Avoidable repeats for Antenatal screening and newborn screening blood sampling		LWH_12		<= 2%		QTRLY		QTRLY		5.33%		QTRLY		QTRLY		3.97%		QTRLY		QTRLY		5.80%		QTRLY		QTRLY

				Increase the % of skin to skin contact within 1 hour post birth.		LWH_13		>= 75%		74.20%		84.39%		91.48%		92.76%		89.56%		91.92%		89.35%		91.28%		92.47%						

				At least 95% of women who request an epidural, excluding those where there is a medical reason this is not possible, receive this. 		LWH_14		>= 95%		95.87%		95.56%		95.76%		95.35%		95.65%		92.59%		93.59%		98.04%		95.11%		ERROR:#DIV/0!		ERROR:#DIV/0!		ERROR:#DIV/0!

				Patients opting for surgical treatment of miscarriage undergo the procedure within 72 hours of their decision.		LWH_15		TBA		TBD		TBA		TBA		TBA		TBA		TBA		TBA		TBA		TBA

				Hidden Rows for RAG Calculator 'Quality Strategy - Effective'

								RAG		Apr-15		May-15		Jun-15		Jul-15		Aug-15		Sep-15		Oct-15		Nov-15		Dec-15		Jan-16		Feb-16		Mar-16

								Red		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?

								Amber		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?

								Green		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?

								No Data		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?



				To deliver the best possible EXPERIENCE for patients and staff

				Indicator Name		Ref		Target 2015/16		Apr-15		May-15		Jun-15		Jul-15		Aug-15		Sep-15		Oct-15		Nov-15		Dec-15		Jan-16		Feb-16		Mar-16

				Reduction in number of complaints relating to care (Number received in month)		LWH_16		<= 3     TBC		2		4		2		0		0		0		0		3		0		0		0		0

				75 % of patients recommend us in the family friends test.		LWH_17		>= 75%		96.10%		98.02%		99.20%		96.86%		97.60%		98.03%		98.51%		99.06%		99.15%		ERROR:#DIV/0!		ERROR:#DIV/0!		ERROR:#DIV/0!

				Staff survey results in upper quartile ***		LWH_18		< 3.95

Administrator: Ed Williams
National 2014 Average for Acute Specialist Trusts		3.74		3.74		3.74		3.74		3.74		3.74		3.74		3.74		3.74

				Patient satisfaction surveys in upper quartile by 2018		LWH_19		TBC		Once Per Annum

				Excellence in Patient Led Assessments of Care Environments (PLACE) Cleanliness **		LWH_20		> 95%   National Average		97.71%		97.71%		97.71%		97.71%		97.71%		97.71%		99.94%		99.94%		99.94%		99.94%		99.94%		99.94%

				Excellence in Patient Led Assessments of Care Environments (PLACE) Condition & Appearance **		LWH_21		> = 90% National Average		90.67%		90.67%		90.67%		90.67%		90.67%		90.67%		93.31%		93.31%		93.31%		93.31%		93.31%		93.31%

				Excellence in Patient Led Assessments of Care Environments (PLACE) Food **		LWH_22		> 88.5% National Average		87.05%		87.05%		87.05%		87.05%		87.05%		87.05%		92.55%		92.55%		92.55%		92.55%		92.55%		92.55%

				Excellence in Patient Led Assessments of Care Environments (PLACE) Privacy & Dignity **		LWH_23		> 86% National Average		96.03%		96.03%		96.03%		96.03%		96.03%		96.03%		82.19%		82.19%		82.19%		82.19%		82.19%		82.19%

				Hidden Rows for RAG Calculator 'Quality Strategy - Experience'

								RAG		Apr-15		May-15		Jun-15		Jul-15		Aug-15		Sep-15		Oct-15		Nov-15		Dec-15		Jan-16		Feb-16		Mar-16

								Red		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?

								Amber		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?

								Green		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?

								No Data		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?



				Hidden Rows for RAG Calculator 'Quality Strategy - All'

								RAG		Apr-15		May-15		Jun-15		Jul-15		Aug-15		Sep-15		Oct-15		Nov-15		Dec-15		Jan-16		Feb-16		Mar-16

								Red		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?

								Amber		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?

								Green		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?

								No Data		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?





				**The latest figures for  Excellence in Patient Led Assessments of Care Environments (PLACE) fwere released in September 2015. The targets have been reset as the National Average scores for the same period.







				*** The results of the Staff Survey are released annually and the latest figures are due for release in early 2016. The new data will be reflected in the Performance Report as soon as they have been made available.
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Quality Schedule



				LWH Quality Schedule		2015/16

				To develop a well led, Capable, Motivated and Entrepreneurial WORKFORCE 
						Key: TBA = To Be Agreed. TBC = To Be Confirmed, TBD = To Be Determined, ID = In Development

				Indicator Name		Ref		Target 2015/16		Apr-15		May-15		Jun-15		Jul-15		Aug-15		Sep-15		Oct-15		Nov-15		Dec-15		Jan-16		Feb-16		Mar-16

				HR: Sickness and Absence Rates		KPI_10		< 5%		3.98%		3.75%		4.16%		4.08%		3.29%		3.09%		3.45%		4.44%		4.74%		0.00%		0.00%		0.00%

										5.00%		5.00%		5.00%		5.00%		5.00%		5.00%		5.00%		5.00%		5.00%		5.00%		5.00%		5.00%

				Hidden Rows for RAG Calculator 'Quality Schedule Workforce'

								RAG		Apr-15		May-15		Jun-15		Jul-15		Aug-15		Sep-15		Oct-15		Nov-15		Dec-15		Jan-16		Feb-16		Mar-16

								Red		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?

								Amber		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?

								Green		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?

								No Data		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?



				To be EFFICIENT and make best use of available resources

				Indicator Name		Ref		Target 2015/16		Apr-15		May-15		Jun-15		Jul-15		Aug-15		Sep-15		Oct-15		Nov-15		Dec-15		Jan-16		Feb-16		Mar-16

				Outpatients: DNA Rates: New 		KPI_07a		< 8%		7.89%		7.40%		9.00%		8.25%		9.69%		7.22%		6.85%		8.59%		9.12%		ERROR:#DIV/0!		ERROR:#DIV/0!		ERROR:#DIV/0!



				Outpatients: DNA Rates: Follow-up		KPI_07b		< 10%		9.03%		8.73%		9.44%		10.50%		10.16%		10.41%		9.26%		10.07%		11.25%		ERROR:#DIV/0!		ERROR:#DIV/0!		ERROR:#DIV/0!

										10.00%		10.00%		10.00%		10.00%		10.00%		10.00%		10.00%		10.00%		10.00%		10.00%		10.00%		10.00%

				Discharge Summaries to be electronically constructed, integrated TTO’s and contains the recommended minimum data set.		KPI_14a		>= 98%		98.45%		98.34%		98.26%		99.59%		99.53%		99.91%		98.64%		95%		97.57%		ERROR:#DIV/0!		ERROR:#DIV/0!		ERROR:#DIV/0!



				Discharge Summaries to be sent from all ward areas to general practice within 24 hours.  		KPI_14b		>= 95%		98.45%

Administrator: Validated Position: 22/05/2015
		98.34%		98.26%		99.59%		99.53%		99.91%		98.64%		94.57%		97.57%		ERROR:#DIV/0!		ERROR:#DIV/0!		ERROR:#DIV/0!



				Patients to receive a copy of their Discharge Summary on day of discharge.		KPI_14c		>= 95%		98.45%		98.34%		98.26%		99.59%		99.53%		99.10%		98.50%		98.47%		98.25%		ERROR:#DIV/0!		ERROR:#DIV/0!		ERROR:#DIV/0!

										95.00%		95.00%		95.00%		95.00%		95.00%		95.00%		95.00%		95.00%		95.00%		95.00%		95.00%		95.00%

				Out-Patient Correspondence to be electronically constructed, integrated TTO’s and contains the recommended minimum data set.		KPI_14d		>= 98%		Query with CCG		Part of EPR		Part of EPR		Part of EPR		Part of EPR		Part of EPR		Part of EPR		Part of EPR		Part of EPR		Part of EPR		Part of EPR		Part of EPR

										98.00%		98.00%		198.00%		298.00%		398.00%		98.00%		198.00%		298.00%		398.00%		498.00%		598.00%		698.00%

				Out-Patient Correspondence to be sent from all out-patient services to general practice within 2 weeks of patients appointments.   		KPI_14e		>= 95%		Query with CCG		Part of EPR		Part of EPR		Part of EPR		Part of EPR		Part of EPR		Part of EPR		Part of EPR		Part of EPR		Part of EPR		Part of EPR		Part of EPR

										95.00%		95.00%		95.00%		95.00%		95.00%		95.00%		95.00%		95.00%		95.00%		95.00%		95.00%		95.00%

				A&E correspondence to be sent to General Practice within 24 hours. 		KPI_14f		>= 95%		Reporting from    May-15		100%		100%		100%		100%		100%		100%		100%		100%		ERROR:#DIV/0!		ERROR:#DIV/0!		ERROR:#DIV/0!

										95.00%		95.00%		95.00%		95.00%		95.00%		95.00%		95.00%		95.00%		95.00%		95.00%		95.00%		95.00%

				Day Case correspondence to be sent to General Practice within 24 hours. 		KPI_14g		>= 95%		ID		ID		ID		Reporting from August		100%		100%		100%		100%		100%		ERROR:#DIV/0!		ERROR:#DIV/0!		ERROR:#DIV/0!

										95.00%		95.00%		95.00%		95.00%		95.00%		95.00%		95.00%		95.00%		95.00%		95.00%		95.00%		95.00%

				Hidden Rows for RAG Calculator 'Quality Schedule - Efficient'

								RAG		Apr-15		May-15		Jun-15		Jul-15		Aug-15		Sep-15		Oct-15		Nov-15		Dec-15		Jan-16		Feb-16		Mar-16

								Red		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?

								Amber		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?

								Green		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?

								No Data		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?



				To deliver SAFER services

				Indicator Name		Ref		Target 2015/16		Apr-15		May-15		Jun-15		Jul-15		Aug-15		Sep-15		Oct-15		Nov-15		Dec-15		Jan-16		Feb-16		Mar-16

				Zero tolerance of MRSA		E.A.S.4		0		0		0		0		0		0		0		1		0		0		0		0		0



				Minimise rates of Clostridium Difficile (RAG in Monitor)		E.A.S.5		1		0		0		0		0		0		0		0		0		0		0		0		0



				VTE (Venous Thromboembolism)		KPI_01		>= 95%		98.25%		98.84%		98.46%		98.30%		98.46%		98.35%		98.45%		98.41%		97.50%		ERROR:#DIV/0!		ERROR:#DIV/0!		ERROR:#DIV/0!



				A&E: Self Harm: Received a Psychological Assessment		KPI_13g		>= 80%		None		None		None		None		None		None		None		None		100%

Ed Williams: Ed Williams:
One patient presented with injury resulting from self harm behaviour but was already under the care of a mental helath team so a referral was not necessary.		0.00%		0.00%		0.00%



				Falls Prevention: Assessments for Falls		KPI_08a		>=98%		98.28%		99.18%		100.00%		98.81%		99.50%		98.56%		100.00%		98.74%		99.01%		ERROR:#DIV/0!		ERROR:#DIV/0!		ERROR:#DIV/0!



				Falls Prevention: Of the patients identified as at risk of falling to have a care plan in place across the whole trust		KPI_08b		100%		0%		100%		100%		100%		100%		100%		100%		100%		100%		ERROR:#DIV/0!		ERROR:#DIV/0!		ERROR:#DIV/0!



				Malnutrition: Adult in-patients screened for malnutrition on admission using the MUST tool 		KPI_09a		>= 95%		85.34%		99.59%		100.00%		98.42%		99.00%		98.56%		99.52%		98.74%		97.04%		ERROR:#DIV/0!		ERROR:#DIV/0!		ERROR:#DIV/0!



				Malnutrition: Patients with a score of 2 or more to receive an appropriate care plan		KPI_09b		>= 98%		50.00%		100.00%		80.00%		100.00%		100.00%		100.00%		70.59%		83.33%		87.50%		ERROR:#DIV/0!		ERROR:#DIV/0!		ERROR:#DIV/0!



				Malnutrition: Patients scoring high risk (2 or more) are referred to dietician		KPI_09c		100%		90%		100%		100%		100%		100%		100%		94%		100%		88%		ERROR:#DIV/0!		ERROR:#DIV/0!		ERROR:#DIV/0!



				Surgical Site Infections: % reduction in the number of non-elective Gynaecology patients with an infection of all non - elective Gynaecology patients undergoing a surgical procedure. (RAG in Quality Strategy)		KPI_12		<= 3%		0.00%		0.10%		0.01%		0.01%		0.01%		0.00%		0.00%		0.00%		0.00%		0.00%		0.00%		0.00%



				Hospital Standardised Mortality Rate (HMSR) **** (From CHKS)		KPI_03		<= National Average		0		0		0		0		135		0		0		0		0		0		0		0

				Peer average taken from CHKS 				Peer		92		57		120		59		155

				Mortality Rates in Gynaecology (RAG in Quality Strategy)		KPI_04		<= 0.11%		0.00%		0.00%		0.00%		0.00%		0.00%		0.00%		0.00%		0.00%		0.00%		0.00%		0.00%		0.00%



				Mortality Rates in Neonates (within 28 days of live birth at LWH or at home under LWH care) (RAG in Quality Strategy)		KPI_05		Rate per 1000 TBC		0.00		3.17		8.76		3.08		2.70		2.80		0.00		1.40		4.10		0.00		0.00		0.00



				Hidden Rows for RAG Calculator 'Quality Schedule - Safe'

								RAG		Apr-15		May-15		Jun-15		Jul-15		Aug-15		Sep-15		Oct-15		Nov-15		Dec-15		Jan-16		Feb-16		Mar-16

								Red		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?

								Amber		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?

								Green		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?

								No Data		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?



				To deliver the most EFFECTIVE outcomes

				Indicator Name		Ref		Target 2015/16		Apr-15		May-15		Jun-15		Jul-15		Aug-15		Sep-15		Oct-15		Nov-15		Dec-15		Jan-16		Feb-16		Mar-16

				Maternity - One to One Care in established labour (RAG in Quality Strategy)		KPI_20		>= 85%		96.43%		96.76%		96.59%		96.42%		96.19%		93.88%		95.22%		97.20%		93.36%		ERROR:#DIV/0!		ERROR:#DIV/0!		ERROR:#DIV/0!



				Maternity: Women requesting an Epidural that did NOT receive one due to Non-Clinical Reasons (RAG in Quality Strategy)		KPI_21		>= 5%		3.45%		3.82%		3.55%		3.92%		3.36%		6.45%		5.68%		1.96%		4.58%		ERROR:#DIV/0!		ERROR:#DIV/0!		ERROR:#DIV/0!



				Maternity: Flu vaccinations are offered to all pregnant women at booking (Jan to Oct only).   		KPI_23		>= 75%		Oct to Jan Only		Oct to Jan Only		Oct to Jan Only		Oct to Jan Only		Oct to Jan Only		Oct to Jan Only		96.52%		95.63%		99.16%		ERROR:#DIV/0!		Oct to Jan Only		Oct to Jan Only



				Maternity: Vitamin D supplementation provided for all pregnant women.		KPI_24		>= 85%		94.47%		96.01%		95.75%		95.65%		94.38%		94.83%		93.74%		94.06%		96.03%		ERROR:#DIV/0!		ERROR:#DIV/0!		ERROR:#DIV/0!



				Maternity: Pregnant women with a Body Mass Index of 35 or more at the booking appointment are offered personalised advice from an appropriately trained person on healthy eating and physical activity 		KPI_25		>= 90%		93.33%		87.72%		89.09%

Administrator: Validated Position.
14/07/2015 (50 of 55)
												

Ed Williams: Ed Williams:
One patient presented with injury resulting from self harm behaviour but was already under the care of a mental helath team so a referral was not necessary.		96.23%		85.25%		95.77%		81.97%		98.46%		94.52%		ERROR:#DIV/0!		ERROR:#DIV/0!		ERROR:#DIV/0!



				Maternity: Reduce the number of babies born with an Apgar score <7 at 5 minutes (Rate per 1000 births)		KPI_26		<= 12.65      TBC		19.02		21.90		12.31		10.93		9.75		22.79		23.74		17.00		18.06		ERROR:#DIV/0!		ERROR:#DIV/0!		ERROR:#DIV/0!



				Maternity: Reduce the number of incidences of Cord pH <7.00 at Delivery (after 24 weeks. Excludes Elective Caesareans, MLU & BBH) (Rate per 1000 births)		KPI_27		<= 4.3      TBC

Administrator: Ed Williams: 07/05/2015

2014/15 
7665 births excluding BBH and MLU (Total 8456)

33 Cord pH < 7

33 / 7665 * 1000 = 4.31
		5.95		9.24		4.85		11.14		3.75		8.64		5.24		0.00		7.35		ERROR:#DIV/0!		ERROR:#DIV/0!		ERROR:#DIV/0!



				Maternity - Skin to Skin Contact of 1 hour minimum (RAG in Quality Strategy)		KPI_19b		>= 75%		74.20%		84.39%		91.48%		92.76%		89.56%		91.92%		89.35%		91.28%		92.47%						



				Maternity: Peer Support - Breastfeeding women contacted by team during stay		KPI_17b		>= 90%		97.97%		96.31%		96.98%		98.26%		92.12%		92.48%		97.55%		96.15%		94.05%		ERROR:#DIV/0!		ERROR:#DIV/0!		ERROR:#DIV/0!



				Maternity: Peer Support - Pregnant women informed of service		KPI_17a		>= 90%		100%		100%		100%		100%		100%		100%		100%		100%		100%		ERROR:#DIV/0!		ERROR:#DIV/0!		ERROR:#DIV/0!



				Maternity: Breastfeeding Initiation		KPI_18		>=55% TBC		52.59%		53.80%		54.19%		52.48%		55.29%		52.49%		51.97%		53.68%		49.65%						



				Maternity: Smoking - Interventions to maternity patients at 12 weeks		KPI_02c		>= 95%		96.75%		94.01%		97.35%		97.35%		91.18%		95.29%		98.86%		96.11%		87.22%		ERROR:#DIV/0!		ERROR:#DIV/0!		ERROR:#DIV/0!



				Maternity: Women whom have seen a midwife by 12 weeks (+6 days)		KPI_16		>= 95%		90.14%		87.75%		87.64%		91.24%		91.74%		95.26%		96.52%		95.47%		95.81%						



				Smoking - Offer of referral to Smoking Cessation Services		KPI_02b		>= 70%		100%		100%		100%		100%		100%		100%		100%		100%		100.00%		ERROR:#DIV/0!		ERROR:#DIV/0!		ERROR:#DIV/0!



				Smoking - Status for all patients		KPI_02a		>= 95%		100%		100%		100%		100%		100%		100%		100%		100%		100%		ERROR:#DIV/0!		ERROR:#DIV/0!		ERROR:#DIV/0!



				Hidden Rows for RAG Calculator 'Quality Schedule - Effective'

								RAG		Apr-15		May-15		Jun-15		Jul-15		Aug-15		Sep-15		Oct-15		Nov-15		Dec-15		Jan-16		Feb-16		Mar-16

								Red		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?

								Amber		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?

								Green		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?

								No Data		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?



				To deliver the best possible EXPERIENCE for patients and staff

				Indicator Name		Ref		Target 2015/16		Apr-15		May-15		Jun-15		Jul-15		Aug-15		Sep-15		Oct-15		Nov-15		Dec-15		Jan-16		Feb-16		Mar-16

				Zero tolerance RTT Waits over 52 weeks		E.A.S.6		0		0		0		0		0		0		0		0		0		0



				Cancer: First Diagnostic Test by Day 14		KPI_11a		>= 85%		90.83%		90.55%		96.38%		98.72%		92.91%		100%		98.06%		97.96%		98.05%		ERROR:#DIV/0!		ERROR:#DIV/0!		ERROR:#DIV/0!



				Cancer: Referral to treating trust by day 42		KPI_11b		>= 85%		N/A		50%		N/A		50%		0%		0%		50%		0%		100%		ERROR:#DIV/0!		ERROR:#DIV/0!		ERROR:#DIV/0!



				Cancer: Reduce DNA/Cancellation of first appointments		KPI_11a		Monitoring Only		2.75%		1.29%		1.95%		1.12%		2.74%		2.41%		1.34%		2.22%		1.60%						



				A&E: Ambulance Handover Times 15 Minutes		KPI_13h		100%		100%		100%		100%		100%		100%		100%		100%		100%		100%						



				A&E: Left Department without being seen		KPI_13b		<= 5%		2.90%		2.71%		2.21%		2.25%		2.25%		2.80%		2.81%		1.49%		1.56%		0.00%		0.00%		0.00%



				A&E: Self Harm 		KPI_13f		Monitoring Only		None		None		None		None		None		None		None		None		1		0.00%		0.00%		0.00%



				A&E: Time to Initial Assessment (95th Percentile)		KPI_13c		<= 15		13		11		10		13		14		12		12		12		15		0		0		0



				A&E: Time to Treatment (Median)		KPI_13e		Monitoring Only		80		68		69		68		67		56		76		75		76		0		0		0



				A&E: Total Time Spent in A&E 95th percentile		KPI_13d		<= 240		215		217		215		207		204		210		216		220		229		0		0		0



				A&E: Unplanned Reattendances within 7 days (Non-pregnant Rate)		KPI_13a		<= 7%		4.35%		2.00%		6.21%		6.21%		2.47%		3.45%		1.48%		7.03%		4.71%		ERROR:#DIV/0!		ERROR:#DIV/0!		ERROR:#DIV/0!



				Choose & Book: Failure to ensure sufficient slots avilable on Choose & Book		KPI_06		<= 6%		6.19%		8.16%		Not Available Nationally		Not Available Nationally		Not Available Nationally		Not Available Nationally		Not Available Nationally		Not Available Nationally		Not Available Nationally						



				Fetal Anomaly Scan - Number re-scanned by 23 weeks		KPI_22b		>= 98%		83.52%		78.65%		90.12%		98.94%		98.51%		75.53%		97.62%		100%		100.00%		ERROR:#DIV/0!		ERROR:#DIV/0!		ERROR:#DIV/0!



				Fetal Anomaly Scan - Undertaken between 18 (+ 0)  and 20 (+ 6) Weeks		KPI_22a		>= 95%		96.69%		98.06%		97.78%		99.08%		91.74%		98.35%		99.33%		98.34%		98.01%		ERROR:#DIV/0!		ERROR:#DIV/0!		ERROR:#DIV/0!



				Maternity: Triage patients assessed within 30 mins		KPI_19a		>= 95%		96.19%		90.96%		96.92%		89.01%		93.57%		91.61%		95.39%		98.24%		94.73%						



				Hidden Rows for RAG Calculator 'Quality Schedule - Experience'

								RAG		Apr-15		May-15		Jun-15		Jul-15		Aug-15		Sep-15		Oct-15		Nov-15		Dec-15		Jan-16		Feb-16		Mar-16

								Red		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?

								Amber		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?

								Green		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?

								No Data		ERROR:#NAME?		ERROR:#NAME?		0		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?



				Hidden Rows for RAG Calculator 'Quality Schedule - All'

								RAG		Apr-15		May-15		Jun-15		Jul-15		Aug-15		Sep-15		Oct-15		Nov-15		Dec-15		Jan-16		Feb-16		Mar-16

								Red		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?

								Amber		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?

								Green		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?

								No Data		ERROR:#NAME?		ERROR:#NAME?		0		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?





				**** The Hospital Adjusted Mortality Rate is taken from CHKS. 135 for July (reporting 1 month behind), the Peer average is 155. 
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CQUINS



				LWH CQUINS (CCG)				2015/16				Key: TBA = To Be Agreed. TBC = To Be Confirmed, TBD = To Be Determined, ID = In Development

				To deliver SAFER services

				Indicator Number		Indicator Name		% Weighting		£ Weighting		Apr-15		May-15		Jun-15		Target		Qtr1		Jul-15		Aug-15		Sep-15		Target		Qtr2		Oct-15		Nov-15		Dec-15		Target		Qtr3		Jan-16		Feb-16		Mar-16		Target		Qtr4

				5.0		NHS Maternity Safety Thermometer (Survey of 100% of postnatal women and babies seen on the day of the survey) 		0.12500%		£78,981		Processes being developed together with registration on Maternity Thermometer WebTool						Compliant

Administrator: A complete survey for each month in the quarter is submitted using the online submission platform – completion of all elements of the CQUIN – outlined above.
		Compliant as of July 2015		Compliant		Compliant		Compliant		Compliant

Administrator: A complete survey for each month in the quarter is submitted using the online submission platform – completion of all elements of the CQUIN – outlined above.
		Compliant		Compliant		Compliant		Compliant		Compliant

Administrator: A complete survey for each month in the quarter is submitted using the online submission platform – completion of all elements of the CQUIN – outlined above.		Compliant		ERROR:#DIV/0!		ERROR:#DIV/0!		ERROR:#DIV/0!		Compliant

Administrator: A complete survey for each month in the quarter is submitted using the online submission platform – completion of all elements of the CQUIN – outlined above.
		ERROR:#DIV/0!

				5.0a		Numerator

				5.0a		Denominator



										RAG		Apr-15		May-15		Jun-15		Target		Qtr1		Jul-15		Aug-15		Sep-15		Target		Qtr2		Oct-15		Nov-15		Dec-15		Target		Qtr3		Jan-16		Feb-16		Mar-16		Target		Qtr4

										Red		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?				ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?				ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?				ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?				ERROR:#NAME?

										Amber		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?				ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?				ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?				ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?				ERROR:#NAME?

										Green		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?				ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?				ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?				ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?				ERROR:#NAME?

										Total		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?				ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?				ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?				ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?				ERROR:#NAME?



				To be EFFICIENT and make best use of available resources

				Indicator Number		Indicator Name		% Weighting		£ Weighting		Apr-15		May-15		Jun-15		Target		Qtr1		Jul-15		Aug-15		Sep-15		Target		Qtr2		Oct-15		Nov-15		Dec-15		Target		Qtr3		Jan-16		Feb-16		Mar-16		Target		Qtr4

				2		Digital Maturity		0.70%		£442,295

				2.0		Digital Maturity Indicator - Digital Maturity Assessment		0.20%		£126,370		Compliant		Compliant		Compliant		Compliant		Compliant		Compliant		Compliant		Compliant		Compliant		Compliant		Compliant		Compliant		Compliant		Compliant		Compliant		ERROR:#DIV/0!		ERROR:#DIV/0!		ERROR:#DIV/0!		Compliant		ERROR:#DIV/0!

				2.0a		Numerator

				2.0b		Denominator

				2.1		Digital Maturity Indicator - Life Enhancing Technology (LETs)		0.20%		£126,370		Compliant		Compliant		Compliant		Compliant		Compliant		Compliant		Compliant		Compliant		Compliant		Compliant		Compliant		Compliant		Compliant		Compliant		Compliant		ERROR:#DIV/0!		ERROR:#DIV/0!		ERROR:#DIV/0!		Compliant		ERROR:#DIV/0!

				2.1a		Numerator

				2.1b		Denominator

				2.2		Digital Maturity Indicator - Information Sharing with Community Services		0.30%		£189,555		Compliant		Compliant		Compliant		Compliant		Compliant		Compliant		Compliant		Compliant		Compliant		Compliant		Compliant		Compliant		Compliant		Compliant		Compliant		ERROR:#DIV/0!		ERROR:#DIV/0!		ERROR:#DIV/0!		Compliant		ERROR:#DIV/0!

				2.2a		Numerator

				2.2b		Denominator



										RAG		Apr-15		May-15		Jun-15		Target		Qtr1		Jul-15		Aug-15		Sep-15		Target		Qtr2		Oct-15		Nov-15		Dec-15		Target		Qtr3		Jan-16		Feb-16		Mar-16		Target		Qtr4

										Red		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?				ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?				ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?				ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?				ERROR:#NAME?

										Amber		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?				ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?				ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?				ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?				ERROR:#NAME?

										Green		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?				ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?				ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?				ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?				ERROR:#NAME?

										Total		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?				ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?				ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?				ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?				ERROR:#NAME?



				To deliver the most EFFECTIVE outcomes

				Indicator Number		Indicator Name		% Weighting		£ Weighting		Apr-15		May-15		Jun-15		Target		Qtr1		Jul-15		Aug-15		Sep-15		Target		Qtr2		Oct-15		Nov-15		Dec-15		Target		Qtr3		Jan-16		Feb-16		Mar-16		Target		Qtr4

				1		Sepsis		0.25%		£157,962

				1.0		Sepsis Screening		0.125%		£78,981		Sepsis screeing using approriate tool is in practice						Establish Baseline

Administrator: 10% of whole-year sepsis CQUIN value awarded if appropriate local sepsis protocol and screening tool are in use and baseline data collection established  
		Compliant Evidence Submitted		Compliant		Compliant		Compliant		Set Target

Administrator: 10% of whole-year sepsis CQUIN value awarded if locally agreed Q2 target of improvement from baseline achieved. Q2 target must be set as soon as possible after Q1 ends using data from Q1
		Compliant		Compliant		Compliant		Compliant		> Qtr2

Administrator: 10% of whole-year sepsis CQUIN value awarded if locally agreed Q3 target of improvement from baseline achieved. This can be based on Q1 and/or Q2 performance according to local determination
		Compliant		ERROR:#DIV/0!		ERROR:#DIV/0!		ERROR:#DIV/0!		> Qtr3

Administrator: Maximum of 20% of whole-year sepsis CQUIN value available based on the following thresholds:
49.9% or less of eligible patients screened  No payment 
50.0% to 69.9% of eligible patients screened 5% of whole-year sepsis CQUIN value
70.0% to 79.9% of eligible patients screened 10% of whole-year sepsis CQUIN value
80.0% to 89.9% of eligible patients screened 15% of whole-year sepsis CQUIN value
90.0% or above of eligible patients screened 20% of whole-year sepsis CQUIN value

		ERROR:#DIV/0!

				1.0a		Numerator

				1.0b		Denominator

				1.1		Sepsis: Administration of antibiotic (within 1 hour)		0.125%		£78,981		Audit of provision of antibiotics with 1 hour for Sepsis is undertaken						N/A - Qtr 2		N/A - Qtr 2 		Compliant		Compliant		Compliant		Compliant

Administrator: 10% of whole-year sepsis CQUIN value awarded if baseline data collection established  		Compliant		Compliant		Compliant		Compliant		ERROR:#DIV/0!

Administrator: 20% of whole-year sepsis CQUIN value awarded if locally agreed Q3 target of improvement from baseline achieved. Q3 target must be set as soon as possible after Q2 ends using data from Q2
		Compliant		ERROR:#DIV/0!		ERROR:#DIV/0!		ERROR:#DIV/0!		ERROR:#DIV/0!

Administrator: Maximum 20% of whole-year sepsis CQUIN value available based on the following thresholds:
49.9% or less of eligible patients received antibiotics  No payment 
50.0% to 69.9% of eligible patients received antibiotics 5% of whole-year sepsis CQUIN value
70.0% to 79.9% of eligible patients received antibiotics 10% of whole-year sepsis CQUIN value
80.0% to 89.9% of eligible patients  received antibiotics 15% of whole-year sepsis CQUIN value
90.0% or above of eligible patients received antibiotics 20% of whole-year sepsis CQUIN value
		ERROR:#DIV/0!

				1.1a		Numerator

				1.1b		Denominator

				2		Dementia and Delirium		0.250%		£157,962

				2a		Dementia and Delirium: FAIRI - Find, Assess, Investigate, Refer and Inform		0.150%		£94,778		Compliant		Compliant		Compliant		Compliant		Compliant		Compliant		Compliant		Compliant		Compliant		Compliant		Compliant		Compliant		Compliant		Compliant		Compliant								Compliant

						Numerator

						Denominator

				2a.i		Dementia and Delirium: FAIRI -  The proportion of patients aged 75 years and over to whom case finding is applied following an episode of emergency, unplanned care to either hospital or community services.		0.05% (3rd of total for CQUIN 2)		£31,593		None		100%		100%		N/A - 90% @ Qtr 4		100%		100%		100%		100%		N/A - 90% @ Qtr 4		100%		100%		100%		100%		N/A - 90% @ Qtr 4		100%		ERROR:#DIV/0!		ERROR:#DIV/0!		ERROR:#DIV/0!		>= 90%		ERROR:#DIV/0!

						Numerator						0		5		2				7		1		5		6				12		3		2		3				8		0		0		0				0

						Denominator						0		5		2				7		1		5		6				12		3		2		3				8		0		0		0				0

				2a.ii		Dementia and Delirium: FAIRI - The proportion of those identified as potentially having dementia or delirium who are appropriately assessed.		0.05% (3rd of total for CQUIN 2)		£31,593		None		None		100%		N/A - 90% @ Qtr 4		100%		100%		None		None		N/A - 90% @ Qtr 4		100%		None		None		None		N/A - 90% @ Qtr 4		None								>= 90%

						Numerator						0		0		1				1		1		0		0				1		0		0		0				0

						Denominator						0		0		1				1		1		0		0				1		0		0		0				0

				2a.iii		Dementia and Delirium: FAIRI - The proportion of those identified, assessed and referred for further diagnostic advice in line with local pathways agreed with commissioners, who have a written care plan on discharge which is shared with the patient's GP.		0.05% (3rd of total for CQUIN 2)		£31,593		None		None		None		N/A - 90% @ Qtr 4		None		None		None		None		N/A - 90% @ Qtr 4		None		None		None		None		N/A - 90% @ Qtr 4		None								>= 90%

						Numerator						0		0		0				0		0		0		0				0		0		0		0				0

						Denominator						0		0		0				0		0		0		0				0		0		0		0				0

				2b		Dementia and Delirium: Staff Training. To ensure that appropriate dementia training is available to staff through a locally determined training programme.		0.025%		£15,796		In Development						TBA		In Development				Rolled Out		6%				6%		33%		58%		71%				71%

						Numerator: Number of Staff who have completed training																				88				6%		445				975				975

						Denominator: Overall percentage of staff training																				1633				1366		1336				1372				1372

				2c		Dementia and Delirium: Supporting Carers. Ensure that carers of people with dementia and delirium feel adequately supported.		0.075%		£47,389		None		None		None				None		None		None		None				None		None		None		None				None

						Numerator						0		0		0				0		0		0		0				0		0		0		0				0

						Denominator						0		0		0				0		0		0		0				0		0		0		0				0

				3		Enhanced Recovery Pathways		5.875%		£371,211

				3.0		Enhanced Recovery Pathway:  (Post Discharge Care) Gynaecology- Post Discharge follow up Telephone Call		0.1958%		£123,737		88.9%		93.3%		81.8%		60.0%		88.0%		48.1%		87.5%		79.7%		70.0%		70.5%		86.5%		87.3%		90.7%		80.0%		87.9%		ERROR:#DIV/0!		ERROR:#DIV/0!		ERROR:#DIV/0!		90.0%		ERROR:#DIV/0!

				3.0a		Numerator						64		84		72				220		38		63		47				148		64		62		49				175

				3.0b		Denominator						72		90		88				250		79		72		59				210		74		71		54				199

				3.1		Enhanced Recovery Pathway (Post Discharge Care) Gynaecology - Rate of Thematic reviews carried out on all non-planned readmissions of elective Gynaecology 		0.196%		£123,737		In Development						N/A - Qtrr 2		N/A - Qtr 2		Compliant		Compliant		Compliant		Compliant

Administrator: Submission of thematic review: data analysis across pathways, trend analysis of readmissions, outcomes and actions to be documented for improvement.  
		Compliant		Compliant		Compliant		Compliant		N/A		Compliant		ERROR:#DIV/0!		ERROR:#DIV/0!		ERROR:#DIV/0!		Compliant

Administrator: Submission of thematic review: data analysis across pathways, trend analysis of readmissions, outcomes and actions to be documented for improvement.  
		ERROR:#DIV/0!

				3.1a		Numerator

				3.1b		Denominator

				3.2		Enhanced Recovery Pathway (Post Discharge Care) Maternity -  Rate of patients on Enhanced Recovery Pathway after Caesarean Section (Elective and emergency)		0.196%		£123,737		Action Plan for implementation of Enhanced Recovery Pathways in Maternity being developed						Action Plan

Administrator: Development of action plan for implementation of enhanced maternity recovery		Compliant Action Plan submitted		Compliant		Compliant		Compliant		Compliant

Administrator: Thematic review of elective Cs pathway, analysis of outcomes, and actions implemented 		Compliant		Compliant		Compliant		Compliant		Compliant

Administrator: Roll out programme to include emergency CS women 
		Compliant		ERROR:#DIV/0!		ERROR:#DIV/0!		ERROR:#DIV/0!		Compliant

Administrator: Roll out programme to include emergency CS women 
		ERROR:#DIV/0!

				3.2a		Numerator

				3.2b		Denominator

				4		Improve Transition from Children and Young People services to Adult Services 		0.588%		£371,340

				4.0		Improve Transition from Children and Young People services to Adult Services - Establsih the Transitional Team		0.0490%		£30,945		Transitional Team is being established						Compliant

Administrator: Establish project team and submission of Project Initiation Documentation. 
		Compliant Evidence submitted		Compliant		Compliant		Compliant		Compliant

Administrator: Submission of Staff recruitment. 
		Compliant		Compliant		Compliant		Compliant		Compliant

Administrator: Commencement of service delivery and collection of baseline data on agreed service standards:-
 All patients have an agreed transition plan
 Active involvement of the young patients GP, parent and advocate in the development and agreement of the Transition Plan.
 All patients have a lead care co-ordinator.
 All patients have a lead Physician.
 GP communication – OP received within 14 days; IP received within 24 hours		Compliant		ERROR:#DIV/0!		ERROR:#DIV/0!		ERROR:#DIV/0!		Compliant

Administrator: Monitor delivery of service against agreed service standards.
End of year report and confirmation of recurrent funding requirements.
Staff training compliance report		ERROR:#DIV/0!

				4.0a		Numerator

				4.0b		Denominator

				4.1		Improve Transition from Children and Young People services to Adult Services - Develop a Transition Policy across and between organisations		0.049%		£30,945		Tranistional Policy being developed						Compliant

Administrator: Transitional Policy to be agreed and submitted
		Compliant Evidence submitted		Compliant		Compliant		Compliant		Compliant		Compliant		Compliant		Compliant		Compliant		Compliant		Compliant		ERROR:#DIV/0!		ERROR:#DIV/0!		ERROR:#DIV/0!		Compliant		ERROR:#DIV/0!

				4.1a		Numerator

				4.1b		Denominator

				4.2		Improve Transition from Children and Young People services to Adult Services - Develop an acute based Service Model, funding and Service Standards		0.049%		£30,945		Service Model and Standards being developed						Compliant

Administrator: Scoping of Staff training – review competency and develop staffing model		Compliant Evidence submitted		Compliant		Compliant		Compliant		Compliant		Compliant		Compliant		Compliant		Compliant		Compliant		Compliant		ERROR:#DIV/0!		ERROR:#DIV/0!		ERROR:#DIV/0!		Compliant		ERROR:#DIV/0!

				4.2a		Numerator

				4.2b		Denominator

				4.3		Improve Transition from Children and Young People services to Adult Services - Staff Recruitment and Staff Training		0.147%		£92,835		Not expected until Qtr 2						N/A - Qtr 2

Administrator: The acute based service model, funding and service standards to be agreed and submitted.
		N/A - Qtr 2		Compliant		Compliant		Compliant		Compliant

Administrator: Development and commencement of staff training programme and embed the staff training programme within the local induction for appropriate staff
		Compliant		Compliant		Compliant		Compliant		Compliant		Compliant		ERROR:#DIV/0!		ERROR:#DIV/0!		ERROR:#DIV/0!		Compliant		ERROR:#DIV/0!

				4.3a		Numerator

				4.3b		Denominator

				4.4		Improve Transition from Children and Young People services to Adult Services - Development of Patient Cohort Database		0.147%		£92,835		Not expected until Qtr 3						N/A - Qtr 3		N/A - Qtr 3		Not expected until Qtr 3						N/A - Qtr 3		N/A Qtr 3		Compliant		Compliant		Compliant		Compliant		Compliant		ERROR:#DIV/0!		ERROR:#DIV/0!		ERROR:#DIV/0!		Compliant		ERROR:#DIV/0!

				4.4a		Numerator

				4.4b		Denominator

				4.5		Improve Transition from Children and Young People services to Adult Services - Implementation of the Service Model		0.147%		£92,835		Not expected until Qtr 4						N/A - Qtr 4		N/A - Qtr 4		Not expected until Qtr 4						N/A - Qtr 4		N/A - Qtr 4		Not expected until Qtr 4						N/A - Qtr 4		N/A Qtr 4		ERROR:#DIV/0!		ERROR:#DIV/0!		ERROR:#DIV/0!		Compliant		ERROR:#DIV/0!

				4.5a		Numerator

				4.5a		Denominator



										RAG		Apr-15		May-15		Jun-15		Target		Qtr1		Jul-15		Aug-15		Sep-15		Target		Qtr2		Oct-15		Nov-15		Dec-15		Target		Qtr3		Jan-16		Feb-16		Mar-16		Target		Qtr4

										Red		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?				ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?				ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?				ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?				ERROR:#NAME?

										Amber		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?				ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?				ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?				ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?				ERROR:#NAME?

										Green		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?				ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?				ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?				ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?				ERROR:#NAME?

										Total		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?				ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?				ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?				ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?				ERROR:#NAME?







										RAG		Apr-15		May-15		Jun-15		Target		Qtr1		Jul-15		Aug-15		Sep-15		Target		Qtr2		Oct-15		Nov-15		Dec-15		Target		Qtr3		Jan-16		Feb-16		Mar-16		Target		Qtr4

										Red		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?				ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?				ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?				ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?				ERROR:#NAME?

										Amber		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?				ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?				ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?				ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?				ERROR:#NAME?

										Green		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?				ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?				ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?				ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?				ERROR:#NAME?

										Total		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?				ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?				ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?				ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?				ERROR:#NAME?







				LWH CQUINS (SCom)				2015/16

				To deliver SAFER services

				Indicator Number		Indicator Name		% Weighting		£ Weighting		Apr-15		May-15		Jun-15		Target		Qtr1		Jul-15		Aug-15		Sep-15		Target		Qtr2		Oct-15		Nov-15		Dec-15		Target		Qtr3		Jan-16		Feb-16		Mar-16		Target		Qtr4

				WC1		A two year follow up of babies < 30 weeks gestation		1.2%		£198,915		100.00%		50.00%		100.00%		>= 40%		75.00%		25.00%		60.00%		50.00%		>= 40%		46.15%		50.00%		0.00%		100.00%		>= 40%

Administrator: A complete survey for each month in the quarter is submitted using the online submission platform – completion of all elements of the CQUIN – outlined above.		50.00%		ERROR:#DIV/0!		ERROR:#DIV/0!		ERROR:#DIV/0!		>= 40%

Administrator: A complete survey for each month in the quarter is submitted using the online submission platform – completion of all elements of the CQUIN – outlined above.
		ERROR:#DIV/0!

				SC1a		Numerator						3		2		1				6		1		3		2				6		1		0		1				2		0		0		0				0

				SC1b		Denominator						3		4		1				8		4		5		4				13		2		1		1				4		0		0		0				0

				WC3		Old calculation method from service. Replaced by more robust calculation method 26/10/2015						87.97%		88.10%		90.45%		>= 90%		90.92%		90.16%		92.70%		87.65%		>= 90%		88.14%		88.86%		93.18%		96.38%		>= 90%

Administrator: A complete survey for each month in the quarter is submitted using the online submission platform – completion of all elements of the CQUIN – outlined above.										

Administrator: A complete survey for each month in the quarter is submitted using the online submission platform – completion of all elements of the CQUIN – outlined above.
		100.00%		ERROR:#DIV/0!		ERROR:#DIV/0!		ERROR:#DIV/0!		>= 90%

Administrator: A complete survey for each month in the quarter is submitted using the online submission platform – completion of all elements of the CQUIN – outlined above.
		

Administrator: A complete survey for each month in the quarter is submitted using the online submission platform – completion of all elements of the CQUIN – outlined above.
		

Administrator: Development of action plan for implementation of enhanced maternity recovery										

Administrator: Submission of thematic review: data analysis across pathways, trend analysis of readmissions, outcomes and actions to be documented for improvement.  
		

Administrator: Establish project team and submission of Project Initiation Documentation. 
										

Administrator: A complete survey for each month in the quarter is submitted using the online submission platform – completion of all elements of the CQUIN – outlined above.
		

Administrator: Thematic review of elective Cs pathway, analysis of outcomes, and actions implemented 		

Administrator: Transitional Policy to be agreed and submitted
										

Administrator: Submission of Staff recruitment. 
										

Administrator: A complete survey for each month in the quarter is submitted using the online submission platform – completion of all elements of the CQUIN – outlined above.		

Administrator: Roll out programme to include emergency CS women 
		

Administrator: Scoping of Staff training – review competency and develop staffing model																														

Administrator: Submission of thematic review: data analysis across pathways, trend analysis of readmissions, outcomes and actions to be documented for improvement.  
		

Administrator: The acute based service model, funding and service standards to be agreed and submitted.
																				

Administrator: Commencement of service delivery and collection of baseline data on agreed service standards:-
 All patients have an agreed transition plan
 Active involvement of the young patients GP, parent and advocate in the development and agreement of the Transition Plan.
 All patients have a lead care co-ordinator.
 All patients have a lead Physician.
 GP communication – OP received within 14 days; IP received within 24 hours										

Administrator: A complete survey for each month in the quarter is submitted using the online submission platform – completion of all elements of the CQUIN – outlined above.
		

Administrator: Roll out programme to include emergency CS women 
		

Administrator: Development and commencement of staff training programme and embed the staff training programme within the local induction for appropriate staff
																				

Administrator: Monitor delivery of service against agreed service standards.
End of year report and confirmation of recurrent funding requirements.
Staff training compliance report		

Administrator: 10% of whole-year sepsis CQUIN value awarded if appropriate local sepsis protocol and screening tool are in use and baseline data collection established  
										

Administrator: 10% of whole-year sepsis CQUIN value awarded if locally agreed Q2 target of improvement from baseline achieved. Q2 target must be set as soon as possible after Q1 ends using data from Q1
		

Administrator: 10% of whole-year sepsis CQUIN value awarded if baseline data collection established  										

Administrator: 10% of whole-year sepsis CQUIN value awarded if locally agreed Q3 target of improvement from baseline achieved. This can be based on Q1 and/or Q2 performance according to local determination
		

Administrator: 20% of whole-year sepsis CQUIN value awarded if locally agreed Q3 target of improvement from baseline achieved. Q3 target must be set as soon as possible after Q2 ends using data from Q2
										

Administrator: Maximum of 20% of whole-year sepsis CQUIN value available based on the following thresholds:
49.9% or less of eligible patients screened  No payment 
50.0% to 69.9% of eligible patients screened 5% of whole-year sepsis CQUIN value
70.0% to 79.9% of eligible patients screened 10% of whole-year sepsis CQUIN value
80.0% to 89.9% of eligible patients screened 15% of whole-year sepsis CQUIN value
90.0% or above of eligible patients screened 20% of whole-year sepsis CQUIN value

		

Administrator: Maximum 20% of whole-year sepsis CQUIN value available based on the following thresholds:
49.9% or less of eligible patients received antibiotics  No payment 
50.0% to 69.9% of eligible patients received antibiotics 5% of whole-year sepsis CQUIN value
70.0% to 79.9% of eligible patients received antibiotics 10% of whole-year sepsis CQUIN value
80.0% to 89.9% of eligible patients  received antibiotics 15% of whole-year sepsis CQUIN value
90.0% or above of eligible patients received antibiotics 20% of whole-year sepsis CQUIN value
		ERROR:#DIV/0!

				WC3		Reduce clinical variation and identifying service improvement requirements by ensuring data completeness in the 4 NNAP Audit Questions identified 		0.45%		£74,593		66.96%		65.81%		74.39%		>= 90%		68.47%		69.31%		76.52%		68.00%		>= 90%		71.26%		68.91%		81.25%		89.91%		>= 90%		79.71%				ERROR:#DIV/0!		ERROR:#DIV/0!		>= 90%		ERROR:#DIV/0!

				SC2a		Numerator: Total where data is compliant						77		77		61				215		70		88		85				243		82		91		98				271		0		0		0				0

				SC2b		Denominator: Total eligble for count						115		117		82				314		101		115		125				341		119		112		109				340		0		0		0				0

				WC3i		Babies < 29 weeks gestation: temperature is taken within 1 hour after birth (or recorded as temperature not taken)						100%		100%		100%		>= 90%		100%		100%		100%		100%		>= 90%		100%		100%		100%		100%		>= 90%		100%		ERROR:#DIV/0!		ERROR:#DIV/0!		ERROR:#DIV/0!		>= 90%		ERROR:#DIV/0!

				SC3a		Numerator: Total where data is compliant						12		13		12				37		12		11		14				37		7		8		7				22		0		0		0				0

				SC3b		Denominator: Total eligble for count						12		13		12				37		12		11		14				37		7		8		7				22		0		0		0				0

				WC3ii		Retinopathy Screening: All babies <1501g or < 32 weeks gestation at birth have first ROP screen in accordance with NNAP interpretation of national recommendations.						100%		100%		100%		>= 90%		100%		100%		100%		100%		>= 90%		100%		100%		100%		100%		>= 90%		100%		ERROR:#DIV/0!		ERROR:#DIV/0!		ERROR:#DIV/0!		>= 90%		ERROR:#DIV/0!

				SC1a		Numerator: Total where data is compliant						13		10		9				32		15		17		15				47		15		14		15				44		0		0		0				0

				SC1b		Denominator: Total eligble for count						13		10		9				32		15		17		15				47		15		14		15				44		0		0		0				0

				WC3iii		Mother's milk at discharge: Babies of < 33 Weeks gestation at birth.						100%		100%		100%		>= 90%		100%		100%		100%		100%		>= 90%		100%		100%		100%		100%		>= 90%		100%		ERROR:#DIV/0!		ERROR:#DIV/0!		ERROR:#DIV/0!		>= 90%		ERROR:#DIV/0!

				SC3a		Numerator: Total where data is compliant						11		10		6				27		11		13		15				39		14		13		11				38		0		0		0				0

				SC3b		Denominator: Total eligble for count						11		10		6				27		11		13		15				39		14		13		11				38		0		0		0				0

				WC3iv		Parental Consultation by senior member of neonatal team within 24 hours of admission (All babies on a neonatal unit with dependency of HRG 1,2 or 3 for first day of care, and staying 12 hours or more.						51.90%		52.38%		61.82%		>= 90%		54.59%		50.79%		63.51%		50.62%		>= 90%		55.05%		55.42%		72.73%		85.53%		>= 90%		70.76%		ERROR:#DIV/0!		ERROR:#DIV/0!		ERROR:#DIV/0!		>= 90%		ERROR:#DIV/0!

				SC1a		Numerator: Total where data is compliant						41		44		34				119		32		47		41				120		46		56		65				167		0		0		0				0

				SC1b		Denominator: Total eligble for count						79		84		55				218		63		74		81				218		83		77		76				236		0		0		0				0

				WC7		Clinical reviews completed for term babies admitted to NICU (Inborn or Home Births)		0.55%		£124,322		Compliant		Compliant		100%		>= 95%		100%		100%		100%		100%		>= 95%		100%		100%		100%		100%		>= 90%		100%		ERROR:#DIV/0!		ERROR:#DIV/0!		ERROR:#DIV/0!		>= 90%		ERROR:#DIV/0!

				SC1a		Numerator						ND		ND		18				18		36		35		36				107		33		41		0				74		0		0		0				0

				SC1b		Denominator						ND		ND		18				18		36		35		36				107		33		41		0				74		0		0		0				0



										RAG		Apr-15		May-15		Jun-15		Target		Qtr1		Jul-15		Aug-15		Sep-15		Target		Qtr2		Oct-15		Nov-15		Dec-15		Target		Qtr3		Jan-16		Feb-16		Mar-16		Target		Qtr4

										Red		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?				ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?				ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?				ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?				ERROR:#NAME?

										Amber		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?				ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?				ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?				ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?				ERROR:#NAME?

										Green		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?				ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?				ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?				ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?				ERROR:#NAME?

										Total		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?				ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?				ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?				ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?				ERROR:#NAME?





										RAG		Apr-15		May-15		Jun-15		Target		Qtr1		Jul-15		Aug-15		Sep-15		Target		Qtr2		Oct-15		Nov-15		Dec-15		Target		Qtr3		Jan-16		Feb-16		Mar-16		Target		Qtr4

										Red		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?				ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?				ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?				ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?				ERROR:#NAME?

										Amber		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?				ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?				ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?				ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?				ERROR:#NAME?

										Green		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?				ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?				ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?				ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?				ERROR:#NAME?

										Total		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?				ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?				ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?				ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?				ERROR:#NAME?









Corporate

												1.083		1.06		2.143

				LWH Corporate		2015/16

				To develop a well led, Capable, Motivated and Entrepreneurial WORKFORCE 
						Key: TBA = To Be Agreed. TBC = To Be Confirmed, TBD = To Be Determined, In Development

				Indicator Name		Ref		Target 2015/16		Apr-15		May-15		Jun-15		Jul-15		Aug-15		Sep-15		Oct-15		Nov-15		Dec-15		Jan-16		Feb-16		Mar-16

				HR: Sickness and Absence Rates (Internal)		Corp_1		< 3.5%		3.98%		3.75%		4.16%		4.08%		3.29%		3.09%		3.45%		4.44%		4.74%		0.00%		0.00%		0.00%

										3.50%		3.50%		3.50%		3.50%		3.50%		3.50%		3.50%		3.50%		3.50%		3.50%		3.50%		3.50%

				HR: Annual Appraisal & PDR		Corp_2		>= 90%		82.00%		80.00%		84.00%		88.00%		88.00%		85.00%		89.00%		89.00%		91.00%		0.00%		0.00%		0.00%

										0.00%		0.00%		0.00%		0.00%		0.00%		0.00%		0.00%		0.00%		0.00%		0.00%		0.00%		0.00%

				HR: Attendance/ Completion of all Mandatory Training Elements		Corp_3		>= 95%		89.00%		86.00%		88.00%		89.00%		90.00%		89.00%		92.00%		93.00%		94.00%		0.00%		0.00%		0.00%

										0.00%		95.00%		95.00%		95.00%		95.00%		95.00%		95.00%		95.00%		95.00%		95.00%		95.00%		95.00%

				HR: Professsional Registration Lapses		Corp_4		0		0		2		0		0		0		0		0		0		0		0		0		0

										0.00%		0		0		0		0		0		0		0		0		0		0		0

				HR: Turnover Rates		Corp_5		<= 10%		8.00%		8.00%		8.20%		9.00%		10.00%		11.00%		10.90%		11.00%		11.00%		0.00%		0.00%		0.00%

										10.00%		10.00%		10.00%		10.00%		10.00%		10.00%		10.00%		10.00%		10.00%		10.00%		10.00%		10.00%

				Hidden Rows for RAG Calculator 'Corporate - Workforce'

								RAG		Apr-15		May-15		Jun-15		Jul-15		Aug-15		Sep-15		Oct-15		Nov-15		Dec-15		Jan-16		Feb-16		Mar-16

								Red		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?

								Amber		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?

								Green		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?

								No Data		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?



				To be EFFICIENT and make best use of available resources

				Indicator Name		Ref		Target 2015/16		Apr-15		May-15		Jun-15		Jul-15		Aug-15		Sep-15		Oct-15		Nov-15		Dec-15		Jan-16		Feb-16		Mar-16

				Actual Surplus / Deficit (YTD)		Corp_25		<= Planned 		£1,083,967		£2,139,907		£3,086,729		£3,397,082		£4,222,000		£4,462,347		£4,663,000		£5,353,000		£6,298,000		£0		£0		£0

				Planned Surplus / Deficit (YTD)		Corp_25P				£969,000		£1,625,000		£2,611,000		£3,006,000		£3,906,000		£4,341,000		£4,476,000		£5,290,000		£6,433,000		£6,793,000		£7,518,000		£8,014,000

				Actual Cash Balance (YTD)		Corp_26		>= Planned		£5,204,864		£12,519,688		£12,513,907		£10,784,938		£10,296,000		£14,377,000		£9,817,000		£8,873,000		£9,043,000		£0		£0		£0

				Planned Cash Balance (YTD)		Corp_26P				£813,000		£4,225,000		£6,346,000		£5,600,000		£4,132,000		£3,805,000		£3,057,000		£500,000		£500,000		£500,000		£753,000		£500,000

				Finance: Contract Income Actual Variance (In Month)		Corp_7		>= 0		-£179,040		-£429,209		£373,900		£6,557		-£45,932		£59,836		-£351,642		£273,761		£326,694		£0		£0		£0

				Finance: Contract Income Budget (In Month)						-£6,808,104		-£7,114,165		-£6,824,583		-£7,288,139		-£6,801,314		-£7,088,254		-£7,361,717		-£6,865,973		-£6,560,013		£0		£0		£0

				Finance: Non-contract Income Actual Variance (In Month)		Corp_8		>= 0		£76,032		£80,292		£62,306		-£55,560		-£35,729		-£161,013		-£197,497		-£186,244		-£53,132		£0		£0		£0

				Finance: Non-contract Income Planned Budget (In Month)						-£59,742		-£27,512		-£44,925		-£166,366		-£168,602		-£266,357		-£261,918		-£242,336		-£164,098		£0		£0		£0

				Finance: Other Actual Income Variance (In Month)				>= 0		£86,642		£164,301		£56,781		£254,075		£106,852		£206,147		£261,703		£139,665		£39,945		£0		£0		£0

				Finance: Other Planned Income Variance (In Month)						-£1,143,665		-£1,219,734		-£1,179,021		-£1,283,140		-£1,220,138		-£1,363,111		-£1,395,305		-£1,205,199		-£1,226,950		£0		£0		£0

				Finance: Budget Variance (In Month)		Corp_9		>= 0		-£103,000		-£515,000		-£476,000		-£391,000		-£309,000		-£120,899		-£179,000		-£61,000		£134,000		£0		£0		£0

				Fianance: Capital expenditure		Corp_10		TBC		£258,026		£1,177,643		£943,673		£621,657		£299,000		£173,669		£399,488		£545,042		£231,490		£0		£0		£0

				Finance: Cost of Agency Staff usage		Corp_11a		= £0		£226,648		£228,452		£184,979		£160,697		£170,000		£144,000		£136,335		£96,000		£62,000		£0		£0		£0

				Finance: Cost of Bank Staff usage		Corp_11b		= £0		£141,730		£116,007		£127,307		£126,213		£111,000		£135,883		£116,008		£135,373		£104,673		£0		£0		£0

				Finance: Cost of Overtime usage		Corp_11c		= £0		£17,643		£24,770		£40,859		£35,506		£21,305		£18,840		£11,469		£18,869		£17,525		£0		£0		£0

				Finance: Use of temporary/ flexible workforce (Bank and Agency)		Corp_11		TBC		£386,021		£369,229		£353,145		£322,416		£302,305		£298,723		£263,812		£250,242		£184,198		£0		£0		£0

				Finance: Planned Nursing Agency Spend in £				Planned		£0		£0		£0		£0		£79,000		£79,000		£80,000		£41,000		£40,000		£37,000		£31,000		£31,000

				Finance: Planned Nursing Agency Spend as a % of Total Nursing Workforce Spending				Planned		0.0%		0.0%		0.0%		0.0%		3.2%		3.2%		3.3%		1.7%		1.7%		1.5%		1.3%		1.3%

				Finance: Actual Nursing Agency Spend in £ 				<= Planned										£86,000		£79,000		£74,000		£45,000		£18,000		£0		£0		£0

				Finance: Actual Nursing Agency Spend as a % of Total Nursing Workforce Spending 				<= Planned										3.7%		3.4%		3.3%		1.9%		0.8%		0.0%		0.0%		0.0%

				Hidden Rows for RAG Calculator 'Corporate - Efficient'

								RAG		Apr-15		May-15		Jun-15		Jul-15		Aug-15		Sep-15		Oct-15		Nov-15		Dec-15		Jan-16		Feb-16		Mar-16

								Red		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?

								Amber		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?

								Green		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?

								No Data		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?



				To deliver SAFER services

				Safer Staffing Rate (Includes Registered and Care Staff)		Corp_6		<= 90%		90.43%		92.75%		92.38%		92.08%		91.14%		93.50%		94.60%		92.28%		91.44%		0.00%		0.00%		0.00%

										90%		90%		90%		90%		90%		90%		90%		90%		90%		90%		90%		90%

				Newborn blood spot screening: Coverage		XC_1		>= 95%		QTRLY		QTRLY		98.72%		QTRLY		QTRLY				QTRLY		QTRLY				QTRLY		QTRLY



				Newborn blood spot screening: Timeliness of result		XC_2				No Longer Required



				Newborn & Infant physical Examination: Coverage		XC_3		>= 95%		QTRLY		QTRLY		99.60%		QTRLY		QTRLY		99.50%		QTRLY		QTRLY		99.85%		QTRLY		QTRLY



				Newborn & Infant physical Examination: Timely assessment		XC_4		>= 95%		QTRLY		QTRLY		90.00%		QTRLY		QTRLY				QTRLY		QTRLY				QTRLY		QTRLY



				Newborn Hearing screening: Coverage (Reporting 1 QTR behind)		XC_5		>= 95%		QTRLY		QTRLY		98.01%		QTRLY		QTRLY				QTRLY		QTRLY				QTRLY		QTRLY



				Newborn Hearing screening: Timely assessment (Reporting 1 QTR behind)		XC_6		>= 95%		QTRLY		QTRLY		90.60%		QTRLY		QTRLY				QTRLY		QTRLY				QTRLY		QTRLY



				Seasonal Flu vaccine uptake (Oct - Jan Only)		XC_10		Cumulative >= 75%		Oct to Jan Only		Oct to Jan Only		Oct to Jan Only		Oct to Jan Only		Oct to Jan Only		Oct to Jan Only		48.70%		71.80%		75.00%		0.00%		Oct to Jan Only		Oct to Jan Only



				Number of Open SI

Ed Williams: Ed Williams:
Figures revised after Alan Clark took over September 2015.		XC_11		Monitoring Only		19		22		16		18		18		20		21		22		23						



				Number of New SI		XC_12		Monitoring Only		2		3		0		2		2		2		2		1		1						



				Number of SI reported to the CCG within 48 - 72 hour requirement		XC_13		100%		100%		100%		N/A		100%		100%		100%		100%		100%		100.00%

										100%		100%		100%		100%		100%		100%		100%		100%		100%		100%		100%		100%

				Number of SI with any outstanding actions that have not been completed in the defined time period		XC_14		0		3		0		2		2		2		2		4		2		3						

										0		0		0		0		0		0		0		0		0		0		0		0

				Hidden Rows for RAG Calculator 'Quality Schedule - Safe'

								RAG		Apr-15		May-15		Jun-15		Jul-15		Aug-15		Sep-15		Oct-15		Nov-15		Dec-15		Jan-16		Feb-16		Mar-16

								Red		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?

								Amber		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?

								Green		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?

								No Data		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?



				To deliver the most EFFECTIVE outcomes

				Indicator Name		Ref		Target 2015/16		Apr-15		May-15		Jun-15		Jul-15		Aug-15		Sep-15		Oct-15		Nov-15		Dec-15		Jan-16		Feb-16		Mar-16

				Intensive Care Transfers Out (Cumulative)		Corp_12		8		0		3		4		4		8		8		8		8		8		8		8		8

										8		9		10		11		12		13		14		15		16		17		18		19

				Returns to Theatre		Corp_13		<= 0.7%		0.37%		0.63%		1.14%		0.30%		0.46%		0.46%		0.00%		0.83%		0.66%						

										0.70%		0.70%		0.70%		0.70%		0.70%		0.70%		0.70%		0.70%		0.70%		0.70%		0.70%		0.70%

				Daycase overstay rates		Corp_14		<= 5%		6.30%		5.08%		3.00%		3.48%		5.02%		6.20%		4.84%		4.87%		4.77%						

										5.00%		5.00%		5.00%		5.00%		5.00%		5.00%		5.00%		5.00%		5.00%		5.00%		5.00%		5.00%

				Antenatal Infectious disease screening: HIV coverage		XC_15		<= 90%		99.61%		98.55%		98.72%		98.30%		98.87%		98.06%		99.87%		99.74%		99.87%		ERROR:#DIV/0!		ERROR:#DIV/0!		ERROR:#DIV/0!

										90.00%		190.00%		290.00%		390.00%		490.00%		590.00%		690.00%		790.00%		890.00%		990.00%		1090.00%		1190.00%

				Antenatal Infectious disease screening: Hepatitis		XC_16		<= 90%		100.00%		100.00%		100.00%		100.00%		100.00%		100.00%		None		100.00%		100.00%		ERROR:#DIV/0!		ERROR:#DIV/0!		ERROR:#DIV/0!

										90.00%		90.00%		90.00%		90.00%		90.00%		90.00%		90.00%		90.00%		90.00%		90.00%		90.00%		90.00%

				Down's Screening Completion of Laboratory request forms		XC_17		>= 95%		QTRLY		QTRLY		97.50%		QTRLY		QTRLY		98.20%		QTRLY		QTRLY		98.87%		QTRLY		QTRLY

										100.00		100.00		100.00		100.00		100.00		100.00		100.00		100.00		100.00		100.00		100.00		100.00

				Antenatal sickle cell and thalassaemia screening: Coverage		XC_18		<= 99%

Administrator: Ed Williams: 07/05/2015

2014/15 
7665 births excluding BBH and MLU (Total 8456)

33 Cord pH < 7

33 / 7665 * 1000 = 4.31
		

Ed Williams: Ed Williams:
Figures revised after Alan Clark took over September 2015.						99.51%		99.59%		99.89%		99.55%		99.46%		99.26%		99.76%		99.88%		100.00%		ERROR:#DIV/0!		ERROR:#DIV/0!		ERROR:#DIV/0!

										99.0		100.0		101.0		102.0		103.0		104.0		105.0		106.0		107.0		108.0		109.0		110.0

				Antenatal sickle cell and thalassaemia screening: Timeliness		XC_19		<= 50%		54.02%		52.79%		53.41%		58.69%		60.83%		62.83%		59.80%		61.40%		59.42%		ERROR:#DIV/0!		ERROR:#DIV/0!		ERROR:#DIV/0!

										50.00%		150.00%		250.00%		350.00%		450.00%		550.00%		650.00%		750.00%		850.00%		950.00%		1050.00%		1150.00%

				Antenatal sickle cell and thalassaemia screening: FOQ completion		XC_20		<= 95%		96.59%		98.50%		98.41%		97.97%		98.38%		98.64%		97.92%		98.62%		97.99%		ERROR:#DIV/0!		ERROR:#DIV/0!		ERROR:#DIV/0!

										95.00%		95.00%		95.00%		95.00%		95.00%		95.00%		95.00%		95.00%		95.00%		95.00%		95.00%		95.00%

				Hidden Rows for RAG Calculator 'Corporate - Effective'

								RAG		Apr-15		May-15		Jun-15		Jul-15		Aug-15		Sep-15		Oct-15		Nov-15		Dec-15		Jan-16		Feb-16		Mar-16

								Red		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?

								Amber		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?

								Green		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?

								No Data		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?



				To deliver the best possible EXPERIENCE for patients and staff

				Indicator Name		Ref		Target 2015/16		Apr-15		May-15		Jun-15		Jul-15		Aug-15		Sep-15		Oct-15		Nov-15		Dec-15		Jan-16		Feb-16		Mar-16

				Complaints: Response Times		Corp_15		100%		100%		100%		100%		100%		100%		100%		75%		100%		100%						



				Complaints: Number received each month		Corp_16		<= 15       TBA		15		12		10		11		13		12		8		13		13		0		0		0



				Complaints: Number of Action Plans received each month		Corp_17		100%		100%		100%		100%		100%		100%		100%		88%		100%		100%		0%		0%		0%



				Outpatients: First appointment cancelled by hospital		Corp_18		<= 8.5%     TBC		8.86%		7.42%		9.46%		8.41%		8.44%		8.22%		9.72%		8.31%		8.24%		ERROR:#DIV/0!		ERROR:#DIV/0!		ERROR:#DIV/0!



				Outpatients: Subsequent appointment cancelled by hospital		Corp_19		<= 11.5% TBC		10.21%		9.07%		12.39%		10.53%		11.99%		12.88%		11.21%		10.38%		12.46%		ERROR:#DIV/0!		ERROR:#DIV/0!		ERROR:#DIV/0!



				TCI: Cancelled by hospital for clinical reasons		Corp_20		<= 1.5% TBC		1.45%		1.00%		1.43%		0.99%		1.15%		2.01%		1.30%		1.34%		2.13%						



				TCI: Cancelled by hospital for non-clinical reasons		Corp_21		<= 4%      TBC		5.71%		3.33%		2.85%		1.98%		2.92%		5.18%		2.70%		3.65%		5.44%						



				Daycase rates based on management intent		Corp_22		> 75%		76.20%		75.93%		78.24%		77.62%		81.10%		78.04%		79.14%		77.84%		77.96%						



				Last Minute Cancellation for non-clinical reasons (Not re-admitted within 28 days)		Corp_23		0		0		1		0		0		0		0		0		0		0		0		0		0



				Cancer: 62 Day referral to treatment (Consultant Upgrade) Non  urgent suspected cancer referrals) (Cummulative Quarterly)*		XC_21		100%		100%		90.00%

Administrator: Ed Williams. This breach is half a patient.
		100%		100%		100%		100%		100%		None		100%



				Hidden Rows for RAG Calculator 'Corporate - Experience'

								RAG		Apr-15		May-15		Jun-15		Jul-15		Aug-15		Sep-15		Oct-15		Nov-15		Dec-15		Jan-16		Feb-16		Mar-16

								Red		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?

								Amber		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?

								Green		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?

								No Data		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?



				Hidden Rows for RAG Calculator 'Corporate- All'

								RAG		Apr-15		May-15		Jun-15		Jul-15		Aug-15		Sep-15		Oct-15		Nov-15		Dec-15		Jan-16		Feb-16		Mar-16

								Red		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?

								Amber		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?

								Green		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?

								No Data		ERROR:#NAME?		ERROR:#NAME?		0		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?





				* All Cancer Wait figures are amended periodically to reflect the latest verified Somerset position.





Commissioner



				LWH Commissioner (from 2014/15)		2015/16				Are these still valid at Operational Board Level?

				To develop a well led, Capable, Motivated and Entrepreneurial WORKFORCE 


				There are no indicators in this section

				To be EFFICIENT and make best use of available resources

				There are no indicators in this section

				To deliver SAFER services

				Indicator Name		Ref		Target 2015/16		Apr-15		May-15		Jun-15		Jul-15		Aug-15		Sep-15		Oct-15		Nov-15		Dec-15		Jan-16		Feb-16		Mar-16

				Newborn blood spot screening: Coverage		XC_1		>= 99.9%



				Newborn blood spot screening: Timeliness of result		XC_2		>= 98%



				Newborn & Infant physical Examination: Coverage		XC_3		100%



				Newborn & Infant physical Examination: Timely assessment		XC_4		100%



				Newborn Hearing screening: Coverage (Reporting 1 QTR behind)		XC_5		100%



				Newborn Hearing screening: Timely assessment (Reporting 1 QTR behind)		XC_6		100%



				Fetal Anomaly scan: % of women seen by obstetric ultrasound specialist within 3 working days or seen by a fetal medicine unit within 5 working		XC_7		100%



				Fetal Anomaly scan: % of women with a designated midwife throughout pregnancy who have had a abnormality diagnosed		XC_8		100%



				Fetal Anomaly scan: Annual Detection Rates (DR) and Annual Screen Positive Rates (SPR) for 11 conditions within detail		XC_9		100



				Seasonal Flu vaccine uptake (Oct - Jan Only)		XC_10		>= 75%



				Number of Open SI		XC_11		< 20         TBC		19



				Number of New SI		XC_12		0              TBA		2



				Number of SI reported to the CCG within 48 - 72 hour requirement		XC_13		100%		100%

										100%		100%		100%		100%		100%		100%		100%		100%		100%		100%		100%		100%

				Number of SI with any outstanding actions that have not been completed in the defined time period		XC_14		0		3

										0		0		0		0		0		0		0		0		0		0		0		0

				Hidden Rows for RAG Calculator 'Quality Schedule - Safe'

								RAG		Apr-15		May-15		Jun-15		Jul-15		Aug-15		Sep-15		Oct-15		Nov-15		Dec-15		Jan-16		Feb-16		Mar-16

								Red		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?

								Amber		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?

								Green		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?

								No Data		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?



				To deliver the most EFFECTIVE outcomes

				Indicator Name		Ref		Target 2015/16		Apr-15		May-15		Jun-15		Jul-15		Aug-15		Sep-15		Oct-15		Nov-15		Dec-15		Jan-16		Feb-16		Mar-16

				Antenatal Infectious disease screening: HIV coverage		XC_15		<= 90%		99.61%

										90.00%		90.00%		90.00%		90.00%		90.00%		90.00%		90.00%		90.00%		90.00%		90.00%		90.00%		90.00%

				Antenatal Infectious disease screening: Hepatitis		XC_16		<= 90%		100.00%

										90.00%		90.00%		90.00%		90.00%		90.00%		90.00%		90.00%		90.00%		90.00%		90.00%		90.00%		90.00%

				Down's Screening Completion of Laboratory request forms		XC_17		100.00%

										100.00		100.00		100.00		100.00		100.00		100.00		100.00		100.00		100.00		100.00		100.00		100.00

				Antenatal sickle cell and thalassaemia screening: Coverage		XC_18		<= 99%

Administrator: Ed Williams: 07/05/2015

2014/15 
7665 births excluding BBH and MLU (Total 8456)

33 Cord pH < 7

33 / 7665 * 1000 = 4.31
		99.51%

										99.0		99.0		99.0		99.0		99.0		99.0		99.0		99.0		99.0		99.0		99.0		99.0

				Antenatal sickle cell and thalassaemia screening: Timeliness		XC_19		<= 50%		54.02%

										50.00%		50.00%		50.00%		50.00%		50.00%		50.00%		50.00%		50.00%		50.00%		50.00%		50.00%		50.00%

				Antenatal sickle cell and thalassaemia screening: FOQ completion		XC_20		<= 95%		96.59%

										95.00%		95.00%		95.00%		95.00%		95.00%		95.00%		95.00%		95.00%		95.00%		95.00%		95.00%		95.00%

				Hidden Rows for RAG Calculator 'Quality Schedule - Effective'

								RAG		Apr-15		May-15		Jun-15		Jul-15		Aug-15		Sep-15		Oct-15		Nov-15		Dec-15		Jan-16		Feb-16		Mar-16

								Red		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?

								Amber		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?

								Green		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?

								No Data		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?



				To deliver the best possible EXPERIENCE for patients and staff

				Indicator Name		Ref		Target 2015/16		Apr-15		May-15		Jun-15		Jul-15		Aug-15		Sep-15		Oct-15		Nov-15		Dec-15		Jan-16		Feb-16		Mar-16

				Cancer: 62 Day referral to treatment (Consultant Upgrade) Non  urgent suspected cancer referrals)		XC_21		100%		100.00%



				Hidden Rows for RAG Calculator 'Quality Schedule - Experience'

								RAG		Apr-15		May-15		Jun-15		Jul-15		Aug-15		Sep-15		Oct-15		Nov-15		Dec-15		Jan-16		Feb-16		Mar-16

								Red		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?

								Amber		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?

								Green		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?

								No Data		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?



				Hidden Rows for RAG Calculator 'Quality Schedule - All'

								RAG		Apr-15		May-15		Jun-15		Jul-15		Aug-15		Sep-15		Oct-15		Nov-15		Dec-15		Jan-16		Feb-16		Mar-16

								Red		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?

								Amber		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?

								Green		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?

								No Data		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?









Safe



				To deliver SAFER services		2015/16				Key: TBA = To Be Agreed. TBC = To Be Confirmed, TBD = To Be Determined, ID = In Development

				Monitor

				Indicator Name		Ref		Target 2015/16		Apr-15		May-15		Jun-15		Jul-15		Aug-15		Sep-15		Oct-15		Nov-15		Dec-15		Jan-16		Feb-16		Mar-16

				Clostridium (C.) Difficile - meeting the C. Difficile objective		16 and Quality Schedule E.A.S.5		0		0		0		0

										0		0		0		0		0		0		0		0		0		0		0		0

				Quality Strategy

				Indicator Name		Ref		Target 2015/16		Apr-15		May-15		Jun-15		Jul-15		Aug-15		Sep-15		Oct-15		Nov-15		Dec-15		Jan-16		Feb-16		Mar-16

				Reduce Surgical Site Infections (Gynaecology)		LWH_1		< 3%		0%		0.01%		0.01%

										3.00%		3.00%		3.00%		3.00%		3.00%		3.00%		3.00%		3.00%		3.00%		3.00%		3.00%		3.00%

				Maintain the incidence of multiple pregnancy after fertility treatment		LWH_2		<= 10%		7.76%		7.02%		6.91%

										10.00%		10.00%		10.00%		10.00%		10.00%		10.00%		10.00%		10.00%		10.00%		10.00%		10.00%		10.00%

				No increase in rate of late-onset (> 72h) bloodstream infection in VLBW (very low birth weight) and or <30 weeks gestation babies 		LWH_3		TBC		0.23		0		0.25



				No increase in bloodstream infection (early and late) in all neonates (term and preterm) (Rate per 1000 total care days)		LWH_4		TBC		3.18		0.00		0.00



				Quality Schedule

				Indicator Name		Ref		Target 2015/16		Apr-15		May-15		Jun-15		Jul-15		Aug-15		Sep-15		Oct-15		Nov-15		Dec-15		Jan-16		Feb-16		Mar-16

				Zero tolerance of MRSA		E.A.S.4		0		0		0		0

										0		0		0		0		0		0		0		0		0		0		0		0

				VTE (Venous Thromboembolism)		KPI_01		>= 95%		97.61%		98.78%		98.40%

										95%		95%		95%		95%		95%		95%		95%		95%		95%		95%		95%		95%

				A&E: Self Harm: Received a Psychological Assessment		 KPI_13g		>= 80%		None		None		None

										80.00%		80.00%		80.00%		80.00%		80.00%		80.00%		80.00%		80.00%		80.00%		80.00%		80.00%		80.00%

				Falls Prevention: Assessments for Falls		  KPI_08a		>=98%		98.28%		98.78%		100%

										98.00%		98.00%		98.00%		98.00%		98.00%		98.00%		98.00%		98.00%		98.00%		98.00%		98.00%		98.00%

				Falls Prevention: Of the patients identified as at risk of falling to have a care plan in place across the whole trust		 KPI_08b		100%		100%		100%		100%

										100.00%		100.00%		100.00%		100.00%		100.00%		100.00%		100.00%		100.00%		100.00%		100.00%		100.00%		100.00%

				Malnutrition: Adult in-patients screened for malnutrition on admission using the MUST tool 		 KPI_09a		>= 95%		98.71%		99.59%		100%

										95.00%		95.00%		95.00%		95.00%		95.00%		95.00%		95.00%		95.00%		95.00%		95.00%		95.00%		95.00%

				Malnutrition: Patients with a score of 2 or more to receive an appropriate care plan		 KPI_09b		>= 98%		70.00%		100%		80.00%

										98.00%		98.00%		98.00%		98.00%		98.00%		98.00%		98.00%		98.00%		98.00%		98.00%		98.00%		98.00%

				Malnutrition: Patients scoring high risk (2 or more) are referred to dietician		KPI_09c		100%		100.00%		100%		100%

										100.00%		100.00%		100.00%		100.00%		100.00%		100.00%		100.00%		100.00%		100.00%		100.00%		100.00%		100.00%

				Surgical Site Infections: % reduction in the number of non-elective Gynaecology patients with an infection of all non - elective Gynaecology patients undergoing a surgical procedure.		KPI_12		<= 3%		0%		0.01%		0.01%

										3.00%		3.00%		3.00%		3.00%		3.00%		3.00%		3.00%		3.00%		3.00%		3.00%		3.00%		3.00%

				Hospital Standardised Mortality Rate (HMSR)		KPI_03		<= National Average		0		0		0



				Mortality Rates in Gynaecology		   KPI_04		<= 0.11%		0.10%		0.01%		0.00%

										0.11%		0.11%		0.11%		0.11%		0.11%		0.11%		0.11%		0.11%		0.11%		0.11%		0.11%		0.11%

				Mortality Rates in Neonates (within 28 days of live birth at LWH or at home under LWH care)		KPI_05		Rate per 1000 TBC		5.63		3.17		8.80



				Hidden Rows for RAG Calculator 'Safe'

								RAG		Apr-15		May-15		Jun-15		Jul-15		Aug-15		Sep-15		Oct-15		Nov-15		Dec-15		Jan-16		Feb-16		Mar-16

								Red		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?

								Amber		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?

								Green		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?

								No Data		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?



				CQUINS

				Indicator Name		Ref		Target 2015/16		Apr-15		May-15		Jun-15		Jul-15		Aug-15		Sep-15		Oct-15		Nov-15		Dec-15		Jan-16		Feb-16		Mar-16

				NHS Maternity Safety Thermometer (Survey of 100% of postnatal women and babies seen on the day of the survey) 		5				Compliant		Compliant		Compliant

				LWH CQUINS (SCom)

				Indicator Name		Ref		Traget		Apr-15		May-15		Jun-15		Jul-15		Aug-15		Sep-15		Oct-15		Nov-15		Dec-15		Jan-16		Feb-16		Mar-16

				A two year follow up of babies < 30 weeks gestation		WC1		Compliant		100.00%		50.00%		100.00%		ERROR:#DIV/0!		ERROR:#DIV/0!		ERROR:#DIV/0!		ERROR:#DIV/0!		ERROR:#DIV/0!		ERROR:#DIV/0!		ERROR:#DIV/0!		ERROR:#DIV/0!		ERROR:#DIV/0!

				Numerator		SC1a				3		2		1

				Denominator		SC1b				3		4		1

				Reduce clinical variation and identifying service improvement requirements by ensuring data completeness in the 4 NNAP Audit Questions identified 		WC3		Compliant		66.96%		65.81%		74.39%		ERROR:#DIV/0!		ERROR:#DIV/0!		ERROR:#DIV/0!		ERROR:#DIV/0!		ERROR:#DIV/0!		ERROR:#DIV/0!		ERROR:#DIV/0!		ERROR:#DIV/0!		ERROR:#DIV/0!

				Numerator: Total where data is compliant		SC2a				77		77		61

				Denominator: Total eligble for count		SC2b				115		117		82

				Babes < 29 weeks gestation: temperature is taken within 1 hour after birth (or recorded as temperature not taken)		WC3i		Compliant		100.00%		100.00%		100.00%		ERROR:#DIV/0!		ERROR:#DIV/0!		ERROR:#DIV/0!		ERROR:#DIV/0!		ERROR:#DIV/0!		ERROR:#DIV/0!		ERROR:#DIV/0!		ERROR:#DIV/0!		ERROR:#DIV/0!

				Numerator: Total where data is compliant		SC3a				12		13		12

				Denominator: Total eligble for count		SC3b				12		13		12

				Retinopathy Screening: All babies <1501g or < 32 weeks gestation at birth have first ROP screen in accordance with NNAP interpretation of national recommendations.		WC3ii		Compliant		100.00%		100.00%		100.00%		ERROR:#DIV/0!		ERROR:#DIV/0!		ERROR:#DIV/0!		ERROR:#DIV/0!		ERROR:#DIV/0!		ERROR:#DIV/0!		ERROR:#DIV/0!		ERROR:#DIV/0!		ERROR:#DIV/0!

				Numerator: Total where data is compliant		SC1a				13		10		9

				Denominator: Total eligble for count		SC1b				13		10		9

				Mother's milk at discharge: Babies of < 33 Weeks gestation at birth.		WC3iii		Compliant		100.00%		100.00%		100.00%		ERROR:#DIV/0!		ERROR:#DIV/0!		ERROR:#DIV/0!		ERROR:#DIV/0!		ERROR:#DIV/0!		ERROR:#DIV/0!		ERROR:#DIV/0!		ERROR:#DIV/0!		ERROR:#DIV/0!

				Numerator: Total where data is compliant		SC3a				11		10		6

				Denominator: Total eligble for count		SC3b				11		10		6

				Parental Consultation by senior member of neonatal team within 24 hours of admission (All babies on a neonatal unit with dependency of HRG 1,2 or 3 for first day of care, and staying 12 hours or more.		WC3iv		Compliant		51.90%		52.38%		61.82%		ERROR:#DIV/0!		ERROR:#DIV/0!		ERROR:#DIV/0!		ERROR:#DIV/0!		ERROR:#DIV/0!		ERROR:#DIV/0!		ERROR:#DIV/0!		ERROR:#DIV/0!		ERROR:#DIV/0!

				Numerator: Total where data is compliant		SC1a				41		44		34

				Denominator: Total eligble for count		SC1b				79		84		55

				Hidden Rows for RAG Calculator 'CQUINS Safe'

								RAG		Apr-15		May-15		Jun-15		Jul-15		Aug-15		Sep-15		Oct-15		Nov-15		Dec-15		Jan-16		Feb-16		Mar-16

								Red		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?

								Amber		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?

								Green		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?

								No Data		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?



				Corporate

				Indicator Name		Ref		Target 2015/16		Apr-15		May-15		Jun-15		Jul-15		Aug-15		Sep-15		Oct-15		Nov-15		Dec-15		Jan-16		Feb-16		Mar-16

				Safer Staffing Rate (Includes Registered and Care Staff)		Corp_6		<= 90%		92.10%		94.00%		93.70%

										90%		90%		90%		90%		90%		90%		90%		90%		90%		90%		90%		90%

				Newborn blood spot screening: Coverage		XC_1		>= 65%		QTRLY		QTRLY				QTRLY		QTRLY				QTRLY		QTRLY				QTRLY		QTRLY



				Newborn blood spot screening: Timeliness of result		XC_2		>= 98%		QTRLY		QTRLY				QTRLY		QTRLY				QTRLY		QTRLY				QTRLY		QTRLY



				Newborn & Infant physical Examination: Coverage		XC_3		>= 95%		QTRLY		QTRLY		99.60%		QTRLY		QTRLY				QTRLY		QTRLY				QTRLY		QTRLY



				Newborn & Infant physical Examination: Timely assessment		XC_4		>= 95%		QTRLY		QTRLY				QTRLY		QTRLY				QTRLY		QTRLY				QTRLY		QTRLY



				Newborn Hearing screening: Coverage (Reporting 1 QTR behind)		XC_5		>= 95%		QTRLY		QTRLY		97.80%		QTRLY		QTRLY				QTRLY		QTRLY				QTRLY		QTRLY



				Newborn Hearing screening: Timely assessment (Reporting 1 QTR behind)		XC_6		>= 95%		QTRLY		QTRLY		90.60%		QTRLY		QTRLY				QTRLY		QTRLY				QTRLY		QTRLY



				Seasonal Flu vaccine uptake (Oct - Jan Only)		XC_10		>= 75%		Oct to Jan Only		Oct to Jan Only		Oct to Jan Only		Oct to Jan Only		Oct to Jan Only		Oct to Jan Only										Oct to Jan Only		Oct to Jan Only



				Number of Open SI		XC_11		Monitoring Only		19		22		17



				Number of New SI		XC_12		Monitoring Only		2		3		0



				Number of SI reported to the CCG within 48 - 72 hour requirement		XC_13		100%		100%		100%		N/A

										100%		100%		100%		100%		100%		100%		100%		100%		100%		100%		100%		100%

				Number of SI with any outstanding actions that have not been completed in the defined time period		XC_14		0		3		0		2

										0		0		0		0		0		0		0		0		0		0		0		0

				Hidden Rows for RAG Calculator 'Commissioner Safe'

								RAG		Apr-15		May-15		Jun-15		Jul-15		Aug-15		Sep-15		Oct-15		Nov-15		Dec-15		Jan-16		Feb-16		Mar-16

								Red		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?

								Amber		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?

								Green		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?

								No Data		ERROR:#NAME?		ERROR:#NAME?		0		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?



				Hidden Rows for RAG Calculator 'Safe ALL'

								RAG		Apr-15		May-15		Jun-15		Jul-15		Aug-15		Sep-15		Oct-15		Nov-15		Dec-15		Jan-16		Feb-16		Mar-16

								Red		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?

								Amber		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?

								Green		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?

								No Data		ERROR:#NAME?		ERROR:#NAME?		0		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?







&"Arial,Bold"&16&K7030A0
Performance and Information Department
&KCC0099Performance Team		&G




Effective



				To deliver the most EFFECTIVE outcomes		2015/16

				Quality Strategy						Key: TBA = To Be Agreed. TBC = To Be Confirmed, TBD = To Be Determined, ID = In Development

				Indicator Name		Ref		Target 2015/16		Apr-15		May-15		Jun-15		Jul-15		Aug-15		Sep-15		Oct-15		Nov-15		Dec-15		Jan-16		Feb-16		Mar-16

				Reduce Brain injury in preterm babies (Severe Intraventricular haemorrhage and Periventricular leukomalacia)		LWH_5		TBC		TBD		TBA		TBA



				Hospital Mortality Rate in Gynaecology.		LWH_6		0.11%		0.10%		0.01%		0.01%

										0.11%		0.11%		0.11%		0.11%		0.11%		0.11%		0.11%		0.11%		0.11%		0.11%		0.11%		0.11%

				Neonatal mortality <=28 days post birth (at home or LWH)                                                     (Target to be agreed for Quarter 2)		LWH_7		Rate per 1000 TBD		5.63		3.18		8.80



				Adjusted Still birth rate i.e. excluding fetal abnormalities 		LWH_8		Rate TBC		0.16		0		0.40



				Increase biochemical pregnancy rates following infertility treatments [In-vitro fertilisation (IVF), Intracytoplasmic sperm injection (ICSI) and frozen embryo transfer (FET)] by 5% over 5 years.		LWH_9		> 30%       TBC		46.88%		49.03%		45.50%

										50.00%		50.00%		50.00%		50.00%		50.00%		50.00%		50.00%		50.00%		50.00%		50.00%		50.00%		50.00%

				36 week Antenatal risk assessment (Audit)		LWH_10		TBC		Audit		Compliant		Compliant



				% of women receiving one to one care in established labour (>4cm)		LWH_11		>= 95%

Administrator: Ed Williams: Quality Strategy Target set at 95%. Quality Schedule set by CCG at 85%. There are 2 distinct Targets
		96.43%		96.76%		98.67%

										85.00%		85$%		85$%		85$%		85$%		85$%		85$%		85$%		85$%		85$%		85$%		85.00%

				Avoidable repeats for Antenatal screening and newborn screening blood sampling		LWH_12		< 2%		QTRLY		QTRLY		5.30%		QTRLY		QTRLY				QTRLY		QTRLY				QTRLY		QTRLY

										0.50%		0.50%		0.50%		0.50%		0.50%		0.50%		0.50%		0.50%		0.50%		0.50%		0.50%		0.50%

				Increase the % of skin to skin contact within 1 hour post birth.		LWH_13		>= 75%		91.10%		91.08%		91.48%

										75.00%		75.00%		75.00%		75.00%		75.00%		75.00%		75.00%		75.00%		75.00%		75.00%		75.00%		75.00%

				At least 95% of women who request an epidural, excluding those where there is a medical reason this is not possible, receive this. 		LWH_14		>= 95%		95.87%		95.56%		96.78%

										95.00%		95.00%		95.00%		95.00%		95.00%		95.00%		95.00%		95.00%		95.00%		95.00%		95.00%		95.00%

				Patients opting for surgical treatment of miscarriage undergo the procedure within 72 hours of their decision.		LWH_15		TBD		TBD		TBD		TBD



				Quality Schedule

				Indicator Name		Ref		Target 2015/16		Apr-15		May-15		Jun-15		Jul-15		Aug-15		Sep-15		Oct-15		Nov-15		Dec-15		Jan-16		Feb-16		Mar-16

				Maternity - One to One Care in established labour		KPI_20		>= 85%		96.43%		96.76%		98.67%

										85.00%		85.00%		85.00%		85.00%		85.00%		85.00%		85.00%		85.00%		85.00%		85.00%		85.00%		85.00%

				Maternity: Women requesting an Epidural that did NOT receive one due to Non-Clinical Reasons		KPI_21		>= 5%		4.13%		4.44%		4.24%

										5.00%		5.00%		5.00%		5.00%		5.00%		5.00%		5.00%		5.00%		5.00%		5.00%		5.00%		5.00%

				Maternity: Flu vaccinations are offered to all pregnant women at booking.   		KPI_23		>= 75%		Oct to Jan Only		Oct ot Jan Only		Oct ot Jan Only		Oct ot Jan Only		Oct ot Jan Only		Oct ot Jan Only										Oct to Jan Only		Oct to Jan Only

										75.00%		75.00%		75.00%		75.00%		75.00%		75.00%		75.00%		75.00%		75.00%		75.00%		75.00%		75.00%

				Maternity: Vitamin D supplementation provided for all pregnant women.		KPI_24		>= 85%		94.47%		96.01%		95.75%

										85.00%		85.00%		85.00%		85.00%		85.00%		85.00%		85.00%		85.00%		85.00%		85.00%		85.00%		85.00%

				Maternity: Pregnant women with a Body Mass Index of 35 or more at the booking appointment are offered personalised advice from an appropriately trained person on healthy eating and physical activity 		KPI_25		>= 90%		93.33%		92.98%		89.09%

										90.00%		90.00%		90.00%		90.00%		90.00%		90.00%		90.00%		90.00%		90.00%		90.00%		90.00%		90.00%

				Maternity: Reduce the number of babies born with an Apgar score <7 at 5 minutes (Rate per 1000 births)		KPI_26		<= 12.65      TBC		19.42		23.89		12.31

										12.65		12.65		12.65		12.65		12.65		12.65		12.65		12.65		12.65		12.65		12.65		12.65

				Maternity: Reduce the number of incidences of Cord pH <7.00 at Delivery (after 24 weeks. Excludes Elective Caesareans, MLU & BBH) (Rate per 1000 births)		KPI_27		<= 4.3      TBC

Administrator: Ed Williams: 07/05/2015

2014/15 
7665 births excluding BBH and MLU (Total 8456)

33 Cord pH < 7

33 / 7665 * 1000 = 4.31
		4.85		9.24		4.85

										4.3		4.3		4.3		4.3		4.3		4.3		4.3		4.3		4.3		4.3		4.3		4.3

				Maternity - Skin to Skin Contact of 1 hour minimum (RAG rated in Quality Strategy)		KPI_19b		>= 75%		91.10%		91.08%		91.48%

										75.00%		75.00%		75.00%		75.00%		75.00%		75.00%		75.00%		75.00%		75.00%		75.00%		75.00%		75.00%

				Maternity: Peer Support - Breastfeeding women contacted by team during stay		KPI_17b		>= 90%		98.00%		96.30%		97.00%

										90.00%		90.00%		90.00%		90.00%		90.00%		90.00%		90.00%		90.00%		90.00%		90.00%		90.00%		90.00%

				Maternity: Peer Support - Pregnant women informed of service		KPI_17a		>= 90%		100%		100%		100%

										90.00%		90.00%		90.00%		90.00%		90.00%		90.00%		90.00%		90.00%		90.00%		90.00%		90.00%		90.00%

				Maternity: Breastfeeding Initiation		KPI_18		>=55% TBC		52.59%		53.80%		54.19%

										55.00%		55.00%		55.00%		55.00%		55.00%		55.00%		55.00%		55.00%		55.00%		55.00%		55.00%		55.00%

				Maternity: Smoking - Interventions to maternity patients at 12 weeks		KPI_02c		>= 95%		96.75%		100%		100.00%

										95.00%		95.00%		95%		95.00%		95.00%		95.00%		95.00%		95.00%		95.00%		95.00%		95.00%		95.00%

				Maternity: Women whom have seen a midwife by 12 weeks (+6 days)		KPI_16		>= 95%		90.10%		94.21%		87.64%

										95.00%		95.00%		95.00%		95.00%		95.00%		95.00%		95.00%		95.00%		95.00%		95.00%		95.00%		95.00%

				Smoking - Offer of referral to Smoking Cessation Services		KPI_02b		>= 70%		96.75%		100%		100%

										70.00%		70.00%		70.00%		70.00%		70.00%		70.00%		70.00%		70.00%		70.00%		70.00%		70.00%		70.00%

				Smoking - Status for all patients		KPI_02a		>= 95%		100%		100%		100%

										95.00%		95.00%		95.00%		95.00%		95.00%		95.00%		95.00%		95.00%		95.00%		95.00%		95.00%		95.00%

				Hidden Rows for RAG Calculator 'Effective'

								RAG		Apr-15		May-15		Jun-15		Jul-15		Aug-15		Sep-15		Oct-15		Nov-15		Dec-15		Jan-16		Feb-16		Mar-16

								Red		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?

								Amber		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?

								Green		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?

								No Data		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?



				CQUINS

				Indicator Name		Ref		Target 2015/16		Apr-15		May-15		Jun-15		Jul-15		Aug-15		Sep-15		Oct-15		Nov-15		Dec-15		Jan-16		Feb-16		Mar-16

				Sepsis		1				In Development



				Sepsis: Administration of antibiotic (within 1 hour)		1.1				In Development



				Enhanced Recovery Pathway:  (Post Discharge Care) Gynaecology- Post Discharge follow up Telephone Call		3.0				In Development



				Enhanced Recovery Pathway (Post Discharge Care) Gynaecology - Rate of Thematic reviews carried out on all non-planned readmissions of elective Gynaecology 		3.1				In Development



				Enhanced Recovery Pathway (Post Discharge Care) Matenrity -  Rate of patients on Enhanced Recovery Pathway after Caesarean Section (Elective and emergency)		3.2				In Development



				Improve Transition from Children and Young People services to Adult Services - Establsih the Transitional Team		4.0				In Development



				Improve Transition from Children and Young People services to Adult Services - Develop a Transition Policy across and between organisations		4.1				In Development



				Improve Transition from Children and Young People services to Adult Services - Develop an acute based Service Model, funding and Service Standards		4.2				In Development



				Improve Transition from Children and Young People services to Adult Services - Staff Recruitment and Staff Training		4.3				In Development



				Improve Transition from Children and Young People services to Adult Services - Development of Patient Cohort Database		4.4				In Development



				Improve Transition from Children and Young People services to Adult Services - Implementation of the Service Model		4.5				In development



				Hidden rows for RAG Calculator - 'CQUINS Effective'

								RAG		Apr-15		May-15		Jun-15		Jul-15		Aug-15		Sep-15		Oct-15		Nov-15		Dec-15		Jan-16		Feb-16		Mar-16

								Red		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?

								Amber		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?

								Green		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?

								No Data		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?



				Corporate

				Indicator Name		Ref		Target 2015/16		Apr-15		May-15		Jun-15		Jul-15		Aug-15		Sep-15		Oct-15		Nov-15		Dec-15		Jan-16		Feb-16		Mar-16

				Intensive Care Transfers Out (Cumulative)		Corp_12		8 pa		0		3		4



				Returns to theatre		Corp_13		<= 0.7%		0.37%		0.63%		1.14%



				Daycase Overstay Rates		Corp_14		<= 5%		6.32%		5.08%		3.00%



				Antenatal Infectious disease screening: HIV coverage		XC_15		<= 90%		99.61%		98.55%		98.72%

										90.00%		90.00%		90.00%		90.00%		90.00%		90.00%		90.00%		90.00%		90.00%		90.00%		90.00%		90.00%

				Antenatal Infectious disease screening: Hepatitis		XC_16		<= 90%		100%		100%		100%

										90.00%		90.00%		90.00%		90.00%		90.00%		90.00%		90.00%		90.00%		90.00%		90.00%		90.00%		90.00%

				Down's Screening Completion of Laboratory request forms		XC_17		>= 95%		QTRLY		QTRLY		99.60%		QTRLY		QTRLY				QTRLY		QTRLY				QTRLY		QTRLY

										100.00		100.00		100.00		100.00		100.00		100.00		100.00		100.00		100.00		100.00		100.00		100.00

				Antenatal sickle cell and thalassaemia screening: Coverage		XC_18		<= 99%

Administrator: Ed Williams: 07/05/2015

2014/15 
7665 births excluding BBH and MLU (Total 8456)

33 Cord pH < 7

33 / 7665 * 1000 = 4.31
		

Administrator: Ed Williams: Quality Strategy Target set at 95%. Quality Schedule set by CCG at 85%. There are 2 distinct Targets
		

Administrator: Ed Williams: 07/05/2015

2014/15 
7665 births excluding BBH and MLU (Total 8456)

33 Cord pH < 7

33 / 7665 * 1000 = 4.31
		99.51%		99.59%		99.88%

										99.0		99.0		99.0		99.0		99.0		99.0		99.0		99.0		99.0		99.0		99.0		99.0

				Antenatal sickle cell and thalassaemia screening: Timeliness		XC_19		<= 50%		54.02%		52.79%		53.40

										50.00%		50.00%		50.00%		50.00%		50.00%		50.00%		50.00%		50.00%		50.00%		50.00%		50.00%		50.00%

				Antenatal sickle cell and thalassaemia screening: FOQ completion		XC_20		<= 95%		96.59%		98.50%		97.50

										95.00%		95.00%		95.00%		95.00%		95.00%		95.00%		95.00%		95.00%		95.00%		95.00%		95.00%		95.00%

				Hidden Rows for RAG Calculator 'Quality Schedule - Effective'

								RAG		Apr-15		May-15		Jun-15		Jul-15		Aug-15		Sep-15		Oct-15		Nov-15		Dec-15		Jan-16		Feb-16		Mar-16

								Red		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?

								Amber		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?

								Green		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?

								No Data		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?





				Hidden Rows for RAG Calculator - 'Effective ALL'				RAG		Apr-15		May-15		Jun-15		Jul-15		Aug-15		Sep-15		Oct-15		Nov-15		Dec-15		Jan-16		Feb-16		Mar-16

								Red		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?

								Amber		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?

								Green		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?

								No Data		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?









&"Arial,Bold"&16&K7030A0Performance and Information Department&KCC0099
Performance Team		&G




Experience



				To deliver the best possible EXPERIENCE for patients and staff		2015/16				Key: TBA = To Be Agreed. TBC = To Be Confirmed, TBD = To Be Determined, ID = In Development

				Monitor

				Indicator Name		Ref		Target 2015/16		Apr-15		May-15		Jun-15		Jul-15		Aug-15		Sep-15		Oct-15		Nov-15		Dec-15		Jan-16		Feb-16		Mar-16

				Maximum time of 18 weeks from point of referral to treatment in aggregate - Admitted		1		>= 90%		95.56%		97.88%		95.78%		96.17%		96.79%		95.90%		96.95%		96.63%		97.51%		97.77%		96.15%		97.15%

										90.00%		190.00%		290.00%		390.00%		490.00%		590.00%		690.00%		790.00%		890.00%		990.00%		1090.00%		1190.00%

				Maximum time of 18 weeks from point of referral to treatment in aggregate Non-admitted		2		>= 95%		95.43%		95.23%		95.44%		95.38%		95.45%		97.65%		96.17%		96.42%		95.94%		95.00%		94.30%		95.08%

										95.00%		195.00%		295.00%		395.00%		495.00%		595.00%		695.00%		795.00%		895.00%		995.00%		1095.00%		1195.00%

				Maximum time of 18 weeks from point of referral to treatment in aggregate - Incompletes		3		>= 92%		94.15%		94.77%		95.19%		94.70%		95.29%		95.25%		95.56%		95.37%		95.22%		95.10%		95.65%		95.33%

										92.00%		192.00%		292.00%		392.00%		492.00%		592.00%		692.00%		792.00%		892.00%		992.00%		1092.00%		1192.00%

				A&E Maximum waiting time of 4 hours from arrival to admission, transfer or discharge		4		>= 95%		100%		100%		99%		100%		100%		100%		100%		100%		100%		99%		99%		99%

										95.00%		195.00%		295.00%		395.00%		495.00%		595.00%		695.00%		795.00%		895.00%		995.00%		1095.00%		1195.00%

				All Cancers: 62 day wait for first treatment from urgent GP Referral for suspected cancer (After Re-allocation)		5a		>= 85%		100%		73%		88%		86%		87%		88%		83%		86%		88%		94%		91%		91%

										85.00%		185.00%		285.00%		385.00%		485.00%		585.00%		685.00%		785.00%		885.00%		985.00%		1085.00%		1185.00%

				All Cancers: 62 day wait for first treatment from urgent GP Referral for suspected cancer (before re-allocation - Not RAG rated - for monitoring purposes only)		5a		>= 85%		86.67%		74.36%		76.81%		79.28%		87.10%		78.95%		78.38%		81.61%		65.22%		74.42%		90.91%		76.85%

										85.00%		185.00%		285.00%		385.00%		485.00%		585.00%		685.00%		785.00%		885.00%		985.00%		1085.00%		1185.00%

				All Cancers: 62 day wait for first treatement from NHS Cancer Screening Service referral - Percentage		5b		>= 90%		N/A		N/A		N/A		N/A		N/A		N/A		100.00%		100.00%		N/A		N/A		N/A		N/A

										90.00%		190.00%		290.00%		390.00%		490.00%		590.00%		690.00%		790.00%		890.00%		990.00%		1090.00%		1190.00%

				All Cancers: 62 day wait for first treatement from NHS Cancer Screening Service referral - Numbers (if > 5, the target applies)		5b		< 5		0		0		0		0		0		0		1		1		0		0		0		0

										5		6		7		8		9		10		11		12		13		14		15		16

				All Cancers: 31 day wait for second or subsequent treatment comprising surgery		6a		>= 94%		100%		100%		100%		100%		100%		100%		100%		100%		100%		100%		100%		100%

										94.00%		194.00%		294.00%		394.00%		494.00%		594.00%		694.00%		794.00%		894.00%		994.00%		1094.00%		1194.00%

				All Cancers: 31 day wait for second or subsequent treatment comprising anti cancer drug treatments		6b		>- 98%		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A

										98.00%		198.00%		298.00%		398.00%		498.00%		598.00%		698.00%		798.00%		898.00%		998.00%		1098.00%		1198.00%

				All Cancers: 31 day wait from diagnosis to first (definitive) treatment		7		>= 96%		100%		98%		100%		100%		100%		100%		100%		100%		98%		100%		100%		99%

										96%		196%		296%		396%		496%		596%		696%		796%		896%		996%		1096%		1196%

				All Cancers: Two week wait from referral to date first seen comprising all urgent referrals (cancer suspected)		8		93%		94.44%		93.19%		95.85%		94.56%		98.29%		94.62%		96.85%		96.73%		95.09%		95.65%		95.50%		95.41%

										95.00%		195.00%		295.00%		395.00%		495.00%		595.00%		695.00%		795.00%		895.00%		995.00%		1095.00%		1195.00%

				Quality Strategy

				Indicator Name		Ref		Target 2015/16		Apr-15		May-15		Jun-15		Jul-15		Aug-15		Sep-15		Oct-15		Nov-15		Dec-15		Jan-16		Feb-16		Mar-16

				Reduction in number of complaints relating to care		LWH_16		<= 3      TBC		2		4		2

										15		15		15		15		15		15		15		15		15		15		15		15

				75 % of patients recommend us in the family friends test.		LWH_17		>= 75%		96.10%		98.02%		99.20%

										75%		75%		75%		75%		75%		75%		75%		75%		75%		75%		75%		75%

				Staff survey results in upper quartile		LWH_18		395.00%		3.74		3.74		3.74		3.74		3.74



				Patient satisfaction surveys in upper quartile by 2018		LWH_19		TBC		Once per annum



				Excellence in Patient Led Assessments of Care Environments (PLACE) Cleanliness		LWH_20		> 95%    TBC		97.71%		97.71%		97.71%		97.71%		97.71%

										97%		97%		97%		97%		97%		97%		97%		97%		97%		97%		97%		97%

				Excellence in Patient Led Assessments of Care Environments (PLACE) Condition & Appearance		LWH_21		> = 90% TBC 		90.67%		90.67%		90.67%		90.67%		90.67%

										87%		87%		87%		87%		87%		87%		87%		87%		87%		87%		87%		87%

				Excellence in Patient Led Assessments of Care Environments (PLACE) Food		LWH_22		> 87%    TBC		87.05%		87.05%		87.05%		87.05%		87.05%

										96%		96%		96%		96%		96%		96%		96%		96%		96%		96%		96%		96%

				Excellence in Patient Led Assessments of Care Environments (PLACE) Privacy & Dignity		LWH_23		> 95%    TBC		96.03%		96.03%		96.03%		96.03%		96.03%

										90%		90%		90%		90%		90%		90%		90%		90%		90%		90%		90%		90%

				Quality Schedule

				Indicator Name		Ref		Target 2015/16		Apr-15		May-15		Jun-15		Jul-15		Aug-15		Sep-15		Oct-15		Nov-15		Dec-15		Jan-16		Feb-16		Mar-16

				Zero tolerance RTT Waits over 52 weeks		E.A.S.6		0		0		0		0

										0		0		0		0		0		0		0		0		0		0		0		0

				Cancer: First Diagnostic Test by Day 14		KPI_11a		>= 85%		90.83%		90.55%		96.38%

										85.00%		85.00%		85.00%		85.00%		85.00%		85.00%		85.00%		85.00%		85.00%		85.00%		85.00%		85.00%

				Cancer: Referral to treating trust by day 42		KPI_11b		>= 85%		N/A		50%		N/A

										85.00%		85.00%		85.00%		85.00%		85.00%		85.00%		85.00%		85.00%		85.00%		85.00%		85.00%		85.00%

				Cancer: Reduce DNA/Cancellation of first appointments		KPI_11a		Monitoring Only		2.75%		1.29%		1.95%



				A&E: Ambulance Handover Times 15 Minutes		KPI_13h		100%		100%		100%		100%

										100.00%		100.00%		100.00%		100.00%		100.00%		100.00%		100.00%		100.00%		100.00%		100.00%		100.00%		100.00%

				A&E: Left Department without being seen		KPI_13b		<= 5%		2.90%		2.71%		2.21%

										5.00%		5.00%		5.00%		5.00%		5.00%		5.00%		5.00%		5.00%		5.00%		5.00%		5.00%		5.00%

				A&E: Self Harm 		KPI_13f		Monitoring Only		None		None		None



				A&E: Time to Initial Assessment (95th Percentile)		KPI_13c		<= 15		13		11		10

										15		15		15		15		15		15		15		15		15		15		15		15

				A&E: Time to Treatment (Median)		KPI_13e		Monitoring Only		80		68		69



				A&E: Total Time Spent in A&E (%)		KPI_13d		<= 240		215		217		215

										240		240		240		240		240		240		240		240		240		240		240		240

				A&E: Unplanned Reattendances within 7 days		KPI_13a		<= 7%		4.35%		2.00%		6.21%

										7.00%		7.00%		7.00%		7.00%		7.00%		7.00%		7.00%		7.00%		7.00%		7.00%		7.00%		7.00%

				Choose & Book: Failure to ensure sufficient slots avilable on Choose & Book		KPI_06		<= 6%		6.19%		8.16%

										6.00%		6.00%		6.00%		6.00%		6.00%		6.00%		6.00%		6.00%		6.00%		6.00%		6.00%		6.00%

				Fetal Anomaly Scan - Number re-scanned by 23 weeks		KPI_22b		>= 98%		83.52%		76.92%		90.12%

										98.00%		98.00%		98.00%		98.00%		98.00%		98.00%		98.00%		98.00%		98.00%		98.00%		98.00%		98.00%

				Fetal Anomaly Scan - Undertaken between 18 (+ 0)  and 20 (+ 6) Weeks		KPI_22a		>= 95%		96.69%		98.06%		97.28%

										95.00%		95.00%		95.00%		95.00%		95.00%		95.00%		95.00%		95.00%		95.00%		95.00%		95.00%		95.00%

				Maternity: Triage patients assessed within 30 mins		KPI_19a		>= 95%		96.19%		97.32%		96.90%

										95.00%		95.00%		95.00%		95.00%		95.00%		95.00%		95.00%		95.00%		95.00%		95.00%		95.00%		95.00%

				Corporate

				Complaints: Response Times		Corp_15		100%		100%		100%		100%



				Complaints: Number received each month		Corp_16		<= 15      TBA		15		12		10



				Complaints: Number of Action Plans received each month		Corp_17		100%		100%		100%		100%



				Outpatients: First appointment cancelled by hospital		Corp_18		<= 8.5%     TBC		8.86%		7.40%		9.46%



				Outpatients: Subsequent appointment cancelled by hospital		Corp_19		<= 11.5% TBC		10.21%		9.07%		12.39%



				TCI: Cancelled by hospital for clinical reasons		Corp_20		<= 1.5% TBC		1.45%		1.00%		1.43%



				TCI: Cancelled by hospital for non-clinical reasons		Corp_21		<= 4%      TBC		5.71%		3.33%		2.86%



				Daycase rates based on management intent		Corp_22		> 75%		76.20%		65.94%		67.34%



				Last Minute Cancellation for non-clinical reasons (Not re-admitted within 28 days)		Corp_23		0		0		1		0



				Cancer: 62 Day referral to treatment (Consultant Upgrade) Non  urgent suspected cancer referrals)		XC_21		100%		100%		92.86%		100%



				Hidden Rows for RAG Calculator 'Experience'

								RAG		Apr-15		May-15		Jun-15		Jul-15		Aug-15		Sep-15		Oct-15		Nov-15		Dec-15		Jan-16		Feb-16		Mar-16

								Red		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?

								Amber		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?

								Green		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?

								No Data		ERROR:#NAME?		ERROR:#NAME?		0		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?
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				Agenda Item No:		16/058



				Meeting:		Trust Board



				Date:		Feb-16



				Title:		Performance Dashboard - 				Month 9 - December 2015



				Report to be considered in Public or Private?		Public



				Purpose - what question does this report seek to answer?		Provide assurance that performance improvement action plans are in place and measured.



				Where else has this report been considered and when?		Performance Group, Trust Management Group, Finance, Operations Board, Finance, Performance and Business Development Board



				Reference/s		Quality Strategy, Quality Schedule, CQUINS, Corporate Performance Indicators, Monitor Assurance Framework



				Resource impact:



				What is this report for?		Information				Decision		X		Escalation				Assurance



				Which Board Assurance Framework risk(s) does this report relate to?

						1. Deliver safe services

						3. Deliver the best possible experience for patients and staff

						4. To develop a well led, capable and motivated workforce

						5 to be ambitious and efficient and make best use of available resources





				Which CQC fundamental standard(s) does this report ralet to?		Good Governance

						Staffing

						Safety

						Complaints



				What action is required at this meeting?		To Note



				Presented by:		Jeff Johnson



				Prepared by:		David Walliker

				This report covers (tick all that apply):

				Strategic objetives:

				To develop a well led, capable, motivated and entrepreneurial workforce																P

				To be ambitious and efficient and make best use of available resources																P

				To deliver safe services																P

				To participate in high quality research in order to deliver the most effective outcomes																P

				to deliver the best possible experience for patients and staff																P

				Other:

				Monitor Compliance		P				Equality and diversity

				NHS Constitution						Integrated business plan



				Which standard/s does this issue relate to:

				Care Quality Commission

				Broad Assurance Framework Risk

				Publication of this report (tick one):

				This report will be published in line with the Trust's Publication Scheme, subject to redactions approved by the Board, within 3 weeks of the meeting.

				This report will not be published under the Trust's Publication Scheme due to exemptions under S21 of the Freedomn of Information Act 2000, because the information contained is reasonable accessible by other means.

				This report will not be published under the Trust's Publication Scheme due to exemptions under S22 of the Freedomn of Information Act 2000, because the information contained is intended for future publication.

				This report will not be published under the Trust's Publication Scheme due to exemptions under S41 of the Freedomn of Information Act 2000, because such disclosure might constitute a breach of confidence.

				This report will not be published under the Trust's Publication Scheme due to exemptions under S43(2) of the Freedomn of Information Act 2000, because such disclosure would be likely to prejudice the commercial interests of the Trust.

				1.  Introduction and summary

				2.  Issues for consideration

				3.   Conclusion

				4.   Recommendation/s




&"Arial,Bold"&14&K7030A0
Performance and Information Department
&KCC00CCPerformance Team&"-,Regular"&11&K01+000



		&G




TBDashboard

								Performance Report - Trust Board 																																						Month 9 - December 2015
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Workforce



Red	Amber	Green	No Data	0	0	0	0	Efficient



Red	Amber	Green	No Data	0	0	0	0	Safe







Red	Amber	Green	NoData	0	0	0	0	Effective







Red	Amber	Green	No Data	0	0	0	0	Experience









Red	Amber	Green	No Data	0	0	0	0	All 

Metrics











Red	Amber	Green	No Data	0	0	0	0	

TrustBoardSummary



								Performance Summary - Trust Board -																										Month 9 - December 2015

				   Overview 

































				To develop a well led, Capable, Motivated and Entrepreneurial WORKFORCE




















































































				To be EFFICIENT and make best use of available resources



				Financial Report will be provided separately (6 x Red KPIs)



				To deliver SAFER services



				There are no Red or Amber rated KPIs in this section

























































				To deliver the most EFFECTIVE outcomes





























































































				To deliver the best possible EXPERIENCE for patients and staff













































































































						Conclusion



						Recommendations
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Performance in December has not been as strong as in previous months with, apart from the 6 Finance KPI's, there are 3 KPI's rated as red,  and 3 rated as amber, the details of which can be seen below.

	Details of the 6 finance KPI's rated red are reported separately via the Financial Report.

	The rate of babies with an Apgar score of less than 7, and babies born with a cord pH of less than 7 have triggered a red rating in December. 

	The number of women in established labour receiving One to One care has dropped slightly to 93.36%  (Target >= 95%)

	All 3 KPI's rated Amber relate to HR and these are Sickness & Absence Rates, Mandatory Training Rates and Turnover Rates. 
	It is important to note however, that the rate of PDR's has achieved the 90% target at 91% for the first time this financial year and 
	that the Mandatory Training  Rates are only 1% below the 95% target.

To view the full report , please  double click on the PDF icon .

HR: Sickness & Absence Rates at 4.74% against a Trust target of < 3.5% (CCG target > 5%)
The HR Department continue to provide detailed absence information, training and advice to support the management of sickness absence. Managers are working closely with their HR teams to ensure that individual cases are managed appropriately and that staff are supported in returning to work. 

Sickness absence has tended to increase over the winter months in previous years, but it is anticipated that it should come down under target in Quarter 4.

HR: Mandatory Training Compliance Rate at 94% against a target of >= 95%
Most of the changes at service/department level were relatively minor although there were significant increases for Gynaecology (up from 92% to 95%), Imaging (up from 90% to 95%) and Integrated Governance (up from 94% to 98%).
Overall, there are now 12 areas at or above target and therefore rated as green (compared with 6 in the previous month), and 7 slightly below target and therefore rated as amber (compared to 13 in the previous month). As in month eight, no areas were rated as red.
Managers at all levels are provided with detailed information regarding mandatory training compliance. All ward and department managers are required to have appropriate plans in place to ensure that compliance rates are reached and maintained. 
It anticipated that overall mandatory training target of 95% can be reached in Quarter 4.

HR: Turnover Rate at 11% against a target of  < 10%
Although the overall figure remained steady, there were some noticeable changes at service/department level: there were significant increases for Finance (up from 6% to 14%) and Genetics (up from 8% to 13%), while there was also a significant decrease in turnover for Pharmacy (down from 19% to 13%). Overall there were 14 leavers in month nine, the same number as in month eight.
PULSE was re-launched in December, and analysis is also currently being done on the initial results from the 2015 national NHS Staff Survey. The information from recent exit interviews is also being reviewed. These sources of information will be used to identify both trust-wide and local issues that may need to be addressed.
The larger clinical areas such as Maternity, Gynae and Neonates all still remain on or under target.
It is anticipated that the turnover figure will return to below target in Quarter 4.








Although improved, financial performance remains a concern and is discussed separately via the Financial Report.

Continued focus upon performance against the HR KPI's has seen an improvement having achieved the PDR rate KPI and the Trust should achieve the remaining HR targets for January 2016.

Although the rate of babies born with an Apgar score of less than 7, and babies born with a cord pH score of less than 7 continues to trigger a red rating, the Board should bee assured that each case is audited and that all possible  measures are being taken to manage these two KPI's. Audits to date have shown no pattern or common theme in relation to babies born with low Apgar or cord pH scores.

 


It is recommended that the Trust Board receives and reviews the content of the report in relation to the assurance it provides of Trust performance and request any further actions considered necessary.


Apgar Score < 7 at 18.06 per 1000 against a target of < 12.65 per 1000 (Red)
There were no cases where system or personal failures were identified and a review of the cases has found no common themes between the cases. 

These cases form part of the intrapartum adverse event review process. Themes from previous pregnancies allow us to target areas for action in order to reduce  the risks of babies being born with a low Apgar. No themes have been established so far. 

As stated in previous months, we intend to change the target bringing it in line with RCOG MIS data of 1.48% for Apgar of less than 7.1. This is to be presented at GACA in January 2016.




Cord pH < 7 at 7.35 per 1000 against a target of < 4.3 per 1000 (Red)
There were no cases where system or personal failures were identified and a review of the cases has found no common themes between the cases. 

These cases form part of the intrapartum adverse event review process. Themes from previous pregnancies allow us to target areas for action in order to reduce  the risks of babies being born with a low cord pH. No themes have been established so far. 

As stated in previous months, we intend to change the target bringing it in line with RCOG MIS pilot project of 0.9% for cord pH of less than 7.1. This is to be presented at GACA in January 2016.





One to One Care in established Labour at 93.36% against a target of 95%
December has seen an increase in women accessing our maternity service, our birth numbers are increasing Decembers birth rate was 720 births higher than predicted – this directly impacts on the provision of 1:1 care in established labour.  Other clinical areas within the Trust requested additional midwifery support (theatres), requesting that midwives provided a role in theatre this again directly impacts on 1:1 care provision for Central delivery suite.  MLU had the highest incidence of the non-provision of 1:1 care in established labour, MLU have recorded a peak in short term sickness with 47 shifts being lost to sickness this directly effects the provision of 1:1 care in labour.

Management are strictly following the Trust sickness absence polices with all staff on the required stage of sickness management.  Ensuring that the collection of data is valid for the provision of 1:1 care in established labour, weekly performance monitoring of this metric is already implemented. The Head of Midwifery has been invited to theatre workforce reviews to discuss the role of midwifery staff within theatre. It is expected that we will achieve this target again by March 2016.




NEDSummary

				Performance Summary- Trust Board -																										Month 2 - May 2015/16







				To develop a well led, Capable, Motivated and Entrepreneurial WORKFORCE




																				


















































				To be EFFICIENT and make best use of available resources
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				Financial Report will be provided separately





















				To deliver SAFER services



																				12 Week Bookers:
During May there were 2 bank holidays and therefore Children’s Centre Closures and unavailability of slots.

Community Midwives have recently had hand held devices to record all patient  details and activity which can now help in terms of capacity management.

Women’s choice around appointment times influences this metric despite women being informed of the value and importance of booking early some women will choose a date suitable for them over earlier appointments

Community redesign will give more flexibility to women and midwives when arranging booking appointments:
“Early bird” telephone  contact within 48 hrs of women receiving booking appt from access centre will allow midwife to ensure that the appointment is timely and if not offer alternatives such as booking at home or evening / weekend appointment. Early Bird contact is to be fully implemented by end of September 2015

















				To deliver the most EFFECTIVE outcomes



																				cord pH < 7:
Maternity: Reduce the number of incidences of Cord pH <7.00 at Delivery (after 24 weeks. Excludes Elective Caesareans, MLU & BBH) (Rate per 1000 births). The target is set by averaging the scores/1000 births from 2014/2015. 

4/5 had Adverse event review. Of these there were no cases where there were system or personal failures. Review of these cases has not established any themes

�  We will continue to monitor these cases to see if any themes emerge and develop  actions 

� These cases are currently reported as intrapartum adverse events and therefore under  regular review

� Ongoing process – we will look at the target level when national benchmarking is  available

Apgar Score < 7:
Maternity: Reduce the number of babies born with an Apgar score <7 at 5 minutes (Rate per 1000 births).The target is set by averaging the scores/1000 births from 2014/2015. 

As there is an exceptional peak we are awaiting a multidisciplinary review of the cases to identify themes” which will be reported on next month.

We will aim to develop a true benchmark target in association with the Performance& Information team by comparison with 3 other hospitals of similar size and complexity as LWH. 

Action plan will be developed once a national benchmark is established - 6 months
Review of cases – by next month
































				To deliver the best possible EXPERIENCE for patients and staff















																				Choose & Book:
Colposcopy was the main service effecting availability on choose and book for the month of May.  This was due to the requirement to review and amend clinic templates following the retiral of a Nurse Colposocopist.   Capacity has now been increased following confirmation that follow-up slots can now be used, which supports availability on choose and book at all times.  This will be monitored and reviewed.
 
The current gaps on the junior doctors rota continues to present Gynaecology with capacity issues due to the lack of attendance in clinics from Senior Registrars.  The majority of clinics are now Consultant only, and will continue to present issues throughout June and July, and beyond.

Additional evening clinics have been agreed and are now in place and available on Choose and Book for June and July.  This additional capacity only supports the loss from core clinics due to the reduction in Junior Doctors, but will ensure services are maintained on Choose and Book.  
 
Continuous monitoring of clinic slots are in place, with support requested from Information Team to produce a slots utilisation report to identify in advance available slots, without the need to review every clinic manually.  Processes in place to ‘flag up’ services that require additional capacity to allow the Team to secure additional availability to allow patients to access services via Choose and Book

Unclear until Junior Doctor service gaps improve.  Current stability of available slots is dependent on additional sessions.
                                                                                                                                         Operation Cancelled and not readmitted within 28 days:
Due to capacity issues the patient could not be dated within 28 days. Though this was identified by the admissions staff it was not escalated appropriately within the division prior to the breach date.

A new process has been implemented whereby all patients cancelled on day are given a new date with 1 week. Any patients who cannot be accommodated within this time are escalated at that point.
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				LWH - The Board Report		2015/16				Key: TBA = To Be Agreed. TBC = To Be Confirmed, TBD = To Be Determined, ID = In Development

				To develop a well led, Capable, Motivated and Entrepreneurial WORKFORCE


				Indicator Name		Ref		Target 2015/16		Apr-15		May-15		Jun-15		Jul-15		Aug-15		Sep-15		Oct-15		Nov-15		Dec-15		Jan-16		Feb-16		Mar-16

				Staff Friends & Family Test (PULSE)		TB_1		Compliant		Compliant		Compliant		Compliant		Compliant		Compliant		Compliant		Compliant		Compliant		Compliant



				HR: Sickness & Absence Rates (Commissioner)		KPI_10		<= 5%		3.98%		3.75%		4.16%		4.08%		3.29%		3.09%		3.45%		4.44%		4.74%		0.00%		0.00%		0.00%

										5.0%		105.0%		205.0%		305.0%		405.0%		505.0%		605.0%		705.0%		805.0%		905.0%		1005.0%		1105.0%

				HR: Sickness & Absence Rates (Corporate)		Corp_1		<= 3.5%		3.98%		3.75%		4.16%		4.08%		3.29%		3.09%		3.45%		4.44%		4.74%		0.00%		0.00%		0.00%

										3.5%		103.5%		203.5%		303.5%		403.5%		503.5%		603.5%		703.5%		803.5%		903.5%		1003.5%		1103.5%

				HR: Annual Appraisal and PDR		Corp_2		>= 90%		82.00%		80.00%		84.00%		88.00%		88.00%		85.00%		89.00%		89.00%		91.00%		0.00%		0.00%		0.00%

										90%		190%		290%		390%		490%		590%		690%		790%		890%		990%		1090%		1190%

				HR: Completion of Mandatory Training		Corp_3		>= 95%		89.00%		86.00%		88.00%		89.00%		90.00%		89.00%		92.00%		93.00%		94.00%		0.00%		0.00%		0.00%

										95%		195%		295%		395%		495%		595%		695%		795%		895%		995%		1095%		1195%

				HR: Turnover Rate		Corp_5		<= 10%		8.00%		8.00%		8.20%		9.00%		10.00%		11.00%		10.90%		11.00%		11.00%		0.00%		0.00%		0.00%

										10%		10%		10%		10%		10%		10%		10%		10%		10%		10%		10%		10%

				Hidden RAG Calculator - 'NEDS Workforce'

								RAG		Apr-15		May-15		Jun-15		Jul-15		Aug-15		Sep-15		Oct-15		Nov-15		Dec-15		Jan-16		Feb-16		Mar-16

								Red		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?

								Amber		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?

								Green		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?

								No Data		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?



				To be EFFICIENT and make best use of available resources

				Indicator Name		Ref		Target 2015/16		Apr-15		May-15		Jun-15		Jul-15		Aug-15		Sep-15		Oct-15		Nov-15		Dec-15		Jan-16		Feb-16		Mar-16

				Surplus / Deficit (YTD)		TB_2		<= Planned 		£1,083,967		£2,139,907		£3,086,729		£3,397,082		£4,222,000		£4,462,347		£4,663,000		£5,353,000		£6,298,000		£0		£0		£0

				Planned Surplus/ Deficit (YTD)		TB_2b		Planned Cummulaitve		£969,000		£1,625,000		£2,611,000		£3,006,000		£3,906,000		£4,341,000		£4,476,000		£5,290,000		£6,433,000		£6,793,000		£7,518,000		£8,014,000

				Cash Balance (YTD)		TB_3		>= Planned		£5,204,864		£12,519,688		£12,513,907		£10,784,938		£10,296,000		£14,377,000		£9,817,000		£8,873,000		£9,043,000		£0		£0		£0

				Planned Cash Balance (YTD)		TB_3b		Planned Cummulative		£813,000		£4,225,000		£6,346,000		£5,600,000		£4,132,000		£3,805,000		£3,057,000		£500,000		£500,000		£500,000		£753,000		£500,000

				Finance: Contract Income Actual Variance (In Month)		Corp_7		>= 0		-£179,040		-£429,209		£373,900		£6,557		-£45,932		£59,836		-£351,642		£273,761		£326,694		£0		£0		£0

				Finance: Contract Income Budget (In Month)		Corp_9		>= 0		-£6,808,104		-£7,114,165		-£6,824,583		-£7,288,139		-£6,801,314		-£7,088,254		-£7,361,717		-£6,865,973		-£6,560,013		£0		£0		£0

				Finance: Non-contract Income Actual Variance (In Month)		Corp_11a		= £0		£76,032		£80,292		£62,306		-£55,560		-£35,729		-£161,013		-£197,497		-£186,244		-£53,132		£0		£0		£0

				Finance: Non-contract Income Planned Budget (In Month)		Corp_11b		= £0		-£59,742		-£27,512		-£44,925		-£166,366		-£168,602		-£266,357		-£261,918		-£242,336		-£164,098		£0		£0		£0

				Finance: Other Actual Income Variance (In Month)				>= 0		£86,642		£164,301		£56,781		£254,075		£106,852		£206,147		£261,703		£139,665		£39,945		£0		£0		£0

				Finance: Other Planned Income Variance (In Month)				>= 0		-£1,143,665		-£1,219,734		-£1,179,021		-£1,283,140		-£1,220,138		-£1,363,111		-£1,395,305		-£1,205,199		-£1,226,950		£0		£0		£0

				Finance: Budget Variance (In Month)		Corp_9		>= 0		-£103,000		-£515,000		-£476,000		-£391,000		-£309,000		-£120,899		-£179,000		-£61,000		£134,000		£0		£0		£0

				Finance: Capital expenditure		Corp_9		>= 0		£258,026		£1,177,643		£943,673		£621,657		£299,000		£173,669		£399,488		£545,042		£231,490		£0		£0		£0

				Finance: Cost of Agency Staff usage		Corp_11a		= £0		£226,648		£228,452		£184,979		£160,697		£170,000		£144,000		£136,335		£96,000		£62,000		£0		£0		£0

				Finance: Cost of Bank Staff usage		Corp_11b		= £0		£141,730		£116,007		£127,307		£126,213		£111,000		£135,883		£116,008		£135,373		£104,673		£0		£0		£0

				Finance: Cost of Overtime usage		Corp_11c		= £0		£17,643		£24,770		£40,859		£35,506		£21,305		£18,840		£11,469		£18,869		£17,525		£0		£0		£0

				Finance: Use of temporary / flexible workforce (bank / agency staff)		Corp_11		= £0		£386,021		£369,229		£353,145		£322,416		£302,305		£298,723		£263,812		£250,242		£184,198		£0		£0		£0

				Hidden RAG Calculator - 'NEDSEfficient'

								RAG		Apr-15		May-15		Jun-15		Jul-15		Aug-15		Sep-15		Oct-15		Nov-15		Dec-15		Jan-16		Feb-16		Mar-16

								Red		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?

								Amber		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?

								Green		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?

								No Data		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?



				To deliver SAFER services

				Indicator Name		Ref		Target 2015/16		Apr-15		May-15		Jun-15		Jul-15		Aug-15		Sep-15		Oct-15		Nov-15		Dec-15		Jan-16		Feb-16		Mar-16

				Safer Staffing Levels (Overall - includes Registered and Care Staff)		Corp_6		<= 90%		90.43%		92.75%		92.38%		92.08%		91.14%		93.50%		94.60%		92.28%		91.44%		0.00%		0.00%		0.00%

										90%		90%		90%		90%		90%		90%		90%		90%		90%		90%		90%		90%

				Surgical Site(s) Infection(s) 		KPI_12		<= 3%		0.00%		0.10%		0.01%		0.01%		0.01%		0.00%		0.00%		0.00%		0.00%		0.00%		0.00%		0.00%

										3%		3%		3%		3%		3%		3%		3%		3%		3%		3%		3%		3%

				Serious Incidents: Number of Open SI's		XC_11		Monitoring Only		19		22		16		18		18		20		21		22		23						



				Serious Incidents: Number of New SI's		XC_12		Monitoring Only		2		3		0		2		2		2		2		1		1						



				% of women seen by a midwife within 12 weeks		KPI_16		>= 95%		90.14%		87.75%		87.64%		91.24%		91.74%		95.26%		96.52%		95.47%		95.81%						



				Neonatal Bloodstream Infection Rate		LWH_4		TBD		3.18		0.00		0.00		0.00		0.00		0.00		0.00		0.00		0.00		0.00		0.00		0.00



				Hidden RAG Calculator - 'NEDS Safer'

								RAG		Apr-15		May-15		Jun-15		Jul-15		Aug-15		Sep-15		Oct-15		Nov-15		Dec-15		Jan-16		Feb-16		Mar-16

								Red		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?

								Amber		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?

								Green		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?

								NoData		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?



				To deliver the most EFFECTIVE outcomes

				Indicator Name		Ref		Target 2015/16		Apr-15		May-15		Jun-15		Jul-15		Aug-15		Sep-15		Oct-15		Nov-15		Dec-15		Jan-16		Feb-16		Mar-16

				Mortality Rates (Gynaecology Only - excludes Oncology)		LWH_6		<= 0.11%		0.00%		0.00%		0.00%		0.00%		0.00%		0.00%		0.00%		0.00%		0.00%		0.00%		0.00%		0.00%



				Reduce the number of babies born with an Apgar Score of < 7		KPI_26		<= 12.65      TBC		19.02		21.90		12.31		10.93		9.75		22.79		23.74		17.00		18.06		ERROR:#DIV/0!		ERROR:#DIV/0!		ERROR:#DIV/0!



				Reduce the number of babies born with a cord pH of < 7		KPI_27		<= 4.3      TBC

Administrator: Ed Williams: 07/05/2015

2014/15 
7665 births excluding BBH and MLU (Total 8456)

33 Cord pH < 7

33 / 7665 * 1000 = 4.31
		5.95		9.24		4.85		11.14		3.75		8.64		5.24		0.00		7.35		ERROR:#DIV/0!		ERROR:#DIV/0!		ERROR:#DIV/0!



				Biochemical Pregnancy Rates		LWH_9		> 30%      TBC		47.96%		50.72%		45.95%		39.44%		41.18%		38.92%		35.48%		52.50%		49.60%		50.17%		0.00%		0.00%



				Still Birth Rate (excludes late transfers)		LWH_8		TBD		1.55		0.00		3.06		5.46		2.79		9.38		6.98		5.56		7.04		ERROR:#DIV/0!		ERROR:#DIV/0!		ERROR:#DIV/0!



				Neonatal Deaths (all live births within 28 days)		LWH_7		Rate per 1000 TBD		0.00		3.17		8.76		3.08		2.70		2.80		0.00		1.40		4.10		0.00		0.00		0.00



				Returns to Theatre		Corp_13		<= 0.7% TBC		0.37%		0.63%		1.14%		0.30%		0.46%		0.46%		0.00%		0.83%		0.66%						



				Hidden RAG Calculator - 'NEDS Effective'

								RAG		Apr-15		May-15		Jun-15		Jul-15		Aug-15		Sep-15		Oct-15		Nov-15		Dec-15		Jan-16		Feb-16		Mar-16

								Red		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?

								Amber		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?

								Green		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?

								No Data		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?



				To deliver the best possible EXPERIENCE for patients and staff

				Indicator Name		Ref		Target 2015/16		Apr-15		May-15		Jun-15		Jul-15		Aug-15		Sep-15		Oct-15		Nov-15		Dec-15		Jan-16		Feb-16		Mar-16

				Number of Complaints received		Corp_16		<= 15		15		12		10		11		13		12		8		13		13		0		0		0



				18 Week RTT Non Admitted (aggregate)		Monitor 2		>= 95%		95.43%		95.23%		95.44%		95.45%		97.65%		96.17%		95.94%		95.00%		94.30%		ERROR:#DIV/0!		ERROR:#DIV/0!		ERROR:#DIV/0!



				Friends & Family Test		Quality Strategy		> 75%		96.10%		98.02%		99.20%		96.86%		97.60%		98.03%		98.51%		99.06%		99.15%		ERROR:#DIV/0!		ERROR:#DIV/0!		ERROR:#DIV/0!



				% Women that requested and Epidural, but weren't given one for non-clinical reasons		KPI_21		 <= 5%		3.45%		3.82%		3.55%		3.92%		3.36%		6.45%		5.68%		1.96%		4.58%		ERROR:#DIV/0!		ERROR:#DIV/0!		ERROR:#DIV/0!



				% Women given one to one care whilst in established Labour (4cm dilation)		KPI_20		>= 95%		96.43%		96.76%		96.59%		96.42%		96.19%		93.88%		95.22%		97.20%		93.36%		ERROR:#DIV/0!		ERROR:#DIV/0!		ERROR:#DIV/0!



				6 Week Wait Diagnostic Tests		NHS England		>= 99%		100%		100%		100%		100%		100%		100%		100%		100%		100%		ERROR:#DIV/0!		ERROR:#DIV/0!		ERROR:#DIV/0!



				Last Minute Cancellation for non-clinical reasons 				TBA		10		2		2		6		7		5		1		5		7		0		0		0



				Last Minute Cancellation for non-clinical reasons (Not re-admitted within 28 days)		Corp_23		0		0		1		0		0		0		0		0		0		0		0		0		0



				Failure to ensure that sufficient appointment slots are available on Choose & Book		KPI_06		< 6%		6.19%		8.16%		Not available Nationally		Not available Nationally		Not available Nationally		Not available Nationally		Not available Nationally		Not available Nationally		Not available Nationally



				Hidden RAG Calculator - 'NEDS Experience'

								RAG		Apr-15		May-15		Jun-15		Jul-15		Aug-15		Sep-15		Oct-15		Nov-15		Dec-15		Jan-16		Feb-16		Mar-16

								Red		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?

								Amber		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?

								Green		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?

								No Data		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?



				Hidden RAG Calculator - 'NEDS All'

								RAG		Apr-15		May-15		Jun-15		Jul-15		Aug-15		Sep-15		Oct-15		Nov-15		Dec-15		Jan-16		Feb-16		Mar-16

								Red		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?

								Amber		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?

								Green		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?

								No Data		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?		ERROR:#NAME?
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1. Deliver safe services

Which Board Assurance Framework risk(s) |3. Deliver the best possible experience for patients and staff

does this report relate to? 4. To develop a well led, capable and motivated workforce
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This report covers (tick all that apply):
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To develop a well led, capable, motivated and entrepreneurial workforce

To be ambitious and efficient and make best use of available resources

To deliver safe services

To participate in high quality research in order to deliver the most effective outcomes

SESTXNXX

to deliver the best possible experience for patients and staff

Other:
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NHS Constitution Integrated business plan

Publication of this report (tick one):

This report will be published in line with the Trust's Publication Scheme, subject to redactions approved by the Board,
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Freedomn of Information Act 2000, because such disclosure would be likely to prejudice the commercial interests of
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3. Conclusion
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Performance Summary - Trust Management Group - Month 9 - December 2015

Overview

Performance for December 2015 has seen a decrease in performance with 80% of KPI's (107 of 133) achieving target (83% in November). All Monitor KPI's are rated Green.
Although it has improved, the main area for concern continues to be Finance with 5 KPI's rated as red (7 in November). Other areas of concern are:

Breast feeding rates have dropped significantly to 49%

The Trust has failed to achieve the Malnutrition Care Plan KPI for the third consecutive month at 87.5% and has also failed the Referral to Dietician KPI at 88%

Performance against One to One care in established labour has fallen below the 95% target at 93.36%
The rate of women triaged within 30 minutes in maternity has fallen below the 95% target for the first time this quarter at 94.73%

The Trust has acheived the 90% target for completion of PDRs for the first time this financial year reaching 91%

Monitor:

/ All Monitor KPI's have been met for December 2015

Monitor

9

All Linear graphs are rolling 12 months Page 3 of 23
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Performance Summary - Trust Management Group - Month 9 - December 2015

has, improved significantly in Quarter 3 and is now just below the target level. With continued focus by the team

o . 5' it is expected to achieve this target in Quarter 4.

CQUINS:
/ 1 CQUINS - Neonates NNAP Although the Trust has failed to achieve the target, performance against the NNAP Data Completeness CQUIN

CQUINS

Quality Strategy:

One to One Care in established Labour at 93.36% against a target of 95%
One to One Care December has seen an increase in women accessing our maternity service, our birth numbers are
100.00% increasing Decembers birth rate was 720 births higher than predicted — this directly impacts on the provision
96.00% 4#—% of 1:1 care in established labour. Other clinical areas within the Trust requested additional midwifery
85.00% support (theatres), requesting that midwives provided a role in theatre this again directly impacts on 1:1 care

provision for Central delivery suite.

Strategy
Management are strictly following the Trust sickness absence polices with all staff on the required stage of
13 sickness management. Ensuring that the collection of data is valid for the provision of 1:1 care in
established labour, weekly performance monitoring of this metric is already implemented.

The Head of Midwifery has been invited to theatre workforce reviews to discuss the role of midwifery staff
within theatre. It is expected that we will achieve this target again by March 2016.

Newborn Blood Spot Screening: Avoidable Repeat Tests at 5.8% against a target of < =2%
This KPI is reported on a quarterly basis. Performance against this KPI had greatly improved during 2014/15
however changes to the National Laboratory processes in April 2015 resulted in a significant increase in
avoidable repeat tests nationally. Performance improved between May to September 2015 with a
- __e | continuous downward trend in avoidable repeat tests. However, when the laboratories at Alder hay moved

- to the new build in September 2015, there were unavoidable delays in getting the information through.

Avoidable Repeat Tests

There is a 3 point management plan in place to reduce the number of avoidable repeat tests which includes
discussion with offender, retraining and suspension of staff from carrying out tests until they have been
retrained to a satisfactory standard. Now that information from Alderhey is being sent in a timely manner
once more, it is expected that we will achieve the target by the end of Quarter 4.

All Linear graphs are rolling 12 months Page 4 of 23
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Performance Summary - Trust Management Group - Month 9 - December 2015

Quality Schedule:

Breast Feeding Rates at 49% against a target of 55%

oo Breast Feeding Rates A deep dive into the reason for this dramatic decrease in performance has demonstrated that women have
gg}ggzﬁ;’ _ _ chosen not to breast feed within this month. All training remains as per Trust guidelines, women are offered
52.00% ?’M support and guidance throughout pregnancy. As a maternity service we are governed by women choosing
48.00% the method of feeding.

Schedule

32 e Continue with training and staff preparation for Stage 3 Baby Friendly reassessment March 2016.

In order to achieve the target in future we will:-

e Bambi's stand in the Antenatal clinic with information and contacts about breast feeding.

e Advertise antenatal feeding workshops on social media

e Review information on breast feeding on trust website and social media. . Breast feeding fact for the
week on social media.
e Promote breast feeding as part of a public health agenda

It is expected that we will achieve the Target in June 2016.

Rate of babies born with an Apgar Score of <7 at 18.06 against atarget of 12.65 per 1000

There were no cases where system or personal failures were identified and a review of the cases has found
no common themes between the cases.

These cases form part of the intrapartum adverse event review process. Themes from previous pregnancies

Apgar <7 allow us to target areas for action in order to reduce the risks of babies being born with a low Apgar. No
25.00 :
$§§§ :: - B themes have been established so far.
.00 As stated in previous months, we intend to change the target bringing it in line with RCOG MIS data of 1.48%

for Apgar of less than 7.1. This is to be presented at GACA in January 2016.

Rate of babies born with an Cord pH of <7 at 7.35 against a target of 4.3 per 1000
There were no cases where system or personal failures were identified and a review of the cases has found
g COTdPH<T no common themes between the cases.

10.00
5.00 éé-é‘vé These cases form part of the intrapartum adverse event review process. Themes from previous pregnancies
0.00

allow us to target areas for action in order to reduce the risks of babies being born with a low cord pH. No
themes have been established so far.

As stated in previous months, we intend to change the target bringing it in line with RCOG MIS pilot project of
0.9% for cord pH of less than 7.1. This is to be presented at GACA in January 2016.

All Linear graphs are rolling 12 months Page 6 of 23
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Quality Schedule continued...

DNA Rates New at 9.12% against a target of < 8% and Follow-up at 11.25% against a target of < 10%
New Appt DNA The increase in DNA rates for December 2015 have been attributed to patients not wanting to attend hospital
12.00% during the festive Christmas and New Year period.

10.00%
§§3j The team has looked at reintroducing reminder letters, and has reintroduced them for Genetics, however the
cost of doing so for all Gynaecology patients has proved prohibitive at this time. The reduction of follow up
Follow Up - Appt DNA DNA's in Neonates has been attributed to having reintroduced reminder letters in December.
12.00%

10.00% _VMVA

8.00%
6.00%

Maternity Triage within 30 Minutes at 94.73% against a target of >= 95%

An increase in short term sickness in the MAU is the contributing factor that affected performance against this
: : target. Increased clinical activity across the inpatient service within maternity has also provided ‘backlogs’ to
100.005% Maternity Triage admission to the maternity ward which has also affected performance. Lack of medical cover within the MAU
95.00% -\/A M has also effected this performance target as women are waiting to be clinically medically reviewed, again
90.00% providing a backlog which effects the 30 min face to face triage.

85.00%

Sickness is being appropriately managed by the midwifery management team all staff are on the appropriate
sickness stage. Work is ongoing within the inpatient services reviewing the patient flow, which includes
admission and discharge to the maternity ward to decrease the amount of women waiting for an inpatient bed
on MAU. The Clinical director for maternity, is actively looking at consultant workforce cover for MAU
services.

It is expected that we will achieve the target rate in February 2016.

Falls & MUST - Malnutrition Care Plans at 87.5% against a target of 98% (breach of 3 patients)

and
_ Malnutrition - Care Plans Falls & MUST - Malnutrition referral to Dietician at 88% against a target of 100% (breach of 1 patient).
TN
10.00% i The failure to achieve these two targets is down to human error in that the nursing staff concerned did not
50.00% ——& adhere to established policies or procedures and thus failed to initiate malnutrition care plans for 3 patients

whose score indicated they required one, and for one patient, failed to refer on to a Dietician.

The importance of following policies and procedures in regards of the Falls & MUST pathways continue to be
Malnutrition - Referrals highlighted and discussed in Huddles. The individual members of staff whom have failed to comply with
100.00% - policies and procedures have also been spoken to with emphasis on following policies and procedures and
o000% | & "N\, | theimportance of completing documentation accurately and in a timely manner.

85.00%
80.00%

It is expected that we will achieve these two KPI's in January 2016

All Linear graphs are rolling 12 months Page 7 of 23
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Corporate Metrics:
Finance metrics : 5 x Red KPIs Reported separately via the Finance Report

Serious Incidents: Number of Actions that remain outstanding at 3 against a target of O
All three of the Actions that remain outstanding belonging to Gynaecology.

SlI: Actions Outstanding

5
g & — ./Av-— The first action requires changes to be made to Meditech and resource is required in Gynaecology to
: L\.(/ employ a IT/Nurse to do this. It is expected to close this action in March 2016.

The second action concerns changes required to ICE training and a new workbook and training
competencies are under development. A further action requires changes to be made to ICE forms. It is
expected that the training will be completed by March 2016 and the ICE changes completed by April 2016.

The third action is in regards a lack of thorough assessment of bowel following the repair of a srosal tear.
The action requires discussion at the Morbidity and Mortality Review meeting and was originally scheduled
for November 2015. Due to concerns of the Clinical Director, it was deemed inappropriate to discuss at that
time and the item was postponed until the next meeting on 4th March 2016.

Rate of Follow-up appointments cancelled by hospital at 12.46% against a target of <11.5%

The rate has increased slightly in December due to a combination of annual leave in Genetics and annual
Follow Up - CBH leave, sickness absence and phased return of staff in Gynaecology. All the staff that were off sick are now
14.00%

12.00% zﬁ%& back in work and the rate of appointments cancelled by hospital should decrease accordingly.

8.00%
6.00% In the Hewitt centre the increase in appointments cancelled by hospital was due to a change in clinic

templates in turn due to a consultant retiring. There should be no further need to rearrange appointments
now the new templates are in place so the rate of cancellations should reduce accordingly.

HR: Mandatory Training Compliance Rate at 94% against a target of >= 95%
Most of the changes at service/department level were relatively minor although there were significant
increases for Gynaecology (up from 92% to 95%), Imaging (up from 90% to 95%) and Integrated

HR: Mandatory Training Governance (up from 94% to 98%).
100.00%
50.00% j\.—*.,_.# Overall, there are now 12 areas at or above target and therefore rated as green (compared with 6 in the
50.00% previous month), and 7 slightly below target and therefore rated as amber (compared to 13 in the previous

month). As in month eight, no areas were rated as red.

Managers at all levels are provided with detailed information regarding mandatory training compliance. All
ward and department managers are required to have appropriate plans in place to ensure that compliance
rates are reached and maintained.

It anticipated that overall mandatory training target of 95% can be reached in Quarter 4.

All Linear graphs are rolling 12 months Page 8 of 23
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Corporate Metrics continued

HR: Sickness & Absence Rates at 4.74% against a Trust target of < 3.5% (CCG target > 5%)

Sickness & Absence Rate The single month sickness figure increased in a number of areas including IT & Information (3.28% up to
0% 4.13%), Maternity (5.24% up to 5.75%), Neonates (3.71% up to 6.46%) and Medical Staff (1.46% up to
400% | ey — 2.82%). This was to some extent counterbalanced by reductions in other areas including Gynaecology
22 (8.32% down to 7.43%) and Surgical Services (4.48% down to 3.13%).

Although the overall split between short term and long term sickness absence remains fairly even (48%
short term/52% long term), there are considerable differences across the larger services: in Gynaecology
61% of sickness absence is long term, whereas in Neonates, 64% is short term. In Maternity the split is
nearly level at 51% short term/49% long term.

The HR Department continue to provide detailed absence information, training and advice to support the
management of sickness absence. Managers are working closely with their HR teams to ensure that
individual cases are managed appropriately and that staff are supported in returning to work.

Sickness absence has tended to increase over the winter months in previous years, but it is anticipated that
it should come down under target in Quarter 4.

HR: Turnover Rate at 11% against a target of <10%

Turnover Rate Although the overall figure remained steady, there were some noticeable changes at service/department
15.00% . . . . .
1323/ ————_ e B level: there were significant increases for Finance (up from 6% to 14%) and Genetics (up from 8% to 13%),
5.00% while there was also a significant decrease in turnover for Pharmacy (down from 19% to 13%). Overall there
0.00%

were 14 leavers in month nine, the same number as in month eight.

PULSE was re-launched in December, and analysis is also currently being done on the initial results from
the 2015 national NHS Staff Survey. The information from recent exit interviews is also being reviewed.
These sources of information will be used to identify both trust-wide and local issues that may need to be
addressed.

The larger clinical areas such as Maternity, Gynae and Neonates all still remain on or under target.

It is anticipated that the turnover figure will return to below target in Quarter 4.

All Linear graphs are rolling 12 months Page 9 of 23







Performance and Information department \—//\\u

M )
Performance Team leerPoo' X.\s,grﬂt??sf ((

Performance Summary - Trust Management Group - Month 9 - December 2015

Emerging Concerns

Conclusion

Although overall performance in December 2015 has dipped in comparison to previous months, the percentage margins of failing targets are very small. With continuous
focus and scrutiny of those KPIs, it is expected that the Trust can achieve a better performance in Quarter 4.

Recommendations

It is recommended that the Trust Management Group receives and reviews the content of the report in relation to the assurance it provides of Trust performance and
request any further actions considered necessary.

All Linear graphs are rolling 12 months Page 10 of 23
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To deliver the best possible EXPERIENCE for patients and staff

Indicator Name Ref 2Toir§/it6 Apr-15  May-15 | Jun-15 | Qtr1 | Jul-15  Aug-15 Sep-15 | Qtr2 | Oct-15 Nov-15 = Dec-15 | otr3 | Jan-16 Feb-16 Mar-16| Qtra
Xg‘r’sirt':g;"*“me of 18 weeks from point of referral to treatment in aggregate - 1 LI 05.56% | 97.88% | 95.78% | 96.17%| 96.79% | 95.90% | 96.95% |96.63%| 97.51% | 97.77% | 96.15% |97.15%

Maximum time of 18 weeks from point of referral to treatment in aggregate Non- . _ 0 - 0 0 0 0 0 0 0 0 0 0 0 0

e 2 S 05.43% = 95.23% | 95.44% | 95.38%| 95.45% | 97.65% @ 96.17% |96.42%| 95.94% @ 95.00% | 94.30% | 95.08%

Maximum time of 18 weeks from point of referral to treatment in aggregate -
Incompletes

A&E Maximum waiting time of 4 hours from arrival to admission, transfer or
discharge

All Cancers: 62 day walit for first treatment from urgent GP Referral for suspected
cancer (After Re-allocation)

All Cancers: 62 day wait for first treatment from urgent GP Referral for suspected 5a 86.67% | 74.36% | 76.81% |79.28%| 87.10% | 78.95% 78.38% |81.61%| 65.22% = 74.42% @ 90.91% | 76.85%
cancer (before re-allocation - Not RAG rated - for monitoring purposes only) |
>=9 IA N/A N/A |

All Cancers: 62 day wait for first treatement from NHS Cancer Screening Service 50 N/A N 100% 100% NA N/A
referral - Percentage ‘

All Cancers: 62 day wait for first treatement from NHS Cancer Screening Service 5p <5 | 1
referral - Numbers (if > 5, the target applies) |

All Cancers: 31 day wait for second or subsequent treatment comprising surgery 6a >= 94% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100%

3 >=92% 94.15% 94.77%  95.19% 94.70% 95.29% 95.25% 95.56% 95.37% 95.22% 95.10% 95.65% 95.33%

4 >= 95% 100.00% 99.91% 99.41% 99.77/% 100.00% 100.00%? 99.80% 99.93% 99.62% 99.49% 98.69% 99.27%

S5a >=85% 100% 72.73%  88.24% 85.51% 87.10% 88.24% 82.86% 85.54% 88.24% 94.12% 90.91% 91.09%

All Cancers: 31 day wait for second or subsequent treatment comprising anti cancer

6b >- 98% N/A N/A N/A N/A N/A N/A N/A N/A N/A N/A
drug treatments | 3

All Cancers: 31 day wait from diagnosis to first (definitive) treatment 7 97.67% 100% 100% 100% 100% 100% 97.56%% 100% 100%  99.19%

All Cancers: Two week wait from referral to date first seen comprising all urgent

8 94.44% 93.19%  95.85% 04.56% 98.29% 94.62% 96.85% 96.73% 95.09% 95.65% 95.50% 95.41%
referrals (cancer suspected) | :

To deliver SAFER services

Clostridium (C.) Difficile - meeting the C. Difficile objective 16

*Monitor have advised all NHS Trusts that:-

"The admitted and non-admitted operational standards are being abolished, and the incomplete standard will become the sole measure of patients’ constitutional right to start treatment within 18 weeks. This means that with immediate effect, no provider or
commissioner will receive any form of sanction, whether in the form of regulator investigation/intervention or the levying of financial sanctions, for failing the admitted or non-admitted standards.

Commissioners should not levy any financial sanctions associated with the admitted and non-admitted standards with effect from 1st April 2015. Where sanctions have already been applied in respect of these two standards in the 2015/16 financial year, commissioners
should make arrangements to repay the funding withheld to the relevant providers".

However, with regards patient experience and continuing best practice, the Trust should still endeavour to achieve these targets and they will be monitored but not RAG Rated as of October 2015 (Beginning of Quarter 3).
All Cancer Wait figures are amended periodiacally once the verified Somerset position has been closed.
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To develop a well led, Capable, Motivated and Entrepreneurial WORKFORCE

Key: TBA =To Be Agreed. TBC = To Be Confirmed, TBD = To Be Determined, ID = In Development

There are no indicators in this section -

To be EFFICIENT and make best use of available resources

There are no indicators in this section -

To deliver SAFER services

To deliver the most EFFECTIVE outcomes

Indicator Name Ref 2Toalr59/it6 Apr-15 | May-15 Jul-15 | Aug-15 | Sep-15 | Oct-15 Jan-16 | Feb-16 | Mar-16
Reduce Surgical Site Infections (Gynaecology) (From CHKS reporting 1 month behind) LWH_1 < 3% 0.00% 0.10% 0.01% 0.01% 0.01% 0.00% 0.00% 0.00% 0.00%

Maintain the incidence of multiple pregnancy after fertility treatment LWH_2 <=10% 7.60% 7.02% 6.91% 6.28% 6.16% 5.37% 4.85% 4.81% 4.70%

No_lncrease in rate of late-onset _(> 72h).bloodstream infection in VLBW (very low birth LWH 3 TBC 0.00 0.25 0.00 0.00 0.60 052 017 0.00 0.00

weight) and or <30 weeks gestation babies

No increase in bloodstream infection (early and late) in all neonates (term and LWH 4 318 0 0 0 0 0 0 0 0

preterm) (Rate per 1000 total care days —

Indicator Name Ref ZTOTSQ& Apr-15 | May-15 Jul-15 | Aug-15 | Sep-15 | Oct-15 Jan-16 | Feb-16 | Mar-16
Ratg of B.raln Injury in pretm_erm bables. (Severe Intraventr.lcular haemorrhage and LWH 5 TBA o TBA TBA TBA TBA TBA TBA TBA TBA
Periventricular leukomalacia) to remain below VON median -
Hospital Mortality Rate in Gynaecology. (From CHKS reporting 1 month behind) RAMI LWH_6 0.11% 0.00% 0.00% 0.00% 0.00% 0.00% 0.00% 0.00% 0.00% 0.00%
Neonatal mortality <=28 days post birth (at home or LWH) Reports 1 month behind Rate per
(Target to be agreed for Quarter 2) (Rate per 1000 Births) LWH_7 1000 TBD 0:00 sS4 S.70 5.08 &0 &80 0:00 40 #40
Adjusted Still birth rat.e i.e. excluding fetal abnormalities (Rate per 1000 births) LWH 8 TBC 155 0.00 3.06 5 46 579 938 6.98 556 704
Reports 1 month behind
Increase biochemical pregnancy rates following infertility treatments [In-vitro > 30%
fertilisation (IVF), Intracytoplasmic sperm injection (ICSIl) and frozen embryo transfer LWH_9 B CO 47.96% 50.72% 45.95% 39.44% 41.18% 38.92% 35.48% 52.50%  49.60%
(FET)] by 5% over 5 years.
36 week Antenatal risk assessment (audit) LWH_ 10 TBC Audit Audit Audit Audit Audit Audit Audit Audit Audit
% of women receiving one to one care in established labour (>4cm) LWH 11 >= 95% 96.43% 96.76% 96.59% 96.42% 96.19% 93.88% 95.22% 97.20% 93.36%
Avoidable repeats for Antenatal screening and newborn screening blood sampling LWH 12 <=2% QTRLY QTRLY 5.33% QTRLY OQOTRLY 3.97% QTRLY QTRLY 5.80% QTRLY QTRLY
Increase the % of skin to skin contact within 1 hour post birth. LWH_13 >= 75% 74.20% 84.39% 91.48% 92.76% 89.56% 91.92% 89.35% 91.28% 92.47%
5 : : :
Atleast 95% of women who request an epidural, excluding those where there is a LWH_14 >=95% = 95.87%  95.56% 95.76% 95.35% 95.65% = 92.59%  93.50% = 98.04% 95.11%
medical reason this is not possible, receive this.
Patients opt!ng for §urg|cal treatment of miscarriage undergo the procedure within 72 LWH 15 TBA T TBA TBA TBA TBA TBA TBA TBA TBA
hours of their decision. -
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2015/16

LWH Quality Strategy

To deliver the best possible EXPERIENCE for patients and staff

Indicator Name Ref 2T06:1Lr59/it6 Apr-15 | May-15 Jul-15 | Aug-15 | Sep-15 Jan-16 | Feb-16 | Mar-16
Reduction in number of complaints relating to care (Number received in month) LWH_16 'T‘EC?; 2 4 2 0 0 0 0 3 0
75 % of patients recommend us in the family friends test. LWH_17 >= 75% 96.10% 98.02% 99.20% 96.86% 97.60% 98.03% 98.51% 99.06% 99.15%
Patient satisfaction surveys in upper quartile by 2018 LWH_19 TBC O:rc:re]zulir::r
> 95%
Excellence in Patient Led Assessments of Care Environments (PLACE) Cleanliness ** LWH_20 National 97.71% 97.71% | 97.71% | 97.71% | 97.71% 97.71% 99.94% | 99.94% | 99.94%
Average
Excellence in Patient Led Assessments of Care Environments (PLACE) Condition & > =90%
LWH_21 National 90.67% | 90.67% | 90.67% | 90.67% | 90.67% 90.67% 93.31% | 93.31% | 93.31%
Appearance **
Average
> 88.5%
Excellence in Patient Led Assessments of Care Environments (PLACE) Food ** LWH_22 National 87.05% 87.05% | 87.05% | 87.05% | 87.05% 87.05% 92.55% | 92.55% | 92.55%
Average
Excellence in Patient Led Assessments of Care Environments (PLACE) Privacy & > 86%
Dignity ** y LWH_23 National 96.03% | 96.03% | 96.03% | 96.03% | 96.03% 96.03% 82.19% | 82.19% | 82.19%
Average

**The latest figures for Excellence in Patient Led Assessments of Care Environments (PLACE) fwere released in September 2015. The targets have been reset as the National Average scores for the

same period.

*** The results of the Staff Survey are released annually and the latest figures are due for release in early 2016. The new data will be reflected in the Performance Report as soon as they have been

made available.
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Performance Team NHS Foundation Trust

L WH Quality Schedule 2015/16

To develop a well led, Capable, Motivated and Entrepreneurial WORKFORCE Key: TBA = To Be Agreed. TBC = To Be Confirmed, TBD = To Be Determined, ID = In Development

Jul-15 Aug-15 = Sep-15 Nov-15 = Dec-15

 4.08% 3.29% 3.09% 3.45% 4.44% 4.74%

Ref Jun-15

Indicator Name Jan-16

2015/16

HR: Sickness and Absence Rates KPI_10 <5% 3.98% 3.75% 4.16%

May-15

To be EFFICIENT and make best use of available resources

Indicator Name Ref 2Toalr§/it6 Apr-15  May-15  Jun-15 Jul-15 Aug-15  Sep-15 Oct-15 Nov-15  Dec-15 | Jan-16 Feb-16  Mar-16

Outpatients: DNA Rates: New KPI_07a < 8% 789%  7.40% @ 9.00%  8.25% 9.69%  7.22% 6.85% 859%  9.12% |

Outpatients: DNA Rates: Follow-up KPI_07b < 10% 9.03% 8.73% 9.44% = 10.50% 10.16% 10.41% 9.26% 10.07% 11.25% |

Discharge Summaries to be electronically constructed, integrated TTO’s and contains
the recommended minimum data set.

Discharge Summaries to be sent from all ward areas to general practice within 24
hours.

KPI_14a >= 98% 98.45%  98.34%  98.26%  99.59% 99.53%  99.91% 98.64% 95%  97.57%

KPI_14b >=95%  98.45%  98.34%  98.26%  99.59% 99.53%  99.91% 08.64%  9457% = 97.57%

Patients to receive a copy of their Discharge Summary on day of discharge. KPI_14c >= 95% 98.45% 98.34% 98.26% 99.59% 99.53% 99.10% 98.50% 98.47% 98.25%

Querywith} Part of | | Part of Partof  Partof Partof  Part of

Out-Patient Correspondence to be electronically constructed, integrated TTO’s and Partof EPR Partof EPR Partof EPR  Partof EPR  Part of EPR

contains the recommended minimum dataset. | = S eelch L SEEE SR E e SEeE SR RE SRS

Out-Patient Correspondence to be sent from all out-patient services to general practice KPl 14e | | Part of Part of Part of Part of
within 2 weeks of patients appointments. - | EPR | ~ EPR  EPR

"""""""""""""""""""" Reporting
A&E correspondence to be sent to General Practice within 24 hours. KPI1_14f from May- | 100%  100%
15 1 s | s |

KPI_14d

- Reporting
- from August

100%  100%

Day Case correspondence to be sent to General Practice within 24 hours. KPI_14g ID
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L WH Quality Schedule 2015/16

To deliver SAFER services

Indicator Name Ref Jul-15 Aug-15 Sep-15 Oct-15 Nov-15 Dec-15 Jan-16
2015/16

Zero tolerance of MRSA E.ASA4 0

VTE (Venous Thromboembolism) KPI_01 98.25%  98.84% 98.46% } 98.30% 98.46% 98.35%  98.45% 98.41% 97.50%

A&E: Self Harm: Received a Psychological Assessment KPI_13g None  None None | None None None | None None  100%

Falls Prevention: Assessments for Falls KPIl_08a 98.28% 99.18% 100.00% = 98.81% 99.50% 98.56%  100.00% 98.74% 99.01%

Falls Prevention: Of the patients identified as at risk of falling to have a care plan in
place across the whole trust

Malnutrition: Adult in-patients screened for malnutrition on admission using the MUST
tool

KPI_08b 0% ~ 100%

KPI_09a 85.34%  99. ~100.00%  98.42%

Malnutrition: Patients with a score of 2 or more to receive an appropriate care plan KPI1_09b 50.00% 100.00% 80.00%  100.00% 100.00% 100.00% 70.59% 83.33% 87.50% |

Malnutrition: Patients scoring high risk (2 or more) are referred to dietician KPI_09c 100% 90%  100%  100%  100% 100%  100% 94% 100%  88%

Surgical Site Infections: % reduction in the number of non-elective Gynaecology | |
patients with an infection of all non - elective Gynaecology patients undergoing a KPI_12 <=3% : 0. | : 0.01%
surgical procedure. (RAG in Quality Strategy) | |

0.00%

Hospital Standardised Mortality Rate (HMSR) **** (From CHKS) KPI_03 <= National
_ Average
Mortality Rates in Gynaecology (RAG in Quality Strategy) KPI_04 <=0.11% 0.00%

Mortality Rates in Neonates (within 28 days of live birth at LWH or at home under LWH KP| 05 Rate per

care) (RAG in Quality Strategy) _ 1000 TBC 0.00 3.17 8.76 3.08 2.70 2.80 0.00 1.40 4.10
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LWH Quality Schedule

To deliver the most EFFECTIVE outcomes

Indicator Name Ref ZTOT;% Apr-15 = May-15  Jun-15 Jul-15 Aug-15 Sep-15 Oct-15 Nov-15  Dec-15 | Jan-16 Feb-16 Mar-16
Maternity - One to One Care in established labour (RAG in Quality Strategy) KP1_20 >= 85% 96.43% 96.76% 96.59% 96.42% 96.19% 93.88% 95.22% 97.20% 93.36%

Maternity: Wom_en requ_estlng an Epidural that did NOT receive one due to Non-Clinical KPI 21 o= 504 3.45% 3.829% 3,550 3.02% 3.36% 6.45% 5 68% 1.96% 4.58%

Reasons (RAG in Quality Strategy) . I R
Maternity: Flu vaccinations are offered to all pregnant women at booking (Jan to Oct KPI 23 o= 750 Oct to Jan | Oct to Oct to Jan Oct to Jan Oct to Jan Oct to Jan 96.529% 95.63% 99.16% Oct to 3Oct to Jan
only). Only Jan Only Only Only Only Only Jan Only  Only
Maternity: Vitamin D supplementation provided for all pregnant women. KPI_24 >= 85% 94.47% 96.01% 95.75% 95.65% 94.38% 94.83% 93.74% 94.06% 96.03%

Maternity: Pregnant women with a Body Mass Index of 35 or more at the booking |

appointment are offered personalised advice from an appropriately trained person on KPI_25 >=90% 93.33% 87.72%  89.09% 96.23% 85.25% 95.77% 81.97% 98.46% 94.52%

healthy eating and physical activity |

Maternity: Reduc_e the number of babies born with an Apgar score <7 at 5 minutes KPI_ 26 <=12.65 19.02 21.90 12.31 | 10.93 9.75 | 92 79 23.74 1700  18.06

(Rate per 1000 births) TBC | | | |

Maternity: Reduce the number of incidences of Cord pH <7.00 at Delivery (after 24 | |

weeks. Excludes Elective Caesareans, MLU & BBH) (Rate per 1000 births) KPL27 Y 299 9.24 4.85 | 11.14 519 8.64 224 0:00 =9

Maternity - Skin to Skin Contact of 1 hour minimum (RAG in Quality Strategy) KPI_19b 74.20% 84.39% @ 91.48% 92.76% 89.56%  91.92% 89.35% 91.28% = 92.47%

Maternity: Peer Support - Breastfeeding women contacted by team during stay KPI_17b 97.97% 96.31% 96.98%  98.26% 92.12% | 92.48%  97.55% 96.15% 94.05% |

Maternity: Peer Support - Pregnant women informed of service KPIl_17a 100% 100% 100% 100% 100% 100% 100% 100% 100%

Maternity: Breastfeeding Initiation KPI_18 >=55% TBC 52.59% 53.80% 54.19% 52.48% 55.29% 52.49% 51.97% 53.68% 49.65%

Maternity: Smoking - Interventions to maternity patients at 12 weeks KPI1_02c >= 95% 96.75% 94.01% 97.35% 97.35% 91.18% 95.29% 98.86% 96.11% 87.22%

Maternity: Women whom have seen a midwife by 12 weeks (+6 days) KPI_16 >= 95% 90.14% 87.75% 87.64% 91.24% 91.74% 95.26% 96.52% 95.47% 95.81%

Smoking - Offer of referral to Smoking Cessation Services KPI1_02b >=70% 100% 100% 100% 100% 100% 100% 100% 100% 100.00%

Smoking - Status for all patients KPI_02a >= 95% 100% 100% 100% 100% 100% 100% 100% 100% 100%
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Performance and Information Department Liverpool Women SC
Performance Team NHS Foundation Trust

L WH Quality Schedule 2015/16

To deliver the best possible EXPERIENCE for patients and staff

Indicator Name Ref Jul-15 Aug-15 Sep-15 Oct-15 Nov-15  Dec-15 Jan-16
2015/16 | |

Zero tolerance RTT Waits over 52 weeks E.A.S.6 0 | 0 o) o) 0 0] o) |
Cancer: First Diagnostic Test by Day 14 KPI _11a >= 85% 90.83% 90.55% 96.38% 98.72% 92.91% 100% 98.06% 97.96% 98.05%
Cancer: Referral to treating trust by day 42 KPI_11b >= 85% N/A  50%  NA  50% 0% 0% 50% 0%  100%

. , : Monitoring
Cancer: Reduce DNA/Cancellation of first appointments KPIl_11a Only 1.12% 2.74% | 2.41% 1.34% 2.22% | 1.60%
A&E: Ambulance Handover Times 15 Minutes KPI _13h 100% | 100% 100% 100% | 100% 100% 100% |
A&E: Left Department without being seen KPI_13b <= 5% j - 2.25% 225%  280%  281% 1.49%  1.56%
A&E: Self Harm KPIl_13f

- Only

A&E: Time to Initial Assessment (95th Percentile) KPI_13c
A&E: Time to Treatment (Median) KPI_13e
A&E: Total Time Spent in A&E 95th percentile KPI_13d
A&E: Unplanned Reattendances within 7 days (Non-pregnant Rate) KPI_13a
Choose & Book: Failure to ensure sufficient slots avilable on Choose & Book KPI_06
Fetal Anomaly Scan - Number re-scanned by 23 weeks KPI_22b 83.52%  78.65%  90.12%  98.94% 9851%  75.53% 97.62% 100%  100.00%
Fetal Anomaly Scan - Undertaken between 18 (+ 0) and 20 (+ 6) Weeks KPI_22a 96.69%  98.06%  97.78%  99.08% 91.74% = 98.35%  99.33% 98.34%  98.01%
Maternity: Triage patients assessed within 30 mins KPI_19a 96.19%  90.96% = 96.92%  89.01% 9357%  91.61%  95.39%  98.24% = 94.73%








LWH CQUINS (CCG)

To deliver SAFER services

Indicator
Number

Indicator Name

20 15/16 Key: TBA =To Be Agreed. TBC = To Be Confirmed, TBD = To Be Determined, ID = In Development

% Weighting

£ Weighting

5.0

NHS Maternity Safety Thermometer (Survey of 100% of
postnatal women and babies seen on the day of the survey)

0.12500%

To be EFFICIENT and make best use of available resources

£78,981

Apr-15

May-15 Jun-15

Processes being developed together
with registration on Maternity
Thermometer WebTool

To deliver the most EFFECTIVE outcomes

Indicator : I I
0 - - -
Number Indicator Name Yo Weighting | £ Weighting Apr-15 May-15 Jun-15
2 Digital Maturity 0.70% £442,295
2.0 Digital Maturity Indicator - Digital Maturity Assessment 0.20% £126,370 Compliant Compliant Compliant
2.1 (Dngl_tra;I)Maturlty Indicator - Life Enhancing Technology 0.20% £126,370 Compliant Compliant Compliant
2.2 Digital Ma}tunty qulcator - Information Sharing with 0.30% £189,555 Compliant Compliant Compliant
Community Services

Ilr\]lilrzit;r Indicator Name % Weighting | £ Weighting Apr-15 May-15 Jun-15
1 Sepsis 0.25% £157,962
_ | : : : : |
1.0 Sepsis Screening 0.125% £78,981 Sepsis scregmg using _approrlate 100
IS In practice
. - . Audit of isi f antibioti ith 1
1.1 Sepsis: Administration of antibiotic (within 1 hour) 0.125% £78,981 HaIto prOV|S|on.o .ant|b|0t|cs WK
hour for Sepsis is undertaken
2 Dementia and Delirium 0.250% £157,962
2a Dementia and Delirium: FAIRI - Find, Assess, Investigate, 0.150% £94.778 Compliant Compliant Compliant
Refer and Inform
Dementia and Delirium: FAIRI - The proportion of patients 0
aged 75 years and over to whom case finding is applied 0.05% (3rd
2a.i . . of total for £31,593
following an episode of emergency, unplanned care to
: : : : CQUIN 2)
either hospital or community services.
Dementia and Delirium: FAIRI - The proportion of those 0.05% (3rd
2a.ii identified as potentially having dementia or delirium who are | of total for £31,593
appropriately assessed. CQUIN 2)
Dementia and Delirium: FAIRI - The proportion of those
identified, assessed and referred for further diagnostic 0.05% (3rd
2a.iii advice in line with local pathways agreed with of total for £31,593
commissioners, who have a written care plan on discharge CQUIN 2)
which is shared with the patient's GP.
Dementia and Delirium: Staff Training. To ensure that
2b appropriate dementia training is available to staff through a 0.025% £15,796 In Development
locally determined training programme.
Dementia and Delirium: Supporting Carers. Ensure that
2C carers of people with dementia and delirium feel adequately | 0.075% £47,389
supported.
3 Enhanced Recovery Pathways 5.875% £371,211
3.0 Enhanced Recovery Eathway: (Post Discharge Care) 0.1958% £123.737 88.9% 93.3%
Gynaecology- Post Discharge follow up Telephone Call
Enhanced Recovery Pathway (Post Discharge Care)
3.1 Gynaecology - Rate of Thematic reviews carried out on all 0.196% £123,737 In Development
non-planned readmissions of elective Gynaecology
Enhanced Recovery Pathway (Post Discharge Care) Action Plan for implementation of
3.2 Maternity - Rate of patients on Enhanced Recovery 0.196% £123,737 Enhanced Recovery Pathways in
Pathway after Caesarean Section (Elective and emergency) Maternity being developed

Compliant as
of July 2015

Compliant

Aug-15 Sep-15

Compliant Compliant

Aug-15 Sep-15

Compliant

Compliant

Compliant

Compliant

Compliant

Compliant

Compliant Compliant

Compliant Compliant

Compliant Compliant

Aug-15 Sep-15

Compliant
Evidence
Submitted

N/A - Qtr 2

Compliant

Compliant

Compliant

Compliant

In Development

N/A - Qtr 2

Compliant

Action Plan

submitted

Compliant

Compliant

Compliant Compliant

Compliant Compliant

Compliant Compliant

Rolled Out

87.5% 79.7%

Compliant Compliant

Compliant Compliant

Oct-15 Nov-15 Dec-15

Compliant

Compliant

Compliant

Compliant

Compliant

Compliant

Compliant

Compliant

Compliant

Compliant

Compliant

Compliant

Compliant

Compliant

Compliant

Compliant

Compliant

Compliant

Compliant

Compliant

Compliant

Compliant

Compliant

Compliant

Compliant

Compliant

Compliant

Compliant

Compliant

Compliant

Compliant

Compliant

Compliant

Compliant

Compliant

Compliant

Compliant

Qtr3

Jan-16

Feb-16 | Mar-16

Compliant

Compliant

Compliant

Qtr3

Jan-16

Feb-16 | Mar-16

Compliant

Compliant

Compliant

Compliant

Compliant

Qtr4

Qtr4

Qtr4








LWH CQUINS (CCG)

Improve Transition from Children and Young People
services to Adult Services

20 15/16 Key: TBA =To Be Agreed. TBC = To Be Confirmed, TBD = To Be Determined, ID = In Development

0.588%

£371,340

4.0

Improve Transition from Children and Young People
services to Adult Services - Establsih the Transitional Team

0.0490%

£30,945

4.1

Improve Transition from Children and Young People
services to Adult Services - Develop a Transition Policy
across and between organisations

0.049%

£30,945

4.2

Improve Transition from Children and Young People
services to Adult Services - Develop an acute based
Service Model, funding and Service Standards

0.049%

£30,945

4.3

Improve Transition from Children and Young People
services to Adult Services - Staff Recruitment and Staff
Training

0.147%

£92,835

4.4

Improve Transition from Children and Young People
services to Adult Services - Development of Patient Cohort
Database

0.147%

£92,835

4.5

Improve Transition from Children and Young People
services to Adult Services - Implementation of the Service
Model

0.147%

£92,835

Transitional Team is being established

Tranistional Policy being developed

Service Model and Standards being

developed

Not expected until Qtr 2

Not expected until Qtr 3

Not expected until Qtr 4

Compliant
Evidence

submitted
Compliant

Evidence

submitted
Compliant

Evidence
submitted

N/A - Qtr 2

N/A - Qtr 3

N/A - Qtr 4

Compliant

Compliant

Compliant

Compliant

Compliant

Compliant

Compliant

Compliant

Compliant

Compliant

Compliant

Compliant

Not expected until Qtr 3

Not expected until Qtr 4

Compliant

Compliant

Compliant

Compliant

N/A Qtr 3

N/A - Qtr 4

Compliant

Compliant

Compliant

Compliant

Compliant

Compliant

Compliant

Compliant

Compliant

Compliant

Compliant

Compliant

Compliant

Compliant

Compliant

Not expected until Qtr 4

Compliant

Compliant

Compliant

Compliant

Compliant

N/A Qtr 4








LWH CQUINS (CCG)

LWH CQUINS (SCom)

To deliver SAFER services

20 15/16 Key: TBA =To Be Agreed. TBC = To Be Confirmed, TBD = To Be Determined, ID = In Development

2015/16

I:lilrzit;r Indicator Name % Weighting | £ Weighting Apr-15 May-15 Target Jul-15 Aug-15 Sep-15 Target Target Jan-16 | Feb-16 | Mar-16 | Target Qtr4

WC1 A two year follow up of babies < 30 weeks gestation 1.2% £198,915 100.00% 50.00% 100.00% >= 40% 75.00% 25.00% 60.00% 50.00% >= 40% 46.15% 50.00% 0.00% 100.00% >= 40% 50.00% >= 40%
Reduce clinical variation and identifying service

WC3 improvement requirements by ensuring data completeness 0.45% £74,593 66.96% 65.81% 74.39% >=90% 68.47% 69.31% 76.52% 68.00% >= 90% 71.26% 68.91% 81.25% 89.91% >=90% 79.71% >=90%
in the 4 NNAP Audit Questions identified

wcai | Bables < 29 weeks gestation: temperature is taken within 1 100% 100% 100% | >=90% 100% 100% 100% 100% | >=90% 100% 100% 100% 100% >= 90% 100% >= 90%
hour after birth (or recorded as temperature not taken)
Retinopathy Screening: All babies <1501g or < 32 weeks

WC3ii gestation at birth have first ROP screen in accordance with 100% 100% 100% >= 90% 100% 100% 100% 100% >= 90% 100% 100% 100% 100% >= 90% 100% >= 90%
NNAP interpretation of national recommendations.

WC3ii a'\l/ltogur;ter: s milk at discharge: Babies of < 33 Weeks gestation 100% 100% 100% | >=90% 100% 100% 100% 100% | >=90% 100% 100% 100% 100% >= 90% 100% >= 90%
Parental Consultation by senior member of neonatal team

wcaiy | Mithin 24 hours of admission (All babies on a neonatal unit 51.90% 52380 | 61.82% | >=90% 54.50% 50.79% | 63.51% | 50.62% | >=90% | 55.05% 55.42% 72.73% 8553% | >=90% | 70.76% >= 90%
with dependency of HRG 1,2 or 3 for first day of care, and
staying 12 hours or more.

wcy  |Clinical reviews completed for term babies admitted to 0.55% | £124,322 [NelIul e el e >= 950 100% 100% 100% L | >=95% 100% 100% 100% 100% >= 90% 100% >= 90%

NICU (Inborn or Home Births)








LWH Corporate

2015/16

To develop a well led, Capable, Motivated and Entrepreneurial WORKFORCE

< 3.5%

>=90%

>= 95%

Indicator Name Ref

HR: Sickness and Absence Rates (Internal) Corp_1
HR: Annual Appraisal & PDR Corp_2
HR: Attendance/ Completion of all Mandatory Training Elements Corp_3
HR: Professsional Registration Lapses Corp_4
HR: Turnover Rates Corp_5

To be EFFICIENT and make best use of available resources

<=10%

Target

Target
2015/16 Apr-15

1.083

1.06

2.143

Key: TBA =To Be Agreed. TBC = To Be Confirmed, TBD = To Be Determined, In Development

3.29%

3.09%

3.45%

0

8.00%

8.00%

8.20%

0

9.00%

0] 0] 0] 0] 0]

91.00%

Indicator Name Ref Apr-15 May-15 Jun-15 Jul-15 Aug-15 Sep-15 Oct-15 Nov-15 Dec-15 Jan-16 l Feb-16 Mar-16
Actual Surplus / Deficit (YTD) Corp_25 <= Planned £1,083,967 £2,139,907 £3,086,729 £3,397,082 £4,222,000 £4,462,347 £4,663,000 £5,353,000 £6,298,000

Planned Surplus / Deficit (YTD) Corp_25P - £969,000 £1,625,000 £2,611,000 £3,006,000 £3,906,000 £4,341,000 £4,476,000 £5,290,000 £6,433,000 £6,793,000 £7,518,000 £8,014,000
Actual Cash Balance (YTD) Corp_26 >= Planned £5,204,864 £12,519,688 £12,513,907 £10,784,938 £10,296,000 £14,377,000 £9,817,000 £8,873,000 £9,043,000

Planned Cash Balance (YTD) Corp_26P - £813,000 £4,225,000 £6,346,000 £5,600,000 £4,132,000 £3,805,000 £3,057,000 £500,000 £500,000 £500,000 £753,000 £500,000
Finance: Contract Income Actual Variance (In Month) Corp_7 >=0 -£179,040 -£429,209 £373,900 £6,557 -£45,932 £59,836 -£351,642 £273,761 £326,694

Finance: Contract Income Budget (In Month) - -£7,114,165 | -£6,824,583 -£6,865,973 -£6,560,013

Finance: Non-contract Income Actual Variance (In Month) Corp_8 >=0 £76,032 £80,292 £62,306 -£55,560 -£35,729 -£161,013 -£197,497  -£186,244  -£53,132

Finance: Non-contract Income Planned Budget (In Month) - -£27,512 -£44,925 -£242,336 -£164,098

Finance: Other Actual Income Variance (In Month) >=0 £86,642 £164,301 £56,781 £254,075 £106,852 £206,147 £261,703 £139,665 ' £39,945

Finance: Other Planned Income Variance (In Month) - -£1,219,734  -£1,179,021 -£1,205,199 -£1,226,950 £0 £0 £0
Finance: Budget Variance (In Month) Corp_9 >=0 -£103,000 -£515,000 -£476,000 -£391,000 -£309,000 -£120,899 -£179,000 -£61,000 £134,000

Fianance: Capital expenditure Corp_10 £258,026 £1,177,643 £943,673 £621,657 £299,000 £173,669 £399,488 £545,042  £231,490

Finance: Cost of Agency Staff usage Corp_11a £226,648 £228,452 £184,979 £160,697 £170,000 £144,000 £136,335 £96,000 £62,000

Finance: Cost of Bank Staff usage Corp_11b £141,730 £116,007 £127,307 £126,213 £111,000 £135,883 £116,008 £135,373 £104,673

Finance: Cost of Overtime usage Corp_11c £17,643 £24,770 £40,859 £35,506 £21,305 £18,840 £11,469 £18,869 £17,525

Finance: Use of temporary/ flexible workforce (Bank and Agency) Corp_11 TBC £386,021 £369,229 £353,145 £322,416 £302,305 £298,723 £263,812 £250,242 £184,198

Finance: Planned Nursing Agency Spend in £ Planned £0 £0 £0 £0 £79,000 £79,000 £80,000 £41,000 £40,000 £37,000 £31,000 £31,000
g:)‘::giizgpla””ed Nursing Agency Spend as a % of Total Nursing Workforce Planned 0.0% 0.0% 0.0% 0.0% 3.2% 3.2% 3.3% 1.7% 1.7% 1.5% 1.3% 1.3%

Finance: Actual Nursing Agency Spend in £

<= Planned

Finance: Actual Nursing Agency Spend as a % of Total Nursing Workforce Spending

<= Planned

£86,000

3.7%

£79,000

3.4%

£74,000

3.3%

£45,000

1.9%

£18,000

0.8%








LWH Corporate

To deliver SAFER services

2015/16

<= 90% 90.43%

>= 95% QTRLY

>= 950 QTRLY

>= 95% QTRLY

>= 950 QTRLY

>= 95% QTRLY

Oct to Jan
Only

Cumulative
>= 75%

Monitoring

Only 19

92.75% 92.38%

QTRLY 98.72%
QTRLY 99.60%
QTRLY 90.00%
QTRLY 98.01%

QTRLY 90.60%

Oct to Jan | Oct to Jan | Oct to Jan

Only
22

Only
16

92.08%

QTRLY
QTRLY
QTRLY
QTRLY
QTRLY

Only
18

91.14%

QTRLY
QTRLY
QTRLY
QTRLY

QTRLY

Oct to Jan
Only

18

93.50%

99.50%

Oct to Jan
Only

20

94.60%
QTRLY
QTRLY
QTRLY
QTRLY
QTRLY
48.70%

21

92.28%

QTRLY
QTRLY
QTRLY
QTRLY
QTRLY
71.80%

22

99.85%

75.00%

QTRLY
QTRLY
QTRLY
QTRLY

QTRLY

QTRLY

QTRLY

QTRLY

QTRLY

QTRLY

Oct to Jan
Only

| Oct to Jan
Only

23

Monitoring
Only

100%

Safer Staffing Rate (Includes Registered and Care Staff) Corp_6
Newborn blood spot screening: Coverage XC 1
Newborn & Infant physical Examination: Coverage XC_3
Newborn & Infant physical Examination: Timely assessment XC_4
Newborn Hearing screening: Coverage (Reporting 1 QTR behind) XC 5
Newborn Hearing screening: Timely assessment (Reporting 1 QTR behind) XC_6
Seasonal Flu vaccine uptake (Oct - Jan Only) XC_10
Number of Open Sl XC 11
Number of New SI XC_12
Number of Sl reported to the CCG within 48 - 72 hour requirement XC 13
Number of Sl with any outstanding actions that have not been completed in the XC_14

defined time period

0

0

N/A

100%

100%

2

100%

100%

4

100%

100.00%

3








LWH Corporate

To deliver the most EFFECTIVE outcomes

Indicator Name

2015/16

Ref

Intensive Care Transfers Out (Cumulative)

Corp_12

Returns to Theatre

Daycase overstay rates

Antenatal Infectious disease screening: HIV coverage

Antenatal Infectious disease screening: Hepatitis

Down's Screening Completion of Laboratory request forms

Antenatal sickle cell and thalassaemia screening: Coverage

Antenatal sickle cell and thalassaemia screening: Timeliness

Antenatal sickle cell and thalassaemia screening: FOQ completion

To deliver the best possible EXPERIENCE for patients and staff

Indicator Name Ref
Complaints: Response Times Corp_15
Complaints: Number received each month Corp_16
Complaints: Number of Action Plans received each month Corp_17
Outpatients: First appointment cancelled by hospital Corp_18
Outpatients: Subsequent appointment cancelled by hospital Corp_19
TCI: Cancelled by hospital for clinical reasons Corp_20
TCI: Cancelled by hospital for non-clinical reasons Corp_21
Daycase rates based on management intent Corp_22
Last Minute Cancellation for non-clinical reasons (Not re-admitted within 28 days) Corp_23
Cancer: 62 Day referral to treatment (Consultant Upgrade) Non urgent suspected XC 21

cancer referrals) (Cummulative Quarterly)*

* All Cancer Wait figures are amended periodically to reflect the latest verified Somerset position.

Target
2015/16 Apr-15

8

<=0.7%

<=90%

<= 90%

>= 95%

<=99%

<= 50%

<= 95%

100%

<=15
TBA

100%

<=8.5%
TBC
<=11.5%
TBC

<=1.5% TBC

<=4%
TBC

> 75%

100%

0

0.37%

99.61%
100.00%
QTRLY
99.51%
54.02%

96.59%

100%
15

100%

10.21%
1.45%
76.20%
0

100%

0.63%

98.55%
100.00%
QTRLY
99.59%
52.79%

98.50%

100%

12

100%
7.42%
9.07%
1.00%
3.33%

75.93%

90.00%

1.14%

98.72%

100.00%

97.50%

99.89%

53.41%

98.41%

100%

10

1.43%

2.85%

78.24%

0

0.30%

98.30%

100.00%
QTRLY
99.55%
58.69%

97.97%

100%

11

100%
8.41%
10.53%
0.99%
1.98%
17.62%

0

Jul-15 Aug-15 Sep-15 Oct-15 Nov-15
4 8 8 8 8

0.46%

98.87%
100.00%
QTRLY
99.46%
60.83%

98.38%

Mey-15 | Junds | Jubs Oct-15
2015/16 P d J P

100%

13

100%

8.44%

1.15%

2.92%

81.10%

0

100%

0.46% 0.00% 0.83%

4.87%

98.06% 99.87% 99.74%

100.00% None

98.20% QTRLY QTRLY

99.26% 99.76% 99.88%

62.83% 59.80% 61.40%

98.64% 97.92% 98.62%

Nov-15

100% 75%
12 13

100% 88% 100%

11.21%

8.31%

10.38%

1.30% 1.34%

2.70% 3.65%

78.04% 79.14% 77.84%
0 0 0

100%

100.00%

0.66%

4.77%

99.87%

100.00%

98.87%

100.00%

59.42%

97.99%

Dec-15

2.13%

5.44%

77.96%

0

Jan-16 Feb-16 Mar-16
QTRLY QTRLY
Jan-16 Feb-16 Mar-16
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		Agenda item no:

		TB/16/055





		Meeting:

		Board of Directors





		Date:

		5 February 2016





		Title:

		Chair’s report and draft minutes of Governance and Clinical Assurance Committee  meeting on 22 January 2016





		Report to be considered in public or private?

		Public





		Where else has this report been considered and when?

		N/a





		Reference/s:

		





		Resource impact:

		-





		What is this report for?

		Information 

		

		Decision 

		

		Escalation 

		

		Assurance 

		(





		Which Board Assurance Framework risk/s does this report relate to?

		Safe services





		Which CQC fundamental standard/s does this report relate to?

		Good Governance





		What action is required at this meeting?

		To note the Chairs report and draft minutes 





		Presented by:

		Chair of GACA





		Prepared by:

		Chair of GACA





This report covers (tick all that apply):


		Strategic objectives:



		To develop a well led, capable motivated and entrepreneurial workforce

		(



		To be ambitious and  efficient and make best use of available resources

		(



		To deliver safe services

		(



		To participate in high quality research in order to deliver the most effective outcomes

		(



		To deliver the best possible experience for patients and staff

		(





		Other:



		Monitor compliance

		

		Equality and diversity

		



		Operational plan

		

		NHS constitution

		





		Publication of this report (tick one):



		This report will be published in line with the Trust’s Publication Scheme, subject to redactions approved by the Board, within 3 weeks of the meeting

		(



		This report will not be published under the Trust’s Publication Scheme due to exemptions under S21 of the Freedom of Information Act 2000, because the information contained is reasonably accessible by other means

		



		This report will not be published under the Trust’s Publication Scheme due to exemptions under S22 of the Freedom of Information Act 2000, because the information contained is intended for future publication

		



		This report will not be published under the Trust’s Publication Scheme due to exemptions under S41 of the Freedom of Information Act 2000, because such disclosure might constitute a breach of confidence

		



		This report will not be published under the Trust’s Publication Scheme due to exemptions under S43(2) of the Freedom of Information Act 2000, because such disclosure would be likely to prejudice the commercial interests of the Trust

		





Board of Directors


Committee Chair’s report of GACA committee 


22nd January  2016

1. Agenda items covered

· BAF and Corporate Risk Register 


· Matching our threshold for Cord pH and Apgar KPI’s to national benchmark 


· Management response to the internal audit recommendations against the WHO checklist and Pharmacy stock and ward management 


· Cultural Barometer


· Infection Prevention and Control Quarterly Report 


· Clinical Assurance and Performance Dashboard Month 9 2015/16


· PLACE assessment 


· Quality Strategy 


· Baker Tilly (RSM) Audit of the CQC Action Plan 


· Chairs reports for sub committees


2. Board Assurance Framework (BAF) risks reviewed


· BAF – 


· Reduction of BAF rating – for care and delivery of treatment for persons detained under the mental health act.  Registration now in place so recommended reduction to score of 10

· Maintain BAF score for risks associated with Industrial Action by Junior Doctors – recognising plans are in place but risk continues.  Additional stress testing (simulation of worse case scenario) to be planned and delivered by June 2016

· Maintain but change focus of BAF score for safe staffing levels – recommending that we differentiate issues in maternity, gynae and neonates.  Assurance needed that  operational risk registers and actions are robust and working.

3. Issues to highlight to Board

· Matching our threshold for Cord pH and Apgar KPI’s to national benchmark 


· Welcome the national bench mark but still uncertain best measure.  

· Will prepare in this quarter with implementation in April to ensure we maintain integrity of data and comparisons


· Appreciate red indicators are useful to ensure focus.  Imperative to extract learning around cause and control factors 


· Staffing levels - review

· Agreed deep dive needed to explore impact of investment in staffing.  Are outcomes and experience better and if not, why.  Agreed review to be reported to next committee and Board to discuss.

· Cultural Barometer 


· Pilot shows weakness in measure and disappointed this national tool has not delivered all it promised.


· PPF to review and prelaunch of PULSE to explore what Board can get by way of assurance that leaders and managers are delivering positive culture and climate and being held to account/ supported to do so.


· Director of Workforce and Communications to feedback nationally 


· Performance Dashboard


· Real time surveillance data re infection control requested


· Concern for funding cuts to breastfeeding support – poor health economy choice.  Suggest governors may be interested in engaging public wider on this issue given impact on women, babies and families and long term health issues.


· People Dashboard 


· PDR’s and Mandatory training 


· Big thanks to all for best ever performance – focus has delivered increased rates of compliance


· Sickness levels -   consultant rates higher – PPF to review 


· Quality 


· Governors to be engaged earlier and more substantially in indicator setting and more input from patient experience – Quality in who’s eyes is a key question


· CQC Action plan – Independent audit


· Will be undertaken by Baker Tilly (RSM) in next quarter

4. BAF recommendations


· Redraft BAF risk associate staff levels and stress test arrangements concerning Industrial Action


5. Action required by Board 

· To note the above  
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Board Agenda item 16/049

Board of Directors


Minutes of the meeting of the Board of Directors 


held public on Friday 8th January 2016 at 8.30am 

in the Boardroom, Liverpool Women’s Hospital, Crown Street

		PRESENT


Ms Liz Cross   


Acting Chair


Mr Ian Haythornthwaite   
Non-Executive Director Acting Vice Chair


Dr Pauleen Lane

 
Non-Executive Director

Mr Tony Okotie  

Non-Executive Director  Acting SID

Mrs Kathryn Thomson

Chief Executive


Mrs Vanessa Harris

Director of Finance


Dr Joanne Topping

Interim Medical Director


Mrs Michelle Turner

Director of Workforce & Marketing


Mrs Dianne Brown

Director of Nursing & Midwifery


IN ATTENDANCE


Mr Jeff Johnston

Associate Director of Operations


Mr Colin Reid 


Trust Secretary 







		

		WELCOME


The Acting Chair welcomed the Board to the meeting and also to the members of the public observing the meeting. She advised that at the end of the meeting members of the public would be allowed to ask questions on matters arising from the meeting discussion.  The Acting Chair advised that the Board was committed to providing 15 minutes at the end of the meeting for this purpose. The questions raised by members of the public would not form a part of the formal record of the meeting but would be appended to the minutes.






		016



		Apologies

None.






		017

		Patient Story


The Board noted that this would be given at the end of the meeting by the Honeysuckle team.






		018

		Meeting guidance notes


The Board noted the meeting guidance notes.






		019

		Declarations of interests


There were no interests in relation to any agenda items declared.  






		020

		Minutes of previous meeting held on 4th December 2015 

The minutes of the meeting held on 4th December 2015 were approved.






		021

		Matters arising and action log.

There were no actions outstanding.  

 





		022



		Acting Vice Chair’s Report

The Acting Chair advised that she had no formal announcements and reported that she was currently putting together handover note for the new Chair once appointed. 

She advised that as she was leaving the Trust at the end of the month she was arranging a farewell in the conservatory on Friday 29th January 2016 and invited members of the Board. 






		023



		Chief Executive’s report


The Chief Executive provided an update to her report contained in the Board papers and reported on the following matters:


Medical Director: The Chief Executive reported that the Trust had appointed to the substantive post of Medical Director. She explained that the individual had accepted the appointment however there were a number of matters that still needed to be concluded before a formal announcement could take place. The Acting Chair took the opportunity to thank the interim Medical Director for her contribution to the Board given she would be leaving at the end of January. The Chief Executive advised that Board that the interim Medical Director had made a decision not to apply for the post due to personal reasons. The Chief Executive reported that one of the Medical Directors top priorities would be to address and provide clarity surrounding the clinical structures.


Neonatal:  The Chief Executive advised that this would be reported under the Vanguard agenda item.


Junior doctor strike action: The Chief Executive provided an update on the arrangements for the junior doctors’ strike that would be held on 12 January 2016. She advised that with a small amount of re-organisations in maternity and neonatal the services would be staffed appropriately with only 18 cancellations having to be made. The Chief Executive advised that the bigger concern would be the 48hour strike should it go ahead and contingency plans were being drawn up. The Acting Chair asked that the Board keep the public apprised so that they would be aware of the potential impact on their care. The Chief Executive responded that patients would be kept fully aware of any impact on their care through a number of sources and through telephone and text messaging. She further advised that patients attending the hospital on the day would be given assurances that that their care would be safe as part of the communication plan. 


Mortality reporting: The chief Executive referred to the requirements from NHS England to ask all providers to use a new mortality performance tool which had been introduced for each provider to undertake a self-assessment against it. All Trusts were required to undertake this by the by the end of January and the Governance and Clinical Assurance Committee would be receiving a report on the self-assessment at its meeting on 22nd January 2016.

Royal College of Midwives report on the state of maternity services: The Chief executive advised that the Royal College of Midwives had reported on the changes in the supply of midwives and demand for service from service users.  These changes impact all providers of maternity care and the impact on the Trust would be reported through the Putting People First Committee. The Director of Nursing and Midwifery advised that she would also be bring to the March Board a paper on the supervising of midwifes. 


The Acting Chair thanked the Chief executive for her report, recognising how it had been structured to provide local, regional and national matters. The Board noted the content and verbal update of the Chief executives Report. 





		024

		Putting People First Committee (FFP Committee)

The acting Chair, as Chair of the FFP gave an overview of the activity of the PPF committee explaining that the committee needed to review its terms of reference so that it is not seen as an operational HR committee but more around strategy and service delivery. She felt that it needed to move away from HR and have more service staff attending the meetings so that the Committee can undertake deep dives to obtain assurance of working practices. 

The Board noted the Report from the Chair of the FFP.



		025

		Chair’s report and draft minutes of Finance, Performance and Business Development (FPBD) Committee meeting on 21 December 2015


Pauline Lane as Chair of the FPBD Committee provided a report on the activity of the Committee which was noted. She advised that there were not changes to the Board Assurance Framework following review of the risks. 

  



		026

		Patient safety, effectiveness and experience report (SEE)


The Director of Nursing and Midwifery presented the SEE report and advised that she had received feedback from Liverpool Clinical Commissioning Group on the content of the Report. She advised that the CCG valued the report and praised the ethos on transparency found within its content. 


The Director of Nursing and Midwifery fed back to the Board the key areas discussed at the Governance and Clinical Assurance Committee (GACA) including:


· Safeguarding Annual Report. The Director of Nursing and Midwifery advised on the need to address and make small changes that provides clear accountability pathways and assurance. This would ensure compliance with relevant statutory frameworks. The Director of Nursing and Midwifery reporting that difficulties in making these changes arise due to requirement for the Trust’s accountability to three safeguarding Boards. 


· Never Event - The Director of Nursing and Midwifery advised that the patient was not harmed by the Never Event reported. An action plan had been developed and areas of concern addressed regarding the following of correct Trust procedures and processes.  


· Clinical Audit Report - The Director of Nursing and Midwifery advised that 98% of the clinical audits had been closed and was a testament to the drive of the Chair of GACA before he left the Trust. 

· Dementia Strategy - The Director of Nursing and Midwifery reported that in conjunction with Royal Liverpool University Hospital, Broadgreen Hospital NHS Trust the dementia strategy had been launched in the Trust. The Strategy specifically focused on in-patients and includes patients receiving information on the services provided by the Trust and an assessment tool for carers and staff that required carers and staff to complete feedback forms. The Director of Nursing and Midwifery advised that a similar process was under development for patients with a learning disability.

· Reduction in complaints – The Director of Nursing and Midwifery advised that the Trust had received a reduction in the number of formal complaints during the period, whilst the activity in PALs had increased. The interim Medical Director felt that this was a positive position to be in as the concerns raised in PALs meant that the issues were being addressed at the time of the concern raised and only became a formal complaint of the patient was not satisfied with the responses through PALs. The Chief Executive supported the comment and felt that the Trust needed to be able to address concerns through PALs and therefore it was important that PALs was visible to all service users. Tony Okotie referring to the reduction in complaints felt that the Board still needed to be clear the nature of the complaints and also those addressed on the day by PALs. He felt that the important factor was the nature of the complaint so that any specific trends can be addressed. Referring to claims, Pauline Lane asked what was being done to understand the overall costs arising from complaints. The interim Medical Director advised that a piece of work was being undertaken that looked at claims overall and the costs of each claim and whether a serious incident and investigation had taken place. 


The Acting Chair thanked the Director of Nursing and Midwifery for her report which was noted. The Acting Chair recognising the reducing numbers of Non-Executive Directors on the Board until new appointments were made asked that the team bear in mind the need to have a named NED for safeguarding and end of life. She felt there needed to be a timetable for allocation of responsibility. 

  



		027

		Emergency Preparedness Report

The Associate Director of Operations presented the Emergency Preparedness Report and highlighted key areas in the report. 


Pauline Lane referred to the SEE report discussed earlier in the meeting in which there was a section on Emergency Preparedness Resilience & Response and noted that the audit of major incident planning had now been completed. 


Pauline Lane referring to the use of drone’s, as part of a news piece by the Guardian letter in the month, asked that with the increasing accessibility of drone’s whether there was a need to address privacy and security of patients. The Acting Chair recognised the potential issue and asked that the Executive team keep this under review.  

The Board noted Emergency Preparedness Report and support the priorities outlined in the paper.





		028

		Quality, Operational and Financial Performance reports


i) Quality & Operational Performance Dashboard


The Associate Director of Operations presented the Performance Dashboard for month 8 (November 2015) and ran through the summary passed out at the meeting. 


Referring to PDR and mandatory training the Associate Director of Operations reported that both targets had continued to fall below their respective targets. The Board recognised that this was not acceptable and that there was a need to support staff surrounding the need to undertake both PDRs and mandatory training. 


With regard to the complex complaint that had missed deadlines, the Board noted the need for escalation to the executive should this arise again with other complaints. It was not acceptable that any complaint missed a deadline given the Trust’s commitment to the quality of care to patients.


Pauline Lane referred to a number of reds on the dashboard relating to health of baby and mother and felt that the Board through its committees need to understand the reasons. The Associate Director of Operations advised that actions were in place to address the particular risks.


The Board noted the performance dashboard.


ii) Financial Report & Dashboard


The Director of Finance presented the Finance Report and financial dashboard to 30 November 2015 and reported that the Trust was reporting a year to date deficit of £5.35m against a deficit budget of £5.29m, and a Financial Sustainability Risk Rating (FSRR) of 2 against a plan of 1.  She advised that income was currently running above plan but was expected to fall back in line with plan by the end of the year. The trust had also seen a reduction in agency spend which was as a consequence of an increase in recruitment of permanent staff to fill vacancies. 


The Director of Finance reminded the Board that it had approved a reduced deficit for the year of £7.3m, noting that the Department of Health would only approve Distressed Funding applications on this basis. She advised that in light of the reduced deficit and management of capital the Trust had reduced the level of Distressed Finance required in 2015/16 from the planned £7.8m to £5.6m explaining that the reduction in cash was possible due to the reduced deficit and the management of the capital program, particularly in relation to the Hewitt Fertility Centre. The Director of Finance explained the process undertaken for the drawdown of distressed funding loan from the Department of health which had been ratified by the Board. 


Ian Haythornwaite thanked the Director of Finance for the work she and her team were doing to manage the Trust’s financial position at such a difficult and frustrating time, he felt that the care and attention was commendable. 

The Director of Nursing and Midwifery advised that with the reduction in spend on maintenance this could have a potential impact on delivery of targets referring in particular to the impact on infection control. The Director of Finance noted the concern and advised that it was important that the Trust had sight of the potential risks so that they can be prioritised appropriately. She felt that these issues would get more challenging. Pauline Lane noted the position and recognised the need to have more dialogue with Staff on the management of cash so that there were no surprises. The interim Medical Director reported that discussions had taken place last year on the same subject but the trust still overspent. The Director of Finance advised that since last year better controls had been adopted and implemented however agreed that better communication was required with staff. 


The Board noted the content of the Finance Report, the Financial Dashboard and the risks identified in the Report. 





		029

		Future Generations strategy


The Chief executive provided a verbal update on the current status of the Future Generations Strategy. She reminded the Board that it had approved the outline case for change on 4 December 2015 and thanked all those who had been part of the development of the Strategy. The Chief Executive advised that discussions with Monitor had been positive and had recognised the need to have sustainable clinical services that can deliver the needs of patients.   


The Chief Executive reminded the Board that the strategy had been clinically developed and was being clinically led and that the Strategy had been built into the trust’s financial programs; advising that there strategy sought to be at the forefront of providing the best Liverpool women’s services in Liverpool. 


The Chief Executive advised on the work of the trust staff and engagement and listening with the public and that the trust would continue to engage with the public and stakeholders so that any emerging issues could be identified and addressed. The Chief Executive also referred to the staff that had worked tirelessly over the last two years to develop the Strategy. 


The Acting Chair recognised the journey the Trust had gone through in developing the Strategy to get it to the stage the Trust was now at and felt that it would be appropriate that a timeline be developed mapping out the journey and the engagement the Trust had undertaken during the journey.  She felt that the primary driver of the Strategy was to provide patients with the best possible clinically driven women’s services. The Chief Executive agreed that such a timeline should be developed and re-iterated that the Board and all staff were very proud of the services the Trust provides and that they only want the best for them to continue to deliver. 

The Chief Executive advised that there was a need to agree with Liverpool CCG the plans so that the Trust could be more open and frank with the public over the Strategy, and hoped that an announcement could be made as early as the middle of February 2016. 

The Acting Chair thanked the Chief executive for her update which was noted. 







		030

		Vanguard update - Cheshire and Merseyside Women’s and Children’s Partnership

The Associate Director of Operations presented the Cheshire and Merseyside Women’s and Children’s Partnership and reported that the Partnership was making good progress in terms of meeting the expectations of the NCMT and the requirements to access transformational funding.  He advised that Liverpool Women’s as a specialist tertiary centre and the largest provider of these services was a key part of the partnership to drive change and improve the clinical and financially sustainability of these services. Pauline Lane noted that the vanguard was clearly designed around partnering arrangements and the Associate Director of Operations reported that the principle of the vanguard was about service providers working together to deliver the best possible solution. He went on to advise that a partnership agreement was currently being drawn up on how the collaborative arrangements would work and this would be presented to each collaborator for approval. 

The Board noted the current status of the Vanguard. 






		031

		Review of risk impacts of items discussed

None identified





		032

		Any other business

None





		033

		Review of meeting

The Board reviewed the meeting and the main comment from the NEDs was the accessibility to the Board papers on line. The Trust Secretary was asked to address this concern. 






		

		Date and time of next meeting 

Friday 5th February 2016 Boardroom





		017

		Patient Story


The Board received a presentation from the Trust’s Honeysuckle team - Gillian Walker, Matron; Sarah Martin, Support Officer; Pauline McBurnie, Bereavement Support Midwives; and two patients who had been instrumental in helping set up Honeysuckle – Laura Wilton and Julie Stevenson.


The Board heard from Laura and Julie and their own moving experiences of loss whilst patients at the Trust and why they supported the need for the Honeysuckle team that provides support to those who have suffered a loss through miscarriage, stillbirth or early neonatal death. 

The Board welcomed and supported the activity of the Honeysuckle team recognising it was not a funded activity and needed as much exposure to receive funding from donations.


The Acting Chair thanked  Laura and Julie for telling the Board their own individual stories which must have been extremely thing difficult to do. 


 





		Appendix 1

		Public comments

One member of the public observed the meeting and raised a number of matters:


i) Strike Action: the member of the public supported the junior doctors in the strike action and the ideology around the action. 


ii) Emergency Preparedness:  the member of the public was concerned that additional costs would be incurred as a result of new requirements for emergency preparedness and asked whether additional funding would be available. 

iii) Distressed Funding – the member of the public was pleased that this had been provided.

iv) Agency Staffing – the member of the public was pleased that this was reducing in favour of permanent staff.

v) Finance - the member of the public recognised the need to prioritise risks regarding the estate, although was reflective of this need due to lack of financing.


vi) Future Generations Strategy - the member of the public recognised the current position the Trust was in with regard to publishing the strategy however felt it was important that this was done quickly so that the public are aware of what it would mean to women’s services in Liverpool. 


vii) Devolution - the member of the public thought that there would be an issue on access to health money. The Board explained that the health budget  would need to be spent to the benefit of the local populous and delivery of care.)
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Acting Chairs Report 1st January – 29th January 2016
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		Agenda item no:

		TB/16/051







		Meeting:

		Board of Directors







		Date:

		5 February 2016







		Title:

		Acting Chair’s Announcement









		Report to be considered in public or private?

		Private







		Where else has this report been considered and when?

		N/a







		Reference/s:

		







		Resource impact:

		-







		What is this report for?

		Information 

		

		Decision 

		

		Escalation 

		

		Assurance 

		







		Which Board Assurance Framework risk/s does this report relate to?

		







		Which CQC fundamental standard/s does this report relate to?

		







		What action is required at this meeting?

		To note 







		Presented by:

		Acting Vice Chair







		Prepared by:

		Acting Chair (pre 31 January 2016)







This report covers (tick all that apply):

		Strategic objectives:



		To develop a well led, capable motivated and entrepreneurial workforce

		



		To be ambitious and  efficient and make best use of available resources

		



		To deliver safe services

		



		To participate in high quality research in order to deliver the most effective outcomes

		



		To deliver the best possible experience for patients and staff

		







		Other:



		Monitor compliance

		

		Equality and diversity

		



		Operational plan

		

		NHS constitution

		









		Publication of this report (tick one):



		This report will be published in line with the Trust’s Publication Scheme, subject to redactions approved by the Board, within 3 weeks of the meeting

		



		This report will not be published under the Trust’s Publication Scheme due to exemptions under S21 of the Freedom of Information Act 2000, because the information contained is reasonably accessible by other means

		



		This report will not be published under the Trust’s Publication Scheme due to exemptions under S22 of the Freedom of Information Act 2000, because the information contained is intended for future publication

		



		This report will not be published under the Trust’s Publication Scheme due to exemptions under S41 of the Freedom of Information Act 2000, because such disclosure might constitute a breach of confidence

		



		This report will not be published under the Trust’s Publication Scheme due to exemptions under S43(2) of the Freedom of Information Act 2000, because such disclosure would be likely to prejudice the commercial interests of the Trust

		











Introduction 



Since my last report to Board, I have undertaken a number of activities on behalf of the Board and the Trust in my capacity as acting chair 



Below I have captured the key internal and external commitments and those pending.



The purpose of this report is to ensure there is transparency and openness around my activities and to enable questions to be posed /discussions to ensue if appropriate.





		Internally focused 



		· Preparing & Chairing Board Meeting – January 





		· Calls & meetings with NEDs to update them re; Deloittes report 





		· Focusing on keeping in touch and communication/providing support to - NED’s  and ED’s – seeking to maintain/grow a unitary focus 





		· Meeting with Interim Vice Chair & Chief Exec 



		· Charitable Funds Meeting 



		· Deloitte’s review based activity 





		· Meetings and correspondence with staff members, and CoG members





		· Correspondence and activities – linked to staffing matters and CoG business





		· GACA Meeting  





		· Monitor Pre-Meeting with NEDs & Execs   





		· Monitor Meeting 



		· Meeting with Sheila Gwynn-Adams (Lead Governor) 



		· CoG Meeting 



		· MP Event 



		Externally focused 





		· Attendance at Healthy Liverpool Advisory Board Meeting  



		· Call /corres with David Henshaw (Alder Hey)



		· Calls/emails from external people re Trust chair vacancy 





		· Monitor related activities





		

Pending 





		· 



		· 



		· 



		· 



		

Things to Watch/Consider  





		· Upcoming deadline, Friday 5th February - System Leadership Grant Offer 



		· Healthy Liverpool Advisory Board 



		· NHSP Regional Meetings 





		· Emma Carey (MSB Solicitors) re; establishing links with LWH in relation to supporting women (Dianne Brown was also copied in on correspondence) 



		· FG Clinical Strategy



		· Ken Hoskisson – Chair – The Walton Centre 



		· Provider Chairs & Chief Execs Meeting



		· Bill Griffiths – The Royal 



		· Alder Hey – Board to Board 



		· Beatrice Fraenkel – Mersey Care NHS Trust  



		· Nadim Fazlani – Liverpool CCG 







Liz Cross, Acting Chair – 29th January 2016 
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Meeting attendees’ guidance, May 2013

Under the direction and guidance of the Chair, all members are responsible for ensuring that the meeting achieves its duties and runs effectively and smoothly.


Before the meeting


· Prepare for the meeting in good time by reviewing all reports 


· Submit any reports scheduled for consideration at least 8 days before the meeting to the meeting administrator 


· Ensure your apologies are sent if you are unable to attend and *arrange for a suitable deputy to attend in your absence

· Notify the Chair in advance of the meeting if you wish to raise a matter of any other business

*some members may send a nominated representative who is sufficiently senior and has the authority to make decisions.  Refer to the terms of reference for the committee/subcommittee to check whether or not this is allowable


At the meeting


· Arrive in good time to set up your laptop/tablet for the paperless meeting

· Switch to silent mobile phone/blackberry


· Focus on the meeting at hand and not the next activity


· Actively and constructively participate in the discussions


· Think about what you want to say before you speak; explain your ideas clearly and concisely and summarise if necessary


· Make sure your contributions are relevant and appropriate

· Respect the contributions of other members of the group and do not speak across others


· Ensure you understand the decisions, actions, ideas and issues agreed and to whom responsibility for them is allocated


· Do not use the meeting to highlight issues that are not on the agenda that you have not briefed the chair as AoB prior to the meeting

· Re-group promptly after any breaks


· Take account of the Chair’s health, safety and fire announcements (fire exits, fire alarm testing, etc)


Attendance


· Members are expected to attend at least 75% of all meetings held each year


After the meeting


· Follow up on actions as soon as practicably possible

· Inform colleagues appropriately of the issues discussed


Standards & Obligations

1. All documentation will be prepared using the standard Trust templates.  A named person will oversee the administrative arrangements for each meeting


2. Agenda and reports will be issued 7 days before the meeting


3. An action schedule will be prepared and circulated to all members 5 days after the meeting


4. The draft minutes will be available at the next meeting 

5. Chair and members are also responsible for the committee/ subcommittee’s compliance with relevant legislation and Trust policies

6. It is essential that meetings are chaired with an open and engaging ethos, where challenge is respectful but welcomed


7. Where consensus on key decisions and actions cannot be reached this should be noted in the minutes, indicating clearly the positions of members agreeing and disagreeing – the minute should be sufficiently recorded for audit purposes should there need to be a requirement to review the minutes at any point in the future, thereby safeguarding organisational memory of key decisions

8. Committee members have a collective duty of candour to be open and honest both in their discussions and contributions and in proactively at the start of any meeting declaring any known or perceived conflicts of interest to the chair of the committee

9. Where a member of the committee perceives another member of the committee to have a conflict of interest, this should be discussed with the chair prior to the meeting


10. Where a member of the committee perceives that the chair of the committee has a conflict of interest this should be discussed with the Head of Governance and/or Trust Board Secretary


11. Where a member(s) of a committee has repeatedly raised a concern via AoB and subsequently as an agenda item, but without their concerns being adequately addressed the member(s) should give consideration to employing the Whistle Blowing Policy


12. Where a member(s) of a committee has exhausted all possible routes to resolve their concerns consideration should be given (which is included in the Whistle Blowing Policy) to contact the Senior Independent Director to discuss any high level residual concerns.  Given the authority of the SID it would be inappropriate to escalate a non risk assessed issue or a risk assessed issue with a score of less than 15 


13. Towards the end of the meeting, agendas should carry a standing item that requires members to collectively identify new risks to the organisation – it is the responsibility of the chair of the committee to ensure, follow agreement from the committee members, these risks are documented on the relevant risk register and scored appropriately

Speak well of NHS services and the organisation you work for and speak up when you have


Concerns
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