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Friday 1 April 2016 at Liverpool Women’s Hospital at 0930 - 1200

Board Room
	Item no.
	Title of item
	Objectives/desired outcome
	Process
	Item 
presenter
	Time 
	CQC Fundamental Standard
	BAF
Risk

	
	Thank you’s to Staff 
	
	
	
	0930
10mins
	
	

	102
	Apologies for absence & 
Declarations of interest
	Receive apologies 
	Verbal

	Chair
	
	-
	-

	103
	Meeting guidance notes


	To receive the meeting attendees’ guidance notes
	Written guidance
	Chair
	

	Good governance
	-

	104
	Patient story 
	To listen to the experience of a patient
	Verbal
	Director of Nursing & Midwifery
	0940
10mins
	Person-centred care
	-

	105
	Minutes of the previous public meeting held on Friday 4 March 2016


	Confirm as an accurate record the minutes of the previous meetings
	Written 
	Chair
	0950
10mins
	Good governance
	-

	106
	Action Log and matters arising 

	Provide an update in respect of on-going and outstanding items to ensure progress
	No actions outstanding
	Chair
	
	Good governance
	-

	107
	Chair’s announcements

	Announce items of significance not elsewhere on the agenda
	Verbal 
	Chair
	1000
10mins
	-
	-

	BOARD ASSURANCE

	108
	Chief Executive Report 


Embedded documents 



	Report key developments and announce items of significance not elsewhere 
	Written 
	Chief Executive 
	1010
15mins 

	Good governance
	-

	109
	Chair’s Report from the Finance Performance and Business Development Committee held on 21 March 2016 

	Receive assurance and any escalated risks
	Written
	Committee Chair 
	1025
10mins
	Good governance
	5a,b,c,d,e

	110
	Chair’s Report from the Audit Committee meeting on 21 March 2016 


	Receive assurance and any escalated risks
	Written
	Committee Chair 
	
	Good governance
	5a,b,c,d,e

	111
	Chair’s Report from the Governance and Clinical Assurance Committee dated 21 March 2016


	Receive assurance and any escalated risks
	Written
	Committee Chair 
	
	Good governance
	

	
TRUST PERFORMANCE

	112
	Safety Experience & Effectiveness Quarter 3 Report (SEE) 


	Review the latest Trust SEE report and receive assurance 
	Written
	Director of Nursing and Midwifery
	1035
10mins
	Safe care and treatment
	To deliver safe services

	113
	Quality & Operational Performance Report


Embedded Document


	Review the latest Trust performance report and receive assurance 
	Written 

	Associate Director of Operations
	1045
10mins
	Good governance.
Staffing
	3a

	114
	Finance Report – Period 11


Embedded documents 


	To note the current status of the Trusts financial  position
	Written

	Director of Finance
	1055
10mins
	Good governance.
	5a,b,c,d,e

	115
	Trust Operation Plan 2016/17


	To approve the Operation Plan prior to submission to Monitor
	Written
	Associate Director of Operations
	1105
10 mins
	Good governance.
	

	116
	Trust Budget 2016/17


	To approve the Budget prior to submission to Monitor
	Written
	Director of Finance
	1115
10mins
	Good governance.
	5a,b,c,d,e

	TRUST STRATEGY

	117
	Future Generations strategy Update


	To brief the Board on progress and risks

	Verbal
	Chief Executive
	1125
5 mins

	Good governance
	Strategic aim

	BOARD GOVERNANCE

	118
	Trust Risk Appetite Statement



	To agree the risk appetite statement 2016/17
	Written
	Director of Nursing and Midwifery
	1130
5 mins
	Good governance
	Strategic aim

	119
	Review of risk impacts of items discussed

	Identify any new risk impacts
	Verbal
	Chair
	1135
10 mins
	Good governance
	-

	HOUSEKEEPING

	120
	Any other business
	Consider any urgent items of other business
	Verbal 
	Chair

	
	-
	-

	121
	Review of meeting
	Review the effectiveness of the meeting (achievement of objectives/desired outcomes and management of time)
	Verbal
	Chair / all
	
	-
	-
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Board Agenda item 16/105

Board of Directors


Minutes of the meeting of the Board of Directors


held public on Friday 4th March 2016 at 1300hrs

in the Boardroom, Liverpool Women’s Hospital, Crown Street

		PRESENT


Mr Robert Clarke

Chair

Mr Ian Haythornthwaite   
Non-Executive Director

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


Mrs Michelle Turner

Director of Workforce & Marketing

Dr Joanne Topping

Interim Medical Director


Mrs Dianne Brown

Director of Nursing & Midwifery


IN ATTENDANCE


Mr Jeff Johnston

Associate Director of Operations


Mr Colin Reid 


Trust Secretary 



		





		

		Before the meeting opened formally the Board expressed its thanks, and presented flowers and gift tokens to six colleagues from Theatres’.


The Associate Director of Operations thanked the Theatres team:


Ed Djbatey – Consultant Anaesthetist


Tracey McNulty – Operating Dept Practitioner


Alison Grant – Recovery ODP Manager


Nikki Maggs – Theatre Manager


Gillina Scanlon – Clinical lead


WELCOME


The Chair welcomed the Board to the meeting and also to the members of the public observing the meeting. He 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 questions raised by members of the public would not form a part of the formal record of the meeting.






		076

		Apologies & Declaration of Interests


None 






		077

		Meeting guidance notes


The Board noted the meeting guidance notes.





		078

		Patient Story

Phillippa’s story: The Board received a patient story from the Director of Nursing and Midwifery relating to the care Phillippa received from the Trust having been admitted from Manchester for specialist maternity care at 30 weeks gestation. The Board that Phillippa had been admitted to maternity base awaiting a planned Caesarean section following which she went onto have a maternity emergency of a cord prolapse and required an emergency cat 1 caesarean section under General Anaesthetic. Baby Charlie was admitted to the neonatal unit for prematurity and known cardiac abnormalities. Sadly at 4 days old due to the known cardiac problems baby Charlie died.

Phillippa and her family were supported by the Honeysuckle team and so that the Trust could capture and able to deal with any issues or concerns as they arose asked Phillippa if she was willing to give real time feedback of her care. 

Phillippa’s words: 

“Whilst I was on Matbase the care I received was outstanding. All the midwives were professional, caring, showing compassion at all times during a very stressful and emotional stay for myself and my husband. Ranging from Sam (midwife) who brought me medication whilst I sat with Charlie in NICU to make sure I wasn't in physical pain to Sheila (cleaner)that always spent a few minutes to chat and brighten my day”.


“I am very grateful to the midwife who completed my discharge and did this as quickly as she could (we were desperate to leave given the events)”.

Phillippa and her family were so impressed by the care and compassion displayed to her that she personally wrote to Baroness Julia Cumberlege, author of the National Maternity Review, citing the Trust as a “beacon of hope” within NHS maternity service’s and how she felt other maternity units could learn from the Trust, after being a service user in other maternity services within the North West. Phillippa and her family have also agreed to become part of our women's group which review pathways provide the voice of women accessing our services.


The Chief Executive supported the real time feedback approach that enable better understanding of the care the Trust provides.  She advised that it is not unusual to see positive comments about the domestic and support staff, who do a fantastic job as part of the team. The Chief Executive advised that it was important that the trust undertake the comfort rounds so that real time feedback can be obtained and acted on. 


The Chair thanked Director of Nursing and Midwifery, for the patient story. 






		079

		Minutes of previous meeting held on 5th February 2016 

The minutes of the meeting held on 5th February 2016 were approved subject to typographical amendments.






		080

		Matters arising and action log.

There were no actions outstanding.  

 



		081

		Chair’s Report


The Chair thanked the Board and staff for being made very welcome over the last couple of days. He was looking forward to working towards a great future for Liverpool women’s and neonatal services and advised that he exercised a very open and approachable style and welcomed approaches from the Board members, Governors, staff and the public.  


Appointment of Non-Executive Directors:  the Chairman reported that the process was underway for the appointment of up to three non-executive directors with interviews set for 9th and 16th March. The trust had received over fifty five applications for: one financial; one Clinical and two General non-executive directors. The Chair advised that there were some very strong candidates in both the Finance and General cohorts however due to the small number of clinical applications it had been decided to do more work on identifying additional candidates. A council of governors meeting had been arranged for 22 March 2016 at which the Governors Nomination Committee hopes to have up to three preferred candidate for approval. 





		082

		Chief Executive’s report


The Chief Executive provided an update to her report contained in the Board papers and reported on the following matters:


British Journal of Midwifery awards: The Chief Executive reported the success at the British Journal of Midwifery Awards ceremony which took place on 8 February.  She was pleased to report that Lisa Jones, who works on the Midwifery Led Unit, won the 'Midwife of the Year' award for the contribution she has made to the lives of women she has cared for. The Chief Executive further reported that it was essentially a clean sweep for the hospital as Gillian Walker, midwife within the Trust's Honeysuckle Team, was named runner-up. Whilst Sarah Martin, also a member of the Honeysuckle Team, was runner-up in the Contribution to Non-Midwifery Practice category, and Ela Yuregir, of Liverpool John Moores University, was runner-up in the Student Midwife of the Year category, after completing her placement at the hospital. The Chief Executive advised that the success of these staff follow in the footprints of others who had previously won awards whilst employed by the trust. 


Junior doctors’ contract Strike Action: The Medical Director reported on the arrangements being put in place to continue to provide safe and were possible uninterrupted services during the Junior doctors ‘contract strike action, through the provision of cover by consultants. She would like to thank all clinical staff for their support during these days. The Medical Director advised that meetings had been planned with the junior doctors who were fully supportive of the Trust and the relationships between the junior doctors and the Trust continued to be very good. 

National Maternity Review: The Chief Executive reported on the NHS England commissioned review which had been published on 23 February 2016. Chaired by Baroness Julia Cumberlege and consisting of a panel of NHS staff, professional bodies and user groups, sets out wide-ranging proposals designed to make care safer and give women greater control and more choices. The Chief Executive advised that the Trust would be benchmarking current practice/services against the recommendations in the review and would report its findings through the Governance and Clinical Assurance Committee (GACA). 


The Chair thanked the Chief executive for her report. The Board noted the content and verbal update from the Chief Executive. 






		083

		Chair’s report of Putting People First Committee (PPF) held 26 February 2016 


Tony Okotie, Chair of the PPF Committee reported on the committee meeting held on 26 February 2016 and highlighted a number of areas.


Staff Survey Results: The Committee received a presentation and report on the outcomes of the national staff survey held in 2015 and would be reviewing action plans arising from it during the year. 

Neonatal Transport: The Associate Director of Operations provided a report on the current arrangements for the transport of babies from the Trust to Alder Hey Children’s Hospital. He explained that in all cases where babies were transported by the transport team to Alder Hey, the team had to stay with the baby whilst waiting for the babies operation. This ties up the transport team whilst on site at Alder Hey and creates a risk not only in terms of providing support on another providers site but also in the transport team not being available should their services be required elsewhere. The Associate Director of Operations reported that no major incidents had occurred to date however this was an emerging risk that has now been added to the Board Assurance Framework. The Board noted the position and recognised the need to risk assess each baby being transported to Alder Hey and the need to assess capacity at Alder Hey. The Board agreed that the risk would be addressed through GACA.  


Disclosure and Baring Services (DBS): The Board noted that all staff will be required to renew their DBS every three years and a programme of renewal had started with initial focus on management. 


The Board noted the Chair’s report of Putting People First Committee.





		083(i)




		Annual Staff Survey 2015


The Director of Workforce and Marketing gave a short presentation on the key findings from the Annual Staff Survey 2015. She advised that as with previous years the Trust was committed to surveying all eligible staff rather than just a sample select. Fieldwork for the survey was carried out between late September and November 2015 and the Trust achieved a response rate of 64%, 3% higher than 2014 and 23% higher than the national average of 41%.  

The Director of Workforce and Marketing advised that the Trust staff were fundamental to the delivery of safe, effective care and patient experience and that the Trust continued to invest and engage with staff by aiming to make their experience working at Liverpool Women’s a positive one. In the face of the massive changes ahead for Liverpool Woman’s Services and ultimately our staff, the 2015 staff survey results demonstrates: the Trust’s best response rate to-date: overall improvement in positive responses and; another year on year improvement in the staff engagement score to 3.86 (against a national score of 3.78). Overall the 2015 responses demonstrate that the Trust was closing the gap on the average for acute specialist trusts.

The Board noted and took assurance from the positive results of the 2015 Staff Survey and noted the actions the Trust intends to take to make it the employer of choice which would be reported through the PPF Committee for assurance.





		084

		Chair’s report from the Minutes of the  Finance Performance and Business Development meeting held on 22 February 2016


Pauleen Lane, Chair of the FPBD Committee asked that this item was taken after the agenda item 87(ii); Finance Report.


  



		086

		Trust response to the Francis Recommendations Report:


The Director of Nursing and Midwifery presented the annual update on the Trust response to the Francis Recommendations. She reported that the Trust had received assurance from Executive Leads that it was compliant with 94% of the applicable recommendations and that progress was being made against the remaining 4 recommendations with completion dates identified. Internal Audit provides the Trust with assurance that there had not been any oversight as part of the initial assessment exercise and the deep dive commissioned by Clinical Governance Committee, and received at Board of Directors in February 2015, provided assurance that the recommendations that were indicated as completed where robustly evidenced. 

The Board noted that the Governance and Clinical Assurance Committee would continue to provide oversight of the action plan to ensure that evidence remains relevant and that an update would be published on the Trust website.


The Board:

a) took assurance from the work of its sub committees in overseeing the Trust’s current compliance against each of the relevant recommendations; and 

b) approved the annual update.


The Chair thanked the Director of Nursing and Midwifery for her Report. 






		087(i)

		Quality, Operational and Financial Performance reports


i) Quality & Operational Performance Dashboard


The Associate Director of Operations presented the Performance Dashboard for month 10 and advised that the Trust was green against all targets. 

The Board reviewed the Quality and Operational Performance Report and received assurance about the Trust’s performance.





		087(ii) 




		ii) Financial Report & Dashboard Period 10


The Director of Finance presented the Finance Report and financial dashboard to 31 January 2016 and advised that the Trust was reporting a year to date deficit of £6.45m against a deficit budget of £6.79m, and a Financial Sustainability Risk Rating (FSRR) of 2 against a plan of 1.  


With regard to cash, the Director of Finance reported that at the end of Month 10 the cash position was £2.4m which reflects the repayment of £7.8m cash advance from Liverpool CCG and the first drawdown of £2m of distressed funding from the Department of Health (DH).  She went on to explain that the Trust was on target to achieve the stated financial plan of £7.3m deficit. 

Reporting on the cash position for 2016/17, the Director of Finance advised that the Trust was seeking a cash advance on 2016/17 contract income from Liverpool CCG in order to minimise interest charges payable as it had done for 2015/16. She further advised that without the distressed funding from DH, the Trust would not have sufficient cash to meet its obligations. The Trust would continue to work closely with Monitor and commissioners to identify appropriate solutions to the on-going deficit and cash issues in line with the Future Generations and Healthy Liverpool Strategies. 


Board noted the current status of the Trust’s financial position.

Chair’s report from the Minutes of the  Finance Performance and Business Development meeting held on 22 February 2016


Pauleen Lane, Chair of the FPBD Committee provided a verbal update on the activity of the FPBD, referring to the draft redacted minutes of the meeting held on 22 February 2016. She explained that the Committee had received assurances surrounding the possible reduction in the agency cap, noting that the Trust continued to be significantly below the current cap and if reduced this should not cause the Trust any problems. 


Referring to the minutes of the meeting, Tony Okotie challenged the position with regards to the three month delay in arranging a workshop with clinicians that had the consequential impact of delaying the deployment of EDMS into gynaecology. It was explained that the delay in arranging the workshop was around getting the right people to attend and to align the rota’s so that this could happen. The Board recognised the challenge and asked that the team reflect on how the workshop could be held without impacting on the service. 

The Board noted the that the risks on the Board Assurance Framework had been amended as follows:


Risk 5a is reduced from 20 to 12; Risk 5b is maintained at 25; and Risk 5d is increased from 12 to 16.

The Chair thanked Pauleen Lane for her updated report which was noted together with the minutes of the Finance Performance and Business Development meeting held on 22 February 2016.






		085

		LSA Annual Audit of Supervision of Midwives


The Director of Nursing and Midwifery introduced Jenny Butters, Supervisor of Midwives - Matron Maternity who is attending to present progress against actions identified following the 2015 LSA Annual Audit of Statutory Supervision of Midwifery as required by statutory guidance. 

Jenny Butter presented the LSA Annual Audit of Supervision of Midwives and explained that the supervision of midwives was a statutory responsibility which provides a mechanism for support and guidance to every midwife practicing in the United Kingdom. The purpose of supervision of midwives was to protect women and babies by actively promoting a safe standard of midwifery practice. Supervisors of midwives had a duty to promote childbirth as a normal physiological event and to work in partnership with women; creating opportunities for them to engage actively with maternity services. The audit was divided into sections encompassing the five NMC Midwives Rules and Standards (2012) and assessed using a RAG rating system.

Jenny Butters reported that the audit process was a self/peer review with verification of evidence by the Local Supervising Authority Midwifery Officer. The audit was contemporary and informed by regional and national publications. Jenny Butters advised that following receipt of the audit, a meeting of the supervisors had been called to review the recommendations and compile an action plan, as presented. The action plan was reviewed and updated at the monthly Supervisors meetings. 

The Board discussed the audit and action plan, noting that there were some perceived risks that needed to be fully addressed; understood; and the impact they had on the Trust. There were also some unanswered questions on what the Trust was in control of against what it could not control and timescales identified. It was agreed that the action plan and audit would be put through GACA in order to address the perceived risks, who they fell on and where necessary undertake a deep dive on the each of the recommendations/issues identified. 

The Chief Executive recognised the frustrations arising from the LSA audit and thanked Jenny Butters and the team of supervisors for the work they had undertaken following the audit which had been difficult. 


The Board agreed to receive an updated report following GACA review.   






		089(i)

		Corporate Risk Register


The Board reviewed and noted the key risks contained in the Corporate Risk Register.





		089(ii)

		Board Assurance Framework


The Director of Nursing and Midwifery presented the Board Assurance Framework and reported on the key risks that had changed since the last report. The Board noted the Board Assurance Framework and commented on the need to develop further the risk to a page heat map. 





		90

		Review of risk impacts of items discussed

Supervisor of Midwives: Board noted that there was a potential risk that had to be understood following earlier discussions. GACA would, on behalf of the Board review the action plan and LSA audit in light of the concerns expressed by the Board.


Future Generations – the Board noted that the BAF needed to be reviewed in light of the future generations’ strategy and Liverpool CCG’s options appraisal review of women’s and neonatal services. 





		

		The Chairman reported that this meeting would be the last meeting attended by Pauleen Lane as a Non-Executive Director and thanked her on behalf of the Board for all her support and diligence during her tenure of office. 


  



		088

		Future Generations strategy


The Chair welcomed Katherine Sheerin, Chief Officer and Dr Fiona Lemmens, GP from Liverpool CCG would be observing this part of the meeting and may wish to say a few words following the presentation. 


The Chief Executive, Medical Director and Director of Nursing provided a presentation on making health services for women, babies and their families even better for Future Generations and reported on the proud history Liverpool has in providing dedicated women’s health services and the need to future-proof these great services for generations to come. The Chief Executive explained that the Trust was one of only two specialist women’s hospitals in the UK and provides services that delivers 8,500 babies every year, carries out 30’000 operations and procedures every year, has one of  the largest Neonatal Units in the country and also has a cancer unit, endometriosis services, urogynae, IVF and Genetics. The Trust is the only 24/7 ER unit for women in the country. The Chief Executive advised that it was important that the Trust builds on its history and in doing so safeguards the services for the future. 


The presentation also included recognition of the work of Doctors and Nurses, both internal and external to the Trust, who have been engaged in the process of developing the clinical case for change in order to deliver the best possible outcomes, explaining the changing needs of women and babies, and the importance of moving forward and not standing still - constantly looking at what the Trust does in the provision of the services. The Chief Executive also explained that there was also a need to find a solution to the financial challenges the Trust faced, whilst continuing to provide the fantastic services the Trust provides. 


The Chair thanked the Chief Executive, Medical Director and Director of Nursing for their presentation which he found very useful, given his recent arrival in post, in understanding where the Trust has been and where it wanted to be in the future. The Chair, referring to the next steps, asked the Chief Executive if she could clarify what was being proposed by Liverpool CCG. 


The Chief Executive advised that the Trust would now work with Healthy Liverpool, led by NHS Liverpool Commissioning Group (CCG), to take the work done by our midwives, doctors and nurses forwards under a Review of Women’s and Neonatal (babies) Services this Spring. The review would consider all options available to ensure that specialist women’s and babies’ services continue to flourish in this city for future generations and explained that the plans needed to be talked through with other stakeholders and this would happen as part of a public consultation starting in the last three months of 2016. The Chief Executive highlighted that some of the Trust’s plans did not need to wait until Liverpool CCG had undertaken the review and reported that work to improve links between the Trust’s Neonatal Unit and Alder Hey Hospital and the development of plans for closer working on complex gynaecology with the Royal Liverpool Hospital would continue during the review process. 


The Chief Executive advised that a paper would be presented to Liverpool CCG’s Governing body  on 8th March 2016 which will set out the process of assurance the CCG needs to undertake, and will include a timetable for the overall process. The Chief Executive advised that the paper had been shared with the Trust and would be available on the CCG website in due course. Ian Haythornwaite, acknowledging the need of the CCG to undertake the review, asked whether the process could be shortened given the work already undertaken by the Trust. It was noted that Liverpool CCG were following the appropriate process for considering services changes of this scale, which will include pre-consultation, an NHS England assurance process and a public consultation of up to three months. Therefore the CCG had advised that a decision on the future of women’s and neonatal services would take up to twelve months. 


The Board noted the current status of its future generations strategy, and the requirements of Liverpool CCG to undertake a full options review of Women’s and Neonatal services as the lead commissioner. The Board supported the CCG in undertaking the review.






		91

		Any other business

None





		92

		Review of meeting

Conduct of the meeting was excellent with good challenge. Due to the embargo on the Future Generations agenda item the agenda was well managed.





		

		Date and time of next meeting 

Friday 1 April 2016 Boardroom
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		Agenda item no:

		16/108





		Meeting:

		Board of Directors





		Date:

		1 April 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

Monitor Investigation/Breach of Provider Licence: Monitor has taken action to support the Trust to find ways to improve its finances. The investigation launched in November 2015 has found that the LWH will need additional financial support to tackle its predicted deficit of £7.3 million. Monitor has recognised that significant work has been done by the Trust to address the financial problems and has recommended that extra support would help the Trust recover its finances so that it can continue providing quality care to its patients. 

Paul Chandler, Regional Director for Monitor said: “We welcome the hard work the trust has done already and hope that the steps we have agreed with the trust will support it to improve its financial position.


Working closely with commissioners and other local stakeholders to further develop a strategic recovery plan will enable the trust to balance its books and ensure it can keep delivering high quality care for patients into the future.”


Monitor has advised that they will continue to work closely with the Trust as it develops and implements its plans.


Junior Doctors Strike:  The dispute between the BMA and the DH continues following the imposition of the Junior Doctor’s contract.  A 48 hour period of industrial action was undertaken on 9th & 10th March and was managed successfully within the Trust.  There are 2 further periods of Industrial Action planned for April;

6 - 8 April 2016

Emergency care only between 8am on Wednesday 6 April and 8am on Friday 8 April (48 hours) 

26 - 27 April 2016

It has now been advised that this period of industrial action has been escalated to a full withdrawal of labour but only during the hours of 8.00am to 5.00pm on both dates.  This is the first time that such action has been taken and as such the Trust has commenced an even more rigorous programme of planning to ensure patient safety is maintained.


SECTION B - LOCAL

Edge Hill Annual Review

The Trust has received a copy of Edge Hill University Annual Review 2014/15 that reflects back on a year that commenced with the award of the Times Higher Education University of the Year. The review also provides details of the Universities development of the campus and its achievements in student satisfaction and graduate employment.  A copy of the review is held in the Chief Executive’s office.


The Clatterbridge Cancer Centre NHS Foundation Trust


The Trust has provided support to Clatterbridge Cancer Centre NHS Foundation Trust for their planning application for the Mersey and Cheshire’s new Cancer Hospital on the Royal Liverpool Teaching Hospital Campus. 


The planning application has been submitted for the development of a cancer centre comprising:- (a) in full - the erection of an eleven storey building providing in-patient and out-patient treatment services, in-patient ward accommodation and ancillary facilities, and incorporating 3 no. bridge links to the adjacent new Royal Liverpool University Hospital building, together with vehicular access from Pembroke Place / West Derby Street, patient drop-off/pick-up area, interim and permanent patient car parking, pedestrian and cycle access routes and cycle parking, and associated hard and soft landscaping and external works; (b) in outline - an undercroft patient car park, pedestrian and cycle access routes and cycle parking, and associated hard and soft landscaping and external works, with all matters reserved.

South Sefton CCG - From 1st March 2016, Dr Andy Mimnagh has been appointed to the role of Chair of South Sefton CCG and Dr Craig Gillespie will assume the role of Clinical Vice Chair. 


SECTION C – NATIONAL

NHS Litigation Authority: The Clinical Negligence Scheme for Trusts Consultation document, which is now available for consideration, sets out potential approaches to setting contributions for Members of CNST from April 2017. The Consultation reflects the concerns of Members and provides the necessary prompts to help lead to an effective set of principles for operating a scheme which supports the provision of clinical services across the NHS. Consultation responses by noon on 17th May 2016


The King’s Fund publishes Bringing together physical and mental health: a new frontier for integrated care:  The King’s Fund has published ‘Bringing together physical and mental health: a new frontier for integrated care’, which argues that developing integrated approaches towards physical and mental health should be a high priority in vanguard sites and elsewhere. The report can found at:  http://www.kingsfund.org.uk/publications/physical-and-mental-health.


The report finds that a lack of integration means that there is:


· a high rate of mental health issues among those with long-term conditions such as cancer, diabetes, cardiovascular or respiratory disease


· poor management of ‘medically unexplained symptoms’ such as persistent pain or tiredness


· limited support for the psychological aspects of physical health, for example during the perinatal period

The first two issues alone are estimated to cost the NHS £11 billion a year. The separation between physical and mental health also has a high human cost; for example, people with severe mental illness are at much higher risk of a range of physical health conditions and of more limited life expectancy. 

The report identifies 10 areas where there is particular scope for improvement, and examines the evidence behind new approaches including integrated service models spanning primary and secondary care. It draws on examples of innovation from across England and elsewhere, and suggests how to enable change through alternative approaches to contracting and other practical measures.

The new model of care programme creates an important opportunity to learn from some of these local examples of innovation and to implement and evaluate them at a greater scale. By doing so, vanguard sites can play a vital role in bringing about a more integrated approach to physical and mental health.

Learning by Mistakes: 

A league table identifying levels of openness and transparency within NHS trusts and foundation trusts has been published by Monitor (https://www.gov.uk/government/publications/learning-from-mistakes-league). The league table has been drawn together by scoring providers based on the fairness and effectiveness of procedures for reporting errors; near misses and incidents; staff confidence and security in reporting unsafe clinical practice; and the percentage of staff who feel able to contribute towards improvements at their trust. 

The data for 2015/16, which is drawn from the 2015 NHS staff survey and from the National Reporting and Learning System, shows that:

· 18 providers were outstanding


· 102 were good


· 78 gave cause for significant concern


· 32 had a poor reporting culture

The Trust was scored as ‘good’ and was ranked 85 out of 230 Trusts (attached league table).

Provider Engagement Project on Surplus Land: as part of the Government’s Spending Review in November the government committed the Dept of Health to finding £2bn from NHS land sales by 2020-21 and releasing land for 26,000 houses. The attached letter sets out how the DH will be conducting a review of the NHS estate to better understand what estate the NHS owns and to explore ways of reducing running costs and freeing up land for sale (attached letter)
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 ______________________________________________________________________________ 


By email 
Chief Executives, NHS Trusts 
Chief Executives, NHS Foundation Trusts 
 
8 March 2016 
 


Dear All 


PROVIDER ENGAGEMENT PROJECT ON SURPLUS LAND 


The Government’s Spending Review in November committed us to finding £2bn from NHS land 


sales by 2020-21 and releasing land for 26,000 houses.  


While the NHS has made progress in the last few years in disposing of its surplus estate, we must 


go further and faster if we are to meet our capital plans and the efficiency targets over the SR 


period. Success in this area is critical in helping put the NHS on a sustainable financial footing and 


to delivering the Five Year Forward View where new care models will need to be underpinned by a 


new approach to the estate. 


While much of the work rests individually with NHS bodies, we are clear that it needs all parts of 


the health family to work together. We know that many parts of the NHS are already taking tough 


decisions about service reconfiguration and estate utilisation.   


We know that there have been good discussions across the country between providers and 


Clinical Commissioning Groups on their work to develop Strategic Estates Plans in every area, 


supported by NHS Property Services and Community Health Partnerships.  There is also 


increasing join up with other public sector land owners and local authorities, particularly in One 


Public Estate areas. We would like to build on this work with an engagement programme focused 


on providers.  


Over the coming months, Department of Health officials will be conducting a programme of visits to 


better understand what estate the NHS owns and to explore ways of reducing running costs and 


freeing up land for sale. The team will comprise specialists with skills in the commercial, property 


and planning sectors and will work closely with NHSI to understand how these opportunities will 


help you deliver your overall strategy. We envisage that the programme of visits will improve the 


evidence base regarding opportunities and barriers for releasing surplus land which will also help 


inform Sir Robert Naylor’s work as the new national advisor on NHS property and estates. 


The team will be in touch to arrange their visit in due course. This initiative has the potential to 


release funding for the NHS and support your efforts to improve estate utilisation and service 


reconfiguration. We would be grateful if you could engage positively on this exercise and nominate 


appropriate leads in your finance and estate functions.  


 
Yours sincerely 


      
David Williams      Jim Mackey 
Director General - Finance, Commercial and NHS Chief Executive, NHS Improvement 
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LEARNING FROM 
MISTAKES LEAGUE


The rankings are as follows:


1	 –	� outstanding levels of openness and 
transparency


2	 –	 good levels of openness and transparency


3	 –	� significant concerns about openness 
and transparency


4	 –	 poor reporting culture


« ü ? !
Outstanding 


levels
Good Significant 


concerns
Poor reporting 


culture







« ü ? !Outstanding levels Good Significant concerns Poor reporting culture


Trust Category Rank


Northumbria Healthcare NHS Foundation Trust « 1


Oxleas NHS Foundation Trust « 2


The Royal Marsden NHS Foundation Trust « 3


Tees, Esk and Wear Valleys NHS  
Foundation Trust” « 4


Salisbury NHS Foundation Trust « 5


Wrightington, Wigan and Leigh NHS  
Foundation Trust « 6


Birmingham Children’s Hospital NHS  
Foundation Trust « 7


Tameside Hospital NHS Foundation Trust « 8


Guy’s and St Thomas’ NHS Foundation Trust « 9


Sussex Community NHS Trust « 10  
Liverpool Heart and Chest Hospital NHS  
Foundation Trust « 11  
Nottinghamshire Healthcare NHS  
Foundation Trust « 12  
Great Western Hospitals NHS Foundation Trust « 13  
Cambridgeshire Community Services  
NHS Trust « 14  
Bradford District Care NHS Foundation Trust « 15  
The Walton Centre NHS Foundation Trust « 16  
Surrey and Borders Partnership NHS  
Foundation Trust « 17  
Central London Community Healthcare  
NHS Trust « 18  
2Gether NHS Foundation Trust ü 19  
South Essex Partnership University NHS  
Foundation Trust ü 20  
The Christie NHS Foundation Trust ü 21  
Great Ormond Street Hospital for Children NHS 
Foundation Trust ü 22  
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Trust Category Rank


Lancashire Care NHS Foundation Trust ü 23


Moorfields Eye Hospital NHS Foundation Trust ü 24


Wirral Community NHS Trust ü 25


Homerton University Hospital NHS Foundation Trust ü 26


Calderstones Partnership NHS Foundation Trust ü 27


Berkshire Healthcare NHS Foundation Trust ü 28


Papworth Hospital NHS Foundation Trust ü 29


Poole Hospital NHS Foundation Trust ü 30


University Hospital Southampton NHS  
Foundation Trust ü 31


Royal Surrey County Hospital NHS Foundation Trust ü 32


Bridgewater Community Healthcare NHS  
Foundation Trust ü 33


Bolton NHS Foundation Trust ü 34


Hounslow And Richmond Community Healthcare 
NHS Trust ü 35


Nottingham University Hospitals NHS Trust ü 36


Worcestershire Health and Care NHS Trust ü 37


Dudley And Walsall Mental Health Partnership  
NHS Trust ü 38


Derbyshire Community Health Services NHS  
Foundation Trust ü 39


The Clatterbridge Cancer Centre NHS Foundation 
Trust ü 40


Frimley Health NHS Foundation Trust ü 41


Central Manchester University Hospitals NHS  
Foundation Trust ü 42


City Hospitals Sunderland NHS Foundation Trust ü 43


Northumberland, Tyne and Wear NHS  
Foundation Trust ü 44
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Trust Category Rank


Pennine Care NHS Foundation Trust ü 45


Burton Hospitals NHS Foundation Trust ü 46


Harrogate and District NHS Foundation Trust ü 47


Hertfordshire Community NHS Trust ü 48


Queen Victoria Hospital NHS Foundation Trust ü 49


South Staffordshire and Shropshire Healthcare NHS 
Foundation Trust ü 50


Dartford And Gravesham NHS Trust ü 51


Oxford Health NHS Foundation Trust ü 52


Wye Valley NHS Trust ü 53


Dorset Healthcare University NHS Foundation Trust ü 54


Sheffield Children’s NHS Foundation Trust ü 55


Northamptonshire Healthcare NHS Foundation Trust ü 56


South London and Maudsley NHS Foundation Trust ü 57


Cumbria Partnership NHS Foundation Trust ü 58


Rotherham Doncaster and South Humber NHS 
Foundation Trust ü 59


Shropshire Community Health NHS Trust ü 60


Lincolnshire Community Health Services NHS Trust ü 61


Greater Manchester West Mental Health NHS  
Foundation Trust ü 62


Cornwall Partnership NHS Foundation Trust ü 63


Portsmouth Hospitals NHS Trust ü 64


5 Boroughs Partnership NHS Foundation Trust ü 65


Surrey And Sussex Healthcare NHS Trust ü 66
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Trust Category Rank


Cheshire and Wirral Partnership NHS  
Foundation Trust ü 67


The Royal Bournemouth and Christchurch Hospitals 
NHS Foundation Trust ü 68


University Hospitals Coventry And Warwickshire 
NHS Trust ü 69


Mid Cheshire Hospitals NHS Foundation Trust ü 70


Camden and Islington NHS Foundation Trust ü 71


East Lancashire Hospitals NHS Trust ü 72


Cambridgeshire and Peterborough NHS  
Foundation Trust ü 73


Royal Devon and Exeter NHS Foundation Trust ü 74


West Middlesex University Hospital NHS Trust ü 75


Blackpool Teaching Hospitals NHS Foundation Trust ü 76


The Royal Wolverhampton NHS Trust ü 77


The Whittington Hospital NHS Trust ü 78


James Paget University Hospitals NHS  
Foundation Trust ü 79


Hampshire Hospitals NHS Foundation Trust ü 80


Hertfordshire Partnership University NHS  
Foundation Trust ü 81


Milton Keynes Hospital NHS Foundation Trust ü 82


Warrington and Halton Hospitals NHS  
Foundation Trust ü 83


County Durham and Darlington NHS Foundation 
Trust ü 84


Liverpool Women’s NHS Foundation Trust ü 85


Salford Royal NHS Foundation Trust ü 86


Royal National Orthopaedic Hospital NHS Trust ü 87


Devon Partnership NHS Trust ü 88
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Trust Category Rank


University Hospitals Birmingham NHS  
Foundation Trust ü 89


Derby Teaching Hospitals NHS Foundation Trust ü 90


Ipswich Hospital NHS Trust ü 91


Yeovil District Hospital NHS Foundation Trust ü 92


Oxford University Hospitals NHS Foundation Trust ü 93


Bedford Hospital NHS Trust ü 94


Epsom And St Helier University Hospitals NHS Trust ü 95


Staffordshire And Stoke On Trent Partnership  
NHS Trust ü 96


Leicestershire Partnership NHS Trust ü 97


Sandwell And West Birmingham Hospitals NHS Trust ü 98


Royal Liverpool And Broadgreen University Hospitals 
NHS Trust ü 99


Birmingham Women’s NHS Foundation Trust ü 100


The Hillingdon Hospitals NHS Foundation Trust ü 101


Gateshead Health NHS Foundation Trust ü 102


Solent NHS Trust ü 103


Mersey Care NHS Trust ü 104


York Teaching Hospital NHS Foundation Trust ü 105


Somerset Partnership NHS Foundation Trust ü 106


The Robert Jones and Agnes Hunt Orthopaedic  
Hospital NHS Foundation Trust ü 107


West Suffolk NHS Foundation Trust ü 108


Bradford Teaching Hospitals NHS Foundation Trust ü 109


Torbay and South Devon Healthcare NHS  
Foundation Trust ü 110
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Trust Category Rank


Barnsley Hospital NHS Foundation Trust ü 111


North Tees and Hartlepool NHS Foundation Trust ü 112


Airedale NHS Foundation Trust ü 113


Maidstone And Tunbridge Wells NHS Trust ü 114


Southend University Hospital NHS Foundation Trust ü 115


Countess of Chester Hospital NHS Foundation Trust ü 116


South West Yorkshire Partnership NHS  
Foundation Trust ü 117


Dorset County Hospital NHS Foundation Trust ü 118


Lancashire Teaching Hospitals NHS Foundation Trust ü 119


South Tees Hospitals NHS Foundation Trust ü 120


Tavistock and Portman NHS Foundation Trust ? 121


East London NHS Foundation Trust ? 122


Royal Brompton & Harefield NHS Foundation Trust ? 123


Northern Devon Healthcare NHS Trust ? 124


Central and North West London NHS  
Foundation Trust ? 125


South Warwickshire NHS Foundation Trust ? 126


Barnet, Enfield And Haringey Mental Health  
NHS Trust ? 127


Luton and Dunstable University Hospital NHS  
Foundation Trust ? 128


The Newcastle Upon Tyne Hospitals NHS  
Foundation Trust ? 129


Southern Health NHS Foundation Trust ? 130


St Helens And Knowsley Hospitals NHS Trust ? 131


King’s College Hospital NHS Foundation Trust ? 132
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Taunton and Somerset NHS Foundation Trust ? 133


Chelsea and Westminster Hospital NHS Foundation 
Trust ? 134


University College London Hospitals NHS  
Foundation Trust ? 135


Kingston Hospital NHS Foundation Trust ? 136


East And North Hertfordshire NHS Trust ? 137


The Queen Elizabeth Hospital King’s Lynn NHS  
Foundation Trust ? 138


Stockport NHS Foundation Trust ? 139


Kent And Medway NHS And Social Care Partnership 
Trust ? 140


Birmingham and Solihull Mental Health NHS  
Foundation Trust ? 141


Lewisham and Greenwich NHS Trust ? 142


Peterborough and Stamford Hospitals NHS  
Foundation Trust ? 143


Kent Community Health NHS Foundation Trust ? 144


The Dudley Group NHS Foundation Trust ? 145


East Cheshire NHS Trust ? 146


The Princess Alexandra Hospital NHS Trust ? 147


The Royal Orthopaedic Hospital NHS Foundation 
Trust ? 148


Basildon and Thurrock University Hospitals NHS 
Foundation Trust ? 149


Leeds Community Healthcare NHS Trust ? 150


Sheffield Health & Social Care NHS Foundation Trust ? 151


South West London And St George’s Mental Health 
NHS Trust ? 152


University Hospitals Of North Midlands NHS Trust ? 153


North Middlesex University Hospital NHS Trust ? 154
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Trust Category Rank


Derbyshire Healthcare NHS Foundation Trust ? 155


Weston Area Health NHS Trust ? 156


Hull And East Yorkshire Hospitals NHS Trust ? 157


Pennine Acute Hospitals NHS Trust ? 158


Cambridge University Hospitals NHS  
Foundation Trust ? 159


Coventry And Warwickshire Partnership NHS Trust ? 160


Calderdale and Huddersfield NHS Foundation Trust ? 161


Norfolk Community Health And Care NHS Trust ? 162


Imperial College Healthcare NHS Trust ? 163


Avon And Wiltshire Mental Health Partnership  
NHS Trust ? 164


University Hospitals Bristol NHS Foundation Trust ? 165


Doncaster and Bassetlaw Hospitals NHS  
Foundation Trust ? 166


Hinchingbrooke Health Care NHS Trust ? 167


Liverpool Community Health NHS Trust ? 168


Leeds and York Partnership NHS Foundation Trust ? 169


North Staffordshire Combined Healthcare  
NHS Trust ? 170


Leeds Teaching Hospitals NHS Trust ? 171


London North West Healthcare NHS Trust ? 172


Gloucestershire Care Services NHS Trust ? 173


Aintree University Hospital NHS Foundation Trust ? 174


Royal United Hospitals Bath NHS Foundation Trust ? 175


Wirral University Teaching Hospital NHS  
Foundation Trust ? 176
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Humber NHS Foundation Trust ? 177


North East London NHS Foundation Trust ? 178


Buckinghamshire Healthcare NHS Trust ? 179


North Bristol NHS Trust ? 180


Sussex Partnership NHS Foundation Trust ? 181


Barking, Havering And Redbridge University  
Hospitals NHS Trust ? 182


Northern Lincolnshire and Goole NHS  
Foundation Trust ? 183


Colchester Hospital University NHS Foundation Trust ? 184


University Hospitals of Morecambe Bay NHS  
Foundation Trust ? 185


George Eliot Hospital NHS Trust ? 186


Royal Berkshire NHS Foundation Trust ? 187


Birmingham Community Healthcare NHS Trust ? 188


Mid Essex Hospital Services NHS Trust ? 189


Royal Free London NHS Foundation Trust ? 190


Southport And Ormskirk Hospital NHS Trust ? 191


Gloucestershire Hospitals NHS Foundation Trust ? 192


Plymouth Hospitals NHS Trust ? 193


Black Country Partnership NHS Foundation Trust ? 194


South Tyneside NHS Foundation Trust ? 195


Chesterfield Royal Hospital NHS Foundation Trust ? 196


Sheffield Teaching Hospitals NHS Foundation Trust ? 197


The Rotherham NHS Foundation Trust ? 198
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Trust Category Rank


Croydon Health Services NHS Trust ! 199


West London Mental Health NHS Trust ! 200


Brighton And Sussex University Hospitals NHS Trust ! 201


University Hospital of South Manchester NHS  
Foundation Trust ! 202


University Hospitals Of Leicester NHS Trust ! 203


St George’s University Hospitals NHS  
Foundation Trust ! 204


West Hertfordshire Hospitals NHS Trust ! 205


Western Sussex Hospitals NHS Foundation Trust ! 206


Northampton General Hospital NHS Trust ! 207


Barts Health NHS Trust ! 208


Ashford and St Peter’s Hospitals NHS  
Foundation Trust ! 209


Sherwood Forest Hospitals NHS Foundation Trust ! 210


Norfolk and Norwich University Hospitals NHS 
Foundation Trust ! 211


Isle of Wight NHS Trust (acute sector) ! 212


Kettering General Hospital NHS Foundation Trust ! 213


Shrewsbury And Telford Hospital NHS Trust ! 214


Walsall Healthcare NHS Trust ! 215


Lincolnshire Partnership NHS Foundation Trust ! 216


East Kent Hospitals University NHS Foundation Trust ! 217


North Essex Partnership University NHS  
Foundation Trust ! 218


Worcestershire Acute Hospitals NHS Trust ! 219


United Lincolnshire Hospitals NHS Trust ! 220
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Trust Category Rank


Heart of England NHS Foundation Trust ! 221


Isle of Wight NHS Trust (mental health sector) ! 222


Norfolk and Suffolk NHS Foundation Trust ! 223


North Cumbria University Hospitals NHS Trust ! 224


Alder Hey Children’s NHS Foundation Trust ! 225


Medway NHS Foundation Trust ! 226


Manchester Mental Health and Social Care Trust ! 227


Mid Yorkshire Hospitals NHS Trust ! 228


Royal Cornwall Hospitals NHS Trust ! 229


East Sussex Healthcare NHS Trust ! 230
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Board Agenda item 16/110

Board of Directors

Committee Chair’s report of aUDIT Committee meeting held 21st March 2016 

1. Agenda items covered

External Audit – Follow up actions, Audit plan 2015/16, Accounting adjustments.

Counter fraud – progress report, work plan 2016/17.


Internal Audit – progress report, Follow up report, Annual report 2015/16, work plan 2016/17.


Governance – register of waivers and standing orders, Board register of interests, BAF, review of committee terms of reference, business cycle/work plan


Minutes of GACA, FPBD, PPF

2. Board Assurance Framework (BAF) risks reviewed

The audit committee reviewed the risks associated with the accounting judgments and the going concern issues for year end. In addition the risks associated with the internal audit work were reviewed and particularly with respect to outstanding audit issues.

3. Issues to highlight to Board

The committee gave assurances to the external auditors regarding the governance arrangements during and post the recent investigations and subsequent resignations of a number of Board members. The committee stated for the record that they were satisfied with the governance arrangements and this was confirmed by both the governance review undertaken by Deloittes and by Monitors review of the situation throughout the events.

Going concern will continue to be an issue for the Trust and assurances were given to the External auditors regarding our going concern view.

With regards to the outstanding audit issues there was some concern expressed by the committee that some items from previous audits were still not resolved and noted that despite requests for the relevant executive to be present for such discussions this was not actioned at this meeting.


4. BAF recommendations

Reviewed and noted the BAF with minor changes made to the overall risk rating for one item.

5. Action required by Board

To note the issues raised above.

Chair report provided by: Ian Haythornthwaite

Date: 22/03/2016
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16/111

Board of Directors



Committee Chairs Report of GACA meeting held 21 March 2016





Agenda items covered 



Review of Board Assurance Framework Risks and Corporate Risk Register

Neonatal Staffing update 

Work Plan 2016/17

Infection Prevention and Control Quarter 3 Report

[bookmark: _GoBack]Clinical Assurance and Performance Dashboard month 11

SUI Deep Dive 6 monthly review 

Quality Report

Quarterly review of compliance 

Information Governance Update

Quarter 3 SEE Report

Chairs Reports from other meetings (some minutes were attached – the Committee has requested all chairs reports in future)





2. Risk Register risks reviewed



No changes made to risk register risks





3. Issues to highlight to Board



On reviewing the Quality Report the Committee felt that it was sufficiently formulated for the Board to review at its April meeting. The Committee will review its work plan again at its May meeting with a view to finalising the reports it will receive during the year. The Committee were concerned by the issues raised regarding the HFEA visit regarding confidentiality in the Hewitt Centre but felt the Safety Senate had taken steps to address them.  





4. Risk register recommendations



The Committee asked for Risk 1944 to be reworded to remove the term ‘park and ride’ from the description. No further changes have been effected.





5. Action required by Board



Note the above content.











Tony Okotie

24 March 2016
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		Agenda item no:

		16/112





		Meeting:

		Board of Directors





		Date:

		1 April  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?

		Safety Senate – February 2016


Effectiveness Senate – February 2016


GACA – 21 March 2016





		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:

		Dianne Brown,  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 previous SEE Reports, 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,


· Competing priorities which are impacting on the legal services support staff’s capacity to input and support the claims investigation process; a review has been undertaken by Weightman’s during this Quarter to assist the Trust in tailoring its handling of legal matters,


· External Partnership working with Safeguarding; currently due to the high number of performance data and audit requests from external Boards and provision of attendance and attendance at Child protection case conferences, LWFT are struggling to balance the demands. This has been raised to the CCG Chief Nurse at CQPG who has agreed to escalate through the external Boards and agree a way forward.

Key successes identified are:


· Continued increased level of reporting of incidents for this quarter.

· Risks on the corporate risk register have been rationalised to ensure that they have been appropriately escalated. All of those manageable at service level have been de-escalated to service risk registers


· The Duty of Candour has been applied to all relevant cases; the Trust Duty of Candour Policy was approved and training sessions held during Quarter 3,

· Significant work by the Risk Team has reduced the backlog of incidents in the Web Holding File awaiting submission to NRLS that had been highlighted in the Quarter 2 SEE Report 


· LWFT Safeguarding have been commissioned to provide a peer review of safeguarding services in Birmingham Women’s NHS Foundation Trust.


3
Conclusions


Triangulation of key themes identified in the report has established that:


· Following work to embed the Trust’s revised risk management strategy, a risk has been identified and escalated regarding the potential for harm or deterioration for women with babies likely to need admission to a Neonatal Unit being transferred out at times when there is no capacity to deliver this at Liverpool Women's. As well as the risk during transfer itself there is the potential for complaints due to poor patient experience for transferred women. The transfers also incur a significant impact on the level of experienced midwifery staffing remaining on site.

· Incident reporting of abduction alerts and tamper alerts has commenced and is reviewed by Security and the Health & Safety. This has assisted in identifying how many baby tagging false alerts there were and what the root causes were.

· There has been a significant reduction in needlestick injuries.  The introduction of safety needle devices saw a reduction in accidently, self-inflicted needlestick injuries – this has been reflected both in incident reporting and in litigation claims.

· The introduction of the new Trust Governance structure means key safety, effectiveness and experience themes are being discussed at dedicated Senates. GACA will be commissioning a deep dive into items of particular note picked up through this triangulation.

The Clinical Commissioning Group has viewed the Quarter 1 and Quarter 2 SEE reports. 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 2016-17 Quality Schedule negotiations are currently ongoing but requested information does not currently seem to have lessened.

4
Recommendations

It was agreed in January that following receipt of the SEE Report, GACA would commission a piece of work. It is suggested that GACA commissions a report outlining progress with the rolling programme of site inspections that has begun in response to the NHS LA Clinical Claims Scorecard

.
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		Summary Description

		14/15

		15/16

		Narrative Summary



		

		

		Q4

		Q1

		Q2

		Q3

		



		SAFE

		Claims and Litigation

		-

		458

		478

		468

		Number of open claims at the end of the quarter


Number settled by Quarter



		

		

		10

		6

		2

		8

		



		

		Reports on Prevention of Future Deaths

		0

		0

		0

		0

		Total issued following inquests held in the quarter



		

		Incidents: Patient


                Staff

Visitor / Contractor / Member of    Public

		609

		695

		738

		850

		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

		462

		



		

		

		7

		24

		17

		19

		



		

		RIDDOR reported incidents

		2

		1

		0

		1

		Number of staff  RIDDOR’s reported


Number of staff days lost to sickness following RIDDOR incident


Number patient RIDDOR’s reported 



		

		

		62

		86

		88

		36

		



		

		

		0

		0

		0

		0

		



		

		StEIS

		4

		4

		6

		4

		Number Serious incidents reported


Number Serious incidents currently open of the system



		

		

		19

		17

		19

		23

		



		

		Never Events

		0

		1

		1

		0

		Confirmed StEIS ‘Never Events’



		

		CAS Alerts

		35

		21

		40

		38

		Number of alerts issued in the quarter


Number beyond closure date



		

		

		0

		0

		0

		0

		



		

		Safeguarding Vulnerable Adults

		No data

		46

		44

		31

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



		

		Safeguarding Vulnerable Children

		No data

		180

		288

		351

		Number of Child Safeguarding concerns referred (inc DV)



		

		Domestic Abuse

		No data

		170

		156

		142

		Number of Domestic Abuse concerns referred



		

		Allegations against staff

		No data

		1

		0

		0

		Number of safeguarding allegations raised



		

		Number of MCA referrals

		No data

		6

		24

		67

		Number of referrals made



		

		Number of DoLs referrals

		No data

		1

		2

		1

		Number of referrals made



		

		Emergency Preparedness: unplanned events

		2

		0

		1

		0

		Number of major or business continuity incidents



		

		Number of policies out of date

		15

		17

		16

		15

		15 out of date - 8 currently out for consultation, 7 in process of being reviewed via author



		

		Infection Control; C-difficile 

		0

		0

		0

		0

		



		EFFECTIVE

		NICE

		0%

		28%

		0%

		0%

		Percentage of Guidelines Breached



		

		Internal Audit

		83%

		-

		-

		-

		Percentage of audits that provide assurance (from RSM annually)



		

		Clinical Audit

		15%

		25%

		20%

		14%

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



		

		CQC Intelligence Monitoring Risks Identified

		2

		1

		-

		-

		Number of red risks 


(Indicator Retired by CQC)


Number of amber risks



		

		

		5

		3

		-

		-

		



		EXPERIENCE

		Complaints

		32

		39

		36

		38

		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

		26

		



		

		

		0

		0

		7

		0

		



		

		

		0

		0

		0

		0

		



		

		

		177

		122

		102

		152

		



		

		Friends and Family: Inpatient

		-

		-

		26% (95%)

		17% (98%)

		Response Rate 
(satisfaction rate)



		

		Friends and Family: A&E

		-

		-

		31% (97%)

		37% (98%)

		Response Rate 
(satisfaction rate)



		

		Friends and Family: Maternity

		5%

		-

		4%

(97%)

		4%

(99%)

		Antenatal Care Response Rate 
(satisfaction rate)



		

		

		7%

		-

		5%

(96%)

		3%

(97%)

		Birth Response Rate 
(satisfaction rate)



		

		

		15%

		-

		12%

(93%)

		13%

(98%)

		Care on postnatal ward Response Rate 
(satisfaction rate)



		

		

		2%

		-

		1%

(100%)

		1%

(86%)

		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

		1

		Complaint responses appealed to the Ombudsman





Executive Summary 

The Q3 SEE report provides a comprehensive update on performance, achievements and concerns across the Trust.  
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SAFE


Risk Escalation Monitoring Report 

The Trust risk register currently comprises of 290 risks with 260 risks being a service risk.  10 risks have been escalated to the corporate register and are monitored by the corporate risk committee and 20 risks are aligned to the Board Assurance Framework (BAF) with oversight by the Trust Board in accordance with the Risk Management Strategy.


A risk register template has been re-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 and closed within the period.  All BAF and corporate risks have an executive lead as the identified owner to ensure that the risks are managed.


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


It is noted that 11 blanks are identified in the risk distribution by Directorate, this is due to the risks not being allocated a directorate due to it relating to a division. Certain registered risks, including the Strategic BAF risks, may not relate to a specific Directorate and therefore no Directorate is identified.

Table 1:
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Table 2 details all Trust risks and their affiliated NPSA domains. The ‘impact on patient safety’ domain is the highest attributed domain with 115 risks.  


Table 3 demonstrates the risk rating for all Trust risks.


128 risks equating to 44% of the 290 risks are rated as Moderate and 119 risks equating to 41% are High risks.


Table 2
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Table 3
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Table 4 details numbers of risks added and closed within Q3 and the service to which the risk is aligned.

 Table 4:


		Risks Added in Q3 2015-16



		Risk Register Type 

		Directorate 

		Total



		Service

		Divisional 

		1



		Service

		Facilities & Estates

		2



		Service

		Genetics

		3



		Service

		Gynaecology And Surgical Services

		6



		Service

		Hewitt Centre (RMU)

		1



		Service

		IM & T

		2



		Service

		Maternity And Imaging

		4



		Corporate

		Governance

		4



		Corporate

		Gynaecology And Surgical Services

		3



		Corporate

		Human Resources

		1



		Corporate

		IM & T

		4



		Corporate

		Maternity And Imaging

		3



		 Total

		 

		34





		Risks Closed in Q3 2015-16



		Risk Register Type 

		Directorate 

		Total



		Service

		Booking, Scheduling And Admin

		1



		Service

		Facilities & Estates

		1



		Service

		Financial Services

		1



		Service

		Genetics

		2



		Service

		Gynaecology And Surgical Services

		7



		Service

		Human Resources

		3



		Service

		IM & T

		3



		Service

		Maternity And Imaging

		5



		Corporate

		Gynaecology And Surgical Services

		1



		Corporate

		IM & T

		1



		BAF

		Human Resources

		1



		BAF

		IM & T

		1



		 Total

		 

		27





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


· The Risk team continue their work to ensure all risks are assigned a domain by the end of November 2015.


· Altered the risk type description from ‘Non-Corporate’ to ‘Service’ where the risk was manageable within the resource and authority of the service

Recommendation(s)


· 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 the severity and the likelihood fields, which determine the risk score mandatory, it proved possible to make only one of these mandatory, this will not provide the functionality required.  Liaison has been undertaken with the system provider who has identified the programing issue and will explore this as a potential development.

· To implement the risk escalation process within Ulysses risk management system, to reflect the escalation process in the Risk management strategy.


Incidents 

Trust –Wide Incident Reporting Trends (All incident types)


In total 1026 incidents were reported in quarter 3 of 2015/16.  The table below provides a summary of the total number of all reported incidents by service.


		

		Reporting Period 2015/16 Q3

		



		Directorate 

		Oct

		Nov

		Dec

		Total



		Women’s and Children’s Services

		

		

		

		



		Genetics

		16

		6

		12

		34



		Gynaecology And Surgical Services

		52

		67

		67

		186



		Anaesthesia

		5

		3

		1

		9



		Catharine Suite

		1

		-

		1

		2



		Hewitt Centre (RMU)

		8

		10

		3

		21



		Maternity 

		185

		161

		145

		491



		Imaging

		3

		6

		2

		11



		Neonatal 

		30

		29

		34

		93



		Pharmacy

		2

		1

		

		3



		Cheshire, Merseyside Neonatal Transport Team

		17

		19

		18

		54



		Corporate Services

		

		

		

		



		Booking, Scheduling And Admin

		21

		20

		10

		51



		Facilities & Estates

		5

		4

		12

		21



		Financial Services

		1

		1

		0

		2



		Governance

		0

		0

		0

		0



		Human Resources

		0

		0

		1

		1



		IM & T

		20

		12

		15

		47



		Monthly Totals

		366

		339

		321

		1026





Review of Q3 incident reporting trends has identified that:  


The total number of incidents reported during 2015/16 Q3 was 1026 representing a 7.3% increase against 2015/16 Q2 which was 956 reported incidents.  At the time of writing this report (11.01.15) 135 incidents remain in the WHF for this reporting period awaiting review and action.

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


The Trust wide Web Holding File daily reports generated from Ulysses continue to be circulated to managers. A weekly service specific Web Holding File report is also 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 been implemented to monitor the merging activity. This was instigated in September 2015 when the services had a drive to address the backlog of outstanding reviews, which created a sudden and significant rise in the number of incidents to be quality checked and merged. The report enabled the active management of this backlog, which has now been eliminated, with numbers being maintained at a level well within capacity. 

Clinical Incidents Trends and Themes 


The total number of reported clinical incidents affecting patients was 799.  In the summary table on page 2 the number of incidents in which a patient has been identified is 1331. This can be explained by the fact that some clinical incidents do not include patient details and other clinical incidents include 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 reminded staff of the importance of including patient details for incidents involving patients during the Ulysses Duty of Candour training sessions held throughout November 2015. Following this training the risk officers intend to produce a regular report that will identify which clinical incidents do not have patient details included. 


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


		 

		Reporting Period 2015/16 Q3

		 

		 

		 



		 

		Oct

		Nov

		Dec

		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

		

		1

		9

		33.3%

		1.1%



		Patient Records / Identification

		3

		2

		4

		9

		33.3%

		1.1%



		Equipment

		3

		1

		

		4

		14.8%

		<1%



		Gynaecology And Surgical Services

		

		

		

		

		

		



		Investigations

		4

		12

		8

		24

		16.2%

		3%



		Clinical Management

		11

		4

		3

		18

		12.1%

		2.2%



		Communication

		2

		9

		6

		17

		11.4%

		2.1%



		Anaesthesia

		

		

		

		

		

		



		Clinical Management

		2

		2

		1

		5

		55.5%

		<1%



		Blood Transfusion

		1

		1

		

		2

		22.2%

		<1%



		Communication

		1

		

		

		1

		11.1%

		<1%



		Equipment

		1

		

		

		1

		11.1%

		<1%



		Catherine Suite 

		

		

		

		

		

		



		Communication

		1

		

		

		1

		50%

		<1%



		Infection

		

		

		1

		1

		50%

		<1%



		Hewitt Centre (RMU) 

		

		

		

		

		

		



		Communication

		4

		4

		

		8

		53%

		1%



		Patient Records / Identification

		2

		3

		

		5

		33.3%

		<1%



		Clinical Management

		1

		1

		

		2

		13.3%

		<1%



		Maternity 

		

		

		

		

		

		



		Clinical Management

		35

		28

		13

		76

		19.4%

		9.5%



		Admission / Discharge / Transfer

		20

		18

		17

		55

		14.1%

		6.8%



		Injury

		21

		15

		17

		53

		13.5%

		6.6%



		Imaging

		

		

		

		

		

		



		Communication

		

		4

		1

		5

		45.4%

		<1%



		Diagnosis

		2

		1

		

		3

		27.2%

		<1%



		Investigations

		1

		1

		

		2

		18.1%

		<1%



		Neonatal 

		

		

		

		

		

		



		Medication

		8

		12

		13

		33

		40.7%

		4.1%



		Admission / Discharge / Transfer

		3

		4

		2

		9

		11.1%

		1.1%



		Equipment

		1

		4

		2

		7

		8.6%

		<1%



		Pharmacy

		

		

		

		

		

		



		Medication

		1

		

		

		1

		100%

		<1%



		Cheshire, Merseyside Neonatal Transport Service

		

		

		

		

		

		



		Ambulance Related

		2

		4

		3

		9

		23%

		1.1%



		Admission / Discharge / Transfer

		4

		1

		1

		6

		15.3%

		<1%



		Communication

		1

		5

		

		6

		15.3%

		<1%



		Corporate Services

		

		

		

		

		

		



		Booking, Scheduling And Administration

		

		

		

		

		

		



		Communication

		10

		8

		

		18

		47.3%

		2.2%



		Appointment Error

		3

		6

		2

		11

		28.9%

		1.3%



		Patient Records / Identification

		2

		4

		1

		7

		18.4%

		<1%



		Financial Services

		

		

		

		

		

		



		

		0

		0

		0

		0

		

		0



		Facilities and Estates

		

		

		

		

		

		



		

		0

		0

		0

		0

		

		0



		Governance

		

		

		

		

		

		



		

		0

		0

		0

		0

		

		0



		IM & T

		

		

		

		

		

		



		Patient Records / Identification

		12

		9

		9

		30

		85.7%

		<1%



		Communication

		1

		

		

		1

		2.8%

		<1%



		IT Problems

		2

		2

		

		4

		11.4%

		<1%



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

		173

		165

		105

		443

		

		





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

		13.5%



		Communication

		104

		13%



		Patient Records / Identification

		93

		11.6%



		Admission / Discharge / Transfer

		74

		9.2%



		Injury

		63

		7.8%



		Medication

		63

		7.8%



		Investigations

		49

		6.1%



		Equipment

		38

		4.7%



		Haemorrhage

		37

		4.6%



		Blood Transfusion

		32

		4%





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 Q3 have been managed and graded 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



		Failure To Follow Clinical Guidelines

		 

		9

		7

		 

		 

		 

		 



		Shoulder Dystocia

		 

		6

		4

		1

		 

		 

		 



		Treatment / Procedure - Delay/Failure

		1

		8

		 

		1

		 

		 

		 





Actions taken include:


· Ensure up to date shoulder dystocia skills drills training for all Staff. 


· A cancellation form has been introduced which is to be filled following cancellation by an anaesthetist to inform pre-op of reasons for cancellation.   Discussions have taken place with the admissions team to highlight the need to communicate with pre-op following cancellations of patients.


· To check full details of baby prior to any treatment being performed.


2 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

		3

		23

		5

		 

		 

		 

		 



		Communication Failure -Outside The Immediate

		1

		19

		3

		

		 

		 

		 



		Communication Issue

		1

		15

		1

		

		 

		 

		 





Actions taken include:


· To be raised at the Quality Meeting with Matrons , for them to remind Bleep holders of the  to process for passing on information outside of their immediate area.

· Double witnessing and cross-checks introduced across the Hewitt Centre following a series of confidentiality breaches.  All staff made aware of changes to practice and advice from HR taken to manage any future breaches. Reported to the HFEA , who are happy with changes in practice. 

3 Patient Records and Identification  


		

		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



		Documentation Missing

		6

		11

		2

		

		 

		 

		 



		Document - Misfiled / Not Filed

		3

		12

		

		

		 

		 

		 



		Documentation - Missing / Inadequate / Wrong / Il

		3

		11

		1

		

		 

		 

		 





Actions taken include:


· 26 of the 93 Patient Records and Identification incidents were reported to the Patient Record Department, the majority of incidents related to EDMS issues.  To help identify issues with EDMS or scanning, the Patients Records Manager requested a new category “Scanning / EDMS”, be added to the Ulysses system. This was provided and went live on Thursday 7th January 2016.

· Community Midwives have all had training on generating ‘Grow’ Charts and are aware if a Grow chart is absent in  the notes then they are responsible for generating a chart.   All Midwives in Community now have Lap tops and are advised to use their printers to print off Booking Histories rather than defaulting to Community Office.

Serious Incidents and Never Events 

There were four serious incidents submitted to StEIS as per NHS England StEIS reporting criteria during 2015/16 Q3. None of them being a Never event as defined in the NHS Never Event Framework.


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






		Neonatal unit




		2015-33065


Ulysses Ref:


37343

		16/10/2015

		12/01/2016




		Maternity / Obstetric incident meeting SI criteria : baby only (this include foetus, neonate and infant)


Unexpected Neonatal Death

		Investigation report submitted to CCG on 07/01/2016



		Neonatal unit

		2015-33370
Ulysses Ref:


38108

		20/10/2015

		15/01/2016

		HCAI/ Infection control incident meeting SI criteria


Unexpected Neonatal Death

		Investigation completed and report submitted 15/01/2016. 



		Neonatal unit

		2015-35141


Ulysses Ref:


38623

		09/11/2015




		17/02/2016

		Diagnostic incident including delay meeting SI criteria (including failure to act on test results)


Delayed diagnosis




		Investigation in progress



		Maternity

		2015-38471


Ulysses Ref:


39220

		15/12/2015

		11/03/2016

		Maternity / Obstetric incident meeting SI criteria : baby only (this include foetus, neonate and infant)




		Investigation in progress





Lessons learnt from serious incidents reported in Q2 2015/16


		Service




		StEIS No & Ulysses No.

		StEIS Reporting Criteria &


LWH  Reference Summary

		Root causal issues/ contributory issues identified

		Lessons learnt






		Maternity

		2015-22576
Ulysses Ref:


36962

		Maternity/Obstetric incident meeting SI criteria: baby only




		· Perinatal hypoxia resulting in the baby requiring resuscitation due to her poor condition at birth.

·  Misinterpretation of medical history upon admission to MLU

· Lack of consideration upon admission that an IOL had been arranged for a tailing off of the fetal growth.

		· Need to raise awareness to staff of the importance of a thorough risk assessment and review of the clinical notes is undertaken when women are admitted to ensure the most appropriate place of birth is considered.


· Need for development and dissemination of a latent phase of labour guideline that includes identification of transition into established labour.



		Maternity

		2015- 26925
Ulysses Ref:


37388

		Surgical / Invasive procedure incident meeting SI criteria.


Surgical Error

		· Pending

		· Investigation complete. Report being drafted



		Gynaecology

		2015-28324
Ulysses Ref:


36568

		Surgical / Invasive procedure incident meeting SI criteria.


Surgical Error

		· Lack of recognition of a bowel perforation


· Lack of documentation within the operation notes at this Trust that there had been a serosal tear repaired.


· Delay in the patient having a CT scan post-operatively.

		· When a bowel injury is suspected post-operatively following abdominal surgery a CT scan should be the investigation of choice as current management suggests that abdominal X-rays / scans have limited value when a bowel injury is to be confirmed / ruled out. 


· Guidance is required from the radiology team as regards when a CT scan is inconclusive, but the patient remains symptomatic, how soon could a repeat CT scan be performed.


· Need for auditing case notes where a patient has sustained a bowel injury to assess documentation standards and evidence of a thorough check of the bowel.



		Gynaecology

		2015-29529


Ulysses Ref: 37721

		Surgical / invasive procedure incident meeting SI Criteria




		· A bowel serosa injury was sustained  at the time of the drainage of blood from a haematoma. 

		· When the patient attended a clinic appointment on 13/07/2015 we did not complete an incident form when the implications of the complication were recognised.



		Maternity

		2015-30450
Ulysses Ref:


37829

		Medication incident meeting SI Criteria
(Never Event 6: Insulin overdose)




		· Lack of comprehensive fully multidisciplinary clinical management plan.


· Lack of knowledge despite training


· Lack of experience caring for diabetic women and administering insulin via syringe


· Inappropriate location of care delivery

		· Need to review training for midwives in relation to insulin to ensure it is appropriate.


· Need to review the storage of insulin and information to staff regarding safe storage and administration. 


· Need to review the Specialist Diabetes Nurse referral processes to improve support.


· Need to review care planning to ensure appropriate place of care for post natal patients with pre-existing complex medical conditions 


· Need for a Trust Self-Administration of Medicines Policy





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. The Governance Support Officers currently merge incidents on a daily basis, though with changes to contracted hours and leave commitments this has not always been achieved.  The Governance Support Officers upload to NRLS on at least a weekly basis. 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. 


The table below details the position of the web holding file on the 11th January 2016, and shows the status of the incidents by area for the months they were reported in (NB not the month that the incidents occurred).


		
Status

		October

		November

		December

		 



		

		Managed awaiting merge into live system

		Under Review

		Awaiting Managers Form

		Managed awaiting merge into live system

		Under Review

		Awaiting Managers Form

		Managed awaiting merge into live system

		Under Review

		Awaiting Managers Form

		Total in WHF



		Women and Children's Services

		 

		 

		 

		 

		 

		 

		 

		 

		 

		 



		Cheshire and Merseyside Neonatal Transport Services

		 

		2

		 

		 

		4

		2

		 

		2

		12

		22



		Genetics

		 

		 

		 

		 

		 

		 

		 

		 

		6

		6



		Gynaecology and Surgical Services

		 

		3

		3

		 

		1

		2

		1

		6

		18

		34



		Hewitt Centre

		 

		 

		 

		 

		 

		2

		 

		 

		3

		5



		Maternity and Imaging

		 

		1

		2

		 

		 

		5

		 

		5

		22

		35



		Neonatal and Pharmacy

		 

		 

		1

		 

		 

		1

		 

		6

		 

		8



		Corporate Services

		 

		 

		 

		 

		 

		 

		 

		 

		 

		 



		Booking Scheduling and Administration 

		 

		 

		4

		 

		 

		1

		 

		 

		7

		12



		Facilities and Estates

		 

		 

		 

		 

		 

		 

		 

		1

		5

		6



		Human Resources

		 

		 

		 

		 

		 

		 

		 

		 

		1

		1



		IM&T

		 

		 

		 

		 

		 

		1

		 

		 

		5

		6



		Total

		16

		19

		100

		135





NRLS Upload - Assessment of Trust NRLS Reporting Status 


The NRLS report is issued at a 6 monthly frequency, there was no report issued in this quarter.

Non-clinical Incidents (Health and Safety Incidents)

In Quarter 3 there were 94 non clinical Health & Safety incidents, of which, were staff related incidents, 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, attributed to 47 incidents of baby tagging alarm trigger events which had previously gone routinely unreported. 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

		Imaging & Pharmacy

		TOTAL



		Staff Incidents



		Moving And Handling

		0

		1

		0

		0

		0

		0

		1



		Physical Assault

		1

		0

		0

		0

		0

		0

		1



		Verbal Abuse

		2

		0

		0

		2

		1

		0

		5



		Personal Injury /  Ill Health

		3

		2

		0

		1

		4

		1

		11



		Needlestick Injuries

		7

		1

		0

		2

		0

		0

		10



		Slips, Trips & Falls (Non-Clinical)

		1

		1

		0

		0

		0

		0

		2



		Total Staff

		14

		4

		0

		5

		5

		1

		30



		Organisational



		Coshh

		1

		0

		0

		0

		0

		0

		1



		Collision

		0

		1

		0

		1

		0

		0

		2



		Environmental Issues

		0

		0

		0

		0

		0

		0

		0



		Fire

		0

		0

		0

		0

		0

		0

		0



		Infrastructure

		0

		0

		0

		0

		0

		0

		0



		Plant & Non-Medical Device / Equipment

		1

		0

		0

		0

		0

		0

		1



		Security

		47

		0

		1

		2

		2

		0

		52



		Work-Related Stress

		0

		0

		0

		0

		0

		0

		0



		Total Organisation

		48

		0

		1

		2

		2

		0

		56



		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

		1

		0

		0

		0

		0

		0



		Total Visitors Etc.

		0

		1

		0

		0

		0

		0

		1



		Patient Incidents



		Personal Injury / Ill Health

		0

		0

		0

		0

		0

		0

		0



		Slips, Trips & Falls (Non-Clinical)

		2

		1

		0

		2

		0

		0

		5



		Physical Assault

		0

		0

		0

		0

		0

		0

		0



		Verbal Abuse

		0

		1

		0

		1

		0

		0

		2



		Security

		0

		0

		0

		0

		0

		0

		0



		Total Patients

		2

		2

		0

		3

		0

		0

		7



		Overall Total

		36

		9

		1

		9

		4

		0

		94





Staff Incidents


Of the 30 staff related incidents, the majority occurred in the Maternity service area, 14 in total.  The Gynaecology Services reported 4 incidents.  There were 5 incidents reported for Estates and Facilities and Corporate Functions each and 1 incident in Imaging. 


Emerging Trends


Of the 11 recorded injury incidents; the majority were one of unconnected accidents.  Patient Records recorded the highest single recorded incidents; this was due to musculoskeletal injuries sustained at a time when the area was under staffed and under pressure.  All staff received individual risk assessments and were appropriately advised and referred for Occupational Health intervention.


There were 10 needlestick injuries reported in this quarter, the majority of which were recorded in Maternity Services (7).  All those injured following the appropriate protocol following their injury.  There were no high risk incidents.  Learning & Development have recently been made aware of the continuing trend of needlestick injuries and are reviewing their training materials.  Poor disposal incidents have decreased, however, basic errors, e.g. failing to engage the safety device remain.  There were no incidents of colleagues injuring colleagues in this quarter.

Organisational Incidents (non-clinical)


There were 56 incidents related to non-clinical Health & Safety categories, an increase of around 50% from the last reporting period.  Further analysis has shown that the majority of these incidents involved Security (52).  

Emerging Trends


Incident reporting of abduction alerts and tamper alerts were commenced in September 2015 to identify how many baby tagging false alerts there were and what the root causes were.  There were 47 incidents reported in this quarter.


The majority of the alarms were due to tamper alerts caused by staff incorrectly connecting the baby tag to the anklet or incorrectly discharging or suspending tags. On further investigation it was determined that it was not a staff training issue but a design issue. This will shortly be eradicated by phase 1 of the introduction of new tags and anklets which will commence in January 2016 on Jeffcoate, Catherine Medical Unit & MLU.  Phase 2 will shortly commence on the Maternity ward.


There have been several changes to the baby tagging system that prevents discharged tags leaving the wards in bags and linen/waste.  This has significantly reduced the number of tags that go missing or lost and there have been no lost tags since this was commenced at the end of November 2015.  This will be a cost improvement as we have previously been losing 10 tags per month at a cost of £1000 per month (including VAT)


Monthly infant abduction drills were recommenced in September 2015 and no abductions have been successful. The baby tagging system will shortly be moved from a physical server to a virtual server which will also be a cost improvement of £7,000 per year on licence fees.

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.


NHS LA Non Clinical Claims Scorecard

The NHS LA sent the Trust in November 2015 its “non-clinical scorecard”. The scorecard uses claims from 1 April 2010 to 31 March 2015 to identify to Trust their high value and high volume claims. The high value for non-clinical claims is considered at over £25k and the high volume would be any cause group that contained 3 claims or over.

The Trust’s NHS LA scorecard is shown below:-



[image: image4]

Actions Taken & Changes in Practice


· Following one claim relating to a fall within the hospital grounds a rolling programme of site inspections has now begun.


· Following a person having been struck by the car-park barrier; it was noted by the Trust H&S Advisor that there had been 5 similar incidents over a two year period. A formal risk assessment identified hazards and the Estates Team are taking action to address and mitigate them.


· There has been a significant reduction in needlestick injuries in this period.  The introduction of safety needle devices in May 2013 saw a reduction in accidently, self-inflicted needlestick injuries.

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


There has been one incident reported in this quarter. A staff member received an injury to her shoulder during a manual handling procedure. A full formal risk assessment was undertaken and followed up with a review and guidance upon the staff member’s recent return to work. An error in the transfer procedure was noted and discussed.


Working days lost due to RIDDOR reported incidents totalled 34 in this quarter.


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.

Safety Senate 


Clinicians had felt there was lack of ownership and accountability for critical areas of governance under a meeting structure that was complex and onerous. This often meant meetings were poorly attended and important actions not implemented. The poor meeting structure also contributed to a lack of cohesion between clinical and corporate teams. Following an external review by the audit firm Deloitte it was also clear that changes were needed to ensure the Trust meets guidance from Monitor in respect of Good Governance.

Under the new Trust structure there are now 3 meetings (the Safety, Effectiveness and Experience Senates) supporting board level decisions regarding governance. Each of the Senates has staff representatives there to discuss relevant issues from their area of work and to listen to issues from elsewhere in the Trust they may wish to learn from.

The Safety Senate has taken on the management and oversight of Health and Safety issues. The first meeting was in January 2016.

Emergency Preparedness Resilience & Response (EPRR) 


As a continuing part of the assurance process, an audit was conducted by the CCG on 30th October 2015. It assessed the Trust’s compliance with major incident response planning, mass casualties, terrorist incidents, lockdown, command and control under the Joint Emergency Services Interoperability Principles (JESIP).


The Trust scored 96% against the requirements of the checklist and was rated as green.


The following points were noted which the Trust is addressing:


· To ensure all on call personnel have completed the mandatory training for on call staff as required by DH


· To ensure that actions arising from debriefs are maintained and retained with action owners, timelines and outcomes.


· That post incident welfare considerations are included in the plans and action cards


The Trust is preparing for a Fire & Explosion Exercise – several discussions have taken place with regards to conducting a Fire and Rescue exercise in conjunction with Toxteth Fire Service and their colleagues in CBRNE Team.  Our aims for this exercise are to:


1. Test our horizontal evacuation procedures


2. Emergency Preparedness, Resilience & Response


3. Communication


4. Escalation


5. Fulfil our requirement to conduct live and table top exercise as per NHS England


The two part exercise will see a virtual fire and explosion originating in the University Laboratories.  There are then implications for Hewitt and Maternity.  Hewitt and Maternity would not be required to participate.  Our Communications Team are not only a part of the exercise but have agreed to film the exercise in order that we can take it to a follow up table top exercise that will be held at Merseyside Fire Brigade HQ in Bootle – this will be a region wide exercise and include colleagues from Fire, Ambulance, Police and NHS hospitals.

The Trust’s Major Incident Response plan was reviewed by our Commissioners during the Quarter and passed their audit process with a compliance score of 96%.


The Trust will be visited during Quarter 4 by the Senior Quality and Compliance Officer from NHS Prevent. They are planning to inspect Liverpool Women’s on 16 and 17 March 2016 in all standards under the generic area of Prevent and Deter. An update on this visit will be included in the Quarter 4 SEE Report.

CAS Alerts 


100% of the 38 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.


The H&S Manager issued action cards to all CAS Leads and Deputies in December 2015. This also served as a revalidation exercise of named leads and deputies in order to keep the CAS distribution list up to date and ensure good communication.  A training need has been identified in light of this exercise and sessions are currently being arranged for use of the Ulysses Alerts System.

Sign up to Safety

In December 2014, the Trust engaged in a three year ‘Sign up to Safety’ campaign with aims to make the NHS the safest healthcare system in the world, building on the recommendations of the Berwick Advisory Group. The ambition is to halve avoidable harm in the NHS over the next three years and save 6,000 lives as a result. 


The Trust declared four pledges to support the patient safety improvement campaign in order to reduce avoidable harm by 50%. The Trust received confirmation in March 2015 that it had been successful in two of the four ‘Sign up to Safety’ bids for NHS LA funding. The successful bids were “Reducing the incidence of babies born with Grade 2/3 Hypoxic Ischaemic Encephalopathy” and “Reducing the incidence of sepsis”.


The Trust has given written commitment to the NHS LA that allocated funds will only be used in relation to this project and has published a summary of its bid on its website at:-


(http://www.liverpoolwomens.nhs.uk/About_Us/Sign_up_to_Safety.aspx) 


Details are available of the anticipated outcomes and a progress report is available detailing where the Trust is up to in terms of implementation. The Trust is committed to sharing feedback from the project, along with safety and learning themes, with our external partners and directly with the Safety and Learning team at the NHS LA


Claims and Litigation 

Eight Clinical Negligence claims settled within Quarter 3. The incident dates, settlement dates and total costs (Damages; Defence and Claimant costs are detailed in the table below


. 
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Maternity and Imaging 
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Gynaecology and Surgical Services 


Table 1 

		Incident Date of Settled Claims: Q3

		Settlement Date

		Total cost of settlement .Q3

		Incident


Review

		Comp


review



		         04/07/2010

		22/10/2015

		£252,799.00

		17842

		



		         02/09/2012

		27/11/2015

		£64,960.00

		26829

		



		         03/08/2007

		03/12/2015

		£58,091.00

		

		



		         01/01/2002

		04/12/2015

		£82,557.00

		

		



		         17/02/2007

		15/10/2015

		£54,030.00

		

		



		         13/06/2005

		15/10/2015

		£26,263.00

		

		



		         01/02/2006

		27/11/2015

		£135,809.00

		

		



		         01/05/2012

		14/12/2015

		£19,697.00

		

		Dec-90





Table 2 highlights the number of current open claims by Division.                                                                     
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Table 3 shows the correlation between new Claims: Incident and Complaint Reporting:
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Themes generated from Claims by Division     


Tables 4, 5, and 6 below illustrate the litigation trends relating to open claims within the respective Divisions


Table 4 - Themes: Open Maternity and Imaging Divisional Claims
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Table 5 - Themes: Open Gynaecology and Surgical Services cases
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Table 6 – Themes: Open Neonatal and Pharmacy cases
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Employers Liability / Public Claims 


The table below illustrates the Trust’s Employer and Public Liability claims .There are currently twelve open Claims.


Table 7
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Table 8: Themes:  Open Employer and Public Liability Claims: 
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Clinical Negligence Claims: Settled and Closed Claims by Division.


Maternity and Imaging Division


Settled Claims 


Table 9 provides a summary of the one clinical negligence claim that settled during Q3. 


		Reason for Claim

		Amount Awarded

		Legal Cost



		1. Mismanagement of labour and delivery resulting in neonatal death 

		 £118,500.00

		£134,299.00



		2. Failure to continuously monitor resulting in a stillbirth.

		£20,00.00

		£44,960.00





Recommendations/Changes/Actions Required

1. Mismanagement of labour and delivery resulting in neonatal death

(Incident Date 04/07/2010, Settlement Date 22/10/2015)

a) Deficits and   planned corrective actions in training to be identified and added to the annual one to one midwifery supervision documentation;


b) Stricter adherence to revised locum policy with greater emphasis on local induction and assessment of individuals’ clinical competencies;


c) Review of fetal monitoring training package to include Trust specific training with reference to local adverse clinical events to ensure learning;


d) Robust CTG competency assessment process produced;


e) CTG emergency drills added to Emergency Drills package;


f) Role of maternity shift leader reviewed;


g) Substantive employer of Locum Registrar informed of outcome of SI in respect of his involvement and suggested learning;


h) RCA findings to be routinely discussed at monthly Supervisor of Midwives meetings;


i) Robust Maternity escalation policy regarding concerns about staffing; skill mix or increased acute clinical activity developed and implemented;


j) Internal Focus Groups on Intra-partum areas to identify issues for improvement particularly behavioural issues;


k) Raise awareness of need for maternity staff to adhere to guideline for direct referral from midwife to medical consultant including requirement to inform shift leader immediately of any deviation from normal;


l) Midwives referred to Supervisor of Midwives;


m) CTG assessment aid introduced;


n) Implementation of prompts on MEDITECH for specific conditions e.g. GTT Testing;


o) Guidance on Management of Low Platelets added to antenatal screening guidance;


2. Failure to continuously monitor fetal heart rate resulting in stillbirth death

(Incident Date 01/09/2012, Settlement Date 11/01/2016)

a) Review process to ensure patients who are not in established labour with no obvious cause of pain but requiring opiate analgesia are reviewed by a doctor and a plan of care is developed and implemented;


b) Review process for prioritisation and allocation of patients prior to staff handover;


c) Explore development of risk assessment process to facilitate prioritisation of patients and provide visual up-date of dependency of women in antenatal and postnatal ward areas;


d) Ensure patients are informed in cases where a medical review is required that they must remain on the ward until the review has taken place;


e) Supervisor of Midwives referral regarding midwives documentation.


Closed Claims – Nil Damages


Eleven Maternity and Imaging Division claims closed during Quarter 3 (Table10).


Table 10

		Reason for Claim

		Incident date 

		Legal Cost



		1. Alleged brain damage due to delay in delivery of twin 2.

		03/01/2002

		£0.00



		2. Alleged bowel damage during hysterectomy.

		24/03/2006

		£0.00



		3. Mismanagement of Labour and delivery resulting in Cerebral Palsy

		09/10/2006

		£0.00



		4. Mismanagement of Labour and delivery resulting in Cerebral Palsy

		17/07/2002

		£0.00



		5.Mismanagement of labour and delivery – no allegations

		01/05/2002

		£0.00



		6. Mismanagement of labour and delivery resulting in Brain Damage.

		16/02/2008

		£0.00



		7. Mismanagement of Labour and Delivery resulting in death.

		15/02/2007

		£0.00



		8. Mismanagement of Labour and delivery resulting in Cerebral Palsy

		10/04/2008

		£0.00



		9. Mismanagement of labour and delivery.

		2011 pregnancy

		£0.00



		10. Failure to monitor resulting in stillbirth.

		01/01/2001

		£0.00



		11. Mismanagement of Labour and delivery resulting in Post-Partum Haemorrhage.

		30/01/2013

		£0.00





Reasons for Closure Maternity and Imaging Claims – Nil Damages


1.    Incident Date: 03/01/2002

Closure Date: 27/11/2015


Allegation: Delay in induction of labour and delivery of 2nd twin.


Case note review by Consultant Obstetrician and Consultant Neonatologist revealed no grounds for claim.


Outcome: Claim not pursued by Claimant’s Solicitor following disclosure of medical records.  

2.   Incident Date: 24/03/2006

Closure Date: 03/12/2015


Allegation: Negligent emergency caesarean section resulting in wound    dehiscence and bowel damage.



Case note review by Consultant Gynaecologist revealed no grounds for claim.


Outcome: Claim not pursued by Claimant’s Solicitor following disclosure of medical records.   

3.  Incident Date: 09/10/2006


Closure Date: 11/12/2015 


 Allegation: Mismanagement of Pregnancy and delivery resulting in cerebral   palsy.


Case note review by Consultant Obstetrician revealed that the Claimant was admitted in labour, fresh blood loss was noted and fetal bradycardia.  Decision was made for an emergency caesarean section and this was completed within 30 minutes of diagnosis.  


Outcome: Claim not pursued by Claimant’s Solicitor following disclosure of medical records.

 4. Incident Date: 17/07/2002

Closure Date: 03/12/2015


Allegations: Failure to identify/diagnose and monitor low lying placenta resulting in placental abruption requiring emergency caesarean section and causing injury to the baby.


Case note review by Consultant Obstetrician revealed no evidence of a placental abruption on scan although it was noted to be low lying early in pregnancy. However, a subsequent scan did not reveal the placenta to be low lying.  Had a low lying placenta been diagnosed, the treatment would have been no different up to the point of admission of this patient.


Outcome:  Claim not pursued by Claimant’s Solicitor following disclosure of medical records.


5. Incident Date 01/05/2002 


Allegation: Failure to manage birth appropriately.


Case note review by Consultant Obstetrician revealed an uncomplicated forceps delivery, the baby being born in good condition with no recorded problems.


Outcome:  Claim not pursued by Claimant’s Solicitor following disclosure of medical records.


6. Incident Date: 16/02/2008
Date Closed:
11/12/2015


Allegation: Negligent Maternity Treatment, Baby born at home.


Case note review by senior Midwifery Manager revealed an unsatisfactory assessment to determine whether the Claimant was in premature labour before discharging her home.  The midwife in question was newly qualified and discussed her findings with a very junior doctor who did not satisfy himself that the midwife’s findings were correct.  The matter was investigated as an Adverse Clinical Event.


Outcome:  Claim not pursued by Claimant’s Solicitor following disclosure of medical records.


7. Incident Date: 15/02/2007
Date Closed: 11/12/2015


Allegation: Negligent Treatment resulting in death of Twins


Recommendations and Changes Implemented:


· Implement training for all obstetricians for basic level ultrasound scanning;


· Midwife to undertake personal reflection regarding her communication skills.


However, claim not pursued by Claimant’s Solicitor following disclosure of medical records.


8. Incident Date 10/04/2008
Date Closed: 03/12/2015


Allegation: Medical Negligence resulting in cerebral palsy


Case note review by Consultant Obstetrician revealed that the Claimant’s mother had trickled fluid vaginally for 2 days prior to attending LWH.  She also reported blood loss vaginally the previous day.  Trial of forceps delivery was attempted but converted to .caesarean section.  The baby was born in good condition but has since allegedly, been diagnosed with cerebral palsy.  The antepartum haemorrhage may have been a factor.


Outcome:  Claim not pursued by Claimant’s Solicitor following disclosure of medical records.


9.  Incident Date 2011 pregnancy 
Date Closed: 27/11/2015


Allegations: Failure to diagnose and treat Acute Fatty Liver Disease


Consultant Obstetrician (no longer employed by the Trust) did not provide a report however the complaint correspondence appears to accept the allegation.


Outcome: Claim not pursued by Claimant’s Solicitor following disclosure of medical records.


10. Incident date 01/01/2001   Date Closed 03/12/2015


Allegations: Delay in delivery resulting in stillbirth


Case note review as part of the claim revealed appropriate care.


Outcome:  Claim not pursued by Claimant’s Solicitor following disclosure of medical records.


11.  Incident Date 30/01/2013  Date Closed 01/10/2015


Allegations: Failure to diagnose fetal growth retardation


Case note review by Consultant Obstetrician revealed a complicated delivery requiring caesarean section; breach extraction and J shaped incision to the uterus due to the baby’s head being deeply impacted in the pelvis.  The baby was however born in good condition and required no follow-up. 


Learning:  Customised growth charts have been introduced to avoid unrecognised FGR: The Junior doctor should have performed a VE prior to delivery to degree of dilatation (2 hours had lapsed from VE to caesarean section) 


Outcome:  Claim not pursued by Claimant’s Solicitor following disclosure of medical records.


Gynaecology and Surgical Services


Table 11 Six Gynaecology claims settled in Quarter 3.  


		Reason for Claim

		         Incident Date

		Amount Awarded

		Legal Cost



		1-5  relate to  the Urogynaecology Group Action

		

		

		



		1.Inappropriate Procedure; Poor Technique GFR Bladder damage

		03/08/2007

		£35,000.00

		£23,091.00



		2.Inappropriate Procedure; Poor Technique GFR Bladder damage

		01/01/2001

		£71,560.00

		£10,997.00



		3.Inappropriate Procedure; Poor Technique GFR Bladder damage

		17/02/2007

		£37,500.00

		£16,530.00



		4.Inappropriate Procedure; Poor Technique GFR Bladder damage

		13/06/2005

		£11,000.00

		£15,263.00



		5.Inappropriate Procedure; Poor Technique GFR Bladder damage

		01/02/2006

		£96,000.00

		£39,809.00



		6. Negligent Hysterectomy: - left iliac artery cut during hysterectomy.

		01/05/2012

		£4,115.00

		£15,582.00





Recommendations/Changes/Actions Required

1-5 : Group Action Claims

6. Incident Date 01/05/2012   Date Settled 14/12/2015


Allegations: Negligent Hysterectomy resulting in a severed external iliac artery resulting in stenosis.


Outcome admissions accepted the matter was not investigated as an incident.


Closed Claims 


Table 12 Six claims closed during Q3    


		Reason for Claim

		         Incident Date

		Legal Cost



		1.Delay in diagnosis

		24/05/2008

		£0.00



		2.Negligent hysterectomy

		07/02/2012

		£0.00



		3.Wound dehiscence

		23/02/2010

		£0.00



		4.Failure to Inform Patient 

		24/01/1997

		£0.00



		5.Inappropriate TVT causing bladder damage

		01/02/2009

		£0.00



		6.Negligent hysterectomy

		01/01/1992

		£0.00





Reasons for Closed Claims – Nil Damages


1. Incident Date 24/05/2008   Date Closed 27/11/2015


Allegations: Delay in diagnosis and treatment of sepsis resulting in wound dehiscence and delayed healing. 


Outcome:  Claim not pursued by Claimant’s Solicitor following disclosure of medical records.


2. Incident Date 07/02/2002   Date Closed 27/11/2015


Allegations: Failure to treat endometriosis and negligent performance of hysterectomy. 


Outcome:  Claim not pursued by Claimant’s Solicitor following disclosure of medical records.


3. Incident Date 23/02/2010   Date Closed 11/12/2015


Allegations: Failure to perform a hysterectomy (bilateral oophorectomy performed)


Necessitating further surgery.


Outcome:  Claim not pursued by Claimant’s Solicitor following disclosure of medical records.


4. Incident Date 24/01/1997   Date Closed 11/12/2015


Allegations: Patient informed cervix had been removed during subtotal hysterectomy, subsequently diagnosed with severe dyskaryosis necessitating further treatment. Claim also against GP.


Outcome:  Claim not pursued by Claimant’s Solicitor following disclosure of medical records.


5. Incident Date 01/02/2009             Date Closed 27/11/2015


Allegations: Inappropriate TVT procedure 


Outcome:  Claim not pursued by Claimant’s Solicitor following disclosure of medical records.


6. Incident Date 01/01/1992 Date Closed 03/12/2015


Allegations: Negligent treatment and care; multiple operations, hysterectomy ,insertion of coil.


Outcome:  Claim not pursued by Claimant’s Solicitor following disclosure of medical records.


Neonatal and Pharmacy 

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

Non Clinical  Claims; Settled  and closed Claims


No closed or settled Claims in Quarter 3


Prevention of Future Deaths/Coroners Concerns 


No PDF requests were received during Quarter 3.


Safeguarding Children 

Safeguarding Supervision 


NSPCC have been commissioned to provide training to 10 LWFT staff in January for part 1 and March for part 2. This will ensure the organisation has the ability to provide appropriate safeguarding supervision to all staff who hold a safeguarding children caseload as well as group supervision to any staff who work in high risk areas e.g. Emergency Room and the Bedford Centre.

External Partnership Working


The processes around Multi Agency Risk Assessment Conference (MARAC) are currently under review by Liverpool Safeguarding Adult Board (LSAB) and due to the required commitment to attend meetings for providers, a proposal put forward by LWFT to have one singular MARAC Co-ordinator who will sit within the Local Authority and feedback health information for all provider agencies, is currently being developed.


Five local authorities (Liverpool, Halton, Wirral, Knowsley and Sefton) have agreed to develop one singular referral form for referring concerns relating to children. This will give a more consistent process for LWFT staff to refer and hopefully provide a more uniformed pathway. This change in process will require wide communication to ensure all staff are aware and the progress of this will be monitored by LWFT safeguarding.

Serious Case Reviews (SCR)


LWFT Safeguarding has been notified of two new SCRs from Liverpool (Child 1 and Child 2).


Safeguarding Training


Safeguarding Training levels are as follows:

		Specialty & Level

		Staff trained

		Staff Required

		Compliance


(%)



		Safeguarding Level 1+2 (Adults and Children)

		975

		1372

		71%



		Safeguarding Children Level 3

		529

		643

		82%



		Safeguarding Children Level 4

		2

		2

		100%



		Safeguarding Adults Level 3

		459

		633

		73%





Safeguarding Adults 


Dementia and Learning Disabilities


Following consultation with both service users and external partners each patient with a diagnosis of either autism or a learning disability now receive an information pack to support the patient, carer and staff in delivering individualised person centred care that is compliant with statutory guidance and best practice. This reflects the current strategy that is in place for patients with a diagnosis of dementia. 


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/Learning Disabilities and dementia as well as the introduction of the flagging system for all patients with dementia and learning disabilities.


In addition the Tier 2 & 3 dementia training available to staff continues to be accessed with the majority of staff achieving Tier 3. Whilst this training is not mandatory it demonstrates the commitment of clinical staff and allied health professionals to providing the best care for those patients with dementia and their carers. 


Safeguarding Risks


There is currently one safeguarding risk which is recorded on the Trusts Board Assessment Framework (1732). This has now been reviewed and agreed for the score to be reduced to 15 and is monitored by the Hospital Safeguarding Board.


All risks pertaining to safeguarding that are currently open on the Trusts Corporate Risk Register were reviewed and the remaining outstanding actions have been amalgamated and a new risk has been developed (1895). This is currently being managed and monitored within the service.

Safeguarding Referral Process


The new Safeguarding referral process was launched on 07/09/15, this ensures the safeguarding team can control and manage safeguarding cases. 


There are no operational issues with this system and referrals have increased and this new process will be audited in Quarter 4.


Safeguarding Adult Reviews / Domestic Homicide Reviews


Currently there is no ongoing Safeguarding Adult Reviews, and no new Domestic Homicide Reviews (DHR’s) reported. Safeguarding are currently awaiting response to 2 previous DHR IMRs submitted in Quarter 2.


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:


September 2015:


Nine pieces of NICE guidance was released of which none were applicable to the Trust.  


October 2015: 


Thirteen pieces of NICE guidance was released of which one was applicable to the Trust


November  2015:


Seventeen pieces of NICE guidance was released of which four were applicable to the Trust

		Guideline ID & Title

		Guidance Lead

		Month Issued

		Month Allocated

		Assessment Due

		Breached



		QS101
Learning disabilities: challenging behaviour

		Carl Griffiths 

		October 15

		November 15

		Jan 16

		No



		NG22
Older people with social care needs and multiple long-term conditions

		Ruth Stubbs

		Nov 15

		Dec 15

		Feb 15

		No



		NG23
Menopause: diagnosis and management

		Richard Russell 

		Nov 15

		Dec 15

		Feb 15

		No



		NG24
Blood transfusion

		Shuba Mallaiah

		Nov 15

		Dec 15

		Feb 15

		No



		NG25
Preterm labour and birth

		Helen Scholefield

		Nov 15

		Dec 15

		Feb 15

		No





Guidance released in December 15 is not discussed and allocated until January 16 Effectiveness Senate, 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

		0

		6

		3

		2

		3

		3

		

		17



		Maternity

		1

		3

		7

		3

		6

		4

		

		24



		Gynaecology

		1

		5

		6

		6

		1

		0

		

		19



		Theatres & Anaesthesia

		2

		4

		4

		2

		1

		0

		

		13



		Hewitt Centre

		0

		0

		2

		1

		0

		1

		

		4



		Genetics

		0

		1

		2

		2

		0

		2

		

		7



		Imaging

		0

		1

		1

		0

		0

		0

		

		2



		Safeguarding

		5

		0

		0

		2

		0

		0

		

		7



		Governance

		4

		2

		3

		3

		3

		1

		

		16



		TOTAL

		13

		22

		28

		21

		14

		11

		 

		109





		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)

		6

		2

		8

		6

		3

		4

		

		29



		High (2)

		6

		8

		13

		12

		6

		4

		

		49



		Medium (3)

		1

		8

		6

		2

		4

		3

		

		24



		Low (4)

		0

		4

		1

		1

		1

		0

		

		7



		Not Yet Classified

		0

		0

		0

		0

		0

		0

		

		0



		TOTAL

		13

		22

		28

		21

		14

		11

		 

		109





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 2 (July – September 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.

Maternity Indicators
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Trust Indicators






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).

Still Birth Rate
In many cases when a baby is stillborn there is no intervention that would have affected the outcome. However in those babies whose death has been attributed to them being small for gestational age there is the potential that early detection may have allowed an earlier delivery to be planned. The Trust has therefore committed to targeting these cases as a quality metric. Sands, the Stillbirth and Neonatal Death Charity, support the adoption of a specialised care package to reduce the incidence of stillbirth. With this in mind the Trust adopted this as a priority; although we may never be able to prevent all stillbirths it is important to put all processes in place to minimise the number of avoidable deaths.

The Trust will continue to monitor this indicator and uses a care bundle involving targeting smoking cessation, a Gap programme (continuation of Individualised Growth charts and targeted scanning for at risk individuals), increased awareness of babies’ movements and a fresh eyes approach to monitoring during labour. The Trust will look to use this year’s figures as the starting point and will monitor them for reduction while continuing to submit information on stillbirths nationally as part of our audit work.

EXPERIENCE

Complaints 


In Quarter 3 the Trust received 38 complaints, which is a decrease of 7 (16%) received in the corresponding quarter in 2014/2015. The most significant change is a decrease of 3 (21%) in the number of complaints received concerning Maternity. As is normal there is a slight fluctuation in the figures for each department between quarters; Maternity with an increase of 1, Neonatal and Genetics each having one complaint with none in the previous quarter, Administration a decrease of 1 and RMU having the same number of complaints as in Quarter 2.
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Breakdown by Service Quarter 3


Complaint Themes


A significant number of complaints have as their main theme Treatment and Care (53%) and Staff Attitude/Behaviour (21%).  Both these themes are repeated from the previous quarter. The Experience Senate meeting in February 2016 will focus on how best to work towards improving staff attitude, working closely with colleagues in the Learning & Development team.




[image: image13.png]m Staff attitude/behaviour

W Communications

® Diagnosis Problems

M Operation - Adverse
outcome

M Personal Records

m Treatment and Care







Breakdown of Themes from Complaints – Quarter 3


Re-opened Complaints


In this quarter there have been 2 re-opened complaints, which is a 50% decrease on the previous quarter and indicative of the trend through the year so far.  This is balanced somewhat by the number of complaints opened for investigation by the PHSO increasing from 1 to 2 for this quarter.


Trends
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                                  Comparative Figures for Year 2015/2016


The Chart indicates that the number of complaints received is remaining steady throughout the year on a quarterly basis. However, this amounts to 113 complaints as against 153 complaints during the same period in 2014/2015, a 26% decrease. This gives an indication that lessons have been learnt during the year, reducing the number of complaints.

The figures also indicate that after a number of issues during quarter 2 when responses were not being met within timescale that, although there was a slight increase in the number of complaints received this quarter in comparison to the previous, the number of outstanding responses from the quarter is significantly less, indicating an improvement on response times. 

The number of PALS concerns over the last quarter has however increased significantly (102 in quarter 2 to 152 in quarter 3), a trend that is continuing into quarter 4 and when compared with the complaints received over the 3 quarters of the last year.  Appointments, Staff Attitude and Communications being the main themes, as previously highlighted.

The increase in PALS is partly due to the more proactive management of concerns by the Patient Experience Team, to prevent the escalation of concerns into complaints.  This continued trend requires the support of Department managers to respond quickly and concerns forwarded.

Patient Advice And Liaison Service (PALs)


During the last quarter the PET has logged and managed 151 concerns through PALS, an increase of 32% on the previous quarter.  This does not include the majority of concerns that are dealt with by managers and teams within departments being dealt with at source (& unrecorded)?


Appointments, Staff attitude and general communication issues continue to remain the key themes. Appointment make up 29% of the concerns recorded and staff attitude a further 18% of the concerns.  Communications in general make up 30% of the concerns (this overlaps staff attitude)

Appointments


· Elderly Patient had her outpatients appointment cancelled and was advised another would be made. After 6 months was still waiting for appointment. 


· An appointment was booked and the timescale (too soon) made it impractical for the patient to attend to have a successful appointment.  Appointment had to be re-arranged to later date. 


· Patient attended for in-patient operation, remained all day only to be rescheduled for another day, creating work and child care issues. 


Staff Attitude


· 2 patients raised the concern that the Doctor completing the Ward round was unprofessional and undermined another doctor in their presence. 


· Patient phoned to arrange an appointment and describes the Secretary as rude when dealing with her. 


· A patient felt that a midwife was rough with her baby and so declined her help.  She later found that the midwife had recorded in her notes that she had refused help. 


Communication


Patient rang a clinic for advice and the person hung up on them 


· A Couple undergoing treatment in Hewitt Centre state they were given conflicting advice at various appointments over timescales and treatment times and continually had to chase up information on a regular basis. 


· Patient attended a pre-op and gave her full history to the nurse present, including previous problems. She later received notice that her operation date and type had been changed and on attending and eventually discussing this with consultant, who identified that the operation indicated was inappropriate and that there was no information on her file relating the previous history.


Friends & Family


		

		Eligible

		Responded

		Satisfied



		Inpatient

		3051

		520

		506



		

		

		17%

		98%



		A & E

		2538

		928

		913



		

		

		37%

		98%



		Mat – Antenatal

		2028

		74

		73



		

		

		4 %

		99%



		Mat – Birth

		2028

		62

		60



		

		

		3%

		97%



		Mat – Postnatal

		1662

		216

		211



		

		

		13%

		98%



		Mat -  Community

		2157

		22

		19



		

		

		1%

		86%





Friends and Family Breakdown by Department
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Promotion of the Friends and Family Feedback is not taken up evenly across the Trust, which is highlighted in the low responses rates.  However the satisfaction rate is high.

Within the system it allows for managers to review those cards that have poor or negative feedback, learn from them and make improvements, then feed that back into the system.  This is not routinely done and opportunities to learn and improve from patient feedback are lost.


NHS England Successful Bid – Liverpool Women’s awarded £10k

NHS England North region Friends and Family Test (FFT) programme board recently made some funding available to improve the experience of patients by supporting a number of projects across the North of England. Providers of maternity services were invited to apply to be considered for access to funding to support further development of their local initiatives. 


We were successful in our bid for funding to purchase multi lingual kiosks to collect Friends and Family Test information from non-English speaking women. The kiosks are available with 10 in-built languages as well as Easy Read and British Sign Language which will enable the Trust to engage fully with the increasing group of Non English speaking women using maternity services.


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

SEE Report
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Performance Dashboard Trust Board - February 2016 FINAL.xlsm
Dates

				Reporting Month		Month 11 - February 2016		Change for all Dashboard and Summary headings and the Reporting Month in the Cover sheets

				Date Reported		March 2016		Change for the month the meetings are held in.





Workings

				All Metrics (Inc Commissioner)

				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		17		20		18		15		18		20		21		16		17		14		13		0

				Amber		6		4		5		3		4		7		4		4		4		6		6		0

				Green		88		91		99		101		100		98		100		105		107		106		105		0

				No Data		0		0		0		1		1		5		1		1		5		1		1		0

				Total		111		115		122		120		123		130		126		126		133		127		125		0

				CQUINS (CCG & SCom)

				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		2		1		1		1		2		1		0		1		0

				Amber		0		0		0		0		0		0		0		0		0		0		0		0

				Green		16		16		17		20		21		21		22		21		22		24		23		0

				Total		17		17		18		22		22		22		23		23		23		24		24		0



				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		0		1		0		0		0		1		0		0		0		0		0		0

				Amber		0		0		0		0		0		0		0		0		0		0		0		0

				Green		9		8		9		9		9		8		9		9		9		9		9		0

				No Data		0		0		0		0		0		0		0		0		0		0		0		0

				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		0		0		1		0		0		3		1		0		2		1		0		0

				Amber		0		0		0		0		0		0		0		0		0		0		0		0

				Green		14		14		14		14		14		12		13		14		13		13		14		0

				No Data		0		0		0		0		0		0		0		0		0		0		0		0

				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		9		10		7		6		7		7		9		7		8		7		4		0

				Amber		0		0		0		0		0		0		0		0		0		0		0		0

				Green		27		29		31		32		32		32		31		33		32		33		35		0

				No Data		0		0		0		1		1		1		1		1		1		1		1		0

				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		7		8		9		7		10		8		10		7		6		6		8		0

				Amber		6		4		5		3		4		7		4		4		4		6		6		0

				Green		22		24		28		26		24		25		25		28		31		27		24		0

				No Data		0		0		0		0		0		4		0		0		4		0		0		0

				Commissioner

				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		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		8		0		0		0		0		0		0		0		0		0		0		0

				No Data		3		0		0		0		0		0		0		0		0		0		0		0

				WESEE		(Workforce and Efficient)

				Workforce

				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		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		1		1		0

				No Data		0		0		0		0		0		0		0		0		0		0		0		0



				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		0		1		0		0		0		0		0		0		0		0		0		0

				Amber		3		3		3		3		2		3		3		4		3		4		4		0

				Green		2		1		2		2		3		2		2		1		2		1		1		0

				No Data		0		0		0		0		0		0		0		0		0		0		0		0



				Workforce 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		0		1		0		0		0		0		0		0		0		0		0		0

				Amber		3		3		3		3		2		3		3		4		3		4		4		0

				Green		3		2		3		3		4		3		3		2		3		2		2		0

				No Data		0		0		0		0		0		0		0		0		0		0		0		0







				Efficient



				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		0		0		1		2		2		1		0		3		2		1		1		0

				Amber		0		0		0		0		0		0		0		0		0		0		0		0

				Green		5		6		5		4		5		6		7		4		5		6		6		0

				No Data		0		0		0		0		0		0		0		0		0		0		0		0



				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		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		3		3		0

				Total		3		3		3		3		3		3		3		3		3		3		3		0



				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		6		6		5		6		9		7		7		6		5		6		6		0

				Amber		0		0		0		0		0		0		0		0		0		0		0		0

				Green		4		4		5		4		3		5		5		6		7		6		6		0

				No Data		0		0		0		0		0		0		0		0		0		0		0		0



				Efficient 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		6		6		6		8		11		8		7		9		7		7		7		0

				Amber		0		0		0		0		0		0		0		0		0		0		0		0

				Green		12		13		13		11		11		14		15		13		15		15		15		0

				No Data		0		0		0		0		0		0		0		0		0		0		0		0



				Safe

				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		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		1		1		1



				Qualtiy 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		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		4		4		4		4		4		4		4		4		4		4		4		0

				No Data		0		0		0		0		0		0		0		0		0		0		0		0



				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		4		0		1		0		0		0		3		1		2		2		0		0

				Amber		0		0		0		0		0		0		0		0		0		0		0		0

				Green		4		9		8		9		9		9		6		8		7		7		9		0

				No Data		0		0		0		0		0		0		0		0		0		0		0		0



				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		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		1		1		1		1		1		1		1		1		0



				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		1		1		1		1		1		1		1		2		1		0		1		0

				Amber		0		0		0		0		0		0		0		0		0		0		0		0

				Green		1		1		2		2		2		2		2		1		2		3		2		0



				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		1		0		3		1		1		1		1		1		1		0		0		0

				Amber		0		0		0		0		0		0		0		0		0		0		0		0

				Green		1		3		5		2		2		3		3		3		4		4		3		0

				No Data		0		0		0		0		0		4		0		0		4		0		0		0



				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		6		1		5		2		2		2		5		4		4		2		1		0

				Amber		0		0		0		0		0		0		0		0		0		0		0		0

				Green		11		18		20		19		19		20		17		18		19		20		20		1

				No Data		0		0		0		0		0		4		0		0		4		0		0		0



				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		0		0		1		0		0		3		1		0		2		1		0		0

				Amber		0		0		0		0		0		0		0		0		0		0		0		0

				Green		8		8		8		8		8		6		7		8		7		7		8		0

				No Data		0		0		0		0		0		0		0		0		0		0		0		0



				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		3		6		4		2		2		3		4		2		3		3		2		0

				Amber		0		0		0		0		0		0		0		0		0		0		0		0

				Green		8		5		7		9		9		8		8		10		9		9		9		0

				No Data		0		0		0		0		0		0		0		0		0		0		0		0



				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		0		0		0		1		0		0		0		0		0		0		0		0

				Amber		0		0		0		0		0		0		0		0		0		0		0		0

				Green		12		12		12		14		15		15		16		16		16		17		17		0



				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		0		0		1		0		0		0		0		0		0		0		0		0

				Amber		1		1		0		0		1		1		0		0		0		1		0		0

				Green		7		7		8		8		7		8		8		8		9		7		8		0

				No Data		0		0		0		0		0		0		0		0		0		0		0		0





				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		3		6		6		3		2		6		5		2		5		4		2		0

				Amber		1		1		0		0		1		1		0		0		0		1		0		0

				Green		35		32		35		39		39		37		39		42		41		40		42		0

				No Data		0		0		0		0		0		0		0		0		0		0		0		0





				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		0		1		0		0		0		1		0		0		0		0		0		0

				Amber		0		0		0		0		0		0		0		0		0		0		0		0

				Green		8		7		8		8		8		7		8		8		8		8		8		8

				No Data		0		0		0		0		0		0		0		0		0		0		0		0



				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		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		2		2		0

				No Data		0		0		0		0		0		0		0		0		0		0		0		0



				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		2		4		1		2		3		3		2		1		1		1		1		0

				Amber		0		0		0		0		0		0		0		0		0		0		0		0

				Green		9		8		10		9		8		8		9		10		10		10		10		0

				No Data		0		0		0		1		1		1		1		1		1		1		1		0



				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		0		1		0		0		0		0		2		0		0		0		2		0

				Amber		2		0		2		0		1		3		1		0		1		1		2		0

				Green		8		9		8		10		9		7		7		10		9		9		6		0

				No Data		0		0		0		0		0		0		0		0		0		0		0		0



				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		2		6		1		2		3		4		4		1		1		1		3		0

				Amber		2		0		2		0		1		3		1		0		1		1		2		0

				Green		27		26		28		29		27		24		26		30		29		29		26		8

				No Data		0		0		0		1		1		1		1		1		1		1		1		0





				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		15		13		1

				Amber		3		4		3		2		4		5		2		2		1		1		2		0

				Green		55		58		62		66		65		63		61		63		67		67		69		0

				No Data		0		1		1		1		1		1		2		2		2		2		1		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		7		6		0

				Amber		3		2		6		5		2		2		1		0		0		0		0		0

				Green		15		19		13		13		16		18		21		22		18		19		20		0

				No Data		0		0		0		0		0		0		1		1		1		1		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		21		24		25		18		17		24		19		18		19		18		18		0

				Amber		2		1		2		2		3		2		2		2		2		3		3		0

				Green		55		52		57		62		62		60		62		62		64		62		61		0

				No Data		3		3		3		3		3		6		4		5		9		5		4		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		10		15		0

				Amber		1		2		3		1		2		3		2		1		0		0		0		0

				Green		27		24		22		24		24		21		23		25		25		27		21		0

				No Data		1		1		1		1		1		1		3		3		3		3		2		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		6		6		0

				Amber		3		3		2		1		1		1		2		2		2		2		2		0

				Green		11		10		10		10		9		10		10		10		12		11		11		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		2		2		2		0

				Amber		1		1		1		1		1		1		1		1		1		2		1		0

				Green		10		11		12		12		11		9		11		11		13		12		13		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		3		2		0

				Amber		1		3		0		3		3		0		1		2		0		1		1		0

				Green		13		11		14		11		11		9		13		12		15		14		15		0

				No Data		0		0		0		0		0		0		1		1		1		1		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		6		7		0

				Amber		2		2		3		3		2		3		4		3		0		1		2		0

				Green		21		22		23		21		20		22		22		20		23		23		21		0

				No Data		0		0		0		0		0		0		0		0		0		0		0		0

				GACA

				Infection Control

				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		1		0		0		0		0		0

				Amber		1		1		0		1		1		1		1		0		1		1		0		0

				Green		2		2		2		2		2		2		1		4		3		3		4		0

				No Data		1		1		1		1		1		1		1		0		0		0		0		0

				Not Rated		11		11		11		11		11		11		11		11		11		11		11		11

				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		12		10		10		0

				Amber		2		1		2		2		3		2		2		2		2		3		3		0

				Green		44		40		47		52		50		50		52		52		54		53		52		0

				No Data		1		1		1		0		0		3		1		1		5		1		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		8		8		0

				Amber 		13		17		17		16		15		13		12		11		6		10		9		0

				Green		28		25		24		25		25		21		28		30		33		30		31		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		3		3		0

				Amber 		1		3		2		2		3		3		2		2		1		1		1		0

				Green		3		2		4		4		3		2		2		2		3		2		2		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		3		3		0

				Green		3		3		2		4		3		4		4		2		2		3		3		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		2		2		0

				Amber 		1		2		3		1		1		2		1		0		0		0		0		0

				Green		5		4		3		4		5		4		5		6		4		4		4		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		1		1		0

				Amber 		2		2		4		3		1		1		0		0		0		0		0		0

				Green		3		3		2		2		3		4		6		6		5		5		5		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		1		1		0

				Green		4		4		3		3		4		3		3		4		6		5		5		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		1		1		0

				Amber 		3		3		2		1		1		1		2		2		2		2		2		0

				Green		3		3		2		1		1		1		2		2		3		3		3		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		1		1		0

				Green		4		3		4		3		3		2		4		4		6		5		5		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		1		1		0

				Amber 		1		1		1		1		1		1		1		1		1		2		1		0

				Green		3		3		4		4		3		1		2		4		4		3		4		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		36		39		1

				Amber 		0		0		0		1		1		1		0		0		0		0		0		0

				Green		32		32		35		31		30		31		37		32		37		37		34		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		7		7		1

				Amber 		0		0		0		0		0		0		0		0		0		0		0		0

				Green		4		5		6		6		6		6		6		6		7		7		7		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		4		4		5		0

				Amber 		0		0		0		0		0		0		0		0		0		0		0		0

				Green		8		7		8		7		7		8		9		7		8		8		7		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		8		11		0

				Amber 		0		0		0		0		0		0		0		0		0		0		0		0

				Green		5		3		3		3		3		2		3		4		4		4		1		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		3		3		0

				Amber 		0		0		0		1		1		1		0		0		0		0		0		0

				Green		3		5		3		3		4		5		6		6		5		6		6		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		5		5		0

				Amber 		0		0		0		0		0		0		0		0		0		0		0		0

				Green		6		6		7		5		4		4		5		4		4		4		4		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		5		5		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		3		2		0

				Amber 		0		0		0		0		0		0		0		0		0		0		0		0

				Green		4		3		5		3		3		2		4		3		4		4		5		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		1		1		1		0

				Amber 		0		0		0		0		0		0		0		0		0		0		0		0

				Green		2		3		3		3		3		3		4		2		4		4		4		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		3		7		4		4		6		8		7		5		4		3		0

				Amber 		0		0		0		0		0		0		0		0		0		0		0		0

				Green		37		43		43		43		43		42		38		38		42		43		43		0

				No Data		2		2		1		0		0		3		5		5		9		5		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		0		2		1		1		1		4		3		3		3		0		0

				Amber 		0		0		0		0		0		0		0		0		0		0		0		0

				Green		11		16		14		15		15		15		12		13		13		13		16		0

				No Data		1		1		0		0		0		0		1		1		1		1		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		1		2		0

				Amber 		0		0		0		0		0		0		0		0		0		0		0		0

				Green		5		6		8		7		7		7		6		6		8		7		6		0

				No Data		1		1		1		0		0		3		1		1		5		1		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		1		0

				Amber 		0		0		0		0		0		0		0		0		0		0		0		0

				Green		9		9		9		9		9		8		8		7		9		11		9		0

				No Data		0		0		0		0		0		0		1		1		1		1		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		2		2		0

				No Data		0		0		0		0		0		0		1		1		1		1		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		3		3		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		3		3		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		2		2		0

				No Data		0		0		0		0		0		0		1		1		1		1		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		2		2		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 		4		6		5		3		2		6		5		2		4		4		2		0

				Amber 		1		1		1		0		1		1		0		0		0		0		0		0

				Green		40		38		41		51		51		49		52		55		55		55		56		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		20		20		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		6		5		2		2		6		5		2		4		4		2		0

				Amber 		0		0		0		0		0		0		0		0		0		0		0		0

				Green		21		19		22		28		28		26		27		30		30		29		30		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		2		2		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		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		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		3		3		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		13		7		8		7		7		7		7		8		7		9		0

				Amber 		2		0		2		1		1		2		3		2		0		0		2		0

				Green		59		57		60		59		59		59		58		59		60		61		58		0

				No Data		1		1		2		2		2		2		3		3		3		3		3		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		7		2		3		3		3		5		4		2		2		3		0

				Amber 		1		0		0		0		0		1		0		0		0		0		1		0

				Green		24		22		25		24		24		23		22		23		25		25		24		0

				No Data		0		0		1		1		1		1		1		1		1		1		1		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		1		1		1		0

				Amber 		0		0		0		0		0		0		0		0		0		0		0		0

				Green		7		5		7		6		5		5		6		7		6		6		6		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		1		0

				Amber 		0		0		0		0		1		1		1		1		0		0		0		0

				Green		6		6		5		6		5		5		5		5		6		6		5		0

				No Data		1		1		1		1		1		1		2		2		2		2		2		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		3		2		0

				Amber 		1		0		2		1		0		0		1		0		0		0		0		0

				Green		7		9		6		6		7		7		7		8		6		6		7		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		1		2		0

				Amber 		0		0		0		0		0		0		1		1		0		0		1		0

				Green		7		8		9		9		10		11		10		8		9		10		8		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		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		5		5		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		3		3		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		15		13		1

				Amber 		3		4		3		2		4		5		2		2		1		1		2		0

				Green		55		58		62		66		65		63		61		63		67		67		69		0

				No Data		1		1		1		1		1		1		2		2		2		2		1		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		7		6		0

				Amber 		3		2		6		5		2		2		1		0		0		0		0		0

				Green		15		19		13		13		16		18		21		22		18		19		20		0

				No Data		0		0		0		0		0		0		1		1		1		1		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 		13		17		16		10		11		16		11		11		12		10		10		0

				Amber 		2		1		2		2		3		2		2		2		2		3		3		0

				Green		44		40		47		52		50		50		52		52		54		53		52		0

				No Data		1		1		1		0		0		3		1		1		5		1		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		10		15		0

				Amber 		1		2		3		1		2		3		2		1		0		0		0		0

				Green		27		24		22		24		24		21		23		24		25		27		21		0

				No Data		1		1		1		1		1		1		3		3		3		3		2		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		6		7		0

				Amber 		2		2		3		3		2		3		4		3		0		1		2		0

				Green		21		22		23		21		22		22		22		20		23		23		21		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		6		7		8		9		8		7		7		5		6		6		0

				Amber 		3		3		2		1		1		1		2		2		2		2		2		0

				Green		11		10		10		10		9		10		10		10		12		11		11		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		3		2		0

				Amber 		1		3		0		3		3		0		1		2		0		1		1		0

				Green		13		11		14		11		11		9		13		12		15		14		15		0

				No Data		0		0		0		0		0		0		1		1		1		1		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		2		2		2		0

				Amber 		1		1		1		1		1		1		1		1		1		2		1		0

				Green		10		11		12		12		11		9		11		11		13		12		13		0

				No Data		0		0		0		0		0		0		0		0		0		0		0		0
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All 

Metrics











Red	Amber	Green	No Data	13	6	105	1	Workforce



Red	Amber	Green	No Data	0	4	2	0	Gynaecology



Red	Amber	Green	No Data	13	2	69	1	Maternity



Red	Amber	Green	No Data	18	3	61	4	Neonatal 

Care



Red	Amber	Green	No Data	15	0	21	2	Monitor



Red	Amber	Green	No Data	0	0	9	0	Clinical Genetics



Red	Amber	Green	No Data	6	0	20	0	Hewitt Centre



Red	Amber	Green	No Data	7	2	21	0	Surgical Services



Red	Amber	Green	No Data	6	2	11	0	Experience



Red	Amber	Green	No Data	3	2	26	1	Quality Strategy



Red	Amber	Green	No Data	0	0	14	0	Quality Schedule









Red	Amber	Green	No Data	4	0	35	1	Corporate



Red	Amber	Green	No Data	8	6	24	0	Effective



Red	Amber	Green	No Data	2	0	42	0	CQUINS



Red	Amber	Green	1	0	23	Safe



Red	Amber	Green	No Data	1	0	20	0	Efficient



Red	Amber	Green	No Data	7	0	15	0	

TMGSummary



						Performance Summary - Trust Management Group -																										Month 11 - February 2016

						Overview 

































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































						Emerging Concerns

						Conclusion

						Recommendations
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Red	Amber	Green	No Data	0	0	9	0	Quality Strategy







Red	Amber	Green	No Data	0	0	14	0	Quality Schedule



Red	Amber	Green	No Data	4	0	35	1	Corporate









Red	Amber	Green	No Data	8	6	24	0	CQUINS



Red	Amber	Green	1	0	23	Performance for February 2016 continues to improve, from 83% in January 2016 to 85% of KPIs (105 of 125) achieving target. The Trust has achieved all Monitor KPI's. Financial performance remains a concern with 6 KPI's rated as red.  There are a total of 11 KPI's rated as red and 6 KPIs rated as Amber. The areas of concern in February are:-

	Performance against Maternity Triage within 30 minutes continues to be an issue and at 85.5% for February, is the lowest level so far this financial year.

	Although still below the 55% target at 54.3%, the rate of women breastfeeding on discharge has improved and is at the second highest rate this financial year.

	Appraisal/PDR rate at 88% has dropped by 1% whilst Mandatory Training rate remains static at 93%.

Quality Schedule:  

The missing data item is Choose & Book and is unavailable  nationally whilst HSCIC continue with integration works.

eDischarge Summaries to be constructed electronically at 97.2% against a target of 98%
There has been an issue in Neonatal Care with regards producing electronic discharge summaries which has resulted in overall performance missing the 98% target.

In February neonatal care moved from the Badger system to BadgerNET and this change over has affected the timeliness of recording and retrieving data. 

It is expected that the Trust will achieve the target from March onwards.


Rate of babies with a cord pH less than 7 at 5.47 per 1000 against a target of 4.3 per 1000
The target is currently expressed as a /1000 eligible births rate. The figure for February is based on 3 babies out of an eligible 548. This has been extrapolated to give a /1000 rate of 5.47. There is an inherent problem with extrapolating the data in this manner because it assumes that if there had been 1000 births that month, the number with cord pH<7.0 would have increased proportionally. In reality that does not happen. 
 
If we use the target agreed by GACA i.e. the nationally recognised target for LWH of 0.9% (RCOG MIS pilot project), then the rate for February is 0.5% well below 3 standard deviations from the mean. 
All 3 cases were reviewed/ There were no system or personal failures were identified. Review has not established any themes. 
Cases with cord pH <7.0 form part of the intrapartum adverse event review process.
Themes from relevant pregnancies will allow us to target areas for action in order to reduce this metric. No obvious themes have been established so far. 

The expected correct target has already been achieved and we are performing well below it. The rate has remained consistently below 0.9% over the last 3 months. The rate over the last 3 months is 0.48% (8 out 1670 babies).










Corporate Metrics: 
There are 6 Finance KPIs rated Red the details of which will be reported via the Financial Report.

Cancer: 62 Day after consultant decision to upgrade at 66.7% against a target of 100% (1 patient out of 3)

The patient concerned was listed for surgery but was deemed unfit at pre-operative assessment and required further consultation and MDT discussion. Patient required cardiology review regarding valve replacement prior to surgery taking place. This complex pathway resulted in the patient breaching the target.

A review of the LWH preoperative service is taking place which is being led by the president of the College of Pre-operative Assessment in order to identify where efficiencies can be made in the pre-op service. However, we always have a risk of patient’s breaching the target due to complex pathways and the need for intervention from other specialities. Unfortunately, due to the small numbers we do not have a tolerance for this measure and as such, the risk of breaching the target remains.


Outpatients: Follow up cancelled by Hospital at 12.17% against a target of <= 11.5%
The main areas which have seen a decline in performance are Gynaecology, Hewitt and Infertility which fall outside of the target. This is mainly due to appointments being cancelled due to increased sickness, annual leave and study leave.

The risk will remain due to the absence of a partial booking system. Partial booking project is due to be reviewed by IT and operational team with a view to reduce the number of hospital cancellations.
There has also been the appointment of a permanent consultant to support the workload with a structured job plan.

Due to continued high levels of sickness among the medical staff the re remains a risk of having to cancel appointments into March. 


HR: Appraisal/PDR Rate at 88% against a target of  >= 90%
There were a number of significant reductions in the levels of PDR compliance at service/department level: for Integrated Governance rate fell from 98% to 82%, Integrated Admin fell from 89% to 75%, and Transport rate fell from 55% to 17%.
Nine areas were rated as green, six areas were rated as amber, and three were rated as red against the Trust target figure.
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. Managers are required to have plans in place to ensure that compliance targets are met and maintained, and these are regularly reviewed and updated.

It is anticipated that the 90% Trust target figure should be achieved again before the end of the financial year.









Quality Strategy: 

All Quality Strategy KPIs have been achieved for February 2016


CQUINS: Neonate NNAP Audit Data Completeness  at 76% against a target of  >= 90%
The Trust breached the Neonatal Care CQUIN WC3 - Reduce clinical variation and identifying service improvement requirements by ensuring data completeness in the 4 NNAP Audit Questions identified.  The Trust has achieved 100% on 3 out of the four elements but has achieved only 70% for the 4th element :

"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." 

These conversations are taking place however with the change over from Badger to BadgerNET systems in February, there has been a negative impact in getting these recorded on the system. 

It is expected that we will achieve the target again from March onwards.

Monitor: 

All Monitor KPI's have been achieved for February 2016

Performance against the Maternity Triage within 30 minutes KPI is the one area of concern as it is the only KPI where performance is declining whereas all other KPI's for which the Trust has failed to acheive the target  are improving and are only marginally below  the required threshold.

Excluding Finance KPI's, which are reported via the Financial Report, performance has improved since Christmas. Where the Trust is failing to meet the target for KPI's, it is marginal and with continued vigilance it is highly likely that the Trust will meet all KPI's at the end of the financial year. The only exception being the Maternity Triage within 30 minutes KPI which remains a concern as it is affected by several facors...



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...

Rate of women breast feeding at discharge at 54.3% against a target of 55%
Although still below the 55% target, the rate of women breast feeding upon discharge has risen to 54.3% in February 2016. 

Historical low breast feeding rates in the population and in the city. 55% has been rarely achieved in recent years and the change in culture regarding breastfeeding has been slow.

The Infant feeding team are working hard to increase the rates to meet this target and information is given to all women during the pregnancy and antenatal workshops and drop in sessions are provided by both the Infant Feeding Team and community Bambi Team. Preparation for reassessment of Stage 3 Baby Friendly award is giving staff more confidence with revision guides for staff and local audit feedback on supplementation. Assessment due April 2016. 

It is expected that we will achieve this target  within Quarter 1 of 2016/17



Rate of women seen within 30 minutes in Maternity Triage at 85.6% against a target of 95%
The number of women being Triaged within 30 minutes has fallen to it's lowest level so far this year at 85.6%. 

Midwifery short term sickness has converted into long term sickness within this month, which has been a contributory factor that has affected this performance target.  Increased complexity of women presenting at MAU requiring senior consultant medical review has also affected this target.  Activity has increased across the inpatient service, which effects maternity bed capacity as MAU becomes bed blocked, awaiting both senior review and for an inpatient bed.

During this reportable period, local maternity units have suspended their maternity service, which has directly affected MAU’s ability to provide face to face triage within 30 minutes as we have accepted women outside of the LWH maternity service for care.
 
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. Maternity operational plan has highlighted the need for additional bed capacity within inpatient services.  The DON is leading on work, in conjunction with NHS England, regionally around maternity closures and a regional escalation policy for suspension in maternity services.  Recruitment remains on going for both midwifery staff, and consultant medical staff within maternity services. 



Quality Schedule continued...


Corporate Metrics continued

HR: Mandatory Training Rate at 93% against a target of 95%
At service/department level, significant changes were the increases in mandatory training compliance for Imaging (94% up from 89%) and Pharmacy (91% up from 83%).
Eight areas are rated as green, and ten are rated as amber against the Trust target figure. No areas are 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, and these are reviewed and updated each month.

It anticipated that overall mandatory training target of 95% will be reached in quarter four.


HR: Turnover Rates at 11% against a target of <= 10% 
At service/department level, significant changes were increases for Trust Offices (46% up from 36%)  however there are only 13 staff within the team, and Pharmacy (25% up from 19%). Overall there were 11 leavers in month eleven, a decrease of 4 in month ten. There were 9 new starters in month eleven; an decrease of 8 from month ten.
Managers are provided with detailed information on turnover by the Human Resources Department so that they can monitor any concerns.
 
Information is being pulled together from the 2015 NHS Staff Survey, the PULSE survey results and exit interviews to help identify any trust wide or local issues that may need to be addressed. The potential impact on future generations will be monitored.
 
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 Before the end of the financial year.


HR: Sickness & Absence Rate not available until 14.03.2016 


Complaints responded to within agreed timeframe at 85% against a target of 100%

Summary to follow

Corporate Metrics continued


















































Corporate Metrics continued



Quality Schedule continued...



Corporate Metrics continued
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Red	Amber	Green	No Data	8	6	24	0	CQUINS



Red	Amber	Green	1	0	23	Performance for February 2016 continues to improve, from 83% in January 2016 to 85% of KPIs (105 of 125) achieving target. The Trust has achieved all Monitor KPI's. Financial performance remains a concern with 6 KPI's rated as red.  There are a total of 11 KPI's rated as red and 6 KPIs rated as Amber. The areas of concern in February are:-

	Performance against Maternity Triage within 30 minutes continues to be an issue and at 85.5% for February, is the lowest level so far this financial year.

	Although still below the 55% target at 54.3%, the rate of women breastfeeding on discharge has improved and is at the second highest rate this financial year.

	Appraisal/PDR rate at 88% has dropped by 1% whilst Mandatory Training rate remains static at 93%.

Quality Schedule:  

The missing data item is Choose & Book and is unavailable  nationally whilst HSCIC continue with integration works.

eDischarge Summaries to be constructed electronically at 97.2% against a target of 98%
There has been an issue in Neonatal Care with regards producing electronic discharge summaries which has resulted in overall performance missing the 98% target.

In February neonatal care moved from the Badger system to BadgerNET and this change over has affected the timeliness of recording and retrieving data. 

It is expected that the Trust will achieve the target from March onwards.


Rate of babies with a cord pH less than 7 at 5.47 per 1000 against a target of 4.3 per 1000
The target is currently expressed as a /1000 eligible births rate. The figure for February is based on 3 babies out of an eligible 548. This has been extrapolated to give a /1000 rate of 5.47. There is an inherent problem with extrapolating the data in this manner because it assumes that if there had been 1000 births that month, the number with cord pH<7.0 would have increased proportionally. In reality that does not happen. 
 
If we use the target agreed by GACA i.e. the nationally recognised target for LWH of 0.9% (RCOG MIS pilot project), then the rate for February is 0.5% well below 3 standard deviations from the mean. 
All 3 cases were reviewed/ There were no system or personal failures were identified. Review has not established any themes. 
Cases with cord pH <7.0 form part of the intrapartum adverse event review process.
Themes from relevant pregnancies will allow us to target areas for action in order to reduce this metric. No obvious themes have been established so far. 

The expected correct target has already been achieved and we are performing well below it. The rate has remained consistently below 0.9% over the last 3 months. The rate over the last 3 months is 0.48% (8 out 1670 babies).










Corporate Metrics: 
There are 6 Finance KPIs rated Red the details of which will be reported via the Financial Report.

Cancer: 62 Day after consultant decision to upgrade at 66.7% against a target of 100% (1 patient out of 3)

The patient concerned was listed for surgery but was deemed unfit at pre-operative assessment and required further consultation and MDT discussion. Patient required cardiology review regarding valve replacement prior to surgery taking place. This complex pathway resulted in the patient breaching the target.

A review of the LWH preoperative service is taking place which is being led by the president of the College of Pre-operative Assessment in order to identify where efficiencies can be made in the pre-op service. However, we always have a risk of patient’s breaching the target due to complex pathways and the need for intervention from other specialities. Unfortunately, due to the small numbers we do not have a tolerance for this measure and as such, the risk of breaching the target remains.


Outpatients: Follow up cancelled by Hospital at 12.17% against a target of <= 11.5%
The main areas which have seen a decline in performance are Gynaecology, Hewitt and Infertility which fall outside of the target. This is mainly due to appointments being cancelled due to increased sickness, annual leave and study leave.

The risk will remain due to the absence of a partial booking system. Partial booking project is due to be reviewed by IT and operational team with a view to reduce the number of hospital cancellations.
There has also been the appointment of a permanent consultant to support the workload with a structured job plan.

Due to continued high levels of sickness among the medical staff the re remains a risk of having to cancel appointments into March. 


HR: Appraisal/PDR Rate at 88% against a target of  >= 90%
There were a number of significant reductions in the levels of PDR compliance at service/department level: for Integrated Governance rate fell from 98% to 82%, Integrated Admin fell from 89% to 75%, and Transport rate fell from 55% to 17%.
Nine areas were rated as green, six areas were rated as amber, and three were rated as red against the Trust target figure.
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. Managers are required to have plans in place to ensure that compliance targets are met and maintained, and these are regularly reviewed and updated.

It is anticipated that the 90% Trust target figure should be achieved again before the end of the financial year.









Quality Strategy: 

All Quality Strategy KPIs have been achieved for February 2016


CQUINS: Neonate NNAP Audit Data Completeness  at 76% against a target of  >= 90%
The Trust breached the Neonatal Care CQUIN WC3 - Reduce clinical variation and identifying service improvement requirements by ensuring data completeness in the 4 NNAP Audit Questions identified.  The Trust has achieved 100% on 3 out of the four elements but has achieved only 70% for the 4th element :

"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." 

These conversations are taking place however with the change over from Badger to BadgerNET systems in February, there has been a negative impact in getting these recorded on the system. 

It is expected that we will achieve the target again from March onwards.

Monitor: 

All Monitor KPI's have been achieved for February 2016

Performance against the Maternity Triage within 30 minutes KPI is the one area of concern as it is the only KPI where performance is declining whereas all other KPI's for which the Trust has failed to acheive the target are improving and are only marginally below the required threshold.

Excluding Finance KPI's, which are reported via the Financial Report, performance has improved since Christmas. Where the Trust is failing to meet the target for KPI's, it is marginal and with continued vigilance it is highly likely that the Trust will meet all KPI's at the end of the financial year. The only exception being the Maternity Triage within 30 minutes KPI which remains a concern as it is affected by several facors...



It is recommended that the Finance Performance & Buusiness Development 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...

Rate of women breast feeding at discharge at 54.3% against a target of 55%
Although still below the 55% target, the rate of women breast feeding upon discharge has risen to 54.3% in February 2016. 

Historical low breast feeding rates in the population and in the city. 55% has been rarely achieved in recent years and the change in culture regarding breastfeeding has been slow.

The Infant feeding team are working hard to increase the rates to meet this target and information is given to all women during the pregnancy and antenatal workshops and drop in sessions are provided by both the Infant Feeding Team and community Bambi Team. Preparation for reassessment of Stage 3 Baby Friendly award is giving staff more confidence with revision guides for staff and local audit feedback on supplementation. Assessment due April 2016. 

It is expected that we will achieve this target  within Quarter 1 of 2016/17



Rate of women seen within 30 minutes in Maternity Triage at 85.6% against a target of 95%
The number of women being Triaged within 30 minutes has fallen to it's lowest level so far this year at 85.6%. 

Midwifery short term sickness has converted into long term sickness within this month, which has been a contributory factor that has affected this performance target.  Increased complexity of women presenting at MAU requiring senior consultant medical review has also affected this target.  Activity has increased across the inpatient service, which effects maternity bed capacity as MAU becomes bed blocked, awaiting both senior review and for an inpatient bed.

During this reportable period, local maternity units have suspended their maternity service, which has directly affected MAU’s ability to provide face to face triage within 30 minutes as we have accepted women outside of the LWH maternity service for care.
 
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. Maternity operational plan has highlighted the need for additional bed capacity within inpatient services.  The DON is leading on work, in conjunction with NHS England, regionally around maternity closures and a regional escalation policy for suspension in maternity services.  Recruitment remains on going for both midwifery staff, and consultant medical staff within maternity services. 



Quality Schedule continued...


Corporate Metrics continued

HR: Mandatory Training Rate at 93% against a target of 95%
At service/department level, significant changes were the increases in mandatory training compliance for Imaging (94% up from 89%) and Pharmacy (91% up from 83%).
Eight areas are rated as green, and ten are rated as amber against the Trust target figure. No areas are 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, and these are reviewed and updated each month.

It anticipated that overall mandatory training target of 95% will be reached in quarter four.


HR: Turnover Rates at 11% against a target of <= 10% 
At service/department level, significant changes were increases for Trust Offices (46% up from 36%)  however there are only 13 staff within the team, and Pharmacy (25% up from 19%). Overall there were 11 leavers in month eleven, a decrease of 4 in month ten. There were 9 new starters in month eleven; an decrease of 8 from month ten.
Managers are provided with detailed information on turnover by the Human Resources Department so that they can monitor any concerns.
 
Information is being pulled together from the 2015 NHS Staff Survey, the PULSE survey results and exit interviews to help identify any trust wide or local issues that may need to be addressed. The potential impact on future generations will be monitored.
 
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 Before the end of the financial year.


HR: Sickness & Absence Rate not available until 14.03.2016 




Complaints responded to within agreed timeframe at 85% against a target of 100%

Summary to follow


Corporate Metrics continued


















































Corporate Metrics continued



Quality Schedule continued...



Corporate Metrics 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%		97.72%		98.47%		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%		95.18%		95.61%		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%		95.68%		95.71%

										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%		99.18%		97.94%		

										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%		81.82%		89.47%		

										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%		46.15%		68.00%

										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%		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%		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%		100%		100%		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%		95.78%		95.92%

										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		0		1		0		0		0		0		1		0		0		0		0		0		0		0		0		0

								Amber		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0

								Green		8		7		8		8		8		8		7		8		8		8		8		8		8		8		0		0

								No Data		0		0		0		0		0		0		0		1		0		0		0		0		0		0		0		24



				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		0		0		0		0		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		0		0		0		0

								Green		1		1		1		1		1		1		1		1		1		1		1		1		1		1		0		0

								No Data		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		2



				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		0		1		0		0		0		0		1		0		0		0		0		0		0		0		0		0

								Amber		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0

								Green		9		8		9		9		9		9		8		9		9		9		9		9		9		9		0		0

								No Data		0		0		0		0		0		0		0		1		0		0		0		0		0		0		0		26





				*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%		4.60%		5.07%		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		0.58		0.66		0.22		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		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		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		4		4		4		4		4		4		4		4		4		4		4		0

								No Data		0		0		0		0		0		0		0		0		0		0		0		0



				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		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		2.80		4.20		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		2.77		7.37		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%		49.81%		0.00%

				36 week Antenatal risk assessment (audit)		LWH_10		TBC		Audit		Audit		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%		95.04%		95.55%		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%		91.18%		90.20%		

				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%		90.24%		95.12%		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		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		0		0		1		0		0		3		1		0		2		1		0		0

								Amber		0		0		0		0		0		0		0		0		0		0		0		0

								Green		8		8		8		8		8		6		7		8		7		7		8		0

								No Data		0		0		0		0		0		0		0		0		0		0		0		0



				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		2		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%		99.56%		96.88%		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		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		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		2		2		0

								No Data		0		0		0		0		0		0		0		0		0		0		0		0



				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		0		0		1		0		0		3		1		0		2		1		0		0

								Amber		0		0		0		0		0		0		0		0		0		0		0		0

								Green		14		14		14		14		14		12		13		14		13		13		14		0

								No Data		0		0		0		0		0		0		0		0		0		0		0		0





				**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%		4.08%		4.24%		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		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		1		1		0

								No Data		0		0		0		0		0		0		0		0		0		0		0		0



				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%		6.90%		7.43%		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%		10.23%		9.89%		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%		99.32%		97.18%		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%		99.32%		97.18%		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%		98.75%		99.41%		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%		100%		100%		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%		100%		100%		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		0		0		1		2		2		1		0		3		2		1		1		0

								Amber		0		0		0		0		0		0		0		0		0		0		0		0

								Green		5		6		5		4		5		6		7		4		5		6		6		0

								No Data		0		0		0		0		0		0		0		0		0		0		0		0



				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%		96.99%		98.01%		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.		None		None		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%		98.72%		99.54%		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%		100%		100%		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%		97.87%		98.61%		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%		78.57%		100%		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%		87.50%		92.86%		100%		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		0		135		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		2.80		4.20		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		4		0		1		0		0		0		3		1		2		2		0		0

								Amber		0		0		0		0		0		0		0		0		0		0		0		0

								Green		4		9		8		9		9		9		6		8		7		7		9		0

								No Data		0		0		0		0		0		0		0		0		0		0		0		0



				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%		95.04%		95.55%		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%		5.07%		7.82%		4.88%		ERROR:#DIV/0!



				Maternity: Flu vaccinations are offered to all pregnant women at booking (Oct to Jan 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%		97.42%		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%		95.70%		94.92%		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)
		96.23%		85.25%		95.77%		81.97%		98.46%		94.52%		90.48%		91.03%		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		30.43		11.80		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		1.73		5.47		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%		91.18%		90.20%		



				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%		95.05%		93.85%		ERROR:#DIV/0!



				Maternity: Peer Support - Pregnant women informed of service		KPI_17a		>= 90%		100%		100%		100%		100%		100%		100%		100%		100%		100%		100%		100%		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%		50.07%		54.30%		



				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%		95.15%		94.89%		96.97%		ERROR:#DIV/0!



				Maternity: Women whom have seen a midwife by 12 weeks (+6 days)		KPI_16		>= 90%

Ed Williams: Ed Williams:
Targte was entered as 95% but should have been 90% as per QS 2015/16		

Administrator: Validated Position: 22/05/2015
				

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.		

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
		90.14%		87.75%		87.64%		91.24%		91.74%		95.26%		96.52%		95.47%		95.81%		90.24%		91.82%		



				Smoking - Offer of referral to Smoking Cessation Services		KPI_02b		>= 70%		100%		100%		100%		100%		100%		100%		100%		100%		100%		100%		100%		ERROR:#DIV/0!



				Smoking - Status for all patients		KPI_02a		>= 95%		100%		100%		100%		100%		100%		100%		100%		100%		100%		100%		100%		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		3		6		4		2		2		3		4		2		3		3		2		0

								Amber		0		0		0		0		0		0		0		0		0		0		0		0

								Green		8		5		7		9		9		8		8		10		9		9		9		0

								No Data		0		0		0		0		0		0		0		0		0		0		0		0



				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		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%		98.23%		95.45%		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%		100%		100%		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%		1.72%		0.91%		



				A&E: Ambulance Handover Times 15 Minutes		KPI_13h		100%		100%		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%		1.87%		3.74%		0.00%



				A&E: Self Harm 		KPI_13f		Monitoring Only		None		None		None		None		None		None		None		None		1		None		None		0.00%



				A&E: Time to Initial Assessment (95th Percentile)		KPI_13c		<= 15		13		11		10		13		14		12		12		12		15		10		12		0



				A&E: Time to Treatment (Median)		KPI_13e		Monitoring Only		80		68		69		68		67		56		76		75		76		72		90		0



				A&E: Total Time Spent in A&E 95th percentile		KPI_13d		<= 240		215		217		215		207		204		210		216		220		229		223		228		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%		3.20%		6.63%		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		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%		98.82%		99.00%		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%		98.85%		99.38%		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%		93.79%		85.56%		



				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		2		4		1		2		3		3		2		1		1		1		1		0

								Amber		0		0		0		0		0		0		0		0		0		0		0		0

								Green		9		8		10		9		8		8		9		10		10		10		10		0

								No Data		0		0		0		1		1		1		1		1		1		1		1		0



				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		9		10		7		6		7		7		9		7		8		7		4		0

								Amber		0		0		0		0		0		0		0		0		0		0		0		0

								Green		27		29		31		32		32		32		31		33		32		33		35		0

								No Data		0		0		0		1		1		1		1		1		1		1		1		0





				**** 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		Compliant		Compliant		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		0		0		0				0		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		0		0		0				0

										Green		0		0		0				0		1		1		1				1		1		1		1				1		1		1		0				0

										Total		0		0		0				0		1		1		1				1		1		1		1				1		1		1		0				0



				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		Compliant		Compliant		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		Compliant		Compliant		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		Compliant		Compliant		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		0		0		0				0		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		0		0		0				0

										Green		3		3		3				3		3		3		3				3		3		3		3				3		3		3		0				0

										Total		3		3		3				3		3		3		3				3		3		3		3				3		3		3		0				0



				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		Compliant		Compliant		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		Compliant		Compliant		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		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%		100%		100%		ERROR:#DIV/0!		>= 90%		ERROR:#DIV/0!

						Numerator						0		5		2				7		1		5		6				12		3		2		3				8		1		4		0				0

						Denominator						0		5		2				7		1		5		6				12		3		2		3				8		1		4		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		None		None				>= 90%

						Numerator						0		0		1				1		1		0		0				1		0		0		0				0		0		0

						Denominator						0		0		1				1		1		0		0				1		0		0		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		None		None				>= 90%

						Numerator						0		0		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		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%		TBC		TBC

						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		None		None

						Numerator						0		0		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		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%		86.8%		92.0%		ERROR:#DIV/0!		90.0%		ERROR:#DIV/0!

				3.0a		Numerator						64		84		72				220		38		63		47				148		64		62		49				175		33		46

				3.0b		Denominator						72		90		88				250		79		72		59				210		74		71		54				199		38		50

				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		Compliant		Compliant		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		Compliant		Compliant		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		Compliant		Compliant		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		Compliant		Compliant		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		Compliant		Compliant		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		Compliant		Compliant		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		Compliant		Compliant		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		Compliant		Compliant		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		0		0		0				0		1		0		0				0		0		0		0				0		0		0		0				0

										Amber		0		0		0				0		0		0		0				0		0		0		0				0		0		0		0				0

										Green		12		12		12				12		14		15		15				15		16		16		16				16		17		17		0				0

										Total		12		12		12				12		15		15		15				15		16		16		16				16		17		17		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		0		0		0				0		1		0		0				0		0		0		0				0		0		0		0				0

										Amber		0		0		0				0		0		0		0				0		0		0		0				0		0		0		0				0

										Green		15		15		15				15		18		19		19				19		20		20		20				20		21		21		0				0

										Total		15		15		15				15		19		19		19				19		20		20		20				20		21		21		0				0







				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%		100.00%		100.00%		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.
		100.00%

				SC1a		Numerator						3		2		1				6		1		3		2				6		1		0		1				2		2		1		0				3

				SC1b		Denominator						3		4		1				8		4		5		4				13		2		1		1				4		2		1		0				3

				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%		100.00%		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
		95.26%

				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%		93.14%		75.95%		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		95		60		0				155

				SC2b		Denominator: Total eligble for count						115		117		82				314		101		115		125				341		119		112		109				340		102		79		0				181

				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%		100.00%		100.00%		ERROR:#DIV/0!		>= 90%		100.00%

				SC3a		Numerator: Total where data is compliant						12		13		12				37		12		11		14				37		7		8		7				22		12		15		0				27

				SC3b		Denominator: Total eligble for count						12		13		12				37		12		11		14				37		7		8		7				22		12		15		0				27

				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%		100.00%		ERROR:#DIV/0!		ERROR:#DIV/0!		>= 90%		100.00%

				SC1a		Numerator: Total where data is compliant						13		10		9				32		15		17		15				47		15		14		15				44		7		0		0				7

				SC1b		Denominator: Total eligble for count						13		10		9				32		15		17		15				47		15		14		15				44		7		0		0				7

				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%		100.00%		ERROR:#DIV/0!		ERROR:#DIV/0!		>= 90%		100.00%

				SC3a		Numerator: Total where data is compliant						11		10		6				27		11		13		15				39		14		13		11				38		10		0		0				10

				SC3b		Denominator: Total eligble for count						11		10		6				27		11		13		15				39		14		13		11				38		10		0		0				10

				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%		90.41%		70.31%		ERROR:#DIV/0!		>= 90%		81.02%

				SC1a		Numerator: Total where data is compliant						41		44		34				119		32		47		41				120		46		56		65				167		66		45		0				111

				SC1b		Denominator: Total eligble for count						79		84		55				218		63		74		81				218		83		77		76				236		73		64		0				137

				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%		100%		ERROR:#DIV/0!		ERROR:#DIV/0!		>= 90%		100.00%

				SC1a		Numerator						ND		ND		18				18		36		35		36				107		33		41		27				101		40		0		0				40

				SC1b		Denominator						ND		ND		18				18		36		35		36				107		33		41		27				101		40		0		0				40



										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		1		1		1				1		1		1		1				1		1		2		1				1		0		1		0				0

										Amber		0		0		0				0		0		0		0				0		0		0		0				0		0		0		0				0

										Green		1		1		2				2		2		2		2				2		2		1		2				2		3		2		0				0

										Total		2		2		3				3		3		3		3				3		3		3		3				3		3		3		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		1		1		1				1		2		1		1				1		1		2		1				1		0		1		0				0

										Amber		0		0		0				0		0		0		0				0		0		0		0				0		0		0		0				0

										Green		16		16		17				17		20		21		21				21		22		21		22				22		24		23		0				0

										Total		17		17		18				18		22		22		22				22		23		23		23				23		24		24		0				0









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%		4.08%		4.24%		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%		89.00%		88.00%		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%		93.00%		93.00%		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%		12.00%		11.00%		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		0		1		0		0		0		0		0		0		0		0		0		0

								Amber		3		3		3		3		2		3		3		4		3		4		4		0

								Green		2		1		2		2		3		2		2		1		2		1		1		0

								No Data		0		0		0		0		0		0		0		0		0		0		0		0



				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		£6,446,000		£6,912,000		£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		£2,388,487		£3,272,901		£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		£375,370		£255,701		£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		-£7,167,934		-£6,783,600		£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		-£166,004		-£212,955		£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		-£270,246		-£296,656		£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		-£141,798		-£66,412		£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		-£1,400,050		-£1,391,771		£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		£347,000		£605,000		£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		£315,105		£137,050		£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		£42,000		£45,000		£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		£90,966		£143,288		£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		£13,277		£19,238		£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		£146,243		£207,526		£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		£18,000		£17,000		£0

				Finance: Actual Nursing Agency Spend as a % of Total Nursing Workforce Spending 				<= Planned										3.7%		3.4%		3.3%		1.9%		0.8%		0.8%		0.7%		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		6		6		5		6		9		7		7		6		5		6		6		0

								Amber		0		0		0		0		0		0		0		0		0		0		0		0

								Green		4		4		5		4		3		5		5		6		7		6		6		0

								No Data		0		0		0		0		0		0		0		0		0		0		0		0



				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%		91.77%		90.44%		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%		75.00%		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		23		24		



				Number of New SI		XC_12		Monitoring Only		2		3		0		2		2		2		2		1		1		4		4		



				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%		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

Ed Williams: Ed Williams:
Awaiting Confirmation		0		

										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		1		0		3		1		1		1		1		1		1		0		0		0

								Amber		0		0		0		0		0		0		0		0		0		0		0		0

								Green		1		3		5		2		2		3		3		3		4		4		3		0

								No Data		0		0		0		0		0		4		0		0		4		0		0		0



				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		9		9

										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%		0.11%		0.11%		

										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%		5.71%		3.60%		

										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%		99.88%		99.76%		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%		100%		100%		100%		100%		100%		None		100%		100%		100%		None		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.																								

Ed Williams: Ed Williams:
Awaiting Confirmation		99.51%		99.59%		99.89%		99.55%		99.46%		99.26%		99.76%		99.88%		100.00%		99.89%		100.00%		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%		53.10%		56.09%		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%		97.01%		97.42%		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		0		0		1		0		0		0		0		0		0		0		0		0

								Amber		1		1		0		0		1		1		0		0		0		1		0		0

								Green		7		7		8		8		7		8		8		8		9		7		8		0

								No Data		0		0		0		0		0		0		0		0		0		0		0		0



				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%		100%		85%		



				Complaints: Number received each month		Corp_16		<= 15       TBA		15		12		10		11		13		12		8		13		13		6		16		0



				Complaints: Number of Action Plans received each month		Corp_17		100%		100%		100%		100%		100%		100%		100%		88%		100%		100%		100%		100%		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%		8.22%		7.86%		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%		12.24%		12.17%		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%		2.66%		1.67%		



				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%		3.04%		6.13%		



				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%		75.17%		77.89%		



				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%		100%		66.67%

Ed Williams: Ed Williams:
2 out of 3 patients



				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		0		1		0		0		0		0		2		0		0		0		2		0

								Amber		2		0		2		0		1		3		1		0		1		1		2		0

								Green		8		9		8		10		9		7		7		10		9		9		6		0

								No Data		0		0		0		0		0		0		0		0		0		0		0		0



				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		7		8		9		7		10		8		10		7		6		6		8		0

								Amber		6		4		5		3		4		7		4		4		4		6		6		0

								Green		22		24		28		26		24		25		25		28		31		27		24		0

								No Data		0		0		0		0		0		4		0		0		4		0		0		0





				* 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		2		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		0		0		0		0		0		0		0		0		0		0		0

								No Data		3		0		0		0		0		0		0		0		0		0		0		0



				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		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		5		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



				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		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		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



				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		2		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		8		0		0		0		0		0		0		0		0		0		0		0

								No Data		3		0		0		0		0		0		0		0		0		0		0		0









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		1		0		1		0		0		0		0		0		0		0		0		0

								Amber		0		0		0		0		0		0		0		0		0		0		0		0

								Green		13		14		13		0		0		0		0		0		0		0		0		0

								No Data		0		0		0		0		0		0		0		0		0		0		0		0



				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		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		7		7		7		0		0		0		0		0		0		0		0		0

								No Data		0		0		0		0		0		0		0		0		0		0		0		0



				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		1		0		2		0		0		0		0		0		0		0		0		0

								Amber		0		0		0		0		0		0		0		0		0		0		0		0

								Green		2		3		4		0		0		0		0		0		0		0		0		0

								No Data		0		0		0		0		0		0		0		0		0		0		0		0



				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		2		0		3		0		0		0		0		0		0		0		0		0

								Amber		0		0		0		0		0		0		0		0		0		0		0		0

								Green		22		24		24		0		0		0		0		0		0		0		0		0

								No Data		0		0		0		0		0		0		0		0		0		0		0		0
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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		4		4		5		0		0		0		0		0		0		0		0		0

								Amber		0		0		0		0		0		0		0		0		0		0		0		0

								Green		15		15		15		0		0		0		0		0		0		0		0		0

								No Data		0		0		0		0		0		0		0		0		0		0		0		0



				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		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



				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%
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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
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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		0		0		1		0		0		0		0		0		0		0		0		0

								Amber		0		2		0		0		0		0		0		0		0		0		0		0

								Green		5		6		8		0		0		0		0		0		0		0		0		0

								No Data		0		0		0		0		0		0		0		0		0		0		0		0





				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		4		4		5		0		0		0		0		0		0		0		0		0

								Amber		0		2		0		0		0		0		0		0		0		0		0		0

								Green		20		21		23		0		0		0		0		0		0		0		0		0

								No Data		0		0		0		0		0		0		0		0		0		0		0		0
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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		2		4		1		0		0		0		0		0		0		0		0		0

								Amber		2		1		3		0		0		0		0		0		0		0		0		0

								Green		30		29		29		0		0		0		0		0		0		0		0		0

								No Data		0		0		0		0		0		0		0		0		0		0		0		0
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				Agenda Item No:



				Meeting:		Governance and Clinical Assurance Board



				Date:		March 2016



				Title:		Performance Dashboard - 				Month 11 - February 2016



				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				Escalation				Assurance



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

						1. Deliver safe services

						2. Deliver the most effective outcomes

						3. Deliver the best possible experience for patients and staff







				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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Gynaecology



Red	Amber	Green	No Data	13	2	69	1	Efficient



Red 	Amber 	Green	No Data	39	0	34	0	Safe



Red 	Amber 	Green	No Data	3	0	43	0	Effective



Red 	Amber 	Green	No Data	2	0	56	0	Experience



Red 	Amber 	Green	No Data	9	2	58	3	Maternity



Red	Amber	Green	No Data	10	3	52	0	Neonatal

 Care



Red	Amber	Green	No Data	15	0	21	2	Clinical

Genetics



Red	Amber	Green	No Data	6	0	20	0	Hewitt

 Centre





Red	Amber	Green	No Data	7	2	21	0	Surgical

 Services



Red	Amber	Green	No Data	6	2	11	0	Imaging





Red	Amber	Green	No Data	2	1	15	0	Pharmacy





Red	Amber	Green	No Data	2	1	13	0	Workforce



Red 	Amber 	Green	No Data	8	9	31	0	

GACAInfectionControl



				LWH Infection Control		2015/16				Infection Control										Month 11 - February 2016

				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

				Clostridium (C.) Difficile - meeting the C. Difficile objective

				Monthly Actual number of C. Diff				0		0		0		0		0		0		0		0		0		0		0		0

				Meticillin-Resistant Staphylococcus Aureus (MRSA) Data > 2 Days				0

				Monthly Actual Number of MRSA 				0		0		0		0		0		0		0		1		0		0		0		0

				MRSA Screening: 100% Compliant with Policy - Yes or No				Yes																Yes		Yes		Yes		Yes

				Carbapenemase Producing Enterobacteriaceae (CPE) Data

				Percentage of eligible patients Screened				Monitoring Only		89%		73%		92%		92%		87%		75%		83%		92%		94%		86%		76%

				Number identified as positive for CPE on admission 				Monitoring Only		0		0		0		0		0		0		0		0		0		0		0

				Methicillin-Sensitive Staphylococcus Aureus (MSSA) 

				Monthly Actual: Adult				Monitoring Only		0		0		0		0		0		0		0		1		0		0		0

				Monthly Actual: Neonatal Care				Monitoring Only		0		0		1		0		0		0		0		0		0		0		1

				Monthly Actual: Total				Monitoring Only		0		0		1		0		0		0		0		1		0		0		1		0

				Escherichia (E.) coli Bacteraemia

				Monthly Actual: Adult				Monitoring Only		0		1		2		0		2		2		0		0		1		0		1

				Monthly Actual: Neonatal Care				Monitoring Only		2		0		0		1		0		1		1		0		1		1		0

				Monthly Actual: Total				Monitoring Only		2		1		2		1		2		3		1		0		2		1		1		0

				Hand Hygine

				Compliance Rate				100%		98%		99%		84%		98%		98%		97%		95%		100%		98%		99%		100%

				Outbreaks - Causative Organism

				Ward or Unit 				Monitoring Only		None		None		None		NICU		NICU		NICU		NICU		NICU		None		None		None

				Causative Organism				Monitoring Only		None		None		None		None		None		None		MRSA		MRSA		None		None		None

				Number of Bed Days Lost				Monitoring Only		N/A		N/A		N/A		N/A		N/A		N/A		29		6		N/A		N/A		N/A

				Wound Infection				< 5%

				Gynaecology				Monitoring Only		QTRLY 		ONLY				QTRLY 		ONLY				QTRLY 		ONLY				QTRLY 		ONLY

				Maternity				Monitoring Only		QTRLY 		ONLY				QTRLY 		ONLY				QTRLY 		ONLY				QTRLY 		ONLY

				Neontal Care				Monitoring Only		QTRLY 		ONLY				QTRLY 		ONLY				QTRLY 		ONLY				QTRLY 		ONLY

				Hidden Rows for RAG Calculator 'Monitor- Experince'

								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		1		0		0		0		0		0

								Amber		1		1		0		1		1		1		1		0		1		1		0		0

								Green		2		2		2		2		2		2		1		4		3		3		4		0

								No Data		1		1		1		1		1		1		1		0		0		0		0		0

								Not Rated		11		11		11		11		11		11		11		11		11		11		11		11
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GACABoardSummary



								Performance Summary - GACA Board -																										Month 11 - February 2016

						Overview 

































						Please Note: The full Divisional Performance Dashboards can be viewed by selecting the  relevant PDF image in the Dvisional Reports tab.





























































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































						Emerging Concerns

						Conclusion

						Recommendations
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Gynaecology



Red	Amber	Green	No Data	13	2	69	1	Maternity



Red	Amber	Green	No Data	10	3	52	0	Neonatal

 Care



Red	Amber	Green	No Data	15	0	21	2	Clinical

Genetics









Red	Amber	Green	No Data	6	0	20	0	Hewitt

 Centre



Red	Amber	Green	No Data	7	2	21	0	Surgical

 Services



Red	Amber	Green	No Data	6	2	11	0	Imaging



Red	Amber	Green	No Data	2	1	15	0	Pharmacy



Red	Amber	Green	No Data	2	1	13	0	Infection Control











Red	Amber	Green	No Data	Not Rated	0	0	4	0	11	Overall performance has increased in February 2016 with 85% (105 from 127) KPI's having achieved Target. The Trust has achieved all Monitor  and Quality Strategy KPIs. The Trust failed to achieve the target for one CQUIN, the Neonatal Care NNAP data completedness, due to  problems that occurred during switch over from Badger to BadgerNET. Finance continues to be the main area of concern with 5 KPIs rated as red. Other areas of concern  are:

	The Trust continues to struggle wth achieving the target for women being triaged within 30 minutes of arrival at Maternity Triage with 

	Although still below the 55% target at 54.3%, the rate of women breastfeeding on discharge has improved and is at the second highest rate this financial year.

	Appraisal/PDR rate at 88% has dropped by 1% whilst Mandatory Training rate remains static at 93%.


Neonatal Care  - 

CQUINS: NNAP Data completeness
The change over from Badger to BadgerNET has  impacted on the ability to attain this target. due to unavailablitilty of systems and athe resulting delay in recording  information. All issues have been ironed out and it isexpected that we will achieve the target again in March 2016.


Outpatients: New DNA Rates at 23% against a target of <= 8%
The intoroduction of reminder letters had an impact in January but  has not had the same impact in February in reducing the number of DNAs. THe sercvice are now looking at contacting the parents of babies due to attend for an appointment to try and ascertain whether or not they plan to attend. There is is a belief that parents do not think they need to attend if another appointment has been made with aspecialist elsewhere. The serviice are looking into this to see if this is the case, and if so what can be done to remidy it.


Outpatients: Follow up DNA Rates at 18.4% against a target of <= 10%
As Above




Outpatients: New Cancelled by Hospital at 45% against a target of < = 11.5%
Increased rates of sickness and annual leave has resulted in clinic sessions having to be cancelled. 





eDischarge Summaries constructed at 60% against a target of >=98%
The change over from Badger to BadgerNET has  impacted on the ability to attain this target. due to unavailablitilty of systems and athe resulting delay in recording  information. All issues have been ironed out and it isexpected that we will achieve the target again in March 2016.


eDischarge Summaries to GP within 24 Hrs at a rate of 60% against a target of >= 95%
As above




eDischarge Summaries to Patient within 24 Hrs at a rate of 60% against a target of >= 95%
As above




Gynaecology Continued...

HR: Sickness and Absence Rate at 5.2% against a target of <=5% (<= 3.5% Internal)
Although still above the target rate, sickness levels have begun to fall in Gynaecology. Sickness is being managed via the relavant policies. 




HR: Appraisal Rates at 80% against a target of >= 90%
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. Managers are required to have plans in place to ensure that compliance targets are met and maintained, and these are regularly reviewed and updated



HR: Mandatory Training at 91% against a target of >= 95%
As above

Gynaecology - 

Cancer: 62 Day after consultant decision to upgrade at 66.7% against a target of 100% (1 patient out of 3)

The patient concerned was listed for surgery but upon preoperative assessment was found to be unfit, requiring further assessment and MDT.  Pre-operative assessments are currently being reviewed with a view to identifiing pathway efficiencies however due to the small numbers concerned, a single complex patient is a potential risk to breaching this target.

Complaints Response Times at 75% against a atraget of 100%
The failure was due to staff absences preventing the individuals responsible for investigating the complaint from providing the response within the agreed timeframe. Extensions were granted with the patient’s agreement however on two occasions the responses were still not ready in time. staff have now returned to work and we should be compliant from now on.

Outpatients: New DNA Rates at 8.2% against a target of <= 8%
DNA rates for Gynaecology continue to fall and a result of ongoing work to reduce the number of DNA's. It is expected that we will achieve the target in March 2016.




Outpatients: Follow up DNA Rates  at 11.9% against a target of <= 10%
As above






Outpatients: Follow up cancelled by Hospital at 15.8% against a target of <= 11.5%
Increased rates of sickness and annual leave has resulted in clinic sessions having to be cancelled. Continued high levels of sickness among medical staff means that the risk of having to cancel appointments remains in March.



Performance against the Maternity Triage within 30 minutes KPI is the one area of concern as it is the only KPI where performance is declining whereas all other KPI's for which the Trust has failed to acheive the target  are improving and are only marginally below  the required threshold.


Excluding Finance KPI's, which are reported via the Financial Report, performance has improved since Christmas. Where the Trust is failing to meet the target for KPI's, it is marginal and with continued vigilance it is highly likely that the Trust will meet all KPI's at the end of the financial year. The only exception being the Maternity Triage within 30 minutes KPI which remains a concern as it is affected by several facors.

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 

Rate of women breast feeding at discharge at 54.3% against a target of 55%
Although still below the 55% target, the rate of women breast feeding upon discharge has risen to 54.3% in February 2016. Preparation for reassessment of Stage 3 Baby Friendly award is giving staff more confidence with revision guides for staff and local audit feedback on supplementation. Assessment due April 2016. It is expected that we will achieve this target  within Quarter 1 of 2016/17.


Rate of women seen within 30 minutes in Maternity Triage at 85.6% against a target of 95%
A number of factors, including sickness rates among midwifery staff, an increase in complexity/acuity of the women presenting, and bed blocking has had a negative impact upon achieving this target.

Sickness is being managed appropriately. The patient flow is being reviewed. The maternity operational plan has highlighted the need for increased bed capacity.  The review is ongoing.


Rate of babies with a cord pH less than 7 at 5.47 per 1000 against a target of 4.3 per 1000
All cases of babies with a low cord pH form part of the intrapartum adverse event review process. GACA has already approved mobving to a new target rate and this will come into force in April 2016. The expected correct target has already been achieved and we are performing well below it. The rate has remained consistently below 0.9% over the last 3 months. The rate over the last 3 months is 0.48% (8 out 1670 babies).



Safer Staffing Rates - Maternity at 84.5% against a target of >=85%  (>=95% Internal)
The Maternity Unit has agreed minimum staffing levels in all areas. Managers record leavers on a vacancy tracker and unit regularly recruits. Staffing levels and occupancy of all areas are recorded 4hry . 1:1 care in established labour is  recorded every 2 hours in the Intrapartum areas . Performance is also monitored in the Maternity Assessment Unit with an indicator for face to face triage . There is close monitoring of staffing levels in the post natal wards and staff are flexible to support this service. Standards and quality have been maintained with complaints about care reduced in month.  


Outpatients: Follow up DNA Rates at 11.2% against atarget of <= 10%





Clinical Genetics - 

Outpatients: New Cancelled by Hospital  at 15.6% against a target of <= 8.5%
Increased rates of sickness and annual leave has resulted in clinic sessions having to be cancelled. 





Outpatients: Follow up Cancelled by Hospital at 15.8% against a target of <= 11.5%
Increased rates of sickness and annual leave has resulted in clinic sessions having to be cancelled. 






HR: Turnover Rate at 12% against a target of <= 10%





Maternity continued...

Complaints Response Times at 86% against a target of 100%
The failure was due to staff absences preventing the individuals responsible for investigating the complaint from providing the response within the agreed timeframe. Extensions were granted with the patient’s agreement however on two occasions the responses were still not ready in time. staff have now returned to work and we should be compliant from now on.



HR: Appraisal Rates at 86% against a target of >= 90%
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. Managers are required to have plans in place to ensure that compliance targets are met and maintained, and these are regularly reviewed and updated


HR: MandatoryTraining Rates at 92% against a target of >= 95% 
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 these are reviewed and updated each month.


Hewitt Centre - 

18 Week Referral to Treatment  - Non-Admitted  82% against a target of 95% (53 from 64)
A total of 11 patients were not seen within the 18 week timeframe of the pathway. 






18 Week Referral to Treatement - Incompletes 88% against a target of 92% (279 from 317)
A total of 38 patients have breached the 18 week timeframe and were waiting as at 29th February 2016.






Outpatients: Follow up DNA Rates at 20% against a target of <= 10%




Surgical Services - 

HR: Appraisal Rates at 88% against a target of >= 90%






HR: Mandatory Training Rates at 87% against a target of >= 95%







HR: Turnover Rates at 18% against a target of <= 10%




Imaging- 

HR: Mandatory Training Rates at 94% against a target of >= 95%




Pharmacy

HR: Mandatory Training Rates at 91% against a target of >= 95%







HR: Turnover Rates at 25% against a target of <= 10%

Maternity continued...



Gynaecology Continued...


Neonatal Care  continued



 Infection Control Summary:

All RAG Rated KPIs for Infection Control have been achieved for Februiary 2016.




GACADivisional



								Divisional Reports - GACA Board -																										Month 11 - February 2016



						Double click on the PDF image to access the Divisonal Dashboards for February 2016
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Cover - TrustBoard



				Agenda Item No:		16/13



				Meeting:		Trust Board



				Date:		March 2016



				Title:		Performance Dashboard - 				Month 11 - February 2016



				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				Escalation				Assurance		X



				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, Associate Director of Operations



				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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Workforce



Red	Amber	Green	No Data	0	4	2	0	Efficient



Red	Amber	Green	No Data	5	0	5	0	Safe







Red	Amber	Green	NoData	0	0	4	0	Effective







Red	Amber	Green	No Data	1	0	6	0	Experience









Red	Amber	Green	No Data	0	0	8	1	All 

Metrics











Red	Amber	Green	No Data	6	4	25	1	

TrustBoardSummary



								Performance Summary - Trust Board -																										Month 11 - February 2016

				   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



				There are no Red or Amber rated KPIs in this section

















































































































						Conclusion



						Recommendations
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Performance in February 2016 remains relatively static compared to January 2016 with 1 less KPI triggering a red rating resulting in 6 KPI's rated as Red , 5 of which are Finance and 4 rated as Amber, all of which are HR. The details of all KPIs resulting in a Red or Amber rating can be viewed below. 

	Details of the 5 finance KPIs rated red are reported separately via the Finance Report.

	The rate of babies born with cord pH score of less than 7  was 5.47 per 1000 birsths (3 from 548 babies) 

	All 4 amber rated KPIs relate to HR and these are:- Sickness & Absence, Annual Appraisal & PDR, Mandatory Training 
	and Turnover Rates, the details of 	which can be viewed below.


To view the full report, please double click on the PDF icon on the right.

HR: Sickness & Absence Rates at 4.24% against a target of 3.5% (5% CCG)
A slight increase of in-month sickness for February 2016 with 5 areas rated Red, 2 rated Amber and 10 rated Green for sickness levels.  Trustwide, the split between short and long-term sickness is 50/50.  Gastrointestinal remains the main reason for absence followed by Cold & Flu and Anxiety/stress/depression.
In conjunction with Occupational Health, 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, that staff are managed on the appropriate stages and that staff are supported in returning to work as soon as is appropriate. It is anticipated that it should come down under target in quarter four. 

HR: Appraisal/PDR Rate at 88% against a target of  >= 90%
Nine areas were rated as green, six areas were rated as amber, and three were rated as red against the Trust target figure.
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. Managers are required to have plans in place to ensure that compliance targets are met and maintained, and these are regularly reviewed and updated. It is anticipated that the 90% Trust target figure should be achieved again before the end of the financial year.

HR: Mandatory Training Rate at 93% against a target of 95%
Eight areas are rated as green, and ten are rated as amber against the Trust target figure. No areas are 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, and these are reviewed and updated each month. It anticipated that overall mandatory training target of 95% will be reached in quarter four.

HR: Turnover Rates at 11% against a target of <= 10% 
Overall there were 11 leavers in month eleven, a decrease of 4 in month ten. There were 9 new starters in month eleven; an decrease of 8 from month ten. Managers are provided with detailed information on turnover by the Human Resources Department so that they can monitor any concerns. Information is being pulled together from the 2015 NHS Staff Survey, the PULSE survey results and exit interviews to help identify any trust wide or local issues that may need to be addressed. The potential impact on future generations will be monitored. It is anticipated that the turnover figure will return to below target Before the end of the financial year

Financial performance remains a concern and is discussed separately via the Financial Report.

Performance against the HR KPI's has seen a slight decrease from the January position. However it is expected that with continued focus, the Trust should achieve all HR targets before the end of Quarter 4. 

 


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.


Rate of babies with a cord pH less than 7 at 5.47 per 1000 against a target of 4.3 per 1000

All cases of babies with a low cord pH form part of the intrapartum adverse event review process. GACA has already approved moving to a new target rate and this will come into force in April 2016. The expected correct target has already been achieved and we are performing well below it. The rate has remained consistently below 0.9% over the last 3 months. The rate over the last 3 months is 0.48% (8 out 1670 babies).




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





										0









				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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TBDHeatmap



				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		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%		4.08%		4.24%		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%		4.08%		4.24%		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%		89.00%		88.00%		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%		93.00%		93.00%		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%		12.00%		11.00%		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		0		0		0		0		0		0		0		0		0		0		0		0

								Amber		3		3		3		3		2		3		3		4		3		4		4		0

								Green		3		3		3		3		4		3		3		2		3		2		2		0

								No Data		0		0		0		0		0		0		0		0		0		0		0		0



				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		£6,446,000		£6,912,000		£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		£2,388,487		£3,272,901		£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		£375,370		£255,701		£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		-£7,167,934		-£6,783,600		£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		-£166,004		-£212,955		£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		-£270,246		-£296,656		£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		-£141,798		-£66,412		£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		-£1,400,050		-£1,391,771		£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		£347,000		£605,000		£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		£315,105		£137,050		£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		£42,000		£45,000		£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		£90,966		£143,288		£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		£13,277		£19,238		£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		£146,243		£207,526		£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		6		6		5		6		7		6		7		6		5		6		5		0

								Amber		0		0		0		0		0		0		0		0		0		0		0		0

								Green		4		4		5		4		3		4		3		4		5		4		5		0

								No Data		0		0		0		0		0		0		0		0		0		0		0		0



				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%		91.77%		90.44%		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		23		24		



				Serious Incidents: Number of New SI's		XC_12		Monitoring Only		2		3		0		2		2		2		2		1		1		4		4		



				% of women seen by a midwife within 12 weeks		KPI_16		>= 90%

Ed Williams: Ed Williams:
Target wrongly set at 95%. Should be 90% as per QS 2015/16 from CCG		90.14%		87.75%		87.64%		91.24%		91.74%		95.26%		96.52%		95.47%		95.81%		90.24%		91.82%		



				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		0		1		1		0		0		0		0		0		0		0		0		0

								Amber		0		0		0		0		0		0		0		0		0		0		0		0

								Green		4		3		3		4		4		4		4		4		4		4		4		0

								NoData		0		0		0		0		0		0		0		0		0		0		0		0



				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		30.43		11.80		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		1.73		5.47		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%		49.81%		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		2.77		7.37		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		2.80		4.20		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%		0.11%		0.11%		



				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		2		2		1		1		0		2		2		1		2		1		1		0

								Amber		0		0		0		0		0		0		0		0		0		0		0		0

								Green		5		5		6		6		7		5		5		6		5		6		6		0

								No Data		0		0		0		0		0		0		0		0		0		0		0		0



				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		6		16		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%		95.18%		95.61%		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%		99.56%		96.88%		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%		5.07%		7.82%		4.88%		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%		95.04%		95.55%		ERROR:#DIV/0!



				6 Week Wait Diagnostic Tests		NHS England		>= 99%		100%		100%		100%		100%		100%		100%		100%		100%		99.84%		99.53%		99.29%		ERROR:#DIV/0!



				Last Minute Cancellation for non-clinical reasons 				TBA		10		2		2		6		7		5		1		5		7		5		15		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		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		1		1		0		0		0		2		1		0		1		0		0		0

								Amber		0		0		0		0		0		0		0		0		0		0		0		0

								Green		8		8		8		8		8		6		7		8		7		8		8		0

								No Data		0		0		1		1		1		1		1		1		1		1		1		0



				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		9		10		7		7		7		10		10		7		8		7		6		0

								Amber		3		3		3		3		2		3		3		4		3		4		4		0

								Green		24		23		25		25		26		22		22		24		24		24		25		0

								No Data		0		0		1		1		1		1		1		1		1		1		1		0
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LWH Monitor Hewitt Centre
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 - Non-admitted - 



Infertility & RMU
2 >= 95% 92.49% 94.04% 95.57% 94.03% 92.69% 96.20% 95.68% 94.86% 95.15% 94.46% 92.19% 93.93% 92.45% 92.62%



Maximum time of 18 weeks from point of referral to treatment  - Incompletes - 



Infertility & RMU
3 >= 92% 78.31% 84.49% 91.99% 84.93% 94.50% 94.33% 94.64% 94.49% 94.22% 94.28% 94.07% 94.19% 91.82% 92.52%



Maximum time of 18 weeks from point of referral to treatment - Non-admitted - 



Infertility
2 >= 95% 91.09% 92.66% 93.40% 92.38% 94.44% 96.38% 95.35% 95.39% 95.11% 95.00% 95.02% 95.04% 95.36% 95.02%



Maximum time of 18 weeks from point of referral to treatment - Incompletes - 



Infertility
3 >= 92% 93.14% 94.66% 96.61% 94.80% 95.20% 95.33% 97.29% 95.94% 96.48% 98.86% 98.41% 97.92% 97.64% 97.54%



Maximum time of 18 weeks from point of referral to treatment - Non-admitted - RMU 2 >= 95% 74.70% 72.60% 90.91% 79.40% 84.09% 93.75% 100.00% 92.61% 95.45% 91.49% 79.66% 88.87% 75.61% 82.81%



Maximum time of 18 weeks from point of referral to treatment - Incompletes - RMU 3 >= 92% 80.12% 89.53% 92.31% 87.32% 93.55% 93.10% 92.57% 93.07% 92.02% 91.79% 91.13% 91.65% 95.95% 88.01%



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



2015/16 Month 11 - February 2016
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LWH Quality Strategy Hewitt Centre
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



There are no indicators in this section



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



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% 49.81%



Month 11 - February 20162015/16



To develop a well led, Capable, Motivated and Entrepreneurial WORKFORCE
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LWH Quality Strategy Hewitt Centre Month 11 - February 20162015/16



To develop a well led, Capable, Motivated and Entrepreneurial WORKFORCETo 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 0 0 1 0 0 0 0 0 0 0 0



Staff survey results in upper quartile LWH_18 > 3.95 3.74 3.74 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%



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%



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%



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%











Performance and Information Department



Performance Team



LWH Quality Schedule Hewitt Centre
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% 3.30% 1.72% 3.60% 3.71% 2.75% 3.08% 3.93% 3.75% 3.44% 2.31%



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 Hewitt Centre KPI_07a < 8% 6.41% 4.46% 4.39% 5.73% 10.21% 8.77% 5.36% 8.89% 8.33% 6.17% 6.81%



Outpatients: DNA Rates: Follow-up Hewitt Centre KPI_07b < 10% 2.05% 3.74% 3.90% 3.09% 2.72% 3.24% 2.83% 3.14% 3.22% 3.19% 2.20%



Outpatients: DNA Rates: New Infertility KPI_07a < 8% 8.38% 10.53% 6.80% 9.91% 5.52% 4.86% 7.87% 9.70% 8.11% 3.38% 5.10%



Outpatients: DNA Rates: Follow-up Infertility KPI_07b < 10% 10.57% 11.73% 11.45% 10.75% 8.00% 10.81% 15.09% 7.79% 7.58% 6.76% 9.09%



Outpatients: DNA Rates: New Andrology KPI_07a < 8% 11.76% 9.52% 13.79% 17.39% 41.67% 5.00% 0.00% 8.57% 10.53% 11.43% 3.70%



Outpatients: DNA Rates: Follow-up Andrology KPI_07b < 10% 21.43% 6.67% 31.82% 6.25% 26.67% 17.24% 13.33% 25.93% 6.67% 15.38% 19.35%



Month 11 - February 20162015/16
To develop a well led, Capable, Motivated and Entrepreneurial WORKFORCE
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LWH Quality Schedule Hewitt Centre Month 11 - February 20162015/16
To develop a well led, Capable, Motivated and Entrepreneurial WORKFORCETo deliver SAFER services



There are no indicators in this section
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LWH Quality Schedule Hewitt Centre Month 11 - February 20162015/16
To develop a well led, Capable, Motivated and Entrepreneurial WORKFORCETo deliver the most EFFECTIVE outcomes



There are no indicators in this section
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LWH Quality Schedule Hewitt Centre Month 11 - February 20162015/16
To develop a well led, Capable, Motivated and Entrepreneurial WORKFORCETo 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 0 0











LWH Corporate Hewitt Centre
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% 3.30% 1.72% 3.60% 3.71% 2.75% 3.08% 3.93% 3.75% 3.44% 2.31%



HR: Annual Appraisal & PDR Corp_2 >= 90% 88.00% 80.00% 82.00% 85.00% 81.00% 85.00% 87.00% 95.00% 97.00% 93.00% 93.00%



HR: Attendance/ Completion of all Mandatory Training Elements Corp_3 >= 95% 93.00% 89.00% 90.00% 90.00% 89.00% 89.00% 93.00% 94.00% 95.00% 96.00% 95.00%



HR: Professsional Registration Lapses Corp_4 0 0 0 0 0 0 0 0 0 0 0 0



HR: Turnover Rates Corp_5 <= 10% 6.00% 3.00% 5.90% 8.18% 10.00% 11.00% 9.17% 10.00% 10.00% 11.00%



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



Finance: Contract Income Variance (In Month) Corp_7 >= 0 -£64,887 -£35,978 £17,019 £109,646 £69,077 £78,516 £5,655 £133,757 £129,109 £133,583 £30,273



Finance:Contract Income Budget (In Month) Corp_8 >= 0 -£380,261 -£469,803 -£415,745 -£415,745 -£311,204 -£429,764 -£401,103 -£280,244 -£240,508 -£370,745 -£370,745



Finance: non-contract Income Variance (In Month) Corp_7 >= 0 £44,084 £101,119 £48,087 -£55,763 -£49,544 -£165,863 -£200,411 -£176,524 -£54,665 -£195,802 -£225,323



Finance: Non-contract Income Budget (In Month) Corp_8 >= 0 -£14,098 -£937 -£8,859 -£130,143 -£132,574 -£230,159 -£225,687 -£206,206 -£128,061 -£234,155 -£260,621



Finance: Other Actual Income Variance (In Month) Corp_7 >= 0 £76,192 -£136,309 -£15,378 -£1,159 -£31,343 -£31,278 -£108,432 -£16,109 -£79,614 -£513,633 -£517,049



Finance: Other Planned Income Budget (In Month) Corp_8 >= 0 -£361,228 -£423,251 -£387,505 -£450,950 -£380,883 -£490,841 -£525,966 -£350,246 -£363,472 -£166,780 -£193,368



Finance: Budget Variance (YTD) Corp_9 >= 0 £63,000 £3,000 £20,000 £99,000 £213,000 £707,436 £493,000 £498,000 £568,000 £290,000 £14,000



Finance: Cost of Agency Staff usage Corp_11a = £0 £0 £0 £0 £0 £0 £0 £0 £0 £0 £2,164 £1,160



Finance: Cost of Bank Staff usage Corp_11b = £0 £2,727 £2,655 £1,977 £3,025 £2,000 £6,975 £6,104 £5,427 £6,514 £4,130 £6,606



Finance: Cost of Overtime usage Corp_11c = £0 £5,660 £6,563 £14,747 £7,413 £4,943 £9,640 £5,036 £6,954 £8,275 £4,194 £6,875



Finance: Use of temporary/ flexible workforce (Bank and Agency) Corp_11 TBC £8,387 £9,218 £16,724 £10,438 £6,943 £16,615 £5,655 £12,381 £14,789 £10,488 £14,641 £0



To deliver SAFER services



Number of Open SI XC_11
Monitoring 



Only
0 0 0 0 0 0 0 0 0 0 0



Number of New SI XC_12
Monitoring 



Only
0 0 0 0 0 0 0 0 0 0 0



Number of SI reported to the CCG within 48 - 72 hour requirement XC_13 100% 100% 100% N/A N/A N/A N/A N/A N/A N/A N/A N/A



Number of SI with any outstanding actions that have not been completed in the defined 



time period
XC_14 0 0 0 N/A N/A N/A N/A N/A N/A N/A N/A N/A



Month 11 - February 20162015/16
To develop a well led, Capable, Motivated and Entrepreneurial WORKFORCE











LWH Corporate Hewitt Centre Month 11 - February 20162015/16
To develop a well led, Capable, Motivated and Entrepreneurial WORKFORCETo deliver the most EFFECTIVE outcomes



There are no indicators in this section



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% N/A 100% N/A 100% 100% N/A N/A



Complaints: Number received each month Corp_16
<= 15       



TBA
2 2 3 1 1 1 2 2 2 0 0



Complaints: Number of Action Plans received each month Corp_17 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% N/A N/A



Outpatients: First appointment cancelled by hospital Corp_18
<= 8.5%     



TBC
1.79% 3.17% 1.36% 2.37% 4.09% 5.02% 8.62% 9.89% 2.80% 5.59% 8.72%



Outpatients: Subsequent appointment cancelled by hospital Corp_19
<= 11.5% 



TBC
5.67% 6.97% 7.07% 7.30% 7.12% 7.06% 7.81% 7.08% 8.03% 8.58% 7.08%
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Performance and Information Department



Performance Team



Performance Report - Surgical Services - Month 11 - February 2016
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Performance and Information Department



Performance Team



LWH Quality Strategy Surgical Services
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% 0.01% 0.01% 0.01% 0.00% 0.00% 0.00% 0.00% 0.00% 0.00%



To deliver the most EFFECTIVE outcomes



There are no indicators in this section



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 1 0 0 1 0 0 0 0 0 0 0



Staff survey results in upper quartile LWH_18 > 3.95 3.74 3.74 3.74 3.74 3.74 3.74 3.74 3.74 3.74 3.74 3.74



Month 11 - February 20162015/16



To develop a well led, Capable, Motivated and Entrepreneurial WORKFORCE











Performance and Information Department



Performance Team



LWH Quality Schedule Surgical Services
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% 9.20% 12.91% 13.35% 7.82% 3.85% 4.48% 3.13% 1.19%



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



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% 0.10% 0.10% 0.10% 0.00% 0.00% 0.00% 0.00% 0.00% 0.00% 0



To deliver the most EFFECTIVE outcomes



There are no indicators in this section



To deliver the best possible EXPERIENCE for patients and staff



There are no indicators in this section



Month 11 - February 20162015/16
To develop a well led, Capable, Motivated and Entrepreneurial WORKFORCE











LWH Corporate Surgical Services
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% 9.20% 12.91% 13.35% 7.82% 3.85% 4.48% 3.13% 1.19%



HR: Annual Appraisal & PDR Corp_2 >= 90% 82.00% 80.00% 84.00% 76.00% 73.00% 68.00% 68.00% 74.00% 85.00% 89.00% 88.00%



HR: Attendance/ Completion of all Mandatory Training Elements Corp_3 >= 95% 89.00% 86.00% 88.00% 93.00% 92.00% 88.00% 88.00% 90.00% 88.00% 89.00% 87.00%



HR: Professsional Registration Lapses Corp_4 0 0 0 0 0 0 0 0 0 0 0 0



HR: Turnover Rates Corp_5 <= 10% 8.00% 8.00% 8.20% 25.00% 20.00% 22.00% 22.39% 19.00% 21.00% 22.00%



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



Finance: Other Actual Income Variance (In Month) Corp_9 >= 0 -£1,523 -£3,471 -£1,129 £3,829 -£1,101 £452 -£916 -£916 £452 -£916 -£916



Finance: Other Planned Actual Income (In Month) Corp_11a = £0 -£42,167 -£42,167 -£42,167 -£42,167 -£42,167 -£42,167 -£42,167 -£42,167 -£42,167 -£42,167 -£42,167



Finance: Budget Variance (YTD) Corp_9 >= 0 -£37,000 -£151,000 -£241,000 -£333,000 -£447,000 -£539,394 -£654,000 -£751,000 -£841,000 -£842,000 -£877,000



Finance: Cost of Agency Staff usage Corp_11a = £0 £49,350 £89,333 £84,233 £86,144 £86,000 £79,000 £74,067 £45,000 £18,000 £16,000 £16,000



Finance: Cost of Bank Staff usage Corp_11b = £0 £27,155 £20,290 £28,452 £23,268 £23,000 £16,795 £13,002 £18,682 £699 £803 £161



Finance: Cost of Overtime usage Corp_11c = £0 £647 £3,713 £5,332 £5,721 £4,337 £1,625 £394 £479 £18,452 £13,883 £26,776



Finance: Use of temporary/ flexible workforce (Bank and Agency) Corp_11 TBC £77,152 £113,336 £118,017 £115,133 £113,337 £97,420 £87,463 £64,141 £37,151 £30,686 £42,937 £0



To deliver SAFER services



Number of Open SI XC_11
Monitoring 



Only
0 0 0 0 0 0 0 0 0 0 0



Number of New SI XC_12
Monitoring 



Only
0 0 0 0 0 0 0 0 0 0 0



Number of SI reported to the CCG within 48 - 72 hour requirement XC_13 100% N/A N/A N/A N/A N/A N/A N/A N/A N/A N/A N/A



Number of SI with any outstanding actions that have not been completed in the defined 



time period
XC_14 0 N/A N/A N/A N/A N/A N/A N/A N/A N/A N/A N/A



Month 11 - February 20162015/16
To develop a well led, Capable, Motivated and Entrepreneurial WORKFORCE











LWH Corporate Surgical Services Month 11 - February 20162015/16
To develop a well led, Capable, Motivated and Entrepreneurial WORKFORCETo deliver the most EFFECTIVE outcomes



There are no indicators in this section



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% N/A N/A N/A N/A N/A N/A N/A N/A N/A N/A N/A



Complaints: Number received each month Corp_16
<= 15       



TBA
1 0 0 1 0 0 0 0 0 0 0



Complaints: Number of Action Plans received each month Corp_17 100% N/A N/A N/A N/A N/A N/A N/A N/A N/A N/A N/A



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
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Performance and Information Department



Performance Team



Performance Report - Imaging - Month 11 - February 2016
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Performance and Information Department



Performance Team



LWH Monitor
To deliver the best possible EXPERIENCE for patients and staff



There are no indicators in this section



To deliver SAFER services



There are no indicators in this section



2015/16 Imaging Month 11 - February 2016











Performance and Information Department



Performance Team



LWH Quality Strategy Imaging
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



There are no indicators in this section



To deliver the most EFFECTIVE outcomes



There are no indicators in this section



2015/16



To develop a well led, Capable, Motivated and Entrepreneurial WORKFORCE



Month 11 - February 2016











Performance and Information Department



Performance Team



LWH Quality Strategy Imaging2015/16



To develop a well led, Capable, Motivated and Entrepreneurial WORKFORCE



Month 11 - February 2016



To deliver the best possible EXPERIENCE for patients and staff



There are no indicators in this section











Performance and Information Department



Performance Team



LWH Quality Schedule Imaging
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% 0.80% 3.56% 1.10% 0.00% 0.45% 5.95% 1.97% 1.15% 1.02% 0.00%



To be EFFICIENT and make best use of available resources



There are no indicators in this section



2015/16
To develop a well led, Capable, Motivated and Entrepreneurial WORKFORCE



Month 11 - February 2016











Performance and Information Department



Performance Team



LWH Quality Schedule Imaging2015/16
To develop a well led, Capable, Motivated and Entrepreneurial WORKFORCE



Month 11 - February 2016
To deliver SAFER services



There are no indicators in this section











Performance and Information Department



Performance Team



LWH Quality Schedule Imaging2015/16
To develop a well led, Capable, Motivated and Entrepreneurial WORKFORCE



Month 11 - February 2016
To deliver the most EFFECTIVE outcomes



There are no indicators in this section











LWH Corporate Imaging
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% 0.80% 3.56% 1.10% 0.00% 0.45% 5.95% 1.97% 1.15% 1.02% 0.00%



HR: Annual Appraisal & PDR Corp_2 >= 90% 71.00% 80.00% 50.00% 88.00% 83.00% 67.00% 76.00% 89.00% 100% 100% 100%



HR: Attendance/ Completion of all Mandatory Training Elements Corp_3 >= 95% 82.00% 83.00% 79.00% 81.00% 80.00% 74.00% 80.00% 90.00% 95.00% 89.00% 94.00%



HR: Professsional Registration Lapses Corp_4 0 0 0 0 0 0 0 0 0 0 0 0



HR: Turnover Rates Corp_5 <= 10% 8.00% 8.00% 8.20% 10.53% 11.00% 10.00% 4.76% 5.00% 5.00% 0.00%



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



Finance: Contract Income Variance (In Month) Corp_7 >= 0 £800 -£3,486 £549 -£2,853 £490 -£4,434 -£3,587 -£674 £973 -£4,310 £2,225



Finance: Contract Income Budget (In Month) Corp_7 >= 0 -£17,260 -£18,234 -£15,103 -£20,426 -£15,195 -£17,269 -£19,521 -£16,396 -£14,547 -£17,199 -£12,710



Finance: Non-contracted Income Variance (In Month) Corp_8 >= 0 -£308 £363 £41 £148 -£314 £75 £39 -£128 -£253 £63 £114



Finance: Non-contracted Income Budget (In Month) Corp_7 >= 0 -£88 -£93 -£77 -£104 -£77 -£88 -£100 -£84 -£74 -£88 -£65



Finance: Other Actual Income Variance (In Month) Corp_8 >= 0 -£293 £1,884 £1,267 £2,613 £71 -£1,153 £1,178 £1,350 £1,092 £166 £2,153



Finance: Other Planned Income Budget (IN Month) Corp_8 >= 0 -£4,000 -£4,000 -£4,000 -£4,000 -£4,000 -£4,000 -£4,000 -£4,000 -£4,000 -£4,000 -£4,000



Finance: Budget Variance Corp_9 >= 0 £8,000 -£1,000 £12,000 -£2,000 -£10,000 -£15,052 £3,000 £14,000 £22,000 £13,000 £33,000



Finance: Cost of Agency Staff usage Corp_11a = £0 £0 £0 £0 £0 £0 £0 £0 £0 £0 £0 £0



Finance: Cost of Bank Staff usage Corp_11b = £0 £4,594 £4,566 £7,089 £5,774 £3,000 £9,619 £7,752 £9,471 £5,761 £2,624 £2,321



Finance: Cost of Overtime usage Corp_11c = £0 £1,405 £3,424 £2,946 £1,318 £1,738 £2,061 £1,568 £1,641 £1,792 £1,812 £5,692



Finance: Use of temporary/ flexible workforce (Bank and Agency) Corp_11 TBC £5,999 £7,990 £10,035 £7,092 £4,738 £11,680 £9,320 £11,112 £7,553 £4,436 £8,013 £0



To deliver SAFER services



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
0 0 0 0 0 0 0 0 0 0 0



Number of New SI XC_12
Monitoring 



Only
0 0 0 0 0 0 0 0 0 0 0



Number of SI reported to the CCG within 48 - 72 hour requirement XC_13 100% N/A N/A N/A N/A N/A N/A N/A N/A N/A N/A N/A



Number of SI with any outstanding actions that have not been completed in the defined 



time period
XC_14 0 N/A N/A N/A N/A N/A N/A N/A N/A N/A N/A N/A



Month 11 - February 20162015/16
To develop a well led, Capable, Motivated and Entrepreneurial WORKFORCE











LWH Corporate Imaging Month 11 - February 20162015/16
To develop a well led, Capable, Motivated and Entrepreneurial WORKFORCETo deliver the most EFFECTIVE outcomes



There are no indicators in this section



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% N/A N/A N/A N/A N/A N/A N/A N/A N/A N/A N/A



Complaints: Number received each month Corp_16
<= 15       



TBA
0 0 0 0 0 0 0 0 0 0 0



Complaints: Number of Action Plans received each month Corp_17 100% N/A N/A N/A N/A N/A N/A N/A N/A N/A N/A N/A
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Performance and Information Department



Performance Team



Performance Report - Pharmacy - Month 11 - February 2016
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Performance and Information Department



Performance Team



LWH Monitor
To deliver the best possible EXPERIENCE for patients and staff



There are no indicators in this section



To deliver SAFER services



There are no indicators in this section



2015/16 Pharmacy Month 11 - February 2016











Performance and Information Department



Performance Team



LWH Quality Strategy Pharmacy
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



There are no indicators in this section



To deliver the most EFFECTIVE outcomes



There are no indicators in this section



2015/16



To develop a well led, Capable, Motivated and Entrepreneurial WORKFORCE



Month 11 - February 2016











Performance and Information Department



Performance Team



LWH Quality Strategy Pharmacy2015/16



To develop a well led, Capable, Motivated and Entrepreneurial WORKFORCE



Month 11 - February 2016



To deliver the best possible EXPERIENCE for patients and staff



There are no indicators in this section











Performance and Information Department



Performance Team



LWH Quality Schedule Pharmacy
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% 0.70% 0.00% 0.00% 0.00% 3.05% 7.56% 6.73% 3.82% 4.56% 0.46%



To be EFFICIENT and make best use of available resources



There are no indicators in this section



2015/16
To develop a well led, Capable, Motivated and Entrepreneurial WORKFORCE



Month 11 - February 2016











Performance and Information Department



Performance Team



LWH Quality Schedule Pharmacy2015/16
To develop a well led, Capable, Motivated and Entrepreneurial WORKFORCE



Month 11 - February 2016
To deliver SAFER services



There are no indicators in this section











Performance and Information Department



Performance Team



LWH Quality Schedule Pharmacy2015/16
To develop a well led, Capable, Motivated and Entrepreneurial WORKFORCE



Month 11 - February 2016
To deliver the most EFFECTIVE outcomes



There are no indicators in this section











Performance and Information Department



Performance Team



LWH Quality Schedule Pharmacy2015/16
To develop a well led, Capable, Motivated and Entrepreneurial WORKFORCE



Month 11 - February 2016
To deliver the best possible EXPERIENCE for patients and staff



There are no indicators in this section











LWH Corporate Pharmacy
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% 0.70% 0.00% 0.00% 0.00% 3.05% 7.56% 6.73% 3.82% 4.56% 0.46%



HR: Annual Appraisal & PDR Corp_2 >= 90% 25.00% 19.00% 25.00% 63.00% 73.00% 69.00% 100% 100% 93.00% 83.00% 93.00%



HR: Attendance/ Completion of all Mandatory Training Elements Corp_3 >= 95% 92.00% 86.00% 88.00% 94.00% 86.00% 90.00% 91.00% 92.00% 88.00% 83.00% 91.00%



HR: Professsional Registration Lapses Corp_4 0 0 0 0 0 0 0 0 0 0 0 0



HR: Turnover Rates Corp_5 <= 10% 13.00% 13.00% 6.00% 6.25% 20.00% 20.00% 20.00% 19.00% 13.00% 19.00%



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



Finance: Other Actual Income Variance (In Month) Corp_9 >= 0 -£1,846 £4,044 £3,509 £1,096 £1,407 -£294 £376 -£2,792 £3,109 £375 £1,176



Finance: Other Planned Income Budget (In Month) Corp_11a = £0 -£3,583 -£3,583 -£3,583 -£3,583 -£3,583 -£3,583 -£3,583 -£3,583 -£3,583 -£3,583 -£3,583



Finance: Budget Variance (YTD) Corp_9 >= 0 -£1,000 £3,000 £11,000 £17,000 £16,000 £35,179 £47,000 £54,000 £62,000 £55,000 £57,000



Finance: Cost of Agency Staff usage Corp_11a = £0 £5,138 £5,363 £4,914 £5,538 £4,000 £390 £1,385 £12,285 £4,000 £4,000 £6,299



Finance: Cost of Bank Staff usage Corp_11b = £0 £0 £0 £0 £0 £0 £0 £0 £0 £0 £0 £0



Finance: Cost of Overtime usage Corp_11c = £0 £0 £169 £292 £303 £316 £0 £0 £1,080 £0 £0 £0



Finance: Use of temporary/ flexible workforce (Bank and Agency) Corp_11 TBC £5,138 £5,532 £4,914 £5,841 £4,316 £390 £1,385 £13,365 £4,000 £4,000 £6,299 £0



To deliver SAFER services



Number of Open SI XC_11
Monitoring 



Only
0 0 0 0 0 0 0 0 0 0 0



Number of New SI XC_12
Monitoring 



Only
0 0 0 0 0 0 0 0 0 0 0



Number of SI reported to the CCG within 48 - 72 hour requirement XC_13 100% N/A N/A N/A N/A N/A N/A N/A N/A N/A N/A N/A



Number of SI with any outstanding actions that have not been completed in the defined 



time period
XC_14 0 N/A N/A N/A N/A N/A N/A N/A N/A N/A N/A N/A



Month 11 - February 20162015/16
To develop a well led, Capable, Motivated and Entrepreneurial WORKFORCE











LWH Corporate Pharmacy Month 11 - February 20162015/16
To develop a well led, Capable, Motivated and Entrepreneurial WORKFORCETo deliver the most EFFECTIVE outcomes



There are no indicators in this section



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% N/A N/A N/A N/A N/A N/A N/A N/A N/A N/A N/A



Complaints: Number received each month Corp_16
<= 15       



TBA
0 0 0 0 0 0 0 0 0 0 0



Complaints: Number of Action Plans received each month Corp_17 100% N/A N/A N/A N/A N/A N/A N/A N/A N/A N/A N/A
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Performance Report - Maternity - Month 11 - February 2016
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Performance and Information Department



Performance Team



LWH Monitor Maternity 
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



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



2015/16 Month 11 - February 2016











Performance and Information Department



Performance Team



LWH Quality Strategy
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



There are no indicators in this section



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



Adjusted Still birth rate i.e. excluding fetal abnormalities (Rate per 1000 births) LWH_8 TBC 1.55 0.00 3.06 5.46 2.70 9.38 6.98 5.67 7.04 2.77 7.37



36 week Antenatal risk assessment (audit) LWH_10 TBC Audit Audit 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% 95.04% 95.55% #DIV/0!



Avoidable repeats for Antenatal screening and newborn screening blood sampling LWH_12 0.50% 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% 91.18% 90.20%



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% 95.11% 90.54% 95.12% #DIV/0!



Month 11 - February 2016



To develop a well led, Capable, Motivated and Entrepreneurial WORKFORCE



2015/16











Performance and Information Department



Performance Team



LWH Quality Strategy Month 11 - February 2016



To develop a well led, Capable, Motivated and Entrepreneurial WORKFORCE



2015/16



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 0 1 1 0 0 0 0 3 0 0 1 0



75% of patients would recommend us in the Friends and Family Test LWH_17 <= 75% 100% 100% 100% 100% 100% 100% 98.28% 100% 100% 96.67% 96.00%











Performance and Information Department



Performance Team



LWH Quality Schedule
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% 4.40% 4.35% 4.90% 4.70% 3.77% 2.12% 3.49% 5.24% 5.75% 4.55% 4.53% 0.00%



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% 5.13% 6.07% 6.80% 5.42% 7.74% 4.46% 5.28% 5.24% 6.21% 4.40% 5.79% #DIV/0!



Outpatients: DNA Rates: Follow-up KPI_07b < 10% 9.09% 7.49% 9.08% 10.22% 11.24% 11.34% 9.84% 10.69% 10.76% 11.10% 11.20% #DIV/0!



Discharge Summaries to be electronically constructed, integrated TTO’s and contains 



the recommended minimum data set.
KPI_14a >= 98% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% #DIV/0!



Discharge Summaries to be sent from all ward areas to general practice within 24 



hours.  
KPI_14b >= 95% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% #DIV/0!



Patients to receive a copy of their Discharge Summary on day of discharge. KPI_14c >= 95% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% #DIV/0!



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 Rate (Includes Registered and Care Staff) Corp_6 <= 85% 86.95% 87.79% 89.20% 88.09% 87.02% 89.24% 91.27% 88.78% 85.79% 88.26% 84.70% 0.00%



Zero tolerance of MRSA E.A.S.4 0 0 0 0 0 0 0 0 0 0 0 0



Minimise rates of Clostridium Difficile E.A.S.5 0 0 0 0 0 0 0 0 0 0 0 0



Month 11 - February 2016
To develop a well led, Capable, Motivated and Entrepreneurial WORKFORCE



2015/16











Performance and Information Department



Performance Team



LWH Quality Schedule Month 11 - February 2016
To develop a well led, Capable, Motivated and Entrepreneurial WORKFORCE



2015/16











Performance and Information Department



Performance Team



LWH Quality Schedule Month 11 - February 2016
To develop a well led, Capable, Motivated and Entrepreneurial WORKFORCE



2015/16
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 KPI_20 >= 85% 96.43% 96.76% 96.59% 96.42% 96.19% 93.88% 95.22% 97.20% 93.36% 95.04% 95.55% #DIV/0!



Maternity: Women requesting an Epidural that did NOT receive one due to Non-



Clinical Reasons
KPI_21 >= 5% 3.45% 3.82% 3.55% 3.92% 3.36% 6.45% 5.68% 1.96% 5.07% 7.82% 4.88% #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% 97.42%



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% 95.70% 94.92% #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% 96.23% 85.25% 95.77% 81.97% 98.46% 94.52% 90.48% 91.03% #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 30.43 11.80 #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
5.95 9.24 4.85 11.14 3.75 8.64 5.24 0.00 7.35 1.73 5.47 #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% 91.18% 90.20%



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% 95.05% 93.85% #DIV/0!



Maternity: Peer Support - Pregnant women informed of service KPI_17a >= 90% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% #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% 50.07% 54.30%



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% 95.15% 94.89% 96.97% #DIV/0!



Maternity: Women whom have seen a midwife by 12 weeks (+6 days) KPI_16 >= 90% 90.14% 87.75% 87.64% 91.24% 91.74% 95.26% 96.52% 95.47% 95.81% 90.24% 91.82%



Smoking - Offer of referral to Smoking Cessation Services KPI_02b >= 70% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% #DIV/0!



Smoking - Status for all patients KPI_02a >= 95% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% #DIV/0!











Performance and Information Department



Performance Team



LWH Quality Schedule Month 11 - February 2016
To develop a well led, Capable, Motivated and Entrepreneurial WORKFORCE



2015/16
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



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% 100.00% 100.00% 98.82% 99.00% #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% 98.85% 99.38% #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% 93.79% 85.56%











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) 



0.125% Compliant CompliantCompliantCompliantCompliant Compliant Compliant Compliant Compliant Compliant Compliant Compliant Compliant Compliant #DIV/0! Compliant #DIV/0!



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



1.0 Sepsis 0.125%



Compliant 



evidence 



submitted



Compliant 



evidence 



submitted



ComlpliantComlpliantComlpliantSet Target Compliant Compliant Compliant Compliant > Qtr2 Compliant Compliant Compliant #DIV/0! > Qtr3 #DIV/0!



1.1 Sepsis: Administration of antibiotic (within 1 hour) 0.125% N/A - Qtr 2 N/A - Qtr 2CompliantCompliantCompliant Compliant Compliant Compliant Compliant Compliant #DIV/0! Compliant Compliant Compliant #DIV/0! #DIV/0! #DIV/0!



3.2



Enhanced Recovery Pathway (Post Discharge Care) 



Maternity -  Rate of patients on Enhanced Recovery 



Pathway after Caesarean Section (Elective and 



emergency)



0.196% £123,780



Compliant 



Action Plan 



submitted



Compliant 



Action 



Plan 



submitted



CompliantCompliantCompliant Compliant Compliant Compliant Compliant Compliant Compliant Compliant Compliant Compliant #DIV/0! Compliant #DIV/0!



4.0



Improve Transition from Children and Young People 



services to Adult Services - Establsih the Transitional 



Team



0.5875% Compliant



Compliant 



evidence 



submitted



CompliantCompliantCompliant Compliant Compliant Compliant Compliant Compliant Compliant Compliant Compliant Compliant #DIV/0! Compliant #DIV/0!



4.1



Improve Transition from Children and Young People 



services to Adult Services - Develop a Transition Policy 



across and between organisations



Compliant



Compliant 



evidence 



submitted



CompliantCompliantCompliant Compliant Compliant Compliant Compliant Compliant Compliant Compliant Compliant Compliant #DIV/0! Compliant #DIV/0!



4.2



Improve Transition from Children and Young People 



services to Adult Services - Develop an acute based 



Service Model, funding and Service Standards



Compliant



Compliant 



evidence 



submitted



CompliantCompliantCompliant Compliant Compliant Compliant Compliant Compliant Compliant Compliant Compliant Compliant #DIV/0! Compliant #DIV/0!



4.3



Improve Transition from Children and Young People 



services to Adult Services - Staff Recruitment and Staff 



Training



Compliant N/A Qtr 2 CompliantCompliantCompliant Compliant Compliant Compliant Compliant Compliant Compliant Compliant Compliant Compliant #DIV/0! Compliant #DIV/0!



4.4



Improve Transition from Children and Young People 



services to Adult Services - Development of Patient 



Cohort Database



Compliant N/A Qtr 3 Compliant N/A Qtr 3 Compliant Compliant Compliant Compliant Compliant Compliant Compliant #DIV/0! Compliant #DIV/0!



4.5



Improve Transition from Children and Young People 



services to Adult Services - Implementation of the Service 



Model



Compliant N/A Qtr 4 Compliant N/A Qtr 4 Compliant N/A Qtr4 Compliant Compliant #DIV/0! Compliant #DIV/0!



Not Compliant



To deliver the most EFFECTIVE outcomes



2015/16LWH CQUINS (CCG)



To be EFFICIENT and make best use of available resources



To deliver SAFER services



There are no indicators in this section



Month 11 - February 2016



Not expected until qtr 4Not expected until Qtr 4



Not expected until Qtr 3



Sepsis screeing using 



approriate tool is in practice



In Development



Action Plan for implementation 



of Enhanced Recovery 



Pathways in Maternity being 



developed



Audit of provision of 



antibiotics with 1 hour for 



Sepsis is undertaken



In Development



In Development



In Development



In Development



In Development











LWH Corporate
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% 4.40% 4.35% 4.90% 4.70% 3.77% 2.12% 3.49% 5.24% 5.75% 4.55% 4.53% 0.00%



HR: Annual Appraisal & PDR Corp_2 >= 90% 78.00% 77.00% 84.00% 91.00% 88.00% 89.00% 88.00% 85.00% 86.00% 89.00% 86.00% 0.00%



HR: Attendance/ Completion of all Mandatory Training Elements Corp_3 >= 95% 84.00% 81.00% 83.00% 86.00% 87.00% 87.00% 90.00% 92.00% 92.00% 91.00% 92.00% 0.00%



HR: Professsional Registration Lapses Corp_4 0 0 0 1 0 0 0 0 0 0 0 0 0



HR: Turnover Rates Corp_5 <= 10% 7.00% 8.00% 6.60% 6.30% 6.00% 6.00% 6.46% 7.00% 7.00% 7.00% 6.00% 0.00%



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



Finance: Contract Income Variance (In Month) Corp_7a >= 0 -£7,698 -£108,115 £240,848 -£14,434 £32,465 £97,289 -£187,487 £96,111 £128,797 £76,576 £131,316 £0



Finance: Contract Income Budget (In Month) Corp_7b >= 0 -£2,964,940 -£3,060,486 -£2,950,551 -£3,186,533 -£3,005,750 -£3,117,665 -£3,238,615 -£2,998,251 -£2,947,624 -£3,136,341 -£2,932,259 £0



Finance: Non-contract Income Variance (In Month) Corp_8a >= 0 £23,251 -£9,031 £9,395 £2,551 £3,297 £1,120 -£2,678 -£9,429 £6,005 £3,876 -£8,883 £0



Finance: Non-contract Income Budget (In Month) Corp_8b >= 0 -£27,417 -£8,403 -£17,910 -£17,910 -£17,910 -£17,910 -£17,910 -£17,910 -£17,910 -£17,910 -£17,910 £0



Finance: Other Actual Income Variance (In Month) >= 0 £137,485 £226,119 £4,783 £125,152 £105,671 £90,892 £374,351 £144,613 £6,935 £164,838 £1,896,825 £0



Finance: Other Planned Income Budget (In Month) >= 0 -£6,008 -£26,346 -£17,362 -£10,951 -£22,408 -£15,150 -£13,594 -£19,415 -£20,540 -£8,886 -£12,970 £0



Finance: Budget Variance Corp_9 >= 0 £127,000 £217,000 £461,000 £546,000 £707,000 £854,378 £986,000 £1,251,000 £1,370,000 £1,621,000 £1,945,000 £0



Finance: Cost of Bank Staff usage Corp_11b = £0 £28,825 £23,386 £30,000 £39,044 £33,000 £20,052 £39,158 £28,911 £26,950 £28,313 £49,690 £0



Finance: Cost of Overtime Corp_11c = £0 £808 £1,240 £566 £5,294 £438 £0 £0 £1,285 £1,244 £1,955 £1,417 £0



Finance: Cost of Agency Staff usage Corp_11d = £0 £43,128 £25,732 £21,696 £16,145 £19,000 £15,348 £10,200 £5,000 £6,000 £5,000 £5,000 £0



Finance: Use of temporary/ flexible workforce (Bank and Agency) Corp_11a = £0 £72,761 £50,358 £52,262 £60,483 £52,438 £35,400 £49,358 £35,196 £34,194 £35,268 £56,107 £0



2015/16
To develop a well led, Capable, Motivated and Entrepreneurial WORKFORCE



Maternity Month 11 - February 2016











LWH Corporate 2015/16
To develop a well led, Capable, Motivated and Entrepreneurial WORKFORCE



Maternity Month 11 - February 2016
To deliver SAFER services



Safer Staffing Rate (Includes Registered and Care Staff) Corp_6 <= 95% 86.95% 87.79% 89.20% 88.09% 87.02% 89.24% 91.27% 88.78% 85.79% 88.26% 84.70% 0.00%



Newborn blood spot screening: Coverage XC_1 >= 99.9% QTRLY QTRLY 98.72% QTRLY QTRLY 96.20% QTRLY QTRLY QTRLY QTRLY



Newborn & Infant physical Examination: Coverage XC_3 100% QTRLY QTRLY 99.60% QTRLY QTRLY 99.46% QTRLY QTRLY 99.65% QTRLY QTRLY



Newborn & Infant physical Examination: Timely assessment XC_4 100% QTRLY QTRLY QTRLY QTRLY QTRLY QTRLY QTRLY QTRLY



Newborn Hearing screening: Coverage (Reporting 1 QTR behind) XC_5 100% QTRLY QTRLY 98.01% QTRLY QTRLY QTRLY QTRLY QTRLY QTRLY



Newborn Hearing screening: Timely assessment (Reporting 1 QTR behind) XC_6 100% QTRLY QTRLY 90.00% 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
5 6 7 8 8 8 9 8 9



Number of New SI XC_12
Monitoring 



Only
0 0 0 0 0 0 0 0 1 1 1 0



Number of SI reported to the CCG within 48 - 72 hour requirement XC_13 100% 100% N/A N/A 100% 100% 100% N/A N/A 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 1 0 0 1 1 1 0 0 0



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 0 0 0 4 4 4 4 4 4 5 5



Returns to Theatre Corp_13 <= 0.7% 0.43% 0.40% 1.81% 0.80% 0.41% 0.79% 0.00% 1.90% 1.06% 0.00% 0.44%



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% 99.88% 99.76% #DIV/0!



Antenatal Infectious disease screening: Hepatitis XC_16 <= 90% 100% 100% 100% 100% 100% 100% None 100% 100% 100% None #DIV/0!



Down's Screening Completion of Laboratory request forms XC_17 100.00% QTRLY QTRLY 97.50% QTRLY QTRLY 98.20% QTRLY QTRLY 98.87% QTRLY QTRLY



Antenatal sickle cell and thalassaemia screening: Coverage XC_18 <= 99% 99.51% 99.59% 99.89% 99.55% 99.46% 99.26% 99.76% 99.88% 100.00% 99.89% 100.00% #DIV/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% 53.10% 56.09% #DIV/0!



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% 97.01% 97.42% #DIV/0!



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% 100% 86%



Complaints: Number received each month Corp_16 <= 15       TBA 3 3 2 4 8 4 3 4 7 2 3 0



Complaints: Number of Action Plans received each month Corp_17 100% 100% 100% 100% 100% 100% 100% 88% 100% 100% 100% 100% 0%











LWH RCOG Maternity
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



Weekly Hours of Consultant Cover RCOG_1 >= 98 Hrs 96 96 96 96 96 96 96 96 96 96 96



Midwife to Birth Ratio RCOG_2 <= 1:33 27.56 28.94 29.29 30.30 30.90 30.86 29.78



Supervisor to Midwife Ratio RCOG_3 <= 1:15 18.00 18.00 20.00



Mandatory Training - Fetal Monitoring RCOG_4 >= 95%



Mandatory Training - Skills Drills RCOG_5 >= 95%



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



There are no Indicators in this section



Month 11 - February 20162015/16
To develop a well led, Capable, Motivated and Entrepreneurial WORKFORCE











LWH RCOG Maternity Month 11 - February 20162015/16
To develop a well led, Capable, Motivated and Entrepreneurial WORKFORCETo deliver SAFER services



Number of ICU admissions in Obsterics RCOG_6 < 3 TBA



Number of Still Births RCOG_7 TBD 1 3 7 5 5 7 6 4 5 5 9



Number of Still Births (Excluding Late Transfers and < 22 weeks) RCOG_7 TBD 0 0 2 4 2 7 5 4 5 3 5



Number of Postpartum Hysterectomies RCOG_8 < 6 per year 0 0 0 0 0 0 0 0 0 0 0



Rate per 1000 births of Hypoxic encephalopathy (Grade 2, 3) RCOG_10 <= 1.5/1000 0 0 0 4.10 0 1.34 0 0 1.39 5.53 2.95 #REF!



Percentage of failed instrumental deliveries requiring C-Section RCOG_11 < 1% 5.32% 4.35% 3.33% 2.59% 5.21% 2.59% 2.88% 7.07% 2.11% 8.33% 14.29% #DIV/0!



Number of Instrumental deliveries RCOG_44b
Monitoring 



Only
94 115 90 116 96 116 104 99 95 60 56



Number of Failed Instrumental deliveries to Caesarean Section RCOG_44
Monitoring 



Only
5 5 3 3 5 3 3 7 2 5 8



Incidences of Massive Post Partum Haemhorrage (PPH) >1,500ml RCOG_12 < 10 TBA 11 6 15 22 8 18 17 15 13 20 12



Number of Brachial Plexus  injuries (Erbs Palsy) RCOG_13 TBD 0 0 0 0 0 0 0 0 0 0 0



Eclampsia RCOG_43
Monitoring 



Only
1 0 1 1 0 0 0 1 1 2 0



Total Number of 3rd and 4th Degree tears RCOG_14 < 10 TBA 19 7 13 18 17 13 25 12 19 13 13 0



Number of 3rd Degree Tears RCOG_15
Monitoring 



Only
18 7 13 18 17 13 25 11 19 13 12 0



Number of 4th Degree Tears RCOG_16
Monitoring 



Only
1 0 0 0 0 0 0 1 0 0 1 0



Number of 3rd and 4th degree tears following vaginal delivery RCOG_17 TBD 11 7 11 12 11 11 19 10 16 10 9 0



Number of 3rd Degree Tears  following vaiginal delivery RCOG_18
Monitoring 



Only
11 7 11 12 11 11 19 9 16 10 8



Number of 4th Degree Tears following vaginal delivery RCOG_19
Monitoring 



Only
0 0 0 0 0 0 0 1 0 0 1



Number of 3rd and 4th degree tears follwing instrumental delivery RCOG_20 TBD 8 5 2 6 6 2 6 2 3 3 4 0



Number of 4th degree tears after instrumental delivery RCOG_21
Monitoring 



Only
1 0 0 0 0 0 0 0 0 0 0



Number of 3rd Degree Tears after instrumental delivery RCOG_22
Monitoring 



Only
7 5 2 6 6 2 6 2 3 3 4



Number of delayed Induction(s) of labour RCOG_23 0 0 0 0 0 0 0 0 0 0 0 0



Number of delayed Caesarean section(s) RCOG_24 0 0 0 0 0 0 0 0 0 0 0 0











LWH RCOG Maternity Month 11 - February 20162015/16
To develop a well led, Capable, Motivated and Entrepreneurial WORKFORCETo 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



Predicted Registrable Births RCOG_25 TBD 601 652 612 643 691 675 634 663 698 693



Actual Registrable Births RCOG_26 >= Planned 645 694 576 732 718 746 716 706 720 723 678



Planned/ esitmated number of Births RCOG_27 TBD 601 652 612 643 691 675 634 663 698 693



Number of women attending a booking appointment RCOG_28 TBD 791 697 969 822 702 843 863 892 834 930 844



% Deliveries by ventous or forceps RCOG_29 10 - 15% 14.57% 16.57% 15.63% 15.85% 13.37% 15.55% 14.53% 14.02% 13.19% 8.30% 8.26% #DIV/0!



Number of Deliveries by ventous or forceps RCOG_46
Monitoring 



Only
94 115 90 116 96 116 104 99 95 60 56



Total Caesarean Section Rate RCOG_30 < 23% TBA 26.67% 27.52% 31.25% 25.55% 26.32% 25.74% 28.49% 29.18% 29.72% 24.90% 29.50% #DIV/0!



Total Caesarean Sections (Numbers) RCOG_31
Monitoring 



Only
172 191 180 187 189 192 204 206 214 180 200 0



Emergency Caesarean Section Rate RCOG_32 < 13% 14.42% 16.28% 14.06% 12.02% 15.18% 12.47% 15.64% 15.72% 15.42% 13.97% 16.22% #DIV/0!



Number of Emergency Caesarean Sections RCOG_33
Monitoring 



Only
93 113 81 88 109 93 112 111 111 101 110



Number of Primip Emergency Caesarean Sections RCOG_34
Monitoring 



Only
53 84 48 51 62 42 67 66 63 63 68



Number of Repeat Emergency Caesarean Sections RCOG_35
Monitoring 



Only
20 15 12 17 29 26 22 24 22 25 18



Elective Caesarean Section Rate RCOG_36 < 10% 12.25% 11.24% 17.19% 13.52% 11.14% 13.27% 12.85% 13.46% 14.31% 10.93% 13.27% #DIV/0!



Number of Elective Caesarean Sections RCOG_37
Monitoring 



Only
79 78 99 99 80 99 92 95 103 79 90



Number of Primip Elective Caesarean Sections RCOG_38
Monitoring 



Only
18 17 18 24 12 23 14 23 16 13 15



Number of Repeat Elective Caesarean Sections RCOG_39
Monitoring 



Only
51 47 68 49 47 56 54 52 70 47 53



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 times the unit was closed to admissions RCOG_41 0 0 0 0 0 0 0 0 0 0 0 0



Is there a Named Patient's Representative on the Intrapartum Working Group? RCOG_42 Yes Yes Yes Yes Yes Yes Yes Yes Yes Yes Yes Yes
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LWH RCOG (HS Version) Maternity
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 Registrable Births RCOG_26 >= Planned 645 694 576 732 718 746 716 720 720 723 678 0



Number of Still Births (Excluding Late Transfers and < 22 weeks) RCOG_7 TBD 0 0 2 4 2 7 5 4 5 3 5 0



Positive Blood Culture within 7 days post birth 0 0 0 0 0 0 0



Endometritis
Monitoring 



Only



Number of Postpartum Hysterectomies RCOG_8 < 6 per year 0 0 0 0 0 0 0 0 0 0 0 0



Number of babies born with Apgar < 4 at 5 mins term > 34 Weeks  
Monitoring 



Only
1 3 2 2 2 2 0 1 3 4 1



Rate per 1000 births of Hypoxic encephalopathy (Grade 2, 3) RCOG_10 <= 1.5/1000 0 0 0 4 0 1 0 0 1 6 3 #REF!



Reduce the number of babies born with  Apgar < 7 at 5 mins term cephalic KPI_26
<= 12.65      



TBC
19.02 21.90 12.31 10.93 9.75 22.79 23.74 17.00 18.06 30.43 11.80 #DIV/0!



Reduce the number of incidences of Cord pH < 7.00 at Delivery (after 24 weeks excl. 



Needs to exclude elective Cs, MLU and BBH)
KPI_27



<= 4.3      



TBC
5.95 9.24 4.85 11.14 3.75 8.64 5.24 0.00 7.35 1.73 5.47 #DIV/0!



Percentage of failed instrumental deliveries requiring C-Section RCOG_11 < 1% 5.32% 4.35% 3.33% 2.59% 5.21% 2.59% 2.88% 7.07% 2.11% 8.33% 14.29% #DIV/0!



Number of Instrumental deliveries RCOG_44b
Monitoring 



Only
94 115 90 116 96 116 104 99 95 60 56 0



Number of Failed Instrumental deliveries to Caesarean Section RCOG_44
Monitoring 



Only
5 5 3 3 5 3 3 7 2 5 8 0



Mandatory Training: Fetal Monitoring %
Monitoring 



Only



Mandatory Training: Drill skills
Monitoring 



Only



Incidences of Massive Post Partum Haemhorrage (PPH) >1,500ml RCOG_12 < 10 TBA 11 6 15 22 8 18 17 15 13 20 12 0



Number of Brachial Plexus  injuries (Erbs Palsy) RCOG_13 TBD 0 0 0 0 0 0 0 0 0 0



Percentage of 3rd and 4th Degree tears
Monitoring 



Only
2.95% 1.73% 2.26% 2.46% 2.37% 1.74% 3.49% 1.67% 2.64% 1.80% 1.92% #DIV/0!



Total Number of 3rd and 4th Degree tears RCOG_14 < 10 TBA 19 12 13 18 17 13 25 12 19 13 13 0



Number of 3rd and 4th degree tears following vaginal delivery RCOG_17 TBD 11 7 11 18 11 11 19 10 16 10 9 0



Number of 3rd Degree Tears  following vaiginal delivery RCOG_18
Monitoring 



Only
11 7 11 12 11 11 19 9 16 10 8 0



Number of 4th Degree Tears following vaginal delivery RCOG_19
Monitoring 



Only
0 0 0 0 0 0 0 1 0 0 1 0



Number of 3rd and 4th degree tears follwing instrumental delivery RCOG_20 TBD 8 5 2 0 6 2 6 2 3 3 4 0



% of Women whom received 1:1 care during Established Labour LWH_11 >= 95% 96.43% 96.76% 96.59% 96.42% 96.19% 93.88% 95.22% 97.20% 93.36% 95.04% 95.55% #DIV/0!



2015/16 Month 11 - February 2016
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LWH RCOG (HS Version) Maternity2015/16 Month 11 - February 2016
% of Women that requested an Epidural that did not receive one (excluding those 



refused for clinical Reasons) % Given an Epidural
LWH_14 < 5% 3.45% 3.82% 3.55% 3.92% 3.36% 6.45% 5.68% 1.96% 5.07% 7.82% 4.88% #DIV/0!



Number of 4th degree tears after instrumental delivery RCOG_21
Monitoring 



Only
1 0 0 0 0 0 0 0 0 0 0 0



Number of 3rd Degree Tears after instrumental delivery RCOG_22
Monitoring 



Only
7 5 2 6 6 2 6 2 3 3 4 0



Number of delayed Induction(s) of labour RCOG_23 0 0 0 0 0 0 0 0 0 0 0 0 0



Number of delayed Caesarean section(s) RCOG_24 0 0 0 0 0 0 0 0 0 0 0 0 0



% Deliveries by ventous or forceps RCOG_29 10 - 15% 14.57% 16.57% 15.63% 15.85% 13.37% 15.55% 14.53% 14.02% 13.19% 8.30% 8.26% #DIV/0!



Total Caesarean Section Rate RCOG_30 < 23% TBA 26.67% 27.52% 31.25% 25.55% 26.32% 25.74% 28.49% 29.18% 29.72% 24.90% 29.50% #DIV/0!



Emergency Caesarean Section Rate % RCOG_32 < 13% 14.42% 16.28% 14.06% 12.02% 15.18% 12.47% 15.64% 15.72% 15.42% 13.97% 16.22% #DIV/0!



Number of Emergency Caesarean Sections RCOG_33
Monitoring 



Only
93 113 81 88 109 93 112 111 111 101 110 0



Number of Primip Emergency Caesarean Sections RCOG_34
Monitoring 



Only
53 84 48 51 62 42 67 66 63 63 68 0



Number of Repeat Emergency Caesarean Sections RCOG_35
Monitoring 



Only
20 15 12 17 29 26 22 24 22 25 18 0



Elective Caesarean Section Rate % RCOG_36 < 10% 12.25% 11.24% 17.19% 13.52% 11.14% 13.27% 12.85% 13.46% 14.31% 10.93% 13.27% #DIV/0!



Number of Elective Caesarean Sections RCOG_37
Monitoring 



Only
79 78 99 99 80 99 92 95 103 79 90 0



Number of Primip Elective Caesarean Sections RCOG_38
Monitoring 



Only
18 17 18 24 12 23 14 23 16 13 15 0



Number of Repeat Elective Caesarean Sections RCOG_39
Monitoring 



Only
51 47 68 49 47 56 54 52 70 47 53 0
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Performance Report - Gynaecology - Month 11 - February 2016
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LWH Monitor Gynaecology
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  - Admitted 1 >= 90% 95.56% 96.40% 96.17% 96.79% 95.90% 96.95% 97.51% 97.77% 96.15% 97.72% 98.47% #DIV/0!



Maximum time of 18 weeks from point of referral to treatment - Non-admitted 2 >= 95% 95.59% 95.16% 95.84% 96.08% 98.56% 96.38% 96.18% 95.20% 95.02% 95.50% 95.36% #DIV/0!



Maximum time of 18 weeks from point of referral to treatment - Incompletes 3 >= 92% 93.45% 93.99% 94.77% 94.76% 95.18% 95.23% 95.46% 95.12% 95.24% 95.20% 95.19% #DIV/0!



A&E Maximum waiting time of 4 hours from arrival to admission, transfer or 



discharge
4 >= 95% 100.00% 99.91% 99.41% 100.00% 100.00% 99.80% 99.62% 99.49% 98.69% 99.18% 97.94%



All Cancers: 62 day wait for first treatment from urgent GP Referral for suspected 



cancer (After Re-allocation)
5a >= 85% 100.00% 72.73% 88.24% 85.71% 100.00% 93.10% 99.62% 94.12% 90.91% 81.82% 89.47%



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% 100.00% 66.67% 75.00% 85.71% 100% 100% 65.22% 74.42% 90.91% 90.91% 46.15% 68.00%



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 N/A N/A N/A 100% N/A



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 0 0 0 0 0 0



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% ######



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



All Cancers: 31 day wait from diagnosis to first (definitive) treatment 7 >= 96% 100.00% 100.00% 100.00% 100% 100% 100% 97.56% 100% 100% 100% 100% 1



All Cancers: Two week wait from referral to date first seen comprising all urgent 



referrals (cancer suspected)
8 93% 94.38% 93.19% 95.85% 98.64% 94.98% 96.83% 95.09% 95.65% 95.50% 95.50% 95.78% 95.92%



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



*Monitor have advised all NHS Trusts that:-



2015/16



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.



Month 11 - February 2016
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LWH Quality Strategy Gynaecology
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%



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



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%



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 TBA TBA



Month 11 - February 20162015/16



To develop a well led, Capable, Motivated and Entrepreneurial WORKFORCE
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LWH Quality Strategy Gynaecology Month 11 - February 20162015/16



To develop a well led, Capable, Motivated and Entrepreneurial WORKFORCETo 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
8 7 5 5 4 4 1 4 3 2 1 0



75 % of patients recommend us in the family friends test. LWH_17 >= 75% 97.89% 97.21% 99.42% 98.01% 85.51% 97.77% 99.12% 98.11% 96.37% 99.25 96.89%



Staff survey results in upper quartile LWH_18 > 3.95 3.74 3.74 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%



**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.
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LWH Quality Schedule Gynaecology
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% 5.50% 3.77% 2.90% 4.70% 4.29% 5.34% 5.60% 8.32% 7.43% 5.86% 5.21% 0.00%



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% 8.67% 8.54% 8.61% 9.23% 10.72% 8.42% 7.12% 9.05% 10.10% 8.45% 8.24% #DIV/0!



Outpatients: DNA Rates: Follow-up KPI_07b < 10% 12.00% 11.69% 11.40% 13.23% 12.57% 12.18% 11.27% 11.96% 14.11% 12.62% 11.88% #DIV/0!



Discharge Summaries to be electronically constructed, integrated TTO’s and contains 



the recommended minimum data set.
KPI_14a >= 98% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 96.95% 100% 100% #DIV/0!



Discharge Summaries to be sent from all ward areas to general practice within 24 



hours.  
KPI_14b >= 95% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 96.95% 100% 100% #DIV/0!



Patients to receive a copy of their Discharge Summary on day of discharge. KPI_14c >= 95% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 96.95% 100% 100% #DIV/0!



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



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



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% 100% 100% #DIV/0!



Day Case correspondence to be sent to General Practice within 24 hours. KPI_14g >= 95% ID ID ID 100% 100% 100% 100% 100% 100% 100% 100% #DIV/0!
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LWH Quality Schedule Gynaecology Month 11 - February 20162015/16
To develop a well led, Capable, Motivated and Entrepreneurial WORKFORCETo 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 Rate (Includes Registered and Care Staff) Corp_6 <= 85% 92.42% 108.65% 97.62% 96.51% 93.56% 94.73% 91.85% 94.43% 95.48% 96.92% 97.76% 0.00%



Zero tolerance of MRSA E.A.S.4 0 0 0 0 0 0 0 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



VTE (Venous Thromboembolism) KPI_01 >= 95% 97.22% 98.21% 97.48% 97.96% 97.40% 96.56% 96.78% 97.17% 94.27% 94.88% 97.28% #DIV/0!



A&E: Self Harm: Received a Psychological Assessment KPI_13g >= 80% None None None None None None None None None None None



Falls Prevention: Assessments for Falls KPI_08a >=98% 98.28% 99.18% 100% 98.81% 99.50% 98.56% 100% 98.74% 99.01% 98.72% 99.54% #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% 100% 100% #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% 97.87% 98.61% #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% 78.57% 100% #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% 93% 100% #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) KPI_03
<= National 



Average
0 0 0 0 0 135 0 0 0 0 0 0



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%











Performance and Information Department



Performance Team



LWH Quality Schedule Gynaecology Month 11 - February 20162015/16
To develop a well led, Capable, Motivated and Entrepreneurial WORKFORCETo 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











Performance and Information Department



Performance Team



LWH Quality Schedule Gynaecology Month 11 - February 20162015/16
To develop a well led, Capable, Motivated and Entrepreneurial WORKFORCETo 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 0 0



Cancer: First Diagnostic Test by Day 14 KPI_11a >= 85% 90.83% 90.55% 96.38% 98.72% 92.91% 100% 90.83% 97.96% 98.05% 98.23% 95.45%



Cancer: Referral to treating trust by day 42 KPI_11b >= 85% N/A 50% N/A 50% 0.00% 0.00% 50% 0.00% 100% 100% 100%



Cancer: Reduce DNA/Cancellation of first appointments KPI_11a
Monitoring 



Only
2.75% 1.29% 1.95% 1.12% 2.74% 2.41% 2.75% 2.22% 1.60% 1.72% 0.91%



A&E: Ambulance Handover Times 15 Minutes KPI_13h 100% 100% 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% 1.87% 3.74% 0.00%



A&E: Self Harm KPI_13f
Monitoring 



Only
None None None None None None None None 1 None 0 0



A&E: Time to Initial Assessment (95th Percentile) KPI_13c <= 15 13 11 10 13 14 12 12 12 15 10 12 0



A&E: Time to Treatment (Median) KPI_13e
Monitoring 



Only
80 68 69 68 67 56 76 75 76 72 90 0



A&E: Total Time Spent in A&E 95th percentile KPI_13d <= 240 215 217 215 207 204 210 216 220 229 223 228 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% 3.20% 6.63% #DIV/0!



Choose & Book: Failure to ensure sufficient slots avilable on Choose & Book KPI_06 <= 6% 6.19% 8.16%











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% £158,018



1.0 Sepsis 0.125% £79,009 Establish Baseline
Compliant evidence 



submitted
Compliant Compliant Compliant Set Target Compliant Compliant Compliant Compliant > Qtr2 Compliant Compliant Compliant #DIV/0! > Qtr3 #DIV/0!



1.1 Sepsis: Administration of antibiotic (within 1 hour) 0.125% £79,009 N/A - Qtr 2 N/A - Qtr 2 Compliant Compliant Compliant Compliant Compliant Compliant Compliant Compliant #DIV/0! Compliant Compliant Compliant #DIV/0! #DIV/0! #DIV/0!



2 Dementia and Delirium 0.250% £158,018



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



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% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100%



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% 100% 100% None None 100% None None None None None None



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 None None None None None None None None None None None



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 N/A - Qtr 2 Rolled out Rolled out 6% 6% 33% 58% 71% 71% 78% 84%



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 None None



3 Enhanced Pathways 0.3920% £247,474



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% 86.8% 92.0% #DIV/0! 90.0% #DIV/0!



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 N/A N/A - Qtr 2 Compliant Compliant Compliant Compliant Compliant Compliant Compliant Compliant N/A Compliant Compliant Compliant #DIV/0! Compliant #DIV/0!



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 Compliant



Compliant Evidence 



submitted
Compliant Compliant Compliant Compliant Compliant Compliant Compliant Compliant Compliant Compliant Compliant Compliant #DIV/0! Compliant #DIV/0!



4.1



Improve Transition from Children and Young People services 



to Adult Services - Develop a Transition Policy across and 



between organisations



0.0490% £30,945 Compliant
Compliant Evidence 



submitted
Compliant Compliant Compliant Compliant Compliant Compliant Compliant Compliant Compliant Compliant Compliant Compliant #DIV/0! Compliant #DIV/0!



4.2



Improve Transition from Children and Young People services 



to Adult Services - Develop an acute based Service Model, 



funding and Service Standards



0.490% £30,945 Compliant
Compliant Evidence 



submitted
Compliant Compliant Compliant Compliant Compliant Compliant Compliant Compliant Compliant Compliant Compliant Compliant #DIV/0! Compliant #DIV/0!



4.3
Improve Transition from Children and Young People services 



to Adult Services - Staff Recruitment and Staff Training
0.147% £30,945 N/A - Qtr 2 N/A - Qtr 2 Compliant Compliant Compliant Compliant Compliant Compliant Compliant Compliant Compliant Compliant Compliant Compliant #DIV/0! Compliant #DIV/0!



4.4
Improve Transition from Children and Young People services 



to Adult Services - Development of Patient Cohort Database
0.147% £92,835 N/A - Qtr 3 N/A - Qtr 3 Compliant N/A - Qtr 3 Compliant Compliant Compliant N/A - Qtr 3 Compliant Compliant Compliant #DIV/0! Compliant #DIV/0!



4.5
Improve Transition from Children and Young People services 



to Adult Services - Implementation of the Service Model
0.147% £92,835 N/A - Qtr 4 N/A - Qtr 4 Compliant N/A - Qtr 4 N/A - Qtr 4 #DIV/0! Compliant Compliant #DIV/0! Compliant #DIV/0!



Audit of provisioon of antibiotics within 1 



hour for Sepsis is undertaken



In Development



Transitional Team is being established



Month 11 - February 2016



In Development



Not expected until Qtr 4Not expected until Qtr 4



Not expected until Qtr 3



Gynaecology



Transitional Policy is being developed



Servi ce Model and Standards being 



developed



Not expected until Qtr 2



Not expected until Qtr 3



LWH CQUINS (CCG) 2015/16



Not expected until Qtr 4



To deliver the most EFFECTIVE outcomes



Sepsis Screening using appropriate tool is 



in practice











LWH Corporate Gynaecology
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% 5.50% 3.77% 2.90% 4.70% 4.29% 5.34% 5.60% 8.32% 7.43% 5.86% 5.21% 0.00%



HR: Annual Appraisal & PDR Corp_2 >= 90% 90.00% 89.00% 89.00% 94.00% 89.00% 86.00% 87.00% 87.00% 85.00% 78.00% 80.00% 0.00%



HR: Attendance/ Completion of all Mandatory Training Elements Corp_3 >= 95% 92.00% 88.00% 90.00% 92.00% 92.00% 91.00% 92.00% 92.00% 95.00% 92.00% 91.00% 0.00%



HR: Professsional Registration Lapses Corp_4 0 0 1 0 0 0 0 0 0 0 0 0 0



HR: Turnover Rates Corp_5 <= 10% 8.00% 7.00% 6.50% 7.40% 8.00% 9.00% 9.18% 8.00% 8.00% 10.00% 8.00% 0.00%



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



Finance: Contract Income Variance (In Month) Corp_7 >= 0 -£114,090 -£248,568 £129,607 -£65,209 -£122,033 -£75,816 -£173,300 £23,920 £53,941 £167,344 £145,167 £0



Finance: Contract Income Budget (In Month) Corp_7 >= 0 -£1,896,670 -£2,015,047 -£1,895,496 -£2,110,929 -£1,922,264 -£1,972,067 -£2,147,510 -£1,975,247 -£767,426 -£2,047,366 -£1,875,430 £0



Finance: Non-contract Income Variance (In Month) Corp_8 >= 0 £3,350 -£6,845 -£876 £655 £9,619 £3,488 £4,653 -£1,626 £888 £17,287 £25,837 £0



Finance: Non-contract Income Budget (In Month) Corp_8 >= 0 -£16,845 -£16,845 -£16,845 -£16,845 -£16,845 -£16,845 -£16,845 -£16,845 -£16,845 -£16,845 -£16,845 £0



Finance: Budget Variance (YTD) Corp_9 >= 0 -£148,000 -£381,000 -£301,000 -£460,000 -£648,000 -£759,661 -£988,000 -£1,028,000 -£1,014,000 -£908,000 -£833,000 £0



Finance: Cost of Agency Staff usage Corp_11a = £0 £47,743 £20,721 £21,696 £16,856 £18,000 £15,000 £10,200 £5,000 £6,000 £5,000 £5,000 £0



Finance: Cost of Bank Staff usage Corp_11b = £0 £34,493 £24,672 £30,750 £21,303 £44,000 £32,021 £27,946 £21,041 £22,089 £22,148 £28,452 £0



Finance: Cost of Overtime usage Corp_11c = £0 £511 £147 £1,131 £3,420 £39 £2,199 £301 £1,678 £599 £928 £3,744 £0



Finance: Use of temporary/ flexible workforce (Bank and Agency) Corp_11 TBC £82,747 £45,540 £53,577 £41,579 £62,039 £49,220 £38,447 £27,719 £28,688 £28,076 £37,196 £0



Month 11 - February 20162015/16
To develop a well led, Capable, Motivated and Entrepreneurial WORKFORCE











LWH Corporate Gynaecology Month 11 - February 20162015/16
To develop a well led, Capable, Motivated and Entrepreneurial WORKFORCETo deliver SAFER services



Safer Staffing Rate (Includes Registered and Care Staff) Corp_6 <= 95% 92.42% 108.65% 97.62% 96.51% 93.56% 94.73% 91.85% 94.43% 95.48% 96.92% 97.76% 0.00%



Seasonal Flu vaccine uptake (Oct - Jan Only) Staff 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



Never Events Corp_27 0 0 0 0 0 0 0 0 0 0 0 0 0



Number of Open SI XC_11
Monitoring 



Only
10 11 10 11 10 10 10 10 11



Number of New SI XC_12
Monitoring 



Only
0 0 0 1 1 1 0 0 0 2 2 0



Number of SI reported to the CCG within 48 - 72 hour requirement XC_13 100% 100% 100% N/A 100% 100% 100% N/A N/A N/A 100% 100%



Number of SI with any outstanding actions that have not been completed in the 



defined time period
XC_14 0 0 0 1 2 2 1 3 1 3 0 0



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 4 4 4 4 4 4 4 4



Returns to Theatre Corp_13 <= 0.7% 0.35% 0.73% 0.92% 0.13% 0.49% 0.32% 0.00% 0.43% 0.48% 0.14% 0.00%



Daycase overstay rates Corp_14 <= 5% 6.30% 5.08% 3.00% 3.48% 5.02% 6.20% 4.84% 4.87% 4.77% 5.71% 3.60%



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% N/A 80% 100% 100% 100% 100% 86% 40% 100% 100% 75%



Complaints: Number received each month Corp_16
<= 15       



TBA
8 7 5 5 4 4 1 4 3 2 5



Complaints: Number of Action Plans received each month Corp_17 100% 100% 100% 100% 100% 100% 100% 88% 100% 100% 100% 100%



Outpatients: First appointment cancelled by hospital Corp_18
<= 8.5%     



TBC
10.16% 9.55% 10.59% 9.41% 9.91% 8.02% 11.87% 10.43% 10.47% 9.13% 6.59% #DIV/0!



Outpatients: Subsequent appointment cancelled by hospital Corp_19
<= 11.5% 



TBC
12.27% 11.19% 15.42% 12.02% 15.34% 15.73% 13.46% 12.38% 15.21% 14.47% 15.71% #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% 2.66% 1.67%



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% 3.04% 6.13%



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% 75.17% 77.89%



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



Cancer: 62 Day referral to treatment (Consultant Upgrade) Non  urgent suspected 



cancer referrals) (Cummulative Quarterly)
XC_21 100% 100.00% 90.00% 100% 100% 100% 100% 100% None 100% 100% 66.67%










image47.emf

S:\InfoPMF\


finance\BOARD 


REPORT\1516\


Dashboards\2) 


Divisional and 


Ward Dashboards\


Gynaecology\11) 


February 2016\


Gynaecology 


Performance 


Dashboard - 


February 


2016v2.pdf







Performance and Information Department



Performance Team



Performance Report - Neonatal Care - Month 11 - February 2016



15 



0 



25 



2 



All  
Metrics 



1 0 



5 



2 
Experience 



0 0 



5 



2 
Quality 



Strategy 



6 



0 



1 
0 



Quality 
Schedule 



8 



0 



12 



0 



Corporate 



0 0 



2 



0 



Effective 



1 



0 



9 



0 



Safe 



11 



0 



1 



0 



Efficient 



2 
0 



4 



0 



Workforce 



0 0 



4 



0 



NeoMetrics 



1 
0 



2 



CQUINS 



0 0 



1 



0 



Monitor 











Performance and Information Department



Performance Team



LWH Monitor Neonatal Care
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



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



2015/16 Month 11 - February 2016











Performance and Information Department



Performance Team



LWH Quality Strategy Neonatal Care
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



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 0.00 0.25 0.00 0.00 0.60 0.52 0.17 0.58 0.66 0.22 0.00



No increase in bloodstream infection (early and late) in all neonates (term and preterm) LWH_4 TBC 3.18 0 0 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00



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



Reduce Brain injury in preterm babies (Severe Intraventricular haemorrhage and 



Periventricular leukomalacia)
LWH_5 TBA TBD TBA TBA TBA TBA TBA TBA TBA TBA TBA TBA



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 3.17 8.76 3.08 2.70 2.80 0.00 1.40 4.10 2.80 4.20 0.00



Adjusted Still birth rate i.e. excluding fetal abnormalities (Rate per 1000 births) LWH_8 TBC 1.55 0 3.06 5.46 2.74 9.38 6.98 0.56 7.04 2.77 7.37



Month 11 - February 20162015/16



To develop a well led, Capable, Motivated and Entrepreneurial WORKFORCE











Performance and Information Department



Performance Team



LWH Quality Strategy Neonatal Care Month 11 - February 20162015/16



To develop a well led, Capable, Motivated and Entrepreneurial WORKFORCETo 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 0 0 0 0 0 0 0 0 0 0 0 0



75 % of patients recommend us in the family friends test. LWH_17 >= 75%



Staff survey results in upper quartile LWH_18 > 3.95 3.74 3.74 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 



Avergae



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%











Performance and Information Department



Performance Team



LWH Quality Schedule Neonatal Care
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% 3.00% 2.97% 4.80% 3.10% 3.05% 3.13% 3.27% 3.71% 6.46% 7.48% 6.04% 0.00%



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% 23.47% 14.06% 50.00% 21.18% 10.00% 15.49% 9.43% 22.54% 22.73% 11.76% 23.29% #DIV/0!



Outpatients: DNA Rates: Follow-up KPI_07b < 10% 3.90% 4.35% 1.56% 5.41% 8.62% 5.88% 10.67% 1.41% 0.00% 8.62% 18.42% #DIV/0!



Discharge Summaries to be electronically constructed, integrated TTO’s and contains 



the recommended minimum data set.
KPI_14a >= 98% 77.65% 78.90% 67.16% 94.62% 94.51% 98.88% 82.61% 35.71% 77.11% 91.58% 61.54% #DIV/0!



Discharge Summaries to be sent from all ward areas to general practice within 24 



hours.  
KPI_14b >= 95% 77.65% 78.90% 67.16% 94.62% 94.51% 98.88% 82.61% 35.71% 77.11% 91.58% 61.54% #DIV/0!



Patients to receive a copy of their Discharge Summary on day of discharge. KPI_14c >= 95% 77.65% 78.90% 67.16% 94.62% 94.51% 77.27% 66.67% 65.31% 79.17% 66.67% 83.33% #DIV/0!



Month 11 - February 20162015/16
To develop a well led, Capable, Motivated and Entrepreneurial WORKFORCE
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Performance Team



LWH Quality Schedule Neonatal Care Month 11 - February 20162015/16
To develop a well led, Capable, Motivated and Entrepreneurial WORKFORCETo 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



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
5.63 3.17 8.76 3.08 2.70 2.80 0.00 1.40 4.10 2.80 7.00 0.00











Performance and Information Department



Performance Team



LWH Quality Schedule Neonatal Care Month 11 - February 20162015/16
To develop a well led, Capable, Motivated and Entrepreneurial WORKFORCETo 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



There are no indicators in this section
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Performance Team



LWH Quality Schedule Neonatal Care Month 11 - February 20162015/16
To develop a well led, Capable, Motivated and Entrepreneurial WORKFORCETo 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



There are no indicators in this section











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 100.00% 50.00% 100.00% >= 40% 75.00% 25.00% 60.00% 50.00% >= 40% 46.15% 50.00% 0.00% 100% >= 40% 50.00% 100% 100% #DIV/0! >= 40% #DIV/0!



WC3



Reduce clinical variation and identifying service 



improvement requirements by ensuring data completeness 



in the 4 NNAP Audit Questions identified 



66.96% 65.81% 74.39% >= 90% 68.47% 68.63% 76.52% 68.00% >= 90% 71.05% 68.91% 81.25% 89.00% >= 90% 79.71% 93.14% 76.00% #DIV/0! >= 90% #DIV/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% 100.00% 100% #DIV/0! >= 90% #DIV/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% 100% 100% #DIV/0! >= 90% #DIV/0!



WC3iii
Mother's milk at discharge: Babies of < 33 Weeks gestation 



at birth.
100% 100% 100% >= 90% 100% 91.67% 100% 100% >= 90% 97.50% 100% 100% 100% >= 90% 100% 100% #DIV/0! #DIV/0! >= 90% #DIV/0!



WC3d



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% 55.37% 38.55% 63.51% 50.62% >= 90% 55.05% 55.42% 72.73% 85.50% >= 90% 71.22% 90.41% 70.31% #DIV/0! >= 90% #DIV/0!



WC7
Clinical reviews completed for term babies admitted to 



NICU (Inborn or Home Births)
100% >= 95% 100% 100% 100% 100% >= 95% 100% 100% 100% 100% >= 95% 100% #DIV/0! #DIV/0! #DIV/0! >= 95% #DIV/0!



Month 11 - February 2016LWH CQUINS (SCom) 2015/16
To deliver SAFER services



Neonatal Care











LWH Corporate Neonatal Care
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% 3.00% 2.97% 4.80% 3.10% 3.05% 3.13% 3.27% 3.71% 6.46% 7.48% 6.04% 0.00%



HR: Annual Appraisal & PDR Corp_2 >= 90% 93.00% 85.00% 87.00% 78.00% 95.00% 96.00% 95.00% 95.00% 99.00% 99.00% 98.00% 0.00%



HR: Attendance/ Completion of all Mandatory Training Elements Corp_3 >= 95% 93.00% 90.00% 91.00% 91.00% 91.00% 93.00% 95.00% 96.00% 97.00% 97.00% 97.00% 0.00%



HR: Professsional Registration Lapses Corp_4 0 0 0 0 0 0 0 0 0 0 0 0 0



HR: Turnover Rates Corp_5 <= 10% 9.00% 9.00% 8.20% 9.10% 10.00% 11.00% 11.17% 10.00% 10.00% 10.00% 10.00% 0.00%



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



Finance: Contract Income Variance (In Month) Corp_9 >= 0 £3,868 -£21,108 -£8,359 -£27,005 -£30,120 -£38,304 £1,148 £60,871 £41,265 -£15,547 -£19,836 £0



Finance: Contract Income Budget (In Month) Corp_9 >= 0 -£1,242,468 -£1,240,817 -£1,241,854 -£1,241,801 -£1,241,418 -£1,241,714 -£1,241,873 -£1,241,784 -£1,242,348 -£1,240,835 -£1,241,580 £0



Finance: Non Contracted Income Variance (In Month) Corp_9 >= 0 £5,850 -£5,455 £5,883 £49 £130 -£116 -£226 -£285 -£6,128 £5,585 -£6,071 £0



Finance: Non Contracted Income Budget (In Month) Corp_9 >= 0 -£336 -£214 -£291 -£287 -£259 -£355 -£292 -£286 -£328 -£216 -£271 £0



Finance: Other Actual Income Variance (In Month) >= 0 -£58,418 -£58,418 -£58,418 -£58,418 -£58,418 -£58,418 -£58,418 -£58,418 -£58,418 -£58,418 -£58,418 £0



Finance: Other Planned Income Variance (In Month) = £0 -£278 -£2,733 £1,614 £31,712 £8,079 £14,432 £2,439 £8,309 £110,559 £14,029 £9,499 £0



Finance: Budget Variance Corp_9 >= 0 -£12,000 -£87,000 -£149,000 -£255,000 -£324,000 -£379,505 -£408,000 -£371,000 -£244,000 -£247,000 -£298,000 £0



Finance: Cost of Agency Staff usage Corp_11a = £0 £0 £0 £0 £0 £0 £0 £0 £0 £0 £0 £0 £0



Finance: Cost of Bank Staff usage Corp_11b = £0 £23,168 £19,299 £9,762 £11,165 £6,000 £7,692 £2,774 £10,038 £4,394 £5,346 £13,410 £0



Finance: Cost of Overtime usage Corp_11c = £0 £0 £0 £6,786 £2,138 £176 £168 £0 £0 £0 £0 £841 £0



Finance: Use of temporary/ flexible workforce (Bank and Agency) Corp_11 TBC £23,168 £19,299 £16,548 £13,303 £6,176 £7,860 £2,774 £10,038 £4,394 £5,346 £14,251 £0



To deliver SAFER services



Safer Staffing Rate (Registered) Corp_6 <= 90% 97% 98% 97% 99% 99% 102% 103% 99% 102% 97% 99.81% 0%



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
0 0 0 0 0 0 2 3 3 3 3 0



Number of New SI XC_12
Monitoring 



Only
0 0 0 0 0 0 2 1 0 0 1 0



Number of SI reported to the CCG within 48 - 72 hour requirement XC_13 100% N/A N/A N/A N/A N/A N/A 100% 100% N/A N/A 100%



Number of SI with any outstanding actions that have not been completed in the 



defined time period
XC_14 0 N/A N/A N/A N/A N/A N/A 0 0 0 N/A N/A



Month 11 - February 20162015/16
To develop a well led, Capable, Motivated and Entrepreneurial WORKFORCE











LWH Corporate Neonatal Care Month 11 - February 20162015/16
To develop a well led, Capable, Motivated and Entrepreneurial WORKFORCETo 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



There are no metrics in this section



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% N/A N/A N/A 100% N/A N/A N/A 100% N/A 100% N/A



Complaints: Number received each month Corp_16
<= 15       



TBA
0 0 0 0 0 0 0 0 0 1 1 0



Complaints: Number of Action Plans received each month Corp_17 100% N/A N/A N/A N/A N/A N/A N/A N/A N/A 100% N/A



Outpatients: First appointment cancelled by hospital Corp_18
<= 8.5%     



TBC
2.60% 1.79% 18.18% 6.94% 10.00% 10.45% 13.51% 9.84% 2.86% 7.69% 45.10% #DIV/0!



Outpatients: Subsequent appointment cancelled by hospital Corp_19
<= 11.5% 



TBC
3.90% 4.35% 1.56% 5.41% 8.62% 5.88% 10.67% 1.41% 0.00% 8.62% 0.00% #DIV/0!











Neonatal Care Specialty Metrics 2015/16



Click on the hyperlinks below for 



further information
R A G



Target 



15/16
Apr-15 May-15 Jun-15 Jul-15 Aug-15 Sep-15 Oct-15 Nov-15 Dec-15 Jan-16 Feb-16 Mar-16



BloodStreamInfection per 100 VLBW ICU+HDU days TBA 0.00 0.24 0.00 0.00 0.60 0.52 0.17 0.58 0.66 0.22 0.51 0.00



Booked births - neonatal deaths (first 28days) 



Reported 1 Month Behind
>=3 <3 0.00 0.40 3.10 2.70 2.80 0.00 1.40 2.80 1.40 2.80 0.00 0.00



All live births  - neonatal deaths (first 28 days) 



Reported 1 Month Behind
>=5 <5 3.20 8.80 3.10 2.70 2.80 0.00 1.40 4.10 2.80 4.20 0.00 0.00



% of inborn term babies admitted to NICU & TC TBA 6.6 7.9 4.2 5.5 5.3 5.5 5.1 6.1 4.4 5.9 4.8



% of inborn term babies admitted to NICU TBA 6.4 7.7 4.0 5.2 5.3 5.0 5.1 6.1 4.3 4.9 4.2



% of term admissions excluding planned & TC TBA 4.8 7.1 3.5 5.7 4.4 4.7 4.7 4.9 4.3 4.9 5.7



% of GP FAX within 24hrs of discharge TBA 93.5 77.9 85.0 94.6 94.5 98.9 82.6 35.7 77.1 91.6 61.5



% of parent given a copy of the discharge summary TBA 82.9 86.8 84.8 95.1 55.0 77.3 66.7 65.3 79.2 66.7 66.7



Average number of staff required to reach BAPM TBA 19.5 21.8 21.2 24.7 21.8 21.3 20.3 18.4 19.2 17.5 18.2 0.0



Average number of staff per shift TBA 18.1 19.4 18.2 18.0 16.9 18.4 18.5 18.4 18.1 17.8 16.8 0.0



% shifts BAPM reached TBA 25.6 18.2 8.9 19.8 32.0 35.9 46.1 54.8 54.8 65.7 50.7 0.0



Percentage of shifts LWH min reached TBA 100.0 100.0 100.0 86.9 94.6 94.5 93.5 92.9 92.5 97.7 94.5 0.0



Unit TBA 76.67% 86.98% 82.90% 92.95% 89.01% 87.72% 85.07% 75.62% 80.27% 79.71% 67.01% 0



ITU TBA 68.13% 62.50% 76.67% 82.66% 56.45% 64.38% 58.87% 51.04% 80.11% 75.00% 78.34% 0



HDU TBA 59.44% 76.34% 67.78% 106.45% 116.13% 106.39% 89.78% 87.50% 64.78% 56.45% 73.29% 248



LD TBA 99.83% 113.23% 92.83% 101.61% 104.52% 100.50% 104.19% 81.83% 96.77% 100.65% 72.73% #REF!



TC TBA 56.67% 86.02% 96.67% 64.52% 69.89% 70.00% 81.72% 100.00% 100.00% 69.35% 27.59% #REF!



Number of bed days TBA 102 160 174 120 130 126 152 174 147 172 0 0



Number of babies sucessfully managed on Mat Base TBA 8 12 10 14 5 11 1 12 12 6 0 0



NLS* % of nurses trained on NLS in the last 4 years <60 79-60 >=80 94.3% 96.2%



* no longer reported



Month 11 - February 2016



NeonatalMortality



TermBabyAdmits



Discharges



Staffing



Occupancy



TC











Neonatal Care Specialty Metrics 2015/16 Month 11 - February 2016



R A G
Target 



15/16
Apr-15 May-15 Jun-15 Jul-15 Aug-15 Sep-15 Oct-15 Nov-15 Dec-15 Jan-16 Feb-16 Mar-16



ROP % of babies screened for ROP <95 >=95 92.31% 90.00% 100% 100% 100% 100% 100% 100.00% 93.30% 100.00%



TPN % of babies that receive TPN by day 2 of life <95 >=95 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100%



Breast Milk % of<34 receiving breast milk at discharge home TBA 53.3 37.5 40.0 37.5 33.3 23.8 29.4 29.4 35.7 41.2 9.5



Rate of blood stream infections per 1000 catheter days 



taken after 72hrs of age 
TBA 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 #DIV/0! #DIV/0! #DIV/0!



% of babies with an admission temp less than 36C TBA 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 #DIV/0!



% of refused admissions for PN transfer of network 



babies
TBA 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 #DIV/0!



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 0 0 0 0 0 0 0 0 0



Amber 0 0 0 0 0 0 0 0 0 0 0 0



Green 3 2 3 4 4 4 4 4 4 4 4 0



No Data 0 0 0 0 0 0 0 0 0 0 0 0



RAG Calculator - Neonatal Care Specialty Metrics



OldCQUIN Dashboard











Blood Stream Infection Rate Apr-15 May-15 Jun-15 Jul-15 Aug-15 Sep-15 Oct-15 Nov-15 Dec-15 Jan-16 Feb-16 Mar-16



Preterm



Neonatal Blood Stream Infection Rate (per 100 VLBW ICU+HDU day) 0.00 0.24 0 0 0.6 0.52 0.17 0.58 0.66 0.22 0.51



Blood Stream Infection Rate Apr-14 May-14 Jun-14 Jul-14 Aug-14 Sep-14 Oct-14 Nov-14 Dec-14 Jan-15 Feb-15 Mar-15



Preterm



Neonatal Blood Stream Infection Rate (per 100 VLBW ICU+HDU day) 0.82 0.44 0.61 0.65 0.38 0.45 0 0.45 0.51 0.39 0.23 *



Blood Stream Infection Rate Apr-13 May-13 Jun-13 Jul-13 Aug-13 Sep-13 Oct-13 Nov-13 Dec-13 Jan-14 Feb-14 Mar-14



Preterm



Neonatal Blood Stream Infection Rate (per 100 VLBW ICU+HDU day) 0.28 0.6 0.59 0.19 0.53 0.31 0.61 0.89 0 0.68 0 0.64



Blood Stream Infection Rate Apr-12 May-12 Jun-12 Jul-12 Aug-12 Sep-12 Oct-12 Nov-12 Dec-12 Jan-13 Feb-13 Mar-13



Preterm



Neonatal Blood Stream Infection Rate (per 100 VLBW ICU+HDU day) 0.39 0.23 0.23 0.36 0.79 0.42 0 0.58 0.48 0.77 1.06 0.19



Blood Stream Infection Rate Apr-11 May-11 Jun-11 Jul-11 Aug-11 Sep-11 Oct-11 Nov-11 Dec-11 Jan-12 Feb-12 Mar-12



Preterm



Neonatal Blood Stream Infection Rate (per 100 VLBW ICU+HDU day) 0.61 0.27 1.61 0.69 0.75 0.28 0.21 0 0.76 0.27 0 0.58











Neonatal Mortality Apr-15 May-15 Jun-15 Jul-15 Aug-15 Sep-15 Oct-15 Nov-15 Dec-15 Jan-16 Feb-16 Mar-16



Booked births - neonatal deaths (first 28days) born in month 0 3 2 2 2 0 1 2 1 2



Total number of live births ( - IUT) 618 675 636 733 708 735 716 712 702 703



Neonatal deaths per 1000 booked births 0.00 0.40 3.10 2.70 2.80 0.00 1.40 2.80 1.40 2.80



All live births  - neonatal deaths (first 28 days) (Inborn) born in 



month
2 6 2 2 2 0 1 3 2 3



Total number of live births 631 685 650 735 724 743 724 725 708 713



Neonatal deaths per 1000 births 3.20 8.80 3.10 2.70 2.80 0.00 1.40 4.10 2.80 4.20



Neonatal Mortality Apr-14 May-14 Jun-14 Jul-14 Aug-14 Sep-14 Oct-14 Nov-14 Dec-14 Jan-15 Feb-15 Mar-15



Booked births - neonatal deaths (first 28days) born in month 0 0 2 1 2 1 1 2 1 0 1



Total number of live births ( - IUT) 637 659 674 680 686 741 776 685 640 669 624 700



Neonatal deaths per 1000 booked births 0.0 0.0 3.0 1.5 2.9 1.3 1.3 2.9 1.6 0.0 1.6 0.0



All live births  - neonatal deaths (first 28 days) (Inborn) born in 



month
0 0 4 2 3 0 1 0 0 2 2



Total number of live births 647 669 684 686 703 734 776 700 648 682 634 711



Neonatal deaths per 1000 births 0.00 0.00 5.85 2.92 4.27 0.00 1.29 0.00 0.00 2.93 3.15 0.00



Neonatal Mortality Apr-13 May-13 Jun-13 Jul-13 Aug-13 Sep-13 Oct-13 Nov-13 Dec-13 Jan-14 Feb-14 Mar-14



Booked births - neonatal deaths (first 28days) born in month 1 0 0 2 2 0 0 2 1 3 3 2



Total number of live births ( - IUT) 632 652 571 697 715 687 666 672 691 678 603 651



Neonatal deaths per 1000 booked births 1.6 0.0 0.0 2.9 2.8 0.0 0.0 3.0 1.4 4.4 5.0 3.1



All live births  - neonatal deaths (first 28 days) (Inborn) born in 



month
1 0 0 2 2 2 0 3 1 3 3 3



Total number of live births 642 663 581 707 724 700 679 681 702 689 610 665



Neonatal deaths per 1000 births 1.56 0.00 0.00 2.83 2.76 2.86 0.00 4.41 1.42 4.35 4.92 4.51











Term Baby Admissions 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 term babies admitted to Badger (inborn) >36 37 50 24 36 35 36 33 40 28 38 29



Number of term babies admitted to NICU (inborn) >36 36 49 23 34 35 33 33 40 27 32 25



Number of term babies admitted to TC (inborn) >36 1 1 1 2 0 3 0 0 1 3 2



Number of term babies born 563 634 569 650 656 654 653 657 632 647 601



% of inborn term babies admitted 6.6 7.9 4.2 5.5 5.3 5.5 5.1 6.1 4.4 5.9 4.8



% of inborn term babies admitted to NICU 6.4 7.7 4.0 5.2 5.3 5.0 5.1 6.1 4.3 4.9 4.2



% of inborn term babies admitted to TC 0.2 0.2 0.2 0.3 0.0 0.5 0.0 0.0 0.2 0.5 0.3



Number of term admissions excluding planned to NICU 27 45 20 37 29 31 31 32 27 32 34



% of inborn term admissions excluding planned & TC admissions 4.8 7.1 3.5 5.7 4.4 4.7 4.7 4.9 4.3 4.9 5.7



All Admisisons 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 babies admitted to Badger (inborn) 91 100 82 91 74 79 92 80 74 88 72



Number of babies admitted to NICU (inborn) 84 92 72 86 64 72 79 77 65 82 66



Number of babies admitted to TC (inborn) 7 8 10 5 10 7 13 3 9 6 6



Number of inborn babies 631 685 650 735 708 743 724 725 708 713 666



% of babies admitted to Badger 14.4 14.6 12.6 12.4 10.5 10.6 12.7 11.0 10.5 12.3 10.8



% of babies admitted to NICU 13.3 13.4 11.1 11.7 9.0 9.7 10.9 10.6 9.2 11.5 9.9



% of babies admitted to TC 1.1 1.2 1.5 0.7 1.4 0.9 1.8 0.4 1.3 0.8 0.9
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Term Baby Admissions - 2015/16 



Number of term babies born
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All Admissions - 2015/16 



Number of inborn babies % of babies admitted to NICU % of babies admitted to TC











Apr-15 May-15 Jun-15 Jul-15 Aug-15 Sep-15 Oct-15 Nov-15 Dec-15 Jan-16 Feb-16 Mar-16



102 160 174 120 130 126 152 174 147 172



3.4 5.2 5.8 3.9 4.2 4.2 4.9 5.8 5 5.5



Managed at cot side  8 8 4 6 5 5 1 9 7 4



Admitted to TC  2 1 0 0 0 0 0 0 0 0



Admitted to NICU  0 2 0 0 0 0 0 2 1 0



Stayed with Mum on Mat base 6 5 4 6 5 5 1 7 6 4



Managed at cot side    5 11 13 10 4 9 3 6 5 4



Admitted to TC      1 2 4 2 1 3 2 0 2 2



Admitted to NICU  2 2 3 0 3 0 1 1 0 0



Stayed with Mum on Mat base  2 7 6 8 0 6 0 5 3 2



13 12 12 12 8 10 12 15 10 13



8 12 10 14 5 11 1 12 12 6 0 0



0 4 2 0 0 0 0 2 2 3



0 5 4 0 0 0 0 2 2 4



44 34 24 18 15 16 22 18 55 52



Babies 37 



wks and 



above



Babies 



less than 



37 wks



TC



Number of cot days lost due to maternity using bed space  



Number of bed days where babies waiting on NICU  



Number of babies refused due to capacity  



Number of babies sucessfully managed on Mat base  



Number of babies transferred from NICU  



Average number of babies on TC per day  



Total number of TC bed days  











Discharges Apr-15 May-15 Jun-15 Jul-15 Aug-15 Sep-15 Oct-15 Nov-15 Dec-15 Jan-16 Feb-16 Mar-16



GP fax



Number of GPs faxed at discharge 86 74 68 88 86 88 76 35 64 87 48



Number of discharges 92 95 80 93 91 89 92 98 83 95 78



% of GPs fax at discharge 93.5 77.9 85.0 94.6 94.5 98.9 82.6 35.7 77.1 91.6 61.5



Discharge Summaries



Number of parents that received a copy of the discharge summary 29 33 28 39 22 34 34 32 38 28 28



Number of babies discharged home 35 38 33 41 40 44 51 49 48 42 42



% of parents given a copy of the discharge summary 82.9 86.8 84.8 95.1 55.0 77.3 66.7 65.3 79.2 66.7 66.7
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Discharge Summaries - 2015/16 



% of GPs fax at discharge % of parents given a copy of the discharge summary











Staffing Levels Apr-15 May-15 Jun-15 Jul-15 Aug-15 Sep-15 Oct-15 Nov-15 Dec-15 Jan-16 Feb-16 Mar-16



 LWH Staffing Breaches (number of shifts) 0 0 0 0 0 0 0 0 0 0



Staff occupancy form
Average number of staff required to reach BAPM 19.5 21.8 21.2 24.7 21.8 21.3 20.3 18.4 19.2 17.5 18.2



Average number of staff per shift 18.1 19.4 18.2 18.0 16.9 18.4 18.5 18.4 18.1 17.8 16.8



Number below BAPM 1.4 2.4 3.0 6.7 5.0 2.9 1.8 0.0 1.1 0.0 1.4



Average Extra staff used per shift 0.67 0.44 0.57 0.27 0.14 0.16 0.0 0.2 0.3 0.6 0.5



% shifts BAPM reached 25.6 18.2 8.9 19.8 32.0 35.9 46.1 54.8 54.8 65.7 50.7



% shifts LWH min met 100 100 100 86.9 94.6 94.5 93.5 92.9 92.5 97.7 94.5



Daily data form
Average number of staff required to reach BAPM



Average number of staff per shift



Number below BAPM
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Staffing Levels 2015/16 



Average number of staff required to reach BAPM Average number of staff per shift Number below BAPM











Occupany Levels as % Apr-15 May-15 Jun-15 Jul-15 Aug-15 Sep-15 Oct-15 Nov-15 Dec-15 Jan-16 Feb-16 Mar-16



Unit and TC Cots Used 1242 1456 1343 1556.0 1490 1421 1424 1225 1294 1285 983



Unit and TC Cots available 1620 1674 1620 1674 1674 1620 1674 1620 1612 1612 1467 1612



Unit & TC % 76.7% 87.0% 82.9% 93.0% 89.0% 87.7% 85.1% 75.6% 80.3% 79.7% 67.0% 0.0%



Unit Cots Used 1140 1296 1169 1436.0 1360 1295 1272 1051 1139 1113 919



Unit Cots available 1440 1488 1440 1488 1488 1440 1488 1412 1364 1364 1235 1364



Unit % 79.2% 87.1% 81.2% 96.5% 91.4% 89.9% 85.5% 74.4% 83.5% 81.6% 74.4% 0.0%



ITU Cots Used 327 310 368 410.0 280 309 292 245 298 279 264



ITU Cots available 480 496 480 496 496 480 496 480 372 372 337 372



ITU % 68.1% 62.5% 76.7% 82.7% 56.5% 64.4% 58.9% 51.0% 80.1% 75.0% 78.3% 0.0%



HDU Cots Used 214 284 244 396.0 432 383 334 315 241 210 247



HDU Cots available 360 372 360 372 372 360 372 360 372 372 337 372



HDU % 59.4% 76.3% 67.8% 106.5% 116.1% 106.4% 89.8% 87.5% 64.8% 56.5% 73.3% 0.0%



LD Cots Used 599 702 557 630.0 648 603 646 491 600 624 408



LD Cots available 600 620 600 620 620 600 620 600 620 620 561 620



LD % 99.8% 113.2% 92.8% 101.6% 104.5% 100.5% 104.2% 81.8% 96.8% 100.6% 72.7% 0.0%



TC Cots Used 102 160 174 120 130 126 152 180 248 172 64



TC Cots available 180 186 180 186 186 180 186 180 248 248 232 248



TC % 56.7% 86.0% 96.7% 64.5% 69.9% 70.0% 81.7% 100.0% 100.0% 69.4% 27.6% 0.0%



Unit 1140 1296 1169 1436 1360 1295 1272 1051 1139 1113 919 0



ITU 68.1% 62.5% 76.7% 82.7% 56.5% 64.4% 58.9% 51.0% 80.1% 75.0% 78.3% 0.0%



HDU 59.4% 76.3% 67.8% 106.5% 116.1% 106.4% 89.8% 87.5% 64.8% 56.5% 73.3% 0.0%



LD 99.8% 113.2% 92.8% 101.6% 104.5% 100.5% 104.2% 81.8% 96.8% 100.6% 72.7% 0.0%



TC 56.7% 86.0% 96.7% 64.5% 69.9% 70.0% 81.7% 100.0% 100.0% 69.4% 27.6% 0.0%



BAPM 25.6 18.2 8.9 19.8 32 35.9 46.1 54.8 54.8 65.7 50.7 0
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Apr-15 May-15 Jun-15 Jul-15 Aug-15 Sep-15 Oct-15 Nov-15 Dec-15 Jan-16 Feb-16 Mar-16



Unit 1140 1296 1169 1436 1360 1295 1272 1051 1139 1113 919 0



ITU 68.1% 62.5% 76.7% 82.7% 56.5% 64.4% 58.9% 51.0% 80.1% 75.0% 78.3% 0.0%



HDU 59.4% 76.3% 67.8% 106.5% 116.1% 106.4% 89.8% 87.5% 64.8% 56.5% 73.3% 0.0%



LD 99.8% 113.2% 92.8% 101.6% 104.5% 100.5% 104.2% 81.8% 96.8% 100.6% 72.7% 0.0%



TC 56.7% 86.0% 96.7% 64.5% 69.9% 70.0% 81.7% 100.0% 100.0% 69.4% 27.6% 0.0%



BAPM 25.6 18.2 8.9 19.8 32 35.9 46.1 54.8 54.8 65.7 50.7 0



Occupancy Levels - 2015/16 











ROP CQUIN 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 babies meeting the 



criteria for inclusion, screened prior 



to discharge



12 9 9 15 17 14 15 14 14 7



Number of babies with a birthweight 



of <1500g or a gest of <32+0 wks
13 10 9 15 17 14 15 14 15 7



% 92.3 90.0 100.0 100.0 100.0 100.0 100.0 100.0 93.3 100.0
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% 



ROP Screening - 2015/16 



Number of babies meeting the criteria for inclusion, screened prior to discharge Number of babies with a birthweight of <1500g or a gest of <32+0 wks %











TPN CQUIN Apr-14 May-14 Jun-14 Jul-14 Aug-14 Sep-14 Oct-14 Nov-14 Dec-14 Jan-15 Feb-15 Mar-15



Number of babies <30+0 or <1200g that 



start TPN by day 2 of life (excluding babies 



who undergo surgery on day 1)



11 19 12 12 7 12 8 9 7 10 5



Total number of babies <30+0 or <1200g 



born in the hospital or transferred in on day 1 



of life



11 19 12 12 7 12 8 9 7 10 5



% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0%
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TPN 2015/16 



Number of babies <30+0 or <1200g that start TPN by day 2 of life (excluding babies who undergo surgery on day 1)



Total number of babies <30+0 or <1200g born in the hospital or transferred in on day 1 of life



%











Breast milk at Discharge home 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 babies born at <34 weeks receiving some 



breast milk at discharge home
8 6 4 6 6 5 5 5 5 7 2



Number of babies born <34 weeks discharged home 15 16 10 16 18 21 17 17 14 17 21



% 53.3 37.5 40.0 37.5 33.3 23.8 29.4 29.4 35.7 41.2 9.5
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Breast feeding upon Discharge 2015/16 



Number of babies born at <34 weeks receiving some breast milk at discharge home Number of babies born <34 weeks discharged home %











Apr-15 May-15 Jun-15 Jul-15 Aug-15 Sep-15 Oct-15 Nov-15 Dec-15 Jan-16 Feb-16 Mar-16 Q1 Q2 Q3 Q4



Babies screened for ROP (line with NNAP criteria) 12 9 9 15 17 14 15 14 14 7 126 33 41 46



Number of babies eligible for screening 13 10 9 15 17 15 15 14 15 7 64 34 41 47



% 92.31% 90.00% 100.00% 100% 100% 93.33% 100.00% 100.00% 93.33% 100.00% #DIV/0! #DIV/0! 196.88% 97.06% 100.00% 97.87%



Episodes of CABSI 1 0 0 4 2 1 2 2 1 13 4 6 7



Total catheter days over 72hrs of age 410 457 641 685 599 462 208 281 422 3254 1783 1925 1746



% 0.24% 0.00% 0.00% 0.58% 0.33% 0.22% 0.96% 0.71% 0.24% #DIV/0! #DIV/0! #DIV/0! 0.40% 0.22% 0.31% 0.40%



Number of babies with an admission temp <36 1 0 0 1 1 1 0 1 1 0 1 7 1 2 3



Number of babies admitted from labour ward (not cooled) 52 68 54 50 53 55 62 56 49 65 51 277 172 157 158



% 1.92% 0.00% 0.00% 2.00% 1.89% 1.82% 0.00% 1.79% 2.04% 0.00% 1.96% #DIV/0! 2.53% 0.58% 1.27% 1.90%



Old CQUINS Dashboard 2015/16



NIC13



NIC04



NIC02
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LWH Monitor Genetics
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 - Non-admitted 2 >= 95% 94.02% 95.77% 92.41% 94.07% 92.33% 96.50% 98.17% 95.67% 95.00% 93.28% 89.26% 93.13% 97.93%



Maximum time of 18 weeks from point of referral to treatment - Incompletes 3 >= 92% 97.75% 98.85% 97.67% 98.09% 98.24% 94.17% 95.33% 95.91% 95.21% 95.03% 98.00% 98.61% 98.48%



2015/16 Month 11 -February 2016
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LWH Quality Strategy Genetics
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



There are no indicators in this section



To deliver the most EFFECTIVE outcomes



There are no indicators in this section



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 0 0 0 0 0 0 0 0 0 0 0



Staff survey results in upper quartile LWH_18 > 3.95 3.74 3.74 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



2015/16



To develop a well led, Capable, Motivated and Entrepreneurial WORKFORCE



Month 11 -February 2016
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LWH Quality Schedule Gentetics
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% 3.72% 0.09% 0.63% 1.55% 3.12% 2.04% 1.39%



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% 7.86% 8.06% 7.69% 10.94% 14.33% 9.93% 4.85% 6.04%



Outpatients: DNA Rates: Follow-up KPI_07b < 10% 9.03% 8.73% 9.44% 11.54% 8.60% 10.10% 5.95% 9.60% 15.07% 3.78% 4.00%



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



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



Month 11 -February 20162015/16
To develop a well led, Capable, Motivated and Entrepreneurial WORKFORCE
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LWH Quality Schedule Gentetics Month 11 -February 20162015/16
To develop a well led, Capable, Motivated and Entrepreneurial WORKFORCETo deliver SAFER services



There are no indicators in this section
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LWH Quality Schedule Gentetics Month 11 -February 20162015/16
To develop a well led, Capable, Motivated and Entrepreneurial WORKFORCETo deliver the most EFFECTIVE outcomes



There are no indicators in this section











Performance and Information Department



Performance Team



LWH Quality Schedule Gentetics Month 11 -February 20162015/16
To develop a well led, Capable, Motivated and Entrepreneurial WORKFORCETo 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 0 0











LWH Corporate Genetics
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% 4.70% 5.47% 4.80% 3.72% 0.09% 0.63% 1.55% 3.12% 2.04% 1.39%



HR: Annual Appraisal & PDR Corp_2 >= 90% 78.00% 72.00% 88.00% 87.00% 70.00% 66.00% 94.00% 94.00% 97.00% 97.00% 97.00%



HR: Attendance/ Completion of all Mandatory Training Elements Corp_3 >= 95% 91.00% 90.00% 92.00% 91.00% 92.00% 90.00% 95.00% 97.00% 97.00% 95.00% 96.00%



HR: Professsional Registration Lapses Corp_4 0 0 0 0 0 0 0 0 0 0 0 0.00%



HR: Turnover Rates Corp_5 <= 10% 8.00% 8.00% 10.70% 12.68% 15.00% 10.00% 9.46% 8.00% 13.00% 13.00%



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



Finance: Contract Income Variance (In Month) Corp_7 >= 0 £2,967 -£1,019 -£2,158 £8,093 £2,398 -£1,019 £5,815 £3,537 £120 £71,884 £10,453



Finance: Contract Income Budget (In Month) Corp_7 >= 0 -£257,177 -£257,177 -£257,177 -£257,177 -£257,177 -£257,177 -£257,177 -£257,177 -£257,177 -£257,177 -£257,177



Finance: Non-Contract Income Variance (In Month) Corp_7 >= 0 -£193 £150 £0 -£3,625 £0 -£1,125 £0 £0 £569 £0 £0



Finance: Non-Contract Income Budget (In Month) Corp_7 >= 0 £0 £0 £0 £0 £0 £0 £0 £0 £0 £0 £0



Finance:Other Actual Income Variance (In Month) Corp_7 >= 0 -£3,109 £8,254 £22,901 £54,497 £18,305 £17,507 £10,873 £15,731 £1,017 -£283,955 -£281,155



Finance: Other Planned Income Budget (In Month) Corp_7 >= 0 -£243,705 -£256,655 -£257,705 -£254,205 -£259,105 -£255,255 -£262,255 -£263,305 -£265,055 -£28,995 -£23,467



Finance: Budget Variance (YTD) Corp_9 >= 0 -£3,000 £1,000 -£91,000 -£64,000 -£8,000 £44,843 £32,000 £76,000 £109,000 £244,000 £259,000



Finance: Cost of Agency Staff usage Corp_11a = £0 £30,439 £31,364 £18,426 £10,694 £9,000 £0 £0 £0 £0 £0 £0



Finance: Cost of Bank Staff usage Corp_11b = £0 £2,132 £150 £4,436 £7,188 £4,000 £2,675 £3,846 £1,633 £1,172 £735 £1,807



Finance: Cost of Overtime usage Corp_11c = £0 £4,072 £1,479 £4,148 £2,598 £2,068 £523 £2,207 £848 £865 £1,115 £596



Finance: Use of temporary/ flexible workforce (Bank and Agency) Corp_11 TBC £30,439 £31,364 £27,010 £20,479 £15,068 £3,198 £6,053 £2,481 £2,037 £1,850 £2,403 £0



To deliver SAFER services



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
0 0 0 0 0 0 0 0 0 0 0



Number of New SI XC_12
Monitoring 



Only
0 0 0 0 0 0 0 0 0 0 0



Number of SI reported to the CCG within 48 - 72 hour requirement XC_13 100% N/A N/A N/A N/A N/A N/A N/A N/A N/A N/A N/A



Number of SI with any outstanding actions that have not been completed in the defined 



time period
XC_14 0 N/A N/A N/A N/A N/A N/A N/A N/A N/A N/A N/A



Month 11 -February 20162015/16
To develop a well led, Capable, Motivated and Entrepreneurial WORKFORCE











LWH Corporate Genetics Month 11 -February 20162015/16
To develop a well led, Capable, Motivated and Entrepreneurial WORKFORCETo deliver the most EFFECTIVE outcomes



There are no indicators in this section



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% N/A 100% N/A N/A N/A N/A N/A N/A N/A N/A N/A



Complaints: Number received each month Corp_16 <= 3       TBA 1 0 0 0 0 0 0 0 0 0 0



Complaints: Number of Action Plans received each month Corp_17 100% 100% N/A N/A N/A N/A N/A N/A N/A N/A N/A N/A



Outpatients: First appointment cancelled by hospital Corp_18
<= 8.5%     



TBC
8.86% 7.40% 9.46% 16.29% 18.49% 17.56% 12.95% 8.19% 10.82% 13.78% 15.59%



Outpatients: Subsequent appointment cancelled by hospital Corp_19
<= 11.5% 



TBC
10.21% 9.07% 12.39% 13.90% 24.78% 17.59% 12.12% 9.60% 15.07% 11.88% 15.79%
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Performance Team


Agenda Item No:


Meeting:


Date:


Title:


Report to be considered in Public or 


Private?


Where else has this report been considered 


and when?


Reference/s


Resource impact:


What is this report for? Information Decision Escalation Assurance


What action is required at this meeting?


Presented by:


Prepared by:


This report covers (tick all that apply):


P


P


P


P


P


Other:


Monitor Compliance P Equality and diversity


NHS Constitution Integrated business plan


Publication of this report (tick one):


2.  Issues for consideration


3.   Conclusion


4.   Recommendation/s


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


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


to deliver the best possible experience for patients and staff


To deliver safe services


Which CQC fundamental standard(s) does 


this report ralet to?


Good Governance


Staffing


Safety


Complaints


To Note


Jeff Johnson


David Walliker


Strategic objetives:


To develop a well led, capable, motivated and entrepreneurial workforce


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


Performance Group, Finance


Quality Strategy, Quality Schedule, CQUINS, Corporate Performance Indicators, Monitor Assurance 


Framework


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


Trust Management Group


March 2016


Public
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Performance Report - Trust Management Group - Month 11 - February 2016
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Performance Summary - Trust Management Group - Month 11 - February 2016


Overview 


0 0 


9 


0 


Monitor 


1 
0 


23 


CQUINS 


Performance for February 2016 continues to improve, from 83% in January 2016 to 85% of KPIs (105 of 125) achieving target. The Trust has achieved all Monitor KPI's. Financial 
performance remains a concern with 6 KPI's rated as red.  There are a total of 11 KPI's rated as red and 6 KPIs rated as Amber. The areas of concern in February are:- 
 
 Performance against Maternity Triage within 30 minutes continues to be an issue and at 85.5% for February, is the lowest level so far this financial year. 
 
 Although still below the 55% target at 54.3%, the rate of women breastfeeding on discharge has improved and is at the second highest rate this financial year. 
 
 Appraisal/PDR rate at 88% has dropped by 1% whilst Mandatory Training rate remains static at 93%. 


 
CQUINS: Neonate NNAP Audit Data Completeness  at 76% against a target of  >= 90% 
The Trust breached the Neonatal Care CQUIN WC3 - Reduce clinical variation and identifying service 
improvement requirements by ensuring data completeness in the 4 NNAP Audit Questions identified.  The Trust 
has achieved 100% on 3 out of the four elements but has achieved only 70% for the 4th element : 
 
"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."  
 
These conversations are taking place however with the change over from Badger to BadgerNET systems in 
February, there has been a negative impact in getting these recorded on the system.  
 
It is expected that we will achieve the target again from March onwards. 


Monitor:  
 
All Monitor KPI's have been achieved for February 2016 


60%
70%
80%
90%


100%
CQUINS - Neonates NNAP


All Linear graphs are rolling 12 months Page 3 of 24
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Quality Strategy:  
 


All Quality Strategy KPIs have been achieved for February 2016 
 


All Linear graphs are rolling 12 months Page 4 of 24
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All Linear graphs are rolling 12 months Page 5 of 24
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Quality Schedule:   
 
The missing data item is Choose & Book and is unavailable  nationally whilst HSCIC continue with 
integration works. 
 
eDischarge Summaries to be constructed electronically at 97.2% against a target of 98% 
There has been an issue in Neonatal Care with regards producing electronic discharge summaries which has 
resulted in overall performance missing the 98% target. 
 
In February neonatal care moved from the Badger system to BadgerNET and this change over has affected 
the timeliness of recording and retrieving data.  
 
It is expected that the Trust will achieve the target from March onwards. 
 
 
Rate of babies with a cord pH less than 7 at 5.47 per 1000 against a target of 4.3 per 1000 


The target is currently expressed as a /1000 eligible births rate. The figure for February is based on 3 babies 


out of an eligible 548. This has been extrapolated to give a /1000 rate of 5.47. There is an inherent problem 


with extrapolating the data in this manner because it assumes that if there had been 1000 births that month, 


the number with cord pH<7.0 would have increased proportionally. In reality that does not happen.  


  


If we use the target agreed by GACA i.e. the nationally recognised target for LWH of 0.9% (RCOG MIS pilot 


project), then the rate for February is 0.5% well below 3 standard deviations from the mean.  


All 3 cases were reviewed/ There were no system or personal failures were identified. Review has not 


established any themes.  


Cases with cord pH <7.0 form part of the intrapartum adverse event review process. 


Themes from relevant pregnancies will allow us to target areas for action in order to reduce this metric. No 
obvious themes have been established so far.  
 


The expected correct target has already been achieved and we are performing well below it. The rate has 


remained consistently below 0.9% over the last 3 months. The rate over the last 3 months is 0.48% (8 out 


1670 babies). 
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Performance Summary - Trust Management Group - Month 11 - February 2016


Quality Schedule continued... 
 
Rate of women breast feeding at discharge at 54.3% against a target of 55% 
Although still below the 55% target, the rate of women breast feeding upon discharge has risen to 54.3% in 
February 2016.  
 
Historical low breast feeding rates in the population and in the city. 55% has been rarely achieved in recent 
years and the change in culture regarding breastfeeding has been slow. 
 


The Infant feeding team are working hard to increase the rates to meet this target and information is given to 


all women during the pregnancy and antenatal workshops and drop in sessions are provided by both the 


Infant Feeding Team and community Bambi Team. Preparation for reassessment of Stage 3 Baby Friendly 


award is giving staff more confidence with revision guides for staff and local audit feedback on 


supplementation. Assessment due April 2016.  


 
It is expected that we will achieve this target  within Quarter 1 of 2016/17 
 
 
 
Rate of women seen within 30 minutes in Maternity Triage at 85.6% against a target of 95% 
The number of women being Triaged within 30 minutes has fallen to it's lowest level so far this year at 85.6%.  
 
Midwifery short term sickness has converted into long term sickness within this month, which has been a 
contributory factor that has affected this performance target.  Increased complexity of women presenting at 
MAU requiring senior consultant medical review has also affected this target.  Activity has increased across 
the inpatient service, which effects maternity bed capacity as MAU becomes bed blocked, awaiting both senior 
review and for an inpatient bed. 
 
During this reportable period, local maternity units have suspended their maternity service, which has directly 
affected MAU’s ability to provide face to face triage within 30 minutes as we have accepted women outside of 
the LWH maternity service for care. 
  


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. Maternity operational plan has highlighted the need for additional bed capacity within inpatient 


services.  The DON is leading on work, in conjunction with NHS England, regionally around maternity closures 


and a regional escalation policy for suspension in maternity services.  Recruitment remains on going for both 


midwifery staff, and consultant medical staff within maternity services.  
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8 
6 
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0 


Corporate 


Corporate Metrics:  
There are 6 Finance KPIs rated Red the details of which will be reported via the Financial Report. 
 
Cancer: 62 Day after consultant decision to upgrade at 66.7% against a target of 100% (1 patient out of 
3) 
 
The patient concerned was listed for surgery but was deemed unfit at pre-operative assessment and required 
further consultation and MDT discussion. Patient required cardiology review regarding valve replacement prior 
to surgery taking place. This complex pathway resulted in the patient breaching the target. 
 
A review of the LWH preoperative service is taking place which is being led by the president of the College of 
Pre-operative Assessment in order to identify where efficiencies can be made in the pre-op service. However, 
we always have a risk of patient’s breaching the target due to complex pathways and the need for intervention 
from other specialities. Unfortunately, due to the small numbers we do not have a tolerance for this measure 
and as such, the risk of breaching the target remains. 
 
 
Outpatients: Follow up cancelled by Hospital at 12.17% against a target of <= 11.5% 
The main areas which have seen a decline in performance are Gynaecology, Hewitt and Infertility which fall 
outside of the target. This is mainly due to appointments being cancelled due to increased sickness, annual 
leave and study leave. 
 


The risk will remain due to the absence of a partial booking system. Partial booking project is due to be 
reviewed by IT and operational team with a view to reduce the number of hospital cancellations. 


There has also been the appointment of a permanent consultant to support the workload with a structured job 
plan. 
 
Due to continued high levels of sickness among the medical staff the re remains a risk of having to cancel 
appointments into March.  
 
 
HR: Appraisal/PDR Rate at 88% against a target of  >= 90% 


There were a number of significant reductions in the levels of PDR compliance at service/department level: for 


Integrated Governance rate fell from 98% to 82%, Integrated Admin fell from 89% to 75%, and Transport rate 


fell from 55% to 17%. 


Nine areas were rated as green, six areas were rated as amber, and three were rated as red against the Trust 


target figure. 


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. Managers are required to have plans in place to ensure that compliance targets are met and 
maintained, and these are regularly reviewed and updated. 
 
It is anticipated that the 90% Trust target figure should be achieved again before the end of the financial year. 
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Corporate Metrics continued 
 
HR: Mandatory Training Rate at 93% against a target of 95% 
At service/department level, significant changes were the increases in mandatory training compliance for 
Imaging (94% up from 89%) and Pharmacy (91% up from 83%). 
Eight areas are rated as green, and ten are rated as amber against the Trust target figure. No areas are 
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, and these are reviewed and updated each month. 
 
It anticipated that overall mandatory training target of 95% will be reached in quarter four. 
 
 
HR: Turnover Rates at 11% against a target of <= 10%  


At service/department level, significant changes were increases for Trust Offices (46% up from 36%)  


however there are only 13 staff within the team, and Pharmacy (25% up from 19%). Overall there were 11 


leavers in month eleven, a decrease of 4 in month ten. There were 9 new starters in month eleven; an 


decrease of 8 from month ten. 


Managers are provided with detailed information on turnover by the Human Resources Department so that 
they can monitor any concerns. 
  
Information is being pulled together from the 2015 NHS Staff Survey, the PULSE survey results and exit 
interviews to help identify any trust wide or local issues that may need to be addressed. The potential 
impact on future generations will be monitored. 
  
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 Before the end of the financial year. 
 
 
HR: Sickness & Absence Rate not available until 14.03.2016  
 
 
Complaints responded to within agreed timeframe at 85% against a target of 100% 
 
Summary to follow 
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Emerging Concerns


Conclusion


Recommendations


Performance against the Maternity Triage within 30 minutes KPI is the one area of concern as it is the only KPI where performance is declining whereas all other KPI's for 
which the Trust has failed to acheive the target  are improving and are only marginally below  the required threshold. 


Excluding Finance KPI's, which are reported via the Financial Report, performance has improved since Christmas. Where the Trust is failing to meet the target for KPI's, it 
is marginal and with continued vigilance it is highly likely that the Trust will meet all KPI's at the end of the financial year. The only exception being the Maternity Triage 
within 30 minutes KPI which remains a concern as it is affected by several facors... 
 
 


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. 
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LWH Monitor
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% 97.72% 98.47% #DIV/0!


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% 95.18% 95.61% #DIV/0!


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% 95.68% 95.71%


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% 99.18% 97.94%


All Cancers: 62 day wait for first treatment from urgent GP Referral for suspected 


cancer (After Re-allocation)
5a >= 85% 100% 72.73% 88.24% 85.51% 87.10% 88.24% 82.86% 85.54% 88.24% 94.12% 90.91% 91.09% 81.82% 89.47%


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% 46.15% 68.00%


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


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


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% 100% 100.00%


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


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% 100% 100% 1


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% 95.78% 95.92%


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


2015/16


*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).                            *ll                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                    


All Cancer Wait figures are amended periodiacally once the verified Somerset position has been closed.
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LWH Quality Strategy
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% 4.60% 5.07% 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 0.58 0.66 0.22 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 0 0


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 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 2.80 4.20 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 2.77 7.37 #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% 49.81% 0.00%


36 week Antenatal risk assessment (audit) LWH_10 TBC Audit Audit 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% 95.04% 95.55% #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% 91.18% 90.20%


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% 90.24% 95.12% #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 TBA TBA


2015/16


To develop a well led, Capable, Motivated and Entrepreneurial WORKFORCE
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To develop a well led, Capable, Motivated and Entrepreneurial WORKFORCETo 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 2 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% 99.56% 96.88% #DIV/0!


Staff survey results in upper quartile *** LWH_18 < 3.95 3.74 3.74 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%


**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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LWH Quality Schedule
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% 4.08% 4.24% 0.00%


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% 6.90% 7.43% #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% 10.23% 9.89% #DIV/0!


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% 99.32% 97.18% #DIV/0!


Discharge Summaries to be sent from all ward areas to general practice within 24 


hours.  
KPI_14b >= 95% 98.45% 98.34% 98.26% 99.59% 99.53% 99.91% 98.64% 94.57% 97.57% 99.32% 97.18% #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% 98.75% 99.41% #DIV/0!


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


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


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% 100% 100% #DIV/0!


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% 100% 100% #DIV/0!


To develop a well led, Capable, Motivated and Entrepreneurial WORKFORCE


2015/16
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LWH Quality Schedule
To develop a well led, Capable, Motivated and Entrepreneurial WORKFORCE


2015/16
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% 96.99% 98.01% #DIV/0!


A&E: Self Harm: Received a Psychological Assessment KPI_13g >= 80% None None None None None None None None 100% None None 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% 98.72% 99.54% #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% 100% 100% #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% 97.87% 98.61% #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% 78.57% 100% #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% 87.50% 92.86% 100% #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 0 135 0 0 0 0 0 0


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 2.80 4.20 0.00
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LWH Quality Schedule
To develop a well led, Capable, Motivated and Entrepreneurial WORKFORCE


2015/16
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% 95.04% 95.55% #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% 5.07% 7.82% 4.88% #DIV/0!


Maternity: Flu vaccinations are offered to all pregnant women at booking (Oct to Jan 


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% 97.42%


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% 95.70% 94.92% #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% 96.23% 85.25% 95.77% 81.97% 98.46% 94.52% 90.48% 91.03% #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 30.43 11.80 #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
5.95 9.24 4.85 11.14 3.75 8.64 5.24 0.00 7.35 1.73 5.47 #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% 91.18% 90.20%


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% 95.05% 93.85% #DIV/0!


Maternity: Peer Support - Pregnant women informed of service KPI_17a >= 90% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% #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% 50.07% 54.30%


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% 95.15% 94.89% 96.97% #DIV/0!


Maternity: Women whom have seen a midwife by 12 weeks (+6 days) KPI_16 >= 90% 90.14% 87.75% 87.64% 91.24% 91.74% 95.26% 96.52% 95.47% 95.81% 90.24% 91.82%


Smoking - Offer of referral to Smoking Cessation Services KPI_02b >= 70% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% #DIV/0!


Smoking - Status for all patients KPI_02a >= 95% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% #DIV/0!







Performance and Information Department


Performance Team


LWH Quality Schedule
To develop a well led, Capable, Motivated and Entrepreneurial WORKFORCE


2015/16
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 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% 98.23% 95.45% #DIV/0!


Cancer: Referral to treating trust by day 42 KPI_11b >= 85% N/A 50% N/A 50% 0% 0% 50% 0% 100% 100% 100% #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% 1.72% 0.91%


A&E: Ambulance Handover Times 15 Minutes KPI_13h 100% 100% 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% 1.87% 3.74% 0.00%


A&E: Self Harm KPI_13f
Monitoring 


Only
None None None None None None None None 1 None None 0.00%


A&E: Time to Initial Assessment (95th Percentile) KPI_13c <= 15 13 11 10 13 14 12 12 12 15 10 12 0


A&E: Time to Treatment (Median) KPI_13e
Monitoring 


Only
80 68 69 68 67 56 76 75 76 72 90 0


A&E: Total Time Spent in A&E 95th percentile KPI_13d <= 240 215 217 215 207 204 210 216 220 229 223 228 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% 3.20% 6.63% #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


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% 98.82% 99.00% #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% 98.85% 99.38% #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% 93.79% 85.56%







Key: TBA = To Be Agreed. TBC = To Be Confirmed, TBD = To Be Determined, ID = In Development


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 Compliant


Compliant as 


of July 2015
Compliant Compliant Compliant Compliant Compliant Compliant Compliant Compliant Compliant Compliant Compliant Compliant #DIV/0! Compliant #DIV/0!


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 Compliant Compliant #DIV/0! Compliant #DIV/0!


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 Compliant Compliant #DIV/0! Compliant #DIV/0!


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 Compliant Compliant #DIV/0! Compliant #DIV/0!


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
Establish 


Baseline


Compliant 


Evidence 


Submitted


Compliant Compliant Compliant Set Target Compliant Compliant Compliant Compliant > Qtr2 Compliant Compliant Compliant #DIV/0! > Qtr3 #DIV/0!


1.1 Sepsis: Administration of antibiotic (within 1 hour) 0.125% £78,981 N/A - Qtr 2 N/A - Qtr 2 Compliant Compliant Compliant Compliant Compliant Compliant Compliant Compliant #DIV/0! Compliant Compliant Compliant #DIV/0! #DIV/0! #DIV/0!


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 Compliant Compliant


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% 100% 100% #DIV/0! >= 90% #DIV/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 None None >= 90%


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 None None >= 90%


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 TBA Rolled Out 6% 6% 33% 58% 71% 71% TBC TBC


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 None None


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% 86.8% 92.0% #DIV/0! 90.0% #DIV/0!


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 N/A - Qtrr 2 N/A - Qtr 2 Compliant Compliant Compliant Compliant Compliant Compliant Compliant Compliant N/A Compliant Compliant Compliant #DIV/0! Compliant #DIV/0!


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


Compliant 


Action Plan 


submitted


Compliant Compliant Compliant Compliant Compliant Compliant Compliant Compliant Compliant Compliant Compliant Compliant #DIV/0! Compliant #DIV/0!


Sepsis screeing using approriate tool 


is in practice


Action Plan for implementation of 


Enhanced Recovery Pathways in 


Maternity being developed


In Development


Audit of provision of antibiotics with 1 


hour for Sepsis is undertaken


In Development In Development


Processes being developed together 


with registration on Maternity 


Thermometer WebTool


To deliver the most EFFECTIVE outcomes
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Key: TBA = To Be Agreed. TBC = To Be Confirmed, TBD = To Be Determined, ID = In Development2015/16LWH CQUINS (CCG)
To deliver SAFER services4


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 Compliant


Compliant 


Evidence 


submitted


Compliant Compliant Compliant Compliant Compliant Compliant Compliant Compliant Compliant Compliant Compliant Compliant #DIV/0! Compliant #DIV/0!


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 Compliant


Compliant 


Evidence 


submitted


Compliant Compliant Compliant Compliant Compliant Compliant Compliant Compliant Compliant Compliant Compliant Compliant #DIV/0! Compliant #DIV/0!


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 Compliant


Compliant 


Evidence 


submitted


Compliant Compliant Compliant Compliant Compliant Compliant Compliant Compliant Compliant Compliant Compliant Compliant #DIV/0! Compliant #DIV/0!


4.3


Improve Transition from Children and Young People 


services to Adult Services - Staff Recruitment and Staff 


Training


0.147% £92,835 N/A - Qtr 2 N/A - Qtr 2 Compliant Compliant Compliant Compliant Compliant Compliant Compliant Compliant Compliant Compliant Compliant Compliant #DIV/0! Compliant #DIV/0!


4.4


Improve Transition from Children and Young People 


services to Adult Services - Development of Patient Cohort 


Database


0.147% £92,835 N/A - Qtr 3 N/A - Qtr 3 N/A - Qtr 3 N/A Qtr 3 Compliant Compliant Compliant Compliant Compliant Compliant Compliant #DIV/0! Compliant #DIV/0!


4.5


Improve Transition from Children and Young People 


services to Adult Services - Implementation of the Service 


Model


0.147% £92,835 N/A - Qtr 4 N/A - Qtr 4 N/A - Qtr 4 N/A - Qtr 4 N/A - Qtr 4 N/A Qtr 4 Compliant Compliant #DIV/0! Compliant #DIV/0!Not expected until Qtr 4Not expected until Qtr 4


Not expected until Qtr 3


Transitional Team is being established


Not expected until Qtr 4


Not expected until Qtr 3


Not expected until Qtr 2


Service Model and Standards being 


developed


Tranistional Policy being developed







Key: TBA = To Be Agreed. TBC = To Be Confirmed, TBD = To Be Determined, ID = In Development2015/16LWH CQUINS (CCG)
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% 50.00% 100.00% 100.00% #DIV/0! >= 40% ######


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% 93.14% 75.95% #DIV/0! >= 90% #DIV/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% 100.00% 100.00% #DIV/0! >= 90% ######


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% 100.00% #DIV/0! #DIV/0! >= 90% ######


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% 100.00% #DIV/0! #DIV/0! >= 90% ######


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% 90.41% 70.31% #DIV/0! >= 90% 81.02%


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% 100% #DIV/0! #DIV/0! >= 90% ######


LWH CQUINS (SCom) 2015/16
To deliver SAFER services







1.083 1.06 2.143


LWH Corporate
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% 4.08% 4.24% 0.00%


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% 89.00% 88.00% 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% 93.00% 93.00% 0.00%


HR: Professsional Registration Lapses Corp_4 0 0 2 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% 12.00% 11.00% 0.00%


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 £6,446,000 £6,912,000 £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 £2,388,487 £3,272,901 £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 £375,370 £255,701 £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 -£7,167,934 -£6,783,600 £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 -£166,004 -£212,955 £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 -£270,246 -£296,656 £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 -£141,798 -£66,412 £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 -£1,400,050 -£1,391,771 £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 £347,000 £605,000 £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 £315,105 £137,050 £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 £42,000 £45,000 £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 £90,966 £143,288 £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 £13,277 £19,238 £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 £146,243 £207,526 £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 £18,000 £17,000 £0


Finance: Actual Nursing Agency Spend as a % of Total Nursing Workforce Spending <= Planned 3.7% 3.4% 3.3% 1.9% 0.8% 0.8% 0.7% 0.0%
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LWH Corporate 2015/16
To develop a well led, Capable, Motivated and Entrepreneurial WORKFORCETo 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% 91.77% 90.44% 0.00%


Newborn blood spot screening: Coverage XC_1 >= 95% QTRLY QTRLY 98.72% QTRLY QTRLY QTRLY QTRLY QTRLY QTRLY


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% 75.00%


Oct to Jan 


Only


Oct to Jan 


Only


Number of Open SI XC_11
Monitoring 


Only
19 22 16 18 18 20 21 22 23 23 24


Number of New SI XC_12
Monitoring 


Only
2 3 0 2 2 2 2 1 1 4 4


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%


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







LWH Corporate 2015/16
To develop a well led, Capable, Motivated and Entrepreneurial WORKFORCETo 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 9 9


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% 0.11% 0.11%


Daycase overstay rates Corp_14 <= 5% 6.30% 5.08% 3.00% 3.48% 5.02% 6.20% 4.84% 4.87% 4.77% 5.71% 3.60%


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% 99.88% 99.76% #DIV/0!


Antenatal Infectious disease screening: Hepatitis XC_16 <= 90% 100% 100% 100% 100% 100% 100% None 100% 100% 100% None #DIV/0!


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


Antenatal sickle cell and thalassaemia screening: Coverage XC_18 <= 99% 99.51% 99.59% 99.89% 99.55% 99.46% 99.26% 99.76% 99.88% 100.00% 99.89% 100.00% #DIV/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% 53.10% 56.09% #DIV/0!


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% 97.01% 97.42% #DIV/0!


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% 100% 85%


Complaints: Number received each month Corp_16
<= 15       


TBA
15 12 10 11 13 12 8 13 13 6 16 0


Complaints: Number of Action Plans received each month Corp_17 100% 100% 100% 100% 100% 100% 100% 88% 100% 100% 100% 100% 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% 8.22% 7.86% #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% 12.24% 12.17% #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% 2.66% 1.67%


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% 3.04% 6.13%


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% 75.17% 77.89%


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% 100% 100% 100% 100% 100% None 100% 100% 66.67%


* All Cancer Wait figures are amended periodically to reflect the latest verified Somerset position.
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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. This level of deficit requires £5.6m in cash support. 

At Month 11 the Trust is reporting a year to date deficit of £6.9m against a deficit budget of £7.5m, 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 (1,569) (1,795) (1,486) (1,691)


(b) PDC + Interest Payable + Loans Repaid


9,838 9,367 10,029 10,115


CSC Ratio = (a) / (b) (0.16) (0.19) (0.15) (0.17)


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 (3,217) (6,281) (3,035) (3,035)


(b) Expenditure 94,275 95,309 102,932 103,699


(c) Daily Expenditure


286 289 286 288


Liquidity Ratio = (a) / (c) (11) (22) (11) (11)


MONITOR LIQUIDITY SCORE 2 1 2 2


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


I&E MARGIN


Deficit 7,517 6,983 8,015 7,300


Total Income (92,688) (93,487) (101,426) (101,979)


I&E Margin -8.11% -7.47% -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 -8.11% -7.47% -7.90% -7.16%


I&E Variance Margin -1.53% 0.64% -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 YEAR TO DATE




The actual deficit in month was £0.466m against a deficit budget of £0.725m which is a £0.259m 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]

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. 

At the end of Month 11 the cash position was £3.3m, this reflects the repayment of a £7.8m cash advance from the CCG and also the drawdown of £2m of distressed funding from the Department of Health.  This is explored further in section 3.

The Trust is on target to achieve the stated financial plan of £7.3m deficit. However there are a number of variances associated with that position, these are outlined in this paper. 

2. Income and expenditure variances

The key components of the Month 11 financial position are outlined below. 

Income


Income was broadly in line with budget in-month, £0.799m favourable year to date, and is forecast to be £0.553m ahead of plan by the end of the year. This forecast reflects the on-going out-performance across Maternity, partly offset by underperformance in Gynaecology and 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, strong performance in antenatal and more recently in deliveries. 

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 £0.676m below budget by the year end which is an improvement on previous projections. 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 believed that this is a recurrent issue into 2016/17 and the budgets have been amended accordingly. 

Hewitt Fertility income was behind plan in month by £0.385m against a target of £1.197m. This means that year to date Hewitt income is £0.514m behind plan, predominantly due to delays in growth from the Knutsford site. The achievement of activity and income targets from the Knutsford site was flagged as a risk at the start of the year, and costs have been controlled accordingly.

Pay costs


Pay costs are £0.116m below budget in month, £0.654m over year to date and are forecast to be overspent by £0.628m by the year end. 

The majority of this 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, 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 medium term. 

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. 

Agency pay 


The Trust has been dependent on agency across a number of areas most notably in theatres and to cover junior medical staff rotas, as well as in some key corporate posts including Trust Secretary and Governance and Risk. 

However significant work has been performed to reduce this wherever possible and this has been successful particularly in theatres where a national recruitment drive has led to a number of posts being filled substantively.

The downwards trend is demonstrated in the graph below in the actual figures to Month 11 which is projected to improve further by year end. 



[image: image3]

Agency spend was £0.045m which is less than 1% of total pay expenditure in Month 11. Year to date agency expenditure is £1.498m (2.6%) of expenditure year to date and is forecast to be £1.533m (2.4%) of pay expenditure at 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 underspent by £0.024m in month and £0.380m overspent year to date. Better management of clinical supplies is supporting this position in month as well as the cessation of the outsourced imaging contract. 

Technical items


Technical items are offsetting overspends in the YTD position, with a positive variance of £0.929m 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 in year arising from the CCG contract advance, and the control of capital expenditure.

3. Cash and borrowings

£5.6m Interim Revenue Support

In December 2015 the Trust received loan documentation in relation to £5.6m Distressed Finance Support from the Department of Health. This was approved by the Board and returned to Monitor and DH in January 2016 to ensure that a drawdown could occur ahead of the need to repay the £7.8m contract income advance due to Liverpool CCG.


Utilisation so far is as follows:

		Month

		Planned drawdown

		Actual drawdown



		January 2016

		£2.0m

		£2.0m



		February 2016

		£0.5m

		£0.0m



		March 2016

		£3.1m

		£3.6m



		Total

		£5.6m

		£5.6m





£2.5m Working Capital Facility 

The £5.6m interim financing facility noted above will provide the Trust with enough cash to support the forecast financial position in 2015/16. Separate financing will need to be sought for 2016/17.


At the start of 2015/16 while sector plans were being aggregated nationally, the Trust was issued with a DH working capital facility equivalent to the cash requirement for Q1 of the financial year. This amounted to £2.5m. 


This has now been formally approved by DH and is in place. The terms of this facility are broadly in line with that of the interim revenue support with the exception that interest on this facility is at 3.5%.  


CCG cash support


As in 2015/16, the Trust is seeking a cash advance on 2016/17 contract income from Liverpool CCG in order to minimise interest charges payable. 


Without DH cash support the Trust will not have sufficient cash to meet its obligations. The Trust will continue to work closely with Monitor and commissioners to identify appropriate solutions to the ongoing deficit and cash issues in line with the Future Generations and Healthy Liverpool Strategies. 

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. A full year Post Implementation Review will be brought to FPBD in April 2016.

Detailed plans for 2016/17 CIP schemes which total £2m are in place. Schemes have been fully worked up and validated along with supporting Quality Impact Assessments and will be transacted in the financial ledger as part of the 2016/17 Budget Setting Round..

5. Forecast Outturn and Risks 

The Trust is on target to achieve the reduced deficit target of £7.3m. There are no significant risks identified in relation to delivery of this position.

6. Conclusion & Recommendation 


The Board are asked to note the Month 11 financial position.

Appendices 


Appendix 1: Board Finance Pack
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1. Monitor



		LIVERPOOL WOMEN'S NHS FOUNDATION TRUST																				1

		MONITOR SCORE: M11

		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				(1,569)		(1,795)				(1,486)		(1,691)

						(b) PDC + Interest Payable + Loans Repaid				9,838		9,367				10,029		10,115

						CSC Ratio = (a) / (b)				(0.16)		(0.19)				(0.15)		(0.17)



				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				(3,217)		(6,281)				(3,035)		(3,035)

						(b) Expenditure				94,275		95,309				102,932		103,699

						(c) Daily Expenditure				286		289				286		288

						Liquidity Ratio = (a) / (c)				(11)		(22)				(11)		(11)



				MONITOR LIQUIDITY SCORE						2		1				2		2



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







				I&E MARGIN

						Deficit				7,517		6,983				8,015		7,300

						Total Income				(92,688)		(93,487)				(101,426)		(101,979)

						I&E Margin				-8.11%		-7.47%				-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				-8.11%		-7.47%				-7.90%		-7.16%

						I&E Variance Margin				-1.53%		0.64%				-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





		LIVERPOOL WOMEN'S NHS FOUNDATION TRUST																																		2

		INCOME & EXPENDITURE: M11

		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				(7,917)		(7,877)		(40)				(86,597)		(87,279)		681				(94,781)		(95,330)		549

						Non-Clinical Income				(554)		(570)		17				(6,091)		(6,209)		118				(6,645)		(6,648)		4

				Total Income						(8,470)		(8,447)		(23)				(92,688)		(93,487)		799				(101,426)		(101,979)		553



				Expenditure

						Pay Costs				5,261		5,145		116				57,897		58,550		(654)				63,197		63,825		(628)

						Non-Pay Costs				2,437		2,474		(37)				26,229		27,283		(1,054)				28,662		29,536		(875)

						CNST				923		861		61				10,150		9,476		673				11,072		10,338		735

				Total Expenditure						8,620		8,481		140				94,275		95,309		(1,034)				102,932		103,699		(768)



				EBITDA						150		34		116				1,587		1,822		(235)				1,505		1,720		(215)



				Technical Items

						Depreciation				387		352		36				3,945		3,621		324				4,334		3,976		358

						Interest Payable				23		9		14				170		101		69				194		111		83

						Interest Receivable				(2)		(1)		(1)				(17)		(27)		10				(19)		(29)		10

						PDC Dividend				167		73		93				1,833		1,466		367				2,000		1,592		408

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

				Total Technical Items						575		433		142				5,931		5,091		840				6,509		5,580		929



				(Surplus) / Deficit						725		466		259				7,517		6,913		605				8,015		7,300		715









3. Expenditure



		LIVERPOOL WOMEN'S NHS FOUNDATION TRUST																														3

		EXPENDITURE: M11

		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		300		22				3,500		3,393		107				3,825		3,715		109

						Medical				1,257		1,115		143				13,789		13,240		549				15,047		14,404		642

						Nursing & Midwifery				2,357		2,347		10				25,907		25,718		190				28,287		28,093		194

						Healthcare Assistants				338		382		(44)				3,711		4,145		(434)				4,052		4,528		(476)

						Other Clinical				503		476		26				5,481		5,080		401				5,989		5,573		415

						Admin Support				134		126		8				1,478		1,409		69				1,612		1,536		76

						Corporate Services				350		356		(5)				4,030		4,067		(37)				4,386		4,442		(56)

						Agency & Locum				0		45		(45)				(0)		1,498		(1,498)				0		1,533		(1,533)

				Total Pay Costs						5,261		5,145		116				57,897		58,550		(654)				63,197		63,825		(628)



				Non Pay Costs

						Clinical Suppplies				724		679		46				7,580		7,992		(413)				8,307		8,744		(437)

						Non-Clinical Supplies				831		883		(52)				9,010		9,578		(568)				9,834		10,382		(548)

						CNST				923		861		61				10,150		9,476		673				11,072		10,338		735

						Premises & IT Costs				381		459		(79)				4,188		4,596		(408)				4,569		4,831		(263)

						Service Contracts				501		453		48				5,451		5,116		335				5,952		5,579		373

				Total Non-Pay Costs						3,359		3,336		24				36,378		36,759		(380)				39,734		39,874		(140)



				Total Expenditure						8,620		8,481		140				94,275		95,309		(1,034)				102,932		103,699		(768)







4. Service Performance



		LIVERPOOL WOMEN'S NHS FOUNDATION TRUST																																		4

		BUDGET ANALYSIS: M11

		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								(2,963)		(3,272)		309				(33,910)		(35,981)		2,071				(37,049)		(39,333)		2,284

						Expenditure								1,664		1,650		15				18,307		18,434		(127)				19,972		20,111		(140)

				Total Maternity						4a				(1,299)		(1,623)		324				(15,603)		(17,547)		1,945				(17,078)		(19,222)		2,145



				Gynaecology

						Income								(2,014)		(2,129)		115				(23,020)		(22,329)		(691)				(25,092)		(24,416)		(676)

						Expenditure								921		961		(40)				10,126		10,268		(143)				11,047		11,211		(164)

				Total Gynaecology						4b				(1,094)		(1,169)		75				(12,894)		(12,060)		(833)				(14,045)		(13,205)		(840)



				Neonatal

						Income								(1,300)		(1,284)		(16)				(14,305)		(14,449)		144				(15,607)		(15,764)		157

						Expenditure								918		952		(34)				10,096		10,537		(442)				11,013		11,510		(496)

				Total Neonatal						4c				(382)		(332)		(51)				(4,210)		(3,912)		(298)				(4,593)		(4,254)		(339)



				Hewitt Centre

						Income								(1,197)		(812)		(385)				(10,445)		(9,930)		(514)				(11,643)		(10,843)		(800)

						Expenditure								809		690		119				8,298		7,644		654				9,277		8,389		888

				Total Hewitt Centre						4d				(388)		(122)		(266)				(2,147)		(2,287)		140				(2,366)		(2,454)		88



				Genetics

						Income								(538)		(525)		(13)				(5,711)		(5,902)		190				(6,251)		(6,425)		174

						Expenditure								408		380		28				4,484		4,415		69				4,892		4,796		96

				Total Genetics						4e				(131)		(145)		15				(1,227)		(1,486)		259				(1,360)		(1,630)		270



				Catharine Medical Centre

						Income								(87)		(23)		(64)				(959)		(644)		(315)				(1,046)		(669)		(377)

						Expenditure								69		32		37				760		572		188				829		606		223

				Total Catharine Medical Centre						4f				(18)		9		(28)				(199)		(72)		(127)				(217)		(63)		(154)



				Theatres

						Income								(42)		(41)		(1)				(464)		(458)		(6)				(506)		(500)		(6)

						Expenditure								559		592		(33)				6,144		7,014		(871)				6,702		7,630		(928)

				Total Theatres						4g				516		551		(34)				5,680		6,557		(877)				6,196		7,130		(934)



				Clinical Support & CNST

						Income								(276)		(271)		(6)				(3,082)		(2,865)		(216)				(3,357)		(3,019)		(338)

						Expenditure								1,670		1,565		105				18,372		17,567		805				20,042		19,162		880

				Total Clinical Support & CNST						4h				1,394		1,295		99				15,290		14,702		589				16,685		16,143		542



				Estates

						Income								(57)		(60)		3				(622)		(649)		27				(678)		(711)		33

						Expenditure								433		483		(50)				4,765		4,970		(205)				5,198		5,252		(53)

				Total Estates						4h				377		423		(47)				4,144		4,322		(178)				4,520		4,540		(20)



				Corporate

						Income								5		(30)		35				(172)		(281)		109				(197)		(298)		101

						Expenditure								1,745		1,608		137				18,855		18,978		(122)				20,469		20,613		(144)

				Total Corporate						4i				1,750		1,578		172				18,683		18,697		(13)				20,272		20,315		(43)



				(Surplus) / Deficit										725		466		259				7,517		6,913		605				8,015		7,300		715







4. Balance Sheet



		LIVERPOOL WOMEN'S NHS FOUNDATION TRUST																5

		BALANCE SHEET: M11

		YEAR ENDED 31 MARCH 2016



				BALANCE SHEET						YEAR TO DATE

				£'000						Opening 		M11 Actual		Movement



				Non Current Assets						67,576		69,273		1,697



				Current Assets

						Cash				6,108		3,273		(2,835)

						Debtors				3,930		5,563		1,633

						Inventories				310		369		59

				Total Current Assets						10,348		9,205		(1,143)



				Liabilities

						Creditors due < 1 year				(8,228)		(13,321)		(5,093)

						Creditors due > 1 year				(1,675)		(1,677)		(2)

						Commercial loan				(5,500)		(7,500)		(2,000)

						Provisions				(1,529)		(1,658)		(129)

				Total Liabilities						(16,932)		(24,156)		(7,224)



				TOTAL ASSETS EMPLOYED						60,992		54,322		(6,670)



				Taxpayers Equity

						PDC				36,365		36,608		243

						Revaluation Reserve				8,659		8,659		0

						Retained Earnings				15,968		9,055		(6,913)

				TOTAL TAXPAYERS EQUITY						60,992		54,322		(6,670)









				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)









image1.jpeg

(
~—
Liverpool Women’s/z(\”s

NHS Foundation Trust







image14.emf
LWH 201617  Operational Plan April Submission Draftv1.doc


LWH 201617 Operational Plan April Submission Draftv1.doc
[image: image3.png]C
~—
Liverpool Women’s?}S

NHS Foundation Trust








		Agenda Item No:

		16/115





		Meeting:

		Board of Directors 





		Date:

		1st April 2016





		Title:

		Operational Plan 2016/17





		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?

		SAFE





		What action is required at this meeting?

		Review and approve the operational plan





		Presented by:

		Jeff Johnston Associate Director of Finance 





		Prepared by:

		Cath Barton – General Manager





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

		





Operational Plan 2016-17

Liverpool Women’s NHS Foundation Trust


APRIL 2016

CONTENTS


1) Executive Summary


2) Review of 2015/16 and Future Generations


3) 2016/17 Operational Priorities


4) Delivery of Forward View ‘Must dos’


5) Achieving Quality and Safety


6) Identification and Mitigation of Risks


7) Activity and Finance 


1) Executive summary

Liverpool Women’s (The Trust) is committed to providing the best care possible for women and their families, now and in the future. To continue to provide safe and effective care the Trust must adapt to the changes that are occurring in the wider healthcare setting.

The Trust has undertaken a significant piece of clinical engagement in order to establish how services will be best provided and how the Trust can move towards ongoing clinical and financial viability. This has been developed through a robust strategic plan named ‘Future Generations’.

This plan has been submitted to Monitor and local commissioners and within it the Trust states its aims to continue to be a centre of excellence for care, research and innovation and to ensure that services are provided by expert and caring staff in environments that are fit for purpose.


The Trust is currently operating within a difficult national context, with recognised challenges in relation to finances and workforce. National tariff shortfalls and increasingly growing CNST legal premiums are contributing significantly to the Trust’s planned deficit of £7m in 2016/17. This ongoing deficit position requires continued cash support in order for the Trust to meet its liabilities to continue to provide safe and effective care.  

The Trust remains ambitious in delivering its strategic aims and operational priorities, working closely with commissioners and other providers to deliver the wider ambitions of the Forward View.  

2) Review of 2015/16 and Future Generations

Future Generations


The Trust submitted a five year plan to Monitor in June 2014 which set out the financial and clinical challenges facing the Trust. The clinical challenges arose from the delivery of high risk maternity, gynaecology and neonatal services on an isolated site. The underlying financial challenge arose for the following reasons;

· 4% year on year efficiency was not sustainable, particularly given the level of savings delivered in the previous four years of £22m and the reference cost position of the Trust which showed it was already an efficient provider of services.


· The Trust had an aspiration to improve staffing but believes that the maternity and neonatal tariffs do not support recommended midwifery and nurse staffing levels and the implementation of 24/7 medical cover. However following an unplanned inspection in April 2014 the Trust received warning notices from the CQC in respect of staffing levels and had no option but to bring forward planned investment which further resulted in a worsening in the financial position.

· In addition to the above the Trust also has a CNST claim in respect of a group action which the NHS Litigation Authority (NHS LA) which at the time was estimated at a total cost of £35m, all of which was due to be collected directly from the Trust following the revised premium calculation methodology adopted by NHS LA. 

Throughout 2015/16, the Trust continued the development of the Future Generations strategic plan which aimed to address the achievement of long term clinical and financial sustainability.

During May 2015 a series of Clinical Service Design workshops took place for individual clinical specialities, in order to create a vision for each service that would deliver a greater level of compliance with clinical standards and better achieve required service co-dependencies. A broad range of clinical staff, commissioners, provider partners, patients, clinical network staff and third sector organisations were involved in workshops.

A Clinical Strategy was developed which set out the Trust’s view about the future delivery of clinical services over the next 5 years, and how the Trust needs to change and deliver services to make them fit for future generations. 

Throughout the summer the Trust held a series of public engagement and listening events, to provide members of the public an opportunity to discuss how services might be delivered in the future. The Communications and Engagement plan incorporated both internal and external communications and staff were regularly updated as the project progressed. 

On 20th November 2015 the Trust held a Clinical Summit, where the Clinical Strategy received unanimous support from all clinical specialties and Board members in attendance. Engagement has been sought from partner organisations to ensure plans are aligned and a number of Board to Board meetings have taken place to seek agreement with the case.

In December 2015, the business case received formal approval from the Board and this was submitted to Monitor and Liverpool CCG for review.

The next steps include sharing more widely the plans our midwives, doctors, nurses and other health staff have put forward in our Clinical Strategy. It will be followed by our expectation of formal consultation later in 2016 as part of the Healthy Liverpool programme.


Finance and Distressed Funding 

2015/16 was a challenging year financially for the Trust. Having largely exhausted CIP opportunities, increasing CNST premiums and additional staffing requirements resulted in the Trust forecasting a full year deficit of £7.3m and requiring Distressed Financing from the Department of Health. The application for Distressed Financing was approved following a detailed review of the Trust’s plans by Monitor and the first draw down occurred in January 2016. The Trust’s application for Distressed Financing, as anticipated, triggered a Monitor investigation.  


Activity and Access

The Trust has achieved all national access targets in 2015/16. This was achieved by flexing capacity when required to meet increased demand and seasonal variation. To meet demand in 2016/17 will require a more planned increase in capacity as further growth particularly in Maternity and Neonatal services is anticipated linked to patient choice.


Gynaecology activity is not expected to increase in 2016/17 based upon 2015/16 referrals and activity. Gynaecology practice has been changing for a number of years which is seeing an increasing number of procedures now performed in an outpatient setting and an increase in medical interventions instead of surgical. Although activity levels have remained reasonably stable, the regional gynaecological oncology service is expected to see small increases each year linked to an aging population. The significant change for oncology is the increasing requirement for additional support from other surgical specialities (urology, colorectal, vascular and upper GI) to ensure improved safety and clinical outcomes for our most complex procedures.  This increasing requirement is leading to the development of a Regional Pelvic Cancer Centre in collaboration with our local acute hospitals and Liverpool CCG as part of the Healthy Liverpool programme. 


Maternity services demand has increased during the year for both antenatal services and births. Local analysis shows the increases in activity appear to be linked to patient choice rather than population growth. Recent antenatal bookings indicate that births at the Trust are likely to increase further to in excess of 8400. The redesign of community midwifery in 2015/16 has not only improved quality and patient experience but has resulted in a 5% increase in bookings and an increased homebirth rate from 1.4% to 2.4% of all births.


The increased activity in Maternity has naturally impacted upon the activity in the Neonatal unit which has seen a 6% increase in workload in 2015/16. The largest increase in activity has been in the cohort of our sickest babies those requiring intensive and high dependent care (increased by 15%). This has placed significant pressure on the service both in terms of staffing levels and an increase in infection rates that resulted in a reduction of cots from 48 to 44. This reduction in capacity was agreed by the Neonatal Network and NHS England. Neonatal activity is being managed across the regional network but the reduction of cots is resulting in an increased transfer of women and babies to other units in the region. The Trust is currently working with the Neonatal Network and NHS England to ensure that the right level of cots to meet demand are commissioned and appropriately funded that will deliver a safe and effective service. 


Workforce

During 2015/16 there was a major focus on maximising efficiencies within the workforce through the implementation and roll-out of E-Rostering across a number of the wards, a focus on attendance management and effective workforce planning.  


The implementation of E-Rostering provided the opportunity to review working patterns and working arrangements to ensure these met the needs of the Trust and also resulted in optimising efficiencies relating to skill mix, ensuring the right staff with the right skills and competence were rostered to relevant shifts.  This has also enabled managers to effectively monitor “time-owing” and utilise this effectively to reduce the reliance on additional staffing. 


The junior doctor rotations continued to be a challenge during 2015/16.  As such, the Trust invested in a new medical rota management system (DRS), which was implemented in August 2015 in line with the Obstetrics & Gynaecology rotation.  It is anticipated this will bring efficiencies around the effectiveness of rotas and will enable the Trust to link consultant job plans with junior doctor’s rota’s and training needs.

Through the robust management of attendance the Trust saw the lowest rate of absence in 3 years in September 2015 at 3.09%, below the Trust target of 3.5%.  This continued the overall downward trend for the single month sickness figure since December 2014.  However, a slight increase was seen over the winter months.  This trend has been witnessed in the previous 2 years, where an increase has been seen during the winter pressures. Overall, this has reduced the reliance on temporary staffing and has ensured patients receive quality care through the continuity of their care.


In addition, during 2015/16 the Trust has seen a steady increase in mandatory training compliance culminating in 94% compliance in December 2015, the highest compliance rate the Trust has ever recorded.  This is just 1% below Trust target and work will continue in 2016/17 to further improve and maintain this level of compliance.

The overall Trust PDR compliance percentage is currently at 91% for December 2015, again the highest compliance rate in the last 3 years and the first time above the Trust target of 90%.  This significant improvement should be noted as during the last 3 years compliance rates have been as low as 55%.

During 2015/16, the Trust implemented a Performance & Pay Progression policy, which linked performance, compliance of mandatory training and PDRs.  We are one of the few Trusts locally to implement this linking all of these key elements of workforce management, supporting the improvements evidenced above in these key areas.


In 2015/16 the flu campaign was again successful in reaching the Public Health England target of 75% of frontline staff vaccinated, supporting our drive for a healthy workforce.


100,000 Genomes


During 2015/16 the Trust led on the delivery of the ground-breaking 100,000 Genomes Project.  The project is focused on sequencing the whole genome of patients with rare/inherited diseases and certain common cancers. Genomics England is co-ordinating this work and Liverpool Women’s Hospital is leading this National initiative for the NW Coast as one of the 13 designated Genomic Medicine Centres (GMCs). This project will further enhance understanding of the genetic basis underlying these conditions, together with how they are expressed within an individual and lead to new diagnostics and precision therapies personalised to each individual’s genomic type.  The NW Coast GMC, led by the Trust, has now been in operation for almost 12 months and is already beginning to realise patient benefits.


This project has already created Strong Partnership Working across the North West Coast, with mainstreaming of Genetic Testing across the geography, reducing the number of Clinics patients need to attend leading to earlier diagnosis, including the creation of new Patient Care Pathways for Adults with Learning Disabilities and Personality Disorders. This initiative has led to the optimisation of Laboratory Processes and minimised the number of sample failures, providing a better experience for patients.  The Trust has created a Clinical Leadership Network, sharing good practice and learning from each other.  This Multidisciplinary Team Working has proved to be invaluable in validating complex genomic results and variants of unknown significance, so that patients can take advantage of precision medicine.


As lead the Trust has also created a shared IT infrastructure for the NW Coast and have a vision for future connectivity of Healthcare systems.  Through the project the Trust has developed a “Pan NW Coast” Translational Medicine Group to facilitate those important research outcomes of the Project.  Through Liverpool Health Partners the Genomics Alliance has invested in a Liverpool Translational Genomics Laboratory to deliver this Genomic Research.  We have built Education and Training workshops to underpin learning for all workforce groups across the NW Coast as part of CPD and for revalidation. We have a thriving Patient and Public Forum that has been engaged and involved in the programme and actively provides advice and feedback to the GMC, NHS England and Genomics England with respect to ethical and consenting issues.

IM&T


During 2015/16 the Trust successfully continued with the IM&T strategy and deployed the paperless solution into genetics, electronic bed management into gynaecology and electronic data capture in emergency room. In additional the Trust also introduced complete technological mobility for our community midwifery services and a cancer referral system for the 100,000 genomes project. 


The Trust achieved ISO27001, BS9001, ISO24000 accreditation and achieved joint first place in the 2014/15 NHSE digital maturity index. 


Well Led

In June 2014 the Trust commissioned an independent review of its governance arrangements from Deloitte LLP, based on the Well Led Framework for Governance Reviews published by Monitor earlier that year.  The review was conducted by Deloitte in the latter part of 2014.  The review report was received by the Board of Directors at its meeting in February 2015 together with an action plan in response.  A further follow up review by Deloitte has been commissioned to be completed in 2016/17. 


3) Operational Priorities

Access Targets 

To meet demand in 2016/17 will require a more planned increase in capacity as further growth particularly in Maternity and Neonatal services is anticipated linked to patient choice. This is currently under review and being discussed within commissioning rounds. 

Delivery of £7m control total  

The Trust has agreed a targeted deficit control total of £7m for 2016/17. The achievement of this is supported by £2.8m of sustainability and transformation funding (STF) which has been allocated to the Trust. There are conditions attached to the receipt of the STF which the Trust does not envisage having any difficulty meeting given that the Trust is already operating under the conditions of Distressed Financing and the level of grip already in place within the organisation. 


Current planning assumptions suggest that this target is achievable (see section 7), however the Trust will continue to have a cash deficit which will require external support.

Transformation and CIP

The Trust-wide Future Generations transformation programme is described above, and has identified opportunities for long term efficiencies through collaboration and closer working with partner organisations. Alongside this large-scale project, the Trust is also focusing on scrutinising all other remaining areas of expenditure, and has developed a five year savings programme accordingly. The five year programme draws on sources such as the Carter Productivity Review, Monitor productivity briefings, an external review of the Trust’s productivity conducted by PwC and Distressed Finance guidance.

During 2014/15, the Trust successfully delivered £5.6m of CIP, and is on course to deliver a further £5.4m in 2015/16, making a total of £11m across two financial years. Identifying further opportunities for CIP is becoming increasingly difficult, as the Trust continues to exhaust all available avenues. Despite this challenge, the Trust has identified a savings plan of £2.0m for 2016/17, with a further £3.0m target across the following four years.


2016/17 plans focus on cost reduction in conjunction with some income generation; they rely on tightly controlled procurement procedures remaining in place and a continued efficient use of workforce to avoid unnecessary reliance on agency staff (which has been brought under tight control during 2015/16).


The cost reduction programme is centred on ensuring no adverse impact to quality, service delivery and patient experience. All schemes are assessed and undergo a Quality Impact Assessment which is signed off by the Medical Director and Director of Nursing and Midwifery.

Business Development 

The Trust’s business development strategy is based upon providing better quality care, easy access and an excellent patient experience that will influence patient choice The Trust is limited however by scarce resources to invest in development opportunities. 

The Hewitt Fertility Centre will continue to implement plans to increase activity as per the Business Case approved by the Trust Board in 2013 through its arrangement with Kings, from work with Wrightington, Wigan and Leigh and through the Knutsford site. 

Workforce


In 2016/17, the Trust will complete the roll-out of E-Rostering across the clinical areas. This will include the Neonatal Service, where there are currently particular workforce demands.  This will support these issues through maximising the effectiveness of rota’s linked to the issues of increased acuity of the babies in our care.  There are additional workforce challenges in this area linked to the actual estate and cot layout.  This will be reviewed as part of the overall operational plans.


In response to the national junior doctor pressures, the Trust is currently exploring the introduction of new roles; physicians assistants within the anaesthetic team and physician associates along with an advanced scrub practitioner role within Obstetrics and Gynaecology. This is a longer term plan which requires investment, which the Trust is hoping to secure monies from external funding streams.  The Trust is also hoping to expand its ANNP workforce and has applied for funding for a further 2 Neonatal ANNP posts.  Again, this will reduce the reliance on junior doctors and provide a more stable workforce able to deliver the best continuity of care.


There has been a slight increase in staff turnover over recent months, at 11% which is above the Trust target of 10%.  As such, the Trust is monitoring the more effective use of exit interviews and the introduction of “First Impressions” questionnaires.  


The Trust is facing unique challenges in the coming years in the light of Future Generations.  To address these challenges the Trust is considering partnership working wherever feasible.  Currently, the Trust and the Royal Liverpool & Broadgreen University Hospital Trust are in the process of appointing joint Consultant Anaesthetist posts to share resources and optimise “on-call” cover, with the longer term aim of having one joint service.  This is to address specific issues of the ageing profile of this current workforce.  The logical progression of this is to consider the feasibility of a joint junior doctor rota for this specialty.  If successful in this area, this model can then be considered for implementation across other specialties.


A similar approach is being adopted within clinical support services, through the establishment of SLA agreements, for example Pharmacy Services again with the Royal Liverpool & Broadgreen University Hospital Trust.


In line with the Carter Review principles and with the aim of maximising efficiencies, in 2016 the Trust is to pursue the potential of shared corporate services across local providers.  


To support the retention of key staff, the Trust is developing a Retention Strategy aimed at retaining senior business critical posts within the organisation to support the potential transition of services.


Staff engagement continues to be a high priority within the Trust.  Once again the Trust was in the top percentile for response rates for specialist acute Trusts for the 2015 National Staff Survey, with a response rate of 64%.  Once the results can be shared publically, extensive feedback will be given to all staff with specific focus around the Trust’s values and behaviours framework.  This will be used to engage staff in further developing services, addressing workforce issues and involving staff in the future direction of the Trust. This will further be supported by the re-launch of the Trust’s internal staff questionnaire PULSE.  This is designed to give more immediate feedback to where issues need to be addressed.


Following the refresh and re-launch of the Trusts values and behaviours in 2015, the Trust will work to establish a ‘living our values’ approach and develop a process for assessing the culture of the organisation and map the transition towards the desired cultural state. 

The Trust recognises the importance of listening to and acting on what staff say, and want to encourage openness and honesty in communication and develop a culture of coaching styles conversations. 


Along with staff engagement, another key priority of the Trust is the wellbeing of its staff.  There is to be a launch of a Health & Wellbeing Group at the beginning of 2016/17, with a key focus on; promoting good physical health, offering flexible work solutions to maximise an individual’s potential, facilitating health awareness events, recognising the importance of rest and recuperation, supporting staff to eat healthily and maintain a healthy weight and promoting good mental health.  This will also support the on-going focus on attendance management and the evidenced link between staff morale and successful patient outcomes. The Trust will also participate in the National Health Promotion Campaigns in 2016, such as “Work Out at Work”.


The Trust will review, evaluate and refresh its Leadership and Management Programmes ensuring they reflect the Trust’s values and behaviours and strategic direction. To develop leaders for the future, this will be widen to include band 5’s and above and will focus on equipping staff with skills in resilience, innovation, change management and coaching. In addition, the Trust will continue to embed its leadership and management framework to ensure we have leaders with the required competencies to meet the new challenges of the Trust and wider NHS. 


In the Trust’s on-going drive to recruit a diverse workforce, it continues to be committed to the Two Ticks Scheme which supports disabled applicants access into work. In 2016/17 there will be a continued focus on developing community participation activity including pre-recruitment and increasing the uptake of apprentices. This will improve the quality of community engagement projects and continue to offer as widely as possible, work experience for young people and those looking to enter employment within the NHS.


The Trust has also appointed a Veterans and Reservists Champion in line with NHS Employers guidance, which it is hoped will help to support veterans in to work and to use the skills of its reservist workforce more effectively.


The Trust is in the process of appointing a Freedom to Speak up Guardian in line with national recommendations (Speak up Safely, Francis Report) to support and encourage an open and transparent culture for its staff to work without fear of recrimination, being of the first Trusts nationally to appoint this role.


Nurse Revalidation will also be rolled out in 2016/17 in accordance with national mandate.  The Trust has invested in Equinity, an IT system to support staff in successful revalidation.


Overall, there will be a continued focus on maintaining efficiencies achieved in 2015/16 and a continual drive to maximise these in 2016/17 through further organisational re-design and re-structures, bi-annual staffing reviews regarding quality and safety, continual reviews of skill mixes and the introduction of new ways of working.


IM&T


During 2016/17 IM&T are scheduled to complete the paperless hospital program which was funded by NHSE technology fund in 2014. Complete roll out of electronic bed management systems, electronic patient data forms and online pathology results are also scheduled in the coming year. In addition work continues across the health economy to deliver the Healthy Liverpool Digital Program and improve the flow of data for our patients. 


Research


The current Trust research strategy encompasses the twin principles of;


· Contributing to the National Institute for Health Research (NIHR) portfolio 


· Leadership of high quality research through partnerships with other organisations


In order to continue to contribute to the overall research strategy, the following objectives have been identified:

· Maintain the high standards of study delivery against High Level Objectives as set by the NIHR Clinical Research Network, particularly in light of changes to the UK research governance framework during the coming year


· Develop supportive approaches to innovation – which will require collaboration between corporate services, R&D and outside providers of innovation support services


· Continue to align research activity and priorities with partner organisations, through Liverpool Health Partners, and the North West Coast Collaboration for Leadership in Applied Health Research and Care (CLAHRC) and Academic Health Sciences Network in order to support the City and region in meeting major challenges in health and well-being, and improve treatment for patients.


Partnership working


The Trust led the “New Care Models” application under the “Acute Care Collaboration” expressions of interest in July 2015 to create a Cheshire and Merseyside Women’s and Children’s partnership. The application was successful and will see commissioners, providers and patients co-producing new service delivery models that will reduce the variation in clinical outcomes and provide financially sustainable services for the local economy. The Trust’s own strategic plans are considered in line with network thinking due to the Trust playing an integral part of the network’s work programme. The Trust proposed that to promote good governance that the partnership and the programme of work should be hosted by a clinical commissioning group (CCG).  Halton CCG have agreed to be the host. The partnership will concentrate on Maternity, Neonatal, Gynaecology and Paediatric services.


The Trust will continue to work closely with the Royal Liverpool and Broadgreen University Hospital Trust in 2016/17 in developing collaborative clinical support service that will be clinically and financially viable. The Trust will also continue to work closely with Alder Hey Foundation Trust to produce a solution to providing neonatal surgery with co-located level 3 neonatal intensive care which currently is not the case as the Trusts are on separate sites and babies are transported pre and post operatively. 


4) Delivery of the Forward View ‘Must Dos’

Having reviewed the national and local must do’s in the planning guidance the Trust is aligned to the ambitions set out within. The areas of most impact for this Trust are as follows:


National must dos


Seven Day Working


There is a national drive to roll out 7 day working across all NHS providers in order to improve on safety, access and efficiency. A national forum was set up with the purpose of assessing what Trusts needed to implement in order to meet the challenge. The forum set out 10 clinical standards that Trusts needed to work towards in order to implement full 7 day working 


As part of contract negotiations with Liverpool CCG in 2015/16 the Trust had agreed to produce an action plan to meet with five of the ten clinical standards for seven day working. The standards are as follows:-


· Standard 3  Multi-disciplinary review


· Standard 4  Shift handovers 


· Standard 5  7 day access to diagnostics


· Standard 9  Transfer to Community, Primary and Social Care


· Standard 10 Quality improvements


The Trust is also required to have plans to meet the four clinical standards highlighted by monitor as a priority which are:-


· Standard 2  Time to first consultation review


· Standard 5  7 day access to diagnostics


· Standard 6  Intervention / key services


· Standard 8  Ongoing Review


For 2016/17 the Trust can achieve standards 4, 5 (except CT and MRI from local acute hospitals), 6  and 10. The Trust is reliant on other providers to achieve standard 3 and 8. 


To be able to comply with the remaining standards 2 and 8 the Trust would be required to recruit an additional 14 consultants. This will form part of the Trusts 5 year plan for the STP.

Local must dos


The Trust is committed to supporting the development of a high quality sustainability and transformational plan and is actively participating in local discussions to this end. 

The Trust has already performed a review of the Carter recommendations and these are included in CIP plans. As a result of the Distressed financial position the Trust has undergone a number of reviews to ensure that it is efficient and has strong financial grip. This ethos will continue. 

The Trust has achieved the cancer 62 day target consistently during 2015/16 but only after reallocated breaches due to late referrals from other Trusts. However, the Trust is working closely with the host CCG and the cancer network to improve the overall regional performance.


The Trust operates a level 2 accident and emergency department for gynaecology that consistently achieves all access targets including 18weeks from referral to first treatment. T


 The Trust will continue to actively participate in the Health Economy work to improve outcomes and experience for those with learning disability accessing our services.

To enhance patient experience the Trust will be introducing feedback booths that support our women where English is not their first language to complete the family and friends test within antenatal services


As a tertiary centre for Gynaecology Oncology the Trust is committed to the ethos of the provision of quality end of life care, where the wishes and needs of our women and families are accommodated.  Our intention is to undertake audit against NG31; Care of Dying Adults in the Last Days of Life, identify local improvements required and review and implement best practice within our services.


The Trust recognises the role it needs to play in assisting with the attainment of the national ambitions in relation to dementia.  It will continue to capture data to identify women with early signs of dementia and ensure onward referral to the appropriate service for investigation and treatment where appropriate.  The Trust will continue to support improvements in the environment to provide an improved experience for those with dementia, and continue to participate in collaborative work with other providers to improve pathways of care.  


5) Achieving quality and safety

The Trust is committed to the delivery of 2 projects under Sign up to Safety which are as follows:


Aim ‘A’ to reduce the incidents of babies born with Grade 2/3 Hypoxic Ischaemic Encephalopathy. The purpose of this is to;

· reduce patient harm and improve patient experience by reducing the number of babies that are born with Grade 2/3 Hypoxic Ischaemic Encephalopathy.

· reduce the number of unexpected admissions to the neonatal unit associated with an intrapartum event attributed to fetal monitoring.

· reduce the number of serious incidents where misinterpretation/ lack of appropriate action relating to a CTG are a causal factor.


The specific targets are:

· Reducing the number of babies that are born with Grade 2/3 Hypoxic Ischaemic Encephalopathy by 50% (over 3 years) Revise existing mandatory education in relation to fetal monitoring including interpretation, recognition and appropriate escalation;

· Introduce the RCOG training package which will be interactive and include multidisciplinary team group discussions and case studies;

· Reduce by 10% SI’s related to fetal monitoring within year 1, a further  20% in year 2 and a further 20% in year 3

· 50% reduction in claims associated with babies with HIE grade 2/3 attributed to fetal monitoring over 3-5 years.

 Aim ‘B’ to reduce the incidence of sepsis through ensuring the prompt and appropriate treatment of infection and prevention of mortality and morbidity. The purpose of this is to;

· reduce patient harm and improve patient experience by reducing  the incidence of sepsis through ensuring the prompt and appropriate treatment of infection and prevention of mortality and morbidity


· eliminate all avoidable deaths from sepsis and septic shock.


· ensure prompt identification and appropriate management of sepsis including appropriate escalation and senior medical input in order to reduce patient harm.


The specific targets  are:


· To demonstrably reduce infection by 10% in year 1, a further 20% in year 2 and a further 20% in year 3, as evidences through Six monthly audits of sepsis and surgical site infection

· 95% patients who trigger are treated on the severe sepsis pathway

· 95% of patients on the severe sepsis pathway receive all six steps within one hour.


· 95% compliance within training with 12 months.


Baseline data has been submitted to NHSE for the reduction in avoidable deaths within the Trust.  Within the 12 month data submitted to September 2015, 1 death only was reviewed and reported as being avoidable.  The Trust will continue to support the reduction in avoidable deaths and this is supported with our sign up to safety pledges.


The quality goals of the Trust continue to be;


· To reduce harm


· To reduce mortality


· To improve the patient experience.


Our primary quality aim for 2016/17 is to identify a single improvement goal that is relevant to our patients for each specialist clinical area within the Trust.  Each goal will be aligned to an improvement target that is measured and monitored.  Our intention is to utilise stakeholders and users of our services to assist in the development and oversight of these improvement goals, thereby building on our relationships with the public, providers and commissioners that we serve.

The experience patients and families have while on their journey with us is central to everyone at Liverpool Women’s. To improve the opportunities for the patient voice to be heard there is an on-going transformation of our Patient Advise and Liaison Service (PALS). Efforts to increase accessibility continued into this year and we were recognised nationally in the “Dedicated to Patients and their Families” category at the National Patient Experience Awards. 


In October, over 300 women and their families attended a Service of Remembrance, held at the Isla Gladstone Conservatory in Stanley Park, as part of Baby Loss Awareness Week. This event is just one of the ways the Trust supports those who have suffered a loss through miscarriage, stillbirth or early neonatal death, in some cases many years after their loss.

Liverpool Women's scored best in the country for providing 'Safe, High Quality, Co-Ordinated Care' and was ranked second best hospital in the country overall in the National Inpatient Survey conducted by regulators the Care Quality Commission (CQC).  The survey looked at the experiences of over 59,000 NHS patients at 155 Trusts across the UK. The survey also scored Liverpool Women’s top for 'Building Closer Relationships'. This work was built on with excellent results in the National Maternity Survey, in which the Trust was ranked 2nd nationally for supporting mothers with feeding, and in the results of our Friends & Family tests.

The Trust will continue to build on relationships with our regulators.  There is an established pattern of engagement meetings between the CQC and Director of Nursing and Midwifery; these are supported by monthly telephone meetings between the local inspector and Deputy Director of Nursing.


Quality and Safety is overseen by the Governance and Clinical Assurance Committee; a sub-committee of the Board.  This committee is supported operationally by 3 Senates that oversee and commission work within the following domains; Safety, Experience and Effectiveness.  Compliance with regulatory standards is achieved by visibility visits to clinical areas.  This will be further enhanced in 2016/17 with the introduction of bi-annual internal inspections of services utilising the revised CQC methodology.  

6) Identification and mitigation of risks

The key risks currently identified at the planning stage are:

· Insufficient funding for neonates – currently under detailed discussion with NHS England specialist commissioners to ensure that the unit is appropriately funded, or potentially right sized for the funding available (although this has a much wider impact on neonatal and maternity services within the Cheshire and Mersey Network)

· National workforce shortages – operational and financial risks arising from junior doctor shortages

· Draft tariff and completion of contract negotiations – tariff changes and contract negotiations could have an impact on 2015/16 income within the plan although there are no known significant issues (excepting neonates above)  

· 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. 


7) Activity and finance

The financial plan for 2016/17 shows a deficit of £7m and a Financial Sustainability Risk Rating of 2, as the table below shows the risk rating of 2 is supported by a score of 4 in the margin variance from plan metric.
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The financial plan demonstrates that in delivering a deficit of £7m in 2016/17, the Trust will have a cash shortfall of £8.8m. To address this, the Trust will need to make a further request for interim support of £8.8m. The Trust has in place a £2.5m working capital facility to allow the requirement for interim support to be progressed.


The bridge from the year end outturn position to the 2016/17 budget is shown below.
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Key assumptions within the financial plan


The assumptions which underpin the financial position are outlined below.


a) Activity levels 


Activity levels reflect the forecast 15/16 outturn, the forecast was completed using the activity to the end of November 2015, this level of activity has been agreed with commissioners.  


b) 16/17 tariff


The Trust’s financial forecasts are based on the draft tariff for 2016/17. The draft tariff is based on a net inflator of 1.1%, which represents an efficiency target of 2% and an inflation increase of 3.1%.


The current contract offer with Liverpool CCG and associates removes funding for enhanced midwifery and breastfeeding support. The impact of this removal has been flagged to Commissioners.


Negotiations are also ongoing in relation to the CCG’s proposed removal of funding for palliative care and telephone triage. 


In addition the contract for neonates is still under discussion with NHS England, whilst the number of cot days is consistent with previous years, the level of intensity has increased. The Trust would therefore expect an increase in the contract value, to allow it to increase nursing staffing to appropriate levels to manage the increased acuity safely.


c) Inflation


The Trust has applied inflation in line with tariff guidance.

d) 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. 


The total current estimated value by NHS LA of the group action claims is £25m. The resolution of the £25m liability is fundamental to achieving long term sustainability for the Trust.


e) Staffing levels


The Trust believes that the current tariffs do not support Royal College recommended staffing levels. The National Audit Office and Public Accounts Committee report provided strong evidence to support this position.


The Trust was inspected by CQC in 2014/15 and in response the Trust brought forward its aspiration to increase midwife to patient ratios and funded the recruitment of 25.5 WTE midwives and 10 WTE neonatal nurses at a cost of £1.7m, this investment has been maintained. 

For budget purposes staffing costs are set commensurate to levels of current planned activity, in maternity maintaining a ratio of 1:29.5.


Levels of staffing in neonates and the associated costs will be reviewed on the conclusion of the agreement regarding the level of cots and staffing to be commissioned by NHS England. 


f) Cost pressures 

Cost pressures have been building for a number of years and reflect clinical sustainability issues which the Trust faces, the total value of cost pressures for 2016/17 amounts to £0.5m. 


· Continuing pressure in relation to the shortage of junior doctors

· Theatre staff to minimise additional duties and premium payments


· CQC subscriptions (turnover >£100m)

· Undergraduate training costs following audit recommendations by Liverpool University 


The emergence of additional cost pressures will require the delivery of additional CIP. The CIP target stands at £2m to deliver the plan.


g) Cost Improvement Programme 

The CIP plans for 2015/16 amount to £2m, or a 1.8% efficiency factor which is below that expected in tariff.


The Trust commissioned PWC to undertake a benchmarking review to establish if there are areas which the Trust could achieve further cost savings. The report did not identify any significant areas for saving.


The Medical Director and Director of Nursing have signed all quality impact assessments in relation to the current schemes.

The CIP plans are considered challenging but deliverable.


h) Capital 

The Trust has reviewed the capital programme given the cash flow problems it currently faces, the current schemes are considered essential. No unnecessary capital investment is planned.


The total capital programme is £4.3m. The capital plan includes the continued delivery of the IM&T digital hospital strategy as well as £0.8m in relation to required build works in the neonatal unit. 

i) Cash and Loans

The Trust has performed a detailed cash flow analysis which demonstrates that it will require £8.8m of cash support to meet its liabilities in 2016/17. This level of funding is included within the Trust’s financial plan. 


Future Financial Sustainability

The current level of deficit and cash shortfall cannot be sustained in the medium to long-term. 


The Trust produced a five year recovery plan which it submitted to Monitor and Commissioners which improved the financial position and addressed the clinical sustainability issues.


Liverpool CCG are now conducting an options appraisal to identify the future of Women’s and Neonatal services. The options appraisal will build upon the recovery plan submitted by the Trust. The options appraisal is due to be completed by June 2016, and then be submitted to NHS Improvement as part of the Sustainability and Transformation Plan for Cheshire and Mersey.


Appendix 1


As part of the Future Generations strategy individual services have developed plans to improve clinical outcomes and improve services by implementing the following :.


· Neonatology services want to improve:

· The number of mums breastfeeding 


· The family experience for babies requiring surgery


· Community-based services helping mums and babies go home sooner


· The facilities and layout of the Unit


· End of life care and bereavement services


· Transitional care services (facilities for mum and baby)

· Maternity services want to improve:


· The care we provide closer to home


· Our homebirth services and promote choice of homebirths 


· The number of midwife conducted births


· Links between hospital and community care


· The care we provide to women with other complex health problems


· Gynaecology services want to improve:

· Community-based services and day-surgery 


· Links with sexual health services


· Links to testing facilities and other special services


· Complex surgery input from acute adult surgery 


· Psychological support


· Use of technology to support care.


· Anaesthetics, theatres and critical care services want to improve:

· Admissions; via an admission lounge (the area where people arrive when they are admitted to hospital)


· Pre-operation appointments, with more use of technology where people do not need to travel into hospital


· Community-based services


· The availability of senior doctors through joint working with other service providers


· Research and innovation.


· Reproductive medicine services want to improve:

· Pregnancy rates and embryo selection


· Use of technology


· Treatment for women with more complex health problems 


· Links to testing facilities and a swifter turnaround


· Psychological support.


· Genetics services want to improve:


· Centres of excellence and cross-site working


· Links between research and academic expertise


· Training for non-specialist staff


· Testing for the right reasons and at the right time


· Rates of uptake for genetic testing.
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Introduction

This paper seeks approval of the 2016/17 financial pan from the Board of Directors. The content of the paper is as follows:

· financial plan for 2016/17

· underlying assumptions

· risks to the financial position

The context for the financial plans is the publication of ‘Delivering the Forward View: NHS planning guidance 2016/17 – 2020/21’ in December 2015. It introduced the £1.8bn Sustainability and Transformation Fund (STF) for 2016/17 aimed to support providers in moving to a sustainable financial footing. This funding forms part of the £3.8bn real terms increase in funding for 2016/17 announced in the recent Spending Review.

This settlement is dependent on the NHS provider sector delivering a deficit of not more than £1.8 billion in 2015/16 and a balanced budget across the NHS in 2016/17, after application of the fund. To achieve this every NHS Trust and Foundation Trust will have to deliver an agreed financial control total for 2016/17. 

The Sustainability and Transformation fund offer to Liverpool Women’s for 2016/17, which was accepted by the Board in January 2016 was £2.8m. This is on the basis that the Trust delivers a control total deficit of £7m.

The Sustainability and Transformation Fund comes with conditions and measurement criteria. These include agreement to a deficit and capital control total for 2016/17, inclusion of milestones for implementation of the recommendations of the Carter review, and agreed performance trajectories. Meeting the conditions should not prove difficult for the Trust as they are very similar to those already in place as a result of the Trust’s Distressed Funding. 

The Board accepted the Sustainability and Transformation Fund offer after reviewing the financial position for 2016/17 and this paper will provide further assurance that the Trust can deliver the control total.

The 2016/17 financial plan has been reviewed by the Executive Committee and aligns itself to the Trust’s Operational Plan and Strategic Objectives, but also recognises that the Trust must carefully prioritise its financial resources.



Financial Plan 2016/17

The financial plan for 2016/17 shows a deficit of £7m and a Financial Sustainability Risk Rating of 2, as the table below shows the risk rating of 2 is supported by a score of 4 in the margin variance from plan metric.
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The financial plan demonstrates that in delivering a deficit of £7m in 2016/17, the Trust will have a cash shortfall of £8.8m. To address this, the Trust will need to make a further request for interim support of £8.8m. The Trust has in place a £2.5m working capital facility to allow the requirement for interim support to be progressed.

The bridge from the year end outturn position to the 2016/17 budget is shown below.
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The detailed financial plan is within Appendix 1.





Key assumptions within the financial plan

The assumptions which underpin the financial position are outlined below.

a) Activity levels (Appendix 2)

Activity levels reflect the forecast 15/16 outturn, the forecast was completed using the activity to the end of November 2015, this level of activity has been agreed with commissioners.  

b) 16/17 tariff

The Trust’s financial forecasts are based on the draft tariff for 2016/17, consultation on this tariff closed on the 10th March 2016. There may be adjustments to the tariff following review of the responses to the consultation.

The draft tariff is based on a net inflator of 1.1%, which represents an efficiency target of 2% and an inflation increase of 3.1%.

The current contract offer with Liverpool CCG and associates removes funding for enhanced midwifery and breastfeeding support. The impact of this removal has been flagged to Commissioners.



Negotiations are also ongoing in relation to the CCG’s proposed removal of funding for palliative care and telephone triage. 



These four areas amount to £0.4m in total and are excluded from the income reported in this paper.



c) Inflation

The Trust has applied inflation in line with tariff guidance as shown in the table.
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d) 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. 



The total current estimated value by NHS LA of the group action claims is £25m. The resolution of the £25m liability is fundamental to achieving long term sustainability for the Trust.

e) Staffing levels

The Trust believes that the current tariffs do not support Royal College recommended staffing levels. The National Audit Office and Public Accounts Committee report provided strong evidence to support this position.

The Trust was inspected by CQC in 2014/15 and in response the Trust brought forward its aspiration to increase midwife to patient ratios and funded the recruitment of 25.5 WTE midwives and 10 WTE neonatal nurses at a cost of £1.7m, this investment has been maintained. 

For budget purposes staffing costs are set commensurate to levels of current planned activity, in maternity maintaining a ratio of 1:29.5.

f) Cost pressures (Appendix 3)

Cost pressures have been building for a number of years and reflect clinical sustainability issues which the Trust faces, the total value of cost pressures for 2016/17 amounts to £0.5m. 

· Continuing pressure in relation to the shortage of junior doctors

· Theatre staff to minimise additional duties and premium payments

· CQC subscriptions (turnover >£100m)

· Undergraduate training costs following audit recommendations by Liverpool University 



The emergence of additional cost pressures will require the delivery of additional CIP. The CIP target stands at £2m to deliver the plan.



g) Cost Improvement Programme (Appendix 4)

The CIP plans for 2015/16 amount to £2m, or a 1.8% efficiency factor which is below that expected in tariff.

The Trust commissioned PWC to undertake a benchmarking review to establish if there are areas which the Trust could achieve further cost savings. The report did not identify any significant areas for saving.

The due diligence review by Monitor prior to the Interim Support funding in 2015/16 did not identify any significant areas for saving by the Trust.

The Medical Director and Director of Nursing have signed all quality impact assessments in relation to the current schemes.

The CIP plans are considered challenging but deliverable.

h) Capital (Appendix 5)

The Trust has reviewed the capital programme given the cash flow problems it currently faces, the current schemes are considered essential. No unnecessary capital investment is planned.

The total capital programme is £4.3m. The capital plan includes the continued delivery of the IM&T digital hospital strategy as well as £0.8m in relation to required build works in the neonatal unit. There also a number of ultrasound machines identified as critical/ essential within the program which are currently under review.



		CATEGORY



		DESCRIPTION

		£’000





		CRITICAL



		Capital spend we must incur to protect the health and care provided to our patients

		2,962





		ESSENTIAL



		Capital spend we must incur but which has no immediate impact on patient care e.g. estates 

		1,119





		REQUIRED



		Capital spend we must incur to ensure delivery of agreed CIP targets

		233





		TOTAL

		

		4,314







i) Cash and Loans

The Trust has performed a detailed cash flow analysis which demonstrates that it will require £8.8m of cash support to meet its liabilities in 2016/17. This level of funding is included within the Trust’s financial plan. 

The Trust will submit a further request for Interim Support in 2016/17; the Trust has established a working capital facility of £2.5m to allow the Interim Support request to be progressed.

If the Interim Support is received this will take the total loans outstanding at the end of 2016/17 to £20m.



Future Financial Sustainability

The current level of deficit and cash shortfall cannot be sustained in the medium to long-term. The current position places the Trust in breach of its license with Monitor.



Liverpool CCG are now conducting an options appraisal to identify the future of Women’s and Neonatal services. The options appraisal will build upon the work to review the current position which the Trust has completed. The options appraisal is due to be completed by June 2016, and then be submitted to NHS Improvement as part of the Sustainability and Transformation Plan for Cheshire and Mersey.





Key Risks to the delivery of the plan 

There are a number of key risks to the financial position which are outlined below

		AREA



		RISK TO THE PLAN

		MITIGATION



		Activity 

		Activity in maternity may continue to increase impacting on staffing requirements

		The Trust can use booking data to assess future trends and can plan to flexibly increase the workforce if this happens. The PbR nature of the contract means that income will be received for the additional activity



		

		Activity across the Trust may decrease in light of the media interest in  the Future Generations strategy 

		Careful consideration of communications strategy to retain public confidence



		Tariff and Commissioner Contracts

		The outcome of the national  tariff consultation may impact on the Trust’s planned income

		The Trust has fed into the consultation which closed on 10 March 2016. This will be reassessed as soon as the outcome is released.



		

		£0.4m of income removed from the Liverpool CCG contract offer 

		This has not been included in the financial plan and will be a benefit if reinstated following negotiations 



		Cost pressures and inflation 

		Additional cost pressures may surface in year

		A thorough process has been undertaken to identify and mitigate cost pressures ahead of budget sign off. The Trust will retain £0.8m of non pay inflation budget as a central reserve



		CIP

		The full of £2m of schemes identified is not delivered 

		Robust mandates in place and good track record of delivery. Specific risk around Hewitt Fertility scheme already escalated to executive team



		Cash

		Interim cash support is not secured 

		The Trust has robust processes in place to provide the evidence required to secure funding. The application for 2016/17 will be submitted as soon as the requirements are released



		Management control and grip

		Budget holders overspend on set budgets

		Detailed bottom up budget setting process performed with budgets signed off by budget holders. Robust performance management processes in place. 









The Trust has a strong track record of managing the type of risk described above and whilst 2016/17 will be a challenging financial year this is a realistic and achievable budget which allows the Trust to meet the control total agreed with NHS Improvement.

These risks are captured within BAF risk 5b which is currently scored at 25 in view of the Trust being in breach of its licence. 



Recommendation

The Board is asked to approve the 2016/17 financial plan and the risk rating for the Board Assurance Framework.







Vanessa Harris

Director of Finance

March 2016




Appendices

Appendix 1 – Summary income and expenditure account, balance sheet and cash flow 
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Appendix 2 – Activity Summary
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*The activity adjustment is the re-recognition of EPAU activity by commissioners in the 2016/17 plan






Appendix 3 - Cost Pressures 



[image: ]



Appendix 4 – CIP schemes Summary 



[image: ]


Appendix 5 – Capital Plan 
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LIVERPOOL WOMEN'S NHS FOUNDATION TRUST


MONITOR PLAN


YEAR ENDING 31 MARCH 2017


INCOME & EXPENDITURE


£m


2015/16


FOT


2016/17


Plan


Operating Income


NHS Clinical income 88.401 92.499


Non-NHS Clinical income 6.930 8.167


Non-Clinical income 6.448 6.468


Total Operating Income 101.779 107.134


Operating Expenditure


Employee expense (63.825) (66.420)


Non-Pay expense (39.874) (41.822)


Total Operating Expenditure


(103.699) (108.242)


EBITDA


(1.920) (1.108)


EBITDA margin %


(1.9%) (1.0%)


Technical Items


Depreciation & Amortisation (3.976) (4.500)


Gain / (Losses) on asset disposals 0.070 0.000


Finance income 0.229 0.720


Interest expense (non-PFI / LIFT) (0.104) (0.420)


PDC expense (1.592) (1.680)


Other finance costs (0.007) (0.011)


Total Technical Items


(5.380) (5.891)


Surplus / (Deficit)


(7.300) (7.000)


Margin %


(7.2%) (6.5%)
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LIVERPOOL WOMEN'S NHS FOUNDATION TRUST


MONITOR PLAN


YEAR ENDING 31 MARCH 2017


STATEMENT OF FNANCIAL POSITION


£m


2015/16


FOT


2016/17


Plan


Non-Current Assets


Intangible assets 0.648 0.994


Property, Plant & Equipment 69.252 69.069


Other 0.284 0.632


Total non-current assets


70.184 70.695


Current Assets


Cash and cash equivalents 1.000 1.001


Other current assets 5.639 5.343


Total current assets


6.639 6.344


Current Liabilities


Overdrafts and drawdowns in committed facilities 0.000 0.000


Other borrowings (0.612) (6.212)


Other current liabilities (9.906) (8.716)


Total current liabilities


(10.518) (14.928)


Non-current Liabilities


Other borrowings (10.488) (13.157)


Other non-current liabilities (2.126) (2.263)


Total non-current liabilities


(12.614) (15.420)


Reserves 53.691 46.692
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LIVERPOOL WOMEN'S NHS FOUNDATION TRUST


MONITOR PLAN


YEAR ENDING 31 MARCH 2017


CASH FLOW


£m


2015/16


FOT


2016/17


Plan


Net cash inflow/(outflow) from operating activities


Total Operating Income 102.470 107.134


Total Operating Expenditure (104.303) (108.242)


Non-operating and non-cash items in operating surplus/(deficit) (0.020) 0.000


Movements in working capital (1.139) (0.655)


Increase/(Decrease) in non-current lines (0.080) 0.167


Net cash inflow/(outflow) from operating activities (3.073) (1.596)


Investing activities


Capital Expenditure (Accruals basis) (6.014) (4.314)


Increase/(decrease) in Capital Creditors 0.000 (0.282)


Other cash flows from investing activities 0.029 0.024


Net cash inflow/(outflow) from investing activities


(5.915) (4.572)


Financing activities


Public Dividend Capital repaid 0.000 0.000


Repayment of borrowings (7.800) (0.612)


Interest paid on borrowings (0.142) (0.420)


Support funding required 5.843 8.881


Other cash flows from financing activities 11.826 (1.680)


Net cash inflow/(outflow) from financing activities


9.727 6.169


Net cash increase / (decrease)


0.739 0.001


Closing cash


1.000 1.001
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LIVERPOOL WOMEN'S NHS FOUNDATION TRUST


MONITOR PLAN


YEAR ENDING 31 MARCH 2017


FINANCIAL SUSTAINABILITY RISK RATING


2015/16


FOT


2016/17


Plan


Capital Service Cover


Revenue Available for Capital Service


(1,691) (0.388)


Capital Service


(10,115) (2.723)


Capital Service Cover metric (0.17) (0.14)


Capital Service Cover rating 1 1


Liquidity


Working Capital for FSRR (3,035) (8.945)


Operating Expenses within EBITDA, Total


(103,699) (108.242)


Liquidity metric


(10.54) (29.75)


Liquidity rating 2 1


I&E Margin


Normalised Surplus/(Deficit) (7,300) (6.999)


Adjusted Total Income


107.854 107.854


I&E Margin


(7.16%) (6.49%)


I&E Margin rating 1 1


I&E Margin Variance From Plan


I&E Margin - Plan from APR (7.90%) (6.49%)


I&E Margin - Out-turn


(7.16%) (6.49%)


I&E Margin Variance From Plan


0.74% -


I&E Margin Variance From Plan rating 4 4


Financial Sustainability Risk Rating


2 2
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LIVERPOOL WOMEN'S NHS FOUNDATION TRUST


INCOME & ACTIVITY


SUMMARY


2016/17


ACTIVITY


£000


2015/16


Activity 


Plan


2015/16


Activity 


M8 FOT


2016/17


Activity


Adjs


2016/17


Activity 


Plan


MATERNITY


Obstetrics 29,182 29,697 0 29,697


Fetal Medicine 5,930 5,900 0 5,900


Radiology 3,349 3,071 0 3,071


Other Income 0 0 0 0


TOTAL MATERNITY 38,461 38,668 0 38,668


NEONATAL


Neonates 22,651 22,816 0 22,816


Opthalmology 594 566 0 566


Other Income 0 0 0 0


TOTAL NEONATAL 23,245 23,381 0 23,381


GYNAECOLOGY


General Gynae 90,580 89,715 1,708 91,423


Bedford 3,259 3,369 0 3,369


Other Clinics 293 437 0 437


Oncology 11,736 11,070 0 11,070


Physiotherapy 3,141 3,608 0 3,608


Other Income 0 0 0 0


TOTAL GYNAECOLOGY 109,009 108,199 1,708 109,907


TOTAL WOMEN & CHILDREN'S 170,715 170,248 1,708 171,956


COMMERCIAL


HFC 4,900 5,379 0 5,379


OSI 5,005 4,862 0 4,862


Genetics 4,170 4,483 0 4,483


CMC 1,234 948 0 948


TOTAL COMMERCIAL 15,309 15,672 0 15,672


CORPORATE


Total Corporate Income 0 0 0 0


TOTAL CORPORATE 0 0 0 0


TOTAL 186,024 185,920 1,708 187,628
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£'000


Theatres: 2.0 wte Junior Doctors 91


Theatres: Consultants Additional Duties cover 34


Gynae: 1.0 wte Additional Consultant 100


Theatres: 2.0 wte ODPs 78


Comms & Engagement 40


Governance: CQC Subscription (turnover > £100m) 60


L&D: Undergraduate Training Support 60


Other non-pay costs 80


TOTAL PRESSURES 543


AGREED FUNDED PRESSURES IN 2016/17
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CIP


£m


2016/17


Plan


Hewitt Centre Growth 0.500


Theatre Productivity 0.500


Coding and Counting 0.250


Pathology Demand Management 0.270


Imaging Contract 0.120


Procurement 0.100


Genetics Growth 0.100


Medical Workforce 0.100


Car Parking Revenue 0.060


Total CIP 2.000
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CAPITAL PLAN 2016/17 CRITICALESSENTIALREQUIRED TOTAL


£'000 £'000 £'000 £'000


Build


Neonates rebuild 795           -               -               795              


Patient Access Team Relocation -            -               -               -              


Gynaecology Ward -            -               -               -              


Car Parking -            -               -               -              


BUILD TOTAL 795           -               -               795              


Environmental


IT portacabins lease -            17                 -               17                


Water Tank replacement 35 -               -               35                


Painting programme -            40                 -               40                


Electrical Projects -            50                 -               50                


HSSU -            29                 -               29                


Flooring replacement -            -               -               -              


Minor Schemes Allowance -            -               -               -              


Grounds & Gardens  -            -               -               -              


Patient Experience Team Relocation -            -               -               -              


Environmental Subtotal  35             136              -               171              


Backlog/ Statutory Maintenance


R22 - Catering Refrigeration -            50 -               50                


Chimney Refurbishment -            40 -               40                


DDA -            15 -               15                


Fire safety (general) -            15 -               15                


Fire door replacement program -            60 -               60                


Emergency Lighting -            25 -               25                


Roof repairs -            10 -               10                


Catering Equipment -            10 -               10                


Nurse Call replacement -            -               -               -              


Lifts 5 & 6 -            -               -               -              


Plant & Equipment Replacement -            -               -               -              


Backlog/ Statutory Maintenance Subtotal -            225              -               225              


ESTATES & ENVIRONMENT TOTAL 35             361              -               396              
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CAPITAL PLAN 2016/17 CRITICALESSENTIALREQUIRED TOTAL


£'000 £'000 £'000 £'000


Neonates & Pharmacy


Oscillators  60 -               -               60                


Incubator replacement programme -            75                 -               75                


U/S scanner  -            50                 -               50                


Neonates & Pharmacy subtotal  60             125              -               185              


Maternity


Maternity Subtotal  -            -               -               -              


Neonatal Transport Team


Multiparameter ventillator monitor 12 -               -               12


Portable Infant Incubator -            17                 -               17


Portable Infant Incubator -            17                 -               17


Neonatal Transport Team subtotal 12             34                 -               46                


Theatres & Gynae


Flexible Cystoscopes -            60                 -               60                


Rectal Monometry Catheters -            8                   -               8                  


Colposcope -            13                 -               13                


Monitors -            8                   -               8                  


Colposcope & Stacker - Aintree -            26                 -               26                


Colposcope & Stacker - Crown St -            26                 -               26                


Bladder Scanner -            9                   -               9                  


Endoanal Ultrasound Scanner -            83                 -               83                


Electric examination couch -            -               5                   5                  


Flexible Cystoscopes -            -               59                59                


ECG Machine -            -               -               -              


Gynae and theatres subtotal  -            233              64                297              


MEDICAL EQUIPMENT TOTAL 72 392              64                528              


Molecular


Genetic Analysers 150 -               -               150              


Next Generation Sequencer 170 -               -               170              


Thermal cyclers -            10                 -               10                


Plate centrifuge -            10                 -               10                


Ultra low temp freezers -            10                 -               10                


Molecular Sub total 320           30                 -               350              


Cytogenetic


CO2 INCUBATORS 60 -               -               60                


Cytovision system upgrade 150 -               -               150              


Cyto Sub total 210           -               -               210              


GENETICS TOTAL 530 30                 -               560              
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CAPITAL PLAN 2016/17 CRITICALESSENTIALREQUIRED TOTAL


£'000 £'000 £'000 £'000


IM&T


Infrastructure development & desktop replacement 100 -               -               100              


Scanning 50 -               -               50                


Data Warehouse 80 -               -               80                


E-Forms 200 -               -               200              


Bed Management 250 -               -               250              


PMO 380 -               -               380              


IT portacabins lease -            17 -               17                


IM&T TOTAL 1,060       17                 -               1,077          


Embryology


RI Witness upgrade  -            45 -               45                


Cryo laboratory upgrade -            45 -               45                


Knutsford EmbryoScope Timelapse systems -            160 -               160              


Knutsford Triple gas incubators -            9 -               9                  


Triple gas incubators  -            -               9 9                  


Liquid nitrogen generator -            -               -               -              


HEWITT CENTRE TOTAL -            259              9                   268              


Imaging


Replacement US machine for NICU 40 -               -               40                


Replacement of US machines in Imaging Dept 80 -               -               80                


Replacement of US machines in ER x 2 160 -               -               160              


Replacement US machine in Kirkby 50 -               -               50                


Replacement US machine in Yewtree 50 -               -               50                


Replacement US machine in May Logan 50 -               -               50                


Replacement mobile x-ray machine 40 -               -               40                


Replacement US machine for gynae OPD Aintree -            30                 -               30                


Replacement of US machine in Gynae OPD -            30                 -               30                


Replacement US machine for Urogynaecology dept -            -               80                80                


Replacement of US machines on RMU x 2 -            -               80                80                


IMAGING TOTAL 470 60 160              690              


TOTAL 2,962 1,119           233              4,314          
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1. Introduction and summary



The Trust’s Risk Management Strategy determines that on an annual basis the Trust will publish its risk appetite statement as a separate document. This paper asks the Board to discuss and agree a risk appetite statement setting out the Liverpool Women’s NHS Foundation Trust’s tolerance levels for risk in relation to its five key strategic aims within the business. The statement will defines the Trust’s appetite for each risk identified to the achievement of strategic aims for the financial year in question.



What is Risk Appetite?

Risk appetite can be defined as the amount of risk, on a broad level, that an organisation is willing to take on in pursuit of value. Or, in other words, the total impact of risk an organisation is prepared to accept in the pursuit of its strategic aims. Risk appetite therefore goes to the heart of how an organisation does business and how it wishes to be perceived by key stakeholders including employees, regulators, rating agencies and the public. 



The amount of risk an organisation is willing to accept can vary from one organisation to another depending upon circumstances unique to each. Factors such as the external environment, people, business systems and policies will all influence an organisation’s risk appetite. 



What is the Process?

The Liverpool Women’s Risk Management Strategy describes the process as follows: 

“The risk appetite of the Trust is the decision on the appropriate exposure to risk it will accept in order to deliver its strategy over a given time frame”. In practice, the Trust’s risk appetite should address several dimensions:

•	The nature of the risks to be assumed.

•	The amount of risk to be taken on.

•	The desired balance of risk versus reward.



Risks throughout the organisation should be managed within the Trust’s risk appetite, or where this is exceeded, action taken to reduce the risk. The Trust’s risk appetite statement will be communicated to relevant staff involved in the management of risk”



Risk Appetite Levels

The following risk appetite levels, developed by the Good Governance Institute (see Appendix), form the background to discussion in relation to appetite. Using this model as guidance the Trust should agree an appetite statement that aligns to our strategic aims. The statement should be then be considered when assessing risk target and tolerances in the Board Assurance Framework



		Appetite 

Level

		Description:



		None

		Avoid : The avoidance of risk and uncertainty is a Key Organisational objective



		Low

		Minimal : The preference for ultra-safe delivery options that have a low degree of inherent risk and only for limited reward potential.



		Moderate

		Cautious : The preference for safe delivery options that have a low degree of inherent risk and may only have limited potential for reward.



		High

		Open : Being willing to consider all potential delivery options and choose while also providing an acceptable level of reward (and value for money).



		Significant

		Seek : Eager to be innovative and to choose options offering potentially higher business rewards (despite greater inherent risk). Also described as Mature : Confident in setting high levels of risk appetite because controls, forward scanning and responsiveness systems are robust.











2. Issues for consideration



It is proposed that the Trust’s Risk Appetite Statement for 2016-17 is as follows.



Liverpool Women’s NHS Foundation Trust



Risk Appetite Statement 2016-17



The Boards of NHS Trusts are accountable for ensuring the quality and safety of the services they provide to patients. The Liverpool Women’s NHS Foundation Trust sets clear expectations on quality through our strategic aims and has a moderate appetite for risk. We are taking steps to reinforce our own capacity in order to provide the support necessary to minimise risk to a tolerable level. 



Our Board Assurance Framework and risk registers will continue to reflect material risks that may prevent Liverpool Women’s NHS Foundation Trust fulfilling its role in delivering clinical services which meet the standards of the Chief Inspector of Hospitals and the expectation of our stakeholders and patients.



Safety

Our risk appetite for safety is low. Our fundamental strategic aim describes our commitment to patient and staff safety. When and wherever possible we will apply strict safety protocols for all of clinical and non-clinical activity. We will not compromise the safety of our patients, we will report, record and investigate our incidents and we will ensure that we continue to learn lessons to improve the safety and quality of our services. 



Finances

Liverpool Women’s NHS Foundation Trust has a moderate appetite to financial risk. This is in respect to meeting our statutory duties of maintaining expenditure within the allocated resource limits and adherence to departmental and internal expenditure and financial controls. This includes the demonstration of value for money in our spending decisions.



However, in recognition of the financial environment in which NHS Trusts are operating, and conditional upon their maintaining delivery of quality services and compliance with regulatory requirements, our risk appetite will increase to being significant. This recognises that we are willing to consider all potential delivery options for the Liverpool Women’s NHS Foundation Trust to ensure the continued delivery of sustainable, high quality services.



Liverpool Women’s NHS Foundation Trust is prepared to support investments for return and minimise the possibility of financial loss by managing associated risks to a tolerable level. Value and benefits will be considered and resources allocated in order to capitalise on opportunities.



Workforce

Liverpool Women’s NHS Foundation Trust operates in a complex environment subject to very challenging economic conditions and changing demographics with intense political and regulatory scrutiny. However, the continued delivery of high quality healthcare services with Liverpool Women’s NHS Foundation Trust working towards service sustainability requires some moderate risk to be accepted where this results in better healthcare services for patients. 



Support for moderate risk in service redesign to improve patient outcomes that requires innovation, creativity, and clinical research are considered by Liverpool Women’s NHS Foundation Trust to be an essential part of the risk profile of the Trust 







Experience/ Reputation

Liverpool Women’s NHS Foundation Trust has a low risk appetite for actions and decisions that, whilst taken in the interests of ensuring quality and sustainability of the Trust and its patients, may affect the reputation of the Trust or of the wider NHS. Such actions and decisions would be subject to a rigorous risk assessment and be signed off by the Senior Management Team.





3. Conclusion



Agreeing a Risk Appetite statement is a requirement of the Board under the Trust Risk Management Strategy. In order to treat, terminate, transfer, or tolerate risks staff undertaking risk assessments and making decisions will need to understand what level of risk is acceptable to the Trust’s Board.



  

4. Recommendation/s



The committee is asked to:

a)  discuss, agree or amend the Risk Appetite Statement for 2016-17. 

b) support the use of the appetite statement by the Board sub-committees in assigning target risk scores for strategic risks aligned to the Board Assurance Framework for which they are accountable.








5.	Appendix
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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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