Barking, Havering and Redbridge NHS|
University Hospitals

NHS Trust
TRUST BOARD MEETING
Tuesday, 25 January 2011 at 1.00 pm
Board Room, Trust Headquarters
Queen’s Hospital
AGENDA
1. Apologies for Absence
2. Minutes of the meeting held on 30 November 2010 (Attachment A)
3. Matters Arising and Actions
4. STRATEGY:
4.1 Interim Chair & Acting Chief Executive’s Report (ED) (Verbal)
4.2 Health4NEL Update (RR) (Attachment B)
5. GOVERNANCE:
5.1 Board Assurance Framework Quarter 2 for the period between
July — Sept 2010 (SB) (Attachment C)
5.2 Risk Management Strategy and Policy (SB) (Attachment D)
5.3 Care Quality Commission Conditions (DCW) (Attachment E)
6. CLINICAL:
6.1 Emergency Care Update (NM) (To follow - Attachment F)
6.2 Maternity Report 2011(CD) (Attachment G)
7. QUALITY, PATIENT STANDARDS and FINANCE:
71 Quality and Patient Standards Performance Report — (Attachment H)
December 2010 (NM/DCW/RMcA)
7.2 Workforce Key Performance Indicators (RMcA) (Attachment 1)
7.3 Finance Report for period ending 31 December 2010 (DIW) (Attachment J)
8. INFORMATION
Matters for Noting:
8.1 Minutes of the Clinical Governance Committee meeting held on (Attachment K)
the 16 November 2010
8.2 Minutes of the Strategic Partnering Board meeting held on (Attachment L)
the 27 July 2010
8.3 Minutes of the Charitable Funds Committee meeting held on (Attachment M)

the 26 October 2010

8.4 BHR Hospitals Charity Annual Report & Accounts 2009/10 (Attachment N)

9. Draft Agenda for March 2011 Trust Board Meeting and Rolling

Programme for 2011

10.  Any Other Business

(Attachment O)

Date of Next Meeting: The next public meeting will be held on Tuesday, 29 March 2011
at 1.00 p.m. in the Lecture Theatre, James Fawcett Education Centre, King George

Hospital.

11.  Questions from the Public

12. Exclusion of the Public and Press In accordance with the Public Bodies Admission to Meetings
Act), to resolve to exclude members of the public and press from the remainder of the meeting.
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Barking, Havering and Redbridge m

University Hospitals
NHS Trust

Minutes of the Part | Trust Board Meeting held on the 30 November 2010
in the Lecture Theatre, James Fawcett Education Centre, King George Hospital

Present: Mr Edwin Doyle
Mr John Goulston
Dr lan Abbs
Mr William Langley
Mrs Barbara Liggins
Mrs Ruth McAll
Mr Keith Mahoney
Mr Neill Moloney
Prof Ray Playford
Mr Robert Royce
Ms Deborah Wheeler
Mr George Wood
Mr David Wragg

Mr Michael White
Ms Imogen Shillito
Dr lan Grant

In Attendance:

Mrs Sue Williams

2010/058
All Trust Board members present.

2010/059

APOLOGIES FOR ABSENCE

Interim Chair

Chief Executive

Medical Director

Non-Executive Director
Non-Executive Director/Vice Chair
Director of Human Resources & OD
Non-Executive Director

Director of Delivery
Non-Executive Director

Director of Strategy & Planning
Director of Nursing

Non-Executive Director

Director of Finance

Non-Executive Director (Designate)

Director of Communications

Divisional Director, Clinical Support Services
Division

Executive Assistant/Trust Board Secretary

MINUTES OF THE PART | MEETING HELD ON 28 SEPTEMBER 2010

The minutes of the meeting were noted as a true record and signed by the Interim Chair.

2010/060 MATTERS ARISING

The action plan referred to under agenda item 2009/121 would be developed by the Workforce Committee.
Mr Wragg provided the Board with a verbal update regarding agenda item 2010/048 and reported that in
the first six months of this year the gross income for BHR Hospitals Charity had risen from £126k to £152k
over the same period last year and costs had reduced from £29k to £21k per annum by appointing a
permanent Head of Fundraising (a 1:6 ratio). The future performance of the Charity would be reported
through the Charitable Funds Committee.

2010/061 INTERIM CHAIR & CHIEF EXECUTIVE’S REPORT

The Board noted that the Committees within the new Trust Board structure were full Committees of the
Board and not Sub-Committees. The Board noted the deliverables to be derived from the revised structure
in relation to quality, finance, performance and workforce and agreed the revised Terms of Reference for
the Finance & Programme Management Committee, the Quality & Strategy Committee and the Workforce
Committee. The newly formed Quality & Strategy Committee would monitor three key themes, patient
safety, clinical effectiveness and patient experience. The Audit Committee Terms of Reference had been
refreshed, but the Remuneration’s Committee had remained unchanged. Each Committee of the Board
was chaired by a Non-Executive Director, with an Executive Director working alongside them. It was
confirmed to the Board that the Finance & Programme Management Committee would review proposals for
major Business Cases with capital or revenue costs of over £1m and would set the criteria for allocation of
capital expenditure, unless the Committee chose to delegate to the Executive Team.
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Mr Goulston presented the Trust's revised ‘Our Vision, Aims and Values’ and acknowledged the
contribution of the Director of Communications, Imogen Shillito, who had liaised with staff groups and
patient forums and had updated them to reflect those discussions. The Board noted the Staff Pledge for
Excellence which would be rolled out across the organisation early next year. Following comments by
Professor Playford that there was no reference to research, or education and training in the Vision, the
Board agreed that this should be included, in order to reflect that BHRUT was a learning organisation that
pro-actively sought to look at developing ideas. Discussions took place regarding a similar pledge by the
Trust to staff, in order to indicate commitment to them and it was agreed that the Workforce Committee
would review this and report back to the Trust Board at their January 2011 meeting.

Mrs Liggins commented that the next Quarterly Governance Assessment should reflect the fact that the
Trust reviewed its safeguarding children arrangements on an ongoing basis.

The Trust Board approved the Committee structure shown on the attached BHRUT Decision Making chart,
together with proposed Terms of Reference for each Committee of the Board. The Trust Board also
approved the attached paper on ‘Our Vision, Aims and Values’, with the amendments discussed and
agreed.

Action: Ruth McAll/Keith Mahoney 25.1.11

2010/062 HEALTH FOR NORTH EAST LONDON

Mr Royce presented an update on a number of responses that had been submitted to Health4NEL, in
advance of the Joint Committee of Primary Care Trusts (JCPCT) meeting on the 15 December 2010. He
highlighted two areas; maternity and the Trust’'s ward change programme and the implications of the
timetable for the Health4NEL planned changes to King George Hospital. Mr Royce raised the issue that
the scale of the elective transfer from Queen’s to King George Hospital would have to be revised
downwards, due to insufficient theatre capacity at King George. Mr Royce confirmed that the Health4NEL
Decision Making Business Case had reflected the Trust’'s ward change programme, revised the timetable
for proposed changes to King George and supported a Co-located Midwifery Led Unit at Queen’s, but did
not, at the present time, support a similar unit at King George Hospital.

The Board agreed that ongoing work in relation to seven day a week working would be taken up by the
Quality & Strategy Committee, under the guidance of the Medical Director and Director of Nursing and a
generic programme for service changes to specialties would be produced by the Workforce Committee.
NHS London had recognised seven day a week working as an issue across all the Hospitals in London and
under the direction of their Medical Director a group had been formed to look at ‘in hours’ and ‘out of
hours’; the output from this group was due for publication in July 2011. The Board noted that an important
first step in improving the Trust’s ‘out of hours’ care was the change in the Junior Doctors rotas, which were
being implemented in Medicine with effect from 1 December 2010. Mr Langley proposed that in addition
to the work being undertaken regarding staff in relation to ‘out of hours’ care, the Trust should be looking,
on an ongoing basis, at third party suppliers and contracts due for renewal, and taking opportunities to do
something about these in the next six months. It was also agreed that seven day a week working should
be included in future appointment letters, so new starters were aware of the expectation to work to this new
model when introduced.

The Trust Board confirmed that the responses to Health4NEL represented BHRUT’s position.

2010/063 BHRUT’S STRATEGY FOR CARING FOR PATIENTS WHO ALSO HAVE A LEARNING
DISABILITY

Ms Wheeler presented the strategy, in order to provide assurance to the Trust Board that the needs of
patients at BHRUT with a learning disability were being addressed and to highlight the improvements being
implemented. An easy read version of the strategy had also been developed and wide consultation had
been sought through user and advocacy groups, as well as local carer groups. Ms Wheeler confirmed that
the strategy was now being implemented across the organisation and champions/ward based link nurse
workers were being identified. Access to facilities, in addition to ITU, was being arranged for relatives and
carers. She also confirmed that work was ongoing with Prof Alcolado, Director of Medical Education, in
relation to training Doctors to communicate with patients in a language that was easier for them to
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understand. The Board agreed that Ms Wheeler would prepare an implementation plan and circulate to all
Board members.

The Trust Board approved both versions of the strategy.
Action: Deborah Wheeler January 2011

2010/064 CLINICAL AUDIT UPDATE

Dr Abbs provided the Trust Board with a six monthly overview of the clinical audit activity across the
organisation. He highlighted that there were 259 audits across all specialties, including 45 national studies
that the Trust had registered to participate in. He informed the Board that the Annual Clinical Audit
competition had taken place in October this year and the winners had presented their audits and received
their prizes at the Grand Round ‘Learning from Clinical Audit’ session in November. The Board noted the
winning audits set out in the briefing paper. Dr Abbs confirmed that the Tony Fuller Memorial Cup had
been awarded to the Visible Leadership Programme and Ms Wheeler had accepted this on behalf of
nursing. The Board discussed the fact that it was difficult to show delivery of outcomes from the audits,
partly because the process was always retrospective.

The Board debated whether the audit process should be changed, or even dispensed with, bearing in mind
the recent introduction of CompStat into the organisation, which now provided the Trust with a ‘live’ audit
approach, which was a more innovative way of making a difference and a far better system. Dr Abbs
confirmed that the Trust was required to participate in the Department of Health centrally funded National
Clinical Audit and Patient Outcomes Programme, which fed into the Quality Account and CQUINS. It was
noted that the results of the clinical audits were presented at divisional and departmental governance
meetings. The Board agreed that the Audit Committee would review the number of audits currently
undertaken in the Trust at their next meeting, in addition to the mandatory ones, to ensure they were
appropriate and focusing on quality outcomes. The Executive Directors would forward their proposals to
the Audit Committee.

The Trust Board noted the Clinical Audit Update.
Action: Executive Directors 25.1.11
William Langley 10.2.11

2010/065 FRANCIS REPORT: UPDATE ON PROGRESS AGAINST RECOMMENDATIONS

Ms Wheeler presented an update on progress made against the key recommendations within the report
presented at a Senior Leaders Key Event earlier in the year, the summary of which was discussed at the
July Trust Board meeting. The Board acknowledged Recommendation 5, which related to clinical audit.

The Trust Board noted the feedback on the Trust’s position and the links into existing streams of work.

2010/066 CQC CONDITIONS

Ms Wheeler informed the Board that the Care Quality Commission (CQC) had made an unannounced visit
to the Trust on the 22 September to review the conditions that remained against the Trust’s registration.
They had recognised the huge amount of work that had been undertaken in relation to the condition on
pressure damage, although they had not yet lifted the condition; deadline extended to 31 December 2010.
She confirmed that the conditions relating to discharge planning, nurse staffing levels, nurse mandatory
training and child protection training had been lifted. Ms Wheeler confirmed that mandatory training was
now in place for bank/agency staff, as well as for permanent staff.

The Board noted that in relation to staff appraisals, the Trust’'s overall compliance rate currently stood at
85%, against a target of 100% compliance to be achieved by the 31 December 2010. Resuscitation
training was standing at circa 70%. Ms Wheeler confirmed that every Division had a list of names for staff
within their areas, mainly medical staff, who required resuscitation training and these were currently being
booked on to a course. She also confirmed that evidence had recently been submitted to the CQC in
relation to maternity and midwifery staffing and an extension had been agreed to the end of November, as
the Trust had a robust recruitment programme in place.

The Trust Board noted the report.
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2010/067 ANNUAL AUDIT LETTER 2009/10

Mr Wragg reported to the Board the conclusions and recommendations of the External Auditor contained in
the Annual Audit Letter for 2009/10 and asked the Board to adopt it. He stated that an ‘unqualified
opinion’ had been issued by the Audit Commission and they had advised the Secretary of State that the
Trust had breached its statutory duty to breakeven over a five year period. The Trust’s adjusted cumulative
deficit had been reported at £117m. An ‘adverse opinion’ had been given in relation to ‘Use of Resources’,
due to the Trust’s poor ALE scores on financial standing, value for money and running a cumulative deficit
in year, as well as CQC conditions. The Board noted the content of the action plan summarised on the
Executive Summary and subject to adoption of the Letter, Mr Wragg would arrange for it to be placed on
the Trust’'s website and Intr@net. It was also noted that the action plan had been agreed at the last Audit
Committee meeting and they would be monitoring this in the future, in order to address any control
weaknesses.

The Trust Board adopted the Annual Audit Letter for 2009/10 and the associated action plan.
Action: David Wragg 30.11.10

2010/068 ADULT SAFEGUARDING COMMITTEE REPORT

Ms Wheeler provided the Board with an update on the activity of the Trust's Adult Safeguarding
Committee. She outlined the key improvements, the management of patients who had learning disabilities
and the developments in staff training. The named professional for Adult Safeguarding had now been
appointed and would commence in post in early January 2011. Ms Wheeler also confirmed that one of the
elderly care physicians had dedicated a session to work as the named Doctor for Safeguarding Adults.
She informed the Board that as part of restructuring Safeguarding Adults and Safeguarding Children were
being separated into independent teams.

The Chief Executive stated that when completing the Quarter 3 Governance Assessment, reference should
be made to the fact that this report had been noted by the Trust Board.

The Trust Board noted the contents of the report for information.

2010/069 CANCER MODEL OF CARE SUMMARY

Dr Grant presented his Cancer Model of Care Summary, including the Trust’s response to the Healthcare
for London proposed Model of Care, following the recent review of Cancer Services in London. The Board
noted the content of the SWOT analysis that had been undertaken by each MDT. Dr Grant confirmed that
a number of recommendations had been put forward and these would be the subject of further consultation
amongst Hospitals in London, before any decision was made on the services to be undertaken at each
Centre. Given the size and local population base of the Trust, the Board acknowledged that BHRUT was
a major Cancer Centre within North East London, particularly as BHRUT treated 10% of London’s cancers.
Dr Grant would work closely with the Chief Executive and the Executive Team, in particular Dr Abbs before
his departure at the end of the year, on the strategy for achieving the Trust’'s objectives for this service.
Part of the strategic decisions to be made would involve forming partnerships/alliances with other Cancer
Centres in the North East London Sector. In response to Mr Wood’s comments regarding the requirement
for future investment, Dr Grant confirmed that within a couple of years the capacity required would
necessitate the purchase of additional PET Scanners.

The Board thanked Dr Grant for an excellent report. Mr Goulston highlighted to the Board that there was
one facet missing; the late presentation of Cancers, which was a big issue for the Trust’s local population.
BHRUT would need to build relationships with the local Primary Care Trusts and Public Health Offices, in
order to strengthen its support in relation to the Health & Wellbeing agenda.

The Board agreed that Dr Grant would provide regular updates in terms of meeting the standards, building
alliances and the work with local stakeholders. The first update would be at the February 2011 Part Il Trust
Board meeting.

The Trust Board agreed with the proposed Model of Care and the work that would be needed to ensure
the Trust complied with any recommendations and consultations.
Action: Dr lan Grant 22.2.11
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2010/070 RESEARCH & DEVELOPMENT ANNUAL REPORT

Dr Abbs apologised for the late circulation of the report. He highlighted the main metrics contained within
the report and confirmed that the Trust was a very active organisation in relation to Research and
Development, and in particular the fact that there were 95 active projects within Cancer Services. Dr Abbs
confirmed that the Trust received substantial income from CLRN activity. One of the issues for the
Research & Development Department going forward was that for some time it had operated as an
independent area within the organisation, but to build for the future and to make it compliant with the
increasingly tough regime of regulation and enforcement, it required considerable infrastructure investment.
An alternative proposal that was being worked on currently was to enter into a three year partnership with
the Joint Research Office of Queen Mary, University of London (QMUL). They would provide ‘backroom
services’, in addition to the supervision of staff and governance, ensuring compliance with the regulatory
framework and the opportunity for potential income, perhaps as much as £500k. A Business Case,
championed by Professor Barua, Clinical Director for the Research & Development Board, and supported
by Dr Abbs and others, was in an advanced stage of preparation and was currently undergoing checks by
the Finance Department.

Professor Playford congratulated the Department on their work and agreed that developing links with
QMUL and the Trust having its own lead for Research, would be good for BHRUT. The proposal for the
Board to delegate approval of the Business Case to Dr Abbs and Mr Wragg was discussed and it was
agreed that the Business Case Review Panel’s criteria should be refreshed and presented at the January
Trust Board meeting. Mr Wragg proposed that the Trust had clear evidence that this Business Case more
than paid for itself and therefore the Board agreed that the recommendation could go ahead and would
leave it to Mr Wragg and Dr Abbs to carry out ‘due diligence’. Mr Wood proposed that the Finance
Committee should receive a schedule of Business Cases approved on a regular basis, in order for the
Committee to monitor and ensure that all Business Cases were performing within the funding and terms
agreed. This proposal was agreed by the Board.

The Trust Board noted the report and agreed the final stage of the Business Case could be reviewed and
finalised by Dr Abbs and Mr Wragg.
Action: lan Abbs/David Wragg 31.12.10
David Wragg 25.1.11

2010/071 EMERGENCY CARE UPDATE

Mr Moloney informed the Board that the Emergency Care performance had not improved since the October
Trust Board meeting, but the latest data showed that during October the ‘All Type’ performance target of
95% had been achieved, but the Trust had fallen short against performance for ‘Type 1. A number of
actions had been implemented since last month’s Trust Board Seminar, but progress was not at the level
expected. Mr Moloney confirmed that an Emergency Care Summit had taken place during November and
a number of additional actions had been agreed. The Board noted that the Trust had a significant way to
go to meet the ‘Type 1’ target and it was unlikely that this would be achieved, but it would meet the
Government standard. Mr Moloney informed the Board that he had relinquished other responsibilities to
focus solely on the delivery of this target and the Medical Director was chairing Clinical Decision meetings
at 8.15 a.m. each Monday morning and Significant Internal Event (SIE) meetings when the Trust reached
this rating. The Board noted that these meetings had improved awareness of the problems and had
created better cross departmental collaboration and better engagement with the clinicians. Mr Goulston
would be attending a meeting at NHS London, along with Whipps Cross, on the 10 December to provide an
update on Emergency Care and the Winter Plan. An update paper would be prepared for this meeting by
Mr Moloney and Mr Goulston would ensure that this was circulated for information to all Board members.

Following Professor Playford’s comments regarding the closure of Social Services Departments over the
Christmas and New Year period last year, Mr Moloney confirmed that there had been a meeting several
weeks ago which had agreed additional actions to be taken by the Trust and the Local Community
Services to enhance provision over the Bank Holiday period this year. The Board noted that arrangements
had been made with the Commissioners that from the 1 December 2010 the Trust would have direct
admitting rights into community beds, which would be key to the success of the Winter Resilience Plan. It
was agreed that a short paper would be prepared to update the Board on the work being undertaken in the
redesign of the workforce and the rotas, as well as the focus work within the seven Workstreams being
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monitored by the Emergency Care Taskforce in relation to the implementation plan for improving the
Trust’'s Emergency Care pathways. The Board noted that the Trust had seen a considerable reduction in
Delayed Transfers of Care (DTOCs) over the last month, which was a huge improvement, achieved by the
considerable effort of the team within the Trust.

The Trust Board noted the content of the report and supported the actions to bring the performance back in
line with trajectory/target.
Action: Neill Moloney/John Goulston 10.12.10

2010/072 HOSPITAL STANDARDISED MORTALITY RATIOS

Dr Abbs briefed the Board on the Trust's performance against the HSMR standards, following the
publication of the Dr Foster data in The Observer. BHRUT was a significant outlier Nationally and the
poorest performer in London at 115 for 2009/10. The Trust HSMR in 2008/09 was 111 and prior to the
rebasing this had improved in 2009/10 to 102. However, rebasing of the 2009/10 National data, where
National performance had improved to a greater extent than the 9 point performance improvement
achieved by the Trust, effectively resulted in a deterioration in the 2009/10 performance.

The Board recognised that the Trust had a number of quality of care issues, but these were being actively
addressed by the organisation. Dr Abbs informed the Board that the Trust had lessons to learn from its
presentation of data, as the recently published Department of Health National Review of HSMR had
highlighted potential data quality issues arising from variations in the recording and coding of co-morbidities
and also from the variations in clinical coding practice with regard to palliative care, where clearer guidance
was required.

The Trust needed to make sure that it was looking at its performance on a regular basis and ensuring that
Clinicians were coding correctly. The Board agreed that quality indicators should be set and introduced
into the award system for Clinicians and for the objectives of individual’s and the Trust to be aligned. This
was referred by the Board to the Workforce Committee for them to review and prepare a proposal.

It was agreed that updates on the Trust's HSMR would be reported to the Quality & Strategy Committee
and a summary update presented at the January and March 2011 Trust Board meetings.

The Trust Board noted the report.
Action: Medical Director 25.1.11/29.3.11

2010/073 QUALITY AND PATIENT STANDARDS PERFORMANCE REPORT - OCTOBER 2010
Mr Moloney highlighted that the Trust had continued to achieve the 18 week performance standards for
admitted and non-admitted, but was continuing to fail the median waiting time standard for incomplete
pathways. Performance was noted at 14.3 weeks, compared to the National average of 7.2 weeks and Mr
Moloney reported that the Trust was in discussion with its Commissioners to address this issue. The
additional activity that the PCTs wanted BHRUT to deliver in the final quarter, in order to meet the target,
would be made clear to the Trust over the next few weeks. The Board discussed the financial viability of
undertaking extra activity and having a clear direction from the Commissioners that the income would be
available to pay for this, in order for the Trust to decide on the most cost effective way of undertaking it. It
was agreed that clear guidance should be given to the organisation and if further discussions on this were
required, these would take place at the December 2010 Part Il meeting.

Mr Moloney informed the Board that the Trust was consistently not meeting the 62 day cancer performance
target, although during October it had been achieved. The Chief Executive highlighted to the Board that
when he attended the London Trusts CEO meeting last week it had been acknowledged that BHRUT was
leading the way on cancer waiting times and cancer referrals on the Choose & Book system, along with
Whipps Cross. BHRUT was still one of the best performing Trusts in the country on Choose & Book.

The Trust Board noted the content of the report and supported the actions to bring the performance back in
line with trajectory/target.
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2010/074 WORKFORCE KEY PERFORMANCE INDICATORS

Mrs McAIl highlighted to the Board that the Trust’s sickness absence rate had seen an overall reduction of
2.32% since December 2009 and was now at its lowest level and remained below the average of all other
large acute Trusts by 0.14%. Turnover rates for a three month period over the Summer had seen the
workforce become more stable, dropping from 13.3% in April to 11.3% in July. However, during the period
from August to October 2010, the turnover rate had increased by 0.5%. The highest turnover rate related
to Band 5 qualified nurses and Mrs McAIl informed the Board that the Workforce Committee were working
closely with the Divisional Nurses to determine the reasons for this and to undertake some targeted work in
this area. She informed the Board that there were other ‘hotspots’ and the HR Department was supporting
these areas with recruitment and workforce plans.

Mrs McAIl informed the Board that the Workforce Committee would be refreshing the format of the
dashboard and would split the bank and agency data, as previously requested.

The Trust Board noted the report.

2010/075 FINANCE REPORT FOR PERIOD ENDING 31 OCTOBER 2010

Mr Wragg informed the Board that the overall I&E position to the end of October was showing a
disappointing net deficit position of £22.3m, representing an adverse variance against the profiled plan of
£8.9m and exceeded the Annual Plan deficit of £19.5m. He reported that between now and the end of the
financial year the Trust needed to recover the position and break-even each month. In month Mr Wragg
reported a deficit of £4.1m, against a plan of £1.4m, giving an adverse variance of £2.7m. It was noted that
the position at month 7 was supported by £8m of income from the PCTs. Income continued to over
perform by £400k in month, particularly in relation to elective inpatients, day cases and outpatients. This
had been offset by continued overspending on pay of £1.8m and non-pay of £1.1m.

Mr Wragg reported that the forecast outturn for the year end was a deficit of £29.4m, including estimated
redundancy costs of £4.3m. The Board noted that this represented a gap of £9.8m from the control total of
£19.5m, or £5.5m excluding redundancy costs. The position against the control total had worsened due to
the in month performance and some cross divisional schemes not coming to fruition. He confirmed that a
paper had been taken to the PEQ Board a few weeks ago to address the shortfall against the control total
and £6.4m had been identified. The Board noted that Dr Abbs was working with the Divisional Directors
and Divisional Managers to agree their approach in relation to the use of agency medical staff, only in
exceptional circumstances, and central controls had been put in place, e.g. for agency medical, locum staff,
bank and agency nursing, external consultancy fees and administration/clerical bank and agency staff in
relation to pay expenditure and legal and professional fees, stationery, recruitment agency fees, taxi and
other vehicle hire and hospitality for non-pay expenditure.

Mr Wragg reported that there continued to be significant problems in relation to cash, as the Trust’s £19.5m
control total was still unfunded and had yet to be agreed with the Department of Health. With the over
performance on activity, the potential redundancy costs and any shortfall in the I&E position, the forecast
outturn could rise to circa £40m.

The Board agreed that it was up to the Chief Executive and Executive Directors, with the Divisional
Directors, to hit the control total and to deliver on the actions agreed at the recent PEQ meeting, in order to
close the gap. The Finance Committee would continue to monitor the Divisions’ plans each month.

Mr Wood stated that at the Finance Committee meeting on the 14 December, they would look to reduce
the number of CIPs/initiatives for next year, as the current 400 items were unmanageable. They would
also review what this would mean in terms of the Trust’s future strategy.

The Trust Board noted the report and actions being taken.
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2010/076 MATTERS FOR NOTING: MINUTES OF THE CLINICAL GOVERNANCE MEETING
HELD ON 13 JULY 2010
The Trust Board noted the minutes of the Clinical Governance meeting held on the 13 July 2010.

2010/077 MATTERS FOR NOTING: MINUTES OF THE CLINICAL GOVERNANCE COMMITTEE
MEETING HELD ON 21 SEPTEMBER 2010
The Trust Board noted the minutes of the Clinical Governance meeting held on the 21 September 2010.

2010/078 MATTERS FOR NOTING: DRAFT TRUST BOARD AGENDA FOR JANUARY 2011
MEETING AND ROLLING PROGRAMME FOR 2011

The Board noted the draft agenda for the January 2011 Trust Board meeting and the rolling programme for
2011.

2010/079 ANY OTHER BUSINESS

Mr Wood raised the issue of providing some form of refreshments for those staff working on Christmas
Day. Mrs Liggins informed the Board that she had visited Queen’s on Christmas Day, in company with
Neill Moloney, and King George Hospital on Boxing Day, to thank all the staff. Mr Mahoney highlighted to
the Board that this had been raised in the past, but the restaurant did not have sufficient capacity to cope.
The Board agreed that they would note Mr Wood’s point and think about whether there was anything that
could be done for staff. Ms Wheeler confirmed that she would be the Executive Director ‘On Call’ on
Christmas Day.

Meeting closed at 5.20 p.m.

The next meeting of the Barking, Havering and Redbridge University Hospitals NHS Trust Board will take
place on Tuesday, 25 January 2011 in the Board Room, Trust Headquarters, Queen’s Hospital.
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Barking, Havering and Redbridge NHS|
University Hospitals

CONFIDENTIAL

TRUST BOARD MEETING

NHS Trust

Actions from Minutes of Part | meeting held on 30 November 2010
in the Lecture Theatre, James Fawcett Education Centre, King George Hospital

Action Deadline Date
Agenda Date Completed/
Item Update/
Agenda Item
2010/031 | DCW to arrange Safeguarding Children
training at the October or December Trust DCW 26.10.10 or 14.12.10
Board meeting. 14.12.10 (deferred, to be
rearranged)
2010/061 | RMcA/KM to review Trust Pledge to all
staff at the Workforce Committee meeting | RMcA/KM 25.1.1 To be reported in
and report back at the January 2011 Trust the Workforce
Board meeting. Committee
meeting minutes
2010/063 | DCW to prepare an implementation paper
and circulate to all Board members. DCW January 2011
2010/064 | Exec Dirs to forward their proposals to the | Exec Dirs 25.1.11
Audit Committee. WL to arrange for the
Audit Committee to review the number of WL 10.2.11
audits currently undertaken in the Trust at
their next Audit Committee meeting in
February 2011.
2010/067 | DIW to arrange for the Annual Audit Letter
2009/10 to be placed on the Trust’s DIW 30.11.10 30.11.10
website and Intr@net.
2010/069 | IG to provide regular updates to the Trust IG 22.2.11
Board — first update February 2011.
2010/070 | DIWI/IA to carry out ‘due diligence’ on the DIW/IA 31.12.10 31.12.10
Business Case. DIW to arrange for a
schedule of all Business Cases to be DIW 25.1.11
regularly reported to the Finance
Committee — first report Jan 2011.
2010/071 | NM to provide an update paper for NHS
London meeting on 10 December and JG/NM 31.12.10 13.01.11
JG/NM to circulate a copy to all Board
members for information.
2010/072 | Summary updates on Trust’'s HSMR to be Medical 25.1.11/29.3.11 25.1.11
presented at January and March 2011 Director

Trust Board meetings.
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NHS neatth@

Health for north east London update — board report
January 2011

1. Joint meeting of JCPCTs 15 December 2010

INEL and ONEL JCPCTs met in public on the 15 December to consider proposals for urgent
and emergency care, maternity, children’s services and the vision for King George Hospital,
lIford.

The committees considered the NHS London’s assurance report along with engagement and
feedback on the revised proposals, the responses to the consultation and other information. The
committees decided the proposals:

e were supported by GP commissioners;

¢ had taken into account the views of the public and patients;

e were based on good clinical evidence; and

e were consistent with current and prospective patient choice.

Subiject to assurances identified by GPs, the public and other stakeholders, the committees
approved the proposals to:

e reduce from six hospitals with A&E, acute medical, acute surgical, critical care, maternity
and paediatric services to five. King George Hospital, llford to provide 24/7 urgent care
services. A&E, together with unscheduled inpatient medical and surgical services,
including critical care and paediatrics to be provided at Queen’s, Whipps Cross and
Newham hospitals.

e move all planned surgery from Queen’s Hospital to King George Hospital except where
there are benefits in co-locating services or on the basis of clinical need, and to establish
a planned care centre at King George Hospital.

¢ move to a model of care for children that is underpinned by early senior clinical
assessment and review — to determine the appropriate clinical treatment pathway, with
an emphasis on reducing admissions and minimising clinically unnecessary lengths of
stay.

¢ allow, where clinically safe and appropriate, surgery on children over six months of age
at any hospital in the sector — thus minimising transfers.

e transfer all children under six months of age requiring surgery, to the Royal London
Hospital, except those requiring minor ophthalmic surgery and at the Homerton hospital
where neonatal surgery can take place.

o transfer all children who require specialist or high dependency care to the Royal London
Hospital or Queen’s Hospital or a tertiary centre (such as Great Ormond Street Hospital)
where necessary, as happens in the majority of cases currently.

The full list of assurances is attached at appendix 1.

2. Next steps

The programme will continue to be clinically-led with close involvement of GPs, local authorities
and patient and public representatives. The focus for the next phase will include:
Communicating the outcome of decision-making to staff, patients, the public and other
stakeholders. Letters to inform the media, OSCs, councils, LINks, People’s Platform members,
MPs, all consultees, and all people wanting to be kept informed of the programme have been
sent out.

e Detailed implementation planning



¢ Developing a benefits realisation framework to ensure that improvements anticipated are
delivered
¢ Developing clinical pathways, process and protocols in greater detail
e Developing GP-led governance and assurance systems
This work will need to proceed taking due regard to the referral made to the Secretary of State
by Redbridge Overview and Scrutiny Committee.

3. Referral to Secretary of State by Redbridge Overview and Scrutiny Committee
Redbridge Overview and Scrutiny Committee (OSC) and Redbridge Council met on 4 January
to consider the decisions made by the JCPCTs on 15 December. Both the OSC and Council
resolved to refer the proposals to the Secretary of State with the key issues being the changes
to A&E and maternity services at King George Hospital, nature and level of GP support and the
consultation process more broadly. The final motion is currently being drafted. It is expected that
the referral will be made imminently. If the Secretary of State (SoS) decides to refer the
proposals to Independent Reconfiguration Panel this would be likely to report in the summer
with final decision being made by the SoS thereafter.

For any further information please contact sarah.d’souza@elca.nhs.uk or
gemma.hughes@elca.nhs.uk






Appendix 1 GP issues and concerns raised and assurances sought

Issues and concerns raised - GPs

Assurance requested and recommendations - GPs

Initial response

Capacity, quality and performance e Sustained improvement in A&E performance and bed capacity at Agree
« Quality of current services and concerns about the Queen’s before services are transferred from KGH and
Y . ”» improvements in patient experience.
capacity of services to manage any additional Agree
workload and capability of trusts to manage e Improvements to maternity capacity and quality at Queen’s and
increased demand on A&E in context of current Whipps Cross before changes are implemented.
erformance.
P e A strategy for managing A&E demand and a turnaround plan for Agree
e Delivery of promised early senior clinical services provided by BHRUT developed as part of implementation
assessment for emergency patients and stronger planning and shared with GPs.
presence on weekends. . . .
e Assurance that by centralising emergency medical and surgical
e Lack of confidence in BHRUT to make the services and obstetrics, improved senior clinical cover promised at Agree
proposed improvements. Queen’s will be delivered across specialties.
e Concern that proposals may lead to longer waiting | ¢  Demonstrable progress in reducing admission rates and lengths of Agree
times at Queen’s A&E. stay to ensure sufficient bed capacity before services are transferred
e Need for continued development of urgent care from KGH.
services at all hospitals (inc Newham). e Assurance that the impact of changes to services on neighbouring Agree
. . hospitals has been considered (e.g. ability of Whipps Cross to cope
¢ Need to improve reputation of acute trusts. with additional births).
A&E and urgent care e Local primary care leadership to finalise urgent care centre / short Agree
e Confusion for patients regarding when / where / stay assessment service model for KGH. Agree
how to access care. e Clear communications strategy for patients regarding access to
e Lack of clarity for GPs regarding when / where / urgent care. Agree

how to refer for specialist advice.

e Greater clarity regarding model of care / workforce
proposed at KGH urgent care centre / short stay
assessment service.

(see also capacity, quality and performance above).

e Develop clear workforce strategy.




Appendix 1 GP issues and concerns raised and assurances sought

Issues and concerns raised - GPs

Assurance requested and recommendations - GPs

Initial response

Maternity services

e Concerns regarding the midwifery workforce and
training with particular regard to standalone
midwifery units.

e Concerns regarding increased target for home
births/standalone births and safety of standalone
midwifery units.

e Clarity about role of GPs and workload/clinical

e Greater demonstration of protocols and procedures to support home
deliveries and standalone midwifery units; assurance that related
risks will be mitigated before movement of services.

e Assurance of workforce skills and capability within midwifery service
before an active move to increase births in out of hospital settings.

e Full range of antenatal and midwifery services to be retained at KGH.

Agree

Agree
Agree in respect of
antenatal services

TR e Greater emphasis of role of GPs in maternity care, in particular Adgree
liability implications. antenatal care, and in safeguarding mothers and babies. Review of g
e Concern that the maternity model should not best practice including the Tower Hamlets model.
increase activity and cost for commissioners. e Women giving birth in out of hospital settings are informed of the Agree
risks. Agree
e Further consideration of the safety and sustainability of proposed
midwifery led units at Barking and KGH.
Implementation of proposed changes e GPs should have a lead role in implementation and in agreeing Agree

o Need for careful implementation with GPs fully
engaged.

e Concern that hospitals would not make the
appropriate cultural shift in order to direct patients
into the right pathway.

‘system readiness’ indicators.

e Best practice measures implemented across health system with
mechanisms in place to track best practice.

e Care pathways should be locally determined based on
recommendations for best practice.

e Clear risk mechanisms in place to support change and transition to
new services.

Agree in principle and
will require further
discussion as to how to
do this

Agree

Agree

Improvements to primary and community care

¢ Need to develop primary and community services
to support changes to acute care.

e Assurance that there will be adequate capacity in primary and
community services to manage urgent care needs of residents.

Agree in principle and
will need further

discussion as to what
indicators will be most




Appendix 1 GP issues and concerns raised and assurances sought

Issues and concerns raised - GPs

Assurance requested and recommendations - GPs

Initial response

e Concern that assumptions around shifts of
outpatient care are not correct.

e Direct access to diagnostics and in time results for primary care.

e Review care pathways for frail elderly and patients with long term
conditions.

helpful to assess
“adequate capacity”

Agree in principle and
further work needed to
define requirements

Agree
o Review assumptions regarding outpatient activity. Agree
e Ensure GP out-of-hours services are fully integrated into the 24/7 Agree
urgent care model.
e Ensure role of polyclinic based urgent care centre is fully understood
and taken into account. Agree
o Need for improved support to primary care from secondary care and | A9ree
greater clarity on primary care referral pathways.
Access and travel e Assurance that transportation options have been considered and Agree
o The impact of the proposals on patients in terms support provided where possible.
of access and travel, particularly older people. e Assurance that ambulance services are fully involved in Agree
e Transportation times are flawed. implementation planning.
e Concerns whether extended ambulance times for
KGH catchment would adversely impact on patient
care.
Vision for King George o A&E services are not transferred until evidence that the urgent care Agree
centre is working effectively. Agree

e Clear commitment to King George as a viable health campus.




Appendix 1 GP issues and concerns raised and assurances sought

Issues and concerns raised - GPs

Assurance requested and recommendations - GPs

Initial response

¢ Role of GPs in developing services, specifically the model of care Agree
and use of the bed capacity on that site. Agree
e  Support to GP commissioners to review potential for GP-led
admitting beds at King George.
Workforce e Assurance that development and training needs of staff will be Agree
e Concerns that model of care would not allow for considered as part of implementation planning.
adequate training of junior doctors. e Workforce development to be prioritised during the implementation Agree
. . o phase.
e Training of specialty clinicians.
¢ Impact of the changes on the morale of staff at
BHRUT.
e Concerns that ambulance staff would need to
triage patients to the appropriate place.
Also see A&E / urgent care services and maternity
services above.
Other issues e Assurance that the impact of proposals on patient choice has been Agree
. . considered and that choice is promoted to mothers.
o Patient choice.
«  Communication — more co-ordinated working e Evidence of how the proposals have met the four tests. Agree
between hospital based maternity care and GPs; e Assurance of full engagement and leadership of local clinicians in the Agree

better communication with GPs and the public.

e Concerns that GPs / the public had not been
adequately engaged or that information given was
not robust.

e Need for local determination of models.

next phase of work.




Appendix 1 Stakeholder issues and concerns raised and assurances sought

Issues and concerns raised - stakeholders Assurance requested - stakeholders Comment
Capacity, quality and performance e Proposed improvements to urgent care at King George are made Agree
e Concern about the potential impact of the before movement of ASE services. Agree

changes on capacity and workload
pressures at hospitals.

e Current performance of hospital trusts and
poor patient experience at hospitals.

e Concern that population increase and
financial situation have not been fully
considered.

e Action plan be implemented to raise the quality of services at
BHRUT.

¢ No changes made until hospitals (Queen’s and Whipps Cross)
have appropriate resource and capacity to manage demand.

¢ No changes made until there is evidence of improvement in the
quality of patient care and management of services.

¢ No changes made until CQC restrictions on Queen'’s are lifted.

Agree and further discussion
needed to define what is required
in terms of assurance

Agree

Further discussion needed as to
appropriate measures

A&E and urgent care e Clear communications strategy for patients regarding access to Agree
. . . urgent care, alternatives to A&E, and any changes to health
e Confusion for patients regarding when .
services.
/ where / how to access care.

(see also capacity, quality and performance

above).
Maternity e A clear workforce strategy is developed to recruit sufficient Agree

e Recruitment and retention of midwives and
obstetrics

e Protocols for complications in labour.

e Concern that the maternity proposals are
not supported by the Royal Colleges.

e Concerns that increases in the population
have not been fully taken into account.

midwives to staff proposed services.

e Detail is required that the proposed investment will follow service
demand/flow and that staffing levels will be sufficient to support
24/7 obstetric consultant cover at Whipps.

e Protocols are developed for transferring women who experience
complications in labour.

e Further details and reassurance that the changing demographics
have been fully taken into account.

Agree in principle and further
discussion needed in relation to
timetable for developments

Agree
Agree
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¢ Role of Barking Birthing Centre.

o Need for 24/7 obstetric cover in improving
maternity provision and improving patient
experience

Commitment to midwifery-led unit at Barking Community Hospital.

A commitment to births at Barking Community Hospital in 2011

The practice of midwives having a presence in Council Children’s
Centres should be extended where possible.

Agree

Agree in principle - when service
can be safely provided

Agree in principle however will
need further discussion with other
relevant services

Implementation of proposed changes

e Management and timescales for
implementing proposed changes.

e Length of stay reductions and percentage
of patients to be treated at the urgent care
centre will be challenging.

Careful management of the transition period to ensure that there is
sufficient capacity to meet demand.

Development of clear protocols for the efficient and timely transfer
of patients from King George to the appropriate hospital.

JOSCs receive implementation details once available to scrutinise
and receive quarterly updates during the implementation phase.

Assurance that changes can be managed without any detriment to
residents.

Independent assessment and inspection needed to ensure
standards are met.

Agree
Agree

Agree

Further discussion needed — see
lIA for analysis of impacts

Agree

Improvements to primary and community care

¢ Need to develop services in the community
to support proposed changes and concern
regarding the quality and consistency of
GP out of hours services and primary care.

Care in the community is expanded to ease pressure on urgent
care services.

Assurance that local health services will be adequately resourced
and equipped to meet rising demand.

Commitment to East Dagenham Community Hospital.

No changes made until local community hospitals are operating at
full capacity.

Further discussion needed with
other service providers

The overall resourcing of health
services is out with the remit of the
JCPCTs and dependent on
national funding

This will be a decision for local GP
commissioners

This will not be required as there
is no direct interdependency with
the proposals




Appendix 1 Stakeholder issues and concerns raised and assurances sought

Access and travel

Concerns regarding travel times,
accessibility, accommodation and costs.

Concerns that proposals for planned care
will lead to extended travel times for local
residents.

Concerns surrounding accessibility of The
Royal London as centre for specialist
services for boroughs.

Implications of proposals of travel times are addressed.

Continued working with Transport for London and further pressure
to improve access to local hospitals.

Travel Advisory Group give priority to ensuring that further bus
routes call at Queen’s Hospital and that services be introduced
linking the hospital to the southern part of liford and into Essex.

The Travel Advisory Group should seek to improve disabled
access at Whitechapel Underground station.

Fare reimbursement schemes are more widely publicised than at
present. Further clarity sought on whether such schemes apply to
carers attending hospital with a patient.

Clearer acknowledgement of the impact of planned care proposals
on travel for local residents.

Please see the travel paper for
how implications for travel will be
addressed

Agree

The TAG has already given
priority to bus routes into Queen’s

Agree

Agree

Agree

Finance

Concern that significant improvement can
not be made at BHRUT until the financial
position is resolved.

Concern that changes are being made for
financial reasons.

No changes are made until the financial implications for the health
economy are shared and understood.

Assurance that hospitals will have commensurate resource to
manage increase in the numbers of patients from King George.

Agree but further work needed to
clarity what is required

Agree and need to ascertain what
is required in additional to the
information provided in the DMBC

Social care

Implications for social care services.

Assurances that Council Social Services departments or their
equivalent will be fully involved at each stage of the
implementation of the proposals.

Assurance that proposed changes will not result in costs being
transferred to local authorities.

Agree in principle but will need
further discussion with those
bodies

No evidence has been provided to
date that this will occur, ongoing
dialogue needed to monitor this

Further discussion needed

10
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e Assurance that patients would not be discharged from hospital regarding this point as will be
before they are well enough or on presumption that the local decided by local authority eligibility
authority will increase levels of care to facilitate early discharge criteria rather than NHS actions

Mental health o Further development of the care pathway for mental health Agree
. . . patients presenting at A&E and those requiring a mental health
¢ Need to improve services for people with
assessment.
mental health problems. Agree

¢ Clinical staff receive training in mental health issues.

Ambulance services e Assurance that two additional ambulances indicated by the Agree — resources to ambulance
London Ambulance Service as needed will be fully funded. providers are reviewed annually

e Concerns regarding ambulance staff being
able to triage patients to the most
appropriate hospital.

Clinical leadership

o Number of clinicians involved in the
programme and the rationale for
proposals.

e Concern that four tests have not been met.

e Clinical assessment was flawed and
lacked independence and precision.

Public engagement and views o A detailed response to issues raised is published and residents Agree

e Residents’ concerns about the proposal to continue to be engaged in programme.

transfer A&E and maternity delivery
services from King George and the level of
public engagement.

e Local residents do not support the
proposed changes to services at King
George.

11




Appendix 1 Stakeholder issues and concerns raised and assurances sought

Other issues

o Babies should be easily registered in their
home borough.

Discussions continue with local Registrars about registration of
births issue and involve the Registration Service at Essex County
Council.

Agree — further discussion

required with Essex as to extent of

impact of changes

12
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Board Assurance Framework Report.
Quarter 2 July — September 2010

1.0 Introduction

The whole Trust Board is collectively accountable for maintaining a sound system of
internal control and is responsible for putting in place arrangements for gaining
assurance on the effectiveness of the overall system.

The Board Assurance Framework identifies all the Trust’s principal objectives within
its five ambitions: Productivity, Efficiency, Quality, Strategy and Leadership. It also
describes the risks which present a major threat to the achievement of any of the
objectives and are not well controlled. Those risks are identified initially through
review of the objectives themselves; alternatively they may initially be identified by
the Divisions as operational risks.

The Framework and the Risk Register provide confirmation that there are action
plans that put in place controls for the risks they contain and that there is assurance
that plans and controls are robust.

The Framework is also used to support the Statement of Internal Control (SIC) and is
reviewed by the Internal Auditors annually to inform the Head of Internal Audit
Opinion. The review of the Board Assurance Framework for 2009/10 revealed that
there were substantial assurance and review arrangements in place.

2.0 Process

The Framework is populated at the end of each financial quarter as follows:
Q1 April - June

Q2 July - September

Q3 October — December

Q4 January- March

Each of the 5 Divisions holds responsibility for their own risk registers which are
reviewed and populated through the Divisional Boards. The electronic risk registers
are then used to populate the trust wide risk register which is maintained on the
Ulysses system.

Those risks identified as presenting a major threat to any of the objectives or are not
well controlled are defined and graded as Extreme (red). By definition all the Trust’s
Extreme risks are used to populate the Framework. Each extreme risk has an
Executive Lead and an action plan monitored by the lead and the appropriate
committee.

Significant risks which require high level attention but do not present a major threat to
any of the objectives are defined and graded as High and are described on the Risk
Register but not on the Board Assurance Framework. Management of their control
and assurance is allocated to the responsible Division and overseen by the
Productivity, Efficiency and Quality Board (PEQ). Corporate risks seen as a threat to
achieving the objectives are included in the Framework.
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Extreme risks that threaten any of the objectives but which then become well
controlled will be downgraded to High and will be relegated from the Framework to
the Risk Register alone.

The Framework is reviewed by the Audit Committee at each meeting and by the
Trust Board quarterly. Each Division (Divisional Director, Manager and Nurse)
present their extreme/ high rated risks from their register to the Audit Committee on a
rolling programme which is entering its 3rd year. This provides the Audit Committee
members with the opportunity to carry out a more detailed review of Divisional risks,
their controls and actions.

Issues linked to Objectives which remain green for two consecutive quarters will be
removed from the framework.

3.0 Recommended Changes to Control

Recent review of the process has resulted in recommendations to further refine the
control process and the Trust Board are asked to consider the following in
conjunction with the attached supporting documentation and reach a decision of
appropriate management for the Framework. In addition the design of the Framework
has been streamlined.

31 Numerical Grading

To date the Trust has assessed and RAG rated the risk using a 5 x 5 grading matrix.
To aid greater clarity of the risk faced by the Trust it is suggested that numerical
grading is introduced. The Trust has in place a risk management database system
‘Ulysses’ to mange a range of data including the risk register. The risks and controls
are entered onto the database and the software will assess numerically the residual
risk between 0-100. (These can now be seen on the attached Framework). Following
consultation with the company it is not possible to change the numerical data to fit in
with the 5 x 5 matrix. For ease of reference and clarification of definitions, the Risk
Grading Matrix and Consequence Scoring Table can be found at Appendix 1.

With the changes to the reporting structure (3.2) it is considered that the Trust Board
should only need to review the extreme risks for the Trust. For clarity any risk
highlighted as over 16 by the 5 x 5 matrix will equate to a measure of 64 and over on
the Ulysses matrix. 16/64 is generally considered to be the beginning of the extreme
range, but the Trust Board are asked to consider the risk value they wish to have
reported to them.

5 x 5 matrix Ulysses matrix
13 52
15 60
16 64
17 68

3.2 Committee Structure Responsible for Risk Review and Control

The Trust Board will be responsible for reviewing the extreme risks which are to be
numerically determined.
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The PEQ will be responsible for reviewing and monitoring the action plans for the
extreme and the high/moderate risks following Divisional review.

The Audit Committee will continue to review the whole of the Framework as
described above.

4.0 Board Assurance Framework Q2
The Framework can be found at attachment 1 with the front sheet providing

an overview of those extreme / red items RAG rated at the end of Q2, with the
numerical assessment included.
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ATTACHMENT 1
Barking, Havering and Redbridge NHS

University Hospitals
NHS Trust

Board Assurance Framework 2010/2011
Including Extreme Risks from the Trust Risk Register
Quarter 2 July - September 2010

Overview of the Trust Objectives: = Red Not Assured, Amber Partially Assured, Green Fully Assured

Cost Control Mortaility

Emergency Medicine Improvement

Patient Safety

Income Maximisation .
Equipment

BAF Quarter 2 2010



and outcomes

Objective 1.0 Productivity - The Productivity framework ensures systems and services are robust and supports clinical standards and improved patient experience

Principal Objective 1.1 Emergency Medicine — To ensure KPIs are met
Lead —Emergency Care Director - Source: PEQ

Risk 126 - Red Extreme
Emergency Medicine
Service Improvement:
Non delivery of 4 hour
target to achieve 98% of
patients seen and
treated in 4 hours.

Poor rating for the
annual health check
Poor patient experience,
delays in LAS off load

Risk 233 —Patient
delayed in A&E dept.
Lack of space due to
decision to admit
patients.

Safety factors due to
patients queuing on
trolleys with. Non-
achievement of targets -
4hrs. Overall
quality/safety patient
care affected. Risk of
ineffective/unsafe
fire/lemergency
evacuations. Stress
levels adverse health
effects resulting in
associated symptoms
conditions. Lowered
morale resulting in a
reduction in productivity
Accidents clinical
incidents resulting in
litigations against the
Trust/individuals.
Possibility of pressurised
discharge from wards

Increase flexible bed availability to
reduce patients staying within the A &
E department more than 4 hours
Maintain improved resilience within
the A & E systems and throughput to
the MAAU

SRO - Director of Performance
Div Mgr for Emergency Med

Emergency care task
force in place to
mitigate the ongoing
non delivery of the 4
hour target
Monitored by PEQ

Ongoing
See Service improvement
plan

Under consent review by PEQ

BAF Quarter 2 2010

Escalation Plan in place.

Review meeting for SIE and
escalation.

Monitoring of discharge plans and bed
availability.

Community esclation

° SRO - Director of Performance
Divisional Manager Med

Internal/external
monitoring and
review

Effective
implementation of
escalation plan.

Under review by Emergency
Task force




and manage resources efficiently and effectively.

Objective 2 Efficiency - In conjunction with the productivity framework the efficiency programme drives forward the changes to transform services to patients

Principal Objective 2.1 Cost Control/Improvement as part of the Turnaround Programme
Lead — Director of Finance - Source: PEQ

Risk 104 — Red Extreme

Failure in financial
management and
budgetary control,

including expenditure

restrictions
105, 2

Budget statements.

Finance reports, Vacancy Panel
Procurement Control, Oracle
Revised financial reporting and
management framework
established

Finance Programme Management
Committee to be established at
November Board

Planned outturn for 2010/11 now
agreed with SHA - £19.5m deficit
before impairment Under constant
review by PEQ, Finance
Programme Management
Committee and Board. Establish a
Workforce Committee to deliver
Workforce Programme

e  SRO Director of Finance
° All Divisional Managers

Care Quality
Commission,
Audit Commission
Parkhill, Internal
Audit Programme
Payroll Audit
External audit,
review

Run rate analysis
Purchase order
compliance
Finance team
structure and
appointment to
posts

Contributing factors
include: Partial failure
of LoS programme,
some due to DoCs

Partial failure of
workforce cost

reduction due in large

part to demand

management, failure
by commissioners to

fully fund activity

Principal Objective 2.5 Income Maximisation as part of the Turnaround Programme

Lead — Director of Finance — Source: PEQ

Under constant review by PEQ

Risk 105 Achieve
Financial Target:

Turnaround programme
and cost improvement -

Failure to deliver

turnaround efficiency

programme

Programme management controls
CIP built into budgets at £37m
gross, £34m net. Currently risk
assessed position stands at £6m.
Under constant review by PEQ

. SRO -Director of Finance
. All Divisional Managers

Contributing factors

include: Partial failure of
LoS programme, some

due to DoCs Partial

failure of workforce cost
reduction due in large

part to demand

management, failure by
commissioners to fully

fund activity

BAF Quarter 2 2010

Under constant review by PEQ




Objective 3 - Quality - Ensures that BHURT has clear accountability arrangements for the delivery of clinical standards, operational and financial targets

Principal Objective 3.1 Mortality — Robust processes for reviewing mortality to identify adverse trends and address them

Lead — Medical Director - Source: PCTs

Risks: 229, Improve
quality of Health Care
Records documentation
around morbidity to
include co-morbidities,
and end of life pathways
(Palliative Care)

Carry out audit to identify deaths
which have been coded
inappropriately due to the lack of
clinical documentation
Bereavement Officers to ensure
that a copy of the notification of
death certificate is retained in
deceased patients notes for coding
officers Palliative Care coding
based on Liverpool Care Pathway
and Palliative Care team to input
into Health Care Records

. SRO - Medical Director/
Clinical Governance Director
. Dr Foster outliers

Palliative Care
coding based on
Liverpool Care
Pathway and
Palliative Care team
to input into Health
Care Records.
Refreshed data to
be uploaded end
Nov 2010 for HSMR
1st April will bring
Trust more in line
with National picture

Principal Objective 3.3 Patient Safety — To ensure, where reasonably practicable, that
Lead — Divisional Director Clinical Support - Source: Patient Safety Strategy

Patient Safety is maintained

Risk 216 Radiotherapy

KGH Gamma camera
and associated
equipment is overdue
for replacement

Review of replacement programme

BAF Quarter 2 2010

Continuous audit of unanticipated
deaths and coding review.




APPENDIX 1

RISK GRADING MATRIX

CONSEQUENCES/ LIKELIHOOD
IMPACT Almost certain Likely Possible Unlikely Remote/Rare

(5)

Extreme - Catastrophic

Extreme - Major (4)

High (3)

Moderate (2)

Low / insignificant (1)

RISK
GRADING

MODERATE

ACTION TO BE TAKEN

Urgent senior management attention needed. For risks graded as extreme the investigation should be led by a Director, General
Manager or Matron.

Urgent senior management attention needed. A decision about risk acceptability must be made within 4 weeks and an action
plan for controlling the risk must be devised.

Management responsibility for risk control must be identified (unless a decision is made to accept the risk). Any action requirements
must be added to a ward / department action plan.

Risks can be / are already being managed by routine procedures — no further action required.




ACTUAL

Consequence Scoring table (C)

interruption

by intervention

IMPACT Near Miss Low / Insignificant Moderate High Extreme - Major Extreme -
Catastrophic
Impact on The poter!tial for h_arm to No injury Minor i_njury or illness, Mode'rate injgries or short Major ir!juries or long Death or major '
the person occur but intervention has first aid or treatment term incapacity RIDDOR / term incapacity / permanent incapacity
prevented it required Agency reportable disability (loss of limb)
The potential for interruption Loss / interruption > Loss / interruption >8 Loss / interruption >1 Loss / interruption > 1 Permanent loss of
Service to occur has been prevented 1hr hrs day week services or facilities

The potential for short term

Short term low staffing
temporarily reduces

Ongoing low staffing
level reduces service

Late delivery of key
objective / service due to

Uncertain delivery of
key objective / service

Non-delivery of key
objective / service due to

Staffing and low staffing to occur but service quality (< 1 quality lack of staff. Minor error due to lack of staff. lack of staff. Critical error
Competence intervention has prevented it. day) due to poor training. Serious error due to due to insufficient
Ongoing unsafe staffing poor training training
level
Small Loss Up to £1000 Loss between £1000 - Loss between £50000 - Loss >£250000
The potential for loss to £50000 £250000
Financial occur but intervention has
prevented it.

Adverse The potential for adverse Rumours Low local media interest Local media interest- Regional or National National media interest >
publicity/ _ publi_city to occur but _ ongoing media interest / TV 3 days. Mini_stgr en_quiry.
Reputation intervention has prevented it. coverage. MP concern Full public inquiry

Rare Unlikely Possible Likely Almost Certain
Frequency Not expected to occur for years | Expected to occur at least Expected to occur at least monthly Expected to occur at least weekly Expected to occur at least daily

annually

Probability <1% 1-5% 6-20% 21-50% >50%

Will only occur in exceptional Unlikely to occur Reasonable chance of occurring Likely to occur More likely to occur than not

circumstances

Likelihood Scoring table (L)
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1.0 STATEMENT OF INTENT

This strategy sets out the Trust’s expectation of staff in relation to the management of all risk
within Barking, Havering and Redbridge University Hospitals NHS Trust (BHRUT)

The Trust is committed to promoting risk management activities by creating a culture based
upon assessment and prevention, rather than reaction and remedy. The risk management
processes play a vital role in supporting and informing Trust decision-making when planning
and providing a safe and secure environment for patients, staff and visitors. Therefore risk
management is a Trust priority and is continuously being embedded across the organisation
to ensure all staff are aware of their individual responsibilities to delivering a safe service and
a safe environment.

Care and services are safer and more effective when continuously monitored and
systematically reviewed to improve activities that directly affect the safety of all those using
and providing them. The Trust is continuously reviewing its risk management processes and
systems to ensure they are robust and that staff feel enabled and encouraged to learn from
their experiences and that of others, and patients and members of the public are partners in
contributing to that process.

The over-arching risk management strategy of the Trust is to maintain systematic and
effective arrangements for the identification and management of risks throughout the
organisation, whether clinical or non-clinical, financial, organisational or threat to reputation,
so as to ensure that they are reduced to the minimum practicable level.

2.0 INTRODUCTION
Risk management is the systematic identification, evaluation and treatment of risk. It is a
continuous process aimed at reducing risk to the organisation and individuals alike. BHRUT
therefore expects staff to adhere to its risk management processes.
The Trust must adopt a top down and bottom up approach to risk management:
e Top down in terms of the board setting the strategy for the organisation and
identifying the risk to that strategy

e Bottom up in terms of individual divisions and staff identifying the operational risk
which arise from their delivery from their strategy

At local level managers have a key responsibility to ensure that risk assessment is
undertaken to minimise:

e Potential of harm to staff, patients and visitors
e Risks to the achievement of divisional business plans and service

Risk management affects all levels of personnel internal and external to the Trust.
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3.0 STRATEGIC OBJECTIVES

BHRUT has an approved corporate governance manual that incorporates the Trust's
Standing Orders, Standing Financial Instructions and Scheme of Delegation, and includes
the roles and responsibility of its sub-committees. BHRUT’s risk management processes
aim to ensure:

There is a common framework within which risks are identified and assessed via the
Risk Assessment Tool Kit for inclusion in the Trust Risk Register.

Risks to the effective functioning of the Trust in its principal objectives are systematically
and consistently identified.

Action plans are in place to prevent or mitigate the adverse effects of identified risks.
Obstetric risks are managed through the Maternity Risk Management Strategy

All other risks, including financial risks, are identified and managed through the Trust's
risk management procedures

Action is taken to manage identified risks so that they are kept to an acceptable level.
There is recognition that innovation and improvement within the wider NHS has to
include an element of risk.

The risk management policy and strategy is communicated to all staff and is embedded
in everyday practice.

The risk management policy and strategy is available to the public and other
stakeholders.

Within its overall strategies, i.e. whether general or obstetric related, the Trust has identified
the following specific strategic objectives:

To promote a culture throughout the organisation which values risk management; which
learns from experience, and which is just and supportive for staff involved in risk
management issues.

To ensure:

» that systematic use is made of the risk management tools available to identify all
risks requiring attention;

» that assessment of risks once identified, is undertaken consistently and on a
quantified basis and that root cause analysis is deployed in appropriate cases to
determine their causes;

> that robust controls are implemented for all unacceptable risks and that there is
sound and consistent decision-making where risks are accepted;

» that resources are made available for the control of unacceptable risks;

» that risk management performance is systematically monitored and that information
is routinely made available for that purpose;

» that individual responsibilities for the identification, assessment, investigation and
control of risks and the monitoring of risk management performance, are clear;

» that the organisational framework for risk management enables those responsibilities
to be discharged in a fully coordinated way;

» that education and training in all aspects of risk management is universally provided,;
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» that procedures are in place, and staff are aware of their responsibilities to
'lockdown' the hospital or specific departments in the event of an incident to
maximise patient and staff safety;

The remainder of this document sets out the Trust’s risk management processes, developed
to give effect to its overall and specific strategic objectives for risk management.

4.0 RISK MANAGEMENT ORGANISTAIONAL STRUCTURE

Duties: Accountabilities and Responsibilities for managing risk

The arrangements set out in this document regarding identification, assessment and
control of risk, apply to the Trust’s organisational risks as they apply to all other risks.
The responsibility for their implementation, at both the corporate and department /
directorate level, is allocated as follows:

e Service objectives Executive Director Delivery
» Staffing objectives Executive Director of Human Resources
o Corporate Governance &

Financial objectives Executive Director of Finance

¢ Clinical Governance objectives Executive Director of Finance

Responsibility for the maintenance and assessment of effective internal and external
assurances for organisational risk is allocated on the same basis.

4.1 The Trust Board

The Trust Board is made up of Executive and Non Executive Directors that are required to
implement sound and effective systems of internal control; challenging poor performance
and deciding the priority of risks carried. The Trust Board reviews all risk rated as 'red' via
the Board Assurance Framework. The Trust Board will review other risks drawn to their
attention through the Audit and Quality and Strategy Committees as set out in points 4.3

and 4.5.

The Chief Executive is the accountable officer for all areas of risk management within the
Trust signing the statement on internal control.

The Clinical Governance Director has the day to day responsibility for all areas of risk
management with the exception of financial risk.

4.2 Management Organisation

The Trust is divided into Divisions: Surgical, Medical, Women & Children, Clinical Support
and Non-Clinical Support. Each Division is lead by a Divisional Director, Divisional Manager
and Divisional Nurse Director.

The Division is sub-divided into Directorates supported by General Managers, Matrons and /
or Service Leads.

The Directorates are further sub-divided into the separate Specialties and Departments that
are led by Clinical Directors and Clinical Leads.

There are two committees with delegated responsibility from the Trust Board for overseeing
the management of risk in the Trust - the Quality and Strategy and Audit Committees. A
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chart showing the relationship to the Board of its delegated Sub Committees is shown in
Appendix 2.

4.3  Quality and Strategy Committee

The Committee meets four times per year and the core membership comprises two Non
Executives, of whom one acts as Chairman, the Chief Executive, the Director of Nursing, the
Medical Director, the Director of Finance and the Clinical Governance Director.

The key risk management responsibilities of the Committee are as follows:

e To oversee and lead all areas of risk management apart from financial risk.
To coordinate and prioritise risk management issues within its area of
responsibility.

o To oversee the Trust's clinical governance Feeder Committees and Specialist
Sub Committees and to receive details of their proceedings via exception reports.

e The Clinical Risk Management Committee takes reports on progress with CNST
and Standards for Better Health and from the Safeguarding Adults Committee,
Safeguarding Child Board, Resuscitation Committee, Drugs & Therapeutics
Committee, Blood Transfusion Committee, Infection Control Committee and the
Falls Committee. All exceptional risks are risk assessed using the grading matrix
and reported upwards to the Quality and Strategy Committee for further
consideration / action

e To share information with the Audit Committee on risk management within the
Trust.

o To agree an annual report on risk management for submission to the Trust Board
for approval.

e To identify and monitor appropriate key indicators capable of showing the
progress of risk management in the Trust.

The Committee’s full terms of reference are in Appendix 3.
The Quality and Strategy Committee reports to the Trust Board through exception reports.

The feeder committees responsible for progressing individual aspects of the Trust's risk
management and clinical governance are:

4.5 Audit Committee

The Audit Committee has responsibility for assuring that appropriate financial and corporate
governance risk management arrangements are in place. The Committee meets not less
than four times per year and the membership comprises not less than three Non Executives,
of whom one acts as Chairman. The Director of Finance, the Financial Controller, the Chief
Internal Auditor, and a representative of the External Auditors normally attend meetings.

The key risk management responsibilities of the Committee are to review:

o the establishment and maintenance of an effective system of internal control and
risk management;

¢ the adequacy of all risk control related disclosure statements, together with a any
accompanying Head of Internal Audit Statement, prior to endorsement by the
Board;

o the structures, processes and responsibilities for identifying and managing key
risks facing the organisation;
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The Audit Committee receives information on a number of topics primarily on the Trust's
financial position, assurance framework, local development plans, corporate objectives,
counter fraud issues, charitable funds and reports from both the internal and external

e Policies for ensuring that there is compliance with relevant regulatory, legal and
code of conduct requirements as set out in the Department of Health Directions

and other relevant guidance.

auditors.

The Statutory Safety Committee has specific responsibility for ensuring risks to patients,
staffs and visitors are managed robustly. The Statutory Safety Committee takes reports on
Health, Safety & Fire, Major Incident & Emergency Planning, Safety Alerts, health & safety
key performance indicators, Manual Handing and Radiation issues, and approval of risk

policies.

4.6

5.0

5.1

6.0

6.1

Any risks identified by the Audit Committee are reported to the Trust Board for
information / action. The Committee’s full terms of reference are at Appendix 4.

All Staff

It is the responsibility of All Staff (including PFI partners, agency, locums and
contractors) to be alert to, identify and report risks including those relating to patient
care, health and safety or the hospital environment. It is also their responsibility to be

aware of and comply with all risk management requirements.

THE RISK MANAGEMENT PROCESS

Risk Identification Tools

It is the policy of the Trust to make systematic use of the risk management tools

available for the identification of all risks affecting its activities.

Risks will be identified using the following approaches:

Risk Assessments using standard tools e.g. COSHH,
H&S Clinical risks etc

Incidents

Complaints/PALS

Compliance with Legislation/National Guidance
External reviews

Audits

Litigation

Staff survey

Sickness/Absence information

Staff Levels

Mortality & Morbidity review

Global Trigger Tool

RISK GRADING AND ACCEPTABLE / UNACCEPTABLE RISK

Grading
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Once risks are identified, it is the policy of the Trust that they must be prioritised for
full assessment and management by initially grading them, according to their impact
and the likelihood that they will occur again in the future.

The Trust has adopted a risk assessment matrix for grading all non-financial risks
whether clinical, non-clinical or organisational. The matrix is set out in the Trust’'s
Risk Assessment Tool Kit, which can be found on the Trust’s Intranet. The grading
matrix is attached in Appendix 1. It has four grades of risk - low, moderate, high and
extreme, which are identified respectively by the four colours: green, yellow, orange
and red.

Incidents are also graded using the same matrix in accordance with the Trust's
Incident Reporting & SUI Policy which can be accessed on the Trust’s intranet.

6.2 Acceptable / Unacceptable Risk
It is the policy of the Trust that control action is:

e considered for all risks where the initial grading is more than green / low

o implemented to reduce the residual risk after the action to green / low, unless the
impact and likelihood of the risk is such that the burden of the available action is
disproportionate to the reduction of risk to be achieved.

Thus, risks graded low / green do not have to be revisited unless further concerns
arise.

Yellow and orange represent increasing levels of risk and therefore require control
action and review at intervals depending on the impact of the risk and the likelihood
of recurrence as identified through risk assessment processes.

Red represents extreme levels of risk which are by definition unacceptable and
require control action and review at intervals to reduce them as far as reasonably
practicable.

7.0 ASSESSMENTS, CONTROL AND ACCEPTANCE OF RISK
7.1. Assessment Process

It is the responsibility of each Divisional Directors, Divisional Nurses Directors, Divisional
Managers, Clinical Directors / Leads, General Managers, Matrons, Service Leads and Ward
/ Service Managers to ensure that the Trust’s risk assessment programme is implemented
within their areas in accordance with this policy.

Each division must undertake risk assessments locally in accordance with the Trust Risk
Assessment Tool Kit. Divisions have the responsibility to assess their clinical,
environmental, health, safety, financial and performance related risks.

The local management of risk will be carried out by various different groups of senior staff
according to the grading of the risk identified. The following table describes the type of
evidence that will be used to demonstrate compliance with the aims of this policy.
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Risk Grading Staff Group Evidence

Executive Directors Investigation report

Divisional Managers Committee minutes

Other relevant senior staff MHRA etc

Divisional Directors Risk Assessment and action plan

Divisional Nurse Directors External reporting - STEIS, HSE

IR1 Form

Divisional Directors .
Investigation report

Divisional Managers

Orange/High o . Risk Assessment and action plan
Divisional Nurse Directors . e .
. Minutes of divisional directorate
Other relevant senior staff .
meetings
Yellow/Moderate Matrgns IR1 qum —
Service Leads Local investigation

Ward/Departmental Manager | IR1 Form

Green/Low . I
Local investigation

Where risks cannot be effectively managed or responded to locally that is where they require
resources and/or authority beyond the remit of the local area: or where the risk is common to
more than one area. The risk assessment should be forwarded to:
#riskregister@bhrhospitals.nhs.uk for inclusion in the Trust Risk Register

Newly identified risks that are rated high/extreme will be added to the Trust risk register and
for risks that require immediate action these will be reported via the Trust SUI process (see
SUI policy)

7.2 Review of Assessments

A quarterly review will be undertaken by the divisions on their risks to ensure that the
information recorded on the Trust Risk Register is current failure to receive review from
divisions will be noted on the register and this information is cascaded to the Performance
Efficiency and Quality Committee via the draft Board Assurance Framework prior to its
submission to the Audit Committee is entered onto risk register and discussed at
Performance Efficiency and Quality.

8.0 RISK REGISTER

8.1 Scope

It is the policy of the Trust to maintain a Risk Register recording financial and non-financial
risks as identified by its processes for continuous risk identification and risk assessment.
For the avoidance of doubt, non-financial risks include clinical, non-clinical and
organisational risks.

The Risk Register is maintained and updated by the Risk Management Team and provides
quarterly reports to the divisions via the Safeguard Risk Management system to enable them
to scrutinise their risk to ensure that they are adequately described and graded and that
action plans are formulated the Risk register informs the BAF and the Trust board of its
significant and high risks

9.0 Board Assurance Framework
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The Board Assurance Framework (BAF) provides BHRUT with a simple but comprehensive
method for the effective and focused management of the principal risks that arise in meeting
its objectives. It also provides a structure for the evidence to support the Statement of
Internal Control (SIC). Review by the Trust Board of the BAF allows them to prioritise risks
and ensure effective performance management. The structure of the BAF allows for the
identification of where the Trust’s objectives may not be met because of inadequacies in the
operation of controls or where the organisation has insufficient assurances.

The Trust’'s BAF audited by the Trust’s external auditors and will be the basis for reports to
the Audit Committee. It is the policy of the Trust to maintain effective assurance of the risk
management arrangements for its organisational risks, through:

e identification, assessment, review and control of the risks associated with its
principal service, staffing, financial and governance objectives, at both the
corporate and departmental / directorate level,

e assessment of both the internal and external assurances available of the
effectiveness of the control of those risks;

e action to put in place effective assurance where assessment indicates that to be
necessary,

e regular review of organisational risk management and its associated assurance
arrangements by the Trust Board.

The BAF demonstrates the sequential actions taken quarter by quarter to reduce and
remove risks facing the organisation. The document is colour coded to enable readers to
see at a glance where the greatest risks lie.

10.0 EXTERNAL RISK MANAGEMENT STANDARDS

The Trust is committed to pursue best practice in its risk control measures by continuously
applying external risk management standards, advice and recommendations relevant to its
activities.

To that end it will maintain continuous comprehensive compliance programmes with relevant
standards, including the following:

¢ The Care Quality Commission’s (CQC)

e The NHS Litigation Authority’s (NHSLA) risk management standards - Clinical
Negligence Scheme for Trusts (CNST)

The standards of Clinical Pathology Accreditation Ltd (CPA)

The advice of the National Confidential Enquiries into patient mortality

The guidance of the National Institute for Health & Clinical Excellence (NICE).
The guidance within National Service Frameworks and High Level Enquiries

The Health & Safety at Work Act and subordinate legislation.

The Auditor's Local Evaluation (ALE)

Patient Environment Action Team

11.0 ASSESSMENT AND AUDIT
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It is the policy of the Trust to monitor adherence to the relevant standards by means of
programmes of annual self-assessment and audit and it is the responsibility of the Divisional
Directors to ensure the Trust’s rolling programme of corporate audits is undertaken.

12.0 MONITORING AND ANALYSIS

The Trust recognises the importance of collecting meaningful and relevant data in a
statistical format so the analysis and trends can be monitored and appropriate action taken.
Where possible both qualitative and quantitative information is sought to inform  decision-
making, and is aggregated to provide a holistic interpretation of the risks faced by the
organisation via the Board Assurance Framework and quarterly Aggregated Data reports.
(see also Key Performance Indicators 14.0)

Each Division has an allocated governance lead that attends the Divisional Board meetings
and can assist with risk issues if required, and a named complaints manager that can offer
advice and guidance. Audit advice and guidance can be provided through the Trust’s
Audit Department. Each Division also has financial and human resource support from
named leads.

13.0 KEY PERFORMANCE INDICATORS

It is the policy of the Trust that the impact of its risk management processes should be
monitored continuously via appropriate, quantified key indicators, capable of indicating
progress over time. The following key performance indicators will be used to monitor
implementation at both a corporate and local level.
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13.0 Key Performance Indicators

The high level risks to the organisation will be monitored through reports on the following:

Indicator Success Criteria Frequency Reported Responsible for action on
to deficiencies, action plan
and implementation of
changes
Significant risk register Assurance that the Trust Board are Quarterly Audit Committee Relevant Division
reviewed by Audit Committee aware of the organisations significant
risks
Board Assurance Framework is | Minutes of meetings evidence review Quarterly Trust Board Relevant Division
scrutinised by the Audit
Committee
Review and monitoring of risks | Evidence of review and actions Quarterly Risk Management Team Relevant Division
undertaken - recorded on Ulysses Performance Efficiency
database quarterly reports and Quality Committee
Audit Committee
Incident Reporting (Patient Incident reporting rate > NPSA average | Monthly Trust Board Relevant Division

Safety)

Reporting to external agencies
to support shared learning
(NRLS)

Evidence of timely reporting to NRLS

On publication

Clinical Risk
Management Committee

Relevant Division

Information on complaints,
claims and incidents is
aggregated, analysed and
disseminated

Aggregated data reports are presented
to Committees, Divisions and are
published on the Trust Intranet including
commentary on organisational learning

Quarterly

Clinical Risk
management Committee

Statutory Safety
Committee

Audit Committee

Quality and Strategy
Committee

Divisions

Relevant Division
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Incidents graded according to All incidents are triaged and coded Ongoing Risk Management Team Relevant Division
severity accurately, in line with severity as set
out in the Incident and SI policy
Serious Untoward Incident Audit of reports shows compliance with | Ongoing Risk Management Team Relevant Division
investigations complaint with Incident and SUI policy
Incident and Sl policy
Safety Alerts implemented CAS alerts are implemented within time | Quarterly Clinical Risk Relevant Division
within timescale frames with supporting evidence Management Committee
provided
Annual Health and Safety Annual report detailing Health and Annual Audit Committee Relevant Division
review Safety Issues within the Trust submitted
to Statutory Safety Committee
Clinical Governance Review Annual report regarding Clinical Annual Quality and Strategy Relevant Division
Governance within the Trust submitted Committee
to Quality and Strategy Committee
Procedural documents are Annual report to Clinical Governance Annual Relevant Committees Quality Systems Manager
reviewed in line with review Risk Committee
date
Service Users Annual Patient Survey Annual Clinical Risk Relevant Division
Management Committee
Quality and Strategy
Committee
Complaints compliant with Trust performance with Monthly Trust Board Relevant Division
national targets for responses | acknowledgement within 2 days and 30 | Quarterly

days targets

It is the policy of the Trust that comprehensive quarterly monitoring reports on the identified risks are produced and considered at
each meeting of the Audit Committee. Copies of the reports are also made available at the appropriate level of detail to internal
stakeholders including all levels of management with responsibilities for risk management and to relevant external stakeholders as

requested.
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14.0 TRAINING

There is corporate responsibility to ensure a framework of corporate, local and specialty
inductions are in place together with mandatory and risk management training for all
permanent staff at all levels of the organisation. The Trust carries out an annual training
needs analysis to assess the training requirements of the organisation to ensure there is
sufficient risk management training provision to enable its workforce to perform their duties
safely. Details of the courses available are contained within the Learning & Development
Prospectus.

A copy of the current training needs analysis is incorporated within the Guidance for
Accessing Education & Learning Opportunities.

15.0 APPROVAL AND DISTRIBUTION

This Strategy has been in existence some considerable time and has been developed to
ensure compliance with current NHSLA Standards and any changes to legislation

This Strategy is approved by the, Quality and Strategy Committee and the Audit Committee.

Once approved, the Strategy will be placed on the Trust’s intranet site for ease of access by
staff. Risk and patient safety issues will be raised frequently through the weekly electronic
newsletter ‘The Link’, ‘MISSES’ maternity newsletter and ‘PHAT’ public health midwives
newsletter. Key information from this Strategy will be used to provide guidance and advice
at the Trust's corporate and specialist induction sessions and mandatory risk management
training to ensure the maximum coverage of staff at all levels in the organisation.

16.0 ASSOCIATED POLICIES AND DOCUMENTS

Other Trust policies and procedures with links to this Risk Management Strategy are listed
below:

Blood Transfusion Policy

Claims Policy and Procedure

Clinical & Non Clinical Documentation
Clinical Audit & Effectiveness Strategy
Clinical Governance Annual report
Complaints Policy and Procedure
Consent to Examination or Treatment Policy
Control of Contractors Policy
Corporate Governance Manual
COSHH Policy

Display Screen Equipment (DSE)

Fire Policy and Procedures

Guidance for Accessing Education & Learning Opportunities
Incident Reporting & Sl Policy
Induction Policy

Infection Control Policy

Latex Policy

Learning & Development Prospectus
Lockdown Policy

Lone Workers Policy

Major Incident Plan.
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e Manual Handling Operations Policy

e Maternity Services Risk Management Strategy 2009-10
e Medical Devices — Policy for the Safe Use of

e Mental Capacity Act 2005 Interim Policy

e NCEPOD at BHR Policy on Compliance

e Evidence Based Practice Policy & Procedure

e PALS Policy

e Pandemic Flu (H1NI) and Winter Resilience Plan
e Patient Identification Policy

e Patient Information Policy

e Policy on Policies

e Radiation Protection Policy

o Risk Assessment Tool Kit

o Aggregated Data reports

« Safety Alert Broadcast System Policy

o Safety Policy

e Service Improvement & Reconfiguration Policy

e Slips Trips and Falls Policy

e Transportation of Dangerous Goods Policy

e Violence and Aggression Policy

17.0 GLOSSARY

ALE Auditors Local Evaluation

BHRUT Barking, Havering & Redbridge University Hospitals NHS Trust
CNST Clinical Negligence Scheme for Trusts

COSHH Control of Substances Hazardous to Health

CPA Clinical Pathology Accreditation

ESR Electronic Staff Record

HSE Health & Safety Executive

H&S Health and Safety

KLOE Key Lines of Enquiry

MHRA Medicines Practice & Healthcare products Regulatory Agency
NCEPOD National Confidential Enquiry into Patient Outcome and Death
NICE National Institute of Health & Clinical Excellence

NSF National Service Framework

PALS Patient Advice & Liaison Service

PFI Private Finance Initiative

CAS Central Alerting System

SIC Statement of Internal Control

Si Serious Incident

18.0 AMENDMENTS

This Strategy has been reviewed to ensure it meets the NHSLA Risk Management Strategy
Checklist any changes relating to practice, legislation or national guidance. Overall there
have been no changes to the processes and risk management structure previously outlined
in Risk Management Strategy & Policy 2009/CG/43
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19.0 EQUALITY IMPACT ASSESSMENT

In line with legislative requirements this Strategy has been impact assessed to ensure that
no local population or staff groups are placed at a disadvantage over others by the
implementation of this Strategy. A completed Equality Impact Assessment can be seen at
Appendix 5.

20.0 REFERENCE SOURCES

NHSLA Risk Management Strategy Checklist March 2010

Clinical Governance & Risk Management: achieving safe, effective, patient-focused care and
services. NHS Quality Improvement Scotland, 2005

An organisation-wide document for ensuring systematic approach to risk management
training. NHS Litigation Authority. April 2009.

www.patientsafetyfirst.nhs.uk
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APPENDIX 1

RISK GRADING MATRIX

CONSEQUENCES/ LIKELIHOOD
IMPACT Almost certain Likely Possible Unlikely Remote/Rare
(5) (4) (3) (2) (1)

Extreme - Catastrophic (5)

Extreme - Major (4)

High (3)

Moderate (2)

Low / insignificant (1)

RISK
GRADING

ACTION TO BE TAKEN

Urgent senior management attention needed. For risks graded as extreme the investigation should be led by a Director, General Manager or
Matron.

Urgent senior management attention needed. A decision about risk acceptability must be made within 4 weeks and an action plan for
controlling the risk must be devised.

Management responsibility for risk control must be identified (unless a decision is made to accept the risk). Any action requirements must be
MODERATE X
added to a ward / department action plan.

Risks can be / are already being managed by routine procedures — no further action required.
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Consequence Scoring table (C)

ACTUAL

interruption

by intervention

IMPACT Near Miss Low / Insignificant Moderate High Extreme - Major Extreme -
Catastrophic
Impact on The poteqtial for h_arm to No injury Minor !njury or illness, Mode_rate injl_Jries or short Major iqjuries or long Death or major _
the person occur but intervention has first aid or treatment term incapacity RIDDOR / term incapacity / permanent incapacity
prevented it required Agency reportable disability (loss of limb)
The potential for interruption Loss / interruption > Loss / interruption >8 Loss / interruption >1 Loss / interruption > 1 Permanent loss of
Service to occur has been prevented 1hr hrs day week services or facilities

The potential for short term

Short term low staffing
temporarily reduces

Ongoing low staffing
level reduces service

Late delivery of key
objective / service due to

Uncertain delivery of
key objective / service

Non-delivery of key
objective / service due to

Staffing and low staffing to occur but service quality (< 1 quality lack of staff. Minor error due to lack of staff. lack of staff. Critical error
Competence intervention has prevented it. day) due to poor training. Serious error due to due to insufficient
Ongoing unsafe staffing poor training training
level
Small Loss Up to £1000 Loss between £1000 - Loss between £50000 - Loss >£250000
The potential for loss to £50000 £250000
Financial occur but intervention has
prevented it.

Adverse The potential for adverse Rumours Low local media interest Local media interest- Regional or National National media interest >
publicity/ _ publi;ity to occur but _ ongoing media interest / TV 3 days. Mini;te_:r en_quiry.
Reputation intervention has prevented it. coverage. MP concern Full public inquiry

Rare Unlikely Possible Likely Almost Certain
Frequency Not expected to occur for years Expected to occur at least Expected to occur at least monthly Expected to occur at least weekly Expected to occur at least daily

annually

Probability <1% 1-5% 6-20% 21-50% >50%

Will only occur in exceptional Unlikely to occur Reasonable chance of occurring Likely to occur More likely to occur than not

circumstances

Likelihood Scoring table (L)
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APPENENDIX 2
REPORTING STRUCTURE FOR RISK

[ TRUST BOARD PUBLIC ]

Quality and Strategy Committee Audit Committee ]
(CGC)
[ Clinical Risk Management Committee ) ( Statutory Safety Committee
L (CRC) ) L
( Nursing and Midwifery Board ) ([ Performance Efficiency & Quality
L (N&MB) ) L Committee
( Medical Assurance Board )
L (MAB) )
( Evidence Based Practice Board )
L (EBPC) )
( Drugs and Therapeutic Committee )
L (D&TC) )
( Infection Control Committee )
L (ICC) )
( Clinical Audit Committee )
L (CAC) ) . .
Reporting lines to Board and
( Education Board ) committees currently under review
L ] January 2011
( Improving Patients Experience Group )
L (IPEG) )
[ Research & Development Committee )
L (R&DC) )
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APPENDIX 3
QUALITY AND STRATEGY COMMITTEE
TERMS OF REFERENCE

1.0

Name of Committee / Group / Board

QUALITY AND STRATEGY COMMITTEE

2.0 Constitution
21 The Quality and Strategy Committee is a delegated sub-committee of the Trust
Board with responsibility for clinical governance issues.
2.2 The Committee receives summary reports that highlight exceptional risks or issues
requiring further discuss, from the:
e Clinical Audit Committee
e Infection Control Committee
e Clinical Risk Management Committee
e Evidence Based Practice Committee
e Nursing & Midwifery Board
e Education Board
e Drugs & Therapeutics Committee
e Medical Assurance Board
e Improving Patient Experience Group
e Research & Development Committee
Plus:
e NE London Independent Surgical Treatment Centre
e Primary Care Trusts
2.3 All members of the Committee may raise any governance issue of concern. In
addition the Committee will work in an open and transparent manner; inviting partner
organisations and the public to participate in the public section of the meetings.
3.0 Membership
3.1 The Quality and Strategy Committee meetings are divided into two sections: Part |
public, and Part Il confidential.
3.2 The Quality and Strategy Committee will be formed from the following Chairs or
Senior Managers:
Parts | and Il — Public and Confidential Section
e Non Executive Director (Chair)
e Non Executive Director
e Medical Director
e Clinical Governance Director
e Clinical Audit Committee
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3.3

3.4

3.5

4.0

4.1

4.2

5.0

5.1

Infection Control Committee

Clinical Risk Committee

Evidence Based Practice Committee
Nursing & Midwifery Board

Medical Assurance Board

Education Committee

Drugs & Therapeutics Committee
Improving Patient Experience Group
Research & Development Committee
Director of Midwifery and NICU/SCBU
Senior representatives from Divisional Boards
Chief Pharmacist

General Manager, Therapies

Part | — Public Section Only
The above members, plus:

e Patient Representative(s)
Group Medical Director, ISTC
NHS Barking & Dagenham
NHS Redbridge

NHS Havering

A senior manager may deputise for any member unable to attend.

Members are expected to attend all meetings and members that do not attend two or
meetings in succession without prior agreement from the Chair will be formally
written to by the Chair and may forfeit their membership of the Committee.

The membership will be reviewed annually.

Purpose

The Quality and Strategy Committee will oversee the development and
implementation of clinical governance within the Trust and ensure that its legal and
operational responsibilities are fully discharged in order that the Trust can
demonstrate it is providing clinical care to the highest standards and is continually
working to improve the quality of care provided. In line with legal accountability of all
staff, employees are directed to cooperate with requests made by the Committee.
The Committee may secure the attendance of any individual with relevant experience
and expertise if it considers this necessary.

The Quality and Strategy Committee shall also adopt the general principle of
integrated governance, in that papers should not be recommended for Board
consideration unless it is clear that the impact on all other aspects of Trust business
have been risk assessed by the appropriate Trust officers.

Terms of Reference

To ensure effective mechanisms are in place to review and monitor the effectiveness
and quality of clinical care across the whole trust and ensure actions are taken to
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5.2

5.3

5.4

5.5

5.6

5.7

5.8

5.9

5.10

5.11

5.12

6.0

address issues of poor clinical performance and bring about continuous quality
improvement.

To ensure that national standards, guidance and best practice are embedded within
the Trust and to receive reports on the Trust’s response to and practice against NICE
guidance, National Service Frameworks, NCEPOD, CEMACH, CISH and other
identified national and local priorities.

To receive reports from national audits and agree benchmarking parameters for all
specialties on a rolling programme.

To receive summary exception reports from the Committee’s feeder committees, that
include any key issues they wish to raise, including appropriately graded risks
requiring cascading to the Trust Board. Each feeder committee to provide an Annual
Report on its activities.

To receive reports and review progress with all major internal, and any external
governance reviews relating to clinical care ensuring their application to the Trust and
the development and implementation of appropriate action plans.

To ensure that the views of users and carers are systematically and effectively
engaged in clinical governance activities.

To foster organisational shared learning through the participation of senior Trust staff
in the membership.

To review and agree the Quality and Strategy Committee Annual Report and annual
objectives before its submission to the Trust Board for approval.

To receive and monitor trend analysis reports on complaints, claims and litigation,
and Ombudsman cases, and to ensure root cause analysis techniques are used to
enable effective investigations and the development of appropriate actions to prevent
recurrences.

To review cases of alleged clinical negligence, meeting the Trust's solicitors and
relevant clinical staff as appropriate to understand the causes of such claims and to
recommend mechanisms to improve areas of weakness.

To promote partnership working by overseeing arrangements for clinical care with
other service providers to ensure that transfers of care and joint care are arranged
and managed appropriately.

To monitor and review education training initiatives to ensure they meet governance
best practice.

Communication

6.1 The Quality and Strategy Committee will disseminate the issues discussed at

its meetings by publishing the public (Part I) minutes on the Trust’s intranet
for staff information.

Barking, Havering & Redbridge University Hospitals NHS Trust Page 23 of 31
Risk Management Strategy version 4 2011/CG/07



7.0 Meetings

7.1 The Quality and Strategy Committee shall meet as required, with meetings every two
months, at the place and time as determined by the Committee.

7.2 The Chair may at any time convene additional meetings of the Committee to consider
business, which may require urgent consideration. These additional meetings may
be attended exclusively by Committee members determined by the chair.

7.3 Ten Trust members including on non-Executive and two Executives will constitute a
quorum.

7.4 The dates for the Quality and Strategy Committee meetings will be agreed twelve
months in advance, to enable priority diary commitment from members.

8.0 Agenda and Minutes

8.1 The agenda will be set jointly by the Chair, Medical Director and Clinical Governance
Director and circulated one week before the date of the meeting. The meeting will be
supported by the Personal Assistant to the Clinical Governance Director.

8.2 Any papers tabled at the Committee will only be allowed with the advance agreement
of the chair and where there is an urgent reason for consideration. Where an urgent
paper is received at the Committee, sufficient time will be allocated to enable
members of the Committee to review its contents.

8.3 The minutes of the meeting will be drafted within five working days and sent to the
Chair, Medical Director and Clinical Governance Director for initial approval.

8.4 The Chair, Medical Director and Clinical Governance Director will comment on the
draft minutes within three working days and will give approval for the draft minutes to
be circulated to the Committee members for comment within a given timescale, and
in strict accordance with the Parts | and Il requirements.

8.5 The approved minutes will be sent to the Trust Board Secretary for the next Trust
Board meeting.

Part |

Minutes are to be shared with the Trust Board and all Committee members (including
those external to the Trust). Once these have been discussed by the Trust Board,
they will be shared with all staff via the Trust’s intranet.

Part Il

Minutes are deemed to be confidential to the Trust and are to be shared only within
the internal Trust Committee membership and Trust Board.

9.0 Date / Originator

9.1 These Terms of Reference have been revised by the Chair, Medical Director and
Clinical Governance Director to strengthen the role of the Committee.

9.2 The Quality and Strategy Committee held on 22.1.2008 discussed and approved this
revision.
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APPENDIX 4
AUDIT COMMITTEE
TERMS OF REFERENCE

1.0 Name of Committee / Group / Board
Audit Committee

2.0 Constitution

The Trust Board hereby resolves to establish a Committee of the Board to be known as the
Audit Committee (The Committee). The Committee is a non-executive committee of the
Board and has no executive powers, other than those specifically delegated in these Terms
of Reference.

The Committee receives summary reports from the Statutory Safety Committee and
Performance Efficiency and Quality Committee

3.0 Membership

The Committee shall be appointed by the Trust Board from amongst the Non-
Executive directors

Membership will be:
e 3 Non-Executive Directors (one to be AC Chair)
Regular attendees will be:

Director of Finance

Head of Financial Operations
Officers from Internal Audit
Officers from External Audit

One of the Non-Executive Directors will be appointed Chair of the Committee by the Trust
Board. The appointed Chair must have relevant financial experience and skills.

The Chair of the Trust shall not be a member of the Committee.

The Director of Finance, a representative of the Internal Auditors and a representative of the
External Auditor shall normally attend meetings. However, at least once a year the
Committee should meet privately with the External and Internal Auditors.

The Trust Chair, Chief Executive and other executive directors and senior managers will be
invited to attend, particularly when the Committee is discussing areas of risk or operation
that are the responsibility of that director or senior manager or where there are items of
particular concern to the Committee.

The Chief Executive will be invited to attend to discuss with the Committee the process of
assurance that supports the Statement on Internal Control.

Other regular attendees for a portion of the meeting are:
e Lead manager for Local Counter Fraud Service (LCFS)
e Lead manager for Local Security Management Service (LSMS)
o Director of Clinical Governance (for Risk Management and Health and Safety )
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¢ Divisional Directors (for Risk Presentation)

Attendance of other Trust representatives can be requested as required.

Members are expected to attend all meetings. Those missing one or more meeting,
without the Chair’s prior approval, will be formally written to by the Chair and may
forfeit their membership rights.

4.0 Purpose

To conclude upon the adequacy and effective operation of the Trust’s overall internal control
system and predominantly focus on the framework of risks, controls and related assurances
that underpin the delivery of the Trust’s operational objectives

5.0 Communication
Audit Committee reports to the Trust Board part Il

6.0 Meetings
To be held as determined by the Committee but not less than three times a year.

Two members (including the Chair) will be considered sufficient for a quorum.

The External Auditor or Head of Internal Audit may request the Committee Chair to call a
Private meeting if this is considered necessary.

7.0 Agenda and Minutes

The Secretary to the Committee shall attend to take minutes of the meeting and
provide appropriate support to the Chair

8.0 Date / Originator
Agreed at Audit Committee 3" September 2009

9.0 DUTIES:
Governance, risk management and internal control

o The Committee shall review the establishment and maintenance of an effective
system of integrated governance, risk management and internal control, across the
whole of the Trust's activities (both clinical and non-clinical), that supports the
achievement of the Trust’'s objectives. In particular the Committee will review the
adequacy of:

o All risk and control related disclosure statements (in particular the Statement on
Internal Control and declarations against Care Quality Commission standards),
together with any accompanying Head of Internal Audit statement, external audit
opinion or other appropriate independent assurances, prior to endorsement by the
Trust Board.
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e The underlying assurance processes that indicate the degree of the achievement of
the corporate objectives, the effectiveness of the management of principal risks and
the appropriateness of the above disclosure statements.

e The policies for ensuring that there is compliance with relevant regulatory, legal and
code of conduct requirements as set out in the Department of Health Directions and
other relevant guidance.

e The policies and procedures for all work related to fraud and corruption and Security
Management as set out in the Secretary of State Directions and as required by the
NHS Counter Fraud and Security Management Services.

o Oversee a robust corporate governance approach for the Trust's policies and
procedures to ensure they are fit for purpose and managed to ensure patient and
staff safety.

e To receive reports and review business planning initiatives and performance which
represent a significant or exceptional risk to the organisation.

o To receive exception reports from the Statutory Safety Committee to verify the Trust’
compliance with its statutory responsibilities and receive assurance on the provision
of a safe environment for patients, staff and visitors to the Trust.

¢ In carrying out this work the Committee will primarily utilise the work of Internal Audit,
External Audit and other assurance functions, but will not be limited to these audit
functions. It will also seek reports and assurances from directors and managers as
appropriate, concentrating on the over-arching systems of integrated governance,
risk management and internal control, together with indications of their effectiveness
together with compliance with the Trust’'s Governance Manual.

e This will be evidenced through the Committee’s use of an effective Assurance
Framework, which is populated with extreme risks from the risk register, to guide its
work and that of the audit and assurance functions that report to it. The Audit
Committee will receive assurance that each Division determines its risks by
examination of their risk register and by a rolling programme of presentations to the
Committee.

10. Internal Audit

1. The Committee shall ensure that there is an effective internal audit function established
by management that meets mandatory NHS Internal Audit Standards and provides
appropriate independent assurance to the Audit Committee, Chief Executive and Trust
Board. This will be achieved by:

e Consideration of the provision of the Internal Audit service, the cost of the audit and
any questions of resignation and dismissal.

o Review and approval of the internal audit strategy, operational plan and more
detailed programme of work, ensuring that this is consistent with the audit needs of
the organisation as identified in the Assurance Framework.

o Consideration of the major findings of internal audit work (and management’'s
response), and ensure co-ordination between Internal and External Auditors to
optimise audit resources.
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o Ensuring that the Internal Audit function is adequately resourced and has appropriate

standing within the organisation.

¢ Annual review of the effectiveness of internal audit.

11.0 External Audit

2.

The Committee shall review the work and findings of the External Auditor and consider
the implications and management’s responses to their work. This will be achieved by:

o Discussion and agreement with the External Auditor, before the audit commences, of
the nature and scope of the audit as set out in the Annual Plan, and ensure
coordination, as appropriate, with other External Auditors.

e Discussion with the External Auditors of their local evaluation of audit risks and
assessment of the Trust and associated impact on the audit fee.

o Reviewing all External Auditor reports, including agreement of the annual
governance report before submission to the Trust Board and any work carried
outside the annual audit plan, together with the appropriateness of management
responses.

12.0 Financial Reporting

The Audit Committee shall review the Annual Report and Financial Statements before
submission to the Trust Board, focusing particularly on:

e The wording in the Statement on Internal Control and other disclosures relevant to
the Terms of Reference of the Committee.

¢ Changes in, and compliance with, accounting policies and practices.

¢ Unadjusted miss-statements in the financial statements.

e Major judgemental areas.

¢ Significant adjustments resulting from the audit.

The Committee should also ensure that the systems for financial reporting to the Trust

Board, including those of budgetary control, are subject to review as to completeness
and accuracy of the information provided to the Trust Board.

13.0 Reporting

5.

The minutes of the Audit Committee meetings shall be formally submitted to the Trust
Board under Part Il. The Chairman of the Committee shall draw to the attention of the
Board any issues or significant risks that require disclosure to the full Board, or require
executive action.

The Committee will report to the Trust Board annually on its work in support of the
Statement on Internal Control, specifically commenting on the fitness for purpose of the
Assurance Framework, the completeness and embeddedness of risk management in
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11

the organisation, the integration of governance arrangements and the appropriateness
of the self-assessment against the Care Quality Commission standards.

The Committee shall also receive reports in respect of its control function incorporated
into the Standing Financial Instructions. Namely regular reports on:

e Losses and compensation payments.

o Waiver of tendering process and competitive quotations.
e Any allegation or suspected fraud notified to the Trust and an Annual report on the
use of days regarding the approved Fraud and Corruption plan.

To ensure there is an organisational-awareness and integration of issues, the Audit
Committee and Quality and Strategy Committees will report exceptions and identify
significant risks for the Board Assurance Framework

14.0 Other Assurance Functions

12

13

14

15

The Audit Committee shall review the findings of other significant assurance functions,
both internal and external to the organisation, and consider the implications to the
governance of the Trust.

These will include, but will not be limited to, any reviews by the Department of Health
Arms Length Bodies or Regulators/Inspectors (e.g. Care Quality Commission, NHS
Litigation Authority, etc.), professional bodies with responsibility for the performance of
staff or functions (e.g. Royal Colleges, accreditation bodies, etc.).

In addition, the Committee will review the work of other committees within the Trust,
whose work can provide relevant assurance to the Audit Committee’s own scope of
work. This will particularly include the Quality and Strategy Committee and its sub-
committees.

In reviewing the work of the Quality and Strategy Committee, and issues around clinical
risk management, the Audit Committee will wish to satisfy themselves on the assurance
that can be gained from the clinical audit function.

15.0 Other Matters

16

17

18

The Committee will investigate any activity within the Committee’s terms of reference.
The Committee, or an individual member, is authorised to seek any information required
which is relevant to the business of the Committee from any employee Committee or any
of its members. All employees are directed to co-operate with any request made by the
Committee or any of its members.

To obtain external legal or other independent professional advice and to secure
attendance at its meetings of others with relevant experience and expertise if considered
necessary.

The Committee will annually review its Terms of Reference and effectiveness and report
these to the Trust Board.
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APPENDIX 5
EQUALITY IMPACT ASSESSMENT

Although certain employment Acts require policies to be assessed for their impact and that
the general duties are being adhered to, the Trust has decided to assess for impact on all
areas identified under its Equal Opportunity Policy to ensure that no group is disadvantaged
by any condition or requirement which cannot be shown to be justified.

Please complete and attach to any policy document when submitting it to the appropriate
committee for consideration and approval.

Policy Name: Risk Management Strategy
Policy Number: 2009/CG/xx
Responsible Officer: Medical Director
Approving Committee: Trust Board
Yes/No Comments

1. Does the policy affect one group less or

more favourably than another on the basis

of:

Age | No

Disability — learning disabilities, physical | No
disability, sensory impairment and mental health
problems.

Race | No

Nationality | No

Ethnic origin — including gypsies and travellers | No
Gender / Gender reassignment | No

Religion | No

Beliefs | No

Sexual orientation — including lesbian, gay and | No
bisexual people

Domestic circumstances | No
Social and employment status | No
Marital/partnership status | No

HIV status | No

Political affiliation | No

Trade Union membership | No

2. What is the overall purpose of this strategy To ensure risk management within BHRUT is
area, function or activity? robust to safeguard patients, staff, visitors and the
public.
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3. What approaches are currently used to The previous version of the Risk Management
measure progress and performance in this Strategy & Policy has been in place for many
area? years. The document itself and elements of risk

process and performance are reviewed by CNST
and external auditors on an ongoing basis.

4, What counts as success in this area? That staff are aware of their individual
responsibilities to ensure strong risk management
practice throughout the Trust and that they adhere
to this document.

5. Are there opportunities within this policy to:
Eliminate illegal discrimination | No
Promote equality of opportunity | No

Promote good relations between people of | No
different groups?

6. Is the impact of the policy likely to be
negative e.g. is their risk of:

lllegal discrimination | No

Reducing equality of opportunity for some | No
groups?

Harming relations between different people of | No
different groups?

7. If you have identified potential N/A
discrimination, are any exceptions valid,
legal and/or justifiable?

8. If so, what action could be taken to reduce N/A
adverse effects and promote or enhance
positive effects?

9. Please describe the options available for N/A
incorporating equality monitoring into
routine arrangements?

For advice in respect of answering the above questions, please contact the Equality &
Diversity Manager, HR Department, Queen’s Hospital
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Barking, Havering and Redbridge NHS

University Hospitals
NHS Trust

EXECUTIVE SUMMARY

TITLE:

BOARD/GROUP/COMMITTEE:

Care Quality Commission Conditions

Trust Board

1. PURPOSE:

REVIEWED BY (BOARD/COMMITTEE) and DATE:

The Trust Board is asked to note the following information
on the remaining conditions requiring closure with the CQC

Variation Forms were submitted to the Care Quality
Commission with a request to remove the Trust's
remaining 3 conditions. The cost of each of these
submissions was £2,000, since the initial ‘free’ period had
expired for changes to the Trust's Registration.

Staff Appraisal - has risen from a position of 19% earlier in
the year when the condition was applied, to 94.35% on
submission of the form on the 23™ December. This is a
significant move forward and one which will be monitored
for maintenance over the coming months through the
Quality and Strategy Committee dashboard. .

Resuscitation training - a compliance rate of 90% was
shown for clinical staff receiving their resuscitation training
at the time of the variation form’s submission. The
remaining staff have been scheduled to complete their
training during January. The CQC were advised that an
additional Resuscitation Officer was due to start in
January. The CQC require the resuscitation training
evidence of compliance by the 31° January which will be
forwarded to them.

At a CQC Engagement meeting held on the 13" December
the Trust’'s Compliance Inspector noted the hard work that
had been carried out throughout the trust to achieve the
improvements in both appraisal and resuscitation training.

A variation form was also submitted to remove the
Pressure Damage condition where the CQC had extended
their deadline to the 31%' December due to a moderate
continuing concern about the time required to embed the
new processes. Additional evidence was submitted to
demonstrate the continuing focus on ensuring pressure
damage is managed appropriately for the Trust’s patients.

In addition, and at a cost of a further £5,000, a further
submission was made to the CQC to vary the Trust’'s
Registration to include Family Planning as a regulated
activity at Queen’s Hospital as this had been omitted from
the original Registration.

The Trust now awaits the CQC'’s decision on whether the
statements made in the variation forms and, where
appropriate, in the evidence provided, is sufficient to
remove the conditions. This process may take some time
and may involve requests for additional evidence or visits.

o PEQ 15.12.10....... o STRATEGY.......cccceuiieennee.

o FINANCE ................. OAUDIT ...
o CLINICAL GOVERNANCE ..........ccccoiiiiiiiiiiiniinans
0 CHARITABLE FUNDS .........c.cooiiiiiiii s
0 TRUST BOARD ......cccooeviiiiiiiiincieeaee
o REMUNERATION
OOTHER ...,

2. DECISION REQUIRED:

CATEGORY:

The Trust Board is asked to note the report and the
outstanding requirement to submit the evidence in relation
to Resuscitation Training by the 31 January 2011.

o NATIONAL TARGET o CNST

X CQC REGISTRATION o HEALTH & SAFETY

o ASSURANCE FRAMEWORK

o CQUIN/TARGET FROM COMMISSIONERS

0 CORPORATE OBJECTIVE .....cc.oovniieiiiiiiieeenene
0 OTHER ... (please specify)

AUTHOR/PRESENTER: Pam Strange, Clinical




The financial outlay to submit the above Variation Forms is £11k.

Removal of outstanding Conditions.

None

REVIEW DATE (if applicable)




Barking, Havering and Redbridge NHS'|
University Hospitals

NHS Trust
EXECUTIVE SUMMARY
TITLE: BOARD/GROUP/COMMITTEE:
MATERNITY REPORT 2011 Trust Board
1. PURPOSE: REVIEWED BY (BOARD/COMMITTEE) and DATE:
OPEQ...ccieeieeeen 0 STRATEGY.....cccovvveeennnene

To provide the Trust Board with a formal update on
matters related to maternity services within BHRUT, o FINANCE ...........c.... OAUDIT ..o
since May 2010

OTHER Update — Maternity Services

2. DECISION REQUIRED: CATEGORY:

The Trust Board are asked to note the following areas | ; NATIONAL TARGET o CNST
of update:

Maternity Matters:
o Funding in place to support 1:29.7 midwife to | © ASSURANCE FRAMEWORK

birth ratio. However increase in births will see
this increase to 1:30.5 due to rise in birth rate o CQUINTARGET FROM COMMISSIONERS

o CQC REGISTRATION o HEALTH & SAFETY

for 10/11 0 CORPORATE OBJECTIVE ......ccccociiiiiiienne e
e Bank and agency relied on to cover critical OTHER Update

areas such as labour ward., although

significant reduction in agency in Q3. AUTHOR/PRESENTER: Carol Drummond
e 1:1 care in labour around 80 % from DATE: 11" January 2011

observation Q3.

e Currently reviewing obstetric requirements to
move towards 24/7 presence.

e 98 hours of labour ward presence from
consultant in place in March 2010 for Queens,
40 hours remains in place at KGH.

e Agreement in place to develop co located MLU
at Queens. Plans to develop KGH as a
standalone, with a second potential unit at
Barking.

Clinical Governance

e Plan to move towards CNST level 3 needs to
be reviewed in light of scale of change.

e CQC letter received re maternity as an outlier
in terms of maternity readmissions following
submission of Trusts actions in response to
initial letter. CQC are now satisfied with plans.

o Patient satisfaction results have indicated
there is still an issue with how women feel
supported in particular re communication.
However although still reported as a poor
position there had been improvement.

o Taskforce established to oversee the change
programme required. Key actions already
taken which have stabilised KGH. Further
work being undertaken to improve Queens
where the greatest risk lies.

e Mitigation plan in place.

e Action plan for overall service transformation




updated as well and the scorecard.
Recruitment:

¢ Midwifery recruitment remains a significant
challenge. The current vacancy is around 11%
for midwifery posts. The team continue to
explore new ways of recruiting midwives. A
recruitment strategy to help improve
recruitment as well as retention has been
approved by PEQ.

e Areview of the trainee posts by the Deanery
has raised concern and given the workload
there is a requirement for a further 3 wte
middle grade doctors.

Partnership Working.

e The Joint Partnership Board that was
established at the end of 2008/09 has
continued over the last 6 months and
provided a useful platform for resolving
issues between clinical/provider and
PCT/commissioners. The new Outer North
East London Maternity Board has had it’s
initial meeting and membership included
Whipps Cross and Waltham Forest PCT.

o B&D PCT have supported the funding of a
programme manager to oversee the
development and implementation of the local
project plan for redesign of maternity
services. The person came into post in
September 2010.

Activity
e Deliveries for 09/10 were 9872, which was a
1.7% increase on the previous year and

straight line projections would indicate a 2.4%
increase to 10100 for 10/11.

e The increase in demand plus changes to KGH
has maximised capacity at Queens.

3. FINANCIAL IMPLICATIONS/IMPACT ON CURRENT FORECAST:

Dependent on 11/12 budget agreement for maternity to recognise increase in staffing requirements set against
rising birthrates.

4. DELIVERABLES

Finalise strategy for maternity.
To update maternity action on receipt of external review feedback.

Business case for workforce model for 11/12

5. KEY PERFORMANCE INDICATORS

12 weeks and 6 days — 90% by the end of Q2 for 11/12
1:1 care in labour — 95% by Q4 10/11
1:29 midwife to birth ratio — in post by Q4.

Improved woman satisfaction.

AGREED AT MEETING | DATE:
OR
REFERRED TO: DATE:

REVIEW DATE (if applicable)




Barking, Havering and Redbridge University Hospitals NHS Trust.
Maternity update — January 2011.
Aim
The purpose of this report is to provide the Board with an update on maternity
services for BHRUT, as well as an outline of the strategy for maternity services for
the 11/12.

Introduction

Maternity services within BHRUT continue to face significant challenges, which have
been compounded by the continued rise in births as well as the issues resulting from
the split site cover and inequitable distribution of workload. These challenges are
further compounded by the continued difficulties in recruiting to midwifery posts in
particular.

Health for North East London has concluded its consultation and the proposal for
maternity services has been supported by the JCPCT, although an independent review
process is expected. The impact of this decision falls predominantly on maternity at
BHRUT seeing the centralisation of obstetrics to Queens and the development of a co
located midwifery led unit, also at Queens. There is still a Trust decision to be
confirmed in relation to the development of 1 or 2 standalone midwifery led units at
KGH and Barking respectively.

Over the last month there has also been an external review undertaken at the request
of commissioners, following concerns raised internally by clinicians over the rising
potential clinical risk, in particular at KGH as well as highlighted areas by CQC in
relation to perinatal deaths, maternity readmissions and staffing levels. This review
has concluded and the full reported is expected by the beginning of February.
However an initial verbal feedback has been received and would concur with internal
assessment of the service.

Maternity services have a clear strategy for the transformation/reconfiguration of
services across the 2 sites, but there is a need for a high level discussion on how
realistic the timescales are within the current plan and are there other decisions to be
taken in relation to managing the growing demand on the current service ahead of
additional capacity coming on line or achievement of improved recruitment to
midwifery posts.

Maternity Activity - overview

During 09/10 there was a 1.7% increase in births on 08/09. Year to date the delivery
rate has increased by 2.5% in comparison to this time last year. Below is a table and
graph depicting the births for the last 3 years. There is clear evidence that the births
are rising at a rate faster than the national average. H4NEL predictions would also
support the fact that births in this area are in excess of the rest of North East London
as well as London.

Reviewing the capacity of the labour ward at Queens the maximum number of
deliveries per day excluding elective caesarean sections is approximately 24 deliveries
per day. However inorder for the unit to manage this demand there needs to be strong
discipline in the day to day operational management of the labour ward and the wider
unit, in terms of co ordination, communication, discharge processes and triage of



women coming into the unit. In December Queens Labour ward saw approximately
21 deliveries a day (excl ELSCS), however due the lack of discipline at maintaining
key processes, poor attitude and professional accountability as well as lack of co
ordination across the unit to ensure labour rooms are not blocked by postnatal women,
there were days when the team struggled to keep the flow of women through the unit
maintained.

1000

900

800 +-- ==
700
600 ——YRO09/10
500 —=-YR10/11

400 YRO08/09
300

200

08/09 KGH 244 1203 | 226 |256 |243 |277 |220 |239 |224 |244 |204 | 214
Queen | 570 |[605 |[552 |614 [599 |628 |576 |583 |588 |575 |535 |571
09/10 KGH 246 | 241 240 | 273 241 |246 |283 |229 |236 |204 |186 |242
Queens | 561 | 579 |550 |581 532 |[563 |614 |607 |577 |626 |570 | 645
10/11 KGH 196 |231 |235 |276 |197 |204 |199 |157 | 141
Queens | 531 [ 590 |582 622 | 637 |652 |689 | 691 |[752

The team are currently reviewing the number of bookings to analyse the forthcoming

deliveries rates to assess the rate of future growth.

Workforce — review of staffing numbers.
Midwifery.

Midwifery numbers have always been flagged as an issue within the Trust and

although funding has bee resolved, recruitment remains a significant challenge. This
was also highlighted by the CQC who were concerned re the level of agency usage
within the department.




Midwifery workforce numbers are calculated as a ratio of midwives to births. The
number of sites is irrelevant, however the more sites that require cover, the level of
seniority and skills sets do become a significant challenge. Over the next year there is
a need to increase the capacity of the service to provide women with a real choice in
terms of midwife led care across a number of care settings ie: home, stand alone
midwifery led units, co located midwifery led units. This is a significant issue on two
accounts. Firstly there is the availability of midwives with the appropriate skills sets
and experience to practice in autonomous environments and secondly there is the
higher proportion of women with complex pre existing medical conditions, which
require both obstetric and midwifery expertise to provide safe and effective care.

As already highlighted the births have continued to rise over the last 3 years. A recent
table top evaluation of midwifery staffing across London assessed the local needs of
BHRUT to be a midwife to birth ratio of 1:29. Discussion with the person conducting
this review also clarified the ability of Trusts to include non midwifery roles eg nurses
and nursery nurses, who contribute to significant components of the woman’s or
baby’s care pathway, within the calculations of the ratio. However these posts can not
be included as a whole time equivalent but only as 2/3 of a midwife. Following a
review of the current midwife to birth ratio, based on 09/10 delivery rate of 9872 the
funded ratio for 10/11 is 1:29.7. This ratio consists of 306 wte pure midwifery posts
and 26 non midwifery posts. There is an allowance of 5% to cover management roles
over and above the clinical delivery of care. Currently the senior midwifery team, not
included in the above ratio equates to 3.5%.

Based on the projected deliveries for 10/11, which would see a rise in deliveries to
approximately 10100, to maintain the 1:29 ratio there would need to be an increase in
the midwifery workforce by 16 wte midwives. Given the size of the maternity service
and significant challenges faced by the team in managing the change programme as
well as dealing with the cultural and deep rooted historical behaviours, consideration
needs to be given to how this needs to strengthened to enable progress.

Recruitment has remained difficult and despite recruitment being ongoing, with
innovative approaches being undertaken, the vacancy rate remains high. However it
should be recognised that the team have worked extremely hard to achieve a reduction
from 17% vacancy rate in July to the current position, pending commencement of
recent recruits, of 11% for midwifery. The recent appointments have enabled the team
to reduce the reliance on midwifery agency staff from approximately 24 wte to Ywte.
A recent paper was presented and agreed at PEQ, outlining a proposal to improve the
efficiency and ability to recruit and retain midwifery staff. The key elements of this
paper include:

e The appointment on a fixed term basis of a recruitment administrator
dedicated to maternity. This post will release time for the Head of Midwifery
who currently co ordinates the entire recruitment process for midwifery.

e The implementation of incentives to attract midwives, including study
packages and support to travel back home for overseas recruits.

e The involvement of a recruitment company with a specific target to recruit a
defined number of midwives. This plan involves extending overseas
recruitment to Italy.

e  Working with the NMC to allow Irish midwives to practice here, without the
current restrictions.



e The need to raise the profile of the unit and hence the public image of
maternity services locally.

Obstetrics.

Recently there was a Deanery review of obstetric trainees with in the Trust. Concerns
were raised at the value of the learning experience for juniors at KGH. Given this
position the recommendation was to withdraw trainees from KGH and transfer them
to Queens. Clearly this would jeopardise services in terms of sustainability ahead of
any reconfiguration. A meeting has taken place with the Deanery and a plan agreed,
which will see a review of how specific grades of junior doctors are rotated to ensure
training requirements are met. In addition to these concerns it was alo recognised that
even post centralisation of obstetric services to Queens, given the significant size of
the service that will then be in place at Queens, there will remain a need to maintain 3
rotas for middle grades. The current rotas are stretched and provide challenges during
times of sickness etc requiring the use of locum doctors and a reliance on the good
will of the team to change at short notice. Assessment of the rotas would indicate that
there is a need to increase the middle grade tier by 3wte. Unfortunately due to the
overall reduction in trainee numbers across London it is not possible to secure further
Deanery funded posts and therefore as a Trust there will need to be a way of resolving
this.

The RCOG in it’s report ‘Towards Safer Childbirth’ (2007), recommends the number
of consultant hours required to provide appropriate support dependent on the number
of deliveries. The requirement is for services delivering 5000 babies overall to provide
consultant presence on the labour wards 24/7. There is also a debate at when a double
rota should come into effect and the figure for this is around 8500. Currently within
England there is 1 unit where 24/7 has been achieved, although it must be recognised
that this has not been without its problems in relation to retention of senior staff who
have not traditionally had to do what is effectively a night shift. Internally the level of
obstetric provided is 98 hours, which is better than most units in London. As the
births increase and given the current demand it has been recognised by the obstetric
team the urgent need to provide 24/7 cover and the opportunity for this to happen
once services are centralised. Clearly there will need to be a review of job plans and
some individuals may find this level of obstetric work more onerous than others.
However the important message is that there needs to be an equitable distribution of
the workload especially the out of hours component. To achieve this it has been
calculated that the addition of 4 additional consultants is required to develop this rota.
To achieve this a review of current PA allocation will provide some of the funding
together with a reduction in specific junior roles, however it is envisaged there will
remain a gap in terms of funding. Discussions with external experts has also
highlighted the potential difficulty there may be in terms of recruiting to posts against
a national and local picture of teams where the move has not been made towards a
24/7 rota.

Other Workforce issues.

As previously highlighted to the Trust Board there is a need to improve some aspects
of individual performance. Complaints are still being received which make reference
to poor attitude, despite team efforts to address individuals as well as adopting a code
of behaviour within the department. Poor attitude is further displayed through
professional accountability and responsibility in relation to lateness and sickness rates.



The midwifery team are addressing these individuals but it is extremely time
consuming and can be a lengthy process. Some managers within the department are
relatively junior which means at times some of the initial performance management is
being instigated by the 2 most senior people, with a lot of support having to be given
to the matrons to deal with basic processes. Sickness has reduced over the last year by
approximately 2% but there is a need to reduce by at least a further 2%. A more
robust mechanism has recently been implemented to address the continual problem
over lateness.

Clinical safety.

The department have in place a balanced scorecard which is completed and submitted
to the Trust on a monthly basis (Attachment 1). The key areas that are highlighted are
the increasing births and midwifery staffing levels, already addressed above. The team
have recently reviewed the usefulness of the scorecard and benchmarked other
scorecards for maternity services within London. As a result of this a new scorecard
has been developed, which it is hoped will highlight key issues more clearly and
enable the easier monitoring of key outputs such as perinatal deaths(Attachment 2).

BHRUT was flagged as an outlier on 2 accounts on Dr Foster in terms of perinatal
mortality and maternity readmissions. Actions have been put in place to ensure the
later is dealt with and this has been accepted by CQC as appropriate. Unfortunately
for perinatal deaths there was a recording issue which meant that cases which should
not have been were being recorded as stillbirths. However this has not resolved it
totally and further work is being undertaken to understand the problem.

In July 2010 a mitigation plan was developed to reduce the perceived growing
potential risk at KGH. (Attachment 3). This plan remains in place and requires a
review of the individual components to ensure all actions are still required and where
they are that they are being maintained. Unfortunately as a consequence of mitigating
successfully the risk at KGH, this has now transferred greater pressure to Queens. In
response to this as well as the need to co ordinate a significant and rapid programme
of change the team have formulated a maternity taskforce to ensure actions are
implemented and reviewed. This has been aided by the appointment of a programme
manager to aid the development of the overall change process.

The task force commenced in October 2010 and has already achieved some key
changes, which include:
e The stabilisation of maternity at KGH.
e The consolidation of the postnatal ward (Japonica) with the labour ward at
KGH.
e The implementation of improved breastfeeding support for women initially at
KGH.
e Pilot of allowing partners to stay following the birth of the baby.
e The implementation of a more robust discharge process for postnatal women
at Queens.

The actions that are currently being implemented include:
e The reorganisation of the postnatal wards at Queens with the amalgamation of
the 2 postnatal wards and separation of the antenatal ward.
e A new process for induction of labour.



e The sign off of the plans for the co located Midwifery led unit at Queens.
e The financial analysis of the delivery of stand alone units.
e The obstetric workforce review and proposal for 24/7 cover.

There remains a significant risk due to the increasing number of women self present
to Labour ward at Queens. Many of the complaints now originate from the triage area
at Queens, where waits can be in excess of 3 — 4 hours due to the sheer volume. The
team have a clear plan to resolve this, but it has been reliant on releasing staffing from
the changes to other areas, inorder that the right experience is harnessed. There has
also been a need to undertake some building work to improve the infrastructure. This
has been commenced and is due to complete this month. The plan is to have the new
system in place by the middle of February and should dramatically reduce the
workload on the labour ward as well as improving outcomes for women.

A high level action plan has been drafted (attachment 4), which will need adjusting on
receipt of the external review and also timelines will require wider discussion. The
actions detailed will be progressed and more detail provided a through the taskforce
action notes.

In 2007 when the then HCC conducted a national review of maternity services
BHRUT was deemed as least well performing. Whilst some of the infrastructure
aspects that pulled the service down have been resolved, there is still much to do in
terms of improving the satisfaction from the woman’s perspective. A more recent
survey conducted by CQC, which concentrated only on the woman’s perspective has
not demonstrated at a high level significant improvement. However at NHSL a
comparison of the 2 surveys has been done and this has drilled down into the data to
enable the 2 reports to be compared. This has shown, that whilst improvement has not
been at the same pace as the rest of England, there has been improvement that is note
worthy in some aspects of care. Attached are the papers summarising the outcomes of
the surveys. (Attachment6)

Summary

The team have worked extremely hard to date to take the maternity services forward.
It is recognised that there is still significant work to be undertaken to secure maternity
services to provide safe and sustainable care for local women in line with maternity
recommendations.

The Board are asked to note the content of this report and to agree the next steps in
terms of the support required to implement the strategy.

Prepared by Carol Drummond

Divisional Director — Women’s and Children’s service
Director of Midwifery

January 2011.



Clinical Performance & Governance
Score Card - (KPIs highlighted in blue)

Barking, Havering and Redbridge Hospitals NHS Trsut - Maternity Department Dashboard

Aopril 10- March 11

Data
Goal Red Flag Measure _|Comment Source _ |Apr Ma Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar Year to date Comments or actions
. Obs, MW, row?
- Number professional groups represented )
Organisation P Labour Ward Forum, Anaes;‘NN. User| Not Quorate Minutes Meetings must be quorate Risk Lead Did not Or this should read as
P 6 7 10|meet 7 7 7 7 0 quorate or not numbers
. . 1f < 800 per month review at Director/
Births Benchmarked to 9600 per annum 9600 (800) <800 Births oo over Euroking 7271 821 817 800 834 856 a88 848
Scheduled ) . . | If < 1050 per month review at Director/ -
Bookings Bookings (1st visit) scheduled 13100 (1092) <1050 |Bookings (1st visit) oM ovel Euroking 1238 1l 1114 1052
Scheduled Women booked before 12 weeks. 80% <60% Bookings (1st visit) If <60% review by DOM Eurokin
Bookings. . . o 8 Y 9 85.80%
Z Antental Women offered first trimester first trimester If women misses screening treat
2 screening, before 13+5 weeks. 100% <100% ; " 9
3 screening o o inte oyt before screening each case a breach
Y 100% 100%| 100%, 100%, 100% 100% 100% 100%
Norm. Vaginal Maintain normal Vaginal Delivery rate >60% <58% SVDRate  |MLBU delivery numbers to be included|  Euroking
Deliveries 9 i i 3 i < 65.30%)| 64.80%| 65.10% 68%) 68%)| 67.00% 64.50%| 64.97%
. N Instrumental del Review of failed instrumental
Insr. Vag Del Ventouse & Forceps o o rate deliveries BUrOKMS | 11.70%| 12.70%| 11.40%| 10.35%| 11.80%| 13.60%| 12.60%| 10.73%
) N N Weekly review of emergency C/S and
C- Section Total rate (planned & unscheduled) 25% or less >26% CIS rate overall atision making Buoking | 50 ao0s|  22.50%| 23.50%| 21.00%| 20.20%| 2030%| 22.90%| 24.30%
" 40 hours - KGH
Weekly hours of dedicated consultant A <40 hours Hours Por week Cons Rota
cover on labour ward Queens <68 hours Cons Cons Cons  [Cons Cons
Rota Rota Rota Rota Cons rota_|rota Cons rota_|Cons rota
Midwifelbirth ratio 1:33clients | >1:36 clients WTElbirths HOM
g 01:32 01:32[ 01:32 01:29 01:29 01:29(01;29 01:29
§ | staffing, Education Number of midwifery vacancies <5% >5% ESR
H nd Training 55 36 36 48 54 49
= Staff sick awhol <3.6% >5% ESR Maintained by HR/Assistant DOM ESR
Sieknessasawhor ainiained by MR Asssan 9.42%| 7.34%| 9.37%| 847%|  7.62%| 6.95%|  7.18%
Midwifery Appraisals <25 >15 Matrons Caloulated to date Matrons 24% a3 5% 50% 219 53.90% 73%
3 o o 4 b| 53.90% b
Education & Training - attendance at , N - PDM &
e A T et 100% <75% Training Database Review 6 monthly Gollogs Tutor
Eclampsia 0 1 or more No. of patients Case review Euroking 0 0 0 0 0 o o o
ITU Admissions in Obstetrics 0 1 or more No. of patients Case review Euroking 0 0 0 0 0 o o 3
Maternal Morbidity Blood loss >4000mis 0 1 or more No. of patients Case review Euroking 0 0 0 o 0 o 0 4
Blood loss > 2500mis 3 4
Post partum Hysterectomies 0 1 or more No. of patients Case review Euroking 0 0 0 0 4 0 0 0
Number of cases of meconium aspiration 0 1 or more No. of patients Case review Euroking 4 o 5 4 9 s 4 3
Number of term babies
admitted to SCBU/NICU 0 1 or more No. of patients Case review Euroking
unexpected 10 3 7 5 8 8 18 23
Neonatal morbidity
Nmber of perinatal deaths ( babies born
from 24 weeks to 7 days post delivery
0) 0) 0) 0 0) 0 1 0
Number of cases of hypoxic :
enoaphalopathy (Gradvs 283) 0 1 or more No. of patients Case review Euroking ; ; o ] ; o o o
Number of SUIs 0 1 Incidence RCA Investigation undertaken Risk Lead 9 4 3 4 4 5 3 3
Failed Instrumental Delivery 0 1 or more No. of patients | C25¢ review of all Failed Intrumental | - i) ooy
Deliveries n/a n/a n/a n/a n/a| n/a n/a
Massive PPH >2L. <6month >6 month No. of patients Case review Risk Lead 9 o 3 9 4 3 3 5
Shoulder dystocia <2month >2 month No. of patients 0.5-1.5 % of Deliveries Risk Lead 10 o 4 10 15 4 3 A
e 3rd d 4month 4 month No. of 1.5% of deli (RCOG) Risk Lead
» rd degree tear <4 montl >4 montl o. of patients 5% of deliveries isk Loa
g 21 16 4] 17] 17| 12 18 13
g
g 4th degree tear
2 1 0
= o
£ Resus Audit >75% <75% No of resusciaires
s 89.10%)| 97.40%)
Readmission to
Readmissions lgyane ward
Perineal Suturing | SUturing completed within 1 hour of < thour + thour [ HCC reporthighighted need for | ¢ i
delivery. improvement n/a n/a n/a n/a n/a n/a n/a n/a
Compliance with Trust complaint
Complaints Number of complaints. <2month >4month | No of complaints response times CMM for CG
Escalate to DOM and CD 8| 9 13 11 10 5 11 13




Barking, Havering and Redbridge University Hospitals NHS Trust

Organisation

Activity

Workforce

Maternal
Morbidty

Neonatal
morbidity

Mortality

Risk
Monitoring

MSLC Meeting MDT Attendance

80%

of
On Target| Concern

79.99% -
50.01%

Q2 11/12

Q3 11/12

Q41112

Oct-11

Nov-11

Dec-11

Jan-12

Feb-12

Mar-12

79.99%
Maternity Risk management meeting MDT Attendance 80% 50.01%
79.99% -
Serious Incident group - MDT Attendance 80% 50.01%
79.99% -
Labour Ward Forum - MDT Attendance 80% 50.01%
Number of guidelines over due for review 5
Moderate Untoward Incidents 4

SUIs - reported by department

0

1

Complaints

Births Benchmarked to 9800 for 10/11

<4/mnth

817

N/A

818 - 899

Births in acute Queens LW setting target for Q3 11/12

TBC

Births taking place at KGH TBC TBC
Midwife led births - TBC TBC
Homebirths 20 15-19
No: of women booked - in total

89.99% -
No: of women booked before 12 weeks and 6 days 90% 75.01%
No: in utero transfers
No: ex utero transfers 817

59.99% -
% of normal births >60% 40.01%

12.01% -
%instrumental vaginal births 12% 14.99%

23% -

Total % C section (planned and unplanned) <22.5% 25%

% of Spontaneous Vaginal delivery with episiotomy

% Induction of labour

weekly hours of consultant presence

1:30 -

Midwife to birth ratio - funded 01:29 1:32
Number of midwifery vacancies (excl B&A usage) <8% (4% -7%
3.6% -
Staff sickness <3.5% 4.9%
15.01 -
Supervisor to midwife ratio 01:15 19.99
89.99% -
1:1 care >90% 75.01%
79.99% -

Attendance at Training - mandato

75.01%

Eclampsia 0 N/A

ITU Admissions for obstetrics 1 N/A

Major Postpartum haemorrhage 0 N/A
0

Postpartum hysterectom:

Meconium aspiration

N/A

N/A

Cases of HIE Grade 2 and 3

N/A

Unplanned admission to NICU at term longer
than 24 hours

Maternal deaths

N/A

N/A

Number of Intrapartum stillbirths

N/A

Number of inuterine deaths over 24 weeks

failed instrumental

4

N/A

0
0

Shoulder dystocia with brachial plexus damage N/A
1.51% -

3rd/4th degree tears 1.50% 249
74.99%-

resuscitaire audits

>75%

70.01%




Barking, Havering and Redbridge NHS|
University Hospitals

MNHS Trust
Maternity Risk Mitigation Plan
Version — 26.08.2010
Objective Actions Lead Officer | Target Date Progress
(include timescales) for completion
of Action
To reduce high risk e To stop Inductions of labour at KGH and move all IOLs back to Queens. SL 2/8/10 Completed
activity at KGH. e To ensure guidance re women who can deliver at KGH is adhered to. SL 16/08/10 All
consultants
reminded.
e To commence home assessments in labour to reduce triage activity related to early | SL 16/08/10 In place for
labour. Havering
and B&D
e To divert ambulances to Queens with high risk cases approx 1/week Ju 01.11.10 Completed
To improve senior support e KGH midwifery matron in the clinical numbers for LW. SL 2/8/10 Completed
to staff at KGHand e 2WTE community midwives transferred into work on the labour ward. SL 2/08/10 Completed
improve staffing levels. e Members of the midwifery education team to be included in clinical numbers. (This | SL 2/08/10 Completed
has now been removed since able to stabilise midwifery workforce) SL 30/10/10 New
e Recruit to vacancies for KGH recruits
identified.
SL 2/8/10 Completed
¢ Implement midwifery managers telephone board round out of hours. Round to take
place 2100hr Mon — Fri, 0800,1300,2100 weekends. (Now undertaken on a an | SL/JU 01.11.10 Completed
adhoc basis)
e To consolidate substantive staff to key areas by combining Japonica ward and LW | SL/JU 1.11.10 Completed
as activity reduced in these 2 areas. This will involve closure of Japonica ward
To strengthen consultant e Consultant/Associate Specialist allocated to labour ward should ensure handover is | EO 23/8/10 Requires
obstetric role on labour documented at 0900 and 1700. Handover book to be maintained and those present auditing
ward at KGH. at handover to sign book. All LSCS in previous 24 hours to be discussed.
e Consultant to undertake 1- 2 hourly LW rounds to review all plans of care for | EO 23/8/10
women in labour in day time hours. EO Requires




Objective Actions Lead Officer | Target Date Progress
(include timescales) for completion
of Action
auditing

e To lead work place training sessions re CTG interpretation - every effort should be | EO 1/9/10 Requires

made to do this on the early and late shift. auditing

e To lead weekly near miss meetings at KGH. 13/9/10 A/A

To ensure availability of e KGH LW consultant to inform Queens LW consultant if called to deal with Gynae EO 23/8/10 Completed
consultant obstetrician out case at Queens.
of hours e The name of the Queens Consultant to be recorded on the labour ward board at EO 23/8/10 To audit
KGH.
e Consultant for KGH to attend for ward round at 0900 on Saturday and Sunday. If EO 23/8/10 To audit
attending a gynae emergency, there should be a formal telephone discussion with
registrar to discuss all cases.
e The consultant should undertake a telephone discussion with the registrar, EO 23/8/10 To audit.
weekends 1300 and 1700 and every night at 2200.
e To implement a 2™ on call consultant to be called in cases where 1% on call dealing | EO 31/8/10 In place but
with gynae emergency at Queens. reliant on
goodwill.
To monitor e To review all IR1s from KGH LW on a weekly basis and the weekly serious case | CD/SL 31/8/10 Undertaken
implementation of plan review meeting. at weekly
and clinical safety. SIG
meeting
e To develop and maintain Mitigation plan scorecard to monitor implementation and | CD/ER 6/9/10
expected outcomes.

e To provide weekly updates to the CEO and Medical Director. CD COMMENCED Process to
be
reviewed.

To improve demand on e To implement new postnatal discharge process on postnatal ward to ensure bed | JU/SA 26.10.10 In place
Queens maternity services availability and ability to maintain LW capacity

e To implement outpatient inductions of labour co 01.11.10 Phasing in
started

e To improve labour triage system including telephone triage. SL/JU 30.11.10 Staffing
being




agreed

To work towards final To present Trust Board with strategy for Maternity for next 2 years including full | JU/CD 30.11.10 Delayed

vision for configuration of business case to include workforce model with obstetrics consolidated to one site

maternity services To agree implementation of co located MLU at Queens and location/capital spend. CD 30.10.10 Agreed
To work up full details for implementation of Colocated MLU and stand alone MLU | CD/JU 30.11.10 although
options business
To work with Children’s taskforce to plan neonatal capacity for Queens once | JU/CE case
centralised onto one site. required.

To improve recruitment Explore option for Irish midwives to complete training in UK at BHRUT with NMC CD/JDB 08.11.10

of midwives to BHRUT To develop a more targeted programme for recruitment of midwives CD/SL 30.11.10 Strategy

agreed.




