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Agenda

Location Date Owner Time

Meeting Room 1, Main Entrance 28/03/19 Frank Collins 10:45

1. Part One - Public Meeting

1.1. Minutes of the Previous Meeting (31 January 2019) All 10:45

1.2. Matters Arising All 10:50

1.3. Declarations of Interest All 10:55

1.4. Staff Story - CQC Experience Chief Executive 11:00

1.5. Sir Neil McKay - STP Presentation Sir Neil McKay 11:20

1.6. Chief Executive Update Chief Executive 11:50

2. Strategy & Policy Updates

2.1. Strategy Board Session - Presentation Director of
Strategy and
Planning

12:00

2.2. Corporate Objectives Director of
Strategy and
Planning

12:05

2.3. Performance Management Strategy and Accountability
Framework

Interim
Assoicate
Director of
Performance

12:15

3. Quality & Safety

3.1. Chair Report: Quality and Safety Committee (to follow) Non Executive
Director

12:20

3.2. Chair Report: Risk Management Committee Non Executive
Director

12:30

3.3. Learning from Deaths Medical
Director

12:40

3.4. Guardian of Safe Working Hours (Q3) Medical
Director

12:45
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Agenda

Location Date Owner Time

Meeting Room 1, Main Entrance 28/03/19 Frank Collins 10:45

4. Performance & Governance

4.1. Chair Report: Finance Planning and Investment Committee
(verbal)

Non Executive
Director

12:50

4.2. Performance Report M11 Associate
Director of
Performance

13:00

4.3. Board Governance Pack Trust Secretary 13:10

4.4. Items to note 13:15

4.4.1. Communicating our Strategy Director of
Strategy and
Planning

4.4.2. CQC Action Plan Director of
Nursing

4.4.3. NHSi Future Fit Letter Chief Executive

4.4.4. Charitable Funds Annual Report and Review of
Effectiveness of Expenditure

Director of
Finance

4.4.5. Security Annual Report Director of
Finance

4.4.6. Chair Report: Finance Planning and Investment
Committee (January)

Non Executive
Director

4.4.7. STP Update Chief Executive

4.4.8. Governors Update (verbal) Trust Secretary

5. Any Other Business All 13:25

5.1. Questions from the Public

5.2. Next meeting: 25th April in Meeting Room 1
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Frank Collins   4358

Chairman

BOARD OF DIRECTORS – PUBLIC SESSION

31 JANUARY 2019

MINUTES OF MEETING

Present:

Frank Collins
Mark Brandreth
Craig Macbeth
Chris Beacock
Nia Jones
David Gilburt
Bev Tabernacle
Harry Turner
Paul Kingston

Chairman
Chief Executive
Director of Finance
Non-Executive Director
Director of Operations
Non-Executive Director
Director of Nursing / Deputy Chief Executive
Non-Executive Director
Non-Executive Director

FC
MB
CM
CB
NJ
DG
BT
HT
PK

In Attendance:

Hilary Pepler
Shelley Ramtuhul
Kerry Robinson
Sarah Sheppard
Debbie Kadum

Board Advisor
Trust Secretary
Director of Strategy and Planning
Director of People 
Interim Associate Director of Performance

HP
SR
KR
SS
DK

FC welcomed all Board members to the Public Board.   FC welcomed Paul Kingston to his first 

meeting since being appointed as Non Executive Director and Hilary Pepler in her new role as Board 

Advisor. 

FC asked for a moment of reflection regarding the loss of Theatre Nurse, Charlotte Harvey

MINUTE NO TITLE

31/01/1.0 APOLOGIES

Alastair Findlay, Non-Executive Director and Steve White, Medical Director

31/01/2.0 MINUTES OF THE MEETING 29 NOVEMBER 2018

The minutes of the meeting held on the 29 November 2018 were agreed as an accurate 

representation of the meeting.

31/01/3.0 MATTERS ARISING

FC went through the actions which were noted to be completed.

31/01/4.0 DECLARATIONS OF INTEREST

DG advised that his role at Eastern Cheshire CCG has now come to an end.

31/01/5.0 STAFF STORY

Staff from the Outreach Team attended to present to the Board an overview of the 

service they provide.  The full presentation is available via the following link Critical Care 

Outreach Team Presentation.  Highlights of the presentation were as follows:

 A background to the service and the critical care provision it provides

 The role of the Critical Care Outreach Team was outlined including averting 

admissions to HDU, facilitating timely admissions and discharges to and from 

HDU as required, keeping the hospital safe at night.

 The importance of the role in managing deteriorating patients.

 The benefit for patients
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 The benefits to staff

 Hospital cover responsibilities and examples of a typical night and the type of 

workload.

FC asked what the split was between clinical and non-clinical work and the data was 

presented with examples given of the non-clinical which the presenters stated 

sometimes includes “fetching and carrying”.

PK asked about the challenges of managing the mental health aspects of their work and 

the team advised that that they are experienced nurses and so this is part of their role.

CB enquired about HDU admissions and whether there is any link between these and 

the pre-operative assessment process.  The team advised that the pre-operative 

assessments screen the patient and assess any potential risks or issues for the patient 

with an HDU bed booked as required.  However, not all issues can be screened in 

advance such as post-operative pain or acute issues such as deterioration a few days 

after surgery.  It was noted that there is an increase in patient acuity and that patients 

can therefore be more unwell than they may have been previously.  The team also 

highlighted the use of the early warning score system means increased referrals as 

there is a tendancy to escalate to the Outreach Team.

CB asked about the medical support available. The staff had no concerns with this with 

the team confirming that they are able to obtain clinical advice over the phone or if 

attendance is required the medical on-call staff are on site within half an hour.

BT asked about the team’s role in training and building the competence of more junior 

staff across the organisation.  The team advised that there are shadowing arrangements 

in place when dealing with complex or poorly patients so that there are learning 

opportunities. 

FC thanked the team for sharing their story.

The Board noted the staff story.

31/01/6.0 PATIENT STORY ( DALE HARRISON )

BT introduced Dale who was currently an inpatient on Oswald Ward.

Dale explained how he had been transferred to the Trust for care and treatment of a 

tumour in his pelvis.  He had an initial operation which went well with a 12 week 

recovery but unfortunately further surgery was required in order to ensure all the tumour 

had been removed.  Following his discharge he felt unwell so went to his local A&E.  

Fortunately, his consultant, Ms Shepherd arranged his transfer back to the Trust for 

treatment with antibiotics and further surgery to treat an infection.  Again initially all was 

well but he then developed sepsis secondary to the bone infection.  All in all he had 

been an inpatient for the last two months on antibiotics with plans to go home in the 

coming days on oral antibiotics.  He advised that he will require a bone graft on his 

pelvis to repair the damage and ultimately he will require a hip replacement.

Dale felt that he could not ask for a better place to receive care and he had nothing bad 

to say about Oswald Ward.

FC commented that it is always interesting to hear from individuals about their 

experiences and Dale’s resilience and spirit really came through.  FC was pleased to 

hear of the quality of the care he had received but asked if there was anything that the 

Trust could improve.  Dale advised that Christmas was a low point as he was transferred 

to Clwyd Ward because Oswald Ward was closed.  There was nothing wrong with 
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Clwyd Ward but it was a disruption to the routine he had developed with new nurses to 

get used to.  Also, there was no wifi available on Clwyd Ward which he had found 

difficult as it was important to him to be able to communicate with his children.  Dale also 

commented that the ward had only one tv remote control which was frustrating so he 

ordered some extra remotes from Amazon.

FC recognised that the little things make a difference.

MB thanked Dale for sharing his story and commented that the Trust would like to 

provide him with a refund for the remote controls.  He also advised that the Trust will 

look at what improvements can be made to the wifi, recognising that this is important for 

patients.  MB advised that Ms Karen Shepherd is one of the Trust’s new consultants and 

he will drop a note to her to say thank you.

ACTION: Refund for remote controls to be arranged and also review of the wifi 

arrangements

Dale commented on the cottages and the fact that whilst they were a welcomed facility 

that had made a difference to him and his family, he felt they needed modernisation.. 

MB advised that this is currently being looked at.

ACTION: Update to be provided to the Board on the work on the cottages

The Board noted the Patient Story

STRATEGY AND POLICY UPDATES

31/01/7.0 CHIEF EXECUTIVE UPDATE

 MB provided an update on the CQC inspection.  The first draft of the report has 

been received and the Trust now has two weeks to provide a response.  This is 

embargoed so cannot be shared in public at the present time.  MB wished to once 

again thank the staff for the way they conducted themselves during the inspection, 

their openness and honesty was commented on by the lead inspector.

 MB advised that over the last month the Trust has been communicating with some  

patients about the future of the chronic pain service. It was decided at the end of 

2018 that the requirements of NICE and the changes in the policy of the CCG 

resulted in a decision to move much of the service to a community provider 

because the Trust can no longer safely provide a service. The Trust has contacted 

the patients affected and are working with commissioners to support them to 

access different providers. The Trust has stopped taking new referrals and the 

service will close at the end of March 2019. The two staff affected have been 

redeployed within the Trust. 

 Lt Col. Carl Meyer has been nominated for a Soldiering On award.

 Rev. Adrian Bailey’s retirement after 17 years.  MB extended his thanks to him not 

only for the service he provided as  hospital chaplain but also in his role as a 

Governor.

 The Trust received an award for commitment to PROMS

 MB commented on the Staff Health and Wellbeing Day held recently and thanked 

the HR Team for organising this.

 The long term plan has been published and thanks to KR, CM and the rest of the 

team for the work on the Trust’s response to this.

 CM has agreed to lead on the EU Exit planning and preparation and oversight will 

be in place through the Audit Committee via the Risk Management Committee as 

the Audit Committee will not meet again until April.

 Thanks to Andy Barnett, Knee Surgeon.  MB had the opportunity to shadow him on 
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a trauma list at SaTH, it was very insightful and it has some given him some ideas 

on how the pathway can be improved for patients.

 The appointment of Geraint Thomas, Senior Lecturer in Population Orthopaedics.

 Sir Neil Mackay has asked to attend the Board regarding the STP and 

arrangements are currently being made.

 Health Heroes were– for December, Sharon Long, ODP and for January, Sara 

Kaye Staff Nurse on Oswald Ward.

The Board noted the Chief Executive’s Update

31/01/8.0 LONG TERM PLAN

KR introduced a briefing paper on the NHS’s long term plan which was published in 

January 2019.  She advised that the Trust is required to submit a draft of its Operational 

Plan by 12 February with the final version to be submitted by 4 April.  She 

recommended submitting the draft with Executive Team approval but with the draft to be 

presented to the Board on 28 February to allow time to make changes before the final 

version is presented to the Board on 28 March before submission on 4 April.  

ACTION: Agenda item for 28 February and 28 March 

KR highlighted that it was worth noting there are still a number of items outstanding 

which will not be published until later in the year, namely:

 Social care green paper

 National workforce strategy – renamed national workforce implementation plan

 Spending review

 Clinical standards review

KR commented on the following aspects of the plan:

 There is a focus on outpatient reform and in particular an aim to reduce 1/3 of face 

to face outpatient visits.  This would impact on current RTT measures but it is not 

entirely clear what this will mean until the clinical standards review is published.

 It is anticipated that there will be an increase in surgical procedured to reduce 

waiting times

 There is an introduction of hospital fines for patients waiting over 12 months, these 

will be split with the CCGs

 There is an IT focus but no section in the operational planning guidance for IT.  The 

delivery of this is dependent on funding which ends in 2021.

 System working is not a thread but put in as a separate section.

CM added the following on the financial elements: 

 Changes to the tariff for outpatients with a commitment to incentivise different 

models for outpatients and the same tariff irrespective of the appointment mode.

 Control totals looking to be phased out so 19/20 may be the final year for these.

DG asked about the opportunity to redesign outpatients and address the follow-up 

backlog issue, particularly if commissioners are going to implement the 52 week fine. 

NJ commented that there is a workshop planned for 11 February with the clinical team 

to focus on the appetite to redesign the Outpatient Service and look at alternative 

models.  An update on this will be brought back to the Board.

ACTION: Update on the outpatient service redesign workshop to be presented to 

the Board.
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PK felt that the workforce aspects of the long term plan appeared weak.  SS advised 

that the Trust has had a People Plan in place for a while and the national workforce 

implementation plan is currently being worked on.  The biggest challenge is how the 

Trust is going to undertake imaginative and innovative workforce planning as part of a 

wider system.  SS was unable to give a date on an expected publication date for the 

national workforce implementation plan.

The Board noted the update on the Long Term Plan.

31/01/9.0 STANDING FINANCIAL INSTRUCTIONS AND SCHEME OF DELEGATION

CM presented the Standing Financial Instructions and the Scheme of Delegation for the 

Board’s ratification.  He confirmed that the changes proposed were minimal and 

outlined in the paper.  Further, CM advised that the Audit Committee have considered 

and agreed the changes in draft form.

The Board considered both documents and approved the same.

QUALITY AND SAFETY

31/01.10 CHAIR’S REPORT - QUALITY AND SAFETY COMMITTEE

CB provided an update of the meeting which was held on 17 January and highlighted 

the following:

 An update was received on the ongoing issues with the follow up backlog but 

with recognition of the importance of the harms reviews being undertaken.  

Further updates will be reported to the committee for assurance.

 An update was received on the Histopathology accreditation work which is an 

ongoing challenge, the committee agreed on the importance of exploring 

collaboration with other providers.

SS commented that she was present at the meeting but her attendance had been 

missed from the minutes. 

BT advised that assurance was obtained around delayed discharges.  The Committee 

received an update on the escalation work and the further work being undertaken to 

explore this with a particular focus on the use of step down beds.

The Board noted the Chair’s Report.

31/01/11.0 CHAIR’S REPORT – RISK MANAGEMENT COMMITTEE

HT provided an update of the meeting that had been held in January and highlighted the 

following:

 The EU Exit risk has been added to the BAF

 The current BAF is looking at 18/19 so this will be refreshed for 19/20

 The committee reviewed the corporate risk register.  It was clear that the 

Governance Lead roles are embedding but these need to transition into managing 

the risk management process not the risks themselves.  This requires some 

strengthening within the Divisions and work is underway on this.

 The committee received a deep dive from the Paediatric Directorate.  There were 

two key risks noted in relation to patient letters and children being seen in adult 

outpatients.  The committee was satisfied that these were being mitigated.

 The committee received a deep dive from the Estates Department and noted that 

many of the risks were under effective management.  There was debate around 

some of the risks which were considered to be operational issues rather than 

potential risks.

HT commented that the committee has been functioning for two years and therefore it 

was felt it is now time to revisit the purpose and remit of the committee.  The following 
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were discussed by the committee:

 The need to separate corporate strategic and corporate operational risks

 The production of an annual report to look at tracking the movement of risk

 Templates to be put in place for the deep dives to ensure consistency and publish 

dates for attendance from the relevant division

 Review of the approach to risk management from Board to Ward. It has been 

agreed that there will be some Board Development around this

 Review of the risk registers to ensure Executive Leads and Assurance Committees 

are clear for all risks and ensuring workforce risks get adequate scrutiny.

The Board noted the Chair’s Report and welcomed his further thinking on future 

Committee structure and remit.

31/01/12.0 BOARD ASSURANCE FRAMEWORK

SR presented the Board Assurance Framework and provided an overview of the 

process which had been reviewed by the Executive Team and each of the Assurance 

Committees.

SR highlighted that two risks had been increased - the workforce risk and the 

achievement of activity and income targets and the Board agreed that these were 

reflective of the increasing challenges in these areas.

The Board noted the report and the assurances contained within it with regard to the 

mitigating actions being taken to address the gaps in controls and assurance.

31/01/13.0 INFECTION CONTROL QUARTERLY REPORT

BT presented the quarterly infection control report which had been presented to the 

Quality and Safety Committee.  

In terms of reportable infections for the reporting period there was one E.coli, one 

MSSA bacteraemia and the Trust was MRSA free.  

Further to previous discussions around infection rates this has been put into an SPC 

chart to breakdown the spinal injuries and arthroplasty infections.  This indicated a drop 

in spinal infection rates but at the Quality and Safety Committee it was agreed that 

arthroplasty needed to be looked at in more detail.

MB added that splitting the data has resulted in such small numbers being reviewed that 

there needs to be a further look at the most appropriate way to represent this.

ACTION: Further analysis to be undertaken and taken through the Quality and 

Safety Commitee

The Board noted the report.

31/01/14.0 FREEDOM TO SPEAK UP (FTSU) UPDATE 

BT presented the report and updated on where the Trust is with the Freedom to Speak 

Up arrangements.  This has been an evolving process and the arrangements have been 

continually evaluated. The Board has previously been presented with the self-

assessment and one of the outputs of this was the recommendation to recruit into a 

substantive role. Liz Hammond has been appointed into the post and BT is now looking 

to transfer some of the responsibilities with monitoring of the FTSU data to Liz from 1 

February 2019.  BT advised that following Hilary Pepler moving into her new role, the 

new Non Executive  FTSU Lead would be David Gilburt to cover the gap until 31st March 

2019 until a permanent arrangement is made but with continued support from Hilary 

Pepler in her role as Cultural Ambassador and also from Jan Greasley as an FTSU 

Champion.
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FC commented that a presentation to the Board would be good once Liz becomes 

established in her new role.

ACTION: FTSU Presentation to be added to the work plan for the future.

HT commented that there was no mention of local networks and BT confirmed that work 

is underway to look at this and Liz is keen to take this forward.

DG asked for a meeting of the people who have FTSU as part of their role.  

He had not previously appreciated there was an app that could be used to raise issues.  

On looking at this it does not say where the message goes or who has access to it.  HP 

advised that there has been a meeting to look at this and Liz is aware of the need to 

make improvements to the app and the staff’s awareness of it.  There is a plan for there 

to be some work with the departments and wards and Liz is going to a regional meeting  

to understand how other organisations have rolled this out.  HP felt she could give 

assurance that the issues DG raised are being addressed

The Board noted the update.

PERFORMANCE AND GOVERNANCE

31/01/15.0 CHAIR’S REPORT - AUDIT COMMITTEE 

DG provided an update of the meeting held in January and highlighted the following:

 There  was good attendance

 Both internal and external auditors demonstrated they were making good progress

 There was one action outstanding on the counter fraud inspection action plan 

which is due to be completed by the end of March.

The Board noted the Chair’s Report.

31/01/16.0 CHAIR’S REPORT – FINANCE PLANNING AND INVESTMENT COMMITTEE

CM provided an update on the meeting held in January in the absence of AF as the 

Chair of the committee.  CM highlighted the following:

 A significant part of the meeting was spent looking at the financial performance and 

the challenges

 The committee looked at the emerging guidance and the plans for 2019/20 and 

how the Trust is working on the draft operational plan.

DG added that the committee looked at the 18 week RTT performance and it was 

noteworthy that if the Trust’s performance was monitored excluding spinal disorders the 

Trust would have achieved its target for each month of the year.  

FC agreed that the blended data can mask if there are certain specialities that may be 

slipping and need focus.  The Board agreed that going forward the data should be 

reported to include and exclude spinal disorders.

ACTION: RTT data to be separated both including and excluding spinal disorders.

The Board noted the Chair’s Report

31/01/17.0 CORPORATE OBJECTIVES QUARTERLY REVIEW

KR asked the Board to note the progress against delivery of the corporate objectives for 

2018/19.  As requested KR had included a forecast RAG rating for the end of the year.  

It was noted that there were currently six objectives rated as amber with a risk to 

delivery but that there were mitigations in place.  It was forecasted that the two following 

objectives would remain amber at year end:

 Reducing rescheduled episodes
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 RTT

FC commented on the forecast being a good addition.

DG asked, with reference to the PROMS data collection and the creation of an 

electronic capture system, what assurance there was that the system is asking the right 

questions.  KR advised the electronic system is taking the current paper process and 

making it electronic, it is being designed by the Outcomes Team, Paul Cool, Clinical 

Director for Surgery and a clinical scientist.

The Board noted the report.

31/01/18.0 PERFORMANCE REPORT

DK highlighted the change in the reports format to make the link between the report and 

Board committees stronger.  Further she drew the Board’s attention to the forward look 

to the end of year.

Caring for Patients

BT highlighted the following:

 Performance against the quality indicators has been sustained

 There was one serious incident for the month relating to an awareness under 

anaesthesia.  There is an investigation team in place to carry out a full RCA.

 Delayed discharges continue to perform poorly in relation to the targets, although 

there are some mitigating factors with regard to spinal injury patients and this has 

been deep dived by the operational team with  different processes being looked at.

 Medication errors were all low harm

 There was one death which was not unexpected but will go through the learning 

from deaths process

 There were four readmissions due to wound problems

 100% compliance with WHO process achieved 

HT asked about the serious incident data as throughout the year this has been reported 

as amber but the year-end rating is red.  DK advised that this is linked to the agreed 

tolerance.  MB added that DK is looking at this, whilst the Board has signed off the 

architecture there needs to be further debate on this.

FC noted that with regard to the delayed discharges, the quantum of days had reduced 

but because it is a factor of available beds, it looks like it is worse than it is.  He felt that 

this needed to be borne in mind.

PK asked about safeguarding when a patient falls and subsequently dies.  BT advised 

all issues such as falls, pressure ulcers etc are referred to the safeguarding team.

NB highlighted the following:

 Cancer performance targets met

 There were four English patients waiting over 52 weeks – three ACI patients and 

one delay due to patient choice.  There is a plan agreed with NHS I for the ACI 

patients.  The laboratory production is back on track and patients have been dated 

to ensure delivery by the end of March.  There are two breaches forecast for 

January 2019.  There were seven breaches in relation to Welsh patients awaiting 

spinal disorder treatment.  There are further breaches forecast in January and 

February but it is expected the target will be met at year end

 RTT for December was 90% which was 1% below plan.  With the exception of 

spinal disorders the Trust was delivering 92%.  It is anticipated that the Trust will 

remain below plan in January but with improvements in the remainder of Q4 but 
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there is a risk to delivery by the end of Q4.  The Finance Planning and Investment 

Committee have oversight on the service specific action plans aimed at delivering 

RTT with specific focus on spinal disorders and further strengthening of Patient 

Access Policy.

 Theatre activity performance exceeded the plan for December but is below plan for 

January by 70 cases.  There is continued focus on theatre activity, particularly 

attached to the finance position.  The team are currently looking at non activity 

financial mitigations

FC asked about the activity challenges.  NJ advised that a number of sessions had been 

lost due to staff sickness and releasing staff on compassionate grounds but there is a 

focus on ensuring there are no further sessions lost going forward.  FC asked if it is 

possible to get a view on February and NJ advised the Teams are working hard on filling 

the sessions.  Currently there is a 30 case shortfall but steady progress is being made.   

DG asked if it was too early to think about March and NJ advised that the allocations are 

being refreshed to prioritisation in the right places and March is still being worked on.

CM advised that January is going to be a challenge and the daily oversight meetings 

have been reinstated to oversee the allocation of capacity.  CM advised there will be a 

focus on looking at converting outpatient clinics to theatre activity where possible.

MB advised that there would a benefit to taking the Finance Planning and investment 

Committee through the waiting list sizes at a future date. 

ACTION: Waiting list size agenda item to be added to the Finance Planning and 

Investment Committee for a future meeting. 

CM advised that there is rebalancing to be undertaken of future job plans to ensure 

there is the right mix of outpatient and theatre allocation.

FC asked about support from the LLP and NJ advised there had been good 

engagement and DK reinforced that they are keen to help where they can.

Caring for Finances

CM highlighted the following:

 December was a good month and thanks were extended to the teams for their hard 

work.  This supported a much stronger financial performance

 The Q3 trajectory was achieved for STF

 The year-end forecast is now the focus, January is anticipated to be a difficult 

month due to the shortfall in theatre activity.

 Mitigating schemes are in place albeit some are non-recurrent.  These should help 

support financial performance to the end of the year to ensure hitting the year end 

control total.  Each scheme has Executive support and they have been discussed 

at the Finance Planning and Investment Committee.  The control total remains 

achievable but it will be a challenge.

MB commented that this year was the team’s third year of trying to maintain 

performance over the Christmas period and the diligence of the operational planning, 

with the financial input, is clear to see.  The same principles will now be applied to the 

other challenging times of the year such as Easter and the Summer Holidays.

FC asked about predicted loss in January and CM advised it is in the region of £400k 

pre-mitigations but there are opportunities to recover this.

DG asked about the support in place in Theatres given the recent bereavement.  MB 
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advised the Theatre Management Team have been providing support on an individual 

basis, there has been a lot of mutual support amongst the team.  SS has ensured that 

there are counselling services available.  

SS advised there had been a low take up of the support offered as the staff are opting to 

support each other. 

PK asked about the research costs and CM advised there had been some issues getting 

the trials delivered, this has been managed through monthly recovery oversight with 

targets set and the performance against these targets has shown improvement. KR 

advised that there was an IG breach earlier in the year which had impacted but this was 

not the only impact.  The processes have been streamlined and the governance 

improved and there is a recovery plan in place.  The Board is due to receive a research 

update in March.

PK offered his support with the Trust’s research agenda given his background.

Caring for Staff

SS highlighted the following:

 Sickness absence is being worked on by the Workforce Development Group.  The 
focus is on transitioning from managing sickness absence to keeping staff well.  In 
particular, looking at what it is like working at the Trust.  There is still a focus on 
areas of high sickness and work is underway to look at other indicators to improve 
the work experience.

 Staff turnover remains consistently low and significantly lower than other 
organisations

 With regard to statutory and mandatory training, there have been issues with the 
national system which have not helped the Trust’s training compliance.  These 
have now been resolved.

FC commented on the turnover data and asked if this could mask hotspots given that it 
is an overall statistic.  SS confirmed that some areas have higher turnover than other but 
are still low relatively.

HP stated that it is clear that workforce issues are moving up the agenda and she asked 
whether there could be a presentation to the Board on key workforce issues.  SS 
suggested doing something in April when the staff survey is available.

ACTION: HR presentation for the Board to be added to the work plan for April

HT asked about the flu vaccine uptake and BT confirmed that it currently stands at 59%.  
The Trust has introduced opt out forms and completion of these was running at about 
13%.  This demonstrates that the Trust has engaged with staff.  CB asked if it is known 
what staff sickness is related to flu and SS advised that it is a very small amount.  MB 
added that the Trust has asked for support from NHSI to see if there is anything more 
that could be done that the Trust is not already doing.

The Board noted the update

ITEMS TO NOTE

31/01/19.0 M8 PERFORMANCE REPORT

The Board noted the M8 performance report. 

31/01/20.0 STP UPDATE

MB presented the STP Update and highlighted the following:  

 MB is the lead CEO for the digital pathway

 The commissioning improvement programme is underway but this is not an 

insignificant piece of work

 The Board will have an opportunity to look at this in more detail at the next 

Strategy Board when integrated care will be explored in more detail.
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The Board was content that the update was self-explanatory and noted the update.

31/01/21.0 QUALITY SURVEILLANCE OUTCOME LETTER

MB advised that this was presented for the Board to note that the Trust is currently on 

routine surveillance with bi monthly meetings. 

The Board noted the letter.

31/01/22.0 GOVERNORS UPDATE

SR presented an update of the activities the Governors:

 Governor workshop on Membership Engagement facilitated

 Governor elections opened for Staff Governor and Powys Governor vacancy

FC added that there are plans underway to hold a workshop for governors and NEDs on 

engagement and details of this will be circulated shortly.

The Board noted the update.

31/01/23.0 AOB

DG commented that the minutes of the last meeting mention a further back to the floor 

day.  FC and MB confirmed that they are working on a date for this.

DATE OF NEXT MEETING IN PUBLIC:

Thursday 28 March at 11.00 in the Meeting Room 1.

CHAIRMAN’S CLOSING REMARKS

FC thanked everyone for their contribution and closed the meeting.
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BOARD OF DIRECTORS MEETING

31 JANUARY 2019

SUMMARY OF KEY ACTIONS

Outstanding Actions from Previous Meetings Lead 

Responsibility

Progress

Actions from Last Meeting Lead 

Responsibility

Progress

31/01/6.0 PATIENT STORY

Refund for remote controls to be arranged and 

also review of the wifi arrangements

Update to be provided to the Board on the work 

on the cottages

Trust 

Secretary/

Associate 

Director of IT

Director of 

Finance

In progress, contact has been 

made with the patient regarding the 

refund and wifi arrangements under 

review

Verbal update to be provided

31/01/8.0 LONG TERM PLAN

Agenda item for 28 February and 28 March 

Update on the outpatient service redesign 

workshop to be presented to the Board in April.

Trust Secretary 

/ Director of 

Strategy and 

Planning

Director of 

Operations

Completed

Added to the agenda

31/01/13.0 INFECTION CONTROL QUARTERLY 

REPORT 

Further analysis to be undertaken and taken 

through the Quality and Safety Committee

Director of 

Nursing

To be included in the next quarterly 

report due next month

31/01/14.0 FREEDOM TO SPEAK UP

FTSU Presentation to be added to the work plan 

for the future.

Director of 

Nursing

Added to the work plan

31/01/16.0 CHAIR’S REPORT – FINANCE PLANNING 

AND INVESTMENT COMMITTEE

RTT data to be separated both including and 

excluding spinal disorders

Director of 

Operations

Completed

31/01/18.0 PERFORMANCE REPORT

Waiting list size agenda item to be added to the 

Finance Planning and Investment Committee for 

a future meeting. 

HR presentation for the Board to be added to 

the work plan for April

Director of 

Operations / 

Trust Secretary

Director of 

People / Trust 

Secretary

Added to the work plan

Added to the agenda
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Strategy session follow up;

Delivering on the promise of integrated 
care systems
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The ICS journey; dual transformation journey
VA

LU
E

2021 2024 20282019

TRANSFORMATION A: 
Discover new ways to 
deliver current value today for example 
GIRFT and NOA programme .

TRANSFORMATION B: 
Create new value by
envisioning a future that
is very different than
your past .

STRATEGIC DISCOVERY 
We help clients strengthen 
today (A) and create tomorrow 
(B) . 

SYSTEM LEADERS 
ROLE:
Responsible for balancing
the dual transformations
and brand growth.

EVOLUTION:
Continue to evolve your 
business over several 
generations.

Evolution

Evolution

B1
B1

B1

A2

A2

A1

A1
A1

B2
B2

B2

A2
B3

B3

SL

E1

E2

SL

SL

2028

SL

E3

Continuous
Process

EB

A

B3

A3
A3

A3

Phase 1 Phase 2 Phase 3
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Themes emerging from our discussions;

• Population health

• Digital integration

• The role of RJAH in the emerging ICS
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Health Check Domains

Health Check
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Suggested initial areas of focus for RJAH;

• Professional Practice

• Care coordination

• Health Information
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Annual Objectives 2019/20

1

0. Reference Information

Author: Kerry Robinson Paper date: 28th March 2010

Executive Sponsor: Mark Brandreth Paper Category: Strategy 

Paper Reviewed by: Q&S and FPI Paper Ref:

Forum submitted to: Board of Directors Paper FOIA Status: Full 

1. Purpose of Paper

1.1. Why is this paper going to Trust Board and what input is required?

The board of directors is asked to approve in principle the 2019/20 annual objectives.

2. Executive Summary

2.1. Context

This paper outlines the proposed annual objectives for 2019/20.

2.2. Summary

The annual objectives are a fundamental element in the delivery of our organisational 
strategy and enabling the executives and divisions to align their proposed programme of 
activity for the coming financial year to the Trust’s ambitions.

The six corporate objectives, whilst reviewed annually, will remain relatively consistent and 
represent a half-way house between strategic and annual planning.

The six corporate objectives are provided, with no amendments and the proposed cascade 
to the annual executive objectives which will then be fed into divisional and our workforces’ 
objectives.  

Monitoring of the objectives is through both a quarterly update to Board, together with the 
alignment of our key performance indicators within the integrated performance report, which 
is reported to board monthly.  Assurance is managed through the board assurance 
framework.

2.3. Conclusion

The board of directors is asked to approve in principle our 2019/20 annual objectives.  This 
will enable further work up of the definitions and measures before finalisation in April.
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Annual Objectives 2019/20

2

3. The Main Report

3.1. Introduction

The annual objectives are a fundamental element in the delivery of our organisational strategy and enabling the executives and divisions to 
align their proposed programme of activity for the coming financial year to the Trust’s ambitions.

The six corporate objectives, whilst reviewed annually, will remain relatively consistent and represent a half-way house between strategic and 
annual planning.

Monitoring of the objectives is through both a quarterly update to Board, together with the alignment of our key performance indicators within 
the integrated performance report, which is reported to board monthly.  Assurance is managed through the board assurance framework.

3.2. Corporate Objectives

Our agreed aim is; “Aspiring to deliver world class patient care”; on this basis our corporate objectives supported the delivery of this aim.

Our current corporate objectives are;

 Achieving outstanding patient safety

 Delivering outstanding outcomes and experience

 Delivering timely access to patient care

 Being an extraordinary place to work

 Spending our money wisely

 Meeting the requirements of our regulators

3.3. 2019/20 Annual Objectives

The circumstances of the Trust have changed within the last 12 months, with the Trust moving from ‘requires improvement’ to ‘good’ in its CQC 
rating, hence the 2019/20 annual objectives look to reflect this change in circumstance and move much more towards objectives that will fulfil 
our ambition of ‘aspiring to deliver world class patient care’ and therefore move to being much more strategic in focus, with the underlying 
supporting operational objectives being cascaded more clearly to Divisions and directorates.

Hence, a proposed format aligned with the Board Assurance Framework, enabling the Board to have visibility of the programmes of work and 
supporting actions to deliver the objective, together with the measurements from the Integrated Performance Report that should be utilised to 
review improvement and progress with delivery of those objectives.  The proposed format encompasses the quarterly update to Board.
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Annual Objectives 2019/20

3

Caring for Patients  1.1

Achieving Outstanding Patient Safety

Principal Objective: Reduce unwarranted variation with a focus in 19/20 upon reducing avoidable harm 

This objective will see the bringing together of all the national data sources e.g GIRFT, Model Hospital, Right Care along with internally generated information to reduce 
unwarranted variation by benchmarking against national and peer best practice and clinical evidence 

GIRFT has highlighted the unwarranted variation that exists within sub specialities including unnecessary procedures.  GIRFT also makes us aware of where this affects 
clinical outcomes and patient experience and this will be a focus of improvement throughout 19/20.  The Right Care Programme provides data on excessive interventions.  For 
a population there is a ceiling to the benefits of procedures beyond which harms will accumulate without any further improvement in population health.  The Model Hospital also 
provides useful data.  

Objective Delivery / Forecast: Objective Details

Q1 Q2 Q3 Q4 Full Year 
Forecast

Opened: April 2019

Reviewed Date: 

Measurements of improvement: Supporting programmes of work:

 Quality KPIs relating to harm (Integrated Performance Report)

 Standardised protocols and pathways in place

 Robust governance to address variation without impacting on innovative practice

 Management of deteriorating patients

 PROMS

 NJR

 Implementation of GIRFT recommendations

 GIRFT action plan

 Pilot of referral acceptance in spinal disorders

 Outpatients protocols

 Booking and scheduling review

 Model Hospital

Action plan to reduce unwarranted variation

Action Division / Dept Lead Due By Progress Update Completed

Lead Director: Lead Committee

Director of Nursing & Medical Director Quality and Safety Committee
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4

Caring for Patients  1.2

Delivering outstanding outcomes and experience

Principal Objective: Increased focus on MSK population health

As a long term objective, 2019/20 is concentrated upon moving the organisation and local health system to transition from volume based to value based, reactive to proactive 
and illness to health and wellness focus.  This will be through the lens of population health looking to use health data to drive our actions both clinically and functionally 
supporting integrated pathways, looking to introduce the concept of risk stratification and management of population by sharing and exchanging of data within and between our 
system to future proof integration patterns.

Objective Delivery / Forecast: Objective Details

Q1 Q2 Q3 Q4 Full Year 
Forecast

Opened: April 2019

Reviewed Date: 

Measurements of improvement: Supporting programmes of work:

 Define what population health means for RJAH in the context of STP.

 Agreed STP vision for MSK services.

 MSK Joint Strategic Needs Assessment in place for STP.

 Reduced duplication of MSK services across STP.

 % PROMS across whole MSK pathway.

 Define what value v’s volume basis is.

 Commencement of wellness initiative.

 Right Care variation reduction.

 GIRFT / NJR

 NOA deep dives

 Model Hospital Development of potential incentives for population health focus.

 Define specific MSK MDT and care pathway arrangements.

 Agreed patient engagement process established.

 Development of system healthcare pathways

 MSK joint strategic needs assessment

 SOOS continued development

 Q Lab improvement partnership – mental health, neck and back 
pain

 MSK PROMs

 MSK self-management

Action plan to increase focus on MSK population health

Action Division / Dept Lead Due By Progress Update Completed

Lead Director: Lead Committee

Director of Performance, Improvement & OD Finance, Planning & Digital Committee
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Caring for Patients  1.3

Delivering timely access to patient care

Principal Objective: Improving systems and processes for best care

It is recognised that robust systems and processes are required in order to deliver the best care for our patients.  This will ensure that patients are able to access the right care 
at the time it is needed .  Delivery of this objective will see not only efficient use of resources but improved patient experience and care.

Objective Delivery / Forecast: Objective Details

Q1 Q2 Q3 Q4 Full Year 
Forecast

Opened: April 2019

Reviewed Date: 

Measurements of improvement: Supporting programmes of work:

 18 weeks RTT open pathways

 Patients waiting over 52 weeks

 Diagnostic wait times

 Bed occupancy

 DNA rates

 CQC Inpatient survey results

 Delayed transfers of care

 OJP working arrangement in measurements

 IJP measurements

 E-rostering measurements in place

 E-rostering work in partnership with Collinson Grant

 Co-ordination centre

 Demand and capacity implementation

 6-4-2 theatre planning

 Pre-op transformation

 Outpatient model

 Job planning

Action plan to improve systems and processes for best care

Action Division / Dept Lead Due By Progress Update Completed

Lead Director: Lead Committee

Director of Operations Finance Planning and Digital Committee
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Caring for Staff 1.4

Being an extraordinary place to work

Principal Objective: Focus on providing an environment  for our workforce to ‘flourish at work’

The Trust recognises the importance of creating an organisation and culture where our staff can flourish in order to deliver the best possible patient care. We recognise that 
whilst our staff survey results compare extremely favourably with our comparators there remains much that can be done to improve our staff experience and environment. This 
objective will provide focus on the People Agenda and be developed and measured via the People Committee.

Objective Delivery / Forecast: Objective Details

Q1 Q2 Q3 Q4 Full Year 
Forecast

Opened: April 2019

Reviewed Date: 

Measurements of improvement: Supporting programmes of work:

 Sickness absence

 Voluntary staff turnover

 Staff friends & family

 NHS staff survey

 Proportion of temporary staff

 Agency usage

 No. of staff entering formal disciplinary process

 No. of grievances raised

 No. of employment tribunals

 Reduction in People Processes and procedures

 Workforce wellbeing

 Excellent people management

 Strategic system workforce planning

 Staff development activities 

 Role development/new role programme

 Statutory and mandatory training and delivery plan

 Signature behaviours and values

 How do we do business at RJAH

 How to be a great manager at RJAH

 Inclusion and dignity activity plan 

 Streamlining of processes and procedures

Action plan to provide an environment for our workforce to ‘flourish at work’

Action Division / Dept Lead Due By Progress Update Completed

Lead Director: Lead Committee

Director of People / Director of Improvement, OD and Performance People Committee
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Caring for Finances 1.5

Spending our money wisely

Principal Objective: Implement our clinically led infrastructure and meeting architecture

The organisation will be implementing a new structure during 2019/20 to increase the clinical involvement in the leadership and management of the Trust. This will include a 
review and rationalisation of organisational meetings to ensure they are effective and fit for purpose.

 

Objective Delivery / Forecast: Objective Details

Q1 Q2 Q3 Q4 Full Year 
Forecast

Opened: April 2019

Reviewed Date: 

Measurements of improvement; Supporting programmes of work

 No. of meetings

 No. of participants

 Length of time

 Appropriateness of each participant / clinical balance of meetings

 Performance assurance

 Cost of meetings

 Qualitative assessment of all regular meetings

 How we do business at RJAH

 How to be a great manager at RJAH

Action Plan to implement our clinically led infrastructure and meeting architecture

Action Division / Dept Lead Due By Progress Update Completed

Lead Director: Lead Committee

Director of People / Associate Director of Governance People Committee 
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Caring for Finances  1.6

Spending our money wisely

Principal Objective: Achieve a Finance and Use of Resources score as monitored by our Regulator under the Single Oversight Framework (SOF) of at least a 2 and 
seek to improve the underlying measures 
The monthly finance score is calculated by scoring providers on a scale of 1 (best) to 4 against the following five metrics, and averaging these scores to derive an overall 
figure: 
• capital service capacity
• liquidity
• income and expenditure margin
• distance from financial plan
• agency spend. 

A provider’s overall figure may be moderated down if it scores 4 on any individual finance metric, has not agreed a control total or is in special measures for financial reasons. 

Objective Delivery / Forecast: To align to final plan submission Objective Details

Q1 Q2 Q3 Q4 Full Year 
Forecast

Opened: April 2019

Reviewed Date: 

Measurements of improvement: Supporting programmes of work:

 Control total trajectory

 Agency spend against control total

 Cash balances

 Delivery of agreed capital programme

 Delivery of annual CIP programme supported by:
oMSK Joint Transformation Board
oOperational Excellence transformation programme
oWorkforce plan
oProcurement strategy

 Delivery of activity and income plan within agreed cost base supported 
by:
oEstablishment of Co-ordination Centre
oCapacity alignment

Action plan to maintain our UoR score and seek to improve the underlying measures

Action Division / Dept Lead Due By Progress Update Completed

Risk Owner: Lead Committee

Director of Finance and Planning  Finance Planning and Digital Committee
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3.3. Next Steps

The Board of Directors is asked to:

 Agree and approve the 2019/20 annual objectives.

Following approval of these objectives our Board Assurance Framework will be produced to align to these proposed objectives and our 
integrated performance report key performance indicators for 2019/20 will be realigned to our agreed objectives, for sub-committee cascade.
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10

Appendix 1: Acronyms

NHSI NHS Improvement

GIRFT Get It Right First Time

CQC Care Quality Commission

MSK Musculoskeletal

SOF Single Oversight Framework

HTA Human Tissue Authority

PROMS Patient Reported Outcome Measures

Q&S Quality & Safety Committee

FPI Finance, Planning and Investment Committee
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Performance Management Strategy and Framework

1

0. Reference Information

Author:
Debbie Kadum
Associate Director of 
Performance

Paper date: 26/03/2019

Executive Sponsor:
Mark Brandreth
CEO

Paper Category: Performance

Paper Reviewed by:
Finance, Performance 
and Investment

Paper Ref:

Forum submitted to: Paper FOIA Status: Full

1. Purpose of Paper

1.1. Why is this paper going to Trust Board and what input is required?

There is a requirement to review the Performance Management Strategy and Framework 
annually.

2. Executive Summary

2.1. Context

The Trust Board is responsible for setting the strategic direction of the Trust. It has 
responsibility for monitoring performance against the agreed direction, and for ensuring that 
corrective action is taken where necessary when performance falls below expectations.

The fundamental purpose of this Strategy and Framework is to ensure delivery of the Trust’s 
vision, strategic and corporate objectives whilst instilling a culture of continuous 
improvement to achieve its aspiration of delivering world class patient care.

2.2. Summary

 The core principles of the Strategy and Framework remain the same

 Roles and responsibilities have been more clearly defined to strengthen the 
accountability section.

 The link between a drive for continuous improvement and performance measurement 
has been articulated.

 A section on anticipated outcomes has been added.

 The role of the Board Committees in managing performance is highlighted.

 The need for robust data quality systems and processes is included.

2.3. Conclusion

The Board is asked to approve the refreshed Performance Management Strategy and 
Framework for 2019/20.
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1. Introduction

A devolved accountability structure managed through a performance framework is in place at 
the Trust supported by a clinical leadership model and the Trust aspires to develop this model 
further over coming years. The underlying principles of this framework are to ensure that 
delivery of the Trust’s strategy and corporate objectives are managed in a systematic way 
from ‘Board to Ward’. 

The framework supports the Trust’s drive for continuous improvement towards our aspiration 
to deliver world class patient care.

The Board assesses the performance of the Trust on a monthly basis via the Integrated 
Performance Report (IPR) which includes balanced scorecards, narratives and heat maps for 
our three domains; Caring for Patients, Staff and Finances. A narrative is provided for all 
indicators with additional focus on actions required to improve performance on indicators that 
are either red or amber rated. Prior to the IPR being presented to Trust Board, performance 
indicators are reviewed by a committee of the Board to allow for more detailed scrutiny where 
required. A separate report on the delivery of corporate objectives is presented to the Board 
quarterly and measures within the IPR are also aligned to these objectives. The key 
performance indicators presented to Board are aligned with the NHSI Single Oversight 
Framework. The data included in the IPR is underpinned by a robust rolling data quality 
programme which is overseen by the Audit Committee.

This performance strategy supports and links with the strategy ‘golden thread’ and other key 
processes/strategies in the organisation such as the Board Assurance Framework, risk 
management processes, quality account production and the Board quarterly self-certification 
as a Foundation Trust.

2. Performance Management Principles

High performing performance management describes performance improvement in five steps:

The spectrum of performance stretches from underperforming or failing performance at
one extreme, to excellent or world class performance at the other, and is illustrated

below.
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The Performance Spectrum

Breach of registration 
requirements and/or 

authorisation

Non-compliance with 
selected improvement 
standards or failure to 

meet improvement 
targets

Compliance with 
criteria, adoption of 

improvement standards 
and performance 

against national and 
local targets

Exceeding national 
targets, benchmarking 

and continued 
improvement

Failing Underperforming Average to good World-class
(the spectrum of performance must be measured in terms of metrics, targets and standards)

3. Performance Accountability Framework

The framework consists of two stages:

 Planning phase – where objectives and performance measures are agreed via the 
Board and its committees annually and following review can be refreshed in year.

 Reporting and Review – the performance management process that supports the 
delivery of objectives through ‘Board to Ward’ reporting. 

3.1 The Planning Phase

The planning process comprises two elements; strategic planning and annual planning.

Strategic Planning
The purpose of the strategic planning process is to: 

 Develop and agree the Trust’s mission, vision and strategic priorities

 Refresh the enabling strategies and set strategic objectives that will enable the 

Trust to achieve its vision

The Trust refreshed its strategy in 2018 and this covers the years 2018-2023. The overarching 
strategy ‘golden thread’ includes:

 Our mission: ‘Caring for Patients, Caring for Staff, Caring for Finances’

 Our vision: ‘aspiring to deliver world class patient care’ 

 Our strategic priorities and enabling strategies: ‘Operational Excellence, Local 

Musculoskeletal Services, Specialist Work underpinned by Culture and 

Leadership’ 

 Corporate objectives (delivered through annual objectives), values and cultural 

characteristics

Annual Planning

The purpose of the annual planning process is to: 

 Develop an annual operating plan in line with the Trust’s overall strategic direction and NHSI’s 

detailed planning requirements. The latest plan formally submitted to NHSI covered the one 

year period 2019-2020.

 Agree the annual objectives to support delivery of corporate objectives including the 

responsible directors and key performance measures. The Trust’s corporate objectives are:

o Achieving outstanding patient safety
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o Delivering outstanding outcomes and experience
o Delivering timely access to patient care
o Being an extraordinary place to work
o Spending our money wisely
o Meeting the requirements of our regulators

 Ensure the required outcomes key to delivery of the above can be measured by key 

performance indicators (KPIs).

 State the risks to the Trust should an outcome not be delivered (through the Board Assurance 

Framework).

 Link the KPI’s to the annual Improvement Plan (currently Operational Excellence)

 The plan will be approved by the Trust Board as per the NHSI submission timetable.

3.2 Reporting and Review

3.2.1 Reporting

The Board assesses the performance of the Trust ten times a year at its Board meeting via 
the IPR which includes balanced scorecards, narratives and heat maps for the three domains 
of the vision as follows: 

 Caring for patients

 Caring for staff

 Caring for finances

Performance information will be provided for the following periods:

 Monthly 

 Year to date (from 2019/20)

 Year end forecast (from 2019/20)

The narrative provided for each indicator includes additional focus on actions required to 
improve performance on indicators that are either red or amber rated. Supporting graphical 
information to provide trend analysis, forecasts, benchmarking data, trajectories for 
improvement and statistical process control limits are in place where appropriate.

The balanced scorecard is also produced at the following levels in addition to Board level:

 Divisional level (reviewed at Divisional Performance Reviews)

 Department/Ward level (some specifics reviewed at Divisional Performance 
Reviews)

The annual corporate objectives, approved by the Board as part of the annual plan review, 
partly form the basis of the scorecard targets for the coming year. Additionally key regulatory 
targets aligned with the NHSI Single Oversight Framework and contractual requirements are 
also included.

The responsible Board committee for each indicator will approve targets and appropriate 
tolerances that will drive the exception reporting process for the year. Any exception reported 
will include an understanding of the cause of the variation and the action plan to rectify the 
performance. Indicators will be allocated to committees as follows:

 Caring for Patients – Quality and Safety Committee (with the exception of RTT 
targets as these are allocated to Finance Planning and Investment Committee)

 Caring for Staff – People Committee, Equality & Diversity Steering Group.

 Caring for Finances – Finance, Investment and Digital Committee
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3.2.2 Performance Review

Performance is reviewed under the following framework (this is detailed further in Appendix 1):

 At each Trust Board ten times a year through the IPR aligned to the relevant 
Board Committee.

 All indicators included in the IPR are reviewed by a committee of the Board and 
action plans agreed for those indicators that have been red for three months or 
more.  

 In addition to the above, the Board may request that an appropriate committee 
carries out ‘deep dives’ into certain performance indicators to ensure an 
appropriate level of granular review is carried out.

 Performance is also monitored through the Executive team meeting on a weekly 
basis focussing on key delivery metrics such as any serious incidents, infection 
control, activity, financial performance and waiting times.

 A monthly operational performance review is held with each clinical division 
monthly and corporate division annually. The review is chaired by the Director of 
Performance, Improvement and Organisational Development and includes 
Divisional Managers, Clinical Directors, Senior Nurses and Corporate Leads. The 
reviews will focus on divisional scorecard exception reporting, performance 
against corporate annual objectives and strategic work streams. Actions will be 
agreed to rectify areas performing below target and divisions will be held to 
account for delivery of these actions. Those clinical divisions demonstrating strong 
performance may be de-escalated to bi-monthly performance reviews as per the 
terms of reference for this meeting.

 NHSI mandate regular Executive performance review meetings to assess 
performance against the five domains of the Single Oversight Framework and 
determine the segmentation of the Trust as follows:

o Quality of care (safe, effective, caring, responsive)
o Finance and use of resources
o Operational performance
o Strategic change
o Leadership and improvement capability (well-led)

 The Trust has an ambition to be rated in Segment 1 of this framework which is the 

highest possible rating.

 Delivery of the Trust’s strategy is assessed through monthly Executive Strategy 

meetings and quarterly strategy board meetings and key project updates may also 

be requested through divisional performance reviews.

3.3       Data Quality

The performance and reporting framework supports the decision making processes of the 
Trust Board and the organisation. It is therefore critical that the Board can take assurance that 
the information reported is robust. Internally the Trust has developed a robust rolling 
programme of data quality audits for all of the metrics reported through this performance 
framework. This programme is overseen by the Audit Committee. Where appropriate the 
Board may require independent assurance on the data quality of key metrics. A data quality 
rating for each indicator is visible in the IPR for each indicator.

4. Responsibilities and Accountabilities for Performance Management
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Whilst it is everyone’s role to manage performance, the Board should drive a culture of 
performance by providing a clear strategic vision and annual objectives and by holding the 
Executive Team to account for delivery. 

To deliver the performance framework a stepped approach to performance management is
required which clearly specifies roles and responsibilities. It is essential that key targets,
programmes, projects and actions are disaggregated throughout the Trust and hierarchy to
ensure delivery of targets at every level and across the organisation as a whole; to understand
what is expected of them and the part they play in the overall success of the Trust.

4.1 Chief Executive

The Chief Executive has overall statutory responsibility for performance management and has 
delegated responsibility for the leadership, development and delivery of the Performance 
Management Strategy and Framework to the Director of Performance, Improvement and 
Organisational Development. 

4.2 Director of Performance, Improvement and Organisational Development

Has delegated responsibility for the leadership, development and delivery of the Performance 
Management Framework from ‘Board to Ward including’:

 A comprehensive integrated performance improvement regime with governance 

arrangements that ensure all national and local targets are monitored, reported, 

managed and resolved by the responsible Director.

 The provision of high quality business intelligence to inform and enhance the 

decision making availability of staff at all levels through the organisation.

 Setting comprehensive KPIs and targets to enable monitoring of the delivery of 

external and local requirements.

 Developing robust processes that enable the Trust to provide assurance on 

delivery of targets to regulators and other key stakeholders.

 Highlighting areas of both excellent and off-plan performance to the Board and its 

committees and ensuring plans are developed to improve performance where 

required by the responsible Director.

4.3 Directors

Responsible for ensuring services are delivered in line with commissioning requirements and 
meet the required safety and quality standards, financial targets and regulatory requirements. 
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Drive professional and managerial accountability in delivering key performance indicators and 
promoting leadership across the Trust to deliver the performance agenda.

Executive Director responsibilies include ensuring:

 That the Performance Management Strategy and Accountability Framework is 

implemented within their own sphere of responsibility;

 That managers and staff co-operate in applying the Strategy throughout their Division 

or Department;

 That steps are taken to secure resources for the implementation of associated 

controls following risk assessment;

 That targets for KPI’s are agreed, communicated and delivered;

 That governance arragenments to underpin the Performance Management Strategy 

and Accountability Framework are in place.

4.4 Divisions

Each Division has a responsibility to act upon data quality reports produced by the Information 

Department. 

Each Division will have its own Board and IPR, which reflects the content of the Trust’s IPR 

Board report with the addition of the Division’s own KPI’s within it.

Divisional Managers, Clinical Directors and Performance Managers are responsible for:

 Ensuring services within their remit perform to the required standards/targets and 

maximise their potential;

 Acknowledging and rewarding excellent performance;

 Analysing service performance on a minimum weekly basis, establishing variances, 

trends, discrepancies or gaps;

 Scutinising the root cause of variances, trends, discrepancies or gaps and acting upon 

this to eliminate continued issues by developing action plans to recover;

 Escalating to the Executive Management Team via the Divisional Performance 

Review Meeting, areas of significant risk or opportunity.

4.5 Individual Staff Member

Individual staff members are responsible for:

 A commitment to deliver excellent service performance;

 Recording all information whether service user, finance, quality or workforce related in 

an accurate, complete and timely manner;

 Reviewing the data completed and highlighting to their manager any difference, gaps 

or trends with the information;

 Taking corrective action where necessary in order to achieve the required 

performance levels.
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5.0 Improving Performance and Sharing Best Practice

Service Improvement whether Trust wide or operational within Divisions, individual services or 
departments will underpin all discussions and activity at RJAH.

If the organisation is to be successful in it’s aspiration to deliver world class patient care it 
must continually strive to improve all aspects of performance across the domains of Caring for 
Patients, Staff and Finances.

The identification and sharing of best practice information, including benchmarking will support 
this drive for continuous improvement.

6.0 Key Outcomes expected from the delivery of the Performance Management Strategy 
and Accountability Framework

 All staff employed by the Trust will have a clear understanding of the value of managing 

performance supporting a culture and belief that achieving excellent performance is important;

 The Trust’s Strategy and Corporate objectives are managed in a systematic way from “Board 

to Ward”;

 All  employees will have a demonstratable appreciation as to how their work contributes 

towards delivery of all of the Trust’s priorities;

 Integrated performance management frameworks will be in place at all levels of the 

organisation;

 There will be integrated and timely reporting with high quality commentary for performance 

reviews;

 Data Quality will be taken seriously with good arrangements in place at all levels;

 Assurance rather than reassurance can be given.

7.0 Summary

The Performance Management Strategy and Framework (PMF) will support RJAH in 
achieving its vision and provide the Board with assurance against major work programmes, 
business objectives and key national and local targets. The PMF sets out a robust process for 
reviewing performance at Board level and Executive level and a process for early identification 
and escalation of performance issues in Divisions and Departments. 

It is therefore incumbent upon all staff members to contribute to the measurement of
performance, whether this is on an individual service user care pathway or at a strategic level 
in order to deliver the Trust’s vision.

However, performance management is a dynamic process which needs to be actively 
managed to be effective. This framework will require proactive management and development 
if it is to grow in value to the Trust.

8.0 Review and Updating of the Strategy and Performance Management Framework

The Performance Management Strategy and Framework will be reviewed on an annual basis 
by the Director of Improvement, Organisational Development and Performance and any 
changes will be submitted to the relevant forum for endorsement, prior to the ratification by the 
Trust Board.
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Appendix 1 – Meetings and governance

Meeting Frequency Who Report

Board of Directors Monthly Chair - Chairman
Trust Board

Trust level Integrated Performance Report
Annual objective review (quarterly)

Committees to review all KPIs prior to Board meeting and 
present a performance overview through the Chair’s report

Executive Team Monthly Chair – CEO
Executive Team

Trust level Integrated Performance Report

Executive Team Weekly Chair – CEO
Executive Team

Key performance indicators e.g.  serious incidents, infection 
control, waiting times targets, activity and financial performance

Divisional 
Performance 

Reviews

Monthly Chair – Director of Improvement, Organisational 
Development and Performance

Executive Team, Clinical Directors, Divisional Leads, 
Senior Nursing Team and Corporate Leads

Performance against corporate objectives, strategic updates, 
divisional scorecard exception reporting, financial performance, 

key risks, action plans and update of participation in 
organisational development programmes

Divisional Board 
Meetings

Monthly Chair - Divisional Manager/Clinical Director
Clinical Leads, Divisional Senior Team, 

Ward/Department Leads and Corporate Leads

Key Performance metrics for divisions/departments/wards

NHSI Performance 
Review Meetings

Monthly Chair – NHSI Relationship Manager
Executive Team and NHSI relationship team

Five domains of the Single Oversight Framework to determine 
the segmentation of the Trust
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       Appendix 2 – Record of Amendments 

Record of Amendments to: Performance Management Strategy and Accountability Framework. V4.

Amendments approved by: Chief Executive / Trust Board Date

Section number Amendment Deletion Addition Reason
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Chair’s Assurance Report 
Risk Management Committee – 6th March 2019

 1

0. Reference Information

Author
Shelley Ramtuhul,
Trust Secretary

Paper date 28th March 2019

Executive Sponsor
Harry Turner, 
Non-Executive Director 

Paper Category
Governance and 
Quality 

Paper Reviewed by N/A Paper Ref N/A

Forum submitted to Board of Directors Paper FOIA Status Full 

1. Purpose of Paper

1.1. Why is this paper going to the Board of Directors and what input is 
required?

This paper presents an overview of the Risk Management Committee Meeting held on 6th 
March 2019 and is provided for assurance purposes.

2. Executive Summary

2.1 Context

The Board of Directors has delegated responsibility for the implementation of the Trust’s risk 
management systems and controls to the Risk Management Committee.  This Committee is 
responsible for seeking assurance on the Trust’s risk management in order that it may 
provide appropriate assurance to the Board.

2.2  Summary

 The meeting was well attended and was quorate.

 There was good progress of actions from the previous meeting

 The Board Assurance Framework (BAF) was presented with the progress against 
addressing the gaps in controls and assurances noted.

 The committee was assured regarding the management of the Research, Theatre, 
Surgery and Diagnostics divisions.

 The Risk Management Report provided assurance regarding the Trust’s risk and 
incident management.

 An in-depth report was presented on the a recent RIDDOR incident

 The work plan was reviewed and agreed

2.3. Conclusion

The Board is asked to note the meeting that took place and the assurances obtained.
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3. Main Report

3.1  Introduction

This report has been prepared to provide assurance to the Board from the Risk Management 

Committee which met on 6th March 2019.  The meeting was quorate with two Non-Executive 

Directors and five Executive Directors in attendance.  A full list of the attendance is outlined 

below.

Chair/ Attendance:

Membership

Harry Turner Non-Executive Director  
Chris Beacock Non-Executive Director
Kerry Robinson Director of Strategy and Planning
Bev Tabernacle Director of Nursing 
Mark Brandreth Chief Executive Officer
Nia Jones Director of Operations
Craig Macbeth Director of Finance

In Attendance

Shelley Ramtuhul Trust Secretary
Paula Jeffreson Deputy Director of Operations
Mark Lowe Lead Performance Manager
Connor Hodgetts Superintendent 
Alison Harper Governance Lead for Diagnostics
Sara Ellis Anderson Matron for Diagnostics
Jo Wales Deputy Research Manager
Julie Roberts Assistant Director of Nursing and Governance
Rob Freeman Medical Representation
Leighann Sharp Matron for Theatre
Amanda Peet Divisional Manager for Theatre
Judith Samson Governance Lead for Theatre
Ian Gingall Health and Safety Officer
Mary Bardsley Assistant Trust Secretary

Apologies:

Sarah Sheppard Director of People
Kirsty Evans Matron for Surgery

3.2  Actions from the Previous Meeting

The Committee noted the actions of the previous meeting had all been completed.   
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3.3  Key Agenda  

The Committee received all items required on the work plan with an outline provided below 

for each:

Agenda Item / Discussion Assured 
(Y/N)

Assurance 
Sought

1. Declaration of Interest

There were no announcements regarding declarations of 
interest.

N/A

2. Research Deep Dive

The committee received the first deep dive from the Research 
department for review and challenge.

The committee were informed that the department have 
recently been revising all policies and procedures and 
therefore identifying risks for the register.

It was confirmed the Research Committee will report directly 
to the Quality and Safety Committee.

The department have been allocated a Governance Lead 
who will be supporting the team with DATIX and recording of 
risks.

The committee agreed partial assurance could be given on 
the process of the Research risk register. 

Partial

It was 
recognised 

that the work 
was underway 
to capture the 

Research 
Department’s 
risks and that 
this would be 
brought back 

to the 
committee

3. Surgery Deep Dive

The committee received the Surgery Deep Dive for 
discussion. The following key points were highlighted:

 20 risks have been re-registered 

 1 risk has increased 

 A total of 13 risks have decreased 

 A total 46 risks have been closed 

 There are currently two high risk recorded 

The committee discussed the two high risks which were 1455 
safer staffing levels impacted due to nursing vacancies and 
1876 spinal disorders consultant capacity.

The committee were assured with the process in place to 
challenge the risk register. It was suggested the divisions 
incorporate the top risk into the performance review meetings 
presentation which will allow the Executive Team to challenge 
the risks from an operational perspective.

Y

4. Theatre Deep Dive

The committee received the Theatre Deep Dive for 
discussion. The following key points were highlighted:

 47 treated risks are recorded with 3 overdue for 
review 

 A total of 83 tolerated risks

 12 new risks have been recorded 

Y
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 A total of 54 risks have been closed 

 There has been 1 increased risk. 792 - Damage to 
sterile wrap causes contamination of surgical 
instruments. 

 One risk has decreased. 1848 – O-Arm Trial

From discussion regarding the risk tracker, it was noted there 
are a number of risk recorded which have remained static for 
12months. 

The committee discussed the process of overarching risks 
which have been highlighted as overdue. The risks have 
been escalated within the division for further discussion and 
incorporated into the next Operational Board Meeting. Going 
forward overarching risks will be presenting into deep dives 
for all areas affected.

Overall the committee were assured with the process in place 
to challenge and review the division’s risks.

5. Diagnostics Deep Dive

The committee received the Diagnostics Deep Dive for 
discussion. The following key points were highlighted:

 35 treated risks of which 6 are overdue review

 11 new risks 

 7 risks have been closed 

 7 risk have been increased following a review

 The highest risk score recorded is 15 – Risk 1658 
Orthotics Department Environment Clinic room at The 
Royal Shrewsbury Hospital 

 A total of 8 old risks which have been re-registered 

 A total of 50 tolerated risks of which 5 are overdue 
review

The committee discussed risk 1658 in detail. The Trust has 
not received a response from The Royal Shrewsbury Hospital 
regarding the risk. The committee were informed that the lack 
of space within the environment would require to be 
escalated. MB encouraged the team to look for alternative 
accommodation if the current is impacting on our patient 
service. A Health and Safety inspection is due to be 
completed on the accommodation including infection control. 

The process of which the risks are challenged and reviewed 
was discussed which provided assurance to the committee. 

Y

6. Board Assurance Framework and EU Exit Deep Dive

The committee received and reviewed the Board Assurance 
Framework. It was noted there had been a change to the 
register; risk 1.4 relating to failure to improved performance in 
relation to the CQC core standards. The Trust has recently 
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received its inspection report which demonstrated an 
improved rating.

In addition, updates have been made to the actions to 
address identified gaps within controls and assurances.

As the new financial year approaches the Trust will revise the 
Strategic Objectives in line with upcoming priorities and 
external factors. The updated Board Assurance Framework 
will be presented and discussed at the Board of Director 
Meeting. 

The committee noted the Board Assurance Framework.

EU Exit Deep Dive

The committee discussed the EU Exit deep dive. Following 
discussions the committee were assured with the process in 
place to monitor and highlight potential risks the Trust is 
currently facing with regards to the EU Exit.

The members of the committee were informed that the 
Procurement team continue to monitor the suppliers on behalf 
of the Trust. 

The committee discussed the workforce application process 
including the EU national work force, reciprocal healthcare 
agreements and information systems.

The committee can be assured the Trust are sighted on the 
risks and process in place to mitigate.

Y

7. Corporate Risk Register

The committee received the Corporate Risk Register as at 
28th February which outlines the changes made since the 
previous meeting.

There are a total of 16 risks recorded, with the majority being 
in Medicine and Rehabilitation department.

A total of 5 risks have been increased:

 1455 – Safer Staffing Level impacted due to nursing 
vacancies

 1656 – RSH Orthotics Department – Environment

 650 – Patients planned read admissions date for 
urological procedure over

 1964 – Demand for Beds exceed capacity available

 1884 – Falsified medicines directive

A total of 2 risks have been closed and removed:

 1746 and 1747 – Admissions and Appointments 
Staffing levels

Following a review of the risk tracker, it was noted 5 of the 16 
risks have remained static over the past 12 months. Overall 
the committee were assured with the process of challenging 
the corporate risk register and no risks were escalated.

Y
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The committee noted the corporate risk register.

8. Risk Management Report

The committee received the Risk Management Report which 
documents the Trusts current position in relation to reported 
incidents and risks and discussed the following:

 Incident Backlog

 Serious Incidents

 Total of Risks

 Benchmarking Date

 NHS Staff Survey

 Safety Champions

 Top Categories

 Live Risks

The committee commented on the informative report and 
agreed the actions being highlighted were clearer. 

The committee noted the report.

Y

9. RIDDOR Investigation Report

The committee received two RIDDOR Investigation Reports.

The first related to a member of staff who had a pre-existing 
condition which was not raised / considered and resulted in 
an injury.  The committee discussed the issues regarding 
concerns with members of staff handover and how the Trust 
can rota staff safely.

The committee was assured that training is available for staff 
and that the staffing levels were accurate at the time of the 
incident.

The committee discussed the learning identified following the 
incident. It was noted the Safety Champions can share 
learning details through the organisation whilst completing a 
walkabout. 

The second RIDDOR report related to a staff member injured 
tripping over a trip hazard at the end of a bed.  It was 
confirmed the beds within the Trust are still being 
inappropriately used to store foot pumps. The Health and 
Safety Advisor will continue to liaise with colleagues to 
mitigate the risk and raise awareness.

The committee noted the RIDDOR Investigation Report

Y

10. Workplan

The committee received the work plan for 2019/20. The HR 
deep dive was deferred to the next meeting.

The committee discussed the revised schedule for the 
meetings which will be quarterly, this commences from April 
2019. The work plan will be revised prior to the next meeting.

The committee approved the work plan for 2019/20

N/A
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11. Attendance Matrix

The committee discussed the purpose of the attendance 
matrix, highlighting the importance of correct representation is 
in attendance at the meetings.

The committee noted the attendance matrix.

N/A

3.4  Risks to be Escalated  

In the course of its business the Committee agreed there were no risks which required 
urgent escalation. 

3.5  Assurances Sought at the Last Meeting

There were no outstanding assurances from the previous meeting.

3.5 Conclusion

The Board is asked to note the meeting that took place and the assurances obtained.
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1

0. Reference Information

Author:
Dr James Neil,
Trust Lead

Paper date: 26th March 2019

Executive Sponsor:
Mr Steve White,
Medical Director

Paper Category: Governance and Quality 

Paper Reviewed by: Board of Directors Paper Ref: N/A

Forum submitted to:

Mortality Steering Group  
and  
Quality and Safety 
Committee

Paper FOIA Status: Full 

1. Purpose of Paper

1.1. Why is this paper going to Board of Directors and what input is required?

Learning from Deaths summary report to the Board of Directors following the Quality and 
Safety Committee.

Review of numbers.

2. Executive Summary

2.1. Context

To report the current numbers in 2018 for Learning from Deaths (LFD).

2.2. Summary

See Numbers Below.

2.3. Conclusion
No concerns identified.
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3. The Main Report

3.1. Introduction

NHSI asks that we have an update on the current state of LFD 
investigations/numbers/actions and themes identified.

3.2. Learning From Deaths Summary.

Date Total 
Deaths

Number 
for case 
record 
(SJR) 
review

SI Death 
likely due 
to 
problems 
with care

Themes Actions/Learning 
Identified

September 2018 0 0 0 0 None None

October 2018 2 2 0 0 None None

November 2018 1 1 0 0 None None

December 2018 1 1 0 0 None None

3.3. Associated Risks

None identified.

3.4. Next Steps

Mr Burston has been identified as second reviewer for surgery.

3.5. Conclusion

No issues identified or specific learning from last four months.
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Appendix 1: Acronyms

LFD Learning From Deaths

SJR Structured Judgment Review

MSG Mortality Steering Group
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Safe Working Hours: Doctors in Training
Q4 

1

0. Reference Information

Author:
Chris Marquis, 
Guardian of Safe Working

Paper date: February 2019

Executive Sponsor:
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1. Purpose of Paper

1.1. Why is this paper going to Board and what input is required?

The Board of Directors is asked to consider and note the Trust’s position in relation to safe 
working hours for doctors in training.

2. Executive Summary

2.1. Context

As part of the 2016 Terms and Conditions for Junior Doctors it was agreed that additional 
safeguards would be put in place to protect the working hours of doctors in training.  This 
included a Guarding of Safe Working to champion safe working hours and provide 
assurance to the Board in this regard.

2.2   Summary

The Trust has in place a Guardian of Safe Working and this paper presents the July 2018 
report from the Guardian.  It outlines the work that has been undertaken to date and 
highlights some of the issues being faced as the new system of monitoring and exception 
reporting embeds.  The report provides the data currently available in relation to rota 
vacancies and agency and locum usage.

2.3. Conclusion

The Board is asked to consider and note this report from the Guardian of Safe Working.
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3. The Main Report

3.1. Introduction

This paper sets outs the background and context around the introduction of the Guardian of 
Safe Working as part of the 2016 Terms and Conditions for Junior Doctors and 
implementation of that role in the Trust.

The 2016 national contract for junior doctors encourages stronger safeguards to prevent 
doctors working excessive hours. During negotiations on the junior doctor contract, 
agreement was reached on the introduction of a 'guardian of safe working hours' in 
organisations that employ or host NHS trainee doctors to oversee the process of ensuring 
safe working hours for junior doctors. The Guardian role was introduced with the 
responsibility of ensuring doctors are properly paid for all their work and by making sure 
doctors aren’t working unsafe hours.

The role sits independently from the management structure, with a primary aim to represent 
and resolve issues related to working hours for the junior doctors employed by it.  The work 
of the guardian will be subject to external scrutiny of doctors’ working hours by the Care 
Quality Commission (CQC) and by the continued scrutiny of the quality of training by Health 
Education England (HEE). These measures should ensure the safety of doctors and 
therefore of patients. 

The Guardian will:
• Champion safe working hours.
• Oversee safety related exception reports and monitor compliance.
• Escalate issues for action where not addressed locally.
• Require work schedule reviews to be undertaken where necessary
• Intervene to mitigate safety risks.
• Intervene where issues are not being resolved satisfactorily.
• Distribute monies received as a result of fines for safety breaches.
• Give assurance to the board that doctors are rostered and working safe hours.
• Identify to the board any areas where there are current difficulties maintaining safe 

working hours.
• Outline to the board any plans already in place to address these
• Highlight to the board any areas of persistent concern which may require a wider, 

system solution.

The Board will receive a quarterly report from the Guardian, which will include: 
• Aggregated data on exception reports (including outcomes), broken down by 

categories such as specialty, department and grade. 
• Details of fines levied against departments with safety issues.
• Data on Rota gaps / staff vacancies/locum usage
• A qualitative narrative highlighting areas of good practice and / or persistent concern.

Other new features of the 2016 contract include:

Work scheduling – junior doctors and employers will be required to complete work schedules 
for the doctors in training. This will begin as a generic schedule setting out the hours of work, 
the working pattern, the service commitments and the training opportunities available during 
the post or placement.

Exception reporting – enabling doctors to raise exception reports where their work schedules 
do not reflect their work, and to ensure that a work schedule remains fit for purpose, This is 
beneficial to employers as it will give real-time information and be able to identify key issues 
as they arise. It also benefits doctors, as issues over safe working or missed educational 
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opportunities can be raised and addressed early on in a placement, resulting in safer 
working and a better educational experience.

Requirement for junior doctor forums to be set up - principally these forums will advise the 
Guardian of Safe Working who will oversee the processes in the new contract designed to 
protect junior doctors from being overworked. The Guardian and Director of Medical 
Education in each Trust and relevant organisation shall jointly enable a nomination/election 
process to establish a Junior Doctors Forum (or fora) to advise them and make appropriate 
arrangements to enable the elected representatives time off for their activities & duties in 
connection with their role. Election onto the forum will be for the period of rotation and 
replacements must be sought for any vacancies.

3.2   Guardian of Safe Working Report

3.2.1 High level data

For the period Oct - Dec 2018

Training posts 20Orthopaedics

Of which Doctors in training on 2016 contract 3

Training posts 1Rehabilitation/ Spinal 
Injuries

Of which Doctors in training on 2016 contract 1

3.2.2 Exception reports (with regard to working hours)

The exception reporting system is designed to allow employers to address issues and 
concerns as they arise, in real time, and to keep doctors’ working hours, both rostered and 
actual, within safe working limits. If the system of work scheduling and exception reporting is 
working correctly, in anything other than truly exceptional circumstances, the levying of a fine 
indicates that the system has failed or that someone – the supervisor, Guardian or the 
individual doctor concerned – has failed to discharge his or her responsibilities appropriately.

Any levying of a fine should therefore be followed by an investigation in to why it was 
necessary and remedial action to ensure that it does not happen again. The most important 
thing to remember is that fines should rarely, if ever be applied at all. 

Currently there have been no exceptions reported to the Trust. 

The trust continues to engage with the junior doctors regarding rotas and via the Junior 
Doctor Forum. At all stages care is taken to ensure hour’s compliance is achieved without 
compromise to patient safety and our training responsibilities.

As it stands the Trust can be reassured we are compliant with the demands placed upon us.

3.2.3 Work schedule reviews

None – please see above. Work schedule reviews are triggered by repeat exception 

reporting highlighting an issue with a position or rota. With no exception reports, no work 

schedule reviews should be expected.

3.2.4 Junior Doctor Agency and Locum usage and Rota Vacancy Report
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Please see Appendix 1

Trauma and Orthopaedics 

Number of Vacancies

Oct – 2 part time trainees

Nov – 2 part time trainees

Dec – 2 part time trainees

Vacant shifts – Oct 2, Nov 5, Dec 0 

Total spend has been £ 2465

Medicine 

Number of Vacancies

Oct – 1 - but GP trainees in rotation

Nov – 1 - but GP trainees in rotation

Dec - 1 - but GP trainees in rotation

Vacant shifts – Oct 0, Nov 0, Dec 0

Total spend has been £ 0

MCSI 

Number of Vacancies

Oct – 1

Nov – 1

Dec - 1

Vacant shifts – Oct6 6, Nov 7, Dec 9

Total spend has been £ 5336.4

3.2.5 Fines

None – please see exceptions report section 3.2.2 

3.3 Challenges

Recent attendance at a regional level meeting highlighted good practice in a variety of 
Trusts. Close engagement between the Guardian to Speak Out and the GJDW was 
particularly evident and moving forward an area as a Trust we could actively develop.
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3.3.1 Engagement 

Engagement with the junior doctor workforce has continued to improve and the JDF provides 

an open forum for discussion. Attendance has fluctuated and I continue to try and achieve a 

broader representation and numbers at the meetings. Meetings have not highlighted any 

significant concerns from the junior workforce.

3.3.2 Software System

The position has not changed from previous reports.

Associated Risks

As it currently stands we are an outlier with respect to the lack of exception reports in the 
Trust. This was discussed at the JDF. Whilst there is no culture of bullying or intimidation 
behind this and juniors are encouraged to file reports as they feel appropriate, our position 
may draw scrutiny and inappropriate speculation as to the cause.

Next Steps 

The Board is asked to consider and note this report from the Guardian of Safe Working.

3.4. Conclusion

The Trust continues to see no exception reports or fines. This is strongly suggestive of a 
high level of satisfaction in the training and experience offered by the Trust to the Junior 
Doctors. 

The trust continues to work hard to fulfil its responsibilities under the terms of the new junior 
doctors’ contract and based on available information and assessments appear to be 
compliant. 

Christopher Marquis

Guardian of Safe Working
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1. Purpose of Paper

1.1. Why is this paper going to Trust Board and what input is required?

This paper provides an outline of the Finance Planning and Investment Committee Agenda 
for the meeting of 26 March 2019.  This will support the verbal report provided by the Non 
Executive Chair of the committee.

2. Executive Summary

2.1. Context

The Board of Directors has delegated responsibility for the oversight of the Trust’s financial 
performance to the Finance Planning and Investment Committee.  This Committee is 
responsible for seeking assurance that the Trust is operating within its financial constraints 
and that the delivery of its services represents value for money.  Further it is responsible for 
seeking assurance that any investments again represent value for money and delivery the 
expected benefits.  It seeks these assurances in order that, in turn, it may provide 
appropriate assurance to the Board.

2.2. Summary

Due to the timing of the committee it is not possible to provide a paper Chair’s Report and 
this will be provided at the next meeting.  The Non Executive Director Chair of the committee 
will provide a verbal report covering the attached agenda from the committee.

2.3. Conclusion

The Board is asked to note the agenda and that a verbal report will be provided during the 
meeting.
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1. Purpose of Paper

1.1. Why is this paper going to Trust Board and what input is required?

The Board is required to assure itself that the Trust is providing high quality, caring and safe health 
care services in accordance with national regulatory standards.

The purpose of the Integrated Performance Report (IPR) is to provide the Trust Board with the 
evidence of achievement against the national regulatory standards, identification of emerging risks 
and the assurance that an improvement plan is in place and is effective.

This paper is for information and the Board is asked to note the Month 11 (February) Integrated 
Performance Report.

2. Executive Summary

2.1. Context

The paper incorporates the monthly integrated performance report with associated narrative and 
descriptions of key actions.

2.2. Summary

In line with the Trust’s Performance Management Strategy and Accountability Framework, Board-level 
Key Performance Indicators (KPIs) which are considered to drive the overall performance of the Trust 
have been agreed by the sub-committees of the Board and included in this report.
The Trust remains in segment 2 of the NHS Improvement Single Oversight Framework.

There are 6 exception reports for KPI’s which have not been met for 3 months running.
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Exception Report Trend Responsible Sub-Committee

Sickness Absence KPI not met for 3 months Quality and Safety

% Delayed discharge rate KPI not met for 6 months and 
position deteriorated from 
month 10

Quality and Safety

Patients waiting over 52 weeks 
- English

KPI not met for 5 months but 
forecast 0 by end of Q4

Finance, Performance and 
Investment

Patients waiting over 52 weeks 
- Welsh

KPI not met this financial year 
and forecast not to achieve year 
end

Finance, Performance and 
Investment

RTT KPI not met for 4 months -
forecast not to achieve 92% by 
end of Q4

Finance, Performance and 
Investment

OPD DNA rate KPI not met for 3 months Finance, Performance and 
Investment

Of note this month:

Caring for Staff

 Low vacancies and staff turnover trust wide;

 Performance on appraisals and mandatory training improving.

Caring for Patients

 No never events;

 No MRSA;

 No patient falls with moderate or severe harm;

 Number of complaints spiked in month leading to red end of year rating;

 Spike in RJAH acquired VTE (DVT or PE).

Caring for Finances

 Reportable cancellations now green after 5 months of failing the target;

 English list size reducing;

 6 week diagnostic wait (English) red for last 2 months;

 Agency spend now amber;

 % of sessions used against plan and total theatre activity improved in month;

 Financial control total green in month but forecast amber for year end.

2.3. Conclusion

The Trust Board is asked to note the report and where insufficient assurance is received via the 
responsible sub-committee of the Board, the Board will seek additional assurance.
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Reading guide
The Integrated Performance Report (IPR) is designed to provide the Board with a monthly balanced summary of the Trust’s performance across the three areas of the Trust’s mission: caring for patients, 

caring for staff and caring for finances. To achieve this, the Trust has identified the Board-level Key Performance Indicators (KPIs), which are considered to drive the overall performance of the Trust. The 

report highlights key areas of improvement or concern enabling the Board to identify those areas that require the most consideration. As such, this report is not designed to replace the need for more 

detailed reporting on key areas of performance, and therefore detailed reporting will be provided to the Board and its committees to accompany the IPR where requested by the Board, its committees 

or the Executive Team. Contents of the report include:

Trust Performance Summary
This provides a balanced scorecard and summary of improving and deteriorating KPIs within each of the three areas of the Trust’s mission. Year-to-date and forecast performance red, amber and green 

(RAG) ratings are also provided in this section.

Narrative
Supporting narrative and trend graphs (with statistical process control where appropriate) are provided for each KPI including mitigating actions for red or amber rated indicators.

Heatmaps
 indicator for each KPI is also included where available.

Key

Key Performance Indicator RAG Ratings Data Quality Indicator

The data quality rating for each KPI is included within the 'heatmap' section of this 
report. The indicator score is based on audits undertaken by the Data Quality 
Team and will be further validated as part of the audit assurance programme.

Trend graphs

Within the narrative section of this report, each 
KPI has a trend graph (Statistical Process 
Control (SPC) where appropriate), which 
summarises performance over a rolling thirteen-
month period.

Green

Red

Amber

Forecast: Little risk of missing target at year end

YTD: Performance meets or exceeds target

Forecast: Risk of missing target at year end

YTD: Performance behind target but within tolerance

Forecast: High risk of missing target at year end

YTD: Performance behind target and outside  tolerance

Blue

Amber

Red

Green

No improvement required to comply with the dimensions of data quality

Satisfactory – minor issues only

Requires improvement

Significant improvement required

KPIs reported in arrears

KPIs reported in arrears, for which no current-month values are available, are 
marked with an asterisk (*) next to their name.

The latest values for these KPIs are from the previous reporting month.
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Trust performance summary

Caring for Staff
Improved
Staff Appraisal

Mandatory Training

Deteriorated
Sickness Absence

Caring for Patients
Improved
% Reportable Cancellations

% Non Reportable Cancellations

18 Weeks RTT Open Pathways

Deteriorated
Number of Complaints

% Delayed Discharge Rate

RJAH Acquired VTE (DVT or PE)

Caring for Finances
Improved
Theatre Cases per Session

Clinical Income from Activity

Agency Control Total

Deteriorated
Overall Daycase Rate

Average Length of Stay

Financing
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Sickness Absence 4.06% 3.47% 2.93% 3.41% 3.4% 4.11% 3.57% 3.95% 4.39% 4.07% 4.29% 4.43% 4.58% 3.25% 3.25 3.84% R         

Vacancy Rate 7.94% 7.6% 7.56% 7.16% 7.08% 5.49% 4.66% 4.62% 3.95% 3.63% 3.16% 8% G         

Voluntary Staff Turnover 7.33% 7.57% 7.88% 8.37% 8.56% 8.48% 7.67% 7.65% 7.57% 7.44% 7.4% 7.17% 6.99% 8% G         

Staff Appraisal 88.78% 94.53% 95.02% 94.4% 94.3% 95.07% 93.53% 92.21% 93.12% 93.06% 91.2% 89.12% 90.07% 94% R         

Mandatory Training 89.5% 91.4% 92.7% 90.9% 91.2% 91.7% 91.1% 90.6% 90.93% 88.59% 88.91% 90.1% 90.99% 92% A         

Rolling 13 Months Trend Analysis / Year End Forecast
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Serious Incidents 0 0 1 2 0 0 1 1 1 1 1 0 0 0 0 8 R         Apr-18

Never Events 0 0 0 0 0 0 0 0 1 0 0 0 0 0 0 1 R         Apr-18

Patient Falls (With Moderate or Severe 
Harm) 0 0 0 2 0 0 0 1 0 0 1 0 0 1 0 4 R         

Total Patient Falls 10 9 10 13 10 15 20 13 16 9 10 135 G         

Inpatient Ward Falls Per 1,000 Bed Days 3.37 1.49 2 2.18 2.02 2.88 2.99 3.35 4.24 2.77 2.98 2.37 2.38 3 3 2.75 G         May-18

UTIs Associated with Catheters 2 0 2 2 3 1 0 0 0 0 0 5 55 10 G         

Pressure Ulcer Assessments 100% 100% 100% 99.9% 99.9% 99.91% 100% 100% 99.82% 99.83% 100% 99.91% 100% 99% 99 99.93% G         Apr-18

RJAH Acquired Pressure Ulcers - Grade 2 2 3 3 2 1 2 0 1 1 2 1 6 1 1 11 20 R         Apr-18

RJAH Acquired Pressure Ulcers - Grades 3 
or 4 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 G         Apr-18

Patient Friends & Family - % Would 
Recommend (Inpatients & Outpatients) 98.92% 99.17% 99.35% 99.08% 99.49% 99.23% 100% 99.45% 99.01% 99.29% 99.06% 99.18% 98.84% 95% G         

Number of Complaints 6 9 7 9 11 2 7 12 13 6 7 6 17 8 88 97 R         May-18

Safe Staffing 95.9% 95.5% 95.2% 96.2% 96.6% 96.4% 96.5% 97.8% 98.7% 98.4% 98.7% 98.2% 98.3% 90% G         May-18

% Delayed Discharge Rate 7.28% 7.47% 5.83% 4.12% 4.99% 4.42% 3.27% 5.57% 6.1% 7.53% 8.17% 4.02% 6.05% 2.5% R         

Mixed Sex Accommodation 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 G         

RJAH Acquired E. Coli Bacteraemia 0 0 1 1 0 1 0 1 0 0 0 0 0 0 0 4 R         

RJAH Acquired C.Difficile 0 0 1 0 0 0 0 1 0 0 0 1 0 0 1 3 R         Apr-18
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RJAH Acquired MRSA Bacteraemia 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 G         Apr-18

Medication Errors with Harm 0 1 1 2 2 3 1 0 2 1 2 0 1 2 22 15 G         

Unexpected Deaths 0 0 1 0 0 0 0 0 0 0 0 0 0 0 0 1 R         Apr-18

RJAH Acquired VTE (DVT or PE) 4 2 1 1 2 4 1 3 2 4 2 1 8 4 44 29 G         Apr-18

VTE Assessments Undertaken 100% 99.92% 99.71% 100% 99.92% 99.7% 100% 99.92% 99.71% 99.86% 99.91% 100% 99.84% 95% 95 99.87% G         Apr-18

28 days Emergency Readmissions* 0.9% 1.38% 1.09% 1.39% 1.52% 0.99% 1.1% 0.9% 0.55% 0.71% 1.03% 0.47% 1 0.97% A         

WHO Compliance 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100 100% G         

% Reportable Cancellations 0.91% 0.88% 0.32% 0.18% 0.88% 0.17% 0.68% 1.21% 1.13% 1.02% 1.15% 1.88% 0.62% 0.7% 0.7 0.85% R         

% Non-Reportable Cancellations 2.3% 2.29% 2.25% 2.56% 1.33% 1.84% 1.07% 1.99% 2.43% 1.49% 1.53% 2.13% 1.5% 2% 2 1.83% G         

Cancellations Not Rebooked within 28 
Days 0 0 0 0 0 0 0 0 0 0 0 1 0 0 0 1 R         

Cancer Two Week Wait* 100% 96% 96.15% 100% 100% 96.88% 100% 100% 100% 100% 100% 100% 93 99.29% G         

31 Days First Treatment (Tumour)* 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 96 100% G         

31 Days Subsequent Treatment (Tumour)* 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 94 100% G         

Cancer Plan 62 Days Standard (Tumour)* 100% 50% 0% 100% 66.67% 50% 0% 0% 50% 100% 66.67% 50% 85 54.55% R         

Cancer 62 Days Consultant Upgrade* 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 85 100% G         

18 Weeks RTT Open Pathways 89.37% 90.05% 90% 89.49% 89.98% 89.96% 89.6% 90.29% 90.66% 90.28% 90.04% 90.02% 90.47% 92% 92 90.05% R         
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Patients Waiting Over 52 Weeks – English 1 1 2 1 0 1 1 0 2 2 4 2 4 0 0 G         

Patients Waiting Over 52 Weeks – Welsh 5 6 2 2 2 9 8 6 3 6 7 3 6 0 0 R         

Patients Waiting Over 52 Weeks – Welsh 
(BCU Transfers) 43 0 43 126 128 121 124 87 54 72 66 52 26 A         

English List Size 5,918 5,918 6,367 6,346 6,680 6,960 7,026 7,029 6,867 6,595 6,357 6,650 A         

6 Week Wait for Diagnostics - English 
Patients 99.77% 99.6% 98.73% 99.53% 99.37% 98.59% 99.15% 99.16% 99.07% 98.7% 99.1% 98.91% 98.88% 99% 99 99.04% A         

8 Week Wait for Diagnostics - Welsh 
Patients 99.82% 99.42% 100% 100% 99.76% 99.77% 99.67% 100% 99.24% 99.65% 99.64% 99.66% 98.72% 100% 100 99.75% A         

New to Follow Up Ratio (Consultant Led 
Activity) 2.17 2.44 2.39 2.18 2.21 2.39 2.14 2.04 2.12 2.22 2.08 2.31 2.12 2.5 2.5 2.2 G         
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Referrals Received for Consultant Led 
Services* 2,867 2,804 2,426 2,906 2,930 2,845 2,681 2,845 3,232 2,852 2,337 2,811 29187 27,865 G         

Overall Daycase Rate 45.93% 45.26% 45.18% 47.77% 46.91% 46.8% 42.93% 47.05% 45.35% 48.59% 48.58% 50.68% 45.66% 46% 46 46.93% G         

% Sessions Used Against Plan 99.53% 100.1%
101.27

% 96.96% 97.15% 98.25% 95.53% 97.89% 98.04% 93.91% 95.01% 100% 100 97.5% G         

Touchtime Utilisation 83.26% 86.46% 82.73% 82.73% 83.76% 79.82% 80.29% 83.36% 81.88% 81.66% 80.93% 82.66% 82.68% 82% 82 82.05% G         

Theatre Cases Per Session 2.07 2.13 1.95 2.08 1.98 1.99 2.02 2.01 2.01 2.08 2.22 2.06 2.14 2.07 A         

Total Theatre Activity 1,043 1,125 821 1,004 1,023 1,053 929 1,017 1,115 1,157 883 1,094 1,024 1,030 11440 11,120 R         

Average Length of Stay 3.74 3.37 3.89 3.62 4.14 3.61 3.3 3.8 3.76 3.63 3.47 3.15 3.72 3.5 3.5 3.65 G         

Bed Occupancy – Adult Orthopaedic Wards 
– 2pm 92.41% 88.62% 78.07% 82.95% 86.75% 86.01% 86.55% 91.43% 88.08% 84.2% 84.9% 87.23% 90.07% 87% 87 86.08% G         

Bed Occupancy – All Wards – 2pm 90.7% 86.3% 80.91% 82.52% 85.73% 83.78% 86.61% 89.08% 85.94% 84.03% 84.83% 86.78% 87.62% 83% 83 85.26% A         

Outpatients Activity Attendances 12,342 13,662 13,609 13,631 12,885 13,792 15,939 15,298 11,440 14,891 13,455 13,601 149925 150,944 G         

Outpatient DNA Rate (Consultant Led 
Activity) 5.73% 5.74% 5.42% 5.84% 5.81% 6.45% 5.71% 5.76% 5.4% 4.84% 5.34% 5.98% 5.46% 5% 5 5.64% R         

Financial Control Total 208 337 -768 7 235 279 -190 152 676 621 -833 358 59 -103 648 596 A         

Clinical Income from Activity 7,673 8,439 6,356 7,454 7,884 7,771 7,345 7,673 8,802 8,435 6,559 8,175 7,755 7,564 83400 84,209 G         

Private Patients Income 349 492 516 450 478 463 424 499 525 506 357 646 436 365 5312 5,300 G         

Other Income 729 839 549 566 524 568 551 474 474 569 515 297 484 508 5776 5,571 A         

Pay 4,927 4,903 4,943 4,979 5,016 4,991 5,006 5,069 5,211 5,166 5,104 5,138 5,146 5,037 55632 55,769 A         

Integrated Performance Report 
9

Integrated Performance Report

February – Month 11



F
e

b
 2

0
1

8

M
a

r 
2

0
1

8

A
p

r 
2

0
1

8

M
a

y
 2

0
1

8

J
u

n
 2

0
1

8

J
u

l 
2

0
1

8

A
u

g
 2

0
1

8

S
e

p
 2

0
1

8

O
c
t 

2
0

1
8

N
o

v
 2

0
1

8

D
e

c
 2

0
1

8

J
a

n
 2

0
1

9

F
e

b
 2

0
1

9

L
a

te
s
t 

ta
rg

e
t

Y
T

D
 p

la
n

Y
T

D
 a

c
tu

a
l

Y
e

a
r-

e
n

d
 

fo
re

c
a

s
t

D
Q

 r
a

ti
n

g

Non Pay 3,661 4,632 2,869 3,108 3,260 3,153 3,131 3,070 3,539 3,348 2,788 3,238 3,226 3,114 34007 34,730 G         

Financing 443 393 426 426 426 429 428 404 427 427 422 435 435 439 4758 4,685 G         

CIP Delivery 207 250 368 288 356 249 310 298 327 311 329 284 307 268 3314 3,427 G         

Agency Control Total 164 180 232 374 407 433 418 358 474 373 340 334 299 290 3285 4,045 R         

Cash Balance 4,277 4,249 3,863 4,773 4,200 6,300 6,200 5,400 5,000 4,200 3,900 4,700 4,300 5,000 5000 5,200 G         

Capital Expenditure 119 828 93 264 346 205 164 297 160 377 400 304 165 347 3377 2,775 G         

Use of Resources (UOR) 2 2 3 3 3 2 3 2 2 2 2 2 2 2 1 2 A         
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Sickness Absence 3.25% 4.58% 4.43% 3.84% R         

Vacancy Rate 8% 3.16% 3.63% G         

Voluntary Staff Turnover 8% 6.99% 7.17% G         

Staff Appraisal 94% 90.07% 89.12% R         

Mandatory Training 92% 90.99% 90.1% A         

In-month Summary
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Caring for Patients
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Serious Incidents 0 0 0 8 R         

Never Events 0 0 0 1 R         

Patient Falls (With Moderate or 
Severe Harm) 1 0 0 4 R         

Total Patient Falls 10 9 135 G         

Inpatient Ward Falls Per 1,000 Bed 
Days 3 2.38 2.37 2.75 G         

UTIs Associated with Catheters 5 0 0 10 G         

Pressure Ulcer Assessments 99% 100% 99.91% 99.93% G         

RJAH Acquired Pressure Ulcers - 
Grade 2 1 1 6 20 R         

RJAH Acquired Pressure Ulcers - 
Grades 3 or 4 0 0 0 0 G         

Patient Friends & Family - % Would 
Recommend (Inpatients & 
Outpatients) 95% 98.84% 99.18% G         

Number of Complaints 8 17 6 97 R         

Safe Staffing 90% 98.3% 98.2% G         

% Delayed Discharge Rate 2.5% 6.05% 4.02% R         

Mixed Sex Accommodation 0 0 0 0 G         
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RJAH Acquired E. Coli Bacteraemia 0 0 0 4 R         

RJAH Acquired C.Difficile 0 0 1 3 R         

RJAH Acquired MRSA Bacteraemia 0 0 0 0 G         

Medication Errors with Harm 2 1 0 15 G         

Unexpected Deaths 0 0 0 1 R         

RJAH Acquired VTE (DVT or PE) 4 8 1 29 G         

VTE Assessments Undertaken 95% 99.84% 100% 99.87% G         

28 days Emergency Readmissions* 1% 0.47% 1.03% 0.97% A         

WHO Compliance 100% 100% 100% 100% G         

% Reportable Cancellations 0.7% 0.62% 1.88% 0.85% R         

% Non-Reportable Cancellations 2% 1.5% 2.13% 1.83% G         

Cancellations Not Rebooked within 
28 Days 0 0 1 1 R         

Cancer Two Week Wait* 93% 100% 100% 99.29% G         

31 Days First Treatment (Tumour)* 96% 100% 100% 100% G         
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31 Days Subsequent Treatment 
(Tumour)* 94% 100% 100% 100% G         

Cancer Plan 62 Days Standard 
(Tumour)* 85% 50% 66.67% 54.55% R         

Cancer 62 Days Consultant 
Upgrade* 85% 100% 100% 100% G         

18 Weeks RTT Open Pathways 92% 90.47% 90.02% 90.05% R         

Patients Waiting Over 52 Weeks – 
English 0 4 2 G         

Patients Waiting Over 52 Weeks – 
Welsh 0 6 3 R         

Patients Waiting Over 52 Weeks – 
Welsh (BCU Transfers) 26 52 A         

English List Size 6,650 6,357 6,595 A         

6 Week Wait for Diagnostics - 
English Patients 99% 98.88% 98.91% 99.04% A         

8 Week Wait for Diagnostics - Welsh 
Patients 100% 98.72% 99.66% 99.75% A         

New to Follow Up Ratio (Consultant 
Led Activity) 2.5 2.12 2.31 2.2 G         
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Caring for Finances
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Referrals Received for Consultant 
Led Services* 2,900 2,811 2,337 27,865 G         

Overall Daycase Rate 46% 45.66% 50.68% 46.93% G         

% Sessions Used Against Plan 100% 95.01% 93.91% 97.5% G         

Touchtime Utilisation 82% 82.68% 82.66% 82.05% G         

Theatre Cases Per Session 2.07 2.14 2.06 A         

Total Theatre Activity 1,030 1,024 1,094 11,120 R         

Average Length of Stay 3.5 3.72 3.15 3.65 G         

Bed Occupancy – Adult Orthopaedic 
Wards – 2pm 87% 90.07% 87.23% 86.08% G         

Bed Occupancy – All Wards – 2pm 83% 87.62% 86.78% 85.26% A         

Outpatients Activity Attendances 13,601 13,455 14,891
150,94

4 G         

Outpatient DNA Rate (Consultant 
Led Activity) 5% 5.46% 5.98% 5.64% R         

Financial Control Total -103 59 358 596 A         

Clinical Income from Activity 7,564 7,755 8,175 84,209 G         

Private Patients Income 365 436 646 5,300 G         
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Other Income 508 484 297 5,571 A         

Pay 5,037 5,146 5,138 55,769 A         

Non Pay 3,114 3,226 3,238 34,730 G         

Financing 439 435 435 4,685 G         

CIP Delivery 268 307 284 3,427 G         

Agency Control Total 290 299 334 4,045 R         

Cash Balance 5,000 4,300 4,700 5,200 G         

Capital Expenditure 347 165 304 2,775 G         

Use of Resources (UOR) 2 2 2 2 A         
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External Perception

Current Month 
Measurement

Single Oversight Framework Segment 2

CQC Rating Good
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Description
FTE days lost as a percentage 
of FTE days available in month

Target
3.25% in month (Internal 
Monitoring)

Executive Lead
Director of People

 Comment
February saw a further increase in absence.   The Theatre 
Division absence rate has increased further and was 7.19% in 
February with a notable increase in long-term sickness 
absence.

Action
Actions continue as part of the People Excellence work 
stream, supporting a reduction in absence due to 
stress/anxiety/depression and MSK which remain our highest 
two reasons for absence.  The HR team work with the Theatre 
Division to understand further the potential drivers for absence 
in this division.

Description
% of posts vacant at month end

Target
8% in month (Internal 
Monitoring)

Executive Lead
Director of People

 Comment
There has been a further reduction in vacancies and the 
measure is reported below (positive) the Trust target.
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Description
Total numbers of voluntary 
leavers in the last 12 months as 
a percentage of the total 
employed

Target
8% in month (Internal 
Monitoring)

Executive Lead
Director of People

 Comment
There has been a further reduction in voluntary turnover and 
the measure is reported below (positive) the target.

Description
% of staff who have had an 
appraisal within the last 13 
months

Target
94% at month end (Internal 
Monitoring)

Executive Lead
Director of People

 Comment
The appraisal rate has increased but remains below 
(negative) the target.

Action
The deteriorated position will be escalated to the relevant 
Divisions.
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Description
The combined total of 
completed Fire, H&S or Moving 
and Handling training modules 
as a % of the total number of 
modules that require 
completion.

Target
92% in month (Internal 
Monitoring)

Executive Lead
Director of People

 Comment
The completion rate for mandatory training has increased its 
position in month, but remains below (negative) the target.

Action
We will continue to monitor progress against improving our 
completion rates for those Board  reportable elements  
including Fire and Manual Handling.
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Description
Number of Serious Incidents 
reported in month

Target
0 serious incidents in month 
(Internal Monitoring)

Executive Lead
Director of Nursing

 Comment
There were no serious incidents reported in February.

Description
Number of Never Events 
Reported in Month

Target
0 never events in month 
(Internal Monitoring)

Executive Lead
Director of Nursing

 Comment
There were no never events reported in February.

Integrated Performance Report 
18

Integrated Performance Report

February – Month 11



Description
Number of patient falls with 
moderate or severe harm. The 
graph for this KPI also shows 
total patient falls split by level of 
harm.

Target
1 or fewer falls with moderate or 
severe harm (Internal 
Monitoring)

Executive Lead
Director of Nursing

 Comment
There were no falls that resulted in moderate or severe harm.

Description
Total number of patient falls

Target

Executive Lead
Director of Nursing

 Comment
There were 10 falls in February all relating to Inpatients.  A full 
breakdown is provided here:
- No harm (1) 10%
- Low harm (9) 90%, made up of:
     - No obvious injury but unwitnessed (5) 50%
     - Abrasion/graze (4) 40% 
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Description
Number of Inpatient Ward Falls 
per 1,000 Bed Days

Target
3 or fewer falls per 1,000 bed 
days (Internal Monitoring)

Executive Lead
Director of Nursing

 Comment
There were 2.38 falls per 1000 bed days reported in February 
making this indicator green rated.

Description
Total number of UTIs associated 
with catheters

Target
5 in month (Internal Monitoring)

Executive Lead
Director of Nursing

 Comment
There were no UTIs associated with catheters reported in 
February.
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Description
% of adult admissions in the 
month who have been risk 
assessed for pressure ulcers

Target
99% in month (Internal 
Monitoring)

Executive Lead
Director of Nursing

 Comment
The percentage of admissions risk assessed remains 
consistent and is reported at 100% in February.

Description
Total number of category 2 
pressure ulcers acquired at 
RJAH

Target
1 in month (Internal Monitoring)

Executive Lead
Director of Nursing

 Comment
One category two pressure ulcer was reported in February.  
The patient had been risk assessed on admission and their 
care package was updated appropriately.
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Description
Total number of category 3 & 4 
pressure ulcers acquired at 
RJAH

Target
0 in month (Internal Monitoring)

Executive Lead
Director of Nursing

 Comment
There were no category three or four pressure ulcers in 
February.

Description
% of patients who would 
recommend the trust (inpatients 
and outpatients)

Target
90% in month (External 
Measure, Internal Target)

Executive Lead
Director of Nursing

 Comment
 There were 946 responses collected with a breakdown as 
follows:
 - 935 positive - giving a rate of 98.84% would recommend the 
Trust to friends and family
 - 3 negative - giving a rate of 0.32% would not recommend 
the Trust to friends and family
 - 8 responses as "neither likely or unlikely" or "don't know"

The number of compliments received in February was 389.
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Description
Number of complaints received 
in month

Target
8 or fewer in month (Internal 
Monitoring)

Executive Lead
Director of Nursing

 Comment
There were seventeen complaints received in February.  Nine 
related to quality of care with reasons associated with waiting 
times (1), lack of physio following surgery (1), attitude of staff 
(2), advice from Consultant (3), appointment letter giving 
wrong location (1) and care from registrar (1).  There were 
eight further operational complaints relating to the closure of 
the chronic pain service (6), issues relating to referral and 
outpatient appointment (1) and quality of food for a patient 
with coeliac disease (1).

Action
The increase in complaints particularly relates to the closure 
of the Chronic Pain Service.

Description
% Shift Fill Rate.

Target
90% in month (External 
Measure, Internal Target)

Executive Lead
Director of Nursing

 Comment
The overall shift rate for February was 98.30% against the 
90% target.  Supporting data is collected on a daily basis to 
monitor this metric.  There were times throughout the month 
where average fill rates fell below target on some wards but 
they remained safely staffed at these times.
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Description
The total number of delayed 
days against the total available 
bed days for the month in %

Target
2.5% in month (External 
Measure, External Target)

Executive Lead
Director of Nursing

 Comment
The Delayed Discharge rate is red rated this month at 6.05%.  
The total delayed days for February is 268 days; 23 
rehabilitation patients amounting to 233 days and 7 surgical 
patients amounting to 35 days.  The patients fall under the 
responsibility of Shropshire (10), Wales (7), Staffordshire (2), 
Telford (2) and nine others with one patient each.

Action
See exception report.

Description
Number of breaches to the 
mixed sex accommodation 
standard for non clinical reasons

Target
0 breaches in Month (External 
Monitoring)

Executive Lead
Director of Nursing

 Comment
There were no breaches of the mixed sex accommodation 
standard in February.

Integrated Performance Report 
24

Integrated Performance Report

February – Month 11



Description
Number of cases of E. Coli 
Bacteraemia in Month.

Target
0 cases in Month (Internal 
Monitoring)

Executive Lead
Director of Nursing

 Comment
There were no incidents reported in February.

Description
Number of cases of C.Difficile in 
Month

Target
0 cases in Month, Annual 
tolerance 1 per Year (External 
Measure, External Target)

Executive Lead
Director of Nursing

 Comment
There were no incidents reported in February.
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https://www.rjah.nhs.uk/About-Us/News/CQC-Report-hails-Outstanding-staff-who-exceed-expe.aspx
https://www.rjah.nhs.uk/About-Us/News/CQC-Report-hails-Outstanding-staff-who-exceed-expe.aspx
https://www.rjah.nhs.uk/RJAHNHS/files/a0/a0599f8d-0bc7-4f5c-9155-e82539df13d3.pdf
https://www.rjah.nhs.uk/About-Us/News/Cyclists-invited-to-join-Team-RJAH-at-RideLondon-f.aspx
http://www.rjah.nhs.uk/voca
mailto:rjah.communications@nhs.net
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