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The Dudley Group

NHS Foundation Trust

Trust Headquarters
Russell’'s Hall Hospital
Dudley

West Midlands

DY1 2HQ

Ref: FOI-052023-00091
Date: 30/6/23

Address / Email:

Dear

Request Under Freedom of Information Act 2000

Thank you for requesting information under the Freedom of Information Act
2000. Request
I’'m submitting an FOI request for electronic copies of all:

1. Minutes of Board of Director Meetings
2. Declarations of Interests (Dol) statements for members of the Board of Directors

for Dudley Group NHS Foundation Trust - and all predecessor NHS Trusts that have merged into Dudley Group
NHS Foundation Trust — going back to January 2008, or the earliest date for which electronic copies of this
information are available if this date is later than January 2008. There is no need to provide copies of Minutes

or Declarations of Interests that are provided on the website of Dudley Group NHS Foundation Trust.

If these minutes and/or Dol statements are contained within larger Board paper packs then of course the entire
packs can be provided if this is easier than separating out the Minutes/Dol statements.

Response
Sincere apologies for the delay in responding.

The Trust website has Board Reports going back to 2013 and can be found at Board meetings - The Dudley
Group NHS Foundation Trust (dgft.nhs.uk)

Once information on the other 5 years has been sorted this will be forwarded on to you.

If you are dissatisfied with our response, you have the right to appeal in line with guidance from the
Information Commissioner. In the first instance you may contact the Information Governance Manager
of the Trust.

Information Governance Manager
Trust Headquarters

Russell’'s Hall Hospital

Dudley

West Midlands

DY1 2HQ

Page 1 of 2


http://www.dgft.nhs.uk/about-us/board-of-directors/board-meetings/
http://www.dgft.nhs.uk/about-us/board-of-directors/board-meetings/

FOI/REF FOI-

Email: dgft.dpo@nhs.net

Should you disagree with the contents of our response to your appeal, you have the right to appeal to
the Information Commissioners Office at.

Information Commissioners Office
Wycliffe House

Water Lane

Wilmslow

Cheshire

SK9 5AF

Tel: 0303 123 1113
WWW.ico.org.uk

If you require further clarification, please do not hesitate to contact us.

Yours sincerely

Freedom of Information Team
The Dudley Group NHS Foundation Trust
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The Dudley Group

NHS Foundation Trust

Trust Headquarters
Russell’'s Hall Hospital
Dudley

West Midlands

DY1 2HQ

Ref: FOI-00091

Date: 6/7/23

Address / Email: toby.kenward.13@ucl.ac.uk
Dear Toby Kenward

Request Under Freedom of Information Act 2000

Thank you for requesting information under the Freedom of Information Act 2000.
Request

I’m submitting an FOI request for electronic copies of all:

1. Minutes of Board of Director Meetings
2. Declarations of Interests (Dol) statements for members of the Board of Directors

Response

Please see attached reports that are not on the website and please note there were no public Board meetings
from October 2008 to December 2012

If you are dissatisfied with our response, you have the right to appeal in line with guidance from the
Information Commissioner. In the first instance you may contact the Information Governance Manager of the
Trust.

Information Governance Manager
Trust Headquarters

Russell’s Hall Hospital

Dudley

West Midlands

DY1 2HQ

Email: dgft.dpo@nhs.net

Should you disagree with the contents of our response to your appeal, you have the right to appeal to the
Information Commissioners Office at.

Information Commissioners Office
Woycliffe House

Water Lane

Wilmslow

Cheshire
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SK9 5AF
Tel: 0303 123 1113

www.ico.org.uk
If you require further clarification, please do not hesitate to contact us.

Yours sincerely

Freedom of Information Team
The Dudley Group NHS Foundation Trust

Page 2 of 2


http://www.ico.org.uk/

The Dudley Group of Hospitals INHS |

NHS Trust

Public Trust Board Agenda
Thursday 31°' January 2008

Item Time By
1. | Chairman’s welcome and note of apologies 2 mins | A Edwards
2. | Declarations of Interest
3. | Announcements
4. | Minutes of previous meetings 2 mins | A Edwards
e Thursday 20" December 2007, Board Meeting Enclosure 1
5. | Action Sheet — Progress Report by Exception Enclosure 2 5mins | A Edwards
6. | Matters Arising 10 mins | A Edwards
7. | Chief Executive's Report 10 mins | P Farenden
8. | Strategic Issues 5 mins
8.1 | Foundation Trust Update Verbal P Assinder
9. | Operational Performance 5 mins
e Report from Finance and Performance Committee
on 31* January 2008 Verbal P Assinder
10. | Reports for Approval 5 mins
e Private Patients Policy Enclosure 3 P Assinder
e Overseas Visitors Policy and Procedure and _
Overseas Visitor Team — Finance Procedure Enclosure 4 P Assinder
e Amendment to Standing Financial Instructions
(SFI's), Authorised Limits — Theatre Specialty _
Managers and Pharmacy Enclosure 5 P Assinder
e Quality of Care — Food and Nutrition Report Enclosure 6 A Close
e Healthcare Commission Maternity Survey Enclosure 7 A Close
e Standard Template for Board and Committee
Reports Enclosure 8
11. | Information Items to be noted 5 mins
12. | Any Other Business
e Limited to urgent business notified to the Chair/Trust Secretary in 1 min A Edwards
advance of the meeting
13. | Date of Next Trust Board Meeting
o 28" February 2008 at 11.00am in the Clinical Education Centre

2008-1-25 — Jan Board Agenda - HF




The Dudley Group of Hospitals NHS|

NHS Trust

Minutes of the Trust Board meeting held at 11am on Thursday, 20" December, 2007,
in the Clinical Education Centre, Russells Hall Hospital

Present:

Alfred Edwards, Chairman Paul Farenden, Chief Executive

Ann Becke, Non Executive Director Paul Brennan, Director of Operations

David Badger, Non Executive Director Ann Close, Nursing Director

Jonathan Fellows, Associate Non Executive Director Paul Assinder, Director of Finance and Information
David Wilton, Associate Non Executive Director Les Williams, Director of Corporate Development

In Attendance:
Helen Forrester, PA/Admin. Manager Clare Craddock, Communications Manager
Ann Middleton, PPl Forum Chair

07/51 Chairman’s Welcome and Note of Apologies
The Chairman welcomed the attending member of staff and member of public to the
meeting. It was noted that apologies has been received from Paul Harrison, Janine Clarke
and Kathryn Williets.

07/52 Declarations of Interest

There were no Declarations of Interest.

07/53 Announcements

There were no announcements to report.

07/54 Minutes of Previous Meetings - 29" November 2007 — Trust Board Meeting
The minutes of the 29" November Trust Board meeting, given as Enclosure 1, were
approved as a correct record and signed by the Chairman.

07/55 Action Sheet — 29" November 2007 - Progress Report by Exception
The Board reviewed the Action Sheet, given as Enclosure 2, as follows:

07/55.1 Item 07/28 and 07/42.2 Update on Cash Balance
Paul Assinder, Director of Finance and Information reported that he had looked at the
guidance from Monitor and this recommended a balance equivalent to 30 days’ trading.

It was noted that the Trust had excess cash above these guidelines and the Director of
Finance and Information would discuss cash flow risk with Monitor .
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The Quarter 2 position for Foundation Trusts had recently been released and the balance
sheets would be examined to identify what level of cash balance these carried.

Director of Finance and Information to discuss cash flow risk with Monitor and
examine Quarter 2 balance sheets and report back to Board with a recommendation

07/55.2 Item 07/40.1 Committee Representation

Alfred Edwards, Chairman reported that he had met with Non Executive Directors earlier in
the week and it had been agreed all Non Executive Directors would be invited to sit on all
Board Committees and there would be nominated representatives to be sitting members.
The Chairman would produce notes from his meeting and finalise arrangements at the next
Board meeting. Ann Close, Nursing Director raised concern over Governance arrangements
when meetings were attended in this way and this was noted.

The Chairman to produce notes from the meeting with Non Executive Directors and
finalise arrangements at the next Board meeting

07/55.3 Item 07/45.3 Draft IT Disaster Recovery Plan

The Director of Finance and Information reported that the Plan had been taken to the
previous meeting of the Board. It was noted that there was to be further discussion with
Siemens regarding the desk top simulation exercises and results of these would be made
available to the Board. There was also more work to be completed on the link up plan.
Siemens were happy to help with this process and had agreed that our Auditors were able to
work with the appropriate Siemens staff.

Director of Finance and Information to feedback to the Board on the results of the
desk top simulation exercises

07/55.4 Item 07/47.2 Timings of Meetings and Management of Information

The Chairman reported that it had been agreed at the previous meeting of the Board to
rearrange the Integrated Governance Committee to a different Thursday in the month, and
after further discussion it was agreed to continue with the current arrangements for the
Finance and Performance Committee and Trust Board meetings to be held together on the
last Thursday of the month.

07/56 Matters Arising

None to report.



07/57 Chief Executive’s Report

Paul Farenden, Chief Executive presented his report to the Board, which included a
summary of the Operating Framework, which had previously been covered the Director of
Finance and Information in the Finance and Performance Committee. The document
emphasizes making the Health Service more responsible at a local level. The Chief
Executive reminded Board members at there were still at least 170 centrally imposed
targets. It was noted that there is a shift in emphasis on to the role of PCTs in the new NHS,
with expectations of PCTs increasing dramatically to provide “World Class Commissioning”.

The Chief Executive also asked the Board to note that, given the healthy financial position of
the NHS, it was an expectation that all targets will be met.

There was increasing sensitivity around the NHS about the current difficulties on access
given the time of year. The Chief Executive has reported to the Finance and Performance
Committee that the Strategic HA Chief Executive had asked for personal assurances around
this issue. It was noted that the Chief Executive had been able to give this for the operations
of the Trust, but was not in a position to give assurance on behalf of the wider health
economy due to problems surrounding delayed discharges. A response was required from
the whole health economy to manage this issue.

The Chief Executive also informed the Board that the Trust had been chosen by the
Healthcare Commission for a visit to review hospital acquired infections and this could take
place at any time from 1% January 2008 to 31% March 2008. The Trust was one of forty
Trusts chosen, and it was noted that the visit would specifically be looking at the hygiene
code.

07/58 Strategic Issues
07/58.1 Foundation Trust Update

Les Williams, the Director of Corporate Development reported that, as discussed in Finance
and Performance Committee, good progress had been made on the workstreams except for
the strategic objectives and risks. An outline timetable based on the Trust's previous
experience had been identified for the Monitor Assessment and due diligence process,
leading up to authorisation on 1* July 2008. It was noted that Monitor would confirm their
final timetable in February. A review of the Compliance Framework had been undertaken
and it had been agreed to reformat the Performance Report to the Finance and Performance
Committee from January onwards.

07/59 Operational Performance
Report from the Finance and Performance Committee on 20" December 2007 - The Director

of Finance and Information reported that the Finance and Performance Committee had, at its
meeting on 20" December, discussed and noted the following position up to the end of

November:
e Elective activity was above target
¢ Non-elective activity was 2,300 spells above plan
¢ Outpatients were 8,000 attendances above plan
e Additional patient income in-month was £975,000



¢ Performance against HCC targets demonstrated the current difficulties in achieving
the 4 hour A&E maximum wait target in November. The year to date figure had
dipped below 98% and was now recorded as 97.94%. Additional measures had
been put in place and there was confidence that we would be able to recoup the
position by the end of the year

e There had been no additional MRSA Bacteraemias. The year to date total was 18
(against the year end target of 12)

e Up to the end of November the surplus year to date was £8.9m. This had improved
in November by £680,000

¢ The normalised position was now £7.5m. It was noted that the Strategic HA had set
a control target of £7.5m for year end and the Director of Finance and Information
would be speaking with them regarding surplus. It was expected that compensating
reductions were being experienced by PCT organisations.

The Board noted this position.

07/60 Reports for Approval

07/60.1 Human Resources Report including Sickness Absence Policy, Capability Policy
and Disciplinary Policy

As Janine Clarke, Director of Human Resources was unavailable to speak to this report,
given as Enclosure 3, it was requested that Non Executive Directors contact the Director of
Human Resources directly with any questions. David Badger, Non Executive Director,
commented that a list of designated staff to take actions would be helpful, although it was
noted that this is provided in the Scheme of Delegation agreed by the Board earlier in the
year. Jonathan Fellows, Associate Non Executive Director raised an issue regarding the
definition of gross misconduct and suggested the addition of failure to follow cleanliness
procedures. It was felt that this was covered by the general requirement to adhere to all
Trust policies.

The Board approved these reports.

The Board approved the Sickness Absence Policy, Capability Policy and Disciplinary
Policy

07/61 Information Items to be Noted
07/61.1 Quality of Care

Ann Close, Nursing Director spoke to this paper, given as Enclosure 4. It was noted that the
Nursing Director would be submitting further reports to the Board as more emphasis from the
Department of Health and Monitor were put on quality of care. David Badger, Non Executive
Director questioned the way in which the information that was reported would be dealt with
and it was discussed how the detail could be connected to patient survey outcomes.

The Board received the paper.



07/61.2 Guest Hospital Land Sale
Paul Brennan, Operations Director spoke to this paper, given as Enclosure 4. It was noted
that the Board needed to record that, following its agreement to proceed with the sale, the
land had been sold to English Partnerships for a net fee of £6m. Contracts had been
exchanged and completion required 4 weeks notice on either side, and this would take place
early in the New Year and no later than the end of March

07/62 Any Other Business

There being no other business, the Chairman closed the meeting.

07/63 Date of Next Meeting

The next Board meeting will be held at 11am on Thursday, 31% January, 2008 in the Clinical
Education Centre.

Signed as acorrectrecord: ...... ... .. Chairman

2007-12-20 — Decboardmtgminutes - HF



Enclosure 2

The Dudley Group of Hospitals NHS

NHS Trust
Action Sheet
Minutes of the Public Trust Board meeting held at 11.00 am on
Thursday 20" December 2007 in the Clinical Education Centre
Iltem Subject: Action: Responsible Due Date Actioned
No.
07/42.2 ° Action Sheet Update ALE Working Group to feedback on action required to achieve DFlI 24/4/08
External Audit Letter 2006/07 ratings of ‘4’ to the next Audit Committee meeting on 15/4/08
07/55.1 : Update on Cash Balance Discuss cash flow risk with Monitor and examine Quarter 2 balance DFI 31/1/08
sheets and report back to Board with a recommendation
07/55.2 | Committee Representation Notes to be produced from the meeting with Non Executive Directors C 31/1/08
and finalise arrangements at the next Board meeting
07/55.3 | Draft IT Disaster Recovery Plan Feedback to the Board on the results of the desk top simulation DFI When
exercises which will be run by Siemens in the next financial year available
from
Siemens
(08/09
financial
year)
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|Enc|osure 3

The Dudley Group of Hospitals m

NHS Trust

Policy and Procedure for the
Management of Private Patients

Date: December 2007
Ref: PPPO1

Version: 2
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1. INTRODUCTION

POLICY STATEMENT

The Trust welcomes private patients and uses the income generated from private patients
for the benefit of all patients within the Trust. This policy document sets out
recommended standards for best practice for Trust Consultants and staff about their
conduct in relation to private practice. The standards are designed to apply equally to
honorary contract holders in respect of their work for the Trust.

POLICY

This private patient policy will ensure that the Trust:
o Provides clear guidelines to staff for the management of private practice within the Trust.
o Does not contravene Government Legislation concerning private patient practice.

o Provides the same standards of clinical care and services for all patients whether NHS or
private.

0 Maximises income generated from private patient work carried out within the Trust. All
income received will be treated as revenue income.

0 Make all staff aware of their responsibility with regard to identifying private patients and
ensuring that their Trust colleagues are made aware of their private status so that the
patient status is correctly recorded in the Trust’s systems.

0 Has a complete audit trail of all consultations, admissions, diagnosis and treatment of all
private patients carried out within the Trust in order to protect the Trust from claims of
clinical negligence and to comply with the requirement of the insurance companies.

0 Has a completely open and auditable process, where the same standards are applied
uniformly across the Trust.

Private Patients Policy 4



CONSULTANTS GUIDANCE

o If any private practice or Cat Il work is undertaken during PAs or SPAs the Consultant
cannot charge the patient for his time. Although a charge will still be made by the Trust,
for the use of Hospital facilities.

o0 To ensure capacity and resources are effectively utilised, Consultants should consider the
following options:-

(@) Private patients are seen separately from scheduled NHS patients — treated in
designated private theatre sessions and private out-patient sessions, as agreed with
his or her Medical Service Head.

(b) Hire fixed sessions or hire space on a need to use basis, but on the understanding
that payment for the capacity is made in advance.

(c) To avoid incurring additional NHS staff costs, private patient activity must be
undertaken in a timely manner, i.e. no clinics or theatre sessions to over run as a
result of the inclusion of private patients.

(d) If private patients are seen at the beginning or end of normal clinic times and NHS
staff are supporting the Consultant outside their contracted hours, the Matron
responsible for the specialty will need to be advised to ensure the Staff receive
remuneration in their salary.

(e) If an NHS secretary works additional private patient hours to his/her contracted
hours, on Trust premises for the Consultant, the Consultant should declare this to
his/her Medical Service Head as part of the job planning process, so that a suitable
fee can be levied for the use of Trust equipment, stationery, postage and IT support.
The Medical Service Head would then notify the budget holder for Medical
Secretarial Services for action.

Generally, early private consultations should not lead to earlier NHS admission.

Normally, access to diagnostic and treatment facilities should be governed by clinical
considerations and standards of clinical care should be the same for all patients.

It is the responsibility of Consultants to ensure that their private patients are identified as
such.

Additional guidance on the management of private practice in NHS hospitals is set out in
the BMA’s “A Code of Conduct for Private Practice — Guidance for NHS Medical Staff”
and this guidance forms part of this policy. Key points of this guidance can be found at
Appendix 1.

Private Patients Policy 5



2. CODE OF CONDUCT FOR PRIVATE PRACTICE

Key Principles

Consultants and the Trust are required to work on a partnership basis to prevent any
conflict of interest between private practice and NHS work. It is important that
Consultants and the Trust minimise the risk of any perceived conflicts of interest.

=  The provision of services for private patients should not prejudice the interest of
NHS patients or disrupt NHS services.

= With the exception of the need to provide emergency care, agreed NHS
commitments should take precedence over private work.

=  The Trust’s facilities, staff and services may only be used for private practice
with the prior agreement of his/her Medical Service Head. This will be
reviewed annually as part of the Consultants Job Planning process, in line with
their contract of employment.

Disclosure of Information about Private Practice

Consultants must declare any private practice work to his/her Medical Service Head,
detailing their current and future intended private practice work commitments. This
disclosure information must detail regular private practice commitments, including the
timing, location and broad type of activity. Any subsequent changes to that already
disclosed must be notified to the Medical Service Head in writing as soon as it is known
in order to facilitate increased efficiency through more effective planning of NHS work
and out of hours cover.

Scheduling of Work and On-Call Duties

In circumstances where there is or could be a conflict of interest, programmed NHS
commitments must take precedence over private work. Consultants must ensure that,
except in emergencies, private commitments do not conflict with NHS activities included
in their NHS job plan.

Consultants must ensure in particular that:

=  Private commitments, including on-call duties, are not scheduled during times at
which they are scheduled to be working for the NHS.

=  There are clear arrangements to prevent any significant risk of private commitments
disrupting NHS commitments, e.g. by causing NHS activities to begin late or to be
cancelled.

=  Private commitments do not prevent them from being able to attend a NHS
emergency while they are on-call for the NHS, including any emergency cover that
they agree to provide for NHS colleagues. In particular, private commitments that
prevent an immediate response must not be undertaken at these items.

Private Patients Policy 6



Where the Trust requires changes to the scheduling of NHS work, the Consultants will
be given a reasonable period of time to arrange any private sessions, taking into account
any binding commitments entered into (e.g. leases).

Private Patients Policy 7



3. PROVISION OF PRIVATE SERVICES ALONGSIDE NHS DUTIES

Authorisation

The Chief Executive (or delegated authority) may at their discretion and only under the
following circumstances allow private patient services, using NHS resources, to be
undertaken alongside a Consultant’s scheduled NHS duties. This applies whether private
patient services are carried out in the Consultant’s own time, in annual or unpaid leave.

Clinic/Session Rules for Treatment of Private Patients on NHS Premises

Private patient services must take place at times that do no impact on normal services for
NHS patients.

Private patient clinics/sessions must take place either before a NHS clinic/session (in
which case it must not in anyway delay the start of the NHS clinic/session) or after the
NHS clinic/session has finished. NHS clinic/session times must not be reduced to
accommodate private patient clinic/session times.

New private patient clinic/sessions may only be set up with the prior written consent of
the Operations Director, via the Consultants Medical Service Head. The Consultant
must notify the Chief Executive (or delegated authority) in writing of the type of private
work to be carried out, documenting timings, location, staffing and other resources
required.

Only once written consent has been provided by the Chief Executive (or delegated
authority) may a new private patient clinic/session be set up. The Consultant must set up
the new clinic/session in conjunction with the relevant Associate Medical Director -
Operations.

Private patients attending a consultation on Trust premises before or after a NHS clinic
or treated on Trust premises before or after a NHS session will be deemed to have
attended a private patient clinic or session, in which case the above will apply.

It is the responsibility of the Consultant to ensure the necessary arrangements are made
for the attendance of a private patient (use of room, any special equipment, etc). Usually
this will be done by the private secretary communicating with the NHS secretary.

Private patients can only ever attend NHS clinics/session in clinically justified
circumstances. In these cases the Associate Medical Director- Operations must be
notified in writing (by letter or e-mail) of the circumstances in advance of the patient’s
attendance. Any issues concerning this must be discussed with the Consultant in
advance of the patient’s attendance. Such cases will be deemed to be urgent or
emergency cases and will be recorded on clinic and session lists as such.

If a NHS patient cancels an appointment at short notice then all means necessary should
be taken to fill the appointment with the longest waiting patients on the ‘Primary Target
List’. The cancelled appointment must not be filled with a private patient.
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Admission Rules

Private patients may attend the Trust as an in-patient or day-case if the patient is deemed
unfit for treatment in a private hospital, requires emergency surgery, if the nearest private
hospital does not have a license for the specific condition or if the insurer will only cover
the treatment in a NHS hospital.

The admission of such patients must adhere to “The Six Principles of Good Practice”,

1. The provision of accommodation and services for private patients should not
significantly prejudice non-paying patients.

2. Subject to clinical consideration, earlier private consultation should not lead to earlier
NHS admission or to earlier access to NHS diagnostic facilities.

3. Common waiting lists should be used for urgent and seriously ill patients as at present
and for highly specialised diagnosis and treatment. The same criteria should be used for
categorising paying and non-paying patients.

4. After admission, access by all patients to diagnostic and treatment facilities should be
governed by clinical considerations. This principle does not exclude earlier access by
private patients to facilities especially arranged for them, if these are provided without
prejudice to NHS patients and without extra expense to the NHS.

5. The standards of clinical care and the services provided by the hospital should be the
same for all patients. This principle does not affect the provision, on separate payment,
of extra amenities, nor the practice of day-to-day care of private patients usually being
undertaken by the Consultant engaged by them.

6. Single rooms should not be held vacant for potential private use longer than the usual
time between NHS patient admissions.

Where a staff member does not believe these principles are being adhered to they should
report their concerns to their Medical Service Head or Matron, who will raise them with
the Associate Medical Director - operations.
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Notification of Private Patient Status

The Consultant responsible for providing/arranging private services for a patient in the
Trust must ensure, in accordance with this policy, that all staff assisting in providing
services are aware of the patient’s private status, and that all documentation clearly
identifies the patient as being private. This ensures that the coding of patients is correct
for contracting purposes and that a clear audit trail is maintained at all times.

Request forms for Physiotherapy, Dietetics, Orthotics, Occupational Therapy,
Chaplaincy, X-Ray, Pharmacy, Pathology or any other diagnostic procedure, must be
clearly marked by the Consultant as “private” and signed for.

The Consultant is responsible for notifying the General Office as soon as they become
aware of a private patient’s requirements to receive Trust services by completing a
“Notification of Fee paying Patient Form’ (Appendix 2) and forwarding to the General
Office.

Agreement to Pay

This form relates only to the contract established between the Trust and the Patient and
deals only with the Trust’s charges; except for all diagnostic radiology, pathology and
imaging bills, which should include the Consultants’ fees.

Except in emergencies, Consultants should not initiate private patient services that
involve the use of NHS staff or facilities unless an undertaking to pay for those facilities
has been obtained in advance of admission/treatment/tests from (or on behalf of) the
patient, in accordance with the Trust’s procedures.

It is the Consultants responsibility to ensure the ‘Agreement to Pay” form (Appendix 5)
is completed, signed and witnessed by the patient before any services are provided.

The patient will be notified in advance of all Trust services they are likely to receive
along with an estimate of the cost of such services (a deposit will be required to cover the
estimate). The patient should be made aware by the Consultant that the anticipated
services may change as a result of test or diagnostics findings.

The Trust will determine and make such charges for the use of its services,
accommodation or facilities, as it considers reasonable. Any charge will be collected by
the Trust, either from a patient or a relevant third party.

A charge will take full account of any diagnostic procedures used, the cost of any
laboratory staff that have been involved and the cost of any NHS equipment that might
have been used.

All patients will be expected to pay a deposit and provide details of their medical cover if
insured. The deposit will be 100% of the estimated total cost. Where the actual cost of
services received is less/more than the deposit paid the patient will receive a
refund/charge for the difference.

The Trust will invoice the patients for in-patient, day case and out-patient final service
cost (offsetting the deposit paid) which will enable them to recover the charge from their
insurance company, if applicable.
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Fees of Consultants

The Consultant is responsible for advising the patient of all professional fees to be levied
including the hospital fees for the use of NHS facilities. Consultants should note that
they cannot receive payment from a patient for a consultation/treatment carried out on
Trust premises unless the patient has signed an ‘Agreement to Pay’ form (Appendix 5).

The Consultant must also sign the form and have the form witnessed by a staff member.
The Consultant must send all *Agreement to Pay’ forms back to the General Office.
The Consultant will be responsible for collecting his/her own professional fees unless

covered by prior arrangement with the Trust and Insurance Companies i.e. Radiology
charges to BUPA and diagnostic tests include Consultant fees.
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4. TRUST’S RESPONSIBILITY FOR THE TREATMENT OF
PRIVATE PATIENTS

Overview

The Trust will ensure that Consultants only offer and provide to patients those services
which the Trust has the capability and capacity to safely provide.

The Trust and the Consultant will provide services to patients in an economical and
efficient manner consistent with professional standards of medical care generally
accepted in the medical community and in accordance with Standing Clinical Guidelines.

The Trust’s agreement with the patient does not guarantee a single room, but a booking
is always made with this request. However, the allocation of accommodation on the
ward is in the hands of the booking team who will meet such a request when possible.
No specific accommodation is allocated purely for private work. The Trust fees are the
same for a private patient whether accommodated in a single room or in a bay on the
Ward. The Trust does not have specific private wards or rooms.
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S. INFORMATION FOR NHS PATIENTS ABOUT PRIVATE
TREATMENT

Consultant’s Responsibility

In the course of their NHS duties and responsibilities Consultants must not initiate
discussions about providing private services for NHS patients, nor must they ask other
NHS staff to initiate such discussions on their behalf, such actions will be deemed to be
solicitation.

Where an NHS patient seeks information about the availability of, or waiting times for,
NHS and/or private services, Consultants must ensure that any information provided by
them, is accurate and up-to-date and conforms to any local guidelines.

If a patient decides to be treated as a Private rather than a NHS patient, the Consultant
must not indicate or suggest that they are being treated as a NHS patient by the Trust.

Except where immediate care is justified on clinical grounds, Consultants must not, in
the course of their NHS duties and responsibilities, make arrangements to provide private
services. Nor must they ask any other NHS staff member to make such arrangements on
their behalf unless the patient is to be treated as a private patient of the NHS facility
concerned.
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6. CHANGE OF STATUS

Regulations

All patients, whether NHS or Private, have the right to change their status from NHS to
Private and vice versa

Rules Governing Change of Status

Before a patient can change their status they must first complete a ‘Change of Status’
form (Appendix 3 & 4) which must be signed by the Consultant, the patient and a
Finance Officer. Unless a change of status form has been correctly completed and
signed the patients’ change of status will not be recognised by the Trust.

One copy of the change of status form should be filed with the patient’s case notes:
another copy should be kept by General Office for logging and cross-referencing with
PCS and the patient’s records. The patient’s details can either be set up on PCS or
updated on PCS, if the patient has already received services in the Trust.

The General Office will ensure that the Information Department are notified of the
patient’s change of status on PCS.

Where the patient has been referred by their GP and has received notification of an
appointment but has not yet seen a Consultant, they may on notification of their
appointment or any time up until they meet with their Consultant, change status. This
change of status does not count (no change of status form is required) as they have not
yet seen a Consultant. In this instance the patient will need to notify their GP to change
their status, the GP will then notify the change of status to the Consultant or Medical
Records Department. All patient records should be either set up on the PCS (if the
patient is new to the Trust) or updated on PCS (if the patient has already received
services in the Trust) to reflect this change of status.

A patient may only change status once per individual episode of care. Once a
patient has changed status, they cannot change back again in the same episode of
care. Consultants are responsible for ensuring that a second change does not
happen.

An episode of care is defined as an initial out-patient appointment, any further
required procedures and follow-up appointments. However, if the procedure is
diagnostic then this in itself is one episode of care. For example, if a patient requires
a laparoscopy after an initial NHS appointment and requests that it is done
privately then they have made one change of status in this episode of care. The out-
patient appointment for the results must then also be done privately as this is the
same episode of care. If the patient then requires surgery following the results of
the laparoscopy then this begins a new episode of care and so there may, once again,
be one change of status.
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A patient cannot change their status mid-way through a consultation, treatment or series
of tests at any single visit to the Trust. The patient may only change their status after the
consultation, treatment or tests have been completed for that visit. The change of status
will be effective for subsequent consultations/treatments/admissions for the same episode
of care.

A private out-patient, who elects to have NHS treatment after an initial private
consultation, must join the appropriate waiting list as the same point as if their
consultation has been under the NHS, and that place must be determined by clinical
need.

A private in-patient has the right to change to NHS status if there is a significant change
in their medical circumstance, prior to admittance.

If a patient has been admitted to a NHS hospital as a private in-patient, but subsequently
decides to change to NHS status before having received treatment, there should be a
Consultant’s assessment to determine the patient’s priority for NHS care.

Patients sent from a private hospital for x-ray, pathology or any other diagnostic
procedure, or test in the Trust will be treated as a private patient unless they provide a
change of status form. If a patient has changed status, the patient cannot return to the
private hospital for further consultations or services in the same episode of care. It is the
Consultant’s responsibility to ensure that the private hospital is made aware of the
patient’s change of status.

Private patient’s who have diagnostic procedures or provision of prosthesis as a result of
private treatment at the Trust, or elsewhere, will be treated as private patients and
charged accordingly.

All patients who change status are still liable for the charges they incur for treatment
while they are still categorised as private. Consultants seeing NHS patients who then
make the decision to transfer to ‘private’ MUST make the patient aware that until the
episode of care is complete they will be unable to transfer back to being a NHS patient
and therefore will be liable for all the charges incurred throughout that episode of care.

Any patient changing their status after having been provided with private services should
not be treated on a different basis to other NHS patients as a result of having previously
held private status.
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Verifying a Patient’s Status

Prior to admission or out-patient treatment, the Medical Secretary undertakes to use all
reasonable endeavours to:

= |dentify the patient as a bona fide insurance company member or as a self-payer.

= Ensure that his/her General Practitioner (UK only) has referred the patient. An
insurance company will not undertake to pay claims where the patient has not been
referred by his/her GP. In this case GP covers opticians and dentists but not other
health professionals such as physiotherapists.

=  Obtain evidence of current cover and any restrictions, registration number (if the
patient has private insurance), current address and, (if at this address less than 6
months), previous address.

» Contact the insurance company (if the patient has private insurance) for
confirmation of any aspects of the patient’s details and eligibility for full cover that
is otherwise unclear.

= Notify the General Office that a private patient attendance is being arranged, by
completion of Notification of Fee Paying Patient.

Prior to admission the General Office will endeavour to:

»  [ssue an agreement to pay form and an estimate of charges for the treatment to the
patient. Hospital charges are updated annually from April each year. The estimates
must be relevant to the financial year that the treatment is taking place.

=  Notify the patient that a deposit is required, relevant to the estimate of treatment
cost. (mainly Inpatient and Day Case)

= Ensure that the relevant price list is being used. (Price list available from
Management Accounts, Finance )
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7. OUT-PATIENTS
Notification of Private Patient Status

It is the individual Consultants responsibility to ensure that their private secretary
notifies the Medical Records of the patient’s private status and that all clinic lists and
hospital notes clearly identifies the patient as being private.

It is also the responsibility of the individual Consultant to notify the General Office in
advance of all private out-patient appointments by e-mailing a ‘Notification of Private
Patient” form as soon as the patient has been allocated an appointment. The form should
be e-mailed to general.office@dgoh.nhs.uk.

Where the patient is an emergency case, a ‘Notification of Private Patient’ form should
be e-mailed to the General Office before the commencement of the clinic so that an
‘Agreement to Pay’ form (Appendix 5) can be prepared and given to the patient to
complete before any consultation or treatment is provided.

Private patients may be seen by appointment in an out-patient clinic, preferably in a
dedicated clinic rented by the Consultant, or, where this is not possible, at the beginning
or end of a clinic session in the Out-Patient Department. The General Office should be
advised that the patient is attending the clinic and the patient must be identified as a
private patient on PCS. A charge will be made for any procedure that takes place,
consumables or diagnostic services used and for drugs prescribed and dispensed. All
requests for diagnostic testing and for drugs to be prescribed must be clearly marked as
“Private”. The patient should be asked to sign an ‘Agreement to Pay’ form (Appendix
5). The General Office will arrange for an invoice to be raised, based upon the
information in the patient’s records/cmds. Only if the outpatient procedure is likely to be
a significant value will the patient be requested to pay a deposit.

Consultants may order private tests or treatment in any department. All requests to these
departments must state that the patient is a private patient. Private patients booked for a
diagnostic procedure such as MRI, CT or ultrasound, should be notified to the General
Office, who will ensure that the patient’s insurance cover is appropriate, or that the
patient is notified of the charge should they be self-funding and arrangements made for
payment in advance of the procedure. Consultants will be asked to complete a record of
treatment requested arising from a private out-patient attendance which should be
forwarded to the General Office to enable the invoice to be raised.

NHS case notes will not be made available for private out-patient attendances.
Consultants should make up and retain their own sets of private notes for these patients.

Private patients are entitled to take away their x-ray, CT or MRI films, on CD.
A patient referred for diagnostic testing from a private consultation either at this hospital

or elsewhere (e.g. at a private hospital) will be considered to be a private patient, liable to
pay the full cost of the diagnostic test.
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An out-patient cannot be both a private and an NHS patient for the treatment of one
condition during a single visit at an NHS hospital. Private patients are normally
expected to remain private throughout their whole treatment episode and should not
transfer to the NHS unless there is a significant and unforeseen change in circumstances.
The patient is nonetheless legally entitled to change status at a subsequent visit and seek
treatment under the NHS, subject to the terms of any undertaking made to pay charges.

Referrals and Clinic Bookings

The clinic list should show all private patient appointments as either before the clinic
start time (in which case there should be sufficient time set aside so that the NHS clinic
is not affected) or after the clinic end time. Any private patient seen within NHS clinic
time will be deemed to be an emergency case and should be noted as such by Medical
Records. The clinic administrator should report all such emergency cases, to the Out-
Patient Manager and the General Office (general.office@dgoh.nhs.uk).

At the start of each clinic Medical Records should e-mail general.office@dgoh.nhs.uk
with a list of all private patients attending the clinic, providing the patient’s full name,
date of birth, post code and patient number, they should also highlight any patients
deemed to be an emergency case. The General Office will check that the patient has
been set up on PCS with the correct patient status and obtain the rest of their details.
They will also check that both a *Notification of Private Patient” form has been received
from the Consultant and that an *Agreement to Pay’ form (Appendix 5) has either been
sent to the patient or has been provided for the patient to sign at the clinic. At the end of
each clinic a list of patients who did not attend should be e-mailed by the Clinic
Administrator to general.office@dgoh.nhs.uk detailing the reasons, where known, for the
non-attendance and any follow up action to be taken.

Out-patient Appointment Scheduled for more than 7 days after Receipt of Private
Patient Notification

On receipt of the *Notification of Private Patient’ form from the Consultant, the General
Office should query with the Consultant any details that are unclear and then send out an
‘Agreement to Pay’ form (Appendix 5) to the patient. The patient must be advised of
estimated total charges so that a deposit/financial guarantee may be obtained where
appropriate.

The patient should be made aware that when they sign the ‘Agreement to Pay’ form
(Appendix 5) they are entering into a contract with the Trust and it is their responsibility
to settle all charges within 14 days of receipt of the invoice. They will be issued with a
receipt to enable them to claim reimbursement from their insurance company. (Unless
their cover is provided by BUPA for radiology services)

It should be made clear to the patient that the completed and signed ‘Agreement to Pay’
form (Appendix 5) should be brought along to their appointment along with their
deposit, if not already provided. The Consultant should not provide any services to the
patient until they are in receipt of the completed, signed and witnessed form.
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Out-patient Appointment scheduled for less than 7 days after receipt of Private Patient
Notification

The process followed should be the same as that for ‘more than 7 days’ except that the
General Office will telephone or e-mail the patient notifying them of the procedure and
informing them that an *Agreement to Pay’ form (Appendix 5) will be provided to them
for signing at their appointment.

The Consultant should not provide any services to the patient until the ‘Agreement to
Pay’ form (Appendix 5) has been completed, signed and witnessed.

The same process should be applied in emergency cases.
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8. TO ARRANGE TESTS, INVESTIGATIONS OR PRESCRIPTIONS
FOR PRIVATE PATIENT (TRUST PREMISES)

Requirements

The Consultant must ensure that the private box is ticked very clearly on all requests for
Physiotherapy, Dietetics, Orthotics, Occupational Therapy, Clinical Imaging and
Pathology of any type. Also any Pharmacy requests for private patients must be clearly
marked “private”. The Consultant must sign all request forms.

Consultants should not arrange services, tests, investigations or prescriptions for private
patients until the patient has signed an ‘Agreement to Pay’ form (Appendix 5).

All services supplied should be updated against the patient’s record in PCS.

The providing department must notify the General Office at the end of each week, all
private patient services provided. The General Office will reconcile all charges relevant
to each specific patient and raise the necessary invoice.

Specific to Pathology and Pharmacy

If a request is forwarded by a Consultant from his private rooms, then an agreement to
pay form must also be completed by the patient and sent with the request. If there is no
agreement to pay form then the requested tests will not be performed. The Consultant
should advise his/her patient that there will be a separate charge from the hospital for
these tests and that the hospital will be invoicing them direct.

Also, the General Office will advise the Consultant that if there is a problem with
recovery of debt relating to a referral from private rooms, the Trust will seek recompense
from him/her direct.

It is the Pathology department’s responsibility to ensure that the necessary patient’s
details and costs are entered on an authorised invoice request form and that this is sent,
with the agreement to pay form to the General Office, Russells Hall Hospital.

It is the Pharmacy department’s responsibility to ensure that the necessary patient’s
details and costs are entered on an authorised invoice request form and that this is sent to
the General Office, Russells Hall Hospital.
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9. PRIVATE IN-PATIENTS/DAY CASES
Elective Admissions

It is the individual Consultants responsibility to ensure that his secretary notifies the
Booking Team to the patient’s private status and that all admission lists and hospital
notes clearly identifies the patient as being private.

It is also the responsibility of the individual Consultant to notify the General Office in
advance of all private patient admissions by e-mailing a ‘Notification of Private Patient’
form as soon as the patient has been allocated an admission date. The form should be e-
mailed to general.office@dgoh.nhs.uk.

Where any staff member has any reason to believe a patient may be private, (for example
in maternity where the patient’s case notes show that the patient has been seen by a
Consultant instead of a midwife for ante-natal care) and there is no ‘change of status’
form filed in the case notes the senior staff nurse must ask the patient if they are
“private”. If the patient notifies the staff member they are “private” the General Office
must be e-mailed or telephoned to prepare an ‘Agreement to Pay’ form (Appendix 5).
The General Office will then bring the forms to the Ward for the patient and the
Consultant to sign.

Private patients are accommodated in any part of the hospital, in a single room or other
accommodation most suited to their medical and nursing needs.

The General Office will contact the patient to advise of estimated cost of treatment,
ensure they have signed a Agreement to Pay form, and arrange for the receipt of a
suitable deposit.

A deposit based on the estimate calculated payment for the treatment must be prepared
for the patient before their admission. The charge will be calculated by the General
Office, based upon the advice of the Consultant regarding the procedure to be carried out
and the likely length of stay. Should the actual charge be greater than the deposit an
additional invoice will be issued. If the actual charge is less than the deposit paid, the
balance will be refunded to the patient by cheque. The charge must be paid on or before
admission.

If a patient is admitted privately, in an emergency, the Consultant must advise the
General Office immediately in order that arrangements can be made to ensure payment
processes are followed. When such an admission occurs out of office hours (9.00 am —
5.00 pm, Monday to Friday), the patient wishing to be admitted privately should be
asked to sign an ‘Agreement to Pay’ form (Appendix 5), confirming that they will pay all
charges.

On discharge, the General Office will collate all the treatment and services received. An
invoice will be raised within 5 days and submitted to the patient.
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Private In-Patients

It is the responsibility of the individual Consultant to notify the General Office as soon as
possible for all private patients admitted out of hours by e-mailing a ‘Notification of
Private Patient’ form to general.office@dgoh.nhs.uk.

The senior ward staff member should notify the General Office via e-mail that they are
prepared and obtained a signature from the patient and the Consultant for the ‘Agreement
to Pay’ form (Appendix 5) and advise the General Office of their status with regard to
payment of a deposit.

The Ward Clerk or Duty Nurse at the time of admission should set the patient up on PCS
with the patient status of PP and record any transfers or discharges.

The General Office (or delegated authority) must request that the private patient pays a
deposit equivalent to the total value of treatment likely to be received. If the actual
treatment received exceeds the amount paid, the patient will be invoiced for the
difference. Similarly where the deposit paid is greater than the actual cost of the
treatment received the patient will be refunded the balance.
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10.

CATEGORY II
Definition

Category Il work includes investigations or tests for non-clinical reasons. Examples are
X-Rays made on behalf of insurance companies or requested by individuals for
employment or emigration, also cardiac tests for DVLA purposes.

Category Il Fees

The Trust sets its own fees for use of facilities. These are the same as the private patient
tariff unless otherwise indicated. Consultants set their own charges for Category Il work
and collect their own fee.

Procedure to be followed

The procedure to be adhered to is the same as for that for the Out-Patient Clinic except
that it will be the company that will meet the cost of the services provided and not the
patient or the patient’s insurer. Consultants must identify all such patients as private and
adhere to the same process as they would with any other private patient attending an Out-
Patient Clinic.

The General Office will need to be notified to invoice the Company rather than the
patient for the facilities used. Copies of correspondence from the Company requesting
the service will need to be provided to General Office. This will ensure that the debt is
recovered promptly.

Private Patients Policy 23



11.

SECTION 58
Definition

Section 58 charges relate to the NHS Act 1977, which allows the Trust to provide
accommodation and services not covered under other sections of the Act. Section 58
would be used, for example, for:

=  Pathology tests on specimens sent from private consulting rooms where the patient
does not attend a Trust hospital.

=  Treatment and diagnostic facilities provided on behalf of non-NHS bodies, e.g.
patients in private hospitals.

=  Administrative costs of making records, x-rays available (nb. — records must be
requested through the Medical Records Section in writing).

= Physiotherapists to see their own private patients outside their contracted hours.

Provision of Service

All requests on behalf of Consultants for their Private activity to the Trust will be clearly
marked as having been requested from the private hospital or private consulting rooms.
All requests in the above instances should be marked and treated as private.

Where a contract has been set up with the Consultant (private hospital, private
consultancy), staff members and Consultants should check that the particular service
requested is documented on the respective contract. This should be validated by the
Trust’s Contract Manager (or delegated authority).

Where a contract does not exist between the Consultant and the Trust a purchase order
must be requested from the Consultant, or an equivalent ‘Agreement to Pay’ document.
This document must be signed by the Consultant.

Where a contract exists or an undertaking to pay has been provided, services should be
supplied to the Consultant where the Trust has the capabilities and capacity to safely
provide them.

All request forms on completion must be sent to the General Office for invoicing.
Where the providing department requires keeping copies of originals, photocopies will
suffice.

Where services are requested regularly from a customer a contract must be set up
between both parties to cut down on paperwork.

If neither a purchase order or equivalent ‘Agreement to Pay’ form (Appendix 5) is
provided by the customer nor no contract exists from the provision of the requested
service then no services can be provided.
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12. TRANSFER OF PRIVATE PATIENTS

If a private patient is transferred to another medical establishment, they will be expected
to pay for any transport costs incurred by the Trust.

Except in emergency cases, staff must inform the General Office of the details
concerning such a transfer, in advance of its occurrence.
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13.

INVOICING PROCEDURE

Database

In order to effectively and efficiently manage the treatment of private patients in the
Trust, the General Office will maintain a log of all private patients receiving Trust
services. A Private Patient schedule produced from Oasis (Patient Care System) on a
daily basis will be reconciled to the General Office records.

The Income Officer will ensure an account is set up on SLS for each private patient, thus
ensuring that any deposit paid can be lodged correctly.

Out-Patient Procedures

It is the responsibility of the ward/department that the private patient attended, e.g. x-ray,
pathology, to advise the General Office of the attendance. Each visit or session of visits,
should be accompanied by a private out-patient Agreement to Pay form (Appendix 5),
usually completed prior to the patient’s attendance or completed in the department. An
invoice request form (Appendix 9) should be completed by the department and sent to
the General Office with the Agreement to Pay form. The ward/department may also
provide a schedule of services/treatment provided (Appendix 2).

On receipt of the ‘Agreement to Pay’ form (Appendix 5) from the Consultant, the
General Office should cross reference the forms with the private patient report provided
from Oasis. Any anomalies should be discussed with the Out-Patient Manager and,
where applicable, forwarded onto the Finance Director.

All change of status forms (Appendix 3 & 4) must be reconciled with the patients
‘Agreement to Pay’ form (Appendix 5).

Once the forms have been cross-referenced and any anomalies dealt with, the invoice
will be raised. A control sheet (Appendix 6) will be completed and an invoice issued.

If a patient has paid a deposit for treatment, any balance outstanding should be invoiced
and any overpayment should be credited back to the patient by sending the patient a
cheque.
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In-Patient and Day Case Procedures

The same process must be followed as with out-patients, except forms must not be
forwarded to the General Office until the patient is discharged.

Details of private in-patients or Day Cases are received from the Consultant (Appendix
2).

A Private In-Patient agreement to pay form is sent to the patient with an accompanying
letter detailing the charges involved, requesting a suitable deposit and a memorandum
about private patient facilities (Appendix 8), together with a prepaid envelope. The
agreement form should be signed by the patient and returned to the General Office
before the admission date.

The General office will establish the OPCS code for the operation by contacting the
consultant’s secretary. The OPCS code can then be converted to an HRG code by
referring to the HRG Grouper software programme installed on the General Office PCs.

The HRG code is linked to the relevant charge in the current private patient charges and
should be detailed in the letter sent to the patient.

A control sheet (Appendix 6) should be completed for each in-patient/Day Case advised
to the General Office by the Consultant. This form is used to record all necessary
information to be included on the invoice.

Once it has been confirmed that the patient has been discharged, the General Office
should collect all the relevant information necessary to raise an invoice . All the
information, including the Agreement to Pay form, should be attached to this sheet and
forms the back up documentation to the invoice being raised.

The invoice will be raised within 5 working days of discharge.

If a patient has paid a deposit for treatment any balance outstanding should be invoiced
and any overpayment should be credited back to the patient by sending the patient a
cheque.
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14. CHARGES

Hospital charges are updated annually and relate to the financial year April to March.

When staff provide an estimate of costs for a private patient they must ensure that they
are using the correct charges for the financial year that the patient will be treated in.

The Trust currently has a specific contract with BUPA, in respect of Radiology facilities.

BUPA clients attending for these services should sign an agreement to pay form, but a
deposit will not be requested. Initial contact for non payment will be made direct to
BUPA and upon their instruction, the patient will be contacted.

Requests for deposits will be based upon estimated charges for the outpatient treatment
or inpatient treatment. Deposits will be lodged against the Patients Account code on SLS
as unallocated income. Invoices will be issued after treatment is completed, identifying
the full charge and the deposits paid will then be allocated.
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Appendix 1

BMA'’s “A Code of Conduct for Private Practice — Guidance for NHS Medical Staff”

Key points of this guidance include:

There should be no real conflict of interest between independent work and NHS
work.

Work outside NHS employment should not adversely affect NHS employment, nor
in any way hinder or conflict with the interests of the NHS employer, other NHS
employers or NHS employees.

NHS facilities, staff and services may only be used for private practice with the
agreement of the Trust.

Where the employer has agreed that a Consultant may use hospital facilities for the
provision of fee paying or private services, the employer may determine and make
such charge for the use of its services, accommodation or facilities as it considers
reasonable. Any charge will be collected by the employer, either from the patient or
third party commissioning the work, or from the Consultant. A charge will not be
made if a Consultant is remitting a fee to the NHS organisation.

Where arrangements are made to use NHS staff for private practice, it must be made
clear that treatment of NHS patients and provision of NHS services is a priority. In
most circumstances any work for the private sector should be done outside NHS
time. However, with prior agreement of the employer, Consultants may undertake
private work inside NHS time where there is minimal disruption to other NHS
patients and the complexity of cases warrants specific use of NHS services.

Consultants should not undertake elective private practice when on-call for the
NHS, nor undertake on-call for the private sector when working for the NHS.
However, there may be circumstances where, with the approval of the NHS
employer, a Consultant with a low likelihood of recall may undertake some private
practice when on-call for the NHS.

There should be clear arrangements to ensure that there can be no significant risk of
private commitments disrupting NHS commitments, e.g. by causing NHS activities
to begin late, or be cancelled.

Consultants will not be put in a position where it could appear that they are asking
patients to consider private treatment. However, when asked directly by patients,
Consultants should be able to report the length of waiting lists and treatment
available in the NHS and private sectors.

Consultants should not spend time during NHS consultations discussing private
treatment with patients, nor should they use their NHS patient lists to promote their
private practice.
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. Consultants may use NHS facilities for the provision of fee paying services either
in their own time, in annual or unpaid leave, or in NHS time where work involves
minimal disruption.

. If NHS sessions are disrupted regularly, the Consultant should rearrange the
private sessions. Agreed fixed NHS commitments should take precedence over
private work. NHS employers will reach agreement with Consultants to determine
when fixed commitments (e.g. operating lists, out-patient clinics) are to be
scheduled. Where there is a proposed change to the scheduling of NHS work, the
employer will be required to allow a reasonable period for Consultants to rearrange
any existing private sessions, taking into account any binding commitments entered
into (e.g. leases).

" Subject to clinical considerations, Consultants should be expected to contribute
fully to maintaining a high quality service to patients, e.g. reducing waiting lists.
This could include patients having the opportunity to be treated by other NHS
colleagues or NHS Trusts where this will maintain or improve the quality of care
such as reducing their waiting time. When a patient is seen privately and it is
agreed they will subsequently be transferred to an NHS waiting list, the patient
should be entered on the list at the same point as if they had been seen under NHS
arrangements, i.e. on the date of the private consultation.
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Appendix 2
THE DUDLEY GROUP OF HOSPITALS NHS TRUST
Notification of Fee-paying Patient

SECTION A — (To be completed for all patients)

Hospital number ............................... Date of Birth....................oooi .

veveinns POStCOdE. .,
1. Will attend for private consultation in the following Hospital Out-patient Dept:
Russells Hall O Corbett O Guest O on.................... 20.........

Was seen O in my private rooms O in the course of a domiciliary visit

PatIENT S AUOIESS .. vttt et et e e e et e e e e e s

SECTION B — PRIVATE OUTPATIENT
The above named patient requires treatment as a Private Non-Resident Patient as per

He/she is required to attend the following Hospital Department(s):

Section 66 of the NHS Act 1977 and has agreed to sign a Private Patient Agreement Form.

OPCS code v'Tick as
(if known) required

OPD Consultation

Day Case Ward (please specify)

Radiology

ECG/Cardiology

Endoscopy

Occupational Therapy

Physiotherapy

Pathology Laboratory (samples)

Operating Theatre

Other (please specify)

The above named patient requires treatment as a Private In-patient under Section 65(2) of
the NHS Act 1977 and has agreed to sign a Private Patient Agreement Form. Please
confirm that there is a bed available within the statutory complement for an estimated
period of:

This form to be completed by the Consultant and sent to the General Office, Russells Hall Hospital prior to treatment.
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Appendix 3
CHANGE OF STATUS FORM
FROM PRIVATE TO NHS

To be completed by patient

I hereby confirm that | have asked the Consultant named below to change my status from that of a Private Patient to an NHS
patient as from this date.

Signed: ..o (Patient).......ccvovvvveieineene Print Name
Date: ..o

INPATIENT

To be completed by Consultant (PLEASE PRINT)

This is to certify that by agreement, my patient ..o,
..................................................... (Patient’s name)
Hospital No: ..................... was transferred from Private to NHS on:
Signed: ... Consultant
Date: ..
OUTPATIENT

To be completed by Consultant (PLEASE PRINT)

From: o e Consultant
To: General Office

Re: Patient .....ocovee Name
weueee..... Address

The above-named has recently been seen by me as a Private patient. S/he has requested that
further investigation and treatment are undertaken as a NHS patient.

| am therefore arranging (please tick)
a) To see this patient in my out-patient clinic/day case unit
b) For the patient to be admitted
The degree of urgency is:
a) Urgent
b) Routine

Signed: ... Consultant
Date: .o
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Appendix 4
CHANGE OF STATUS FORM
FROM NHS TO PRIVATE

To be completed by patient

I hereby confirm that | have asked the Consultant named below to change my status from that of a National Health Service
patient to a private patient as from this date.

Signed: ... (Patient) .........ccoveiiiieie e, Print Name
Date: ..o

INPATIENT

To be completed by Consultant (PLEASE PRINT)

This is to certify that by agreement, my patient ..o,
..................................................... (Patient’s Name)

Hospital No: ..................... was transferred from NHS accommodation to a private bed on:
Signed: ... Consultant
Date: .o

OUTPATIENT

To be completed by Consultant (PLEASE PRINT)

From: oo Consultant
To: General Office

Re: Patient .....ooovee Name
veueen..... Address

The above-named has recently been seen by me as a NHS patient. S/he has requested that further
investigation and treatment are undertaken as a private patient.

| am therefore arranging (please tick)
c) To see this patient in my out-patient clinic/day case unit
d) For the patient to be admitted
The degree of urgency is:
c) Urgent
d) Routine

Signed: ... Consultant
Date: ...
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Appendix 5

apperchy &
Russells Hall Hospital The Dudley Group of Hospitals [\'/1&3

Dudley, West Midlands, DY1 2HQ NHS Trust

You are advised to read and complete this form in full before signing. Please use black ink only

SECTION A - PERSONAL DETAILS

Surname Mr/Mra/Miss/Other

Forenames Date of Birth

Maiden name Passport number ( if not British)

National Insurance or Social Security number Nationality (1 not Britlsh) ..o

Preferred Language

Car Make/Model Req. NO! .. ATE yOU registered owner of this vehicle YES/NO
HOME ADDRESS DETAILS
Owner / Rented / Tenant / Living with parents Please delete where applicable

House and/or street details

Town Country/State ...
Country Post or Zip code
Tel. no: Home Tel. ne: Work Tel. no: Mobile .

EMPLOYER'S DETAILS

Name and address ...

TRVINY oo e By S ConnmyState o

Country Post or Zip code

Tel. no: of employer ...

SECTION B - NEXT OF KIN INFORMATION

Surname Mr/Mrs/Miss/Other

. Payroll Numbers Current Pasition

Forename(s) Relationship

House and/or street details

Town Country/State
Country Post or Zip code
Tel. no: Home Tel. no: Work Tel. no: Mobile ...

SECTION C - INSURANCE DETAILS

| hereby autharise the Trust, or its authorised agents, to make enquiries with my insurers to confirm the extent of, and the limits to, my
health insurance policy. My insurance details are:

Insurers name and address

Y b A s e Country/State

Country Past or Zip code

Name of personal benefits administrator ..., Tel. no.

Insurance policy number ... e R Insurance claim number

Notwithstanding the provisions of my personal undertaking, | agree to assign to the Trust any of my rights to be paid hospital or other
related charges by my insurers in respect of the current episode of treatment provided. Should there be any shortfall in payment by the
insurer | understand that and agree to accept full liability. | also unreservedly authorise disclosure of any medical notes including the
provision of copies thereof to my insurer as part of their claim and payment processing requirements.

SECTION D - OVERSEAS ADDRESS DETAILS (if not UK national andler not ordinary resident in the UK)
Owner / Rented / Tenant / Living with parents Please delete where applicable

House and/or street details

Town Country/State
Country Post or Zip code
Tel. no: Home Tel. no: Work Tel. no: Mobile
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SECTION E - FOREIGN GOVERNMENT, EMBASSY, OR HIGH COMMISSION AS
GUARANTOR (complete only if your Government is paying for your treatment)

Full name and title of responsible Embassy or High Commission representative;

Name of mission

Address of mission e.g.: London ... Tel. no:

Embassy or High Commission reference number ..., Letter of guarantee attached

SECTION F - NOTE: FOR OVERSEAS

For the purposes of security, the Trust reserves the right to instruct an appropriate agency to verify the patient’s address. Such an enguiry
will be recorded on the agency’s file and may be shared with other users. | also understand that if | am not a British passport holder
and/or am not ordinarily resident in the UK, the Trust and/or ( the recovery agents) reserve the right to contact British Government
missions abroad for the purposes of confirming and/or verifying the information provided by me regarding myself, next of kin, and/or
sponsor for visa purposes.

SECTION G - PATIENT/GUARANTOR DECLARATION

I fully understand that being insured does not mitigate my legal responsibility to settle the account rendered in full and within the terms
stipulated- i.e. within 14 days. | understand that the account will be referred to the Trust's recovery agents if unpaid immediately
thereafter and that ALL the above details will be made available to the said (RECOVERY AGENTS). This authority is unconditional and
irrevocable

| FURTHER UNDERSTAND THAT SUCH CHARGES DO NOT INCLUDE THE SERVICES OF A MEDICAL OR DENTAL PRACTITIONER UNDER
WHOM | AM ADMITTED AND TO WHOM | HAVE ARRANGED TO PAY SEPARATE FEES.

I agree not to bring jewellery and other valuables into the hospital. | understand that the responsibility for losses rests solely with myself
as the hospital does not provide internal security in respect of such items.

1T 11 111 [O— ; B it nopes bosmr s mnssosmsmgssssopmp s s amapmrmsasas
Name in Full ..o,

Witness' signature ........ RS PSSR e bt s DYEEE .cooservmmmvassiversmusssionssinsisssonssvriisTe R S s
Witnessed By INAMIEY. <..iwiiimimmimini iiarrmniana s Designation -

SECTION H

1. This form should be completed by the patient or his or her representative who is willing to accept FULL responsibility on the patient’s behalf,
2. Minors must NOT sign this agreement.
3. All charges are subject to the provisions of section 65 (3) of the National Health Service Act 1977 as or may be subsequently amended.

4. This undertaking must be signed only by an individual accepting personal liability. It must not be signed by a TRUST, CHARITY, LIMITED
COMPANY, PARTNERSHIP, LIMITED LIABILITY PARTNERSHIP, or any other corporate body.

5. This document is an agreement to pay for any and all hospital charges and is legally binding

6. Should you be in any doubt concerning any of the above provisions, please contact the General Office Manager at the Dudley Group of
Hospitals NHS Trust on telephone number 013848 456111 Ext 1231

I understand that Dudley Group of Hospitals NHS Trust may store the information | have given on this form, and that | have a right to see a copy
of the information held about myself on application to the Trust's Infarmation Governance Officer.

The data collected will be used for the purpose of payment for care.

The Trust's Data Protection Adviser can be contacted on (01384) 321014 via Email at information.governance@dgoh.nhs.uk. Further information
relating to the Data Protection Act 1998 can be found on the Protection Commissioner's website at www.dataprotection.gov.uk,
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1 Patient's Name .o Hospital Number ................
2 Patient’s Address oo Date of Birth .......cccccoueeeeee.
..................................................................... Ward ..o
Consultant.........c.ccceeveeeerenrereenes
3 Is Patient an Overseas Visitor [ Yes O No
4 Insurance Company to pay O Yes O No

Appendix 6

THE DUDLEY GROUP OF HOSPITALS NHS TRUST

Fee Paying Patient Control Sheet

5 Agreement Form sent outon ...
6 Agreement Form received on ..o,
7 *IN-PATIENT
Resident Admission From ..o
TO
*OUT-PATIENT
Consultationon L
Day Caseon s
8 OPCSCode s
9 HRG Code s
10 TOTAL AMOUNT DUE: Forie s
*Delete as necessary
INVOICE DETAILS: Comments:
NUMBER DATE AMOUNT
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Appendix 7

MEMORANDUM TO PRIVATE OUT PATIENTS

Following your request you are attending a National Health Service Hospital as a private out
patient and this memorandum has been prepared to explain to you the charges, etc. made for the
use of hospital facilities and services.

A fee is charged for specific diagnostic tests and treatment time where applicable, at a hospital
department and for use of the hospital facilities. These fees are determined on an annual basis
by the Trust. Invoices are issued in respect of the hospital services used and do not include the
fees of the Consultant(s) treating you. An estimate of the charges will be made and if significant,
a deposit will be required. The invoice issued will reflect the total charge in order to recover the
amount from your insurance company.

Whilst attending the hospital as a private out patient you will be required to use the same
National Health Service facilities as all other patients. We are unable to give priority to private
patients over NHS patients in respect of waiting time within departments for treatment or
diagnosis.

We trust your attendance at the hospital will be as pleasant as possible.
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Appendix 8

MEMORANDUM TO PRIVATE IN PATIENTS and DAY CASES

Following your request you are being admitted to a National Health Service Hospital as a private
patient and this memorandum has been prepared to briefly explain your entitlement to hospital
services.

The fee that you will be charged is determined on an annual basis by the Trust and is based upon
the average cost of maintaining a patient in a National Health Service Hospital. The standards
of clinical care and services provided are therefore similar to those provided for all other patients
in the Trust’s hospital.

You will, if possible be provided with a single room. However this will be subject to the clinical
needs of both yourself and other patients. The charge for the hospital’s services is ......... but
this will increase if the period of your stay exceeds ....... days. This charge excludes the fees of
the Consultant and/or Anaesthetist which is a matter of private agreement between yourself and
the Consultant and/or Anaesthetist treating you.

An estimate of the charges will be made and a suitable deposit will be required. The final
invoice issued will reflect the total charge in order to recover the amount from your insurance
company, if applicable.

Please indicate the company name and policy details on the agreement to pay form.

Following your discharge from hospital your Consultant(s) may require you to attend the
hospital for follow-up treatment/tests for which a separate invoice on behalf of the Trust will be
issued.

We hope your stay in hospital will be as pleasant as possible.
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Introduction

The National Health Service provides healthcare for people who are “ordinarily
resident” in the United Kingdom. People who are not “ordinarily resident” in this
country are not automatically entitled to use the NHS free of charge — regardless of
their nationality or whether they hold a British passport, a NHS medical card or have
lived and paid taxes in this country in the past.

The law places an obligation on NHS trusts to establish if people using their services
are not normally resident in the UK. If they are not, then charges may be applicable

for the NHS services provided. When that is the case, the trust has no alternative but
to charge the person liable (usually the patient) for the costs of the NHS services.

The Trust will need to inform the Department of Health if they provide NHS services
to a person from one of our European Economic Area partners (plus Switzerland) or
one of the other countries with which the UK has a reciprocal healthcare agreement.
This information is needed at a national level to maintain those agreements and ensure
that they remain fair to both the UK and our partners.

The Trust and members of the public may seek help and advice from the Department
of Health about any aspect of the regulations and guidance.

Overseas Visitors Policy Team
Department of Health

Room 4W04B

Quarry House Quarry Hill
LEEDS

LS2 7TUE

Telephone: 0113 254 5819
Email: overseasvisitors@dh.gsi.gov.uk

The Department of Health cannot give specific advice in relation to individual cases.
The decision as to whether a particular patient is liable for charges rests with the NHS
trust providing treatment. In some cases, perhaps where a patient’s circumstances is
unclear or appears not to be provided for in the regulations or guidance, the trust may
need to take legal advice.

Up to date advice and information is also available on the Department of Health
website at www.doh.gov.uk/policy

The Department of Health guidance is advisory. It cannot be a substitute for the
National Health Service (Charges to Overseas Visitors) Regulations 1989, as
amended and cannot cover all possible situations.



Policy

The Trust policy is based upon the Department of Health Overseas Visitor
Regulations and Guidance Notes.

The Trust policy will:

e provide clear guidelines to all staff for the correct management of Overseas
Visitors and Asylum Seekers within the Trust.

e ensure that no person is discriminated against in the application of the
regulations providing for charges for NHS treatment.

e ensure that the relevant recording and reporting mechanisms are in place in
order to identify and charge Overseas Visitors and Asylum Seekers,
accordingly.

e ensure that posters and leaflets, explaining the charging regulations, are
available for patients to read throughout the Trust and for issue to local GP
surgeries.

e establish formal contact with local GPs to ensure that they identify any
temporary residents who may be Overseas Visitors, when or if they refer them
to the Trust for treatment.

e ensure that appropriate back up services are provided, such as interpreters to
assist in the interview process of potential Overseas Visitors and Asylum
seekers.

e ensure that treatment charges for Overseas visitors and Asylum Seekers are
reviewed and updated annually, at the beginning of each financial year.

e ensure that debt recovery procedures are in place for the recovery of overseas
visitor debt.

e provide Overseas Visitor activity data to the Department of Health in respect
of patients from EEA countries, Switzerland or a non EEA country with a
reciprocal health care agreement.



Procedure
General Guidelines:

It is vitally important that no person is discriminated against in the application of the
regulations providing for charges for NHS treatment. (Article 14 of the European
Convention on Human Rights Act, which is now incorporated into UK law as part of
the Human Rights Act, prohibits discrimination against a person in the exercise of
their rights under the convention, on any ground such as: sex, race, colour, language,
religion, political or other opinion, national or social origin, association with a
national minority, property, birth or other status.)

The only thing that is relevant is residence and this cannot be judged from external
appearance, name, language, nationality, past or present payment of taxes, or whether
they are registered with a GP and have been given a NHS number.

It is, therefore, necessary to ensure that all patients — regardless of their address,
appearance or accent — are asked where they have lived for the previous 12 months
immediately preceding a new course of treatment. It is not necessary for the question
to be asked if the patient is attending as part of their on going treatment.

In some departments, catering for the very elderly or mentally confused patients, the
initial question may be inappropriate or unworkable. In these cases staff should still
be aware of the possibility of patients being chargeable and should notify the overseas
visitor team, General Office of any patient who, on the information they have, may be
an overseas visitor.

Although there is no exemption from charges for life saving treatment (other than that
given in Emergency Department) the Trust should always provide immediate
necessary life saving treatment whether or not the patient has been informed of, or
agreed to pay charges. Not to do so would be in breach of the Human Rights Act.
While it is a matter of clinical interpretation whether treatment is immediately
necessary to save life, this should not be construed simply as meaning that the
treatment is clinically appropriate, as there may be some room for discretion about the
extent of treatment and the time at which it is given, in some cases allowing the
visitor time to return home for treatment rather than incurring NHS charges.



NHS TREATMENT IS GIVEN TO ALL PATIENTS WHEN THE
FOLLOWING APPLY:

Treatment given in the Emergency Department

Treatment for certain diseases where treatment is necessary to protect the
wider public health. — (Appendix 1)

Sexually transmitted diseases. For HIV /AIDS this exemption only applies to
initial diagnostic testing and associated counselling.

Family planning services

Treatment of mental health problems

Patients who have lawfully lived in the UK for over one year

AN OVERSEAS VISITOR WILL BE EXEMPT IF THEY ARE:

From a country with reciprocal healthcare agreement — ( Appendix 2)
Refugees and Asylum seekers who have made a formal application to the
Home Office to stay in the country or those already granted asylum.

Taking up Permanent Residence in the UK

Registered on a Full Time Course of Study

People who receive UK War pensions

People working on ships registered in UK

People working in the UK

Prisoners

Diplomats

Members of UK forces

Civil servants

A missionary

A person detained under the provision of the immigration Act 1971

A volunteer with a voluntary organisation (there are various provisions of
Acts which specify the services which the volunteer should be providing)
An employee, recruited in the United Kingdom, of the British Council or the
Commonwealth War Grave Commission

A person who is working in employment that is financed in part by the
Government of the UK in accordance with arrangements made by the
Government of another country

A person who has at any time had not less than ten years continuous lawful
residence in the UK and is employed outside the United Kingdom for no more
than five years.

A person who is employed in another member state but is contributing under
the Social Security Act 1971

British Nationals who have been evacuated from Lebanon can be classed as
exempt from healthcare charges and will not be asked to pay for any hospital
treatment they may require



Note Spouses, civil partners or children of the patients will also not be charged for
Services. In most cases this will be provided when the child lives on a
permanent basis with the overseas visitor. However this does not apply to HM
Forces, Civil Servants, Missionaries, British Council and Commonwealth
Wargraves Commission employees and those whose employment is financed
by the Government

All patients attending the Hospital for treatment will need to be asked the baseline
question:

Where have you lived for the last 12 months? And can you
show that you have the right to live here

This question should be asked, without exception, every time a patient is registered
for a new course of treatment.

Frontline staff i.e. Emergency Department, OPD reception and ward staff will only
need to ask the baseline question, all additional interview questions will be asked by
the Overseas Visitor Team.

Where a patient indicates that he or she has not lived in the UK for the past 12 months
action should be taken as follows:

e The person who identifies the patient as potentially liable should complete
section A on the Overseas Visitor Interview Form (Appendix 4). The patient
details on PCS will also need to be flagged that the patient is an overseas
visitor. This will enable an overseas visitor report to be produced by the
Information Department, Finance for the attention of Overseas Visitor Team,
General Office as confirmation that all potential overseas visitors have been
flagged for further action.

e On what date did you arrive in the UK?
e What is the basis for your staying in the UK?

e As Emergency Department treatment is free to all patients, the form should be
included with the patient’s records, as well as being faxed to the Overseas
Visitor Team on ext 3395

e If the patient is referred to another ward or department, follow up procedures
need to be implemented referred to outpatients care or admitted as an inpatient
upon arrival the patient should be told immediately, where possible, that they
will need to be interviewed by the Overseas Visitor Officer (Stage 11
interview) to establish eligibility for NHS treatment.



A&E departments are exempt from charges so baseline questioning need not
to be undertaken, until a patient is referred to outpatient care or admitted as an
inpatient

If an interpreter is required in order to explain the process to the patient, ward
staff or the Overseas Visitor Team will need to provide the services of an
interpreter, see http://carenet/reflibrary/policies/interpreters.htm to access
details of the Trusts interpreter services.



INPATIENT SERVICES

e The receiving ward or department should complete section A on the Overseas
Visitor Interview Form — Appendix 4 (unless it has already been completed in
Emergency Department and is with the patients notes) and then contact the
overseas Vvisitors team, General Office ext 2881, immediately to arrange for an
interview to take place before treatment is given (but if, in the opinion of
medical staff, the treatment is needed urgently it should be allowed to go
ahead without delay )

¢ In certain wards it would be inappropriate to ask the baseline question for
example, direct admission to critical care or psychogeriatric wards. In these
circumstances, the ward staff should alert the overseas patient team of any
patient who, on the information before them, could potentially be liable for
charges.

o If the overseas visitor team is unavailable due to treatment being required out
of normal office hours i.e. 9am to 5pm, then the person who identifies the
patient as potentially liable will complete section A on the Overseas Visitor
Interview Form and either fax to the General Office, ext 3395 or email as an
attachment to General.Office@dgoh.nhs.uk

e Where, following an interview by the Overseas Visitor Team, a patient is
found liable for charges the patient should be asked to pay in advance of
receiving the treatment or any further treatment (but if, in the opinion of
medical staff, the treatment is needed urgently it should be allowed to go
ahead without delay — appendix 3 to be completed).

o If the patient is unable to pay, but a friend or relative offers to settle the
charges on the patient’s behalf, then this is quite acceptable. The third party
will need to complete an Agreement to Pay form (appendix 5)



ELECTIVE INPATIENT SERVICES

When a consultant has agreed to treat an Overseas Patient prior to their arrival
in the UK, then they should be charged as a Private Patient.

It is the individual Consultants responsibility to ensure that his secretary
notifies the Booking Team to the patient’s private status and that all admission
lists and hospital notes clearly identifies the patient as being private.

It is also the responsibility of the individual Consultant to notify the General
Office in advance of all private patient admissions by e-mailing a “‘Notification
of Private Patient’ form as soon as the patient has been allocated an admission
date. The form should be e-mailed to general.office@dgoh.nhs.uk.

The General Office will forward an agreement to pay form to the patient and
advise the patient that a deposit will be required prior to treatment.

The deposit will be calculated by the Overseas Visitor team based upon an
estimation of the cost of the procedure, the details of which would be provided
by the medical secretary. If the deposit is not paid, then treatment will not be
allowed to proceed.

Once the patient has received treatment the actual costs will be offset against
the deposit paid, either an additional invoice will be issued or a refund will be
made to the patient.

OUTPATIENT REFERRALS

A GP patient referral is sent to the Outpatient Booking Team. The Outpatient
Booking Team will identify if the patient is potentially an overseas visitor
(includes patients from a country with reciprocal healthcare agreements,
appendix 2) The Overseas Visitor Team will need to be informed of all
potential overseas visitors by completion the Overseas Visitor Interview form,
(Appendix 4) section A. The form should be faxed to the General Office ext
3395, or emailed as an attachment to General.Office@dgoh.nhs.uk

The patient details on PCS will also need to be flagged that the patient is an
overseas visitor. This will enable an overseas visitor report to be produced by
the Information Department, for the attention of Overseas Visitor Team,
General Office as confirmation that all potential overseas visitors have been
flagged for further action.

If a patient is definitely confirmed as a chargeable Overseas Visitor by the
Overseas Visitor Team, the consultant is issued with notification form
(Appendix 3) which will need to be completed and returned to the Overseas
Visitor Team, General Office.



MATERNITY SERVICES

Maternity services must always be treated as immediately necessary care, and
neither delayed nor withheld because the patient is a chargeable overseas
visitor who may not be able to pay. This is because of the severe risks
involved to both mother and child if the mother has not presented herself for
medical care throughout her pregnancy.

The Overseas Visitor Team should still identify chargeable overseas maternity
patients and those patients should be informed that they are liable to charges
and all reasonable attempts made, given the individual circumstances, to
recover the debt. However, the Overseas Visitor Team should be particularly
sensitive to the circumstances in these cases. Women who attend the hospital
for maternity treatment must never be given the impression that if they cannot
pay then treatment will be withheld, either there and then or at a later stage of
their pregnancy.

Any woman, who enters into maternity care free of charge, should continue to
receive it on that basis, even if her residence status changes before the baby is
born. Therefore, asylum seekers, whose applications, including any appeals,
have failed but who began their maternity care before such a decision was
reached, will continue to receive all their maternity services free of charge.
Only maternity services begun after an application for asylum has been finally
rejected are subject to charges.

As regards pregnant women who are known, or found to be HIV positive,
maternity services could be taken as including HIV treatment where it is
considered clinically necessary to prevent mother-to-child transmission of the
condition. Whether this is appropriate will always be a clinical decision by the
consultant, not a decision for the Overseas Visitor Team.

OTHER HOSPITAL SERVICES

The Overseas Visitor Team will identify if the patient has received or is likely
to receive any further hospital services, such as Pathology, Radiology etc.

If the patient is confirmed as a chargeable overseas visitor, the cost of these
services will be included in the total charge payable by the patient.



OUTPATIENT CLINICS

If a patient attends either an Outpatient clinic or a clinic that may be held in a
ward area, the baseline question should be asked, without exception, every
time a patient is registered for a new course of treatment.

If it is suspected that the patient is a potential Overseas Visitor, based upon the
patient’s answer, the Overseas Visitor Team will need to be informed by
completion of the Overseas Visitor Interview form, (Appendix 4) section A.
The form should be faxed to the General Office ext 3395, or emailed as an
attachment to General.Office@dgoh.nhs.uk

The patient details on PCS will also need to be flagged that the patient is an
overseas visitor.

The patient should be told immediately, where possible, that they will need to
be interviewed by the Overseas Visitor Officer (Stage Il interview) to establish
eligibility for NHS treatment.

The Overseas Visitor Team will arrange for the 2" stage interview to be
conducted prior to the patient’s treatment, where ever possible.

PAYMENT

Payment for Hospital services will be accepted by cash, cheque (sterling),
credit or debit card at the General Office, Russell’s Hall Hospital.

Should the cheque not be honoured, the debt will be pursued by the debt
recovery procedures if necessary

EX PATRIOTS

If they reside in the UK for at least 6 months and are not registered as a
resident of another member state they are exempt from payment.



The exempt diseases are:

Acute encephalitis
Acute poliomyelitis
Amoebic dysentery
Anthrax

Bacillary dysentery
Cholera

Diptheria

Food poisoning
Leprosy

Leptospirosis

Malaria

Measles

Meningitis
Meningococcal septicaemia (without meningitis)
Mumps

Ophthalmia neonatorum
Paratyphiod fever
Plague

Rabies

Relapsing fever

Rubella

Salmonella infection
Severe Acute Respiratory Syndrome (SARS)
Scarlet fever

Smallpox

Staphylococcal infections “likely to cause food poisoning”

Tetanus

Tuberculosis

Typhoid fever

Typhus

Viral haemorrhagic fever
Viral hepatitis
Whooping cough
Yellow fever

APPENDIX 1



APPENDIX 2

EEA Countries:

Austria
Belgium
Bulgaria
Southern Cyprus and does not include the Turkish Republic of Northern Cyprus
Czech Republic
Denmark
Estonia
Finland
France
Germany
Greece
Hungary
Iceland
Ireland

Italy

Latvia
Liechtenstein
Lithuania
Luxembourg
Malta
Netherlands
Norway.
Poland
Portugal
Romania
Slovakia
Slovenia
Spain
Sweden
Switzerland

Proof of entitlement — European Health Insurance card

Level of care — Treatment which a Medic decides is medically necessary
Exclusions — Elective treatment or the treatment of pre-existing conditions which in
the medical opinion of the Medic can wait until they return to their home state.

British Nationals who have been evacuated from Lebanon can be classed as exempt
from healthcare charges and will not be asked to pay for any hospital treatment they
may require.

British Citizens without automatic right of abode in the UK who have been evacuated
from Lebanon are to be granted discretionary leave to remain in the UK for a
minimum of six months.



APPENDIX 2
(continued)

The UK has bilateral health care arrangements with these countries:

Anguilla $

Armenia **

Australia $
Azerbaijan **
Barbados $

Belarus
Bosnia-Herzegovina $
British Virgin Islands $
Channel Islands $
Croatia $

Falklands Islands $
Georgia **

Gibraltar $

Isle of Man $
Kazakhstan **
Kyrgyzstan **
Macedonia $
Moldova **
Montenegro $
Montserrat $

New Zealand **
Russia **

Serbia $

St. Helena $
Tajikistan **
Turkmenistan **
Turks and Caicos Island $
Ukraine **
Uzbekistan **

** Nationals from these countries

Proof of entitlement - Passport

$$ Residents of these countries

Proof of entitlement — A passport or proof of residence in the country concerned e.g.
an identity or residence card



APPENDIX 3

The Dudley Group of Hospitals m

NHS Trust

OVERSEAS VISITORS

HOSPITAL CHARGING REGULATIONS

Dear CONSUITANT. .. ..\ttt e et e e e e e e e e e e e e e e
NAME OF PATIENT ...ttt et e e e e e et e e e e e
Date of Birth: ..................oeeveivennn.. . Hospital Number.............oa

This patient is an Overseas Visitor as defined in the National Health Services
(Charges to Overseas Visitors) Regulations 1989 as amended. Having interviewed
the patient we found him/her to be liable for charges as an Overseas Visitor.

Government advice to safeguard NHS resources is to obtain payment where possible

before treatment is given. In this case the patient also declared that he/she will not be

able to pay for the treatment to be provided prior to receipt of the treatment. Would

you, therefore, please tick one of the declarations below:-

D | intend to give treatment which is immediately necessary to save the patient’s
life

| intend to give urgent treatment, which is not immediately necessary to save
the patient’s life, but cannot wait until the patient returns home.

|:| No treatment will be given unless payment is made.
Where treatment is to be given (or has been given already), the Trust is obliged to

raise an invoice for the cost of any such treatment, and to pursue debt recovery
procedures if necessary.

SIgNEd: ..o DATET L
(Consultant)

T N =T T
SIgNBA: o Date: ..........

PINE NAMI o e e e e e e e



Appendix 4

The Dudley Group of Hospitals NHS Trust
Overseas Visitor Interview

Section A

Interviewed Dy........ooiii Dater....ovvveiiii e
Patient Surname: ...........c.coooeeiiiie e Consultant: ........c.oooviiiiiiiiiie,
Firstname: ..o UNIENOS
Date of Birth: ..........ccoooiiiiii i, Passport NO: .......coovviiiiiiiee,
UK AdAress: .....ooeveieeiiieie e Overseas AdAress: .......cc.coeveveeinennn.
Tel NO: oo, Tel No

Mobile NO: ...

Base Line Question:-
Where have you lived for the past 12 months? And can you show that you have
the righttolive here? ... ..o

General Office notified by (name).............oooi il 0N,

| Email | | Fax | Verbal |

(Please tick relevant box)

Section B

Overseas Visitor officer:-

Q1. Are you seeking Asylum inthe UK? ... ...
YES 0 Home office ARC Card NO: ... e,
NO O

Q2. Can you prove you have the right to live here?

Evidence Yes [
No 0



Q3. What date did you arrive inthe UK? ... e e e

Q4. What country have you travelled from? ...

Q5. What is the purpose of your visitto the UK? ...

Additional Information: -

NOTE:

If these documents are seen at the time of interview the patient WILL BE EXEMPT
from Charges.

DOCUMENES SEEN DY ettt e e e e e e e e et e e e e et e e
(Print Name)

Signed: ..o D 1

Acceptable evidence:

a copy of your passport (including your visa)

Original Marriage Certificate

Council Tax Documents

Local Authority Rent Book

Mortgage Repayment Documents

Cheque Guarantee Cards and Associated Cheque Book

Paid Fuel or Telephone Bill

Flight Tickets to the UK showing single and not return journey

Bill of Lading for shipping of personal belongings

Credit/ Loan Agreement with UK firms

School Registration

Payslips

Letter referring to Transfer of Funds from previous country to the UK
Copies of correspondence between patient and the establishment in the
previous country of residence showing that the patient will be moving to the
UK on a certain date

e Application to the Home Office for Permanent Residency



Asylum Seekers and Refugees

If you are an Asylum Seeker or Refugee, you should be able to produce ONE of the
items listed below:-

e A Travel Document which shows that it was issued in the UK in accordance
with the Convention of the Status of Refugees

e A Letter from the Home Office stating that the patient is a refugee or has been
granted refugee status in the UK

e An Acknowledgement Letter from the Home Office confirming that the
applicant has made an application for asylum.



Appendix 5
THE DUDLEY GROUP OF HOSPITALS NHS TRUST
NHS CHARGES TO OVERSEAS VISITORS

AGREEMENT TO PAY

A. (To be completed in all cases where agreement is required)
NaME OF PalIENT. .. ..o e e e e e e e e e e e e eaaas
Date of Birth..........cocooviiiiiiii e, Hospital Number..............ccoooioii e,

L 1 LA [0 7

B. (To be completed, in addition to A, if person giving the agreement to pay is
not the patient)

Name of person giving the agreement...........coov i e e

L1 S o [0 [ (=3

OVEISEAS ALAIESS . . . e e et e e e e e e e e e e e e e
(If applicable)

Relationship t0 PatieNt. .. ...t e e e e e e e e e e

C. Declaration

| agree to pay the Dudley Group of Hospitals NHS Trust such sums as may be due to
it in accordance with the Regulations currently in force under Section 121 of the NHS
Act 1977, in respect of NHS treatment provided as an overseas visitor.

Witnessed BY........oovvvi i, Print Name..........cooooii i,
(Member of Staff)



Appendix 6

Date:

Dear Dr (GP)

Re: Implementing the Overseas Visitor Hospital Charging Regulations

Since the NHS Act 1977, there has been a provision for charging Overseas Visitors as
set out in Section 21 of the Act It is the responsibility of an NHS Trust providing
secondary care to establish if a person is entitled to treatment without charge. We are
improving our procedures and policies to ensure that all patients, regardless of their
status or nationality, are subject to the same basic screening process as part of the
hospital regulation procedure. This will involve asking them where they have lived
for the last 12 months and whether they can show they have the right to live here. As
a consequence of this exercise some overseas visitors will be exempt from charges
and others will be asked to pay.

More recently the Overseas Hospital Charging Regulations have been amended in
2004, to assist hospital management in ensuring that application of the regulations is
exhaustive.

It is often difficult at the point of attendance, (especially outpatient clinics) to conduct
an interview; obtain appropriate evidence of residency; and where appropriate
payment for the necessary treatment. Clearly, prior notification of patients referred to
the hospital by General Practitioners and General Dental Practitioners for patients that
have not been resident in this country for as long as the previous 12 months, would
greatly assist hospital management in this process. Inclusion of this information in
the hospital referral letter, simply using the words ‘Overseas Visitor’ would provide
hospital staff with the opportunity of a dialog prior to the patient’s attendance.

Your co-operation in this matter would be greatly appreciated.
Yours Sincerely,

Overseas Visitors Team

General Office

P.S Should you have any enquiries resulting from this letter, please do not hesitate to
contact Overseas Visitor Team on 01384 456111 Ext 2881.



Overseas Visitor Team Procedure
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Overseas Visitor Team

The Interviews

It is important that all staff involved with the identification and interviewing of
potentially liable patients should be properly advised of their role and provided with
adequate training. Staff involved in interviewing patients should have an awareness
of the regulations and guidance together with general training on interviewing
techniques and handling difficult situations. Staff can sometimes be confronted with
angry and abusive patients and/or relatives. They should be fully trained on the
Trust’s policy for dealing with violent or potentially violent situations.

Asking the baseline question:
All patients who have been resident in the UK for 12 months prior to receiving

treatment are entitled to that treatment free of charge. Therefore the baseline question
is:

Where have you lived for the last 12 months? And can you
show that you have the right to live here.

This question should be asked, without exception, every time a patient is entered
onto the Trust’s records for in-patient or out-patient care, either on paper or computer
and either by administration or ward staff. The Patient care system should allow the
questioner to record either that the patient has lived in the UK for 12 months or that
there is some doubt. In all cases of doubt the PCS flag for “Overseas Visitor” should
be ticked. This will ensure that the daily report, produced from the Patient Care
system for the Overseas Visitor team, will identify this potential Overseas Visitor.
The questioner should inform the patient a copy of the leaflet * Are you visiting the
United Kingdom’” Copies of the leaflet are available from the Department of Health
through the Response line 08701 555 455.




Patients who have spent up to three months out of the last twelve, immediately
preceding treatment, abroad can still be regarded as UK residents. (Calculating the
period of residence — the regulations provide that when calculating a period of
residence a person can be out of the UK for up to 3 months before it is taken into
consideration. For example, if someone has lived in the UK for the last 12 months but
spent 3 months of that time on holiday abroad, they could still be considered to have
spent the last 12 months in the UK. The period of absence can be calculated
cumulatively, 3 separate periods of 1 month abroad during the last 12 months should
be counted as a total of three months abroad.) It is important that the Overseas Visitor
team are aware of this easement as it will apply to many older people who spend time
abroad in the winter months. If they reside in the UK for at least 6 months and are not
registered as a resident of another member state they are exempt from payment too!

Patients can qualify for NHS treatment without charge through the eligibility of their

relatives. For example, civil partners, the husband of a female patient may be entitled
or the wife of a male patient. Dependant children may qualify through one or both of
their parents. This decision would need to be made at the 2" stage interview.

Where it is not possible for a patient to be referred for immediate interview by the
overseas patient team it may be helpful if the questioner places a note inside the
medical records to alert other members of staff to the patient’s potential liability for
charges. A suggested form of wording is as follows:

Patient may not be normally resident in the United Kingdom

This patient may not normally be resident in the UK and has been referred for further
interview by the Overseas Visitor Team. The patient may be liable to pay for any
treatment received. The patient has been informed.

For further information contact Overseas Patients Team ext 2881

ASYLUM SEEKER

An Asylum seeker is a person who has made a formal application to the Home Office
for recognition as a refugee under the 1951 UN Convention and its protocol Relating
to the Status of Refugees.

A person who has made a formal application for asylum in the UK will be issued with
an Immigration and Nationality Directorate (IND) Application Registration Card
(ARC). This card contains a photograph of the asylum seeker, details such as their
name and chip containing biometrics information. Where it is not possible to issue an
ARC card, the asylum seeker will receive a form known as SAL (standard
acknowledgement letter). There are two versions of SAL. SALL1 is issued when the
asylum application is made at the port of entry, SAL2 is for asylum applications made




after entering the UK. In due course, all asylum seekers in possession of SALS will
have them replaced by an ARC.

Where an asylum seeker has had an initial application for refuge refused he or she has
rights of appeal. They will continue to be entitled to hospital treatment without
charge until the system of appeal has been exhausted.

e INUKFORLESS THAN 12 MONTHS

If Patient has been in UK for less than 12 months and their Home Office application
to remain in the country is finally rejected and all appeal rights exhausted, then they
will become chargeable for all hospital treatment they have received and
continue to receive.

e INUKFOR MORE THAN 12 MONTHS

If the Patient has been in UK for more than 12 months when their application is
finally rejected and all appeal rights have been exhausted, then any course of
treatment which began before their application was finally rejected will continue
to be free of charge. Any new course of treatment begun after that date will be
chargeable.

Treatment given to an asylum seeker whilst appeal is being considered is free

Generally, whilst active asylum seekers are fully entitled to free hospital treatment,

failed asylum seekers are not (except for ongoing courses of treatment). However, a
failed asylum seeker who has, exceptionally been granted leave to remain in the UK
by the Home Office, even if only on a temporary basis (given reporting restrictions),
could be considered to be ordinarily resident and therefore entitled to free treatment.

ILLEGAL IMMIGRANTS

The Trust may occasionally discover when establishing residence that a patient is in
the UK without proper permission. This may be because they have entered the
country on a visitor’s visa, which has since expired, or they may have had an
application for asylum refused and have not been removed from the country. These
circumstances may arise within the first 12 months of their entering the country, if
that date is clearly established, or it may be discovered that someone who has been in
the UK for longer is not legally resident. If the former, charges may apply. However,
immediately necessary life saving treatment should be given to such patients if
required even if they are unable to pay. The charge will still stand, but if it proves to
be irrecoverable then it should be written off. If the patient has been in the UK for
more than 12 months then, at present, the 12 months residency exemption will come
into effect.

PREGNANT OVERSEAS VISITORS

e Maternity services must always be treated as immediately necessary care, and
neither delayed nor withheld because the patient is a chargeable overseas



visitor who may not be able to pay. This is because of the severe risks
involved to both mother and child if the mother does not present herself for
medical attention throughout her pregnancy.

The Overseas Visitor Team should still identify chargeable overseas maternity
patients and those patients should be informed that they are liable to charges
and all reasonable attempts made, given the individual circumstances, to
recover the debt. However, the Overseas Visitor Team should be particularly
sensitive to the circumstances in these cases. Women who attend the hospital
for maternity treatment must never be given the impression that if they cannot
pay then treatment will be withheld, either there and then or at a later stage of
their pregnancy.

Any woman, who enters maternity care free of charge, should continue to
receive it on that basis, even if her residence status changes before the baby is
born. Therefore, asylum seekers, whose applications, including any appeals,
have failed but who began their maternity care before such a decision was
reached, will continue to receive all their maternity services free of charge.
Only maternity services begun after an application for asylum has been finally
rejected are subject to charges.

As regards pregnant women who are known, or found to be HIV positive,
maternity services could be taken as including HIV treatment where it is
considered clinically necessary to prevent mother-to-child transmission of the
condition. Whether this is appropriate will always be a clinical decision by the
consultant, not a decision for the Overseas Visitor Team.

NEWBORNS

Where a baby is born in hospital, mother and child count as a single patient so
long as both are in hospital following the birth. If one is discharged and the
other remains, charges will continue for the one remaining.

Exceptions to the charging regulations

Treatment given in the Emergency Department is exempt from charges but the
baseline question can be asked, so that the Patient Care System can be flagged
as a potential Overseas visitor. In settings where the question would be
inappropriate for example, direct admission to critical care or psychogeriatric
wards, then ward staff should alert the overseas patient team of any patient
who, on the information before them, could potentially be liable for charges.

The vast majority of patients will not be liable for charges. The purpose of
asking the baseline question at this stage is to avoid discrimination and to
ensure that all patients who are liable for charges are identified. It is not
intended that ward staff should do anything other than ask the baseline
question and alert the overseas patient team if necessary. There is no need and



no question of staff at this stage asking supplementary questions or seeking
documentary evidence.

The main interview

e This should take place in private, and for non urgent cases, before treatment
has started.

e Before interview print patient details from PCS and use these to complete the
‘overseas visitor interview form’ (appendix 7) and also the ‘Agreement to Pay
Form’ (Appendix 5).

e Always ask nursing staff if the patient is well enough to be interviewed and if
an interpreter will be required.

e To obtain an interpreter refer to the Trusts Carenet for details.

e The Overseas visitor team interviewer should begin by explaining that people
not ordinarily resident in the UK can, in some circumstances, be liable for the
cost of their treatment. The interviewer should explain that the interview is
taking place because the patient indicated during the process of administration
(or because ward/clinic staff have indicated) that he or she may not normally
live in the UK.

e Some patients will be clear that they are not normally resident here but others
may dispute the assessment. It is therefore important to establish at the outset
of the interview whether the patient considers him or herself to be an overseas
visitor. When assessing the residence status of a person seeking free NHS
services, trusts will need to consider whether they are :

e Living lawfully in the United Kingdom voluntarily and for settled
purposes as part of the regular order of their life for the time being.
Whether they have an identifiable purpose for their residence here and
whether that purpose has a sufficient degree of continuity to be properly
described as “settled”.

e Trusts need to make a judgement as to whether a patient is ordinarily resident
in the light of the circumstances of that individual patient. For example a
person coming to the UK to undertake a course of study at a recognised
university will have an identifiable purpose for his/her visit. The trust then
needs to decide if the course will last long enough to be properly described as
settled. In the past the Department of Health has recommended that six
months should be used as a yardstick in these cases but it is important to
realise that this is only a guideline.



e The question of ordinarily resident status is the first and most fundamental
issue to resolve, because if a patient is classed as ordinarily resident then the
charging regulations do not come into play, even if the patient has only been
in the UK for a few days or weeks. The Secretary of State has no powers, to
charge for NHS treatment, someone who is ordinarily resident in the UK.

e Having established that the patient is not ordinarily a resident in the UK the
interviewer then needs to establish if he or she can be exempted from charges
because they fall into one of the categories for exemption listed in the
regulations, for example a person claiming to be from a country of the EEA or
Switzerland or any non-EEA country with which we have a reciprocal
healthcare agreement.

When a patient claims to be covered by one of the exempt categories, or claims to be
ordinarily resident, the trust is entitled, in the regulations to “make such enquiries as it
is satisfied are reasonable in all the circumstances” in other words to seek some
supporting evidence for the patients claimed status. It is for the patient to satisfy the
trust of their claim to free treatment and, where the patient cannot do so, the trust may
take the decision to charge for treatment. The patient can claim reimbursement at a
later date providing that sufficient evidence can be produced to show that he or she
was entitled to free treatment at the time it was given.






WHY HAS THE PATIENT COME TO THE UK?

Come to the UK for employment and is in
full time employment/ self-employed and
has sufficient documentary evidence,

No

- Yes —————— _l

Come to the UK to study and has sufficient
documentary evidence containing details of the
college or university, confirmation of
registration on the course. and its duration

Yes No |

Asylum Seeker with
SALI or SAL2 or
ARC Card

|
Yes No —|

Taking up permanent residence in

the UK and can supply sufficient

documentary evidence to support
their claim

Yes No —I

Visiting the UK or seeing
friends or family?

e

Yes

Former UK resident now
working abroad and meets all
regs. requirements

Yes No

In receipt of a war disablement or
war widows pension and has
sufficient documentary evidence

Yes No

In receipt of a UK state pension and
can provide documentary evidence

 Yes *J— No
_|

Patient from EEA (or Switzerland)
or reciprocal agreement country

Yes No
FULLY PART EXEMPT: treatment the need for wg'ﬁ rises whilst in the UK or NOT
EXEMPT treatment needed to prevent worsening of cond#dn — SEEK MEDICAL ADVICE EXEMPT




Acceptable Evidence

It should, wherever possible, be left to the patient to provide whatever evidence he or
she thinks is appropriate to support their claim. Interviewers should not generally
suggest types of evidence unless specifically asked to do so. In particular,
automatically asking to see passports as a matter of routine should be avoided.
Access to NHS services is through residence not nationality and interviewers should
avoid questions relating to immigration status unless it is strictly relevant e.g. asylum
seekers or those claiming to be from a country with which we hold a reciprocal
healthcare agreement. Having said that, there will be times when a passport can
provide useful evidence, in which case asking to see one would not be unreasonable.
If a passport is produced as proof of evidence then the following should be checked:

* Date of entry into UK

*Visa

* Right of abode

A multi visa does not constitute a right to NHS treatment

DOCUMENTRY EVIDENCE

We will require a copy of your passport (including your visa)

The following list which is not exhaustive, lists some documents, which may be
useful, and at least THREE items should be provided:-

Council Tax Documents

Local Authority Rent Book

Mortgage Repayment Documents

Cheque Guarantee Cards and Associated Cheque Book

Paid Fuel or Telephone Bills

Flight Tickets to the UK showing single and not return journey

Bill of Lading for shipping of personal belongings

Credit/Loan Agreements with UK firms

School Registration

Payslips

Letter referring to TRANSFER OF Funds from previous country to UK
Copies of correspondence between patient and the establishment in the
previous country of residence showing that the patient will be moving to the
UK on a certain date

e Application to the Home Office for Permanent Residency

Asylum Seekers and Refugees

If you are an Asylum Seeker or Refugee, you should be able to produce ONE of the
items listed below:-

e A Travel Document which shows that it was issued in the UK in accordance
with the Convention of Status of Refugees



e A Letter from the Home Office stating that the patient is a refugee or has been
granted refugee status in the UK

e An Acknowledgement Letter from the Home Office confirming that the
applicant has made application for asylum

Documents must be taken to the Main Reception at Russells Hall Hospital

In general, patients will be able to provide satisfactory documentary evidence e.g.
pension details, letters from employers or colleges etc to support their claim. Where
however the patient does not have the evidence to hand, an interviewer may be asked
to either accept confirmation from a reputable third party e.g. a letter from a solicitor
or, in some cases, to accept the word of the patient without supporting evidence. The
level of evidence which is acceptable is entirely a matter for the trust in the light of
the individual patient’s circumstances. Providing the trust can demonstrate, if need
be, that it has acted reasonably in all cases it is unlikely to encounter criticism.

There may be occasions where patients produce entry clearance documents that are
not familiar to the Overseas Visitor team. In these cases the immigration and
Nationality Directorate (IND) have provided a helpline (0208 253 6712). This service
will provide trusts with advice on interpreting different types of entry visas and visa
stamps. This service will not provide trusts with details of a specific individual’s
immigration status. Under no circumstances should any medical information be
divulged.

In exceptional circumstances, when all other avenues of establishing entitlement have
been exhausted, it may be necessary to establish the immigration status of a person
who has been living in the country for less than 12 months. This might include
establishing whether a failed asylum seeker has exhausted all their appeal processes,
or cases where a hospital comes across a person who appears to be in the country
without the proper authority. In these exceptional circumstances, enquiries about
immigration status can be sent to the IND via a separate, secure fax number. It is vital
that patient confidentiality is not breached, therefore, this service can only be used in
cases where the patients permission has been obtained. Under no circumstances
should any medical information be divulged. IND will endeavour to respond within 3
working days and replies will only be sent to a NHS secure fax number. Trusts can
obtain the IND secure fax number by contacting the DH Overseas Visitors policy
team on 0113 254 6438.

In cases where a patient refuses to give the Trust permission to contact IND and has
not provided valid evidence to support their claim to free treatment a charge can be
levied. However once they have been living in the country 12 months they will
become exempt and charges from that point must cease.



Timeliness of interview

It is important that patients are aware as soon as possible that there may be a charge
for treatment. Whilst it may not be practicable for interviews to happen immediately,
the trust should make every effort to see potentially liable patients as soon as they
possibly can. Failure to do so, resulting in an invoice being presented to a person who
was not aware that they were liable could result in accusations of maladministration.



IGA FORMS PROCEDURE

The Trust needs to inform the Department of Health if they provide NHS services to a
person exempt from charges under a number of exemption categories.

e if the patient is from an EEA Member state and Switzerland and treatment the
need for which arose during their visit.

o if the patient is from an EEA member state and Switzerland and has been
referred for treatment via an E112/E123 form. A copy of the E112/E123 form
must be attached to the IGA.

e if the patient is from a Non — EEA bilateral healthcare agreement country and
received treatment the need for which arose during their visit.

e if the patient is from Non —EEA bilateral healthcare agreement country and
has been referred (including emergency referrals) by an overseas authority for
treatment under special arrangements.

Notification is currently via both an Income Generation Audit (IGA) form, which is
sent to Leeds Primary Care Trust and via Secondary Uses Service (SUS). It is
important that both the IGA forms and SUS record continue to be completed. This
information ensures that UK claims on other EEA member states and reciprocal
health countries are at the correct level. If an IGA form is not completed it could
affect the Trust’s allocation.

Where a patient from the EEA or Switzerland (except Malta where a quota system is
in operation) has come specifically for treatment, the valid E112/E123 should be sent
with the IGA form to Leeds PCT (the period of entitlement on the E112/E123 should
cover the date of treatment specified on the IGA form). If no E112/E123 has been
received, then only treatment that is immediately necessary should be provided. If an
E112/E123 is not provided with the IGA form, the activity will not be included in any
re adjustment of PCT allocations.

The British overseas territories of Anguilla, the British Virgin Islands, Montserrat, St
Helena and Turks and Caicos Islands can refer four patients each, per year,
specifically for treatment. Referral arrangements are made through Leeds PCT.

IGA forms can be accessed via the Internet at
http://www.ingo.doh.gov.uk/finman.nsf>NHS Trust Detailed Guidance>Chapter22>




COMPLETION OF IGA FORM

A separate form must be completed for every admitted patient care spell, outpatient
attendance or other service.

Where the form concerns treatment given under National Specialist Commissioning
arrangements please annotate the form ‘NSCAG’ The total cost in box 1 will not need
to be completed as the cost will be applied centrally. The NSCAG service should be
entered in Box 5.

Where the form concerns treatment given to a patient who has come specifically for
treatment from Malta or a British overseas territory the quota number should be
included on the IGA form.

The Trust should follow Non Contract Activity (NCA) guidance. The gateway
reference for 2006/07 is 6832. Under this guidance the Trust should invoice the host
PCT and include the same cost on the IGA form in line with ‘Payment by results
arrangements’

In the case of referrals from Gibraltar and the Channel Islands, these are
commissioned through Lambeth PCT. Referrals from the Isle of Man are
commissioned through West Cheshire PCT. These PCT’s hold allocations from the
Department of Health, for meeting the costs of treating these referrals. The Trust
should invoice the respective PCT depending upon where the patient came from. The
same cost should be included on the IGA.

Completed IGA forms should be sent quarterly in line with NCA guidance to Leeds
PCT.

IGA forms that are incomplete or incorrect will be returned from Leeds PCT. They
should be resubmitted with the correct data within 4 weeks, otherwise the activity will
not be included in any re adjustment of PCT allocations.

Request the patients CMDS from Information via e-mail — ensure to quote unit
number of patient only. This is required, as HRG is needed to enable cost to be
quoted on IGA form.

The following details must all be recorded on the IGA form before submission to
Leeds PCT.

Box 1
e Organisation(provider )code — RNA
e Provider Name — Dudley Group of Hospitals NHS Trust
¢ Host Commissioner Code - 5PE
e Host Commissioner Name — Dudley PCT
e Total Cost — Please refer to HRG on CMDS and refer to current Private

Patient tariff — non-elective tariff




Box 2

Box 3

Box 4

Box 5

Box 6

Box 7

Local Patient Identifier — This is the Patients Unit number

Patients Name — please give as detailed on CMDS

Date of Birth — please give as detailed on CMDS

Adult/Child - please identify

Patients usual Address — This must be the patients overseas address NOT the
UK address where the patient is residing whilst in the UK

Postcode of usual address — From CMDS
Patients Nationality Code — information available from CMDS

Date of arrival in UK — if information is available but this is not necessary
Admission Method code

Was the patient referred by an overseas authority

Quota number

Exemption category code under which treatment was given: Choose from
one of the following:

Enter code 3fi — if the patient is from an EEA Member state and Switzerland
and treatment the need for which arose during their visit.

Enter code 3fii — if the patient is from an EEA member state and Switzerland
and has been referred for treatment via an E112/E123 form. A copy of the
E112/E123 form must be attached to the IGA.

Enter code 3qi — if the patient is from a Non — EEA bilateral healthcare
agreement country and received treatment the need for which arose during
their visit.

Enter code 3qii — if the patient is from Non —EEA bilateral healthcare
agreement country and has been referred (including emergency referrals) by
an overseas authority for treatment under special arrangements.

Admitted patient care spell or other service
Start date and end date of treatment — this information is recorded on the
CMDS

Additional information costs ie critical care

Outpatient attendance



Contact details (staff member who completed the form)

All patient details need to be logged on the Overseas Activity IGA spreadsheet. You
will locate the spreadsheet on W//Income: Overseas Activity: Overseas Activity, IGA
claims

Once all the details are recorded on the IGA form please submit to:

Leeds Primary Care Trust
Overseas Visitors Section (Finance)
Sycamore Lodge

7a Woodhouse CIiff

Leeds

LS6 2HF

For general enquiries or advice on completing the IGA form:

Telephone: 0113 305 9790 or 0113 305 9795
Fax: 0113 305 9870

Email: Rachel.Haywood@leedspct.nhs.uk
Brian.Kaye@Ileedspct.nhs.uk

For general enquiries on bilateral healthcare agreements or E112/E123 forms contact:

Overseas Health Care
Department of Health
3" Floor

Wellington House
133-155 Waterloo Road
London

SE1 8UG

Telephone: 0207 210 4850

Email: Dhmail@dh.gsi.gov.uk




Financial Matters

Patients charged under the regulations are NHS CHARGED PATIENTS. They
should not be confused with private patients. Unlike private patients NHS charged
patients are liable to pay for their treatment even where an undertaking to pay has not
been obtained.

The treatment of NHS charged patients is subject to the same clinical priority as that
of other NHS patients. The beds they occupy are not pay beds and consultants cannot
charge them for their services. They should be charged the full cost of any drugs
prescribed in hospital including HIV/AIDS drugs.

An overseas visitor exempt from charges is normally liable for other statutory NHS
charges, such as those for prescriptions, on the same basis as a UK resident. However
some charge exempt patients will also be exempt from statutory prescription charges,
for example asylum seekers, and will be issued with a HC2 (certificate for full help
with health costs)

However it is important to note that being in possession of an HC2 certificate does not
exempt a patient from charges for hospital treatment. A patient should be assessed in
accordance with the regulations and if found to be liable, charges will apply; this will
include the full costs of HIVV/AIDS drugs.

Charges

The Trust should recover the full cost of the treatment given to an overseas visitor.
The cost should be the relevant reference cost registered by the Trust in its annual
return to the Department of Health with an on cost of 8%.

Where the trust has treated a patient from an EEA country (and Switzerland) and non
EEA country with which the UK holds a reciprocal healthcare agreement, it should
complete an IGA form, using reference costs when calculating the actual cost to the
Trust of providing the treatment.

Where following interview, a patient is found liable for charges the patient should be
asked to pay in advance of receiving treatment or any further treatment (but if, in the
opinion of medical staff, treatment is needed urgently it should go ahead without
delay).

It is important that charge liable overseas visitors are identified as early as possible, in
order to reduce the incidence of failure to pay and to protect NHS resources. The
Trust will seek to obtain deposits equivalent to the estimated full cost of treatment in
advance of providing any treatment. Any surplus which is paid, can be returned to the
patient on completion of treatment.



Obtaining payment before treatment is given will reduce the amount of money the
trust has to seek to recover and will ultimately reduce the amounts which are written —
off as irrecoverable.

If the patient is liable for charges, explain the procedure and the charges to the patient
or the accompanying person.

The patient can be notified of the fee and pay before they leave the hospital, or prior
to treatment.

If the Trust provides treatment prior to payment being made, although it is not
mandatory, it may be helpful in recovery of the debt, to ask the patient to sign an
agreement to pay form. It is essential that the patient’s overseas address be obtained.

If the patient has medical insurance the Trust will invoice the patient and not the
insurance company. Although, it is advisable to retain all the insurance detail for
future reference.

If the patient is in possession of an HC2 certificate it does not exempt them from
charges for hospital treatment. A patient should be assessed in accordance with the
regulations and if found to be liable charges will apply.

An invoice should be raised and given to the patient on the day of discharge when it
should be handed to the patient. Arrangements for payment should also be made at

this time. Out patients will be invoiced on the day of treatment. Invoices are due for
payment within 14 days.

If urgent coding is required to ensure an invoice is raised promptly — contact Sue
Levitt ext 2277

HRG grouper software will be available in the General Office to assist in coding for
an invoice being raised.

If the patient has no funds to pay either by credit card or cash, an instalment plan can
be set up. A letter would be sent out to confirm amounts and due date . Should they
default on this plan they will automatically be referred to CCI Legal recovery agents
for full recovery of monies due.

CClI would need to be supplied with the following details:
Patient U/R number

Copy of interview sheet

Copy of Agreement to pay

Details of patients length of stay in UK



Invoice procedure - current year
The invoice is raised on SLS Company 4 and the charge to the patient is coded to

A X INCM 000 4035 00 Cr
A X9987 002 9750 00 Dr

Due to the risk of non payment the outstanding debt is immediately journalled to the
overseas bad debt provision:

A X DGOH 000332800 Dr
A X'9987 000 9780 04 Cr (Overseas bad debt provision)

The value of the debt is entered onto the overseas bad debt provision spreadsheet,
which will be reconciled to the balance on the ledger.

If the invoice is written off due to non payment at a later date, the detail is entered
onto a write off memo and submitted to the Finance Director (if over £500) or the
Financial Services Manager (if under £500)

Once the write off has been approved, a credit is raised against the invoice but it is
coded to:

A X'9987 000 9780 04 Dr (Overseas bad debt provision)
A X 9987 002 9750 00 Cr

If further investigation confirms the patient is exempt from charges, the following
codes are used:

A X 9987 002 9750 00 Cr
A R INCM 000 4035 00 Dr

A journal is also completed tp reverse out the bad debt provision

A X'9987 000 9780 04 Dr
A X DGOH 000 3328 00 Cr

The Overseas bad debt provision spreadsheet is updated to reflect the write off or
credit of the debt.

Prior Year Invoices

If a prior year invoice is paid the following journal is required:

A X'9987 000 9780 04 Dr
A X DGOH 000 3328 00 Cr



An invoice written off is cleared by a credit note being coded to

A X'9987 000 9780 04 Dr
A X'9987 002 9750 00 Cr

assuming that it was coded to bad debt provision in the financial year it was raised.
If not coded to bad debt provision then the code to charge is
A X 9987 000 9777 03 Dr

If further investigation confirms the patient is exempt from charges, the following
codes are used:

A X 9987 002 9750 00 Cr
A X 9987 000 9780 04 Dr
(see below)

Overseas Transactions — Current Year

Invoices Bad Debt W/Offs Paid Credit Notes

Debtors Control
AX 9987 002 9750 00

Inc prior year debt Automatically Done Automatically Done Automatically Done Automatically Done
= Co. 4 Sales Ledger

Income
AR INCM 000 4035 00

No prior year transactions

Bad Debt Prov’n
AX 9987 000 9780 04

Inc prior year debt @V 27) v 27) v 27)
= Co. 4 Sales Ledger

DGOH Prov’n
AX DGOH 000 3328 00
No prior year transactions @V 27) v 27) v 27)

Bank

Automatically Done




Overseas Transactions — Prior year

Invoices Bad Debt W/Offs Paid Credit Notes

Debtors Control
AX 9987 002 9750 00

Inc prior year debt Automatically Done | Automatically Done | Automatically Done
= Co. 4 Sales Ledger

Income
AR INCM 000 4035 00

No prior year transactions

Bad Debt Prov’n

AX 9987 000 9780 04

Inc prior year debt Qv 27)
= Co. 4 Sales Ledger

DGOH Prov’n
AX DGOH 000 3328 00

No prior year transactions v 27)

Bank

Automatically Done

Credits not taken
AX 9987 000 9777 03 DR




Methods of payment

The Trust can accept payment by cash, cheque (sterling), debit or credit card. Should
the cheque not be honoured the debt will be pursued by the debt recovery procedures
if necessary. There may be cases where patients cannot pay in advance of receiving
treatment but offer some form of guarantee that their costs will be met by a third
party. e.g. patients with travel healthcare insurance or patients being sponsored by an
employer or government. The Trust would decide whether to accept the risk of
providing treatment in advance of receiving payment.

In all cases, the patient remains liable for the cost of treatment. It is advisable for the
patient to pay the Trust directly and recover the cost themselves from the third party.
This will minimise the risk to the Trust in respect of fluctuating exchange rates.

Deceased Patients

The patient is solely liable for the debt. Therefore where a patient dies without
making or completing payment to the Trust, no one else becomes liable for that debt.
The Trust will attempt to seek repayment from the patient’s estate, if possible but
otherwise the debt will need to be written off. An offer from relatives or another
person to meet the debt can be accepted but should not be actively sought.

Writing off Overseas debt

Reasonable measures must be taken to pursue overseas patient’s debt. The Trust will
employ the services of a Debt recovery agent that has expertise in collection of
overseas debt.

In cases where the debt is considered to be irrecoverable then the Trust will write off
the debt.



Appendix 7

The Dudley Group of Hospitals NHS Trust
Overseas Visitor Interview

Section A

Notified in General Office by..........c.cooiiiiiiiiinn. 0]
(Possible Overseas Visitor)

Interviewed Dy...... .o Dater....ovvviiiiiiin
SUMAME: ... Consultant: ..o
NaME: .o UNItNO: .o,
Date of Birth: ..........coooiiiiii Passport NO: .......ccovvvveiiiiiiiennne,
UK AdAress: ......oevvieeiiiinie e e Overseas AdAress: ........c..ccceevevvnennn.
Tel NO: oo, Tel No

Mobile NO: ...

Where have you lived for the past 12 months? And can you show that you have
the right to live here?

Section B

Base line Questions continued:-
Q1. Are you seeking Asylum inthe UK? ... ..o e

YES 0 Home office ARC Card NO: ... ooviiii e,
NO ]

Q2. Can you prove you have the right to live here? Please refer to details overleaf

Evidence Yes [J
No O

Q3. What date did you arrive in the UK? ... e
Q4. What country have you travelled from? ...
Q5. What is the purpose of your visitto the UK? ...

Additional INTOrmMatioN = ..ot e e e e



Examples of Evidence of Residence

Housing Contract
Utility Bills
Bank Statement
Wage slip

Examples of Evidence of Rights of Residence

Birth Certificate

Passport

Entry Clearance Documents
Ancestral Visa

NOTE:

If these documents are seen at the time of interview the patient WILL BE EXEMPT
from Charges.

DOCUMENES SBN BY . .ttt et et e e e e e e
(Print Name)

Signed: ..o D 1



Enclosure 5

The Dudley Group of Hospitals NHS

NHS Trust
Report to: Trust Board of 31 January 2008
Report of: Director of Finance & Information
Subject: Amendment to Standing Financial Instructions, (SFI's), Authorised Limits

Introduction

The Board approved existing authorised limits in October 2006.
Further to review, a change to the authorised limits is proposed.

Schedule of Authorised Limits

In order to make more effective use of management resource, and overcome ordering
inefficiencies the following amendment to the Schedule of Authorised Limits is proposed:-

. Revenue Expenditure (including revenue requisitions, travel, removals and study
documentation)

Theatre Specialty Managers to be increased from the £1,000 limit to £2,500.

Recommendation

Members are asked to approve this change to the Schedule of Authorised Limits.

Members will be asked to approve and adopt new Standing Orders and SFI’s prior to FT status.
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1.2

The Dudley Group of Hospitals NHS|

NHS Trust

Report to: Audit Committee 15" January 2008

Report of: Director of Finance and Information

Subject: Amendment to Standing Financial
Instructions (SFI's), Authorised limits.

Pharmacy Procurement Services
Introduction

In order for the pharmacy department to obtain value for money through the
procurement process, commitments are made on future 12 months drugs
usage. These agreements are through nationally and regionally PASA agreed
contracts and give ‘discount for bulk’ savings.

It is necessary to ensure that savings are still maximised but that authorised
limits are adhered to and sufficient checks and balances are built into the
system.

Proposal

The contract negotiations and purchasing commitments are made by Principal
Pharmacist (Procurement Lead). These commitments are based on usage for
the previous 12 months plus any knowledge about likely changes in practice.
The contracts are usually for a 12 month period and can be up to £200,000 in
value. A revised system is required but it must ensure that there are no
unnecessary delays, resulting in loss of best price and discounts. The
proposal is: -

- That the Head of Pharmacy Services and Principal Pharmacist
(Procurement Lead) have authorisation to enter into regionally and
nationally agreed PASA contracts up to a value of £200,000 and for a
one year period only.

- That for each contract the Head of Pharmacy Services will provide
details to the Director of Finance & Information and Operations Director
on the contract price, basis of the commitment (including previous use)
and highlighting any risks.

- That the Head of Pharmacy will provide monitoring reports to the Drugs
and Therapeutic Committee.

- That the Head of Pharmacy provides an quarterly report to the Finance
and Performance committee, detailing contracts, usage, savings and
risks.



1.3 Recommendation

Members are asked to approve the changes to the authorised limits and the
proposed monitoring arrangements.

PAA/EW/AJF
9.1.08



SCHEDULE OF AUTHORISED LIMITS

Limit on single signatory payments - To third parties (inc. Charitable Funds)

- To obtain cash

Petty cash limit - Reimbursement of patients monies

(inc. payments to relatives of deceased patients)

- All other payments
Level above which competitive quotations should be sought

Level above which competitive tendering should be undertaken

Level up to which competitive tendering process may be waived by approval of Chief Executive or

Finance Director

Level above which a Non-Executive Director should be present at tender opening

Level above which tender evaluation should include:

(i) Executive Director (i.e. whether "voting" or not)

(i) Non-Executive Director

Level above which contract award must be approved by board

Level above which building/engineering contracts should be executed under seal

Limit of authority to approve write-offs:
(i) Financial Services Manager

(i) Director of Finance & Information

Revenue Budget Requisitions:

Lead Nurses/Midwives/Managers
Deputy Medical Head of Service — Ambulatory
Deputy Medical Head of Service — Anaesthetics/Critical Care/Theatres

Theatre Specialty Managers

Programme Director — Enterprise
Business Support Managers

Manager — Wheelchair Service

Head of Technical Services — Cardiology
Pharmacists — DRUGS ONLY

Medical Head of Service
Matrons

Developments Manager
Head of IT

Associate Nursing Director — Operations

Associate Medical Directors — Operations

Associate Director — Performance Delivery
Associate Director — Professional Clinical Services
Head of Service — Professional Clinical Services (x2)
Laboratory Managers (x5)

Radiology Manager

Principal Pharmacists (x4) — DRUGS ONLY

Head of Pharmacy

Director of Human Resources
Nursing Director

Director of Corporate Development
Medical Director

Operations Director

up to

up to

up to

up to

up to

up to

up to

APPENDIX

10,000
1,500

100

50

5,000

50,000

100,000

150,000

150,000

400,000

200,000

50,000

500
1,000

1,000

2,000

5,000

7,500

15,000

30,000

50,000

Updated January 2008



SCHEDULE OF AUTHORISED LIMITS CONTINUED

Chief Executive
Finance Director

Head of Pharmacy/Principal Pharmacists (Procurement Lead) authorisation to
enter into regionally and nationally agreed PASA contracts of up to one year, with
monitoring conditions

NOTE: Immediate Line Manager required to sign in postholders absence

Variations to Project Agreement with Private Finance Partner:

Operations Director Annual Recurrent
Non Recurrent
Chief Executive Annual Recurrent
Finance Director Non Recurrent
Full Board Annual Recurrent

Non Recurrent
Capital Budget Requisitions:
Developments Manager
Operations Director
Chief Executive
Finance Director
Business Case Approval:

Full Board Annual Recurrent/Income Impact
Non Recurrent

over

up to

up to
up to

up to
up to

over
over

up to
up to

over

over
over

APPENDIX

50,000

200,000

50,000
250,000

150,000
500,000

150,000
500,000

25,000
200,000

200,000

150,000
500,000

NOTE: In respect of capital schemes these will need to have been included in the Capital Programme
approved by the Board and the revenue consequence having been agreed by the Directorate

Charitable Funds — approvals and requisitions:
All Funds

Medical Head of Service
Matrons

All Directors

Chief Executive countersigned by
Finance Director Treasury Manager/Income Manager

Full Board

up to

up to

up to

over

1,000

5,000

50,000

50,000

Note: Countersignature of Treasury Manager is required to confirm availability of funding. (Financial

Controller or Income Manager to sign in postholder absence)

Updated January 2008



Enclosure 6

THE DUDLEY GROUP OF HOSPITALS NHS TRUST

Report to:  Trust Board January 31° 2008
Report of:  The nursing director
Subject: Quality of Care — Food and Nutrition

Summary
The purpose of the paper is
e to inform the Trust Board of
0 The Trust’'s Nutrition Steering Group work and progress in
implementing NICE guidelines on nutrition support (2006), the
DOH action plan on ‘Improving Nutritional care’ and the NPSA 10
key characteristics of nutritional care.
0 The actions taken and further actions required regarding the above.
e To consider the following recommended actions
0 To receive the paper for information with regard to the actions
taken
o0 Consider formally signing up to the Council of Europe Alliance 10
key characteristics of good nutritional care in hospital
o Consider nominating a Non Executive to lead in nutritional care
e To give their view on whether nutrition should be part of mandatory
training.
e To provide the Board with information on the Protected mealtimes and
Red tray initiatives see Appendix 1

Background

Nationally, the last two years has seen a growing focus on the nutritional care of
patients in hospital with many reports and surveys indicating many shortfalls
across the country. In February 2006, the NICE clinical guideline on nutrition
support in adults was published, which covers the care of patients with
malnutrition or at risk of malnutrition. This was followed by the Age Concern
report ‘Hungry in Hospital’ in August 2006. More recently, the DoH has taken up
the challenge of improving services as part of the dignity and respect agenda.
The ‘Council of Europe Alliance’ was set up by the British Dietetic Association
and the Hospital Caterers association, to implement the recommendations on
food and nutritional care made by the council of Europe in its 2003 resolution.

At the beginning of October 2007, the NPSA published data on patient safety
incidents relating to nutrition and hydration in hospital. During the same month,
the Council of Europe Alliance launched its ‘10 key characteristics of good
nutritional care’. Later in October, the DoH, in conjunction with the Nutrition
Summit 25 stakeholders published an action plan ‘Improving Nutritional Care’.
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Following the publication of the NICE guideline in 2006, the Trust set up a
Nutrition Steering Group, a multidisciplinary group of staff, which also includes
staff from Interserve and chaired by Dr BJM Jones. This was an extension of the
existing Trust Nutrition Team. Both the team and the Group have undertaken
many actions to work towards compliance with the NICE Guideline and to
improve nutritional care generally across the Trust.

The Group has now reviewed both the 10 key characteristics of nutritional care
and the relevant actions for Acute Trusts from the DoH Action Plan. The purpose
of this report is to summarise what actions have already been taken to comply
with these and what further actions are needed to fully achieve the
recommendations in both these reports. The required actions need to be
undertaken by a wide variety of staff, co-ordinated by the Nutrition Steering
Group. The support of the Integrated Governance Committee and Trust Board
are requested with the Board being asked to especially consider and make a
decision on the ‘Actions to be Taken’ in bold.

Issues for Consideration

A.’10 key characteristics of good nutritional care’

la. All patients are screened on admission to identify the patients who are
malnourished or at risk of becoming malnourished. All patients are re-screened
weekly.

Actions Taken:

MUST tool piloted in a number of areas, training provided to staff in all areas and then officially
launched in Feb 2007 with publicity and posters

Audit in Oct 2007 in in-patient areas indicated 35.6% of patients being assessed

Trust took part in National BAPEN screening audit in September 2007. This has shown that 28%
of new admissions to 372 hospitals in England, Scotland, Wales and NI were undernourished.
Local results are awaited.

MUST included as part of the Trust admission documentation.

Further actions to be taken:

Dieticians to review practice on wards with poorest results

Audit of outpatient areas planned

Results of in-patient audit to be disseminated to all Matrons and lead nurses
MUST to be included in all nutrition training sessions with nursing and medical staff

2a. All patients have a care plan which identifies their nutritional care needs and
how they are to be met.

Actions Taken:
Care plans are produced but not in a systematic way based on MUST score — these also need to
include to include reference to red tray guidelines and food charts




Further actions to be taken:
Agree a standard nutrition care plan for the Trust based on MUST scoring

3a. The hospital includes specific guidance on food services and nutritional care
in its Clinical Governance arrangements.

Actions Taken:
Nutrition Steering Group established and reports to Patient Safety Group
Trust policy on nutritional assessment agreed

Further actions to be taken:
None

4a. Patients are involved in the planning and monitoring arrangements for food
service provision.

Actions Taken:

Focus group on Nutrition organized in Feb 2007 (with PALS)

Dietician attended PPl Forum in 2007

Catering co-ordinator visits approx. 3 wards per day to talk to ward staff/patients and to generally
monitor food service

Catering Department undertake surveys

Liaison with Age Concern, Coeliac Society

Patient involvement in QPDTs e.g. Stroke

Comment Cards and Complaints re. nutrition/food analysed. Comment cards responded to
individually

Further actions to be taken:

All complaints and comments re. food/nutrition to be reviewed by Nutrition Steering Group
For new menus being reviewed (see 7a. below), focus groups will be established so there is
patient input.

5a. The ward implements Protected Mealtimes to provide an environment
conducive to patients enjoying and being able to eat their food.

Actions Taken:

Implemented for lunchtime meals in all in-patient areas except maternity, paediatrics and critical
care areas

Audit undertaken in October 2007 — results being collated

Further actions to be taken:

Awaiting outcome of audit

Look to implementing in remaining areas, as appropriate. Principles have been adopted in these
areas but not fully implemented.

New posters to be distributed throughout hospital

Re-training of Older Peoples and Essence of Care champions




6a. All staff have the appropriate skills and competencies needed to ensure that
patient’s nutritional needs are met. All staff receive regular training on nutritional
care and management.

Actions Taken:

All areas have ‘Champions’ and nutrition and MUST included in training

Two catering managers have achieved CIEH Nutritional Competency Level 2 and are CIEH
professional trainers

Nutrition included in a variety of training e.g. HCSWs, New Nurses

Volunteers trained in feeding patients

Catering managers and dieticians undertake joint training

Protected mealtime training in all staff development programmes and student nurse inductions

Further actions to be taken:

Champions training on Nutrition to be repeated in 2008

Dieticians to review training with facilitators for SWs, new nurses, nurse development
programmes and junior doctors

All housekeepers are to be trained in basic nutrition during a 12 month programme in 2008

7a. Hospital facilities are designed to be flexible and patient centred with the aim
of providing and delivering an excellent experience of food service and nutritional
care 24 hours a day, every day.

Actions Taken:

Kitchens at ward level — bespoke to each ward with 24/7 access

Snack Boxes available in all areas

24/7 restaurant Restaurant has ‘Healthy Eating Award’

Help Desk Facility Review undertaken and purchase of weighing scales in all areas

Further actions to be taken:
Full review of hospital menus commencing in Dec 07 — to be fully operational in April 08

8a. The hospital has a policy for food service and nutritional care which is patient
centred and performance managed in line with home country governance
frameworks.

Actions Taken:
Trust reviewed by PEAT and HCC as per framework for England

Further actions to be taken:
None

9a. Food service and nutritional care is delivered to the patient safely.

Actions Taken:

Review of complaints and incidents undertaken

Nutritional elements included in yearly QCR (Quality of Care Review) of all wards/departments
Assessed by EHO regularly and last visit in Dec 07 received score of 4* (top score is 5)
Interserve has its own Food Safety Advisor who audits the Dudley policies/procedures every 3




years

Further actions to be taken:
None

10a. The hospital supports a multi-disciplinary approach to nutritional care and
values the contribution of all staff groups working in partnership with patients and
users.

Actions Taken:
Nutritional Team and Steering Group in place
Nutritional Steering Group has PCT representation

Further actions to be taken:
None

B. NHS trust actions in DoH Action Plan — Improving Nutritional Care

1b. Make use of nutritional screening tools (eg BAPEN’s ‘MUST’ tool) to assess
service users’ nutritional needs, their overall state of health and what they might
require in terms of nutrition support, whether that is assistance with eating and
drinking, modified diets, supplements or tube feeding. NICE guidelines should be
followed (Nutrition support for adults, February 2006), which state that all
people should be screened on admission to hospital as an inpatient and for all
outpatients at their first appointment. There should be repeat screening where
there is clinical concern.

Actions Taken:
See la above

Further actions to be taken:
See la above

2b. Consider signing up to the Council of Europe Alliance (UK)’s 10 key
characteristics of good nutritional care in hospitals
(www.bda.uk.com/www.bapen.org.uk).

Actions Taken:
Assessment of these undertaken by Nutrtional Steering Group — see above

Further actions to be taken:
Trust Board asked to sign the Trust up to these and to publicise this.



http://www.bda.uk.com/www.bapen.org.uk

3b. Ensure that appropriate structures are in place to deliver nutritional care.
Trusts might wish to consider organising this via a nutrition steering group and/or
a nutrition support team.

Actions Taken:
Both team and steering Group in place

Further actions to be taken:
None

4b. Champion nutritional care at board level. The board should ensure that it has
access to regular up-to-date information on nutritional care within the trust,
including the views of service users and complaints relating to that care.

Actions Taken:
Nutritional Steering Group reports to Patient Safety Group twice a year and so reports on
progress are taken to Board six monthly

Further actions to be taken:
Trust Board asked to nominate a non-executive director to lead on Nutrition
Service User comments, results of surveys and complaints included in six monthly reports

5b. Set aside training time for staff to complete the NHS core learning module on
nutritional care and assistance with eating.

Actions Taken:
(Core learning module not available at present)

Further actions to be taken:
Trust Nutrition Steering Group will review Core learning module when it is available
Trust board asked to consider Nutrition as part of Mandatory training

6b. Use the information, guidance, toolkits and best practice in the ‘mealtimes’
section of the Dignity in Care online practice guide.

Actions Taken:
Principles adopted into Older People champion training programme health promotion day in Nov
07

Further actions to be taken:
Health promotion notice boards being developed by champions focusing on nutrition and ‘Water
for Health’

7b. Seek and act on feedback from service users on nutritional issues and their
experiences of mealtimes while in hospital and use this to inform declarations of
compliance with standards.

Actions Taken:
See 4a above

Further actions to be taken:
See 4a above




8b. Review discharge procedures to ensure that whatever accommodation an
older person is returning to (e.g. own home or sheltered housing) appropriate
arrangements are in place to ensure continuity of nutritional care.

Actions Taken:
Individual discharge plans drawn up
Dieticians involved as appropriate

Further actions to be taken:
None required

9b.Work with voluntary sector organisations and community care services to
consider how you can provide additional assistance with eating to those who
need it, for instance by using trained volunteers to help at mealtimes.

Actions Taken:

Focus Group organized in 2007

Liaison with Age Concern, Coeliac Society
Community representation on Nutrition Steering Group

Further actions to be taken:
Training input from Acute Trust agreed for Community staff — commencement in 2008

e To Board is asked to

o To receive the paper for information with regard to the actions
taken and the position with regard to protected mealtimes and

red tray initiatives

o Consider formally signing up to the Council of Europe Alliance

10 key characteristics of good nutritional care in hospital
o Consider nominating a Non Executive to lead in nutritional
care
e To give their view on whether nutrition should be part of mandatory
training.
e To determine when further reports are required on nutrition

Ann Close
Nursing director
Wednesday 20™ January 2008






Appendix 1
Dudley group of Hospitals NHS Trust
Protected Mealtimes and Red Tray Audit October 2007

Report completed by Karen Day, Nursing Practice Development Coordinator Jan 2008

In May 2007 the Trust introduced Protected Mealtimes (lunchtime) and the Red Tray system to all adult inpatient areas.
The initiative was to form part of a plan by the Trust nutrition steering group to meet DOH recommendations around
patient nutrition. The audit was carried out by the dietetic department during an unannounced lunchtime visit at the end of
October 2007.

WARD NUMBER OF | NUMBER OF | NUMBER OF | IS THE WHO COORDINATES THE MEAL
PATIENTS RN ON DUTY | CSW ON WARD SERVICE
AT TIME OF DUTY FULLY
AUDIT STAFFED
Al 19 4 2 no CSW
A2 42 4 6 yes Not allocated
A2 28 2 5 yes SN & CSW
(STROKE)
A4 11 2 1 no House keeper & CSW
B2 48 4 6 yes Not allocated
B3 44 4 3 no House keeper & CSW
B4 44 5 4 yes HCA
B5 34 5 1 no House keeper & CSW
B6 15 3 2 yes CSW
Cl 47 4 4 yes Not allocated
C3 52 4 6 yes Not allocated
C4 21 3 2 no CSW
C5 46 5 3 no House keeper




C6 32 4 1 no House keeper & CSW
C7 36 4 3 yes House keeper

EAU 22 5 2 no SN

MHDU 5 3 1 yes CSW

The audit identified the following factors:

Of the 17 wards audited:

47% offered hand wipes to patients to utilise prior to their lunchtime meal

70% of areas checked the amount of food eaten by patients at the end of the meal

53% of areas documented the patients food intake

88% of areas had implemented Protected mealtimes (1 of the areas audited utilizes the principles of PM but are
unable to implement completely due to the nature of the patient care)

82% of areas had implemented the Red Tray system

58% of areas had inappropriate items on the patients meal table (e.g. urine bottles, clean vomit bowls, used
tissues)

4 areas had additional activity during the mealtime (Doctors in 4 areas- noted as appropriate for patients needs;
Cleaning in progress in 2 areas)

Areas of good practice identified:

Continued implementation of Protected Mealtimes and Red Tray initiative

Use of folder to monitor patients weight

Good use of hand wipes

Hostesses took and active part in the mealtime, assisting patients to make meal choices

All patients received hot meal choice

Meals placed appropriately within patients reach, appropriate assistance given (only 1 exception)
Evidence of multi disciplinary working at lunchtime




Staff noted to ask individuals politely to leave the ward in preparation for the protected mealtime
Staff noted to ask hostesses for extra meals where choice not available

Mealtime appeared organized and peaceful

Patients were asked position they would like to be at to eat

CSW’s checked with Staff Nurses with regard to special dietary requirements

Staff identified as ‘red tray supervisors’, to fulfill this role

Challenges:

Patients in barrier nurse side rooms- served separately by ward staff

Re-educate staff with regard to appropriate use of Red Trays

Drug round sometimes in progress at mealtime

Cleaning staff reminded not to clean in the area whilst meal in progress

Some Doctors chose not to leave during the protected mealtime despite requests from nursing staff

Recommendations:

Further staff training around principles of Protected Mealtimes and Red Tray, including medical staff. (Already
included in qualified nursing staff and CSW development programmes and pre-registration nursing induction)
Ensure that food intake is documented in patients notes/charts where appropriate (in conjunction with MUST
assessment)

Matrons, Lead Nurses and Essence of Care/Older Peoples Champions to ensure that hand wipes are used at all
mealtimes

Matrons & Lead Nurses and Essence of Care/Older Peoples Champions to ensure that inappropriate items are
removed from patient tables at mealtimes

Liaise with Interserve regarding lunchtime cleaning



Enclosure 7

THE DUDLEY GROUP OF HOSPITALS NHS TRUST
Report to: The Trust Board 31° January 2008
Report by: The Head of Midwifery
Subject: Health Care Commission Maternity Survey

Summary

The purpose of this paper is to provide the Board with a more detailed action
plan to make improvements to maternity service provision following the
Healthcare commission survey of maternity patients during the summer of 2007.

The Board is asked to
e Approve the action plan
e Indicate when a progress report is required

Background

The Healthcare commission required all Trusts with maternity services to
undertake a survey during the summer of 2007.

An initial report of the findings for this Trust was presented to the Board in August
2007 and a request made for a more detailed action plan to be brought to its
attention when available.

e The initial report is attached at appendix 1

e The action plan is attached at Appendix 2

e The report Women’s experiences of maternity care in the NHS in England
is attached at Appendix 3

Issues for consideration

Overall women using our maternity services found it to be a positive experience.

In particular the positive finding were:

Antenatal Good continuity of care - seeing the same Midwife every
time
Being able to telephone the Midwife directly
Antenatal clinics are accessible; there are enough clinics
Available running at convenient times and partners are able
to attend

Postnatal Ward is clean
Toilets and bathrooms are clean
Women are treated with kindness and understanding

The action plan covers the following 5 areas to address the perceptions of
mothers.
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Not given a choice of where to have the baby

Not given a choice of home birth

Not given choice about who carried the check up
Not given a choice of where to have antenatal care
Not given advice about contraception

Recommendation
The Board is asked to
e Approve the action plan
e Indicate when a progress report is required to be submitted to the
Trust Board



Health Care Commission Survey of Maternity Services 2007

APPENDIX 1

As part of a national survey of maternity services by the Health Care Commission, an audit of women delivered with Maternity Units in the month of May
2007 was commissioned and undertaken by Picker. The initial findings of this audit have been reported to Trusts and the results of the survey are

expected to be published in mid August 2007.

The results for Dudley maternity services are very favourable, with many scores being better than the average. The table below demonstrates both the
excellent results and results were below average scores were achieved, with comments to explain the issues. A formal action plan will be developed on

receipt of the final results from the auditors.
Question

B5+ Not given a choice of where to have baby

B6+ Not given a choice of home birth

B10 Not given a choice of where to have antenatal

Score

29%

54%

78%

Average

18%

40%

2%

Comment

Choice is routinely offered to all women who live in Dudley
during the early stages of pregnancy, usually at the first
antenatal contact. This includes the option for home birth;
however, historically most women residing in Dudley choose to
deliver at the maternity unit within the Borough. Women who
reside outside Dudley Borough who delivered at RHH and
responded to this questionnaire may, however, have not been
offered the choice option by their community midwife.

It is standard practice for Dudley community midwives to
provide information about having a home birth to all women
who are risk assessed as suitable or who choose home birth.
In Dudley the number of women having a home birth has
increased in the last year by almost 25%.

Women who live outside the Dudley area will receive their
initial antenatal care from other Community midwifery teams,
before they come to RHH to have their baby, and we are not
sure whether offering a home birth is standard for other
Community teams.

A choice of place for antenatal check ups is
not routinely, offered.
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Question Score

B12 Not given choice about who carries out the check up 85%

H8 Not given advice about Contraception. 16%

Average

79%

8%

Comment

Most women have their check ups with the Midwife at their GP
Practice, however, at least 1 home visit is provided at home,
usually this is the booking visit at around 12-14 weeks of
pregnancy or a visit at 34 weeks of pregnancy. If a woman has
chosen a home birth she is normally seen by the Midwife at
home throughout her pregnancy.

If women find difficulty accessing antenatal care, a service at
home will be provided. For those GP practices that don't have
a Midwife to provide antenatal care, women can either have
checks ups at the home or in the hospital antenatal clinic area.
We are currently developing services within Children’s Centres
where health care provision is available (centres run by the
local authority in recognised areas of deprivation).

In Dudley we aim to provide 75% of antenatal care by a named
Midwife throughout a pregnancy. Most GPs in Dudley do not
provide direct antenatal care. Women, who have no clinical
indication for a consultant referral, but who request this, are
normally provided with a single consultation appointment.

Woman who request a change to their named midwife are
given this option.

This problem score can be seen as contradictory in the sense
that the next question B13+ shows that DGoH is better than
the average at providing consistent care for pregnant women.

We are currently looking at developing our postnatal packs
to include information about contraception, this is in
consultation with the Dudley family planning service.
Community Midwives are also encouraged to discuss family
planning on their final postnatal visit.



The positives to come out of the survey are as follows:

Antenatal - Good continuity of care - seeing the same Midwife every time

- Being able to telephone the Midwife directly

- Antenatal clinics are accessible; there are enough clinics available running at convenient times and partners are able to attend.
Postnatal - Ward is clean

- Toilets and bathrooms are clean
- Women are treated with kindness and understanding

August 2007



HCC National Maternity Survey 2007
Action plan response to women’s experience of maternity care in the NHS - survey findings 2007

Identified Objective/Goal - Work Needed Timescale
Issue
1. Improve women’s Review ‘Choices’ leaflet given to all April 2008
B5+ perception and women at booking
understanding of A :
Not given a the choices o?fered Ensyre mlc_lwwes discuss and record March 2008
choice of where choice options
to have baby
2. Ensure women are As point 1
B6+ Not given a prfowded_wn? i Ensure all midwives continue to provide : March 2008
choice of home L@ TN (1 written homebirth information
birth choice of place of _
birth Continue to ensure mw attend Ongoing
homebirth workshop updates
Ensure non-Dudley resident women are
appropriately referred to a CMW when March 2008
: they request home birth :
4. Ensure primary care - Continue to use clinical risk assessment Ongoing
B12 Not given provider is to determine the most appropriate care
choice about who discussed with the - h4inye to discuss lead carer role with
carries out the woman the woman and again consent for
check up referral
Continue to provide at least 75% of
community care by the named midwife
3. Ensure women are Continue to develop services within Ongoing
B10 Not given a aware of any Children’s Centres
choice of where 0':]“0”5 of the T(Ijace Ensure women are provided care within Ongoing
to have antenatal - Where care cou the most appropriate setting for their
be provided ecik
Review midwifery caseloads and April 2008

establishment to reflect additional
services

[APPENDIX 2 [

The Dudley Group of Hospitals m

Responsibility

A Batty/G Cheadle

Lead CMW/Lead
MW Mat OPD

Lead CMW

Lead CMW/A
Hackett

Lead MW Mat OPD

Community
MW/Lead CMW

Community and
hospital OPD MW

Community
MW/Lead CMW

Lead CMW

Lead CMW

HOM/PCT

NHS Trust

~ (DOH 2007)

Monitoring : Link with other
work
Lead CMW Documentation
meeting/ Group
Antenatal
QPDT
Mandatory training
Lead CMW Cross-boarder
meeting meetings
Database
Lead MW
meeting
Lead CMW NICE AN care
meeting guidelines (2003)
Audit Maternity Matters
(DOH 2007)
SHA reducing
perinatal mortality
i strategy (2005)
Lead CMW LIG meetings
U] Children’s Centre
Lead CMW meetings
meeting
SLA/Commissioning
Clinical unit for community
meeting/Lead midwifery
CMW meeting

Maternity Matters
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Identified Objective/Goal - Work Needed Timescale
Issue
5. Ensure women Review documentation provided to Complete
H8 Not given receive written women
advice about information and Ensure midwives have knowledge to :
f have the . . . - . Ongoing
Contraception. . provide appropriate information/sign-
opportunity to ]
' posting
discuss
contraceptive
needs
6.
Disseminate Ensure feedback on Disseminate to staff through meetings March 2008
action plan and the action plan and and ‘Chatter’ newsletter
the positive the positive aspects
aspects of the  of the survey is ) i ) March 2008
survey appropriately Disseminate to users and the public

disseminated

NB: positive aspects reported as:
Antenatal -

- Being able to telephone the Midwife directly
- Antenatal clinics are accessible; there are enough clinics available running at convenient times and partners are able to

attend

Postnatal -

Ward is clean

- Toilets and bathrooms are clean
- Women are treated with kindness and understanding

Steph Mansell
Head of Midwifery

Good continuity of care - seeing the same Midwife every time

The Dudley Group of Hospitals m

Responsibility

Lead MW/
Lead CMW/
A Hackett

HOM/Matron/HOS

HOM/Trust
Communications

January 2008

NHS Trust

Monitoring - Link with other

work
Review Documentation
/monitor Group
postnata_l Training needs
information
packs Orientation for CMW
Clinical unit Staff meetings
meeting

MSLC
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Commission

Women's experiences of

maternity care in the NHS
iIn England

Key findings from a survey of NHS trusts carried out in 2007
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The Healthcare Commission

The Healthcare Commission exists to promote improvements in the quality of healthcare
and public health in England. We are responsible for assessing and reporting on the
performance of the NHS and independent healthcare organisations, to ensure that they
are providing a high standard of care. We also encourage providers to continually improve
their services and the way they work.

We aim to:

* safeguard patients and promote continuous improvement in healthcare services for
patients, carers and the public

e promote the rights of everyone to have access to healthcare services and the
opportunity to improve their health

* be independent, fair and open in our decision making and consultative about our
processes

First published in November 2007

© 2007 Commission for Healthcare Audit and
Inspection

I[tems may be reproduced free of charge in any
format or medium provided that they are not for
commercial resale. This consent is subject to the
material being reproduced accurately and provided
that it is not used in a derogatory manner or
misleading context.

The material should be acknowledged as © 2007
Commission for Healthcare Audit and Inspection
with the title of the document specified.

ISBN: 978-1-84562-166-7

Cover photograph from www.JohnBirdsall.co.uk
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Introduction

During the summer of 2007, the Healthcare Commission carried out the first survey of maternity
services within the national programme of surveys about the experiences of NHS patients. It
describes women's experiences of maternity care and provides a detailed picture of the current
guality of maternity services as well as identifying areas for improvement. Overall, the vast
majority of women reported a positive experience of the care received during pregnancy and
during their labour and the birth with nine in ten rating the care they received as “excellent”,
“very good” or “good”. More than three quarters of respondents reported that they had always
been spoken to in a way they could understand, treated with respect and dignity, and treated
with kindness and understanding at these stages of care. However, women were less positive
about their experiences of care after the birth of their baby, with 12% rating their care overall as
“fair” and 8% as “poor”. A high proportion of women reported a lack of information and
explanations, not being treated with kindness and understanding, and poor standards of
cleanliness in the hospital’s postnatal ward or room.

The findings of this survey suggest that to meet the Government's aspirations for maternity
services, which are designed around women's individual needs, trusts should involve women
more in decisions about their care. This needs to be not only during pregnancy, labour and birth
but also immediately afterwards, and later at home with their baby.
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How the survey was carried out

During the summer of 2007, almost 45,000 women were asked about their recent experiences of
maternity care services provided by the NHS in England.

Women who had given birth in February 2007* were invited to take part in the survey, with the
exception of:

= women who had a stillbirth or whose baby had died since delivery
= women aged 16 or under at the time of their baby’'s birth

Approximately three months after the birth, the women were sent a postal questionnaire to
complete. Over 26,000 women took part. After taking account of undelivered questionnaires and
those women ineligible for inclusion, this is a response rate of 59%. The average age of the
survey’s respondents was 31 years and 13% were from a black or minority ethnic group. Just
over half (51%) of those who responded to the survey had previously had a pregnancy. This is
significant because it strongly influences women's experiences. Where appropriate, the survey
results are presented separately for these two groups of women.

Why the survey was carried out

To improve the quality of local maternity services provided by the NHS, it is essential that trusts
understand what women think about their maternity care and treatment. The questionnaire used
for this survey was based on that used in the National Maternity Survey 2006," developed and
carried out by the National Perinatal and Epidemiology Unit (NPEU) and co-funded by the
Healthcare Commission. The NPEU survey sampled 4,800 women and provided a national
picture. This new survey, carried out in 2007, was designed to complement the national survey
by assessing individual trusts’ performances and identifying areas where they can improve the
quality of their maternity services.

This report focuses on the national findings: there are variations by trust but these will be
explored, together with data from other sources, in a maternity services review to be published
in January 2008. The Healthcare Commission will also examine variations in the survey findings
by the ethnicity of the women responding.

Further detail, including the results of the survey for each trust, is available on the Healthcare
Commission’s website at www.healthcarecommission.org.uk

* |If an NHS trust had fewer than 200 babies delivered in February 2007, then women who gave birth in January 2007
were also invited to take part in the survey.
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Interpreting the results

The percentages presented in this report are the average for England. They were calculated so
that the results for each trust had an equal influence. Please see Appendix 1 for more detailed
information.

Where the results show a difference between two groups, for example between first-time
mothers and other women who have previously had a baby, we used statistical tests to
determine whether the difference was ‘real’ (statistically significant) or occurred by chance. All
the differences presented in this report are statistically significant, meaning that it is highly
unlikely that they could have occurred by chance.

How the report is structured

The key findings from the survey are presented on the following page. These highlight the areas
of care where women reported the most positive experiences and those where maternity
services require improvement. The report then considers the themes that run through the
survey, such as choice, provision of information, and relationships with health professionals.
Within these themes, women's experiences of care are examined at each of the three main
stages in maternity care: during pregnancy (antenatal care), during labour and after the birth
(postnatal care).
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Key findings

Women reported positive experiences of care in
the following areas:

91% said they first saw a health professional
about their pregnancy as soon as they
wanted

81% of women said they had a choice about
where to have their baby, although only 57%
said they were given the choice of having
their baby at home. These figures exclude
women who said that they were unable to
have a choice due to medical reasons

most respondents (94%) who wanted a
screening test to check whether their baby
was at increased risk of developing Down's
syndrome, said they had the test

90% of respondents had the name and
telephone number of a midwife who they
could contact during pregnancy, and 95%
when they were at home after the birth of
their baby

89% of women rated the overall care received
during labour and birth as “excellent”, “very
good” or “good” and 82% said they were
always spoken to in a way they could
understand during this time

88% said they had received a postnatal
check-up of their own health and most
women (91%) had been given information or
offered advice about contraception following
the birth

However:

of those respondents who had seen a
midwife for their antenatal check-ups, 43%
had not seen the same midwife “every time”
or “most of the time”

36% of respondents said they were not
offered any antenatal classes provided by the
NHS, though the majority of these
respondents (76%) were women who had
previously given birth

during labour and/or at the birth of their
baby, a quarter of respondents (26%)
reported that they had been left alone by
midwives or doctors at a time when it
worried them and 30% did not always feel
involved in decisions about their care

20% of women rated the overall care received
after the birth of their baby as either “fair” or
“poor”

of those respondents who stayed in hospital
after the birth, 42% said they were not always
given the information or explanations they
needed and 37% felt they had not always
been treated with kindness and
understanding

of the respondents who stayed in hospital
after the birth, over half (56%) said the
hospital food was “fair” or “poor” and 19%
said the toilets and bathrooms were “not very
clean” or “not at all clean”

over a fifth of women (21%) said they would
have liked to have seen a midwife more often
after the birth of their baby

similar proportions of women said that
midwives or other carers had not given them
consistent advice (23%), practical help (22%)
or active support or encouragement (22%)
with regards to feeding their baby (breast or
bottle)
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Care and treatment of women

The start of pregnancy

Standard 11 of The National Service Framework for Children, Young People and Maternity
Services® acknowledges the importance of providing approachable and supportive antenatal
services in convenient and accessible settings. This encourages women to access maternity
services early in their pregnancy. Guidelines on antenatal care, published by the National
Institute for Health and Clinical Excellence (NICE),* recommend that women access maternity
services early so they can plan their pregnancy effectively and benefit from antenatal screening
options. Around half of the women who responded to the survey (52%), said they had first seen a
health professional about their pregnancy care during the first six weeks of their pregnancy.
Almost all (94%) said they had accessed services by 12 weeks of pregnancy. The survey showed
that most respondents (91%) were able to see a health professional about their pregnancy as
soon as they wanted.

More than half of the women (58%) who responded to the survey had their booking appointment
(the appointment when women are given their pregnancy notes) before 12 weeks of pregnancy.
Of those who had not previously had a baby, 61% said they had their booking appointment by 12
weeks of pregnancy compared with 57% of the respondents who had previously had a baby.

Checks and screening during pregnancy

An antenatal check-up is any contact with a midwife or doctor to check the progress of a
pregnancy. It usually includes checking the woman's blood pressure and urine. Almost all
respondents (99%) had check-ups during pregnancy, with most women (71%) having between
one and nine. NICE guidelines recommend that women are offered a minimum of 10 antenatal
appointments if it is their first pregnancy and seven if it is a second or subsequent pregnancy.’
The survey showed that 68% of first-time mothers had less than 10 antenatal check-ups and
45% of women who had previously had a baby had less than the recommended seven
appointments. However, a woman who has her baby early, or has a late booking appointment
will almost inevitably have fewer antenatal check-ups.

Most women (99%) saw a midwife for their antenatal check-ups, but a relatively high proportion
said they also saw a hospital doctor (61%) and/or a GP (47%) for such checks.

The national service framework? states that all organisations providing maternity care should
offer women the support of a named midwife throughout their pregnancy. However, 43% of
respondents said they had not seen the same midwife “most of the time” or “every time” for
their antenatal check-ups. The importance of continuity in midwifery care is reinforced in the
Department of Health's recent publication, Maternity Matters: Choice, access and continuity of care
in a safe service * This outlines different aspects of continuity of care, such as ensuring that
women and their families know what to do and who to contact if their named midwife is
unavailable. Although a significant proportion of women had not seen the same midwife for most
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of their check-ups, 90% said they had been given the name and telephone number of a midwife
they could contact if they were worried during their pregnancy.

All NHS maternity care providers should ensure that a comprehensive antenatal screening and
diagnostic service is offered to all women to detect maternal or fetal problems at an early stage.
Most respondents (94%) who wanted a screening test to check whether their baby was at
increased risk of developing Down's syndrome, said they had the test. However such screening
should be offered to all women.® The majority of respondents (89%) had also had a dating scan
between 8 and 14 weeks of pregnancy and almost all (98%) had an ultrasound scan around 20
weeks of pregnancy. The lower proportion of women who had a dating scan, when compared
with the 20-week scan, could partly be explained by some women accessing maternity services
at a later stage in pregnancy - perhaps after the timing of when the scan is usually performed.
The survey showed that of those women who first saw a health professional about their
pregnancy within the first six weeks, 91% received a dating scan. This drops to 60% among those
women who first saw a health professional when they were more than 12 weeks pregnant.
Around a tenth of women who had seen a healthcare professional in the first six weeks of their
pregnancy said that they did not receive a dating scan. This suggests that availability of dating
scans appears to be a service provision issue, as well as being linked to late booking
appointments.

Good antenatal care should include access to education about parenting and preparation for
birth, whether through classes or other means.” However, over a third of women (36%) said they
had not been offered antenatal classes provided by the NHS and 3% said they could not attend
any classes because they were fully booked.* A lower proportion of first-time mothers said they
had not been offered antenatal classes when compared with women who had previously given
birth (14% compared with 76%). Sixty-one per cent of respondents said they attended classes
provided by the NHS, and most responded positively about their experiences at the classes
although 28% felt there were not enough classes provided (Figure 1).

* These figures exclude women who said they did not need to attend classes or who attended private classes.
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Figure 1: Women's experiences of antenatal classes provided by the NHS

[ = Percentage
& No 0 10 20 30 40 50 60 70 80 90 100

Was your partner or someone of
your choice allowed to attend?

Were the classes at a
convenient place?

Were the classes at a
convenient time of day?
Did the classes cover the
topics you wanted?
Were there enough classes? W

Care and treatment during labour and birth

National guidelines and standards recommend that a woman in 'established" labour should
receive supportive one-to-one care from a midwife and should not be left alone except for short
periods, or unless she requests it.>** The survey asked women whether they were left alone by
midwives or doctors at a time when it worried them, during labour and/or shortly after the birth.
Overall, around a quarter (26%) said that they had been left alone at a time when it worried
them: 15% during labour, 6% shortly after the birth and a further 5% both during and shortly
after the birth. A higher proportion of first-time mothers said they had been left alone during
labour and/or shortly after the birth at a time when it worried them when compared with women
who had previously had a baby (28% compared with 25%).

Only 20% of women said they had one midwife who looked after them during labour and birth,
with 43% reporting that three or more midwives looked after them at this time. Not surprisingly,
women were more likely to have been looked after by one midwife during labour and birth if they
had a shorter labour (less than eight hours) and/or had a normal (vaginal) birth.
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Of those women who had a vaginal delivery:

e aquarter (25%) gave birth sitting, or sitting supported by pillows
e 5% on their side

» 12% standing, squatting or kneeling

= 30% lying down

e 27% lying with their legs supported in stirrups

e 1% in 'another’ way

Overall the survey findings show that 57% of women gave birth lying down or lying with their legs
supported in stirrups. This position is actively discouraged (for normal births) in recently published
NICE guidelines on care during childbirth.?

Of those women who had a vaginal delivery, a quarter (24%) were given an episiotomy (cut) and 53%
said they had a tear while their baby was being born. Of those women who required stitches
following an episiotomy or tear, over a quarter (29%) had to wait more than 20 minutes for the
stitches to be done. Twelve per cent of women waited more than one hour. Women should be
encouraged to have uninterrupted time with their baby before stitches are done, but NICE
recommends that stitching should be done as soon as possible, so delays should not be more than
an hour.®

Care and treatment after the birth

All newborn babies should be physically examined to check for any problems within the first week of
their life, or before they are discharged from hospital.>® The majority of women (96%) reported that
their baby had an examination or baby check before leaving hospital.* The national framework?
suggests that a range of health professionals can undertake the examination to avoid delays in
mothers and babies being discharged from hospital. Of those women whose baby had this check,
79% said it was carried out by a doctor, 16% by a midwife and 5% by another health professional.

Almost all respondents (95%) said they had been given the name and telephone number of a
midwife or health visitor they could contact if they were worried after they went home.

Women were asked about the advice and support they had received from midwives and other carers
in relation to feeding their baby (breast or bottle). Almost a quarter of women felt that they did not
receive consistent advice (23%), practical help (22%) or active support and encouragement (22%).
The findings are shown in Table 1. The national framework? highlights that previous surveys have
shown that women are more negative about hospital postnatal services when compared with any
other aspect of maternity care. Some of these complaints relate to conflicting advice on feeding
their baby. A similar proportion of respondents to the National Maternity Survey 2006" said they had
not received consistent advice (21%), practical help (19%) or support (18%) with feeding their baby.

* The survey asked specifically about a baby check before being discharged. However, some trusts carry out baby
checks after discharge to enable women to go home earlier.
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Table 1: Women's experiences of the advice and support provided from midwives and other
carers in relation to feeding their baby (breast or bottle)

did you feel that midwives and other carers gave you
active support and encouragement?

Yes, Yes,

always | generally | No Total
Thinking about feeding your baby (breast or bottle) 38% 38% 23% 24,131
did you feel that midwives and other carers gave you
consistent advice?
Thinking about feeding your baby (breast or bottle) 39% 39% 22% 23,505
did you feel that midwives and other carers gave you
practical help?
Thinking about feeding your baby (breast or bottle) 41% 37% 22% 23,841

Early identification and management of a new mother's health problems is important, as many
of these health problems may lead to ongoing pain, disability and depression.?® Most women
(88%) said they had received a postnatal check-up of their own health around four to six weeks
after the birth and 91% said they had been given information or offered advice from a health

professional about contraception.
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Giving women choice and involving
them iIn their care

The national service framework? acknowledges that most users of maternity services want to be
actively involved in planning their care and choosing the type of care they receive. Building on
the standards set out in this framework, Maternity Matters* defines the Government's
commitment to four guarantees for all women and their partners. One of these guarantees is
that by the end of 2009, when women first learn they are pregnant, they will have a choice
between going directly to a midwife or to their GP. Choosing to see a midwife first should give
women earlier access to maternity services.’ The survey appears to support this. Most women
(78%) went to their GP first about their pregnancy care, with only 19% reporting that their first
contact was with a midwife. Of those respondents who had previously had a baby, 22% said they
had seen a midwife first about their pregnancy care, compared with 16% of first-time mothers.

The survey showed that 65% of those women who had seen a midwife first about their pregnancy
had their booking appointment by 12 weeks of pregnancy, compared with 57% of women who
had gone to their GP first. This implies that some women may have earlier access to maternity
services if they go directly to a midwife, rather than accessing services via their GP (Table 2).

Table 2: Proportions of women who had their booking appointment at different times during
pregnancy by the type of health professional first seen about pregnancy care
Roughly how many weeks pregnant were you
when you had your booking appointment?
Less than| 8-9 10-11 12-18 19
8 weeks | weeks weeks weeks weeks Total
UHIEl [EELT GP 11% 2% | 22% 38% 4% 18,929
professional
did you go to
firstaboutyour | \rqife | 15% 20% | 21% 31% 4% 4,741
pregnancy
care?
Other 9% 22% 20% 43% 6% 703
Total 2,942 6,115 | 5,299 9,000 1,017 24,373
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Respondents were asked if they had a choice about where they could have their baby. Eighty-one
per cent said they did have a choice, although only 57% overall said one of these choices was to
have their baby at home.* The option for women to have a home birth has recently been
strengthened with the publication of Maternity Matters and the NICE guidelines for the care of
women during childbirth.*®> The Government has pledged that by the end of 2009, depending on
their circumstances, women and their partners will be able to choose between having their
baby:

- athome

< in a local facility, including a hospital, under the care of a midwife

= in a hospital supported by a maternity care team including midwives, anaesthetists and
obstetricians (doctors specialising in childbirth)

To help them choose, women and their partners should be given information and support.**
However, only half of women (51%) said they had definitely been given enough information to
help them decide where to have their baby. Of those women who said they had been given a
choice about where to have their baby, 11% said they had not received any information to help
them decide and 34% had only received enough information “to some extent”.

While almost all women (99%) had antenatal check-ups during pregnancy, around a quarter
(24%) said they were given a choice about where their check-ups would take place and only 14%
said they were given a choice about who would carry out the checks. The National Maternity
Survey carried out in 2006 also showed that options as to where antenatal checks could be
carried out, and which health professional would undertake these, were limited.*

The national service framework?® recommends that antenatal tests and screening should be
offered to women as options, rather than as a routine part of their pregnancy. However, the
survey showed that around a quarter of women did not feel they had a choice about having a
dating scan (29%) or a 20-week scan (27%). In contrast, a relatively high proportion of women said
they did have a choice about whether or not to have a screening test for Down's syndrome (88%).

It is recommended that women should be able to do what feels right for them during labour and
delivery, with health professionals supporting their wishes wherever possible.** Most women
(61%) said they were able to move around and choose the position that made them feel most
comfortable “most of the time” during labour. Twenty-four per cent said this was possible “some
of the time”. The Government has also pledged that by the end of 2009 all women should have a
choice of methods of pain relief that are appropriate to the type and place of birth chosen.* Of
those women that had a labour, 64% said they “definitely” got the pain relief they wanted and
28% felt they had “to some extent”.

* These figures exclude those women that said it was not possible to have a choice about where to have their baby
due to medical reasons.
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There is increasing evidence that involving people in decisions about their care and treatment
not only leads to more knowledgeable and satisfied patients, but may also result in better
recovery and health as well as a more appropriate and cost-effective use of health services.’
Women were asked if they had been involved enough in decisions about their care. Around two
thirds of respondents (67%) said they were always involved in decisions about their antenatal
care and a similar proportion (70%) felt they had always been involved in decisions about their
care during labour and birth. This means however that a third of women did not always feel they
had been involved in their care. This suggests that if maternity services are to be truly designed
around women's individual needs - as advocated in national guidelines** — there is still room for
improvement.

Analysis of the survey results showed that women who had previously had a baby were more
likely to say they had been involved in decisions about their care compared with first-time
mothers. Of those women who had previously had a baby, 68% said they were always involved in
decisions about their antenatal care compared with 66% of first-time mothers. Similarly, a
significantly higher proportion of women who had previously had a baby always felt involved in
decisions during labour and birth (72%), compared with 67% of first-time mothers. For all
respondents — regardless of whether they had previously had a baby — a significantly higher
proportion rated their overall care positively if they had been involved in decisions about their
antenatal care and/or care during labour and birth. For instance, of those respondents who said
they had always been involved in decisions about their antenatal care, 82% rated their overall
care during pregnancy as “excellent” or “very good”. In contrast, of those respondents who
reported that they had not been involved enough in decisions about their antenatal care, only
25% rated their overall care at this time as “excellent” or “very good”.
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Information provided to women

Overall

Women were asked if they had been given enough information during pregnancy, during labour
and birth and after the birth of their baby. Figure 2 shows that at each stage the amount of
information and explanations given to women could be improved as a relatively high proportion
of women said that their needs were not always met. This is particularly evident after the birth
where only 58% of women said they were always given the information and explanations they
needed.

Figure 2: Women's views on the provision of information and explanations at different stages
of maternity care

80 During pregnancy

70

50

[l During labour
and birth

E After the birth

40

Percentage

30

20

7

||||

10 —

_

Yes, always Yes, sometimes No

7

Providing women with enough information is important to encourage their involvement in
decisions about their care and treatment. Of those women who said they had always been given
the information or explanations they needed during labour and birth, 90% said they had always
been involved in decisions about their care. This compares with only 5% of women who said they
had not had the information or explanations they needed at this time.

Throughout this section, responses to the survey questions relating to information are compared
between women who were having their first baby and other women. The information needs of
the two groups of women are likely to be different as women who have previously had a baby will
probably have a greater level of experience and knowledge compared with first-time mothers.*
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Information provision during pregnancy

The Pregnancy book?®, published by the Department of Health, contains information for expectant
parents to help them make choices and get the most from both the pregnancy and their new
baby. The majority of women said they had been given a copy of The Pregnancy book (75%),
although a quarter of women (25%) said they had not.* The proportion of respondents who said
they had not been given a copy was significantly lower among first-time mothers when
compared with other respondents who had previously had a baby (18% compared with 32%).

It is important that health professionals clearly explain to women the reasons for carrying out
screening tests and scans during pregnancy. Most respondents (90%) that had received
screening for Down's syndrome said that the reason for the test had been clearly explained to
them. The majority of women also said that the reasons for the dating scan and 20-week or
‘anomaly’ scan had been explained (89% and 92% respectively). This supports the finding that
most women had been spoken to in a way that they could understand by health professionals
(outlined in the following section). An equal percentage of first-time mothers and other women,
said that they were given an explanation of the reasons behind the screening test for Down's
syndrome. However, for the dating scan and 20-week scan, a higher proportion of women who
had previously given birth, than first-time mothers, said that the reasons for the scans had been
explained to them (90% compared with 88% for the dating scan and 93% compared with 91% for
the 20-week scan).

There is strong evidence that breastfeeding is beneficial for the mother's and baby's health in
both the short and longer term. The Infant Feeding Survey® identified that one of the reasons why
women stopped breastfeeding within six weeks of birth was because of a lack of information
given to them during pregnancy. This highlights the importance of providing information on
feeding babies to women in the antenatal period. Although 78% of the women who responded to
this survey said that, during their pregnancy, their midwife had discussed feeding their baby with
them, a fairly large proportion (22%) had not had such a discussion. The National Maternity
Survey 2006 had a similar finding, with three quarters of women (76%) reporting that their
midwife had discussed feeding with them, during their pregnancy.

Information about home births

For those women who had a home birth, most responded that they had “definitely” been given
enough information about:

= the sorts of pain relief that would be available at home (80%)
= the monitoring of the baby that would be available at home (71%)
= the distance and location of the nearest hospital (82%)

= the sorts of emergency back-up that would be available, such as ambulance facilities if
needed (75%)

* These figures exclude women who said they already had a copy of The Pregnancy book. Practice varies as to
whether women who have already had a pregnancy are given a copy.
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Information about neonatal care (special baby care)

A small proportion of respondents to the survey (10%) said that their baby was cared for in a
neonatal unit (special baby care unit). The women were asked if they had been given enough
information about the reasons for their baby's stay in the unit. Sixty-nine per cent said they had
“definitely” received enough information and 24% said they had been given enough information “to
some extent”. However, the responses were different depending on how long the baby stayed in
the unit. Where the baby received neonatal care for one day or less, 67% of women said they had
definitely been given enough information about why their baby was admitted for such care. This
compares with 86% among those respondents whose baby was in the unit for 31 days or more.

Information provision after the birth

Postnatal care in the community should provide mothers and their partners or companions with
information about how to nurture babies and what to expect at different ages, including growth
and child development.>®* Women were asked about the advice and help they had received from
health professionals about their baby's care in the six weeks after the birth. A fairly large
proportion of respondents said they had not received any help and advice, or had only received
help and advice to “some extent”, about their baby's crying (64%), sleeping position (44%), skin
care (56%), health and progress (42%) or about feeding their baby (44%). Those respondents who
had previously had a baby were more likely to report that they had “definitely” received help and
advice from health professionals about each of the aspects of caring for a baby. The exception is
feeding the baby, where a higher proportion of first-time mothers had “definitely” received
enough help and advice (Table 3).
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Table 3: The proportions of women who definitely received help and advice about their baby’'s
care by parity

Parity
One or more
No previous births previous births Total
Definitely received help and advice
from health professionals about the 35% 37% 6,465

baby's crying

Definitely received help and advice
from health professionals about the 56% 57% 10.763
baby's sleeping position '

Definitely received help and advice
from health professionals about 58% 54% 12,319
feeding the baby

Definitely received help and advice
from health professionals about the 42% 44% 8,568
baby's skin care

Definitely received help and advice
from health professionals about the 57% 59% 13,471
baby's health and progress

Although 88% of women had been given a postnatal check-up of their own health, less than half
(45%) responded that they had “definitely” been given enough information about their own
recovery after the birth of their baby. However, of those women who had previously had a baby, a
much higher proportion said they were “definitely” given enough information about their own
recovery when compared with first-time mothers (52% compared with 39%). This reflects
differences in the information needs of the two groups of women.
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Relationships with health professionals

Respondents were asked how they had been cared for and treated by health professionals at
different stages of their maternity care. In general, most women responded positively about the way
staff had treated them, particularly during pregnancy and/or during labour and birth (Figure 3).
More than three quarters of women reported that they had “always” been spoken to in a way
they could understand, were treated with respect and dignity, and treated with kindness and
understanding. However, respondents were less positive about their care while they were in
hospital after the birth. One third of women said they had “not always” been treated with respect
and dignity (34%) and a similar proportion (37%) said they had “not always” been treated with
kindness and understanding at this time.

Figure 3: Women's views on the interpersonal aspects of care at different stages in
maternity care
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It is recognised that women and their partners will want to know and trust the midwife who is
responsible for providing information, support and ongoing care.** Those women who said that
they had seen the same midwife “every time” for their antenatal check-ups were more likely to
report that they had “always” been:

» treated with respect and dignity

= treated with kindness and understanding

= spoken to in a way they could understand

= given the information and explanations they needed
= involved in decisions about their care
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Table 4: Continuity of midwifery care by women's overall views on the antenatal care provided
Always Always Always Always given | Always
treated with treated with spoken to in the involved
respect and kindnessand | away you information enough in
dignity understanding | could or decisions

understand explanations
you needed
Ifyousawal .o overy 88% 85% 86% 76% 77%
midwife for | _.
time
your
antenatal Yes, most 0 0 0 0 o
check-ups, | of the time 86% 82% 85% 73% 73%
did you see
the same
one every No 74% 68% 76% 58% 59%
time?
Total 19,278 18,266 19,432 15,871 15,948

It is recognised that during labour and birth, women prefer to be cared for by a midwife whom
they have got to know and trust throughout pregnancy.? However, the survey showed that only
22% of women had previously met any of the staff that looked after them during labour and
birth. To have confidence in staff is one of the main things that women want when giving birth.?
Most women (68%) said they “definitely” had confidence and trust in the staff caring for them
during labour and birth, and 27% said they had “to some extent”. Perhaps unsurprisingly, a
significantly higher proportion of women reported that they definitely had confidence and trust in
staff during labour and birth if they had previously met any of them (Table 5).

Table 5: Familiarisation with staff by the level of confidence and trust in staff during labour

and birth

Did you have confidence and trust in the

staff caring for you during your labour

and birth?

Yes, Yes, to some

definitely extent No Total
Had you met any of the 0 0 0
staff who looked after e S L s Sk
you during your labour
and the bl_rth before No 65% 30% 506 19,547
you went into labour?
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The hospital environment

Women were asked about their views on the cleanliness of the wards and toilets/bathrooms,
both in the labour and delivery rooms and in the ward after the birth. Although 63% of women
said that the labour and delivery rooms were “very clean”, less than half (49%) reported this
about the toilets and bathrooms they used. However, only 46% of women said that the hospital
room or ward they were in after the birth was “very clean” and just 36% said the toilets and
bathrooms were “very clean”. The National Maternity Survey 2006 also showed that women
were more critical about the cleanliness of the postnatal ward environment than of the labour
and delivery wards.

The national service framework? highlights that studies show women to have a more negative
view of postnatal care than of any other stages of care. These views often focus on the
availability and quality of hospital food and poor standards of hygiene. This survey also reveals
there is room for improvement in the quantity and quality of hospital food provided to women.
While a relatively high proportion of women (70%) said they had “always” been offered a choice
of food, and 19% said they were “sometimes” given a choice, almost a quarter (23%) said they
were not given enough food and 19% rated the food overall as “poor”.
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Next steps

Key findings from this survey of women's experiences will be combined with data from other
sources to inform a review of maternity services in England. This will be published in January
2008. The review will look at any local variations and assess each NHS trust. Our findings will
help health professionals to plan and provide services that are tailored to individual women's
expectations and needs. This information will also be available to women and their families, on
our website, to help them to make choices in their maternity care.

A national report on the overall findings of the service review will be published in 2008.

Later we will examine responses to the survey of women's experiences in relation to the
ethnicity of women and factors that may influence responses, such as the type of care provided.
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Appendix 1: Further information on
Interpreting the results

Maternal age and parity (number of previous births) are two factors that could influence
women's experiences of maternity services and consequently how they assess their care. The
results have therefore been standardised so that each trust's age-parity profile reflects the
national age-parity distribution. This allows trusts with different profiles to be more fairly
compared and ensures that no trust will appear better or worse simply because of a different
mix of patients.

Some trusts had higher response rates and/or larger sample sizes than others, and therefore
would have a greater influence on the national average for England. To address this, we applied
a 'weight' to the data so that responses from each trust have an equal influence over the
average, regardless of differences in response rates and sample sizes between trusts. The
percentages shown in this report represent the average for all NHS trusts in England that
participated in the survey, with the exception of the following:

= two trusts were excluded due to them having considerably smaller maternity units and only a
very small number of women in their sample

< the results from a third trust were excluded from the national figures due to a sampling error
that resulted in their data not being comparable to other trusts

= the results from a fourth trust were excluded for some of the questions in the survey due to a
data quality issue

The findings presented in this report therefore reflect the average trust standardised for the age
and parity status of women who responded to the survey. However, the exception to this is where
the results have been compared by two groups (e.g. by parity) or by two different questions.
These figures are standardised by maternal age and parity but are not weighted to represent the
‘average’ for all NHS trusts in England.
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Enclosure 8

The Dudley Group of Hospitals NHS|

NHS Trust

Report to: Trust Board, Thursday, 31°' January, 2008
Report of: Director of Corporate Development

Subject: Standard Template for Board and
Committee Reports

1. Summary

As part of the Trust's review of how the Trust Board and its Committees work,
it was agreed to develop a standard template for Board and Committee
reports. This has been developed by me and and agreed by Executive
Directors. This is attached for Board discussion and approval.

Please note that this approach is to be adopted for all reports, with the
exception of business cases, where a report format has already been agreed
and is in use. However these should be prefaced by a one page summary in
the format identified in the attached paper.

2. Recommendation

The Trust Board is recommended to:

e Discuss and amend the content of the attached paper

e Adopt this format and style for all Board and Committee meeting reports
with immediate effect

Les Williams
Director of Corporate Development

21°" January 2008

2008-01-21- board report template cover - Inw



Enclosure [number as listed on agenda]

The Dudley Group of Hospitals NHS

NHS Trust

Report to: Trust Board, Thursday, [date], 2008
Report of: Director of [title]/Author (if not Director)

Subject: [title — to match agenda item]

1. Summary

This section to cover in no more than one page:
« The purpose of the paper
Justification for taking paper in private section (if appropriate)
« Reference to any previous Board or Board Committee consideration, decision
and minute
Reference to any view taken by Executive Directors
The recommended action for the Board to take:
0 Receipt of paper for information
Approval of policy or proposed course of action
Development of Board position on an issue
Agreement to further action required to implement Board decision

[elyelye]

2. Background

This section to include:

« Brief description of relevant background information, required to assist Board
members’ understanding

« Reference to relevant national policy, SHA and commissioners’ strategies or
Monitor requirements

» Previous Board consideration and view taken

« Reason for presenting the paper, including reasons why a decision has to be
taken at this meeting (where relevant)

3. Issue for consideration

It is not possible to be prescriptive about content of this section, as this will be
determined by the nature of the issue. The following general guidance may be
helpful:
« The level of detail provided should be proportionate to the materiality of the
issue under consideration
« The style of writing and amount of detail should be based on an assumption
that all Board or Committee members have read the supporting papers
provided and understand the content of papers previously provided to them



4.

It is sufficient to refer to papers previously received by Board members and it
is not necessary to include them again as appendices

Detailed information should be included in numbered appendices

This section should include a ‘Conclusions’ paragraph that summarises the
issue and sets up the recommendation for the Board or Committee

Recommendation

This section must provide Board or Committee members with a clear decision or
set of decisions to make.

The Recommendation should identify the proposed action or set of actions the
Board or Committee is being asked to take

It should draw attention to, and acknowledge, any further action that may be
necessary as an immediate consequence of the decision

Each recommended action should include the title of the Board or Committee
member responsible for carrying out the action

Actions should specify a date by which they will be completed (this will be
included in the Action Sheet for review at the appropriate time)

This section should also include a recommendation for the timing of Board or
Committee re-consideration of the issue.

Name: [insert]
Title: [insert]
Date: [insert]
Notes

Style:

Font: Arial 12

Headings: in bold, not underlined

Appendices: sequentially numbered

File reference: should appear at the end of the covering paper to ensure
easy identification, search and retrieval from electronic files. This should
include title, initials of originator and date the paper was produced

Collation:

When complete, the report originator should collate the papers in the correct
order and pdf the full report and appendices, before sending to the Trust
Secretary or relevant administrative support to the Committee. This will both
reduce confusion and remove the potential for errors in collation. It also
prevents any possibility of changes being made to the report after it has been
sent by the originator.



Submission:

The Board of Directors Standing Orders and terms of reference of Board
Committees require papers to be sent out 7 calendar days before the
meeting. Therefore they should be submitted to the Trust Secretary or
relevant administrative support 9 calendar days before the meeting.

Papers received between this time and 7 calendar days before the meeting
will only be added to the agenda at the discretion of the meeting Chair.

Papers received after 7 calendar days before the meeting will not appear on

the agenda. If urgent, the Chair may raise these under ‘Any Other Urgent
Business’ but this will be at the Chair’s discretion and should be exceptional.

Les Williams
Director of Corporate Development

4™ January 2008

2008-01-04 — board report template - Inw



The Dudley Group of Hospitals INHS |

NHS Trust

Public Trust Board Agenda

Thursday 24" April 2008
11.00am
Clinical Education Centre

Item Time By

1. | Chairman’s welcome and note of apologies — P. Harrison 2 mins | A Edwards
2. | Declarations of Interest
3. | Announcements
4. | Minutes of previous meetings 2mins | A Edwards

e Thursday 27" March 2008, Board Meeting Enclosure 1
5. | Action Sheet — Progress Report by Exception Enclosure 2 2 mins | A Edwards
6. | Matters Arising 2 mins | A Edwards
7. | Chief Executive's Report 5mins | P Farenden
8. | Strategic Issues 5 mins
8.1 | Foundation Trust Update Verbal P Assinder
9. | Operational Performance 15 mins

e Report to Finance and Performance Committee

on 24" April 2008 Verbal P Assinder

10. | Reports for Approval 15 mins
11. | Information Items to be noted 10 mins
12. | Any Other Business

e Limited to urgent business notified to the Chair/Trust Secretary in 1 min A Edwards

advance of the meeting

13. | Date of Next Trust Board Meeting

o« 29" May 2008 at 11.00am in the Clinical Education Centre
14. | Meeting Closes 12.30pm

2008-2-8 — April Board Agenda - HF




Enclosure 2

The Dudley Group of Hospitals NHS

NHS Trust

Minutes of the Trust Board meeting held at 11.00 a.m. on Thursday, 27" March, 2008, in the

Clinical Education Centre

Present:

Alfred Edwards, Chairman Paul Farenden, Chief Executive

Paul Harrison, Medical Director David Badger, Non Executive Director

Ann Close, Nursing Director Jonathan Fellows, Associate Non Executive Director
Kathryn Williets, Non Executive Director Paul Assinder, Director of Finance and Information

Ann Becke, Non Executive Director

In Attendance:

Helen Forrester, PA lan Mayers, Mills & Reeve

08/27

08/28

08/29

08/30

08/31

Chairman’s Welcome and Note of Apologies

Apologies were received from Paul Brennan, David Wilton and Janine Clarke.

Declarations of Interest

There were no Declarations of Interest.

Announcements

There were no announcements.

Minutes of the Previous Meeting — 28" February 2008 — Trust Board Meeting

The minutes of the 28" February Trust Board meeting, given as Enclosure 1, were amended
at item 08/17 Presentation to the Board on Fraud Prevention, third bullet point, to read

“It was noted that there had been 5 enquiries within the last 4 weeks”. With this amendment
the minutes were approved as a correct record and signed by the Chairman.

A reporter from the Express and Star joined the meeting further down the agenda and the
Chairman briefed him on the above amendment to the minutes, this was following an enquiry
received earlier in the day by the Communications Department.

Presentation to the Board on Corporate Manslaughter by lan Mayers, Mills & Reeve
lan Mayers, Partner from Mills & Reeve Solicitors presented to the Board on The Corporate

Manslaughter Act and Corporate Homicide Act 2007 which comes into law on 6" April 2008.
Following the presentation a number of issues were raised, including:


hforrester
Text Box
Enclosure 2


o Kathryn Williets, Non Executive Director asked about the investigation of incidents
and the decision as to whether it relates to corporate or individual failings. It was
noted that protocols are in place between the police and the HSE. Kathryn also
pointed out that the Act would be retrospective in terms of a breach in April being
investigated by looking at performance prior to the Act coming into law. With
reference to the public policy exemption, and in particular waiting list policy, Kathryn
enquired if there was any particular guidance that should be followed. There was no
guidance available but it was noted that providing the policy was followed, the Trust
could not be held accountable.

e Paul Farenden, Chief Executive asked what timeframes were associated with the
Act, what would happen if a death occurred at a much later date (i.e. 15 years) that
could be related to failure in duty of care. It was noted that in theory the Trust could
be found guilty but this is unlikely to happen.

e Ann Becke, Non Executive Director queried the boundaries of corporate
responsibility, in particular if a clinician employed by the Trust was involved in an
incident that didn’t occur on Trust premises. It was noted that it would be highly
unlikely that this incident would be regarded as corporate negligence.

Finally, lan stressed that overall, risk assessments are still very important and
encouraged the Trust to ensure that risk management processes were up to date and
ongoing.

The Chairman thanked lan for his informative presentation and asked him to provide an
electronic copy for circulation to Board members.

Electronic copy of presentation to be circulated to Board members

08/32 Action Sheet — 28" February 2008 — Progress Report by Exception
The Board reviewed the Action Sheet, given as Enclosure 2, as follows:
08/32.1 Hygiene Code

Ann Close, Nursing Director, tabled a synopsis of the Hygiene Code as requested by the
Board at its previous meeting.

08/32.2 Operational Performance — Delayed Discharges

Paul Brennan, Operations Director had tendered apologies. Item to be brought forward to the
next meeting.

08/32.3 Operational Performance — Draft Annual Agenda
It was noted that this was in the process of being prepared and will be circulated for

comments shortly. It was agreed that item 08/22 of the action sheet “key indicators trended
for performance debate” due by 29" May 2008, would be built into the draft agenda.

Draft agenda to be circulated to Board members week commencing 31° March 2008




08/32.4 Whistleblowing Policy

This had been amended and agreed with the staff side and had now been published on the
Intranet.

08/32.5 Quality of Care

Report on agenda at item 12 (Enclosure 4).

08/33 Matters Arising

None to report.

08/34 Chief Executive’'s Report
Paul Farenden, Chief Executive presented his report to the Board, this included:

e The Trust had been notified the previous day of a change in the FT approval process, by
the Strategic HA, who would be playing a key role in the process, as a stronger filter
before applicants progress to the Department of Health and Monitor and will focus on key
targets. It was noted that the rigid approach to the authorization process will become
more flexible and there will be a clearer cycle to the amount of authorizations taking
place, and steps were being taken to improve the process. It was agreed that these
changes would have no effect on us at this stage in the authorization process.

e A draft report had been received following the unannounced visit by the HCC to look at
cleanliness and compliance to the Hygiene Code. The report gave the Trust a clean bill
of health and states explicitly that the HCC were able to examine sufficient evidence
within the Trust to confirm its compliance to the Code. It was noted that infection control
remained a big challenge and this report will not change the emphasis on this.

08/35 Strategic Issues

08/35.1 Foundation Trust Update

Paul Assinder, Director of Finance and Information reported that there were 3 Foundation
Trust items to note as follows:

e Work was underway to finalise the IBP, LTFM and Performance and Risk
Management evidence. The Trust was on schedule to submit these documents to
Monitor on Monday, 31* March 2008.

e Dates had been agreed for further Board workshops in April and May as follows:

15th April 2008: 1.00pm — 5.00pm (lunch available from 12.00noon) Board Workshop
for key IBP questions, Oak Room, Village Hotel, Dudley. (It was also noted that the
Audit Committee would be held at 10.00am in the Oak Room).

21 April 2008: 10.30am — 5.00pm Board Workshop on Self Certification, Oak Room,
Village Hotel, Dudley (NEDs meeting to be held 8.30am — 10.30am in the Oak
Room).
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29" April 2008: 8.00am to 12.00noon 1% Board to Board meeting with KPMG, Oak
Room, Village Hotel.

27" May 2008: 8.00am to 12.00noon 2" Board to Board meeting with KPMG, Oak
Room, Village Hotel.

¢ It was noted that there had been a successful conclusion to the elections for the 3
vacant seats on the Council of Governors. David Deeley, Principal Orthotist had
been elected to the Scientists/AHPs staff constituency, David Ore, Security Manager
had been elected to the Non Clinical Staff Constituency (replacing Clare Craddock)
and Mrs Pat Siviter had been elected to the vacant public Wyre Forest seat. All three
nominations had been uncontested and while the Council of Governors was still in
shadow form the Trust Board was asked to ratify the three appointments.

e The Board also noted that Claire Molloy, appointed Governor from Sandwell PCT had
that week informed the Trust that she was resigning as Governor due to a recent
appointment outside of the PCT. The PCT Chief Executive was currently undertaking
discussions within Sandwell to identify a replacement.

Operational Performance

Report to the Finance and Performance Committee on 27" March 2008

The Director of Finance and Information briefed the Board on his report to the Finance and
Performance Committee. The Board discussed and noted the following position up to the
end of Month 11 (February):

At the end of February the total surplus was £10.5 million. This is equivalent to an
EBITDA margin of 8.2% against an annual plan of 5.7%

The forecast outturn remains at £10.5 million surplus for the year
The normalized position is a surplus of £6.9 million for the year

CIP efficiency savings had previously been set at £3.4 million but the Trust was on track
to achieve £4.6 million savings for the year.

Cash Balance at the end of February is £23.7 million and the Trust continues to maintain
a strong balance sheet

The Board noted that performance against the A&E 4hr wait target had continued to
improve with strong performance in February at 99.1%, with a year to date position of
98.03% which is above target.

GU Medicine 48 hours appointment target Performance had improved significantly and
now stood at 97% in February against a target of 100% by March 2008.

Outpatients/Inpatients/Cancer Referrals were showing no breaches in February and were
all reporting 100% compliance

MRSA — No breaches in February, performance remains on trajectory.

The Board noted this position.



08/37 Reports for Approval
08/37.1 Research and Development

Paul Harrison, Medical Director spoke to this paper, given as Enclosure 3. It was agreed that
the Trust was a good recruiter into clinical trials and the Board was asked to note that Good
Clinical Practice Courses are available to staff from March and the Medical Director had
undertaken, and passed the training. There continued to be ongoing issues with funding for
Research and Development but it was anticipated that more funding would be coming into
the organization in the future.

The Chairman asked if it was possible to see outcomes from the clinical trials and it was
agreed to invite Prof. George Kitas to report to the Board in six months time.

The Board approved the report.

Prof. George Kitas to be invited to September Board meeting to report on clinical
trials

08/38 Information Iltems to be Noted

08/38.1 Quality of Care

Ann Close, Nursing Director spoke to this paper, given as Enclosure 4, which included the
following:

e Initiatives to improve the quality of mental health care for older people across the Trust
and in the Older Peoples Unit

e The Quality of Care review system and results following the assessment period

e Clinical support systems in place to support nurses in delivering quality of care

e End of year report for Essence of Care

The reporter representing the Express and Star queried the statement in the Essence of Care
Report regarding the ordering of larger size nightwear and it was noted that more had been
ordered due to increasing need.

The Chairman raised the management of equipment and ward stocks and asked if more
could be done. It was noted that de-cluttering exercises were being regularly undertaken to

ensure that excessive stocks of items are not being held.

The Chairman also asked a question raised by a member of public during a Trust Tour earlier
in the week, about the guidance for wearing uniforms in the dining area.

It was noted that this was acceptable as appropriate protective equipment/clothing was worn
over uniforms during clinical procedures.

The Chief Executive reported to the Board how enthusiastic and full of praise members of the
public were for our clinical staff during the Trust Tour.



The Chairman thanked the Nursing Director for an interesting and informative report.

It was noted that a further Quality of Care Report will be presented to the Board in 3 months
time. The Board received the report and noted the work being undertaken to improve the
mental health of older people, the report on the Quality of Care reviews, the audits and
actions being taken to improve clinical support for nurses and the Essence of Care end of
year report and its benchmark areas.

Further Quality of Care Report to be provided to the Board at its June meeting

08/38.2 Human Resources Report

Janine Clarke, Director of Human Resources was not available to speak to this paper, given
as Enclosure 5. The Board noted the contents of the report.

08/38.3 PALS Report

08/39

08/40

The Nursing Director spoke to this paper, given as Enclosure 6. The report provided an
update on the PALS services and activities and included:

Details of contacts made by patients accessing the PALS service
PALS awareness week

Patient feedback and comment cards

Staff training

Volunteer activities

The Nursing Director confirmed to the Board the appointment of the new Head of Customer
Relations and the Communications Manager. David Badger, Non Executive Director asked
that the annual cycle of reports on customer relations be discussed and agreed with the
Board.

The Board received the report and noted the activities undertaken.

Any Other Business

There being no other business, the Chairman closed the meeting.
Date of Next Meeting

The next Board meeting will be held at 11.00am on Thursday, 24" April, 2008 in the Clinical
Education Centre.
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Enclosure 2

_ NHS Trust
Action Sheet
Minutes of the Public Trust Board meeting held at 11.00am on
Thursday, 27" March, 2008, in the Clinical Education Centre
Item Subject: Action: Responsible Due Date Actioned
No.
07/42.2 ¢ Action Sheet Update ALE Working Group to feedback on action required to achieve DFI 24/4/08
External Audit Letter 2006/07 ratings of ‘4’ to the next Audit Committee meeting on 15/4/08
08/22 : Operational Performance Further discussion on delayed discharges to be undertaken and PB/NEDs 24/4/08
reported back to Board.
08/22 : Operational Performance Draft Annual Agenda to be provided to Board Members C 24/4/08
08/23.2 : NHS Inpatient Survey Actions Plans to be provided to the Board ND 24/4/08
08/31 : Presentation on Corporate Electronic copy of presentation to be circulated to Board members HF 24/4/08
Manslaughter
08/22 : Operational Performance Key Indicators trended for performance debate PA 29/5/08
08/10.5 : Healthcare Commission Maternity : Progress Report to be submitted to Board in May ND 29/5/08
Survey
08/38.1 : Quality of Care Further Quality of Care Report to be provided to the Board in June ND 26/6/08
07/55.3 : Draft IT Disaster Recovery Plan Feedback to the Board on the results of the desk top simulation DFI When
exercises which will be run by Siemens in the next financial year available
from
Siemens
(08/09
financial
year)
08/37.1 { Research and Development Prof. George Kitas to be invited to September Board meeting to PH 25/9/08
report on clinical trials
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(Note: This meeting will be held in Private Session but the Agenda is
structured in Part One (Public) and Part Two (Private) formats in

Board of Directors Agenda
Thursday 10™ January 2013 at 8.30am
Clinical Education Centre

preparation for meeting in Public in 2013/2014.

Part One: Meeting in Public Session

All matters are for discussion/decision except where noted

Item By Time
1. Chairmans Welcome and Note of Apologies J Edwards 8.30
2. Declarations of Interest J Edwards 8.30
3. Announcements J Edwards 8.30
4. Junior Middle Grade Trust Doctors Business Case Enclosure 1 A. Whallett 8.30
5. Minutes of Previous meetings:
51 Thursday 6" December 2012 Enclosure 2 J Edwards 9.00
5.2 Action Sheet Progress by Exception — Enclosure 3 J Edwards 9.00
6" December 2012
6. Chief Executives Overview Report Enclosure 4 P Clark 9.10
including TME Minutes
7. Quality
7.1 Clinical Quality, Safety and Patient Experience Enclosure 5 D Bland 9.20
Committee Exception Report
8. Productivity
8.1 Matters Arising from Finance and Performance Enclosure 6 D Badger 9.30
Committee by Exception Report
9. Prevention
9.1 Infection Prevention and Control Exception Report | Enclosure 7 D Mcmahon 9.40
10. | Date of Next Board of Directors Meeting J Edwards 9.50
8.30am 7th February, 2013, Clinical Education Centre
11. | To exclude members of the public and press. J Edwards 10.00
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The Dudley Group

NHS Foundation Trust

Paper for submission to the Board Thursday, 10" January 2013 at 8.30 am

TITLE: To Develop a Trust Programme for Junior and Middle Grade Trust
Doctors as part of a Workforce Plan
AUTHOR: Karen Morrey on behalf | PRESENTER | Andy Whallett

of the Hospital 24/7
Steering Group

Dr Andrew Whallett,
Head of Medical
Education

CORPORATE OBJECTIVE:

SGO04: Clinical Partnerships To develop and strengthen strategic clinical partnerships
to maintain and protect our key services

SGO06: Enabling Objectives To deliver an infrastructure that supports delivery

SUMMARY OF KEY ISSUES: (please identify key issues arising from report or minutes)
Further changes in the way in which we are allocated and organise our junior doctors that are
proposed nationally and regionally will mean it is important that we consider that there may be
different ways to provide clinical service in the future.

We propose that we act together in a strategic way as a Trust, rather than struggle as individual
departments to address these issues.

This case outlines a proposal to develop two year programmes to secure high quality and consistent
junior and middle tier cover, rather than providing ad-hoc cover using locums, which can be
unpredictable resource, of variable quality and difficult to induce/train and regulate

We propose the best way to reduce risk of not having the right level and quality of junior doctors and
the subsequent inconsistencies that we currently have in service provision is to recruit high quality,
consistent junior and middle tier In-house training schemes, that supplements the deanery trainees.

We have looked at how we can use existing funded posts, and also to offset the money currently
spent on locum posts. The rotations could be viewed in isolation.

This investment will also future proof the organisation against some high risk cost pressures which
are likely to be incurred due to increasing demands on junior and middle grade doctors, for example
both in ED and Surgery.

We also want to develop a further rotation to offset pressures in the Anaesthetic service. This will
work to the same principles, and we believe this will be cost neutral, the detailed workings have not

yet been completed.

The total recurrent cost of the rotations plus support is £1,551,696, the paper shows where existing
budgets can be used to off-set the costs.

The total additional budget required for the rotation is £384,184

Template Board /Committee Front Sheet V3/JCC/Gov/May 12
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This can be analysed as follows:

£233k Medicine overspend (i.e. the overspend would be reduced by this amount but there is no
budget to fund);

£50k Medicine — remaining gap

£56k Surgery gap — to be addressed in future BC for Urology

£45k — funding required for admin/non-pay

The total budget to be funded for 2013/14 is £279,746
There is already spend which is not funded. The total spending gap for 2013/14 is £151,622.
This could be reduced to £95,604 if the Urology business case is approved.

The F&P committee approved the case on 20/12/12, and the case was recommended to go to
Board for final ratification, so we can commence the recruitment of the year 1 posts, admin &

tutor. We will be returning to F&P committee to update on progress & benefits realisation.

We seek to proceed to recruitment to start the programme in April 2013.

IMPLICATIONS OF PAPER: (Please complete risk and compliance details below)

RISK Y Risk Description: Without investing in the
programmes the provision of the junior and middle
tier service commitment will remain a challenge,
and substantive posts will continue to be
supplemented by the use of locum staff, these can
be unreliable and deliver inconsistent levels of
quality and productivity.

Risk Register: Risk Score:

N

cQcC N Details:
COMPLIANCE NHSLA N Details:
and/or
LEGAL Monitor N Details:
REQUIREMENTS

Equality N Details:

Assured

Other Y/N Details:

ACTION REQUIRED OF BOARD: (Please tick or enter Y/N below)

Decision Approval Discussion Other

Y Y

RECOMMENDATIONS FOR THE COMMITTEE:
To support the development of the Trust programme and to authorise the commencement of
the recruitment to the rotations.

STRATEGIC OBJECTIVES : (Please select for inclusion on front sheet)

Template Board /Committee Front Sheet V3/JCC/Gov/May 12
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SGO1. | Quality, Safety & Service To become well known for the safety and quality of
Transformation Reputation | our services through a systematic approach to

service transformation , research and innovation

SGO2. | Patient experience To provide the best possible patient experience

SGO3. | Diversification To drive the business forward by taking opportunities
to diversify beyond our traditional range of services
and strengthen our existing portfolio

SGO4. | Clinical Partnerships To develop and strengthen strategic clinical
partnerships to maintain and protect our key services

SGO5. | Staff Commitment To create a high commitment culture from our staff
with positive morale and a “can do” attitude

SGO6. | Enabling Objectives To deliver an infrastructure that supports delivery

Template Board /Committee Front Sheet V3/JCC/Gov/May 12
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NHS Foundation Trust

Outline Business Case

TITLE OF PROPOSAL
To Develop a Trust Programme for Junior and Middle Grade Trust Doctors

PURPOSE (Brief description of the service improvement setting out the objectives for the case
and how these fit with the Trust Strategic Objectives)

The discussion paper on the Development of a Medical Workforce Plan, which went to TME in
August, changes in clinical practice and in the training and recruitment of junior medical staff have
had an impact on how we provide our clinical service.

Further changes in the way in which we are allocated and organise our junior doctors that are
proposed nationally and regionally will mean it is important that we consider that there may be
different ways to provide clinical service in the future. We propose that we act together in a strategic
way as a Trust, rather than struggle as individual departments to address these issues.

This case outlines a proposal to develop two year programmes to secure high quality and consistent
junior and middle tier cover, rather than providing ad-hoc cover using locums, which can be
unpredictable resource, of variable quality and difficult to induce/train and regulate

This would provide a sound basis improved planning for specialties around junior and middle doctor
cover, and support the increasing demands the Trust faces.

BACKGROUND INFORMATION

e The balance of service provision locally (Black Country), regionally (West Midlands) and
nationally is not uniform.

e Services that have moved to Dudley may not have been matched with increased resources to
provide those services

e With formation of Health Education England, (HEE); Local Education Training Board, (LETBs),
which has replace the Deanery; and Local Education Training Councils, LETCs, we will have a
greater say in how we provide education at Local Education Provider, (LEP), level. However, with
greater autonomy comes greater responsibility for quality assurance.

e We await the publication of The Shape of Training a report commissioned by the GMC. This is a
10-15 year workforce strategy chaired David Greenaway from Nottingham due to report June
2013. This will highlight the challenges of matching the numbers of trainees to the numbers of
consultants and GPs needed, the balance between specialism/generalist and
hospital/community.

e The distribution of the workforce training posts allocated by the Deanery, (medical and non-
medical) is often based upon historical, rather than current needs. This does not necessarily
meet the demand of what are needs are now, and what they will be in the future.

e |Initial planning guidance from the Joint Working Group gives an indication of the expected
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moves in training numbers that regions can expect over the next couple of years. This indicates a
reduction in surgical and medical specialties. The Trust will need to plan to overcome the
difficulties these changes will bring.

e This is a potential safety issue (if there are inadequate staff), and wasteful (if there is an excess).

e Regional and National reconfiguration of Educational structures will present potential
opportunities and threats to our current ‘deanery funded’ medical workforce

e Asa Trust we need a strong regional and national presence to make an argument for retaining as
many ‘deanery’ posts as we can — these come with a percentage of their funding in the MADEL
budget (currently £4.9 million pa).

e There is a limited scope for redistribution of this workforce. Often national imperatives (e.g. FY1
expansion in psychiatry/ more community experience at FY2) do not match with needs of the
Trust.

e The Clinical Director in Medicine has consulted with the MSHs in Medicines regarding the benefit
of “twilight” rota that was introduced to support the numbers of junior doctors available in the
early evening and weekend. They are considered valuable, but the service could be provided in
a more effective way. We are currently looking at what different options could be applied to
improve the clinical contribution of the members of the twilight rota.

e Within the Trust we are seeing increasing demands on workload on the wards and clinical areas,
this results in the need to authorise additional locum cover to support the existing rotas.

e  When the deanery is unable to fill a post on the rota, we still have the requirement for the post,
and so again often turn to short term bank or locum solutions.

e The Trust currently spends on locums is detailed in appendix 1
It is proposed that a proportion of this spend should be reallocated to fund the programmes.

As a consequence we would expect a reduction in the locum spend. The Directorates have
reviewed the spend, and indicated where current spend is likely to continue, and where it could
be reallocated to the rotations. The detail is highlighted below in the resource impact section

e Analysis on specific cost pressure to ED in 2011/12 from the deanery not filling junior doctor
posts was £357,656.

e We are in the early stages of developing a similar rotation for anaesthetics. We have 5 new
starters every year and they need minimum of 3 months locum cover before they can do on-call.
Often the locum spend goes on beyond this if they are not ready for on-call, or if we are rotated
gaps. In addition we are paying some staff grades £80 000 plus to cover on-calls as part of their
normal working week (expensive resource and they provide less day-time theatre work); we also
use locum staff grades from Hungary to cover. So in addition to large locum spend we have a
large staff grade spend which is considerably bigger than it would be for the proposed new non-
deanery trainees. If it was possible to recruit these non-deanery posts from overseas we could
potentially get rid of the locum spend. This work needs to be further developed.

We therefore need to develop our own solution that enables us to meet the service requirement
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CASE FOR IMPROVEMENT
We propose the best way to reduce risk of not having the right level and quality of junior doctors

and the subsequent inconsistencies that we currently have in service provision is to recruit high
quality, consistent junior and middle tier In-house training schemes, that supplements the deanery
trainees:

e Two -year rotations within the Trust to help meet service demands. We would target the
specialties that incur the highest locum spend and are deemed to benefit the most from the
additional doctors.

e Doctors recruited from UK and overseas.

e This will require different departments to work together to create rotations

e We need to have support for these trainees — a designated tutor, careers advice, exam
preparation and protected teaching.

e Good quality ‘themed’ schemes attract quality doctors, retain them, and generate a steady
flow of successors.

e By staggering the starting time of the rotation with existing training posts ameliorates the
current risk when an entirely new intake of junior doctors joins the firm together at three
points in the year.

e Planned recruitment makes efficient use of HR and interviewer’s time by avoiding duplication
of effort.

e Future opportunity of linking with international schemes to broaden the recruitment pool.

e Additional middle grade support enables existing post holders to reduce their frequency of out
of hours and weekend working, which enables them to be present for a greater degree for
routine weekday clinics and ward work. This is seen as a huge benefit by the consultants.

e We also see the investment as a degree of future proofing against some of the service
pressures the Directorate anticipate as inevitable due to increasing demand and expectations,
but that are not yet fully explored.

The rotations would be attractive because:

e |t offers a rotation of jobs for those who haven’t finalised their career decision

e The range of specialties on the rotation would attract a wider range of candidates

« This may in future be convertible to LETB posts and into a training rotation, in line with the
plans to move to broad base training

e Building in tutor and career advice to support the juniors

« The rotation will enable the juniors to develop a portfolio

« The rotation will ensure the juniors are affiliated to the trust, they will feel part of a team
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ST1/ST2 Level for Medicine

The proposed rotations are described below:

Rotation/Specialty Total
number of
doctors

Start April October

month

Year 1 EAU/AMU Elderly Care/Rehab 4
X 2 doctors x 2 doctors

Start April October

month

Year 2 ED Medical Specialty of choice/Float 4
x 2 doctors x 2 doctors

ST3/ST4 Level for Medicine

gives them time to understand the specialty that they’re working in.

This is based on 2x six month placements; this enables the juniors to be more productive, as it

Rotation/Specialty

Total number of doctors

Start month April October
Year 1 Acute Medicine ED 4
X 2 doctors X 2 doctors
Start month April October
Year 2 Specialty of choice | Acute Medicine 4
X 2 doctors X 2 doctors
ST1/ST2 Level for Surgery
Rotation/Specialty Total number of doctors
Start February June October
month
Year1 | General Vascular Surgery ED 3
Surgery X 1 doctor X 1 doctor
X 1doctor
Start February June October
month
Year 2 | SHDU Urology General Surgery 3
X 1 doctor X 1 doctor X 1 doctor
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ST3/ST4 Level for Surgery

Rotation/Specialty Total number of doctors
Start month April - March April - March
Year 1 General Surgery Vascular Surgery 2
X 1 doctor X 1 doctor
Start month April - March April - March
Year 2 Vascular Surgery General Surgery 2
X 1 doctor X 1 doctor

OPTIONS CONSIDERED (Brief description of alternative ways to achieve the improvement)

1. Do nothing:

The concerns outlined in the background information will remain, and the risks identified will
continue to need to be managed.

The situation is likely to deteriorate if we lose deanery funded training posts. It could also impact
on future “deanery” visits of existing trainees, who may well give poor feedback on their training
experience if they feel unsupported and working in an uncoordinated environment.

2. Apply for additional “Deanery Funded” Training Posts
The likelihood of this being successful is extremely limited, and would only be for ad-hoc posts,
which wouldn’t allow the Trust to take a systematic approach to the problem

3. Look at non-medical workforce

e Physician’s & surgeon’s assistants

e Extended role nurse and AHPs

e Nurse consultants
These options will be considered in parallel for specific areas, and will work to enhance the skill mix
of the clinical workforce.

4. Development of a Trust Programme for Junior and Middle Grade Trust Doctors

The benefits would be as described above. The Trust would be able to plan for a more effective use
of the resources that are currently being spent in an ad-hoc manner on locums, but also provide a
much more robust level of service.

The posts should have the support of the relevant royal colleges, even though they may not be
deanery (LETB) recruited. The aim is for the posts to be ‘recognised for experience’ for those
doctors wishing to take professional examinations. This will make recruitment to the posts more
attractive. We are actively pursuing this with other bodies.

It is recommended that we pursue options 3 & 4 as appropriate.

The resource requirements outlined here are to support option 4.

In summary we would be future proofing the junior doctor workforce.
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MEASURES Many of the transformation projects require the input of the junior and middle grade
doctors to enable them to deliver the required benefits. Anecdotally we are often told that we are
unable to deliver changes at the required pace because of lack or resources/engagement of the
junior and middle grade staff. If we developed these rotations we would have additional workforce
and could put more emphasis on the transformational requirements. Involvement with the
transformation programme could be factored into their programme.

The juniors would be more engaged with the Trust objective, as they would be part of a team, and
so take greater ownership to deliver solutions.

We would expect the rotation to reduce the current locum spends, and to increase the value of
their contribution on the basis that members of the rotation would be more productive & reduce
both financial and clinical concerns about the use of locums.

Although we anticipate a contribution to well organised ward rounds, and a reduction in delays of
patients being assessed, we have not included a financial value to this.

This proposal will mean that here will be a reconfiguration of the on-call rota for existing trainee
doctors. Currently, there has to be a period of rest after on call, which means with the increased
working at weekends that has be introduced over recent years for middle grades, missed days of
work on Mondays and Tuesdays especially. This proposal will mean that the current middle grade
workforce will be released to spend more time on daytime routine clinics and ward work within
their specialty during the normal working week. This results in fewer ‘reduced clinics’ increasing
throughput in clinics, more continuity of care and supervision of more junior trainees on the wards
in the early part of the week so that decisions on treatment are made which improves patient
safety and reduces length of stay.

We would expect positive feedback from trainees, which is crucial when deanery visits take place.

RESOURCE IMPACT (Staffing, time, costs -capital and revenue, source of funding, income
streams)

The average annual cost of each of the doctors is £58,000.
This includes salary of £32,000, banding of £16,000 and £10,000 on-costs

Number of Doctors/ WTE £
ST1/ST2 level for Medicine 8 £434,712
ST3/ST4 level for Medicine 8 £496,984
ST1/ST2 level for Surgery 6 £326,034
ST3/ST4 level for Surgery 4 £248,492
Tutor support 0.1 £15,392
Admin Support 0.3 £10,082
Non pay costs £10,000
TOTAL recurrent costs £1,541,696

The current spend on junior agency and locums across the trust is as follows:

Agency Locum
2012/13 Spend to Month 5 £809,773 £778,794
Pro-rata forecast £1,943,455 £1,869,105

The above spend does include departments that will not be affected by the rotation, further

analysis can be found in APPENDIX 1.
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Analysis of the spend has determined what could be diverted to support the introduction of the
rotations:

Proposed Expected saving
Budgeted Posts to Use to Fund Budget Junior Remaining to in Locum/Agency
New Rotation Available Rotation be funded usage (above
Spend budgeted)

ED
1 WTE Associate Specialist £97,954
1 WTE Clinical Fellow £45,043
1 WTE Specialty Doctor £69,061
0.49 WTE Senior House Officer £21,684

£233,742 £286,108 £52,366 £229,998
AMU
1 WTE registrar £62,644
3 WTE SHO £151,122

£213,766 £353,812 £140,046 £2,564
Elderly Care/Rehab
No Budgeted Post to use for these
New Rotation Posts

£84,736 £105,320 £20,584 £0
Float / Other Medical Specialties
Assumed 4wte will be funded
from vacant posts across the £201,496
directorate

£201,496 £239,116 £37,620 £0

General Surgery

Currently the demand for Ward cover, Theatres cover and Emergency patient increase is driving the Non
consultant medical staffing away from regular consistent assistance in General Surgery Outpatient Clinics.
These posts will enable additional activity throughput of 7 patients, in 2 clinics per week for each ST3/4
post . This will provide additional capacity in outpatient clinics of 1664 patients per year. Increasing our
2013/14 activity plan by £176K.

There is a current on call banding risk amongst General Surgery Non Consultant Staffing. This could drive
the banding from 40% to 100%. If this were to occur it would cause a cost pressure of £200k. This new
staff rotation will prevent this issue.

The remaining funding will be provided from Vacancies within General Surgery.

1. Budget from Increased Income
via increased throughput of

Outpatient Clinics £176,400
2 Vacancies in General Surgery £56,524
£232,924 £232,924 £0 £0
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Vascular Surgery

This needs to be funded via Phase 1 & 2 of Vascular Hub. In 2013/14 our contracted Activity amounted to
£2m for vascular HUB PYE Phase one. In 2013/14 this Activity plan will grow by £1.5m or £2m for the FYE
of phase one and the introduction of phase two Vascular HUB. This increased income shall be used to fund
this element of the case.
Budget from Increased Income

from Vascular HUB phase 1&2 £176,506

£176,906 £176,906 £0 £0

SHDU

This needs to be funded via Phase 1 & 2 of Vascular Hub. In 2013/14 our contracted Activity amounted to
£2m for vascular HUB PYE Phase one. In 2013/14 this Activity plan will grow by £1.5m to £2m for the FYE
of phase one and the introduction of phase two Vascular HUB. This increased income shall be used to fund
this element of the case.
Budget from Increased Income
from Vascular HUB phase 1&2

£56,018

£56,018 £56,018 £0 £0

Urology

The ST1/2 shall form part of the year 2 rotation. In early 2013 a Urology Business Case will be submitted
which will outline a New Activity Plan for 2013/14 and resources required to enable us to deliver the
suggested activity plan. The funding for this post will be picked up in the Urology Business Case.

£0 £56,018 £56,018 £0
New Post - Admin Support £10,082 £10,082
New Post - Tutor 1pa £15,392 £15,392
New - Non Pay £10,000 £10,000
Totals £1,199,588 £1,541,696 £342,108 £232,562
Medicine Rotation shortfall £250,616 £232,562

Surgery Rotation shortfall - However this is solely the Urology
Post for which another Business case that will include funding £56,018
request for this post will be submitted early 2013.

Financial summary;

There is a Total Medicine shortfall in budget of £250,616. However, this shortfall is partly offset by
the reduction in locum/agency spend that is currently taking place above budget, leaving an overall
gap of £18,054. In addition, there may be a possibility of converting one of the ST3/ST4 specialty of
choice doctors within Medicine to an Orthogeriatrician. This will make a further £66,906 budget
available to offset the proposed costs.

There is a Surgery shortfall of £56,018 which will be addressed in the Urology business case.

The admin support, additional tutor pa and non pay will all be additional spend equating to
£35,474.
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The total additional budget required for the rotation is £342,108
This can be analysed as follows:

£232,562 Medicine overspend (i.e. the overspend would be reduced by this amount but there is no
budget to fund — mainly ED medics);

£18,054 Medicine — remaining gap but may be able to offset a further £66,906 for an
Orthogeriatrician post;

£56,018 Surgery gap — to be addressed in future business case for Urology

£35,474 — funding required for admin/non-pay

RISKS AND DEPENDENCIES

Without investing in the programmes the provision of the junior and middle tier service
commitment will remain a challenge, and substantive posts will continue to be supplemented by
the use of locum staff, these can be unreliable and deliver inconsistent levels of quality and
productivity.

If we proceed with the programme the risks will be:

e Failure to recruit to the programme: we would be left with gaps in the rotation that we’d have
to fill using locums, so being no better off than currently position.

e Lack of support from the royal colleges would mean that we may not attract the highest calibre
of candidates, we would still work to a minimum standard specification to ensure we were
delivering the appropriate quality of care

e Failure to get support from the specialties to support the programme means that we would not
have a balanced attractive programme, and we would not give the service contribution to the

pressured specialties

e Failure to plan the programme rotas to support service delivery to enable the reduction in the
use of locums means that we would not release the predicted costs

If we don’t proceed with the programme:

e Delay in implementing the programme means that the issues that are identified within the
background section as risks with the current system would still continue

HIGH LEVEL IMPLEMENTATION PLAN (Key actions ,delivery timescale, who lead/ involved,
tools to be used, follow up, post-project review & learning)

The tutor would be in overall charge of the programme and would act as the clinical lead to the
implementation programme. The post holder would monitor the progress of the programme.
The progress will be reported to the Head of Medical Education, and on to the Medical Director.

Anticipate Start Date:
We have designed the start date of the programme to complement the August changeover of the
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junior trainees
We would roll out by recruiting to year 1 of the medical and surgical ST1/ST2 rotation. If we had
timely approval we would aim to begin the first rotation in April 2013.

Curriculum:
e The curricula would follow the CMT teaching, and the Surgical Core trainee teaching
programmes. They would align with the relevant royal college requirements.
e Teaching would be alongside the junior doctor trainees
e They would produce a portfolio equivalent to that of the trainees, but it may need to be
paper based initially
e Teaching would be based on educational supervision and assessments

Recruitment:
e There would be a rigorous panel assessment. Senior clinical trust representatives would
form the panels
e It would be OSCE style, (Objective Structured Clinical Examinations), with 3 stations
e Normal Trust recruitment standards would be applied

Induction programme:
e The programme would be based on a similar structure to that of the trainee juniors

IDEA ORIGINATOR (Name & Signature)

IDEA SPONSOR/ LINE MANAGER (Name & Signature)

APPROVED BY:

General Manager ..........cccoceeveeennn.
Director (Corporate Directorates)...........cccccoveenn.e.
Senior Asst Director of Finance.............c.cccoocveeaan...
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APPENDIX 1:

JUNIOR MEDICAL STAFF AGENCY EXPENDITURE 11/12

2011/12 2012/13 (to Month 5)
Comments

Agency Locum Agency locum
Emergency Dept £903,462 £124,993 £340,852 £82,238 | 11/12 spend high due to unfilled deanery posts
EAU £268,581 £361,596 £211,326 £221,384 | Case will address part of this spend
Anaesthetics £419,873 £134,244 £152,365 £52,299 | Case will not affect this spend
Older People / Rehab / Stroke £349,194 £67,584 £34,779 £48,848 | Reduced significantly from 11/12.
Plastic Surgery £137,910 £76,732 £5,371 £1,323 | Case will not affect this spend
Urology £129,248 £99,489 | Case will not affect this spend
Paediatrics & Neonatal £36,068 £88,303 £15,446 £73,691 | Case will not affect this spend
Cardiology £16,565 £101,836 £5,047 £30,519 | Floating Medicine juniors may impact on this spend
Resp, MHDU & Lung Function £60,829 £52,735 £11,116 £56,308 | Floating Medicine juniors may impact on this spend
Endo, MDU, DRC &Neurology £53,021 £27,887 Case will not affect this spend
General Surgery £21,454 £29,559 £8,151 £8,300
Obstetrics & Midwifery £240 £43,883 Case will not affect this spend
Gl £19,914 £22,134 £3,991
Medical Staff Trauma & Ortho £23,856 £9,714 | Case will not affect this spend
Maxillofacial Surgery Med Staf £22,035 Case will not affect this spend
Rheumatology and Pain £4,961 £14,108
Medical Staff GU Medicine £17,082
Medical Staff ENT £12,594 £4,723 | Case will not affect this spend
Max Fac & Orthodontics £8,294 £2,107 £3,395 £10,344 | Case will not affect this spend
Senior Medics Renal £5,111 £9,000 | Case will not affect this spend
Ophthalmology £3,493 £21,927 Case will not affect this spend
Renal £1,456
Medical Staff Obstetrics £66,623 | Case will not affect this spend
TOTAL £2,434,563 £1,228,379 £809,773 £778,794
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Enclosure 2

The Dudley Group NHS

NHS Foundation Trust

In Confidence

Minutes of the Board of Directors Meeting held on Thursday, 6" December, 2012, in the
Clinical Education Centre

Present:

John Edwards, Chairman David Badger, Non Executive Director
David Bland, Non Executive Director Ann Becke, Non Executive Director
Richard Miner, Non Executive Director Paul Harrison, Medical Director

Richard Beeken, Director of Ops, & Transformation Denise Mcmahon, Nursing Director

Paula Clark, Chief Executive Jonathan Fellows, Non Executive Director

In Attendance:

Helen Forrester, PA Elena Peris-Cross, Apprentice
Annette Reeves, Assoc. Director for HR Tessa Norris, Director CSIC
Kaye Sheppard, Matron (item 1.) Michael Sullivan (Item 8.1)

Jackie Dietrich, Communications Manager (item 10.2)
John Thornbury, Assoc. Director of IT (items 10.4 & 10.7)

P12/147 Matron’s Presentation (Enclosure 1)

Kaye Sheppard, Matron for Critical Care, MHDU and AMU, presented her report, given as Enclosure
1, including:

e Nursing Care Indicators, Monthly Ward Progress Reports: B5 results are a temporary
irregularity and do not reflect the care in that area. C7 scores are a result of the acuity of
patients needing 1:1 nursing care, staffing levels have now been increased in this area. C2
Paediatrics scores are as a result of problems with documentation and not nursing care.

e Infection Control: Issue with terminal cleans. The Chief Executive suggested that the Trust
extends fogging into the evening. The Nursing Director confirmed that a Fogging Business
Case is currently being prepared for the next TME meeting.
e NHS Safety Express
e Matrons’ Key Issues
Board members noted that the Trust is continuing with its leadership work to look at who its

Consultant leaders are. It was also noted that Allocate are being used to help with consultant job
planning to facilitate early discharge.


hforrester
Text Box
Enclosure 2


Jonathan Fellows, Non Executive Director, asked about progress with the new electronic whiteboard
trials. Kaye confirmed that there had been some technical difficulties.

The Chairman thanked Kaye for her informative presentation.

P12/148 Welcome and Apologies
Apologies were received from Paul Assinder.

P12/149 Declarations of Interest
There were no declarations of interest.

P12/150 Announcements
The Chairman confirmed that a brief Nominations Committee meeting was being held directly after
the Board.

P12/151 Minutes of the meeting held on 1st November, 2012 (Enclosure 2)
David Bland, Non Executive Director, queried the first paragraph on page 12 of the minutes under
the Infection, Prevention and Control Report. The minutes were amended to clarify the point as
follows:
“The Nursing Director confirmed that Kevin Shine had produced a good piece of work on taking out
the Trust’s who are not similar to our own so that benchmarking is more meaningful. Dudley Group

has a 0.20 rate of C.Diff per 10,000 bed days and similar to other Acute Trusts.”

With this amendment the minutes were agreed as a correct record and signed by the Chairman.

P12/152 Matters Arising on the Action Sheet of 1st November, 2012 (Enclosure 3)

P12/152.1 AMU Business Case
ltem completed.

P12/152.2 Chief Executive’s Report
Medical Revalidation covered on the agenda under item 10.1.
In relation to the car parking increase, the Director of Operations and Transformation confirmed that
there had been little progress. With regard to the action point of payment machines being in place
before the uplift takes place and improvements made to access points, the Summit Board had

rejected the improvements to access and also had not agreed to ‘chip and pin’. The Chairman
reiterated that the cost increase should not be implemented until all issues are resolved.



P12/152.3 Board Secretary’s Report

Iltem completed.

P12/153 Chief Executive’s Report (Enclosure 4)

The Chief Executive presented her report given as Enclosure 4. Board members noted the following
key areas:

e Monitor Visit: Meeting went well and was very low key.

e Friends and Family: Figures remain static with NPS of 76 for November overall. The
Chairman asked if there were any implications of changing the questions. Board members
noted that all Trusts were in the same position. David Bland confirmed that we were moving
to a 6 point scale. The Chief Executive commented that this is something the Trust
continues to work on and the feedback from the MBA students will be interesting to discuss.

e Benchmarking for Friends and Family: Tenth place regionally (joint with a number of other
Trusts).

e Issues: Noted that wards B2 and C8 are struggling and have asked for help.

e Emergency Pressures and BBC Midlands Today: The Trust played host to BBC Midlands
Today following an enquiry about ambulance turnaround times. Pressures on the hospital
remain and Q3 95% ED performance is at risk. The Chief Executive confirmed that
numerically the Trust can still limp over the 95% line in Q3 but this is something that needs
constant attention to maintain focus on the target. The Director of Operations and
Transformation confirmed that the Trust should be receiving recommendations from the
Intensive Support Team visit later that day.

e NHS Mandate: The NHS Mandate has been launched which sets out the Government’s and
NHS Commissioning Board’s objectives for the next two years.

e NHS Confederation Regional Event: Gloom noted around how the system is moving
forward.

e Summit Board: The Chief Executive presented to their Board the previous Friday. She met
with Alison Phillipson and Jackie Cardiff, the Projects Team representing Summit Healthcare.
Alison and Jackie have requested a meeting with the Trust’s Executive Team and the Chief
Executive confirmed that she thought the Trust should take advantage of the new start with
Alison and Jackie. The Director of Operations and Transformation pointed out that neither
Alison nor Jackie had yet approached himself or Robert Graves. The Chairman commented
that Summit need to change their approach and the way they steer the SPV and it was
unacceptable that they had not yet spoken with the Trust Representative. The Chief
Executive responded that we first to need confirm if they have officially commenced and
whether they have attempted to make contact and would speak to Bob Marsden to check.
The Chairman also stated that he would raise with David Poynton. Jonathan Fellows, Non
Executive Director, suggested that the issue could be an agenda item at the next CEG
meeting.



e Nurse of the Year Awards: Board members noted that we have a nurse, Sara Davies, in the
national final of only 2 nurses and this was excellent news.

P12/154 Quality
P12/154.1 Clinical Quality, Safety and Patient Experience Committee (Enclosure 5)

David Bland, Committee Chair, presented the exception report from the meeting held on 11"
October, 2012, given as Enclosure 5. The Board received the report for information and noted the
following points:

o Three Areas Lacking Compliance: Committee to continue to monitor.
e Friends and Family: Discussed under the Chief Executives Report.

e Patient Experience Strategy: There was a general view that it is a more operational
list and we need to move up a level.

The Chairman asked about the latest position of food provision. The Director of Operations and
Transformation confirmed that there is a proposal to move to the ‘Steamplicity’ System which had
the full backing of Dr Cooper, Nutritional Lead. It was hoped to implement the system early in the
New Year and should deliver around a £400k saving. Richard Miner, Non Executive Director, asked
how ‘Steamplicity’ worked. The Director of Operations and Transformation confirmed that it was
basically a microwaveable plated meal with the aim of retention of moisture and nutritional value.
David Badger, Non Executive Director, acknowledged that the system has worked in other Trusts and
had been well received. The Chairman asked if this would mean a change of supplier. The Director
of Operations and Transformation confirmed that we need to check as this was a sub contractual
decision for Interserve. The Chairman asked for a one page update to the February 2013 Board.
David Badger reminded Board members that we gave a commitment to let Governors try the food.
The Director of Operations and Transformation confirmed that Robert Graves is aware of this.

Board members noted the report.

Update on food provision to the February, 2013, Board.

P12/155 Productivity
P12/155.1 Matters arising from the Finance and Performance Committee by Exception (Enclosure 6)

David Badger, Committee Chair, presented matters arising from Finance and Performance
Committee, given as Enclosure 6.



David Badger explained that Transformation efficiency savings were being identified, the
Transformation Programme Board has a big challenge on its hands and he believed the whole health
economy needs to be involved.

The Board noted that the Workforce KPI’s had seen an increase in sickness absence making the
Trust’s end of year target now a challenge.

David Badger informed the Board that the amount of appraisals being undertaken had decreased
again which is a cause for concern; however we have received a detailed action plan which should
improve the situation. The Chairman expressed his disappointment with the appraisal figures.
Board members noted that the 14 month rolling programme provides assurance that this is being
addressed. The Chairman asked if the figures for appraisals included PFI staff. The Associate
Director for Human Recourses confirmed they were not included in the numbers.

The Chief Executive commented that the staff survey response was worse this year despite changes
being made. Staff morale is low at present and this is a big challenge, however it depends on staff

wanting to engage we must turn these bad feelings around in the next 12 months.

Ann Becke, Non Executive Director, said that she was confident we will see changes, the appraisals
are important as they are a tool to make staff feel valued.

David Badger announced to the Board that the Trust had received a good response from the CCG
which puts us back into a possible projection for end of year balance.

The Board noted the Trust is still operating with a significant trading deficit.
The Chairman queried where the non-pay overspend is coming from. Michael Sullivan clarified that
there was no consistent pattern as it comes from a number of areas, recently the amount of drugs

used in October was high and we have also had PFI uplift.

Regarding the performance targets, the Board noted the A&E breaches in October and that the
diagnostics waits had improved dramatically ahead of the Trust’s improvements plans.

The Nursing Director confirmed that there was an error in the figures for c-diff which should read 34
cases and not 92 as shown in the report. The Chief Executive also suggested that the wording should
be changed to “ceiling” and not referred to a trajectory as this figure is not a target.

P12/156 Prevention

P12/156.1 Infection Prevention and Control Exception Report (Enclosure 7)

The Nursing Director presented the Infection Control Report, given as Enclosure 7.

C.diff: The Board noted that there had been 6 cases of C.diff for October and
November, this is below the ceiling.



MRSA: 1 case — details in report stated the patient was negative on admission,
during their stay they moved wards and tested positive, the patient has
since died so it will be classed as an MRSA death. This is one case against
our target of 2.

Norovirus: Confirmed on 2 wards; C8 and C5, the cases are enclosed in 2 stations.

The Nursing Director clarified that the Trust was now in outbreak mode because of 2 consecutive
months with 6 cases. There is Chlor cleaning taking place across the Trust.

Enterobactor: No cases.
Whooping Cough: One member of staff diagnosed and one oncology patient
confirmed.

The Nursing Director reminded the Board if a member of staff is suspected of having whooping
cough they must be sent home.

The Chief Executive asked how we clinically judge norovirus cases.
The Nursing Director informed that if a sample is positive, all patients in that bay are considered as

infected and are dealt with accordingly.

P12/156.2 Risk and Assurance Committee Exception Report (Enclosure 8)

Ann Becke, Committee Chair, presented the Risk and Assurance Committee Exception Report, given
as Enclosure 8.

Ann clarified that the Committee meet quarterly and have recently had two extraordinary meetings
to get policies updated, this was successful and they are now on the Trust’s Hub, alerts are now in
place to keep all policies up to date.

The Board noted that before the structure of the Committees had been altered, Clinical Directors
were attending the Committee; however it was felt not to be a good use of their time. It has since

been agreed Clinical Directors and General Managers to attend on a rota basis.

Ann Becke confirmed that the Trust had achieved very good ratings on the survey for maternity
services.

The Chairman pointed out the key risk for Human Resources is around mandatory training.

Richard Miner, Non Executive Director, asked if Monitor raised any issues. The Chairman confirmed
that Monitor had only asked for assurance that the Board were dealing with mortality issues.



P12/156.3 Safeguarding Report (Savile Allegations) (Enclosure 9)
The Nursing Director presented the Safeguarding Report, given as Enclosure 9.

Board Members noted that this is a quarterly report. The Nursing Director emphasised the good
news on item 4 on the report regarding the CCG securing the funding for the learning disability
liaison role.

The Nursing Director confirmed that the safeguarding audit was now complete but there were still a
few issues. There is a focus at ward and department level.

The Nursing Director confirmed that some of the PFl partner staff had now undertaken safeguarding
training and she was hopeful to continue to see movement.

David Badger, Non Executive Director, indicated the need to stress the importance of this and raise
the 17% of PFl partner staff to have completed the training as the Board held responsibility for PFI
staff. He also questioned if there are other areas that we train our staff on that their staff should be
doing. The Associate Director for Human Resources explained the mandatory training list will have
to be examined.

The Director of Operations and Transformation confirmed that PFI staff were not hitting targets and
Robert Graves, Deputy Operations Director (Estates and Facilities) had been applying NCI’s.

The Chairman assured the Board he would raise this matter with David Poynton.

The Nursing Director confirmed that the Trust had received a letter from David Nicholson stating
that the Board needs to examine their position on safeguarding following the Savile Allegations. The
Trust takes assurance on the process being undertaken although there were still some minor issues
to resolve.

The Nursing Director confirmed that the following policies were being reviewed:

e Safeguarding

e CRB policy

e Volunteers policy
o Wishing Well

In relation to celebrity visitors, the Nursing Director reminded the Board that appropriate
supervision was necessary at all times. She added that the Trust already does this but needs to get
its procedures regarding celebrity visitors included as a policy.

Tessa Norris, Director of Community Services and Integrated Care, stated that only performing one
CRB is not really adequate and we need to follow up with regular checks if an employee changes jobs
or roles within the organisation.

David Badger, Non Executive Director, asked if there was a consistency of judgement with the
application of CRB checks.



The Chief Executive said we had to ensure all organisations align risk rating on past spent

convictions. She confirmed that she would raise this with Wolverhampton University at a meeting
early in the New Year.

The Associate Director for HR confirmed that the policy was ratified for NHSLA and CRBs would be
followed up every 3 years.

David Bland, Non Executive Director, asked if Trust volunteers are CRB checked. The Nursing
Director assured that they were.

The Board noted the report and an update of progress will be given in the next quarterly report to
the Board.

The Chairman reminded the Director of Operations and Transformation that we need absolute

assurance from PFl partners that they follow our policy and undertake the e-learning we provide for
mandatory and safeguarding training.

The Chairman will raise this with David Poynton.

Trust to receive assurance from PFl partners around their policy on CRB checks.
Update on progress in next safeguarding quarterly report to the Board.

Chairman to raise PFI staff training with David Poynton.

P12/157 Corporate and Strategic Matters
P12/157.1 Medical Revalidation Report (Enclosure 10)
The Medical Director presented the Medical Revalidation Report, given as Enclosure 10.

The Medical Director confirmed that medical revalidation had gone live on the 1* December, 2012.
The process is complicated and there is still work in progress. Appraisals are an important part of
the revalidation process and these are now done electronically. The Assistant Medical Director,
David Perks, is leading the work on this process.

The Medical Director reported to the Board the impact of revalidation was:

e Two day formal training programme will have to undertaken
e A new team of separate appraisers will be needed which creates a lot of work.
e There are potential costs for remediation.

Ann Becke, Non Executive Director, asked for clarification of the term strengthened. The Medical
Director clarified it fits in with the GMC'’s description of an appraisal.



Jonathon Fellows, Non Executive Director, asked how many doctors are included in this. The
Medical Director confirmed that it includes all staff grade associates of which there were
approximately 200-250.

The Medical Director confirmed that the biggest issue are the costs, especially for the remediation
and also the time impact.

David Badger, Non Executive Director, pointed out that this creates additional pressure for the
Medical Director and the workforce.

The Medical Director assured the Board that the process gives a better understanding and assurance
of the workforce. He pointed out we were monitored on this by the GMC and SHA.

David Badger asked if any resources had been allocated to Trusts. The Medical Director confirmed
that there was no funding available.

Jonathan Fellows questioned who undertakes the GP appraisals. The Medical Director confirmed
there was a team of responsible officers for the West Midlands.

The Medical Director confirmed that as he was the responsible officer for the Trust he was unable to
undertake appraisals.

The Chairman noted the issues including direct and indirect costs as well as the time impact. The
Board noted contents of the report and requested the Medical Director to provide further feedback
at the March Board meeting.

The Medical Director to feedback to the March, 2013, Board meeting.

P12/157.2 LiA Report (Enclosure 11)
Jackie Dietrich, Communications Manager, presented the LiA Report, given as Enclosure 11.
Jackie confirmed that 16 teams were still undertaking LiA’s, 2 teams to have completed these are
Oncology and main Outpatients. Four teams have yet to commence due to other pressures were
Chaplaincy, Health Records, Maternity and Anaesthetics.

Jackie Dietrich gave some highlights from the report as follows:

e Co-ordinator — cancer services.



e Wrong patients were turning up in Cardiology as it is not clear what Department
they are, the lack of identity and recognition of this department effects staff
morale. ldeas to resolve this included putting up posters clearly stating ‘Cardiology’
and giving them unique uniforms. Morale was boosted by creating an appraisal
system specially personalised for this department.

e Raising profile of clinical audit.

e Improving the quality of service in Community Podiatry.

e Improve the quality of referrals and reduce inappropriate referrals in Dietetics.

e Improve communication of the financial position — Finance customers and staff
view.

e Improve the flow from unit to ward in surgical HDU.

The Chief Executive thanked Jackie Dietrich for ‘keeping the plates spinning’ with the LiA’s,
considering that Communications were presently low on staff. She suggested that the LiA
system can be pushed forward once the new communications staff member starts in the New
Year to give the programme some real emphasis again.

The Chairman noted that the success of this was down to the leaders who have to be
motivational. The Chief Executive agreed and stated that these staff should be encouraged to go
further and lead change.

The Chairman asked if the Associate Director for Human Recourses could look at the appraisal
system used in Cardiology to see if it can be used elsewhere. He also thanked Jackie Dietrich for
keeping on top of the LiA’s.
Jackie confirmed that there were plans to have an LiA page on the Hub as well as undertaking
another mood meter after Christmas.
P12/157.3 Medical staff update (Verbal)

The Medical Director presented the Medical staff update as a verbal report.

The Medical Director informed the Board there were a number of cases outstanding with the GMC,

however only one new case has been opened since the last update. Most of these cases involve

junior doctors, many of which no longer work with the Trust. The Medical Director had previously
met with the GMC and was told compared to other trusts we have a low number of cases.
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The Medical Director confirmed that the Trust has 2 ongoing cases and 1 case due to commence,
these were regarding inappropriate behaviour issues. Three cases reported in the last report have
since been closed. Importantly no one had been suspended.

The Board was happy to note we were in a better position than other Trusts.

P12/157.4 Real Time Bed Management Business Case (Enclosure 12)

John Thornbury, Associate Director for IT, presented the Business Case, given as Enclosure 12,
and apologised for not presenting the Business Case to the Finance and Performance Committee
beforehand.

John confirmed to the Board that the biggest problem currently in the Trust is being unable to
produce a real time bed state, leading to not being able to provide a good admissions service.
This has an impact on many processes and it is very important we have a system in place.

The Paper proposes putting electronic whiteboards on all wards which use a drag and drop
service which can admit, discharge and transfer patients quickly, furthermore handover notes
and MRSA alerts can be flagged up.

John explained how the software costs are fairly small, however the PFl partners charges in
installing the whiteboards is considerably large. Despite this, there are potential savings,
although managing bed states will mainly be a driver to enable other projects.

The Medical and Nursing Directors and the Director of Operations and Transformations all
expressed their enthusiasm for the business case.

Richard Miner, Non Executive Director, confirmed that he was enthused when reading the
report, however was let down by the finance team and the lack of benefits they had worked up
for this.

David Badger, Chairman of the Finance and Performance Committee, explained that the
business case had not been to Finance and Performance Committee and the report did not go

far enough to be a business case, however he welcomed it as a proposal.

The Chief Executive said the pace has to be picked up with this, however all business cases
should follow a process.

David Badger suggested that the Board should agree a trigger for bypassing the Finance and
Performance Committee.

John Thornbury informed the Board that not many sites have this system, Worcester use this but
have not demonstrated the benefit. The Trust should drive this and show the benefits.
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Jonathon Fellows, Non Executive Director, asked how quickly this product could be rolled out
into the Trust and what backup there was if IT systems fail. John confirmed that the timeframe
depends on the PFI partners and the installation, subject to that it should only take 6-8 weeks.
With regard to back-up he pointed out that the product included desk top touch screens as well
as a portable touch screen which can be used all over the Trust.

The Director of Operations and Transformation confirmed that the Trust must consistently
challenge the PFI partners costs as these are too high and we should do this at an early point so
that the 6-8 week process can begin.

David Bland queried how many whiteboards will be installed. John confirmed that there will be
around 70 of varying sizes. David asked if we had looked at other products. John assured the
Board that he had undertaken market analysis and this product was 50% cheaper than
competitors, it also has the exact integration the Trust requires.

The Board approved the investment as this enabled work of huge value to the Trust. The Chairman
included the following caveats:

e Cost benefit analysis to be produced

e Board to be clear about options and evaluation

e IT business cases need to revisited at the Finance and Performance Committee on a
quarterly basis and then presented to the Board in the Finance and Performance Report.

The Chairman confirmed that he would raise the installation cost issue with David Poynton.

Chairman to raise issue regarding installation costs with David Poynton.

IT business cases to be revisited at the Finance and Performance Committee on a quarterly
basis.

P12/157.5 Charitable Funds Committee Terms of Reference (Enclosure 13)

Richard Miner, Committee Chair, presented the Charitable Funds Committee Terms of Reference,
given as Enclosure 13.

Richard made the point that he wanted to make the group more focused and efficient for releasing
funds.

The Board endorsed the Terms of Reference.

12



P12/157.6 Pathology Report (Enclosure 14)

The Director of Operations and Transformations presented the update on Pathology, given as
Enclosure 17. He explained the progress report was brief update following the report to the
previous Board. Board members noted the revised timetable commencing with the PQC process in
January 2013. The MoU between Sandwell and West Birmingham and Synlab will be signed next
week.

The Director of Operations and Transformations confirmed that the joint Project Board had agreed
not to inform front line staff that the relationship with Synlab was being formalised. He also
confirmed the engagement with LTS industrial engineers to look at scenarios.

An Options Appraisal will be presented to the Board in the New Year.

Options Appraisal to be presented to the Board in the New Year.

P12/157.7 Integrated Rostering and Bank Solutions Business Case (Enclosure 15)
John Thornbury, Associate Director for IT, presented the Business Case, given as Enclosure 15.
The Business Case was approved last week under Chairman’s Authority due to savings.

Board members noted that the Trust currently has various software from several different
companies. The Business Case shows that a company who has all of the software and performance
dashboards in one product can provide a potential saving of £60k per annum.

The Nursing Director agreed that this was a good system and it had much more functionality
however gave a health warning around the WTE savings in the report. It gives us a really good
product to manage rosters and weekend shifts. With regard to management of the product the
Nursing Director confirmed that she would need to understand further the requirements.

The Chairman confirmed that the Director of Finance’s opinion of this product was that it was more
efficient and better. It will allow the Trust to have a safe rostering template which other staff cannot
over-ride.

The Nursing Director added it would give us a cost per bed and nurse ratio per bed which would also
help us evaluate the skill mix work.

The Chairman agreed it gave us better assurance around patient safety and better staffing.

Ann Becke, Non Executive Director, pointed out non tangible benefits, giving us evidence for
Commissioners around bed blocking and management.

Jonathon Fellows, Non Executive Director, asked how quickly the system could be up and running
and what impact Siemens will have. John confirmed that the product will take 5-6 months to set up
and that he was currently doing a detailed plan. He confirmed that Siemens will have no impact.

The Board endorsed the proposal.
13



The Chairman asked for an update to the Finance and Performance Committee and noted the
Nursing Directors comments about the management of the system.

P12/ 157.8 Any Other Business

There were no other items of business to report and the meeting was closed.

P12/158 Date of Next Meeting

The next Board meeting will be held on Thursday, 10" January, 2013, at 8.30am in the Clinical
Education Centre.

PrivateBoardMinutes6December2012
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Action Sheet
Minutes of the Board of Directors
Held on 6 December 2012

Enclosure 3

The Dudley Group NHS

NHS Foundation Trust

PRIVATE
Item No Subject Action Responsible | Due Date Comments
P12/157.4 | Real Time Bed Chairman to raise issue regarding installation costs with C Dec 12 Done
Management Business David Poynton.
Case
IT Business Cases to be revisited at the Finance and
Performance Committee on a Quarterly basis. DFI March 13
P12/133 Clinical Directorate Once discussions around Upper Gl have progressed further, CE 10/1/13 In CEs
Presentation the Chief Executive to provide an update in her Chief Report
Executives Report.
P12/157.6 | Pathology Report Options Appraisal to be presented to the Board in the New DOT 10/1/13 To Feb Board
Year.
P12/117.3 | Audit Committee Audit Committee Terms of Reference to be amended after JF 15/1/13
Exception Report NHSLA to include the requirement of the Nursing Director or
Medical Director or a nominee to attend the Committee.
P12/142 Transformation Report Transformation to be reported to the Board on a Quarterly C 7/2/13
basis. Executive Directors to debate the membership of the
Transformation Programme Board.
P12/154.1 | Clinical Quality, Safety Update on food provision to the February, 2013, Board. DOT 7/2/13
and Patient Experience
Committee
P12/101 Any Qualified Provider AQP outcome report to be presented to the Board when the DCsIC Feb/March

Report

process is complete.

2013
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P12/156.3 | Safeguarding Report Trust to receive assurance from PFIl partners on their policy ADHR
for CRB checks.
Update on progress in next Safeguarding Quarterly Report
to Board. ND 7/3/13
Chairman to raise PFI staff training with David Poynton. C
pP12/157.1 Medical Revalidation The Medical Director to feedback to the March, 2013, Board MD 7/3/13
Report meeting.
P12/144 Vascular Hub Progress report to be presented to the Board in May, 2013. DOT 2/5/13
P12/134 Intelligent Kindness Update report in Intelligent Kindness to be presented to the MD 4/7/13

Board in July, 2013.
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Chief Executive Update — January 2013

Friends and Family Report:

The Dudley Group NHS

NHS Foundation Trust

May 12 June 12 July 12 Aug 12 |Sept 12 |Oct 12 Nov 12 [Dec 12
Apr-12 |overall overall overall | overall |overall |overall |overall [overall
Baseline Month|__ 29/04/2012| 27/05/2012 | 01/07/2012| 29/07/2012| 26/08/2012| 30/09/2012| 25/10/2012 25/11/2012
Date range 26/05/2012] 30/06/2012 | 28/07/2012| 25/08/2012| 29/09/2012| 27/10/2012| 24/11/2012| 29/12/2012
Organisation NPS - weekly 52 77* 76* 73* 77* 77* 76* 76* 75*
% of footfall (inpatient discharges - Min'm 10%) 12% 15% 12% 19% 18% 18% 22% 29% 21%
* CQUIN upper quartile achieved
NPS Score |>= 71 |
52** t0 70
% of footfall >= 10%
**52 is DGH baseline setin April
Figures remain static
Benchmarking
Regional average for November was a score of 69
Black Country average for November was 70

The chart below shows the Black Country trend for the past three months. Consistency of
scores can be seen across all Trusts with The Dudley Group/Royal Wolverhampton gaining
higher scores, followed by Walsall and then Sandwell and West Birmingham.
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November upper quartile was 80 (our score was 76) — this will not affect the CQUIN
payment as the CQUIN upper quartile was fixed at 71 in April.
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Feedback

Seventy one per cent of comments were positive, with food remaining the most requested
item for improvement at 18 per cent. A factory visit to view the proposed Steamplicity food
system has been arranged for the end of January. A hospital visit to see the system in action
and observe the patient experience is also being arranged. It is envisaged that the system
will tackle the most frequently raised issues relating to food: choice, temperature and
quality.

Issues
Six wards failed to reach minimum of 10 per cent data collection in December: B5, C4, C7,
C8, CCU, MHDU.

The importance of FFT will be reinforced via Matron and Lead Nurse meetings during
January/February along with information about the new FFT requirements from April —
particularly in view of the requirement to break down to individual areas results.

Stroke Service Review:

The deadline has slipped again for the final submission, now due mid February. The finance
template that was sent out earlier in December proved impossible for any provider to
complete, the finance template is therefore being reviewed by finance leads in the
Birmingham and Black Country region on the 3™ January with the aim of producing an
amended finance template for completion and submission in February. There is a further
meeting in Birmingham on the 10" January to review where we all are with the process. Our
project team continue to meet weekly to update and review our detailed 3" submission
(next meeting oth January) feedback from the 2"! wave asked for us to demonstrate we have
a robust ESD service in place.

It has also been discussed that as 3 stoke units have been ‘removed’ from the Birmingham &
Black Country region due to recent reconfigurations, that commissioning HASU’s may not
now be on a competitive/successful bidder basis but on an ‘accreditation basis’ which in
effect would mean all existing Acute providers would become HASU's.

Update on upper Gl:

At the last Board there was discussion on whether the Trust could partner with UHNS in
terms of delivering upper Gl cancer surgery on their site for our patients following changes
at UHB which has meant Mr Bohra will no longer be able to operate there. This was
explored but has not proved possible.

GEH:
The George Eliot NHS Trust is proposing to move forward their partnering plans by an open
tender process. The Board are asked to discuss whether we wish to proceed.
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Alcohol Consultation:

The Government is consulting on five issues arising from the National Alcohol Strategy published on
23" March 2012. This is a considered response to the consultation questions. In addition to the
responses of key Boards, individuals are invited to submit their responses via the website.
P:\Alcohol\Alcohol consultation responses\alcohol-consultation-document.pdf

A MINIMUM UNIT PRICE FOR ALCOHOL

This Government is consulting on the introduction of a recommended minimum unit price of 45p. In
June 2012, following consultation the Scottish Government passed legislation which would allow it to
introduce a minimum unit price for alcohol. It is intended that this will be set at 50p per unit.

The Government wants to ensure that the chosen minimum unit price (mup) level is targeted and
proportionate.

Consultation Question 1:

Do you agree that this mup level (45p) would achieve these aims?

If you think another level would be preferable, please set out your views on why this might be.
The intention to introduce a minimum unit price level for alcohol is welcomed. A 50p mup for
alcohol should be introduced. If the intention is to achieve a significant reduction in harm then a
higher level than 45p will be needed. The modelling of a 50p mup shows an overall reduction in
harm of -5.7% compared with -3.5% for a 45p mup. There is an estimated health gain of 13.3% at
50p mup as measured by a reduction in alcohol related admissions to hospital. This would be very
welcome in Dudley where we have experienced an average rise in the rate of admissions of 13%
over the last ten years - much higher than the national average of 7% over the last decade. Crime is
also expected to decrease by 2.9% at a 50p mup against 1.7% if a 45p mup were introduced. There is
consistently strong evidence to suggest that increasing alcohol price is associated with a reduction in
consumption with harmful drinkers affected the most. Meng et al (2012)" have shown that there are
significantly greater gains for health improvement, crime reduction and absenteeism from work by
introducing higher level minimum unit pricing.

(197 words)

Meng, Y. et al. (2012) 'Model-based appraisal of alcohol minimum pricing and off-licensed trade

discount bans in Scotland using the Sheffield Alcohol Policy Model (v.2): Second update based on
newly available data' SCHARR, University of Sheffield

Consultation Question 2:

Should other factors or evidence be considered when setting a minimum unit price for alcohol?
The introduction of a minimum unit price on its own will bring some noted benefits but other actions
being taken in conjunction with it is likely to bring even greater benefits. Affordability and increased
availability of alcohol are two of the main reasons why alcohol consumption has increased so
dramatically over the last decade. Whilst alcohol prices have increased slowly, household disposable
income has increased more steeply. The affordability of alcohol has increased sharply since 1996.
The relaxation of the licensing laws has meant alcohol is readily available for longer periods of time
both as a result of on-trade licensing hours and off-trade 24 hour supermarket trading. Tackling
affordability through minimum unit pricing is welcome but there also needs to be measures in
relation to the wide availability of alcohol.

(words 130)
Consultation Question 3:
How do you think the level of minimum unit price should be adjusted over time?
The minimum unit price should be automatically updated in line with inflation each year.
Consultation Question 4:
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The aim of minimum unit pricing is to reduce the consumption of harmful and hazardous drinkers,

while minimising the impact on responsible drinkers. Do you think there are any other people,
organisations or groups that could be particularly affected by a minimum unit price for alcohol?
There is some concern that low income moderate drinkers may be affected by the introduction of a
mup and whilst it may be the case that they tend to buy cheaper alcohol, if they are drinking at low
levels the financial impact is likely to be small.
Conversely, high earners who are drinking at harmful levels are less likely to be impacted on by a
mup since they are more likely to consume more expensive wines or spirits which are already above
the 45p or 50p mup levels. Alternative interventions need to be considered to tackle this group of
harmful drinkers.
(words 101)

A BAN ON MULTI-BUY PROMOTIONS IN THE OFF-TRADE
The Government wishes to consult on introducing a ban on multi-buy promotions in the off-trade as
part of its wider strategy to reduce excessive alcohol consumption alongside the minimum unit price
proposal.
The following promotions would not be allowed:

e 2 for the price of 1 (or 3 for 2, buy one get one free, or buy 6 get 20% off etc.)

e 3 for £10 where each bottle costs more that £3.33

e 24 cans of beer being sold for less than 24 times the price of one can in the same retailer, or

a case of wine priced more cheaply than 12 times the individual price of the same bottles.

e Different multi-pack prices ore multi-buy multi-pack offers e.g 10 bottles of alcopops being
sold for less per bottle than a package of four bottles, or 3 packages being sold for less than
three times the price of one 10 bottle pack.

It would not affect:
e Half price offers

e A third off offers
o f£xoff any individual item.

(as long as the mup was still observed)

Consultation Question 5:

Would you support a ban on multi-buy promotions involving alcohol in the off trade?
We support a ban on multi-buy promotions involving alcohol in the off trade.

Consultation Question 6:

Are there any further offers which should be included in a ban on multi-buy promotions?

The proposals on multi-buys seem appropriate. There is a risk that the price of individual items
would be reduced to match the price of items in a multi-pack as a loss leader as is currently the case
with below cost sales and steps should be taken to reduce the risk of this.

Consultation Question 7:

Should other factors or evidence be considered when considering a ban on multi-buy promotions?
Scotland are trialling this at the moment, it would be helpful to know the outcome of this evaluation
in order to make a reasoned response. It is anticipated that the outcome of the Scottish trials will be
released shortly.

Consultation Question 8:

The aim of a ban on multi-buy promotions is to stop promotions that encourage people to buy
more than they otherwise would, helping people to be aware of how much they drink, and to
tackle irresponsible alcohol sales. Do you think that there are any other groups that could be
particularly affected by a ban on multi-buy promotions?
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REVIEWING THE MANDATORY LICENSING CONDITIONS

The Government is committed to reviewing the impact of the current mandatory licensing conditions
to ensure they are sufficiently targeting problems such as irresponsible promotions in pubs and clubs.
The Government has also committed to consult on whether these mandatory licensing conditions
should, where relevant, apply to both the on- and off-trade.

There is an expert group considering the implications of this objective.

Consultation Question 9:

Do you think each of the mandatory licensing conditions is effective in promoting the licensing
objectives (crime prevention / public safety / public nuisance / prevention of harm to children)
We would not wish to see licensing objectives relaxed in any way.

Consultation Question 10:

Do you think that the mandatory licensing conditions do enough to target irresponsible
promotions in pubs and clubs?

No, they are not enough.

The mandatory licensing objectives do have some impact on irresponsible promotions, but they
need to have continuous monitoring and enforcement to make them effective. This is a resource
drain on the police, licensing authorities and trading standards, who have to remain vigilant.

Consultation Question 11:

Are there any other issues relating to the licensing objectives which could be tackled through a
mandatory licensing condition?

Public health measures could be considered, either as an additional mandatory target, or as a
consideration on the existing targets e.g. awareness of the different impacts of alcohol consumption
on children and adolescents, plastic drinking containers etc

Consultation Question 12:

Do you think the current approach, with five mandatory licensing conditions applying to the on-
trade and only one of those to the off-trade is appropriate?

The mandatory conditions should be applicable to both on and off-trade premises

HEALTH AS A LICENSING OBJECTIVE FOR CUMULATIVE IMPACT POLICIES

The Government is committed to enable local authorities to take wider alcohol-related health harm
into account in licensing decisions; a current gap, which would need to be amended through
legislation.

Recent evidence shows that levels of health harm can be linked to the density of licensed premises. It
is proposed that health harms can be taken into account when deciding on cumulative impact
policies. Currently these are decided on based on crime and disorder data. The consultation is to
establish how population health data can be used in areas with high levels of alcohol mortality and
morbidity to reduce the density of licensed premises in an area. The Government had considered a
separate mandatory licensing objective for health but has decided that this would be
disproportionate. The new power would be discretionary and would allow areas with high levels of
alcohol related harm to maintain or reduce the density of licensed premises in an area.

Consultation Question 13:
What sources of evidence on alcohol related health harm could be used to support the
introduction of a cumulative impact policy (CIP) if it were possible for a CIP to include
consideration of health?
We consider that health should be a separate mandatory licensing objective and ask the
Government to reconsider their decision on this.
For CIP the following evidence could be used:

e Mapping of licensed premises to show density in an area
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e Mapping of alcohol mortality (HES)

e Alcohol related admissions to hospital (HES)

e Crime and alcohol data from A&E attendances (would need to be more robust — possibly
make it a reporting requirement for the new drugs and alcohol reporting system to PHE)

e Findings from local lifestyle surveys on alcohol consumption

e Data from local service providers showing numbers in treatment and mapped by postcode

Consultation Question 14:

Do you think any of the current cumulative impact policy process would need to be amended to
allow consideration of data on alcohol related health harms?
Yes.
CIP at the moment is only recommended by the police where crime and disorder is an issue. It
relates to a comparatively small area and is usually related to the activity of the on-trade. In order to
take account of wider health impacts it will be necessary to be able to look at the density of the off-
trade premises as well. These premises are not usually associated with crime and disorder but do
provide opportunities for large volumes of alcohol to be bought and consumed elsewhere in the
neighbourhood e.g. parks, wasteland, woodland, on the streets.
When CIP is being considered by a Licensing Committee, there is an onus to prove that the crime and
disorder is associated with a particular premises. This is not going to be possible when considering
the impact of alcohol related harm which may take many years to manifest itself. Using A&E data is
very limiting in this situation.

(words 172)
Consultation Question 15:
What impact do you think allowing consideration of data on alcohol related health harms when
introducing it a cumulative impact policy would have if it were used in your local area?
Dudley has some areas where alcohol mortality and alcohol admissions to hospital are well in excess
of regional and national averages which are, themselves, too high for the country’s population
health. Reducing affordability and availability of alcohol is known to impact on the amount and type
of alcohol drunk, so making it more difficult to access and more expensive to buy will impact the
most on hazardous and harmful drinkers and ultimately improve health and wellbeing. It will also
contribute to reducing health inequalities since alcohol harm disproportionately affects those from
the poorest backgrounds; so although they may drink less than other socio-economic groups, they
bear the greatest burden of alcohol related ill health. This is particularly true for males aged 35-54 in
Dudley who are contributing most to the high numbers of alcohol related hospital admissions in the
Borough.

.(words 129)
FREEING UP RESPONSIBLE BUSINESSES
Following the Government’s Red Tape challenge in 2011, three areas of reform were specified:
e Alcohol licensing for certain types of premises providing minimal alcohol sales (ancillary

sellers)
e Temporary events notices (TENSs)
e The licensing of late night refreshment

The Government believes there is scope for deregulation where the sale of alcohol can be considered
to be ancillary to the main purpose of a business. The examples quoted are a guesthouse offering
new arrivals a welcome drink, or a hairdresser offering a glass of wine as a choice along with tea,
coffee or a soft drink. At the moment this would require a full licence and adherence to all of the
mandatory licensing requirements.

The details of this will be explored through a technical group which will report back in due course.
The consultation questions for this objective are mainly in a tick-box format to be completed on-
line, with limited scope for comment. However the following observations could be included in the
submission.
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o Alcohol licensing for certain types of premises providing minimal alcohol sales (ancillary

sellers)

Whilst we understand the need to not be overly bureaucratic with small businesses, this relaxation
of licensing law compliance could be seen to promote alcohol as an accompaniment to everyday
activities such as buying flowers or going to the hairdressers, and whilst the intention is not to
promote heavy drinking it provides additional opportunities and venues for the easy availability of
alcohol with its known risks of additional health harm.

e Temporary events notices (TENSs)

We agree that licensing authorities should have the power to allow organisers of community events
involving licensable activities to notify them through a locally determined process. We do not agree
that the current number of TENs should be increased in respect of individual premises as this could
be construed as a way of circumventing the need to apply for licence variations and increase late
night drinking and public nuisance.

o The licensing of late night refreshment

We agree that the local licensing authorities should have local discretion around late night
refreshment by determining the types of premises that could be considered to be exempt from a
local licence. We consider that the licensing of late night refreshment is a useful mechanism for the
control of anti-social behaviour late at night.

We support the proposal that motorway services should be exempt from the licence condition for
the provision of late night refreshment but would not support the sale of alcohol as part of this
exemption.



The Dudley Group NHS

NHS Foundation Trust

TRUST MANAGEMENT EXECUTIVE

MINUTES OF THE MEETING HELD ON 29™ OCTOBER 2012

Present: Paula Clark, Mushtag Ahmed, Rachael Benson, Richard
Cattell (part), Lucy Chatwin, Rob Game, Robert Graves, Karen
Hanson, Denise McMahon, Tessa Norris, Annette Reeves
Julian Sonksen, John Thornbury

Apologies: Paul Assinder, Richard Beeken, Paul Harrison, Mourad Labib,
Louise McMahon, Jennie Muraszewski, Karen Morrey, Jeff
Neilson, Sally-Anne Osborne, Richard Price, Graeme Stewart,
Paul Stonelake, Adrian Warwick, Jim Young

In attendance: Linda Smith, Jill Krynicki (CHKS), Kevin Shine

Action

12/191 | Welcome and Note of Apologies

12/192 | CHKS Presentation

Paula Clark introduced Jill Krynicki from CHKS to the team.

Jill has been asked to attend TME to show the group the basics of the
Market Share system. A report was circulated with the TME papers.

The Market Share system is designed to inform us where referrals are
coming from (by PCT and GP practice) and highlight any changes that
could impact on us financially. The system goes back as far as 2008 for
comparisons and can show individual specialties. These are based on
national tariffs and provide an indication on Trust income rather than
actual income as this depends on local agreements with commissioners.

Jill then went on to show the team the live system. Paula agreed this is
quite a straight forward system. Jill said there is a demo to show teams
how to use the system, but Directorates can nominate someone from
their team, Jill is happy to train whoever needs to be trained.

Paula said we need to coordinate our approach to practice visits and
markets using the data.

Paula thanked Jill for the presentation.

12/193 | Minutes of Previous Meeting
The minutes of the 15" October 2012 were agreed as a correct record.

Action sheet:

12/180 — Denise McMahon circulated Enc 2. App 1. The paper highlighted
the wards with biggest concerns on stage 4 pressure ulcers. We are
targeting areas with the highest incidents. The stage 2 pressure ulcers are
not continuing which is good news and we have had a reduction in




pressure ulcers again this month.

12/189 — Denise McMahon confirmed she had sent out information on
unqualified member of staff handover of patients, there is no reason that
a Band 2 member of staff and porter cannot do this wrist band check. The
porter would check in first instance and then the Band 2 and porter would
check the wrist band at point of test.

12/194

Announcements

Paula announced that Wolverhampton Hospitals had been knocked back
on their Foundation Trust bid. Their Chairman has resigned. The bid is still
with Monitor but we are not sure at what stage. The bid is off the agenda
until Monitor are satisfied with concerns over money and governance.

12/195

Business Case — Oncology Pharmacist
This business case has been postponed until the next TME meeting.

12/196

Business Case — ICT

John Thornbury presented the ICT Business Case. The paper had been
approved at Directors this afternoon. John explained he is trying to make
the organisation ‘paper light’. John stated that Choose and Book is one
area that is not integrated, if we can pull this together and link clinical
letters where we can see them all in one place, this will make practices
much more efficient.

John has agreed he would like to work with individual clinicians on the
way of working to support them. This system could also bring in District
Nurses and all other referrals, taking us forward. No separate sign on will
be required.

Rob Game highlighted his concern that Partial Booking is due to start very
soon, which will empty the system of bookings and need to rebook them
all again and the timing of this new system is imperative. John confirmed
he would check all of this before he implements the new system in these
areas.

Karen Hanson asked if the local authority could have access to this
system. John confirmed we could allow them access under a data sharing
protocol.

Mushtag Ahmed said at present some referral letters have a lot of
unnecessary information. John explained with the new system we can
refine the standard referral system with Docman and this would alleviate
this problem.

John will be having a meeting with the PCT: regarding Discharge
Summaries to get a better process on referrals.

The team are happy to support this business case.

12/197

Business Case — Call Centre
John Thornbury presented the Call Centre Business Case to the team.
John explained that our current system is out of date and not efficient.




The new system would be an ‘umbrella’ contact centre, which is much
more responsive and will allow better customer service. The patient could
email in the evening when convenient for them and it would go into the
system and a response generated as soon as someone is available. It also
allows for interactive discussion as well as telephone calls. It will help to
manage workload which the present system does not do.

John will send out a communication to the organisation, explaining what
we plan to do and asking for any suggestions. This system is still a
relatively cheap option.

Another initiative that is being looked into is rationalise printing. The
Trust currently has 1200 printers, which is an expensive cost to the Trust
to replace cartridges. We are looking at fewer faster printers that would
be networked. This will be communicated through the Chief Exec’s
bulletin.

12/198

Workforce KPls
Annette Reeves presented the Workforce KPIs that went to the Finance
and Performance Committee.

Annette commented that the absence rate for the month of August is
3.28% and 3.86% for the year to date. This is above target. Appraisals are
down at 65%. An appraisals action plan is attached to TME papers.

National Survey — the return rate for the National Survey is only 27%. No
reminder letters will be sent out this year, as per feedback from the LiA
sessions. Please remind staff these are completely confidential and ask
them to complete and return. Messages have gone out on payslips and on
screensavers. We would like to get as many back as possible.

12/199

Audit Committee Update (16" October 2012)
Attached to the TME papers is the report of the Chair of the Audit
Committee. Please read for information.

12/200

F&P Performance Report
Paula presented the Performance Report.

e Performance - we have a ‘sea of green’ which is fantastic

e SHMI and Mortality — going in the right direction

e Trust Benchmarking — we are 11 out of 46 Trusts again fantastic

e ED are struggling and Karen Hanson requires all teams help to
discharge early in the day. October has been a particularly bad
month. Yesterday and today are very bad days

e Finance — September is normally a good trading month, but it has
not been this year. We are falling behind. We are trying to do a
deal with the CCG on Winter Pressures. If we do ‘break even’ is
the best we can expect at the end of year.

Despite the financial side performance is holding on. Well done to teams.
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Action & Approval Sheet
TRUST MANAGEMENT EXECUTIVE

Subject Action Timescale Responsible Completed
12/184 Information | Request for all Directorate management teams to increase the number of staff | On-going All
Governance Training | completing the course
12/176 Need to introduce a standard template letter format to ensure that font size and address | 12 J Thornbury
Postage positioning is standard. John Thornbury’s team to create a solution to send around to | November
Directorates for feedback
12/187 Lucy to bring update after agreement by the Board 12 LC
Transformation November
Programme Board
12/186 Request been made to CCG. Request for additional CDs to get involved in the audit November | CDs
Readmissions re-
audit
December
Subject Action Timescale Responsible Completed
12/26 - Annette Reeves to pick up with Tom Kippax re: Helpful, simple guidance for study 10" A Reeves
Audit Committee leave/interviews for Junior Doctors and circulate to TME members. December
Report Policy needs to be ratified by policy group when next held and will then be circulated to
TME.
January 2013
Subject Action Timescale Responsible Completed
12/84 Heather Taylor to update on postage position. 7" January | H Taylor
Postage Update
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TRUST MANAGEMENT EXECUTIVE

MINUTES OF THE MEETING HELD ON 12™ NOVEMBER 2012

Present: Denise McMahon (Chair),Richard Cattell , Lucy Chatwin, Rob
Game, Robert Graves, Karen Hanson, Jennie Muraszewski,
Karen Morrey, Jeff Neilson, Richard Price, Graeme Stewart,
Paul Stonelake, John Thornbury

Apologies: Mushtag Ahmed, Rachael Benson, Paula Clark, Paul Assinder,
Richard Beeken, Paul Harrison, Mourad Labib, Louise
McMahon, Tessa Norris, Sally-Anne Osborne, Annette
Reeves, Julian Sonksen, Paul Stonelake, Adrian Warwick, Jim
Young

In attendance: Linda Smith, Andy Whallett, Dawn Westmoreland

Action

12/201 | Welcome and Note of Apologies

12/202 | Medical Workforce Plan

Andy Whallett attended TME to discuss the Medical Workforce Plan. The
current agency expenditure is the biggest expense for the Trust.

The plan shows changes in the clinical practices and in the training and
recruitment of junior medical staff, this has had an impact on how we
provide our clinical services. Changes in the way we are allocated junior
doctors will mean it is important we consider that there may be different
ways to provide clinical services in the future. The plan outlines a
proposal to develop a two year programme to secure high quality junior
and middle grade cover rather than using locums, which can be
unpredictable.

Service provision locally, regionally and nationally is not uniform. Services
that have moved to Dudley may not have been matched with increased
resources to provide those services. With formation of Health Education
England (HEE) Local Education Training Board (LETBs) which has replaced
the Deanery, and Local Education Training Councils (LETCs) will have a
greater say in how we provide education at Local Education Provider (LEP)
level. The distribution of the workforce training posts allocated by the
Deanery, is often based upon historical, rather than current needs. This
does not necessarily meet the demand of what our needs are now and
will need in the future.

This proposal is to use a proportion of the spend for locums to fund the
programme so that we have two year rotations within the Trust to help
meet service demands particularly in hard-pressed areas such as
emergency medicine, elderly care and vascular surgery for example. To
attract good quality doctors, the trainees would have a designated tutor,
careers advice and protected teaching. By staging the starting time of the
rotation with existing posts ameliorates the current risk when an entire
new intake of junior doctors joins the Trust. There is flexibility in the plan




that juniors could have a floating element and cover gaps that may arise
in rotations for example.

As part of the wider Workforce Plan we are also looking at non medical
ways to deliver services.

Denise McMahon asked what the next steps were. Andy replied that the
Business Case will be circulated to TME members then be presented at
Finance and Performance Committee on 29™ November and then
hopefully to Board of Directors on 6™ December for approval.

12/202

MRSA Update

Dawn Westmoreland attended TME to update the team on MRSA
Emergency Screening. The results for October 2012 stand at 88.8% and
we are required to be at 100%.

Dawn reminded the group that lab forms need to be completed correctly.
Your teams must put ‘MRSA Screen’ in the investigation required and not
MC&S. If both are required 2 sets of swabs need to be taken.

Denise emphasised we MUST get to 100% on this.

Dawn also confirmed we have had our first MRSA post 48hours. This is
the first positive post 48 hours in 16 months.

12/203

Announcements
None

12/204

Minutes of Previous Meeting
The minutes of the 29" October 2012 were agreed as a correct record.

Action sheet:

12/184 Increase the number of staff completing the course for
Information Governance Training — Majority of staff have now passed the
training by just doing the test. The figures are showing lower on the
performance tracker. Rachael Bailes to look into this.

12/176 — John Thornbury circulated a template letter to Directorate
teams and has had feedback. John will bring back to TME for approval on
26" November.

12/186 — There was a question around exactly what was required of this
audit. Karen Hanson thought we were doing a monthly report on
readmissions. Richard Price thought we had agreed to do a full re-audit.
Take to Directors meeting to decide a way forward and report back to
TME.

12/205

Business Case — Oncology Pharmacist
This business case has been postponed until the next TME meeting. The
Business Case will also need to be reissued with updated information.

12/206

Transformation Board Report

Lucy Chatwin presented the Transformation Board report to TME
members. The report shows how the teams are managing the work
streams. Board of Directors approved the report.

The report shows where we are with Transformation. It includes a draft
ToR and draft Stakeholder engagement plan.

Lucy confirmed they had held the first peer group meeting today. This
forum will be used to drive decisions forward.




TME are asked to have a look at the report and feedback any comments
to the Weekly Operations Management Team meeting on Wednesday
21° November.

Denise McMahon asked how this was working.

Rob Game and Jennie Muraszewski were concerned that this was an extra
meeting and could it be delivered through Weekly Operations
Management Team meeting.

12/207 | Any Other Business

12/207/1

National Survey — Response Rates

The closing date for the National Surveys is 30" November. TME members
are requested to encourage their teams to return their questionnaires.
The questionnaires are anonymous.

It was suggested for next year that someone from Ventis could attend the
Trust to talk to staff without management to explain even though forms
have a reference number they are anonymous.

12/207/2

Long Term Conditions

Denise reminded TME members that the WMQRS review us around
several workstreams. On Long Term Conditions we had agreed with the
CCG we would complete self assessments. So far Derek Eaves has only
had one self assessment returned. Derek has sent chasing emails to each
Directorate. These need to be done urgently for reporting to the Board of
Directors and Quality meetings in December.

If they are not completed next time you will be required to do peer
reviews.

If you have any queries please contact Derek Eaves directly.

Next meeting:

Monday 26" November at 5pm
Clinical Education Centre

1* Floor, C Block, Russells Hall Hospital

DM/LS 15/11/12
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NHS Foundation Trust
Action & Approval Sheet

TRUST MANAGEMENT EXECUTIVE

Subject Action Timescale Responsible Completed
12/184 Information | Request for all Directorate management teams to increase the number of staff | On-going All
Governance Training | completing the course. 26"
Rachael Bailes to update TME. November | R Bailes
12/176 Need to introduce a standard template letter format to ensure that font size and address | 26™ J Thornbury
Postage positioning is standard. John Thornbury’s team to create a solution to send around to | November
Directorates for feedback. Template to come back to TME for approval.
12/186 Request been made to CCG. Request for additional CDs to get involved in the audit. | 26" Directors
Readmissions re- 12/204 take to Directors for a way forward on agenda Monday 19" November. November
audit
December
Subject Action Timescale Responsible Completed
12/26 - Annette Reeves to pick up with Tom Kippax re: Helpful, simple guidance for study 10" A Reeves
Audit Committee leave/interviews for Junior Doctors and circulate to TME members. December
Report Policy needs to be ratified by policy group when next held and will then be circulated to
TME.
January 2013
Subject Action Timescale Responsible Completed
12/84 Heather Taylor to update on postage position. 7" January | H Taylor
Postage Update
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Paper for submission to the Board on 10" January 2013

TITLE: Summary of Key issues from the Clinical Quality, Safety & Patient
Experience Committee held on 8" November 2012.

AUTHOR: Julie Cotterill PRESENTER David Bland (NED)
Governance Manager CQSPE Committee Chair

CORPORATE OBJECTIVES: SGO1: Quality , Safety & Service Transformation, Reputation
SGO2: Patient Experience , SGO5: Staff Commitment

SUMMARY OF KEY ISSUES:

Mortality - The Committee received the mortality indices and actions taken to review mortality.
The SHMI downward trend had continued since the last report and NHS Choices confirmed the
Trust mortality ratio “as expected”. Benchmarking placed the Trust 9" out of 15 Trusts showing a
downward trend. The NHS Choices report stated that the Trust was “worse than expected” with a
value of 114.9.

Medical Workforce Plan — The report highlighted proposed changes in the allocation and
organisation of junior doctors and the different ways to provide clinical services in the future. The
historic arrangements for the distribution of workforce training posts did not meet current
demands and Regional and National reconfiguration of educational structures will present
potential opportunities / threats to the current deanery funded medical workforce. The Committee
received a business case outlining proposals to manage this. In view of the significant cost
implications the Committee agreed that the business case including cost benefits should be
discussed at the Finance and Performance Committee.

Workforce and Succession Data - The report showed the number of commissioned medical
training places and supporting trend analysis and Monitor 3 year plan. There was a small increase
in F/T equivalent staff for the first 2 years which levelled off for the remaining three and a
reduction in the numbers of qualified nurses graduating over the next 3 years and an increase in
the number of vacancies. The West Midlands was showing a decrease in the number of trainee
midwives but the Trust was showing an increase. This could present a recruitment risk over the
next three years. Potential changes to pathology may result in changes to the workforce and
improvements in IT could mean a slight decrease in the number of admin staff needed.

CQC Exceptions Report - the report (Sept 2012) confirmed a generally positive and compliant
position with the CQC Essential Standards of Quality and Safety. All the actions for Outcome 8:
Cleanliness and Infection Control, had been completed and the Trust had been judged as
compliant by the CQC. The Committee compared the Trust self assessment of compliance
against the CQC Quality Risk Profile and on site compliance against the CQC prompt for each
outcome. The report highlighted 3 areas requiring moderate actions, Cleanliness and Infection
Control, Management of Medicines and Safety and Suitability of Premises.

Quality Governance Framework - the development plan is reviewed quarterly and shows
progress made to achieving all the required actions by the set dates.

Patient Experience Report inc. PALS and Complaints - The report showed an increase in the
number of surveys completed during the period and an increase in the number of complaints and
PALS concerns received. The Complaints and Claims section of the report showed the lowest
number of staff attitude complaints at 2% in quarter two.

NHS Choices - 24 comments had been posted on NHS Choices and/or Patient Opinion websites
between July and September 2012, an increase of 8 comments on the previous quarter. 11
patients said they would recommend the hospital to a friend and 7 said they would not.

Patient Experience Strategy — The Strategy Update highlighted the Patient Experience Strategy

Template Board /Committee Front Sheet V1/JCC/Gov/Nov11l
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elements with delivery timelines which extended the outline previously presented to the
Committee. Updates on the following were requested for the next two meetings:
1. How to identify core behaviours and shared values and then ensure that these are
reflected in recruitment processes
2. How to ensure that behaviours and values are incorporated into training modules as well
as a wider employee engagement programme

Incident Reporting and Investigation - Serious Incident (SI) Monitoring Report - 13 new
incidents reported — 6 pressure ulcers and 7 general SI's. There were 22 open general SI's (9
undergoing investigation, 5 awaiting assurance that all actions identified from the RCA
investigation had been completed and 8 recommended for closure). Concerns from the Pressure
Ulcer SI's related to wards C3, B2 and C5. The Trust is currently looking at extra support for these
wards. There were no breaches in the 2 day reporting from date of identification and completion
of RCA’s within the agreed time scales.

Incident Trends — 7 categories were highlighted in October 2012: Delay in Care/Treatment,
Wrong Patient Treated, Breach of Infection Control Policy, Medication Errors, Stillbirth (pre-
delivery), Physical Abuse or Assault x2.

Aggregated Incident Report — upward trends reported in the number of incidents reported in;
Appointments, Discharge and Transfers, Clinical Care, Diagnosis and Tests, Facilities, Health and
Safety and Infection Control. Upward trend (or consistently high) number of incidents also
reported in some subcategories; Infection Control, patient accidents/injuries, records,
communication and information and workload staffing and an upward trend (or consistently high)
in the number of Serious Incidents reported; unexpected ill health/deterioration, patient falls
resulting in a fracture, confidentiality information governance and pressure ulcers (inpatient)

Quarter on quarter increase in the number of reported incidents in the Infection control category.
16 of the 25 reported incidents related to Breach of Infection Control Policy.

Quality Dashboard Report for Month 6 - two of the quality indicators were red rated for the
reporting period: Increase in breast feeding initiation rates and SUIl: Root cause analysis
completed within 45 operational days of the notification. The latter was outside the target due to
one instance out of 17 cases that was not completed in the timescale.

Nursing Care Indicators - now include two new assessments: Fluid Balances and Bowel
Assessments. The infection control questions have been amended to include urinary catheter
care. Results have improved slightly following the change in the RAG rating. The Renal Unit and
ED data was also included for the first time. Some areas were showing green but many were
amber. The Think Glucose criterion showed continued improvement for the third quarter.

Safety Thermometer - 3 out of 4 criterion assessed showed improvements in the first six months.
The Catheter Acquired Urinary Tract Infections (CAUTI) criterion shows an increase since
collection of figures commenced. The Trusts results were good overall against National figures.

Quality Account Update inc. Priority Targets etc. - The Report confirmed the trusts position at
the end of the 2" quarter against the five Quality Priority targets and the National Clinical Audits:

e Pressure Ulcers - the decrease in avoidable ulcers reported in the community continued
while the hospital numbers had halved from the last quarter

e Infection Control - the targets were being met to date.

e Nutrition and Hydration - the figures dipped in June but the trust was on course to achieve
the targets.

¢ National Audits &Confidential Enquiries — the Trust would participate in all relevant audits

The Quality Account Priorities for 2013/2014 were approved by the Board of Directors who had
agreed to roll this year’s topics to next year.

Reporting Groups - The Committee received the minutes of the following and considered the key

Template Board /Committee Front Sheet V1/JCC/Gov/Nov11l
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issues: Children’s Services - meeting held on 17" October 2012 and Health Records - an
update was received from the General Manager.

Research & Development Group - 12 new studies taking place 8 low risk, 2 medium risks and 2
high risks.

Dr Harrison advised the Committee of serious adverse events reported during the period that had
occurred to patients enrolled in research studies, as defined by individual study protocols and ICH
Good Clinical Practice guidelines for clinical research.

Patient Safety Group (Verbal) - The Patient Safety Group scheduled for 10th October was
cancelled as it was not quorate.

IMPLICATIONS OF PAPER:

Y Risk Description: Committee reports were referenced to the

RISK risk register.

CQC Y Details: Outcome 1 - Respecting & Involving people , Outcome
COMPLIANCE 4 — Care & welfare of people , Outcome 7 — Safeguarding,
and/or Outcome 16 — Assessing & monitoring quality of service
LEGAL NHSLA Y Details: Risk management arrangements eg Safeguarding
REQUIREMENTS

Monitor Y Details: Ability to meet national targets and priorities

Equality Y Details: Better health outcomes for all

Assured Improved patient access and experience

Other Y Details: Quality Report / Accounts

ACTION REQUIRED OF BOARD:

Decision Approval Discussion Other

Y

RECOMMENDATIONS FOR THE BOARD

e To note the key issues arising from the Clinical Quality, Safety & Patient Experience
Committee held on 8" November 2012 and specifically

e The escalation of the Medical Workforce Business Plan to the Finance and Performance
Committee

Template Board /Committee Front Sheet V1/JCC/Gov/Nov11l
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On the activities of the Finance & Performance Committee

TITLE

Finance & Performance Committee meeting held on 20" December 2012

AUTHOR

Paul Assinder

PRESENTER David Badger

CORPORATE OBIJECTIVE: SO 10 Enabling Objective

SUMMARY OF KEY ISSUES:

The Committee considered standing reports on performance for November 2012 and year
end forecasts for 2012-13 financial year.

IMPLICATIONS OF PAPER:
Risk Risk Details:
RISKS Register Score Risk to achievement of the overall financial target for
Y the year
cQc N Details:
COMPLIANCE NHSLA N Details:
Monitor Y Details:
Monitor has rated Trust at Green for Governance & 3 for
Finance at Q2. The Trust remains on quarterly
monitoring
Other N Details:
ACTION REQUIRED OF BOARD:
Decision Approval Discussion Other
X

NB: Board members have been provided with a complete copy of agenda and papers for this

meeting.

RECOMMENDATIONS FOR THE BOARD:

The Board is asked to:

1. Note the report
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Report of the Director of Finance and Information to the Board of Directors

Finance and Performance Committee Meeting held on 20" December 2012

1.

Background

The Finance & Performance Sub Committee of the Board met on 20" December 2012. The
Committee considered in some detail the performance of the Trust against its financial,
access, waiting and other clinical and operational targets and standards for the period and
considered year end performance reports. The Committee noted in particular the following
matters:

Junior middle Grade Trust Doctors Business Case

Dr Whallett presented a business case to develop a two year training programme for middle
tier doctors to improve the quality and reduce costs of current ad hoc locum and agency
sourced staff.

A phased recruitment of 26.4 wte doctors with full year costs of £1.5m was proposed . This
would be funded from avoiding a current forecast £3.8m spend on agency and locum
grades. Directorates had agreed to ‘vire’ current funded budgets of £1.2m, with the
£342,000 balance to be met from reductions to current overspends.

The Committee approved the proposal for presentation to the Board and requested a
detailed phased recruitment plan be submitted to the Committee with quarterly updates on
its implementation.

Facilities and Estates Quarterly Assurance Report

Mr Graves presented his report for the preceding Quarter.

He commented that claims against the Trust for the Aseptic Dept penalties imposed earlier
in the year, had been formally withdrawn by Summit. A claim in respect of waste treatment
remains extant.

The Contract Efficiency Group process seems to be delivering improved benefits with
identified savings/increased income of £1.1m now being processed.

The Committee were keen to see a proposed CIP benefit on Community premises
rationalisation worked up in detail. Mr Graves agreed to report to the February meeting.
Contract deductions of £36,370 had been levied in the Quarter.

Cleanliness audit scores of 96.5% Russells Hall; 97.33% Corbett; and 98.92% Guest were
noted.

The Committee noted the report.



4. Workforce KPIs
The Committee considered a progress report and noted:

e October absence is 4.12% an increase from 3.58% in September. and YTD is 3.94%
(target 3.5%)

e Turnoveris 7.33% a slight reduction on previously

e Mandatory Training - 4 subjects are fully compliant

e Appraisals 67% (down from 61% in September).

e Pre Employment Checks 99%

e Live vacancy rate is 178 posts (255 previously)

The Committee noted the report.
5. Income & Expenditure Position — October 2012

The Trust made a trading surplus of £342,000 in November due to an agreement with
Dudley CCG to refund the contractual 2012-13 readmissions penalty of £2.3m (£1.5 in
recognition of current cost pressures. However pay and non pay spending trends had once
again increased significantly, so the underlying Trust I&E position remains poor and is
deteriorating each month.

The Committee noted that in November EBITDA were 8.1% ( Plan 8.2%) and now £49,000
behind the period Plan).

The annual I&E forecast had now moved £0.3m surplus.

CIP performance of £9.9m to date was marginally ahead of plan but included £3m non
recurrent items.

Mr Assinder said that the Committee should receive these reports with some concern as the
numbers were poor and were worsening each month. We were overspending our income
budget regularly each month and the position was being covered from the use of ‘one off’
balance sheet reserves and the support of the local CCG. Neither of these could be relied
upon beyond 31* March and unless significant improvements were made in the immediate
future, the Trust would fall into significant deficit in 2013-14. Such improvements were
outside the scope of traditional CIP and required transformational changes to clinical
practice.

The Committee requested a monthly analysis of movements in headcount, by Dept, type etc
and an analysis of all movement for year to date.

The Committee noted the report.



6. Balance Sheet (Statement of Position)
Mr Walker reported on the Trust’s Balance Sheet (Statement of Position) at 31st November
2012, which remains strong;
e £30.2m cash balance
e 38.4 days liquidity margin.
e Debtor and Creditor days remain broadly on plan.

The Committee noted the report.

7. Capital Programme
Capital spending for April-November was £5.2m, £0.3m behind Plan. The Trust estimates a
total annual capital spend of £9.2m against the approved programme of £9m. Key variances
are medical equipment £0.2m below plan and IT Programme, £0.6m over plan.

The Committee noted the report.

8. Performance Targets
Mr Shine, Head of Information, reported strong performance for against all measures for
the Month and Period to Date.

Key Performance headlines for the month are:

e No never events reported in month

e MRSA 1 and C-Diff cases, 6, are within monthly trajectory

e  Other Monitor, CQC and contractual standards and targets have been met for the
month

e Diagnostic waits — no breaches in November (6 breaches in October).

o AR&E 4 Hours—95.14% in November — concern about the quarter 3 performance,
currently 94.78%

The Committee noted the report.

9. Procurement Report Q2
Mr Walker presented the report for Q2. The Committee noted procurement savings forecast
of 3328,000 for the year (above plan) and a 97.7% E-procurement rate in September.
The Committee noted 2 recent national reports on procurement in the NHS and looked
forward to receiving any relevant recommendations in due course.

The Committee noted the report.



10. Monitor Q2 Feedback report
The Committee noted Mr Mistry’s letter of 10" December 2012 confirming the Trust’s
classification of:

e Finance: FRR3
e (Governance: Green

In respect of Q2.

The Committee further noted Monitor’s ‘Summary of recommendations from previous
independent self-certification reviews of FTs’ and referred this to the Audit Committee for
review.

11. Matters referred to Board of Directors/ Committees
11.1  The Board is asked to consider Dr Whallett’s Business Case on junior medical staff

11.2  The Audit Committee is asked to consider Monitor’s ‘Summary of recommendations
from previous independent self-certification reviews of FTs’

PA Assinder
Director of Finance & Information
Secretary to the Board
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Paper for submission to the Board of Directors on 10" January 2013

TITLE:

Infection Control Report

AUTHOR:

Denise McMahon — Director of Nursing

PRESENTER:

Denise McMahon —

Dr Liz Rees - Consultant

Microbiologist/ Infection Control Doctor

Director of Nursing

CORPORATE OBJECTIVE: SGO01 — To become well known for the safety and quality of our services
through a systematic approach to service transformation, research and innovation

SUMMARY OF KEY ISSUES:
The Board of Directors is asked to note Trust Performance against C. Difficile and MRSA targets and
the other notable infections.

IMPLICATIONS OF PAPER:

RISK Risk Description: Infection Prevention and Control
Y
Risk Register: Y Risk Score: IC010 12 score
MOO5 — 12 score
COMPLIANCE CcQcC Y Details: Outcome 8 — Cleanliness and
and/or Infection Control
LEGAL NHSLA N Details:
REQUIREMENTS
Monitor Y Details: Compliance Framework
Equality Y/N Details:
Assured
Other Y/N Details:
ACTION REQUIRED OF COMMITTEE:
Decision Approval Discussion Other
v v

RECOMMENDATIONS FOR THE BOARD OF DIRECTORS
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Report to: Board of Directors

Report by: Director of Nursing/DIPC & Consultant Microbiologist

Subject: Infection Prevention & Control Report

Summary

Clostridium Difficile — Annual Target 77 (Post 48 hrs)
The Trust currently stands at 42 post 48 hr cases (not locked down) which falls within trajectory.

C.Difficile Cases Post 48 hours — Ward breakdown:

Totals for Apr May Jun Jul Aug Sep Oct Nov Dec
2011/2012 | 2012 | 2012 2012 2012 2012 2012 2012 2012 2012

Ward

Al
A2
Ad
B1
B2
B3
B4
B5
B6
C1
C3
C4
C5
Cc6
C7 13
Cc8
MHDU
CCuU/PCCU
Critical Care
EAU
SHDU
Total 117

See Appendix 1 — Board Report (2012/13)

[N

PR NOlO[N| O

[uy
©

[y
o

|

w

O|Oo|OoO|FR,|lWw|lN

QO |O|O|O|O|O|N|FP|O|O|O|R|P|O|O|O|O|O|O|O|O
MlO|O|O|O|O|O|R|O|O|O|O|O|R|O|O|N|O|O|O|O|O
QO |O|O|O|0O|O|0O|0O|O0|O|O(rR|O|O0O|O|O|r|O|O|w|Oo
MlO|O|O|O|O|O|O|O|O|O|NV]|O|O|O|O|O|O|O|O| |k
N]JO[O|O|O0O|O|0|O|O0|0O|O0(0|0|0O|O|r|O|Oo|O|O|r|O
N]O[O|O|O0O|O0|0|O|O0|O0O|O0(O|R|O|O|0O|O|0|O|O|+r|O
~N|Oo(R|O|O|O|R| PR P|O[Rr|O|O|O|O|O|O|O|O| | O
Ol |O|O|O|O0|O|FR|O|O(FR|O(N|O|O|O|O|O|O0|O|+|O
W|O|O|O|O|O|O|FR|O|O(N|FP(FR|IO|O|O|FR|O|O|O|IN|O

MRSA — Annual Target 2 (Post 48 hrs)
No Further cases of post 48 hr MRSA bacteraemias have been identified since the last one reported
in November 2012.

Norovirus

The Trust has experienced some Norovirus activity during December. This was particularly on C8
and C3. An aggressive approach to contain the infection was employed which involved closing
clinical areas where there were cases and limiting nursing staff movements. This appears to have
resulted in good control and limited spread to other ward areas. Currently no areas are closed due to
Norovirus.

Enterobacter Cloacae

The Trust still continues to see occasional isolates of Enterobacter cloacae on the Neonatal Unit. On
each occasion the draft guidelines are followed and no further clusters have been reported.



Bordetella pertussis (whooping cough)

There continues to be a national increase in the number of whooping cough cases and we have had a
member of staff with whooping cough in a community setting which resulted in a large number of
patients being identified as having had a potential exposure to this member of staff whilst still
infectious. On the advice of the Health Protection Agency the patients’ consultants’ were advised of
the potential contact in order to raise awareness of whooping cough as a potential diagnosis in these
patients when they are reviewed in clinic.

B

A case of open tuberculosis has been identified in an inpatient that had not been isolated prior to
confirmation of diagnosis. In accordance with national guidance on the control of TB we are currently
undertaking a small contact tracing exercise, which will involve identifying patients who were nursed
in the same area as the open case for a period of 8 hours or longer and informing patient, GP and
consultant responsible for their inpatient care. We will provide this information to the TB service
based in the PCT as part of their responsibility for contact tracing active cases of TB.

Denise McMahon — Director of Nursing
Elizabeth N Rees - Consultant Microbiologist/Infection Control Doctor



Monthly number of C-Diff cases

(N13) Clostridium difficile infection

> 48

%

Month / Year hrs PCT Target o O¥er/Under Gl £1ie Gl e Over/Under
Activity arget > 48 hrs Target Target Economy

Apr-12 5 7 -28.6% 5 7 -28.6% 9 10
May-12 4 6 9 13 -30.8% 11 12
Jun-12 5 6 14 19 -26.3% 6 8
Jul-12 4 6 18 25 -28.0% 7 9
Aug-12 2 6 20 31 -35.5% 5 7
Sep-12 2 5 22 36 -38.9% 8 9
Oct-12 7 6 29 42 -31.0% 16 16
Nov-12 6 6 35 48 -27.1% 8 9
Dec-12 8 7 43 55 -21.8% 14 14
Jan-13 2 7 45 62 -27.4% 2 2
Feb-13 - 7 - - - - -
Mar-13 - 8 - - = - -

FY 2012-13 45 77 -41.6% 86 96

The Trust target for CDiff is 25 cases per month, with a total of 299 for the financial year. The Vital Signs reporting framework has indicated that samples

taken during the first 48 hours of admission to hospital should not be considered as hospital acquired.

Trust Total applies to the number of samples taken from Inpatients, including pre 48 hours.

The Health Economy figures apply to all samples processed by the Russells Hall pathology service, including GP samples.

(N1) MRSA infections

> 48

Monthly number of MRSA cases

%

Month / Year - >T48 hrs % Over/Under Cumulative Cumulative over/Under
Activity arget Target > 48 hrs Target Target
Apr-12 - 1 -100.0% 0 1 -100.0% -
May-12 - 0 0.0% 0 1 -100.0% 1
Jun-12 - 0 0.0% 0 1 -100.0% -
Jul-12 - 0 0.0% 0 1 -100.0% -
Aug-12 - 0 0.0% 0 1 -100.0% -
Sep-12 - 0 0.0% 0 1 -100.0% -
Oct-12 - 1 -100.0% 0 2 -100.0% -
Nov-12 1 0 1 2 -50.0% 1
Dec-12 - 0 0.0% 1 2 -50.0% -
Jan-13 - 0 0.0% 1 2 -50.0% -
Feb-13 - 0 0.0% 1 2 -50.0% -
Mar-13 - 0 0.0% 1 2 -50.0% -
FY 2012-13 1 2 -50.0% 2

As a Foundation Trust the regulator Monitor measures compliance against the contract with our commissioners Dudley PCT. The target in

this contract is 2 bacteraemias.

Appendix 1



MSSA infections

Month / Year

Apr-12
May-12
Jun-12
Jul-12
Aug-12
Sep-12
Oct-12
Nov-12
Dec-12
Jan-13
Feb-13 -
Mar-13 -

A NDMONPEFE MDD

Monthly number of MSSA cases

Cumulative

4
8
12
13
15
20
24
31
35
35
35
35

FY 2012-13 35

Monthly number of E coli cases

E Coli infections

Month / Year

Cumulative

Apr-12 15
May-12 13 28
Jun-12 17 45
Jul-12 14 59
Aug-12 23 82
Sep-12 22 104
Oct-12 30 134
Nov-12 20 154
Dec-12 9 163
Jan-13 - 163
Feb-13 - 163
Mar-13 - 163
FY 2012-13 163




The Dudley Group of Hospitals INHS |

NHS Trust

Public Trust Board Agenda
Thursday 20" December 2007

Item Time By
1. | Chairman’s welcome and note of apologies 2 mins | A Edwards
Paul Harrison
2. | Declarations of Interest
3. | Announcements
4. | Minutes of previous meetings 2mins | A Edwards
e Thursday 29" November 2007  Board Meeting Enclosure 1
5. | Action Sheet — Progress Report by Exception Enclosure 2 5mins | A Edwards
e Update on Cash Balance Verbal P Assinder
e Committee Representation Verbal A Edwards
e Update on Draft IT Disaster Recovery Plan Verbal P Assinder
e Timings of Meetings and Management of
Information Verbal A Edwards
6. | Matters Arising 10 mins | A Edwards
7. | Chief Executive's Report 10 mins | P Farenden
8. | Strategic Issues 5 mins
8.1 | Foundation Trust Update Verbal L Williams
9. | Operational Performance
. ReEort from Finance and Performance Committee on 5mins | P Assinder
20" December 2007 Verbal
10. | Reports for Approval 5 mins
e Human Resources Report including: Enclosure 3 J Clarke
Sickness Absence Policy
Capability Policy
Disciplinary Policy
11. | Information Items to be noted 5 mins
e Quality of Care Enclosure 4 A Close
e Guest Hospital land sale Verbal P Brennan
12. | Any Other Business
e Limited to urgent business notified to the Chair/Trust Secretary in 1 min A Edwards
advance of the meeting
13. | Date of Next Trust Board Meeting

Provisionally 31%' January 2008 at 11.00am in the Clinical Education
Centre — to be confirmed

2007-12-5 — Dec Board Agenda - HF




Enclosure 1

The Dudley Group of Hospitals NHS|

NHS Trust

Minutes of the Trust Board meeting held at 11am on Thursday, 29" November, 2007,
in the Clinical Education Centre, Russells Hall Hospital

Present:

Alfred Edwards, Chairman Paul Brennan, Director of Operations

Kathryn Williets, Non Executive Director Ann Close, Nursing Director

Jonathan Fellows, Associate Non Janine Clarke, Director of Human Resources
Executive Director Paul Harrison, Medical Director

David Wilton, Associate Non Executive  Paul Assinder, Director of Finance and

Director Information

Paul Farenden, Chief Executive Les Williams, Director of Corporate Development

In Attendance:

Helen Forrester, PA/Admin. Manager

07/38 Chairman’s Welcome and Note of Apologies
Alfred Edwards, the Chairman, introduced David Wilton who had been appointed as
Associate Non Executive Director following the selection process in November, and
welcomed him to the Board.
It was noted that apologies has been received from David Badger and Ann Becke.
07/39 Declarations of Interest
There were no Declarations of Interest.

07/40 Announcements

07/40.1 Associate Non Executive Director Representation on Audit and Governance
Committees

Les Williams, Director of Corporate Development asked for confirmation as to which
Committees the new Associate Non Executive Directors would attend. It was agreed that
the issue of Non Executive Director Representation on Committees would be subject to
debate at a later date.

Chairman to look at current Committee representation and to discuss with Non-
Executive Directors
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07/41 Minutes of Previous Meetings
07/41.1 27" September 2007 — Public Trust Board Meeting

The minutes of the 27" September Trust Board meeting, given as Enclosure 1, were
approved as a correct record and signed by the Chairman.

07/41.2 25™ October 2007 — Trust Board Business Meeting

The minutes of the 25" October Trust Board business meeting, given as Enclosure 2, were
approved as a correct record and signed by the Chairman.

07/42 Action Sheets — Progress Report by Exception
The Board reviewed the Action Sheets, given as Enclosure 3, as follows:
07/42.1 Action Sheet — 27" September 2007

Item 07/18 Dudley MBC Car Parking Application: The Chief Executive, Paul Farenden
confirmed that the application had been submitted and would be considered at the Planning
Committee meeting in January.

07/42.2 Action Sheet — 25" October 2007

Item 07/28 Timeframe for regular reviews of cash balances by Finance and Performance
Committee: Paul Assinder, Director of Finance and Information, reported that a policy for
investing cash balances was currently in place. It was agreed that a statement of intent was
needed to reflect medium term plans and that this will emerge from IBP discussions. It was
acknowledged that there had been challenge from Non Executive Directors and the Director
of Finance and Information would respond to this by suggesting how much cash was
required to provide for an effective contingency. It was agreed that the Director of Finance
and Information would assess other FTs’ provisions.

Director of Finance and Information to assess other Foundation Trusts’ provisions for
contingency and to suggest a level of cash to be held by the Trust for this purpose.

Item 07/32 Assessment of requirements to achieve ratings of 4 for elements of Use of
Resources: The Director of Finance and Information confirmed that a working group had
been established to assess what was required to achieve ratings of ‘4’ and this group would
feedback to the next Audit Committee meeting.

ALE Working Group to feedback on action required to achieve ratings of ‘4’ to the
next Audit Committee meeting

07/43 Matters Arising

None to report.



07/44 Chief Executive’s Report

The Chief Executive presented his report to the Board, which included updates on the
following:

Cancer Peer Review — Walsall had withdrawn from the Black Country Cancer Network.
There were therefore now concerns around the criteria for population size, and this would
also be an implication for Wolverhampton. It was noted that for this Trust the Upper Gl
service may be in jeopardy and these issues had been raised at the Cancer Network Board.
A meeting was being arranged with the Chair of the Board, Paul Farenden, David Loughton
and Cynthia Bower. Dr Paul Harrison, Medical Director, informed the Board that the Cancer
Leads from the network were meeting to review actions to mitigate the impact of Walsall’s
withdrawal.

Dudley PCT Commissioning Strategy - the PCT had launched their public consultation on
this. The full document was available on the Dudley PCT website. Les Williams, the
Director of Corporate Development, had circulated a summary of the main points.

Chief Executives’ Conference - concerns at the Centre remained Infection Control, and
keeping Boards engaged with this important issue; Positive messages to the public, as it is
felt that the NHS does not portray itself as providing good services effectively. It was also
noted that, given the high level of surplus nationally (£1.8 billion), missing targets would not
be acceptable to the Centre.

07/45 Strategic Issues
07/45.1 Foundation Trust Issues

The Director of Corporate Development reported that, as discussed in Finance and
Performance Committee, Monitor had agreed that the Trust's application for FT status would
be re-activated in April 2008, leading to a potential authorisation date of 1% July 2008. The
Assessment Team would begin their work after the submission of the revised IBP and LTFM
by the end of March 2008. The full timetable would be published in February 2008. Ernst
and Young would be used by Monitor to undertake the due diligence review.

07/45.2 Strategy for 2008/09 to 2012/13

The Director of Corporate Development spoke to this paper, given as Enclosure 4, and
tabled a revised appendix 6, following a meeting on 28" November 2007. This paper had
been produced following the recent Board workshop sessions on Strategy. It was intended
to keep this as a reference paper, when agreed, to inform the re-drafting of Section 3 of the
IBP. He asked that Board members comment on the detail of the paper, and the following
was noted:

Section 1 Background — add market positioning

Section 2.1 Demographics — It was agreed that specific scenario analysis of the 5 HRG
areas would be undertaken within the LTFM.

Section 2.2 Policy — Following the end of the Mercury Contract it was agreed to amend the
wording to remove or change the emphasis of risk involved.

Section 2.3 Commissioning — agreed.



Section 2.4 Provision — It was agreed to expand this to include the potential impact of the
Darzi Review, and with reference to population changes and reinforcing market position.

Section 2.5 PEST Analysis — The Board had a discussion around the possibility of merger. It
was agreed that this would have no impact in the planning period and could be removed
from the PEST analysis. It was agreed to add remote condition management to
‘Technological’.

Section 2.6 SWOT Analysis — The Chairman had some changes to be made which he would
discuss with the Director of Corporate Development following the meeting. The Medical
Director raised the issue of over reliance on multiple manual and non-integrated systems in
short term and confirmed that risk assessment work was being undertaken in this area.
There was some debate around existing IT infrastructure risks and where these should
appear. This will be discussed further at the Risks workshop week commencing 3"
December 2007.

Section 2.7 Scenarios — Covered in revised Appendix 6 which was tabled. This will now be
incorporated into the LTFM by the Director of Finance and Information.

Section 3 Profitability - take out ‘Proactive about risk’ and add ‘Investments to secure market
position’

Section 4.1 Vision — Change to ‘with a range of specialist services’

Section 4.4 Productivity — add ‘develop flexible and responsive workforce’. Profitability —
take out ‘within planned activity/income base’.

It was agreed that Executive Directors would complete the Targets/Measures and Dates in
Appendices 8.1 to 8.3 and submit these to Board for approval.

With these amendments to be made, the Board approved the paper, and noted that this
would form the basis of Section 3 in the IBP.

The Chairman asked about the timeframe for completion of the IBP and the Director of
Corporate Development confirmed that the target was for the middle of January, so that it
could be approved by the Board before the end of January.

Director of Corporate Development to collate amendments to Appendices 8.1 to 8.3
and issue to Board for approval

07/45.3 Draft IT Disaster Recovery Plan

The Director of Finance and Information spoke to this paper, given as Enclosure 5. This
document is Siemens’ Plan and had received significant input from the Trust since its first
draft in September 2004. Business Continuity Plans are being refreshed in light of the latest
version of the Disaster Recovery Plan. It was also noted that the Trust had undertaken a
risk assessment in light of the Plan.

The document had been out to consultation and comments had been received from

Ann Becke, Non Executive Director, and from clinical colleagues. Feedback from the
consultation would be passed to Siemens to update the Plan. The Board was informed that
Siemens would undertake a test of the Plan on a desktop basis every 12 months and the
Director of Finance and Information will ask for feedback from Siemens on the test results.
The Board also requested naotification of these results.



The Chairman asked whether there was an external view about the document and the
Director of Finance and Information confirmed that the auditors will make comments in the
annual IT audit report, the Audit Committee will also receive assurance and the Integrated
Governance Committee will receive the results of the desk top simulation. The Board was
happy with this level of examination. The Chairman requested that the Board appears on
the audience list for the document.

Jonathan Fellows, Associate Non Executive Directors raised the issue of triangulation of the
network for the 3 sites and what happens if one site goes down. It was noted that, following
this issue being identified by Ann Becke, Non Executive Director, Siemens were looking at a
solution.

Director of Finance and Information to feedback to the Board on the results of
desktop simulation and ensure the Board is added to the audience list on the
document

07/46 Operational Performance

Report from the Finance and Performance Committee on 29" November 2007 - The Director
of Finance and Information reported that the Finance and Performance Committee had, at its
meeting on 29" November, discussed and noted:

0 Up to the end of October the surplus year to date was £8.2m, including clinical
income at £1.1m above plan. This had improved in October by £700,000

o0 Significant amounts had been released into the | and E position from Reserves and
Provisions

0 The full year forecast was £8.6m, normalised to £6.5m.

o Two CIP schemes had slipped at the end of October and these were the nurse pool
and medical secretary project (shortfall of £391,000).

o Performance against non financial targets showed full compliance with HCC
standards except for MRSA which was showing 17 cases to date against the target
of 12.

0 There were two risk issues and these were outpatient waiting times where there had
been one breach over the 11 week maximum wait as a result of patient choice and
pressures in A&E with the 4 hour wait target.

The Board noted this position.
07/47 Reports for Approval
07/47.1 Debt Management Policy

The Director of Finance and Information spoke to this paper, given as Enclosure 6. It was
noted that this was an updated policy and the Board were asked to note Annex A which
gave details on how the Trust pursues debt, the strategy in place and the escalation
process.

Kathryn Williets, Non Executive Director asked why the invoices for delayed discharges to
the local authority were not raised in accordance with the policy. It was noted that it had
been agreed to delay raising these invoices for a period to allow negotiations on improved
performance to take place. Now that they had been raised, the policy would be applied.



Jonathan Fellows, Associate Non Executive Director, raised the issue of bad debts for
overseas visitors. The Director of Finance and Information explained that the approach had
always been to treat patients, especially emergencies, first and then seek payment. He
agreed to look again at whether it was possible to identify overseas visitors at an earlier
stage to secure a commitment to pay.

The Board approved the Debt Management Policy

07/47.2 Review of Board, Finance and Performance and Governance Committee Timings

The Director of Corporate Development reminded Board members that the new
arrangements for Finance and Performance Committee and Board meetings to be held on
the same day were to be piloted for September, October and November, and asked if the
Board wished this arrangement to continue. It had previously been agreed that Governance
meetings would be moved to another Thursday in the month. The Board discussed the
potential for repetition over the three meetings and it was agreed that the way information is
managed needed further discussion.

The Board agreed to keep the same arrangements for the December meeting and discuss
this issue again at a Non Executive Directors’ meeting.

The Chairman to raise timings of meetings and management of information at the next
Non Executive Directors’ meeting

07/48 Information Items to be Noted

07/48.1 Patient and Public Involvement
Ann Close, Nursing Director spoke to this paper, given as Enclosure7, and it was noted that
the complaints report had been integrated into this paper. The Director of Finance and
Information questioned responses to the Your Stay in Hospital Questionnaire and what will
be happening with the feedback. The Director of Nursing informed the Board that it was a
guestion of resources and the willingness of patients to respond to questionnaires. A co-
ordinated approach had been put in place to minimise disruption to patients. The national
Maternity and Inpatients surveys were also currently being undertaken.
The Board received the paper.

07/49 Any Other Business
There being no other business, the Chairman closed the meeting.

07/50 Date of Next Meeting

The next Board meeting will be held at 11am on Thursday, 20" December, 2007 in the
Clinical Education Centre.

Signed as acorrectrecord: ....... ... i Chairman

2007-11-29 — board mtg minutes - HF



Action Sheet
Minutes of the Trust Board meeting held at 11.00 am on

The Dudley Group of Hospitals NHS'|

Enclosure 2

NHS Trust
Thursday 29" November 2007 in the Clinical Education Centre
Item Subject: Action: Responsible Due Date Actioned
No.
07/28 : Finance and Performance Review on a regular basis the cash balance of the Trust with a view DFI 20/12/07
Committee Report to identifying suitable investments to be made by the Board.
07/42.2 ¢ Action Sheet Update Assess other Foundation Trusts’ provisions for contingency and to DFI 20/12/07
suggest a level of cash to be held by the Trust for this purpose.
07/42.2 : Action Sheet Update ALE Working Group to feedback on action required to achieve DFI January
External Audit Letter 2006/07 ratings of ‘4’ to the next Audit Committee meeting on 15/1/08 Board
07/40.1 : Associate Non Executive Director Discuss Committee representation with Non Executive Directors C 20/12/07
Representation on Audit and
Governance Committees
07/45.2 ¢ Strategy for 2008/09 to 2012/13 Collate amendments to Appendices 8.1 to 8.3 and issue to Board for DCD 20/12/07
approval
07/45.3 ¢ Draft IT Disaster Recovery Plan Feedback to the Board on the results of desktop simulation and DFI 20/12/07
ensure the Board is added to the audience list on the document
07/47.2 : Review of Board, Finance and Timings of meetings and management of information to be raised at C tbc
Performance and Governance the next Non Executive Directors’ meeting
Committee Timings
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Action Sheet

Minutes of the Trust Board meeting held at 11.00 am on The Dudl Gr fH ital m
Thursday 25™ October 2007 in the Clinical Education Centre € budiey oup o ospitals
NHS Trust
”t::' Subject: Action: Responsible | Due Date i‘gg;;\"‘g
07/27.3 | Authorisation Timeframe The Trust Board agreed that the Chief Executive would contact CE 9111107 YES
Miranda Carter at Monitor and agree this timeframe as well as
providing an update on the appointment of the Non Executive
Directors. It was noted this had to be done by 9t November 2007.
07/28 | Finance and Performance Committee David Badger, Non Executive Director, proposed, and the Board DFI TBA
Report agreed, to review on a regular basis the cash balance of the Trust
with a view to identifying suitable investments to be made by the
Board.
07/31 | Healthcare Commission Report on The Trust Board agreed to receive the report of the Nursing ND 29/11/07 YES
Maidstone and Tunbridge Wells Director on the implications of the Healthcare Commission report
C.Difficile Outbreak on Maidstone and Tunbridge Wells Trust at the next meeting, and

that this would include details of any additional action the Trust
needs to take

07/32 | External Audit Letter 2006/07 The Trust Board agreed that Paul Assinder, Director of Finance and DFI TBA
Information, would assess what was required to achieve a rating of
4 for each of the elements, which made up the assessment for ‘Use
of Resources’.

07/36.1 | Telephone System Outage — 24th The Trust Board agreed that a report on progress would be made Do 29/11/07
October 2007 to the next Trust Board meeting by the Director of Operations
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The Dudley Group of Hospitals NHS

NHS Trust
REPORT TO: Trust Board, 20 December 2007.
REPORT OF: Director of Human Resources
1. Health & Safety

1.1 Health & Safety

The annual trust Health & Safety week took place week commencing 29" October
2007. The themes included:

Musculoskeletal disorders

Workplace hazards

Personal protection (Infection Control and Sharps)
Violence & Aggression

Patient Safety (regulations, clinical negligence etc)

The event included initiatives to raise awareness of health & safety issues and
competitions with prizes being generously donated by our PFI partners and local
businesses.

The Health & Safety Executive also participated in this event and have provided us
with very positive feedback.

1.2 Security Management

The NHS Annual Violence against NHS staff results for 2006/07 were released to
the press on 8" November. The national trend indicates a 12.75% reduction in
incidents.

This Trust however experienced a slight increase in reported incidents (27 incidents
cf. 26 from previous year). This we believe is due to increased awareness of the
need to report rather than an indication of an increased threat to staff. The situation
is being monitored and conflict resolution training programme is being ramped up to
equip staff to handle and diffuse potentially violent situations before they escalate.

2. Human Resources

2.1 Policies

The following policies were approved by the Joint Negotiating Committee (JNC) on
3 December 2007:-

a) Sickness Absence Policy (attachment 3a)
b) Capability Policy (attachment 3b)
¢) Disciplinary Policy (attachment 3c)

The Capability policy is an entirely new policy that distinguishes under[performance
due to lack of capability (skill) from underperformance arising from misconduct or
attitude. The Sickness and Disciplinary policies are updated policies but mark a
radical departure from their predecessors.

The Committee is requested to formally approve these Policies.
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2.2 New Registration Framework

On 19 October 2007 the General Medical Council introduced a new registration
framework. From this date, limited registration, a category of registration which
applied to international medical graduates (IMGs), was abolished. The new
framework of provisional and full registration applies equally to all doctors no matter
where they qualify.

This means that all doctors granted full registration for the first time — UK graduates
as well as IMGs — or those returning to the register after a prolonged period out of
UK practice, will be required to work initially within an approved practice setting.

We have now been recognised as an approved practice setting that enables us to
continue to employ newly fully registered doctors, or doctors returning to the register
after a prolonged period out of UK practice.

2.3 Committed to Excellence Awards

As you will be aware the Committed to Excellence awards were launched early this
year with the final awards ceremony being held on 4™ October. The purpose of the
awards scheme was to recognise employees who have made a significant
contribution to the achievement of the Trust’s vision, values and strategic goals. The
scheme was a significant success with over 1000 staff/volunteers being nhominated
for awards by a mixture of patients, colleagues and managers.

The results were as follows:

Performance excellence
Winner: 48 Hour Hip Replacement Team
Runner Up: CAPD/Renal Unit

Excellence in patient care
Winner: C3 C Diff Isolation Unit
Runner Up: Rachel Willetts

Business excellence
Winner: CT Scanning Team
Runner Up: Orthotics

Excellence in teamwork
Winner: C4 Chemotherapy Day Case team
Runner Up: Take the Time Tool

Colleague of the year award
Winner: Andrew Ball
Runner Up: Denise Yates

Volunteer of the year award
Winner: Steve Ford
Runner Up: Michael Murphy

Feedback from the event was very positive with a significant number of managers
noting an improvement in morale within those teams who were recognised. It is
therefore planned to continue to run these awards annually.

Janine Clarke
Director of Human Resources.
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The Dudley Group of Hospitals NHS'|

NHS Trust

SICKNESS ABSENCE POLICY & PROCEDURE
1. POLICY STATEMENT

The Trust aims to enable the attendance of all employees throughout the
working week and provide a supportive framework in which sickness
absence may be managed appropriately in the interests of both the
individual and the service.

All members of staff are expected to provide an efficient and effective
service to patients/clients of the Trust. The commitment to attend work is
integral to this aim.

2. SCOPE OF THE DOCUMENT

This document applies to all employees of Dudley Group of Hospitals NHS
Trust (Teaching).

3. EMPLOYEE'S RESPONSIBILITY

All employees have a responsibility to attend work on a regular and
consistent basis and fulfil their contractual hours of work.

All employees are required to follow the reporting and certification
procedures, set out in this document and follow local rules regarding
notification of absence where they apply. Where employees fail to notify
Managers of their absence, within the appropriate time limit, and/or fail to
produce the appropriate certification and/or do not attend Occupational
Health Service appointments, when requested, whether off sick or at work,
without an acceptable reason, payment of salary/sick pay will not be made.

3.1 REPORTING ABSENCE/KEEPING IN TOUCH

All staff should ensure that they are familiar with the departmental rules
regarding the reporting of absence, including to whom they should report, by
what time and be aware of their responsibilities under this procedure
(summarised at Appendix I). Unless there are mitigating circumstances, staff
will contact the nominated person in advance of their scheduled start time.
This early communication is important to enable the necessary cover
arrangements to be made.

When reporting in, employees should ensure they report to the nominated
person, and provide brief details of the illness and how long they expect to
be absent. Whilst Departments/wards will have their own reporting
arrangements, it is expected that the nominated person will be the
employee’s line manager or the most senior person on duty. It is not



3.2

acceptable to leave messages “with the department”, or send text messages
or e-mails as this can result in a lack of clarity of information. If there is no
alternative, then a message may be left with an appropriate named person
in a department.

Junior Doctors must contact both their Consultant (or nominated person)
and the Medical Staffing Department. Consultants must contact their
Medical Head of Service and Medical Staffing.

The individual member of staff should telephone their Manager, or
nominated contact, and relatives, partners or friends should only telephone
on their behalf in exceptional cases. Failure to telephone will result in the
time absent being classified as unauthorised (unpaid) leave.

Employee’s should keep their Manager advised of any developments with
regard to their absence and in particular notify their intention to return to
work in sufficient time to allow arrangements to be made, for example the
cancellation of cover arrangements.

Where periods of sickness last for longer than 4 weeks the employee must
communicate verbally with their line Manager at least fortnightly, or at
agreed intervals.

PROVIDING SELF CERTIFICATION/MEDICAL CERTIFICATES

Employees who are away from work due to sickness, whether arising as a
result of an accident or otherwise must complete an Employees’ “Statement
of Sickness Form” (Self certificate) for every occasion of sickness absence
(see Appendix II).

It is the employee’s responsibility to submit the Employees’ Statement of
Sickness to the appropriate Manager. This should be at the end of the
period of sickness absence or at the end of the 7th Calendar day of sickness
where the sickness period continues for longer than 1 week, whichever is
the sooner.

Where the sickness extends beyond 7 days a Medical Certificate from the
employees GP must be provided, and is to be received by the
Manager/head of department, as soon as possible after the 7" day and no
later than the fourteenth day of sickness.

Exceptionally, a Manager may require an employee to produce a Medical
Certificate before the eighth day of sickness absence, normally where there
is a high rate of absence. The Trust will reimburse any charges for obtaining
such certificate when evidence of payment can be provided.

Unless there are exceptional mitigating circumstances:

Backdated Medical Certificates will not normally be regarded as valid and
will not be accepted



- Where absence continues, subsequent Medical Certificates must be
received, for each period within seven days of expiry of the previous Medical
Certificate.

4. MANAGERS’ RESPONSIBILITIES

Managers have a critical role to play in managing absence and are required
to:

e Ensure a procedure exists for staff to report absence, including
Identifying a nominated person/persons to whom sickness is to be
notified by telephone (this is usually the individual’s line Manager) and
the time by which this notification must take place and advising
employee’s of the arrangements.

e Ensure the nominated person notes the details of absent employees
when reported, along with the expected date of return and the reason for
absence

e Inform all employees of the ward/departmental rules in respect of
notification of absence and the detail of the policy. In addition they must
ensure that all employees within their area of responsibility comply with
the policy

e Monitor employee absence, including part day absences

e Conduct return to work interviews & sickness review meetings in
accordance with this procedure

e Ensure that employees’ health is not placed at an unacceptable level of
risk due to inappropriate management of Health and Safety matters

e Provide appropriate support for employees to minimise the likelihood of
absence from work

e Consider and implement reasonable adjustments to the workplace
where it is appropriate, to facilitate continued employment

e Ensure completion and maintenance of appropriate records (e.g. local
sickness records, turnaround documents, incident reports).

e Ensure that they document all meetings.

5. PROCEDURE
5.1 RETURN TO WORK MEETINGS

Irrespective of the period of sickness (including part day absences) all
employees will have a return to work meeting with their line Manager who
will complete the Return to Work Form on their first day of returning to work,
or as soon as possible within 3 days of the return. For Junior Doctors their
return to work meeting will be with their Consultant, for Consultants their
return to work meeting will be with their Medical Service Head.

The Return to Work form should be placed on the employee’s personal file.
For Medical staff it should be forwarded to the Medical Staffing Department
for them to put on the Doctor’s personal file.



5.2 INFORMAL MANAGEMENT OF SICKNESS ABSENCE

All sickness absence that requires formal management will be initiated when
any of the following situations arise:

3 absences in a 12-month rolling period

or
10 days’ absence (consecutive or non-consecutive) in a 12 month rolling
period

or
An unacceptable level of absence, expressed as a percentage, over the
previous 12 months (rolling) employment with the Trust. If 12 months has
not been served, then service to-date. “Unacceptable” would for example be
a figure that exceeds the Trust’s target, as set by management.

or
Insufficient improvement/failure to maintain improvement following previous
management action under this procedure.

Line Managers have the right to interview and manage any member of staff
whose patterns of absence, whilst not exceeding the levels above, still gives
cause for concern.

STAGE 1

This informal meeting is to be held between the employee and their Manager
when any of the criteria identified in the above paragraph is met. At this
stage, Trade Union representatives would not normally be present. For
Medical Staff their Manager is the individual who carries out their return to
work meeting.

The Manager may decide that it is appropriate to refer the employee to
Occupational Health at this stage or, alternatively, may wish to monitor
future attendance (in which case they may set a level of required
attendance) or decide that no action other than a file note is required. The
employee should be advised that further absence may result in formal action
being taken under this procedure.

Managers must record the details of the meeting in writing and place on the
individual's personal file. For Medical staff, this should be forwarded to the
Medical Staffing Department.

STAGE 2

A further meeting will be held between the employee and their Manager. At
this stage members of staff have the right to be accompanied by a Trade
Union representative, friend or colleague.

The meeting will be called if any of the following circumstances occur:



¢ Insufficient improvement in attendance after the Stage 1 meeting, or
improvement followed by a deterioration in that improvement

Or

e Following stage 1, further continued absence over 4 consecutive weeks

and/or

¢ |If the Occupational Health Service report requested at Stage 1 indicates
that the employee is unlikely to return to work/full duties in the
foreseeable future or that continued levels of absence would be likely to

Ooccur.

Outcomes from stage 2 may include:

Outcome

Options to consider:

Return to work
envisaged but no
specified date
determined

Explore opportunity for phased return to
work/rehabilitation as a means of enabling a specified
date to be determined

Refer to Occupational Health if this has not occurred
already

Decide that department cannot reasonably sustain (due to
an adverse impact to patient care, financial viability or
productivity is adversely affected etc.) the absence
therefore terminate employment. Following process for
seeking alternative employment — appendix 3.

Arrange for a further period of monitoring, if for example
awaiting a medical report. Arrange a further meeting at
stage 3.

Return to work on a
specified date.

Explore requirement for a phased return to
work/rehabilitation programme, agree as appropriate
(advice can be sought from Occupational Health as
required

Decide that department cannot reasonably sustain (due to
an adverse impact to patient care, financial viability or
productivity is adversely affected etc.) the absence
therefore terminate employment. Following process for
seeking alternative employment — appendix 3.

Return to work
possible, but not on
the original
duties/conditions.

Short term issue - agree a phased return to
work/rehabilitation programme, as appropriate (advice can
be sought from Occupational Health as required.

Longer term issue - explore reasonable adjustments,
which, depending on the circumstances in the work
area/department may include: change of hours, job
restructuring, adapting premises/equipment, or re-training
and whether these should be considered on a substantive
or temporary basis taking into account the requirements of
the Disability Discrimination Act, where appropriate.

If not possible to make reasonable adjustments terminate
employment. Following process for seeking alternative
employment — appendix 3.




Return to work to For employees who have been in the NHS Pension
any post not likely in | Scheme for 2 years or more, advise them that they can

the foreseeable apply for retirement on the grounds of ill health

future Terminate employment

A likelihood of Decide that department cannot reasonably sustain the
continued levels of likely levels of absence therefore terminate employment
absence Arrange for a further period of monitoring and issue

warning letter to employee. Advise employee that further
formal action may result in termination of employment

Sporadic pattern of Decide that department cannot reasonably sustain the
absence likely levels of absence therefore terminate employment

Arrange for a further period of monitoring and issue
warning letter to employee. Advise employee that further
formal action may result in termination of employment

Note: Where termination on the grounds of incapability is considered, the decision to
dismiss must be taken by a Manager of a level at least equivalent to the Matron,
Medical Service Head, Professional Clinical Service Head, Business Support
manager.

STAGE 3

The next level of Manager (i.e. a manager at a level above that of the
manager who dealt with this under stage 1 & 2), who will normally be
Matron, Medical Service Head or Departmental Head or equivalent status,
the employee and a representative of the Human Resource Department will
meet at stage 3. A Trade Union Representative, colleague or friend may
accompany the employee.

The meeting will be called when:

e The employee has not achieved set and agreed targets or demonstrated
sufficient improvement following the Stage 2 meeting
and/or
¢ It has been confirmed by Occupational health that their return to work is
unlikely in the foreseeable future and it is having an adverse affect on the
operation of the department
and/or
e Phased return/rehabilitation programme has not been successful in
enabling a return to normal schedules/duties
and/or
e Trial period following redeployment has been unsuccessful
and/or
e The individual may continue to have absences from work on a frequent
or regular basis.

The outcome of this meeting may be any of the alternative options identified
in stage 2 above.



The Manager must confirm details of the meeting in writing to the employee
and retain a copy on the individual's personal file. For Medical Staff this
should be forwarded to the Medical Staffing Department to be put on the
Doctor’s personal file.

5.3 TERMINATION

The decision to terminate on the grounds of incapability must be taken by a
Manager of a level at least equivalent to the Matron, Medical Service Head,
professional Clinical Service Head, Business Support Manager or
Department Head or above. The employee will be given written confirmation
of:-

e The reason for his/her termination.

e The period of contractual notice payable

e Details of his/her right of appeal, together with the name/job title of
the person to whom any appeal should be made.

54 APPEAL MECHANISM

There will be one level of appeal against the termination of the contract of
employment on the grounds of incapability, which must be lodged in writing
to the relevant Executive Director within 10 days of the date of the letter
confirming the decision to terminate their employment. A Manager senior to
the person making the decision to terminate the contract will hear the
appeal.

The letter of appeal should set out clearly the grounds upon which the
employee feels the decision to terminate their contract was unfair.

An appeal hearing will then be arranged as soon as reasonably possible.
FURTHER PROVISIONS
6.1 HOME VISITS

Where an employee is unable, through illness, to attend a meeting with their
Manager/ representative of the Trust, consideration will be given to a home
visit by the Manager. The employee should be informed of his/her right to
be accompanied by a Trade Union representative, colleague or friend.
Appropriate records must be maintained of such meetings. For Medical staff
this should be forwarded to the Medical Staffing Department to be put on the
Doctor’s personal file.

6.2 REFERRAL TO OCCUPATIONAL HEALTH
Managers may refer staff for an Occupational health opinion at any time

during the course of their employment, whether the individual is absent from
work or not.



Where the employee is referred to the Occupational Health Department,
they will be informed by the Occupational Health Department whether there
is a requirement to obtain a medical report from their GP, and/or Consultant
relevant to their current health problem and medical history.

Where a medical report is required the employee will be required to
authorise this in accordance with the Access to Medical Reports Act.

If an employee does not agree to the Occupational Health Service seeking a
medical report from their GP or Consultant, the Manager will be required to
make a decision regarding the absence and continued employment on the
information available to them at that time. Employees are, by their contract,
required to attend an appointment with Occupational Health, when
requested. When an employee, who is absent from work due to sickness,
fails to attend without an acceptable reason, this will result in withdrawal of
occupational sick pay. Pay will not be made until such time as they have
attended the Occupational Health Department and they will not be entitled to
back pay for the period they failed to attend.

6.3 ALTERNATIVE EMPLOYMENT

The Trust has a duty to actively consider re-deployment to alternative
employment e.g. employment which is suitable and conducive to an
individual's health condition and capability. This process will be coordinated
through the HR Department. This does not mean that the Trust must create
a post for the employee where none exists.

6.4 PHASED RETURN TO WORK/REHABILITATION PROGRAMME

A graduated return to work over a specific time period to allow the individual
to build up to working at normal duties and/or for their normal contracted
hours may be considered for a maximum period of one month. In
exceptional circumstances this time frame may be reviewed. Individuals will
be paid for the time that they work and the shortfall in hours would need to
be made up using annual leave for the duration of the graduated return.

Where there is insufficient annual leave remaining, then annual leave may
be taken from the following year’s entitlement, providing there remains a
minimum of 24 days leave (annual and bank holiday) in the following leave
year, to ensure compliance with the provisions of the Working Time
Regulations.

Where any such graduated returns are agreed, the Manager should record
any such agreement and set a date for a review meeting to be held. Having
agreed the review date the Manager should confirm this agreement in
writing to the employee. A copy should be retained on the employee’s
personal file. For Medical staff this should be forwarded to the Medical
Staffing Department for it to be put on the Doctor’s personal file.



6.5 APPLICATION FOR ILL-HEALTH RETIREMENT IN ACCORDANCE
WITH THE NHS PENSION SCHEME

Under the NHS Pension Scheme, if an employee is terminated on the
grounds of incapability due to ill health, and they have 2 years’ service, they
may qualify for early payment of a lump sum and pension. The employee
must make a written application for ill health retirement and either the
Occupational Health Physician or the employee’s GP will need to certify that
they are permanently unfit to perform the duties for which they were
appointed.

When considering making an application for ill health retirement, it remains
the employee’s decision to make an application. The NHS Pensions Agency
provisions require that retirement will only be considered where all treatment
options have been exhausted and the condition is permanent up to an
individual’'s normal retirement age. Medical evidence of this needs to be
provided at the time of application.

The decision to award/ not award an ill health pension is a matter for the
NHS Pensions Agency, which is independent of the Trust.

Where an employee is not a member of the NHS Pension Scheme, and their
employment is terminated on the grounds of incapability, their entitlement
will only be to notice of termination, which is due to them under their
employment contract.

6.6 SICK PAY

Sick pay allowance is in accordance with the appropriate terms and
conditions of service and is subject to the reporting requirements being
complied with by the employee.

An employee’s employment may be terminated irrespective of whether the
employee is still in receipt of Statutory or Occupational sick pay.

6.7 STAFF ATTENDING FOR WORK BUT NOT DEEMED FIT TO
WORK

From time to time there are circumstances where an individual attends for
work and is not deemed by their Manager to be in a fit state to undertake
their duties due to physical or mental health reasons or the individual does
not feel well enough to finish their shift/duty period. On such occasions, a
Manager may instruct a member of staff to go home.

In these circumstances the absence will not be recorded for payroll
purposes as sick. However, the absence will be recorded on the employee’s
sick record to enable this to be taken into account when reviewing their
sickness history. This process should also be followed for employees
starting their shift late due to illness.



7.

Employees must complete a self-certificate for this period of absence and a
return to work meeting must also be held.

6.8 MANAGEMENT OF UNAUTHORISED ABSENCE

Where an employee unreasonably fails to notify their line Manager of their
unavailability for work, this will be regarded as unauthorised absence and
they will not receive any pay for the duration of the unauthorised absence
period. The Manager will attempt to make contact with the employee.
Unauthorised absence will be treated as a breach of contract, and will be
dealt with under the Trust’s disciplinary procedure.

6.9 MEDICAL SUSPENSION

There are a few instances where medical suspension is necessitated, for
example as a result of a statutory provision.

All Managers considering this will discuss each individual case with the
Occupational Health Department and where appropriate the Infection
Control team. The Occupational Health Department and Infection Control
team will identify if the employee could carry out any alternative work that
would avoid the need for medical suspension. The Occupational Health
Department and, where appropriate the Infection Control team, should then
be consulted before the individual returns to their usual work.

Details on payments that the individual would be entitled to can be obtained
from the HR Department.

6.10 ACCIDENTS AT WORK

Employees should inform their Manager or the person in charge immediately
if they have an accident at work. An Incident report form must be completed.
If they become absent due to an accident at work, they should inform their
Manager of this when reporting their absence.

6.11 WORKING DURING SICK LEAVE

Staff are not permitted to undertake alternative or additional employment
whilst on sick leave from the Trust. This includes any kind of “bank” or
agency or private practice work.

Undertaking alternative or additional employment whilst on sick leave is
classed as gross misconduct and such cases will be handled under the
Trust’s Disciplinary Procedure.

MONITORING & REVIEW



The Director of Human Resources will be responsible for the review and
updating of the Policy through the JNC, on a 3 yearly basis or as the law
necessitates.

Originator:  Janine Clarke

Date: October 2007

Approver:

Date Approved,;

Review Date:



APPENDIX |

SUMMARY OF SICKNESS PROCEDURE

Is this your first day of sickness?

- YES -

Will you have been sick for
between 1 & 7 consecutive days?

- YES -

Have you been sick for more
than 7 days?

- YES -

REMEMBER

EVERY DAY COUNTS

Each day of sickness must be
certified. Ensure all notes are
sequential.

You must telephone your
Manager/Head of Department or
their nominated representative in

advance of the scheduled start time.

A self certificate is required from the
first day of sickness and you will
receive
normal pay (assuming you have sick
pay entitlement remaining) provided
you telephone on the first day as
above.
Your Manager must receive this
form by the 7th calendar day of the
start of the illness.

Medical Certificates are required to
cover sickness beyond the 7th day
and must be received within
7 days of each of the last sick note’s
expiry. Medical certificates can be
obtained from your GP or Hospital, if
an in-patient. Always send your sick
notes to your Manager/Head of
Department immediately.

Remember to keep in regular
contact with your Manager

Remember to ring in when you are
fit for

duty even though you may not be
expected to work that day




STRICTLY CONFIDENTIAL APPENDIX II
DUDLEY GROUP OF HOSPITALS NHS TRUST (TEACHING)

EMPLOYEE’'S STATEMENT OF SICKNESS (Self certificate)

You are required to fill in this form to cover you from your first day of sickness. All sickness absence
of 1-7 days duration (including part day absences) must be recorded by using this form. You should
forward the form to your Manager upon completion. Failure to complete & return this form to your
Manager, who must receive it by the 7" day of sickness, at the latest, will result in loss of pay. This
form covers you from 1-7 days, from the 8th day you MUST submit a Medical Certificate (Doctors

Note).
NAME : JOB TITLE :

WARD/DEPT:

DATES OF SICKNESS First day of
(to include days when sickness
you would not normally
be required to work)
For part day sickness
state details of time
left/arrived & hours
absent from duty
Last day of
sickness

(If you do not know when you will be returning to duty leave blank)

NATURE OF SICKNESS  (Please nature of illness or details of symptoms)

Did you visit your Doctor? YES/NO Did you visit hospital? YES/NO

Was your sickness caused by?

An accident at work YES* NO
or
An industrial disease YES** NO
or
Road Traffic Accident/Accident outside work YES NO
(Please state)
* You may be eligible for Temporary Injury Allowance. Ensure an incident form has been
completed
o You may be eligible for Incapacity Benefit. See your local Social Security Office for a claim
form.

I confirm that the information given is complete & accurate and | understand that if | provide any
incorrect, misleading or inaccurate information it will be treated as gross misconduct and could

result in my dismissal.
SIGNATURE : DATE :

Manager’s Note : Date :



APPENDIX I

REDEPLOYMENT ON HEALTH GROUNDS

Introduction

The following process will apply when attempting to redeploy employees, who have
been advised that their employment in their current post is to be terminated due to
ill health incapability, but they may be able to undertake alternative employment in
another capacity without detriment to their health. In these cases they will be
placed at risk. They will remain at risk for the duration of their notice period.

The process

¢

Managers should notify the HR Department of the request for redeployment,
enclosing a completed application form, prepared by the employee, using the
Trust standard application form.

Where staff are at risk, prior to being placed in the internal Bulletin or advertised
externally, a vacant post will be ring fenced for “at risk” employees seeking
redeployment due to ill health. The HR department will notify the member of
staff of the vacancy and the individual will decide if they wish to be considered
for the post and notify the HR department of their interest prior to the specified
closing date. Where an employee meets the essential criteria on the person
specification, they will be interviewed for the post and given consideration prior
to any other candidate. If more than one person being redeployed meets the
essential criteria, the interview will be competitive between these individuals. In
all circumstances, staff subject to redeployment will have no prior claim to posts
that would in effect, be a promotion.

The Appointing Officer will inform unsuccessful individuals of the reasons.

If an “at risk” individual is not deemed suitable the Appointing Officer can then
consider other applicants.

If the individual appears to be suitable, they will be redeployed into the vacant
post, only after confirmation of their medical clearance has been received from
the Occupational Health Department. There will be a suitable trial period which
may be extended for up to a maximum of 3 months, for all redeployments in
order to establish if the individual finds the post a suitable alternative and to
confirm the individual's capability to undertake the role. Both Manager and
employee will use the trial period to assess suitability for the post. During this
time, if it becomes apparent that the post is not suitable or the employee is not
capable of performing the role, notice will be served for their employment to be
terminated.

As an alternative to dismissal, and subject to there being a vacancy, the
individual may be appointed to a post at a lower grade, with their agreement. In
these cases there will be no pay protection. In these cases the trial period
arrangements outlined above will apply.



Attachment 3b

The Dudley Group of Hospitals NHS'|

NHS Trust

Capability Policy & Procedure

1. POLICY STATEMENT

The Trust is committed to providing high quality services through
competent and capable staff. It is recognised that there are clear
differences between underperformance as a result of conduct and that of
capability and different approaches are required to manage these issues
appropriately.

The purpose of the policy is to facilitate the improvement of under
performance resulting from an individual's competence or capability. This
provides a framework whereby managers can work with employees to
address under performance in a positive non-adversarial way, where the
emphasis will lie in developing and supporting staff to help them achieve
satisfactory standards of performance, where possible.

2. SCOPE & DEFINITION

2.1 Scope

This policy applies to all employees of the Trust, except Medical staff and
those staff with less than 12 months service. Statutory procedures will
apply for those individuals with less than 12 months service.

Incapability will be dealt with under this procedure, providing the
individual member of staff recognises that there is an under performance
issue and commits to achieving the standards required. The Trust will
only use the disciplinary procedure if an employee refuses to
acknowledge under-performance and/or will not co-operate in agreeing a
development plan and/or undertaking appropriate training/learning.

Where a member of staff is unable to perform the job due to ill health, or
becomes incapable due to a disability, this will be dealt with in
accordance with the Trust’s Sickness Absence Policy & Procedure.

2.2 Definitions

Conduct is defined as:

The standard of behaviour of an individual, measured according to the
Trust’'s expected legal, professional and/or value based standards.

Whereas Capability is defined as:



The level of an individual's ability to perform the requirements of the job
and its responsibilities.  Incapability will usually occur where an
employee under-performs due to lack of skill or knowledge or aptitude. It
does not apply where unacceptable performance is caused by a
deliberate intent on the part of the employee — which is classed as a
misconduct issue.

Under performance (incapability) is the gap between the expected and
actual performance.

THE PROCEDURE

An overview of the process is given at Appendix 1.

The policy is intended to ensure that managers and staff work through
problems of underperformance in a relatively informal way. Managers will
seek, through a process of regular discussion, development and
monitoring, to help the individual achieve the standards of performance
required. If, following this support, the individual is unable to achieve the
standards agreed; the employment may be ended under stage 3 of this
procedure.

However, if at any time prior to stage 3, it is recognised by the employee
that he/she will not be able to achieve the required standards, the
Manager and the individual may decide that the employment should end
by mutual agreement. See section 4.1.

Alongside this procedure and specifically for Midwives, there is a
mechanism to facilitate a period of supervised practice in order to ensure
that the midwife has the necessary knowledge and skills and that
continuous practice development takes place. Please refer to the
Statutory Supervision of Midwives through the Local Supervising
Authorities (LSA).

Stage 1 — Informal Recognition & Action Plan

In order for the employee and the Manager to try and resolve the
capability concern in a supportive manner, the first stage will be
conducted without the option for a representative to attend along with the
employee. Therefore, the Manager and the employee must meet, on a
one to one basis, and: -

o Explore the problem

o Discuss the level of competence required and set performance
objectives

0 Agree the support required (e.g. training)



o Establish an improvement time frame for satisfactory
performance, that is reasonable considering the impact of the
performance on the service and the gap between current and
desired performance (which may be immediate depending on the
circumstances)

0 Give their commitment to addressing the underperformance

0 Set progress review meetings and a time by which full
performance is expected

This will be documented on their personal file.

When satisfactory performance is achieved this will also be documented
and placed on the personal file.

If the individual is unable to achieve the levels of performance required
or if performance subsequently deteriorates it will be necessary to
proceed to stage 2.

Stage 2 — Formal Review

The employee and their Manager will meet. A Trade Union
Representative or a fellow colleague may also accompany the employee.

The purpose of this meeting is to:
o Discuss areas of continued under performance

0 Ensure that the appropriate level and type of support has been
given/offered/taken up

0 Revisit the development programme and timetable for
improvement

o Determine areas of performance that need to be addressed

o Agree further performance objectives and support and set a time
frame in which these should be achieved.

The Manager should also inform the employee that if satisfactory
performance cannot be achieved, that they may wish to consider
redeployment to a more appropriate job within the Trust. If suitable
alternative employment cannot be found, or the individual does not want
to consider this, then it will lead to further formal action up to and
including termination.

The outcome should be documented.



When performance objectives are achieved, this will be confirmed and a
note placed on the employee’s personal file. This will remain on file for
up to 12 months. Should performance levels not be achieved or if there
is a subsequent deterioration in performance, within the 12-month
period, a meeting at stage 3 will be convened.

Stage 3 — Final Review

The next level of Manager (i.e. a manager at a level above that of the
manager who dealt with this under stage 1 & 2), who will normally be
Matron, Medical Service Head. Professional Clinical Service Head,
Business Support Manager or equivalent status, the employee and a
representative of the Human Resource Department will meet at stage 3.
A Trade Union Representative, colleague or friend may accompany the
employee.

At the meeting consideration will be given as to whether every
reasonable action has been taken to help the individual achieve the
necessary level of performance.

The outcome of this may include:-
Requirement that further development and monitoring takes place

Standards of performance will be identified together with any further
support that should be provided and the panel will set a timeframe for
achievement of acceptable performance.

Redeployment or Termination of employment

Where the member of staff has not been able to achieve the standards of
performance required and a further period of time is not felt to be
appropriate, the panel can determine that the employment be terminated
unless alternative employment can be found. In these cases notice to
terminate will be issued and the employee placed at risk. They will
remain at risk for the duration of their notice period.

The following process will apply when attempting to redeploy employees,
who have been advised that their employment in their current post is to
be terminated due to capability, but who may be able to undertake
alternative employment in another capacity.

The member of staff should notify the HR department of their intention to
seek alternative employment. The HR department will provide the
member of staff with details of the current vacancies and the individual
will decide if they wish to be considered for the post(s) and notify the
appointing officer for the post of their interest prior to the specified
closing date. Where an employee meets the essential criteria on the
person specification, they will be interviewed for the post and given
consideration in a competitive selection process.



The Appointing Officer will inform unsuccessful individuals of the reasons
and the individual will remain at risk until the end of their notice period
where their employment will be terminated.

If the individual appears to be suitable, they will be redeployed into the
vacant post, following any relevant checks that may be required. There
will be a suitable trial period which may be extended for up to a
maximum of 3 months, for all redeployments in order to establish if the
individual finds the post a suitable alternative and to confirm the
individual's capability to undertake the role. Both Manager and employee
will use the trial period to assess suitability for the post. During this time,
if it becomes apparent that the post is not suitable or the employee is not
capable of performing the role, notice will be served and employment will
be terminated.

As an alternative to dismissal, and subject to there being a vacancy, the
individual may be appointed to a post at a lower grade, with their
agreement. In these cases there will be no pay protection. In these cases
the trial period arrangements outlined above will apply.

Appeal

The employee has one right of appeal against a decision to dismiss. The
grounds for appeal must be lodged with the relevant Executive Director
within ten working days of the date of the decision to dismiss.

Challenges to the decision may be based on the following issues:-

e New evidence or witnesses that have come to light since the
decision was made

e Failure to follow procedure

e The penalty was unduly harsh

When lodging an appeal, the employee must write to the Director
setting out their wish to appeal and the grounds on which it is made. It
should include, where appropriate, the name and contact point of the
Trade Union representative who will be representing them in the
Appeal Hearing. A written statement of case should be included
setting out the details of the grounds for appeal and identifying any
witness they wish to be called. If the individual fails to submit a
statement of case, they will be written to and given a further period in
which to provide the details.

The manager who took the decision to dismiss must prepare and submit
a response to the Executive Director within ten calendar days of receipt
of the employee’s case.



4.1

4.2

A panel shall meet that will consist of the next level of Manager above
that of the dismissing officer.

The options open to the panel will be:-
0 To determine that the decision to dismiss was reasonable

o To determine that the decision was unreasonable and order re-
instatement (attaching any conditions as necessary)

Or

0 Any other determination as may be fair in all the circumstances
(including re-engagement on alternative duties/conditions, if the
employee chooses to accept this).

FURTHER PROVISIONS
Agreement to End Employment

Where there is an acceptance by both the employee and the Manager
that the employee would be unable to reach the standards required or
that the gap between the expected and actual level of performance is
unlikely to be addressed within a reasonable time and/or within
reasonable resources, an agreement to terminate can be made.

It is expected that this option would be instigated instead of proceeding
to an action plan or past Stages 2 and 3.

The employee and their Manager shall meet with a Senior Manager and
Human Resource representative (the panel in the flow diagram in
Appendix 1). A Trade Union Representative, colleague or friend, may
accompany the employee

The Senior Manager/HR Representative may endorse an agreement to
terminate that shall be signed at the meeting.

Although no contractual or statutory notice is due, because it is an
agreement to terminate and in consideration of this, a discretionary ex-
gratia payment may be made.

Removal/Withdrawal from Duty

If under-performance is such that it creates an unacceptable or serious risk
to patients, or severely compromises the Trust’'s ability to discharge its
duties, the individual may need to be removed from their duties in whole or
part and may, where possible, be temporarily redeployed to other duties
and /or workplace.



It is normal, although not exclusive, that for potentially serious issues,
suspension of the employee from their post or posts will take place.
Suspension does not, in itself, constitute disciplinary action but will enable
proper investigation of the case. Full contractual pay will be made and their
Manager will inform the individual of this and confirm the action in writing.

An initial inquiry will be carried out by the manager to establish whether:

a) The employee acknowledges the unacceptable performance
and commits to improving

and

b) If the gap between required and actual performance can be
closed within a reasonable period of time, and with reasonable
support and resources.

If the employee does not acknowledge the underperformance or commit
to reaching the required levels of performance the matter will be dealt
with in accordance with the Trust's disciplinary procedure.

If the employee does acknowledge the under performance, the matter
may be dealt with under this procedure and may necessitate a gradual
managed return to full duties, to ensure that patient care and/or the
Trust’s ability to discharge its duties are not compromised.

If however, the gap between the actual and expected level of
performance is too great to be closed (see above) then the matter will be
dealt with at stage 3 of this procedure or the employment may be ended
by mutual agreement, see section 4.1.

MONITORING AND REVIEW

The responsibility for ensuring this Policy is fully implemented lies with all
Managers/Heads of Departments within the Trust.

The Director of Human Resources will monitor the effectiveness of the
policy and it will be amended through JNC, as required. The policy will
be reviewed at 3 yearly intervals or as the law necessitates.

Originator:  Janine Clarke

Date: October 2007
Approver:
Date Approved:

Review Date:
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APPENDIX 1
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Attachment 3c

The Dudley Group of Hospitals NHS|

NHS Trust

DISCIPLINARY POLICY AND PROCEDURE
1. POLICY STATEMENT

The Trust expects its employees to act professionally and in accordance
with Trust rules and standards of behaviour at all times. Conduct that is
deemed to be not acceptable will be dealt with under this policy.

2. SCOPE & DEFINITION
21 Scope

The Policy applies to all employees of the Trust with 12 months or more
Trust service. Statutory procedures will apply for those individuals with less
than 12 months service.

However, where medical and dental staff are disciplined under this Policy, it
will only be in relation to personal conduct issues. Matters concerning
professional competence of medical staff is covered by a separate Trust
procedure for Consultant medical and dental staff.

Under performance due to lack of capability will be dealt with under the
Trust's capability Policy & procedure, (excluding medical & Dental staff)
unless the employee refuses to acknowledge under-performance and will
not agree co-operate in agreeing a development plan and/or undertaking
appropriate training/learning.

2.2 Definition
Conduct is defined as:

The standard of behaviour of an individual, measured according to the
Trust’'s expected legal, professional and/or value based standards.

Whereas Capability is defined as:

The level of an individual's ability to perform the requirements of the job and
its responsibilities. Incapability will usually occur where an employee under-
performs due to lack of skill or knowledge or aptitude. It does not apply
where unacceptable performance is caused by a deliberate intent on the part
of the employee — which is classed as a misconduct issue.

Under performance (incapability) is the gap between the expected and actual
performance.

3. THE DISCIPLINARY PROCEDURE



3.1

3.1.1

3.1.2

3.2

3.2.1

3.2.2

3.2.3

3.3

3.3.1

3.3.2

3.3.3

THE INVESTIGATION

A Manager will take all reasonable steps to carry out a fair and
thorough investigation before any action — informal or formal is
taken.

The employee should be informed verbally that such an investigation
is in progress, except in exceptional circumstances where this may
prejudice the case (e.g. Fraud investigations that could lead to
criminal proceedings being taken).

THE INFORMAL INTERVIEW

Dealing with matters informally may often be a more satisfactory
method of resolving problems than proceeding to a formal
disciplinary hearing. This process would best suit instances of minor
misconduct.

This will entail a discussion between the employee and their line
manager with the objective of advising the employee that their
conduct is not acceptable and ensuring their conduct improves.

The Manager will note the interview having taken place on the
personal file.

THE FORMAL HEARING: NOTICE OF A DISCIPLINARY
HEARING

Where the Investigating Officer has determined that it is necessary to
proceed to a Disciplinary Hearing, the Investigating Officer will write
to the employee to advise that a hearing is to take place and request
that the employee provides copies of any documentation that they
wish to be considered and any witnesses they wish to call, within 7
days. The letter will outline the allegation(s) against the employee
and documentation that Management side intend to present at the
hearing and details of any witnesses they intend to call.

Upon receipt of the information from the employee, by the
Investigating Officer, a hearing will be arranged. The Investigating
Officer will write to the employee giving a minimum of 7 days notice
of the date of the hearing. The letter is required to state the
allegation(s) against the employee and the panel members who will
hear the case. Information to be provided to the employee will
include documentary evidence that is to be considered at the
hearing, for example copies of statements which may be presented
to the hearing and other supporting documents.

Where the individual, or their representative, is unable to attend the
date set, the individual should immediately propose an alternative



3.4

date, to fall within 5 working days of the date originally proposed. If
this is not possible or if the individual fails to propose an alternative
date, management will set a second date and advise that it will be
proceed in their absence if they fail to attend. If on the second date
the individual is unable to attend, the Management side will proceed
with the hearing in the absence of the employee.

THE FORMAL DISCIPLINARY HEARING

Each case must be considered on its own merits and if it is
necessary to take action any relevant circumstances will be taken
into account in determining the level of disciplinary action to be
taken.

Warnings remain on an individual's personal file for the duration of
the period prescribed by the Panel. This is worked time, and where
an employee is absent from work due to sick leave or maternity
leave for a period of one month or more, the warning will be
extended by the period of absence.

3.4.1 Formal Warning

In cases where there is an accumulation of minor offences or where
a more serious offence is committed, the individual may be given a
formal warning.

Pay progression through incremental credit may also be withheld in
appropriate cases during the period of the warning.

The employee will receive written confirmation, from the Chairperson
of the Panel, of the decision and how long the warning will remain in
force. For a formal warning this is up to 18 months.

3.4.2 Final Warning

Further misconduct of a similar nature or a serious breach of
discipline may warrant a final warning.

Pay progression through incremental credit may also be withheld in
appropriate cases during the period of the warning.

The employee will receive written confirmation, from the Chairperson
of the Panel, of the decision and how long it will remain in force. For
a final warning this is valid for up to 24 months.

3.4.3 Dismissal
In circumstances where the employee commits an offence

considered as gross misconduct (see appendix 1) or where the
employee commits a further disciplinary offence of a similar nature



after having received a final warning, the employee may be
dismissed.

The employee will be given in writing:-

e The reason for his/her dismissal.

e The period of contractual notice payable, or in the case of gross
misconduct, the letter will state that the individual has been

summarily dismissed i.e. without notice.

e Details of his/her right of appeal, together with the name/job title of
the person to whom any appeal should be made.

3.5 APPEALS PROCEDURE

The Appeals Procedure allows an individual to put forward a case to state
why the disciplinary penalty/action is inappropriate. The appeal is not a
rehearing.

Challenges to the decision may be based on the following issues:-

e New evidence or witnesses that have come to light since the decision
was made

e Failure to follow procedure

e The penalty was unduly harsh

There is only one level of appeal. In the case of first or final warnings, this
is to the next level of Management. In the case of dismissal, the appeal will
be to the relevant Executive Director.

For the appeal to be accepted the Manager/ Director must receive this letter
within 10 days of the date of the letter confirming the outcome of the
disciplinary hearing.

When lodging an appeal, the employee must write to the Manager/ Director
setting out their wish to appeal and the grounds on which it is made. It
should include, where appropriate, the name and contact point of the Trade
Union representative who will be representing them in the Appeal Hearing.
A written statement of case should be included setting out the details of the
grounds for appeal and identifying any witness they wish to be called. If the
individual fails to submit a statement of case, they will be written to and
given a further period in which to provide the details.

Following receipt of the appeal and statement of case detailed above, the
management side will be required to submit a statement of case in
response and provide details of witnesses, within 10 days of receiving the
employee’s statement of case.



The Manager/Director will set an appeal hearing date as soon as practically
possible.

The letter will be sent to the individual and the relevant manager by the
Chair of the appeal panel, setting out the date and time of the appeal
hearing and attaching documentary evidence that is to be considered,
together with a list of witnesses to be called.

Outcome of Appeal Hearings
The following outcomes are possible as a result of Appeal Hearings.
i) Decision to withdraw the warning or dismissal
The decision overturned in favour of the employee.
i) Reduction in the Severity of Action Taken
The level of disciplinary action previously taken reduced.
iii) Decision Confirmed

The initial decision was considered reasonable and stands.

The outcome of the appeal will normally be provided on the day of
the hearing with written confirmation to follow. However, there may
be instances when the panel are not immediately in a position to
provide a decision. In these circumstances the outcome will be sent
by recorded delivery letter as soon as possible after the hearing.

4 FURTHER PROVISIONS
4.1 RECOGNISED SHOP STEWARDS/ STAFF REPRESENTATIVES

Recognised Trade union stewards/staff representatives are subject to
investigation and disciplinary action on a personal basis in exactly the same
way as any other member of staff. However, before any action is taken against
a trade union representative, the Trust's Human Resource Department must be
contacted to ensure that early discussion of the issue with an appropriate full-
time official takes place. The employee will have the option to be accompanied
by the full time Trade Union Officer throughout the process.

4.2 SUSPENSION WITH PAY

It is normal, although not exclusive, that for issues of potential gross misconduct
or other serious issues, suspension of the employee from their post or posts will
take place. Suspension does not, in itself, constitute disciplinary action but will
enable proper investigation of the case. This will be confirmed in writing.



The Trust reserves the right to withhold pay at any stage during the period of
suspension if it believes that the individual is unreasonably delaying the
investigation process or is in breach of the terms of the suspension.

4.3 SICKNESS OF AN EMPLOYEE

If an employee falls sick during the disciplinary process, any investigatory
meeting or hearings will only be delayed (subject to only one delay) if the Trust
Occupational Health Department or the individual's GP advises that attendance
would be detrimental to their health.

Once approval to proceed has been obtained, a date will be set between
management to continue the procedure at the appropriate stage i.e. fact finding
or hearing.

In exceptional circumstances when an employee is not deemed fit to attend the
process will be deferred for a reasonable period of time. After this period, the
hearing will go ahead in the absence of the individual, although they may send
a representative to present on their behalf.

4.4 LEVEL OF MANAGEMENT DECISION

Disciplinary action will generally be taken by Managers at the closest level to
the member of staff concerned.

The authority to dismiss an employee will be held by approved dismissing
managers such as Matrons, Medical Service Heads, Professional Clinical
Service Heads, Business Support Managers or equivalent.

4.5 RIGHT TO BE ACCOMPANIED

It is the employee’s responsibility to arrange for representation by a Trade
Union representative, or the attendance of a friend or colleague at a Disciplinary
Hearing or investigatory meeting.

5. MONITORING AND REVIEW OF POLICY

The responsibility for ensuring this Policy is fully implemented lies with all
Managers/Heads of Departments within the Trust.

The Director of Human Resources will be responsible for monitoring and
reviewing the Policy, updating as necessary and amending it through the JNC.

This policy will be reviewed at 3 yearly intervals or as the law necessitates.
Originator: Janine Clarke
Date: October 2007

Approver:



Date Approved:

Review Date:



APPENDIX |
GROSS MISCONDUCT
Gross Misconduct includes the following offences:-
a) Acts of dishonesty, including theft.

b) Malicious damage to property that belongs to the Trust, a patient or
employee.

C) Fraud.

d) Falsification of time sheets, expenses claim forms or other important
personal records.

e) Misuse of employee’s official position for personal gain.
f) Unauthorised use or removal of the Trust’s property.
0) Drug trafficking.

h) Fighting or physical assault.

i) Violent, threatening or abusive behaviour
)] Deliberate disregard of health & safety rules.
)] Repeated refusal to obey lawful orders (e.g. those orders seen within

the ambit of the contract of employment) or gross insubordination .
m) Serious neglect of duty / duties.
n) Improper disclosure of confidential information.

0) Unlawful harassment, bullying or any other discrimination in
contravention of Equal Opportunities provisions

p) Sexual misconduct.

q) Being under the influence of alcohol or any illegal substances.

This list of offences is neither exclusive nor exhaustive and there may be further
acts of misconduct of similar gravity that would constitute gross misconduct.
Further details of standards of conduct, a breach of which would constitute
misconduct, can be found in Trust polices, Standing Orders, Standing Financial
Instructions, Professional codes of conduct and other statutory, NHS or other Trust
provisions.



Enclosure 4

THE DUDLEY GROUP OF HOSPITALS NHS TURST

Reportto: The Trust Board
Report by : The Nursing Director
Subject: Quality of Patient Care

Introduction
This report is to inform the Board of the activities taking place in the Trust to
improve the quality of patient care.

Essence of Care and Older Peoples Champions

These initiatives have been merged as there was some overlap and duplication.
The aim of this work is to improve the fundamental (basic) aspects of care and
thus improve the overall quality of care. This includes improving patients’
nutrition, communication, privacy and dignity, health promotion, hygiene safety.
The champions programme and way of working

e Essence of Care Champions and Older Peoples Champions are
continuing to work together to implement Essence of Care benchmarks
and National Service framework guidance for Older People.

e Benchmarks are addressed at study days appendix 1&2. Each Study Day
is repeated twice to provide access for staff. On average 30 staff attend
each study day. Attendance records have been maintained.

e Agendas and lesson plans from the study days are cascaded to those
Champions who are unable to attend the study days. An electronic
learning package is being developed to be utilsed by Champions who are
unable to attend set study days

e A quarterly network group meeting has been established to support
champions, Lead Nurses and Matrons to implement the benchmarks in
practice. A newsletter will be developed following each meeting and
cascaded to relevant staff. The first meeting was held 23.11.2007

e Regular reports regarding Champions developments have been included
in Inside Out and passed on to Communications for press release where
appropriate.

e September 2007- Champions won an award at the Strategic Health
Authority Conference for best innovative practice, for the implementation
of the Take the Time project on C3

e As part of the implementation Older Peoples and Essence of Care
Champions are helping to disseminate the best practice in each of the
departments and the Trust are working in Partnership with Interserve to
ensure the success of this important aspect of patient care.

e Essence of Care and Older people’s information training continues to be
included in the following programmes: Graduate nurse induction, pre-
registration nurse Induction, Band 5 & 6 development programmes, NVQ
Clinical Support Worker programmes.

e Partnership working with Matrons Kim O’Keefe and Wilma Hosany who
are leading Essence of Care and Older Peoples in the Operations
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Department. To ensure that objectives set at study day for each Champion
are followed through into the clinical areas and that information is
cascaded to other staff.

Partnership working with outside agencies such as Age Concern
continues and the use of Patient Forums used where appropriate

Nutrition

Protected mealtimes have been implemented into all in patient areas. An
audit was undertaken by dieticians at the end of October 2007. Some
positive results but it highlighted areas for reeducation regarding red tray
system. Training cascaded through Champions programme November
2007, and new posters for protected mealtimes ordered for all areas.

MUST tool audited October 2007, results awaited via nutrition steering
group.

November 2007 The Water for Health (Hydration) Best Practice Toolkit has
been launched for Hospitals and Healthcare by the National Patient Safety
Agency and the Royal College of Nursing as part of the improving Nutrition
Campaign.

Helen Standish Bevan- Catering Services Manager (Interserve PFI

Partner) is working in partnership with us and developing training

packages for housekeeping staff around basic nutrition to assist patients

in meal choice

New menus for the Trust currently under review to access patient
involvement once draft menus established by Interserve. Including
discussion with Dietetics to ensure that all diverse and specialist menu
choices available (e.g. Halal, Coeliac)

Privacy and dignity

Privacy and dignity training on going as part of the Dignity in care
campaign.

Health promotion

November 2007 the Health Promotion study day tackled the issues around
caring for obese patients and evaluated equipment available within Dudley
group. A recent report showed that Dudley group spent an average of
£295.000 a year in the last three years on larger sized equipment
compared with an average of £60.000 in other hospitals.

The Health Promotion Study day also covered smoking cessation for staff
and patients and prevention of secondary stroke and TIA.

Infection prevention and control

The infection prevention and control champions are in place in the high
risk areas of the Trust
Following am orientation programme they have been undertaking weekly
Saving Lives audits in

o Central line insertion and continuing care



Peripheral line insertion and continuing care
Perioperative care
Care of ventilated patients
Clostridium difficile
Urinary catheter insertion and continuing care
0 Hand hygiene
Improvements in the scores and particularly in hand hygiene have been
noted.

OO0O0OO0O0

¢ An annual Quality of Care review programme is in place; there has been
close liaison with the Clinical Governance coordinator to ensure that the
relevant benchmarks covered are evaluated through this programme of
audit. A report on the quality of Care reviews is expected but due to
sickness has not been completed yet.

Meeting the Religious and spiritual needs of patients and staff

An assessment has been undertaken of the trust position against the guidance
set out for providing NHS Chaplaincy services and indicates the extent that we
are meeting this. In addition the action being taken to make further improvements
is indicated. See Appendix 3

Dignity in care

The healthcare commission produced an report caring for dignity in September
2007. this was produced following the round of reviews in 2006-07 annual health
check to determine the extent to which the NHS is achieving the national
standards for service provision. A series of recommendations have been made
at board level and at ward level. A review has now been started to assess the
Trust position against these recommendations and will be reported to the Boards
at a future meeting.

The Trust Board is asked to note the work being undertaken to improve the
Quality of Care

Ann Close
Dec-07
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NHS Chaplaincy: Meeting the religious and spiritual needs of
patients and staff
Health Care Commission Standard 13(a) section (d)

The Health Care Commission HCC Standard 13(a) section 3b(d) refers to the summary
key points of the document, NHS Chaplaincy: Meeting the religious and spiritual needs
of patients and staff (2003),

This document is the best practice guide intended for use by NHS Trust Boards and
chaplaincy-spiritual care managers. The document is the first collaboration between the
Department of Health, the Multi-Faith Group for Healthcare Chaplaincy (and its
predecessor, the Multi-Faith Joint National Working Party), representing the main world
faith communities and NHS Chaplaincy organisations.

The guidance sets a framework for the context and provision of chaplaincy/spiritual
care services throughout the NHS. It offers guidance about providing spiritual care that
is equal, just, humane and respectful, and should be discussed with the
chaplaincy/spiritual care department in order to highlight areas where provision can be
improved.

This guidance replaces HSG(92)2 and supports the provision of spiritual and religious
care that has been part of the NHS since 1948.

All NHS Trusts provide spiritual support for patients, staff and relatives through
chaplains and faith community representatives. The document sets out arrangements to
ensure sufficient steps are taken to meet the religious and cultural needs of the
healthcare community, whilst also acknowledging that chaplains/spiritual care givers are
concerned with those who do not profess any particular faith.

The following highlighted note and subsequent key points summarise the best practice
guidance.



A framework for chaplaincy-spiritual care

Experience shows that chaplaincy-spiritual care is most effective if led by a Board-level
Director. The standard and quality of the service provided for patients, carers and staff
by the chaplaincy team should be monitored regularly by the Trust Board and subject
to regular review, which should include feedback from people who use the service.

NHS Trusts appointing chaplains-spiritual care givers should work within a suggested
framework. The following best practice issues should be considered.

e The chaplaincy service is headed by a designated member of the chaplaincy—
spiritual care team.

= Chaplaincy provision is made available across the organisation out of normal hours
and staffing levels take account of this.

= In order to respond in the most appropriate way to the distinctive religious needs
of patients and staff, each member of the chaplaincy-spiritual care team retains the
religious responsibility for his/her own faith community.

» Adequate arrangements are made for the spiritual, religious, sacramental, ritual,
and cultural requirements appropriate to the needs, background and tradition of all
patients and staff, including those of no specified faith.

= Suitable and authorised persons are appointed to chaplaincy-spiritual care posts in
partnership with representatives of the appropriate faith community (for details of
whom to contact regarding appointment processes, please see the next section).

= All appointments are made in partnership with the appropriate faith community/ies
(some open posts involve more than one community).

= Standard human resource procedures are followed, with the involvement of the
panel of assessors as necessary.

= Clear lines of management/accountability are established to enable a consistent
standard and quality of service for all patients and staff.

= Sufficient staff are available for the size and scope of the Trust's overall
responsibility for all patients and staff (see Annex 1 for guidance).

= Appropriate and timely access to services from smaller faith communities is
provided (as well as minorities within faith groups). It is important to know the faith
needs of the patient and staff population.

= Resources and opportunities for training and professional development are
provided.




1. Appointments to chaplaincy posts

= The panel of assessors and the faith
community representative are
contacted at the earliest opportunity in
order to gain maximum advice and
support.

= The Human Resources Department
has, via the panel of assessors and
local managers, access to all
appropriate support and guidance.

Current Practice

Though Agenda for Change
does not require the use of
Chaplaincy Assessors, it is
viewed as good practice.

The two most recent
appointments to the Dudley
Group of Hospitals
Chaplaincy Service have
made in line with MFGHC
guidelines

The panel has consisted of :

Chaplaincy Tem Leader
Bishops Advisor to the
Worcester Diocese
(Essential for Church of
England posts)
Medical/Nursing Clinician
Chaplaincy Assessor
Authorised Appointing
Officer

HR are consulted in all
aspects of appointments.

Action For Development

Compliant

Date




2. Data protection

Wherever possible, patients have the
opportunity to give their permission as
to how information about them is used.

Accessible information such as leaflets
and welcome packs are provided, so that
all patients are aware of available
religious and spiritual support.

Caldicott Guardians exercise
responsibility for confidentiality and rule
on whether sharing information is
appropriate. Chaplains and Trust
managers can seek their advice if they
have any concerns.

Robust systems should be in place to
ensure explicit consent is sought before
passing information to the chaplaincy
service.

Current Practice

Information about the
Chaplaincy Service and
Prayer Centre facility is
contained in the Trust
information leaflet, Coming
into Hospital.

Information leaflets are
available on all Ward Notice
Boards.

Chaplaincy Information
leaflets are under currently
under review.

Chaplains are currently in
receipt of patient
information that enables
Chaplains to participate in
the holistic care of patients
and their visitors.

Roman catholic and Muslim
Chaplains receive lists of
Roman Catholic and Muslim
Patients respectively.

Action for Development

Chaplaincy Team Leader is working
with the DGOH Information
Department to develop a means of
obtaining explicit consent from
patients for Chaplains to receive
information that is deemed
necessary for the trust to provide
care.

Date

Jan 2008

Team Leader




3. Volunteers

= Volunteers are selected as carefully as members
of staff and their documentation is kept up to
date.

» Induction, training and development
opportunities are provided for volunteers using
published examples of schemes or those tailored
to local use.

= |tis clear who the volunteers are and what they
are representing. They do not have an
evangelistic role but patients and their
companions need to know
to whom they are talking.

= Volunteers have the opportunity to get to know
staff, especially the nurses. The volunteer team
can be of great help to hospital staff — but they
need to know who the volunteers are to be able
to have confidence in them.

Current Practice

There are currently 9 Chaplaincy
Volunteers.

All current volunteers are members of the
Mothers Union of the Worcester Diocese
project run in partnership with the
Chaplaincy, and provide a listening support
to new parents on the Maternity Unit.

Induction and documentation is
administered by the DGOH Volunteer
Coordinator.

All volunteers are recruited, selected and
trained during a 10 week training program
run by the Chaplaincy Team.

Further updates and supervision is
provided.

Action for
Development

A Recruitment
program is
planned for
Early 2008

Date

Feb 2008

Team




N

. Worship and sacred spaces

Good communication between all
parties is established and
maintained, particularly where
spaces are to be shared.

A code of conduct on how to use
the premises is drawn up; this
covers topics such as use of music,
food, items on display, walking
across other people praying, and
use of a variety of religious leaders.

Arrangements are made for secure
storage of religious artefacts and
symbols.

There is access to equipment out of
normal working hours, including
Bibles, Korans, prayer mats, Hindu
tapes, etc.

The processes to improve worship
and sacred spaces are clear and an
appropriate team is assembled to
conform to Trust guidance on
accommodation changes.

Current Practice

The Prayer Centre is a Sacred Space for the
whole hospital community and provides
particular space for religious observance for
Christians, Muslims, Hindus, Buddhists and
Sikhs (the predominant religious groups within
the Dudley Borough). It is open 24/7.

Notices in the Prayer Centre provide guidelines
to encourage respectful use of the different
areas. Religious artifacts are available 24/7 for
Christians, Muslims, Hindus, Sikhs and
Buddhists.

The original and continued development of the
Prayer Centre was and is enabled by
participation of a number of key reference
groups within the Dudley Borough. The Dudley
Borough Inter Faith Network (DBIN) was
central, but other partners were also involved,
namely, The Dudley Borough Churches Forum
(DBCF), the Dudley Muslim Forum (DMF) and
the Alliance for Community Cohesion (ACC).

The Chaplaincy Service is a member
community in the DBIN.

The Prayer Centre has benefited greatly from
the work of the Art Panel and Art Coordinator.

Action for
Development

The DBIN is to partner
the Chaplaincy Team in
promoting the Prayer
Centre as a creative
model of good practice
in Health Care and
other settings.

A Prayer Centre users
group is proposed with
and AGM early in
2008.

Date

March 2008

Team Leader




5. Training and development

= The annual appraisal process includes
identifying training needs and ways to
meet them, so that these can be
included in personal development
plans.

= Journals and websites are searched
regularly to identify new opportunities
for development.

= Learning outcomes are achieved

locally.

Current Practice

The DGOH Annual Appraisal
includes all Chaplains

An opportunity for regular
reflective practice is provided
in a group setting for all
chaplains.

Chaplains are encouraged to
develop CPD portfolios as
provided by the College of
Health Care Chaplains
(CHCC) and initiated by the
Chaplaincy Academic and
Accreditation Board (CAAB).

Action for Development

Compliant

Date




6. Bereavement services Current Practice Action for Development Date

= All clinical areas have access to | The Dudley Group of The Chaplaincy Team Leader is Dec 2007
reliable guidance on the care of | Hospitals End of Life currently reviewing bereavement
patients of differing faith Guidelines (2F) contains services within the trust in line
communities at and after death, | guidance for the care of the with The Department of Health
and of the needs of the dying and newly bereaved document, “When a Patient Dies
bereaved. including aspects of cultural — Advice for the Development of

competency. Bereavement Services” (Oct

= The Trust-wide bereavement 2005) . The document contains
policy committee includes a The guidelines also contain recommendations as to the
member of the chaplaincy details of Viewing procedures | management of bereavement
spiritual care team. as well as procedure for services within Trusts.

Certification.
= Chaplains-spiritual care givers

are the Trust experts on A Chaplain is available for
arranging and providing support, help and advice at
liturgies and ceremonies to all times.

meet the needs of the
bereaved, especially in the case | Chaplains provide support for
of neonatal and child death and | all the bereaved following

in annual services of pregnancy loss and conduct
remembrance. nearly all the funerals as
requested by families.

Chaplains can and have
provided a range of liturgies
and ceremonies including no-
religious ceremonies at times
of death and funerals




7. Emergency and major
incident planning

= Key members of the

chaplaincy-spiritual care
team are known in the
Trust for their skills so
they can be useful
contributors to the
variety of debriefs that
occur both during and
after a major incident.

= The spiritual care team
contributes to the
Trust's major incident
plan and are aware of
their role in the plan.

= Chaplaincy team
members have the
necessary skills for
visiting people who are
inpatients as a result of
a major incident.

Current Practice

Chaplains are trained and have experience in
providing crisis intervention support to staff and
victims of traumatic events and deaths.

The Trauma Support Model (TSM) used is an
evidence based trauma support pathway
continuum that can be offered to the victims of
traumatic events and deaths including Major
Incidents at the point of impact. The TSM is a
supportive means of assessing those at risk of
developing Post Traumatic Stress Disorder (about
30%).

Core Chaplains are members of the Dudley
Borough Crisis Support Team, which provides
training and further updates of the TSM. The
CST is managed by the Dudley Borough and
supported by the Emergency Planning
Department.

The CST will provide Trauma Support within the
hospital in the event of a major disaster and will
be coordinated by the Chaplaincy Team.

All Chaplains have attended Facing the Storm the
trust Training on responding to the newly
bereaved following sudden death.

Action for
Development

Compliant

Date




The Dudley Group of Hospitals INHS |

NHS Trust

Public Trust Board Agenda
Thursday 28" February 2008

Item Time By
1. | Chairman’s welcome and note of apologies 2 mins | A Edwards
2. | Declarations of Interest
3. | Announcements
4. | Minutes of previous meetings 2 mins | A Edwards
e Thursday 31 January 2008, Board Meeting Enclosure 1
5. | Presentation on Fraud Prevention by Lorna Barry, Deloitte Touche 15 mins | L Barry
6. | Action Sheet — Progress Report by Exception Enclosure 2 5mins | A Edwards
7. | Matters Arising 10 mins | A Edwards
8. | Chief Executive’s Report 10 mins | P Farenden
9. | Strategic Issues 5 mins
9.1 | Foundation Trust Update Verbal P Assinder
10. | Operational Performance 5 mins
e Report to Finance and Performance Committee
on 28" February 2008 Verbal P Assinder
11. | Reports for Approval 15 mins
Whistleblowing Policy Enclosure 3 P Assinder
NHS Inpatient Survey Enclosure 4 A Close
Integrated Governance Enclosure 5 A Close
Amendment to September 2007 Trust Board Minutes Enclosure 6 P Assinder
Dudley Group of Hospitals Charity — Performance
Monitoring and Reporting Policy and Procedure Enclosure 7 P Assinder
12. | Information Items to be noted 5 mins
Quality of Care Enclosure 8 A Close
13. | Any Other Business
e Limited to urgent business notified to the Chair/Trust Secretary in 1 min A Edwards
advance of the meeting
14. | Date of Next Trust Board Meeting

e 27" March 2008 at 11.00am in the Clinical Education Centre (Public

Meeting)

2008-2-8 — Feb Board Agenda - HF




|Enc|osure 1

The Dudley Group of Hospitals NHS|

NHS Trust

Minutes of the Trust Board meeting held at 11am on Thursday, 31°' January, 2008, in
the Clinical Education Centre, Russells Hall Hospital

Present:

Alfred Edwards, Chairman

Ann Becke, Non Executive Director

David Badger, Non Executive Director

Jonathan Fellows, Associate Non Executive Director
David Wilton, Associate Non Executive Director
Paul Harrison, Medical Director

In Attendance:

Helen Forrester, PA/Admin. Manager

08/01 Chairman’s Welcome and Note of Apologies

No apologies were received.

08/02 Declarations of Interest

There were no Declarations of Interest.

08/03 Announcements

Paul Farenden, Chief Executive

Paul Brennan, Director of Operations

Ann Close, Nursing Director

Paul Assinder, Director of Finance and Information
Kathryn Williets, Non Executive Director

Janine Clarke, Director of Human Resources

Roger Callender, Associate Medical Director/
Caldicott Guardian

Alfred Edwards, Chairman notified the Board of his attendance earlier in the week at the
Annual Chairs Conference in London. It was noted that emphasis at the conference
focussed on patient safety and mortality rates. Bill Moyes was amongst the speakers and
the Chairman agreed to share the presentations from the conference with the rest of the
Board. The Board was also informed that the Chairman had spoken with Marianne Loynes
at the conference at it was noted that she would not be directly involved with Dudley’s

application this Spring.

Chairman to share presentations from Annual Chairs Conference with Board

08/04 Minutes of Previous Meetings - 20" December 2007 — Public Trust Board Meeting

The minutes of the 20" December Public Trust Board meeting, given as Enclosure 1, were
approved as a correct record and signed by the Chairman.

08/05 Action Sheet — 20" December 2007 - Progress Report by Exception

The Board reviewed the Action Sheet, given as Enclosure 2, as follows:
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08/05.1 Item 07/55.1 Update on Cash Balance

Discussed under item P08/04.8 of the private papers.

08/05.2 Item 07/55.2 Committee Representation

The Chairman confirmed that notes from his meeting with Non Executive Directors had been
distributed to the Board.

08/06 Matters Arising

None to report.

08/07 Chief Executive’s Report

Paul Farenden, Chief Executive presented his report to the Board, this included:

NHS Operating Framework 2008/9 — It is expected that the achievement of key
targets will feature in Monitors view of the Trusts application in March.

Maternity Services Review — The Board agreed that staff should be congratulated.

Visit to School of Nursing — The Chief Executive and Chairman had visited Prof.
Linda Lang, Dean of the School. Discussions had included how to plan for nurse
training and training in bedside care. Ann Close, Nursing Director informed the
Board that her view on improving the education of nurses was to involve those
teaching nurses in current care practices.

Financial Position and reliance on PCT — The Chief Executive had met with Mark
Cooke, PCT Chief Executive and asked for his personal assurance on behalf of the
PCT that the position put to Monitor during their assessment would faithfully reflect
the PCTs commitment to maintain spending with the Dudley Group of Hospitals at
current levels for 2008-09 and seek to maintain rather than reduce this for the
remainder of the strategy period.

08/08 Strategic Issues

08/08.1 Foundation Trust Update

Paul Assinder, Director of Finance and Information reported that, as discussed in Finance
and Performance Committee, he and Sarah Briscoe had met with Piers Ricketts, KPMG
Partner, as commended by Brendan Farmer at Ernst and Young. A number of issues had
been agreed including:

KPMG will be engaged to undertake a pre-Ernst and Young ‘Health Check’ in April
prior to the Due Diligence exercise commencing in May/June. This will include a Due
Diligence ‘audit’ on issues previously highlighted by Ernst and Young.

KPMG will also undertake a mock Board to Board interview prior to 3™ June 2008.



KPMG will examine and comment on the redrafted IBP for a view on whether it
contains the correct political tone and covers Monitors current concerns.

08/09 Operational Performance

Report from the Finance and Performance Committee on 31° January 2008

The Director of Finance and Information reported that the Finance and Performance
Committee had, at its meeting on 31% January, discussed and noted the following position
up to the end of December:

At the end of December the total surplus was £9,983,000 an improvement of
£1,029,000 on the previous month. This is equivalent to an EBITDA margin of 9.3%
against an annual plan of 5.7%

The forecast outturn is now £10.5 million for year against the SHA control target of
£7.5 million

The normalised position is a surplus of £6.9 million for the year
As at the end of December (month 9) the Trust had cash balances of £26.8 million.

The Committee noted good waiting times performance but with some isolated long
waiting times for diagnostic procedures — Isobel Rees asked to review progress

The Board noted that the A&E 4hr wait target had not been achieved. The year to
date performance stands at 97.4%

MRSA — 1 Bacteraemia reported in December and 1 in January to date, total now
stands at 19. This will result in a breach of this core target.

The Chairman asked why during recent months the Trust was failing to meet the 98% A&E
target and what corrective actions had been taken. It was noted by the Board that this was
due to a number of reasons, including:

Issues with patient flows. An acting Consultant had been brought in to manage
outliers and speed up patient flows.

Staffing issues in ED including attitude towards ownership and commitment
High sickness rates in ED middle grade staff

Complexity switch in cases from less minor to more major

Paul Brennan, Operations Director confirmed to the Board that ED had been running at 98%
for the previous 3 weeks. This was due to increased staffing and dedicated staff in
Paediatric ED. It was noted that to achieve the 98% target the Trust would need to run at
99% for the remainder of the year.

It was noted by the Board that delayed discharges had reduced to 42 from approximately
100 previously. This was due to 19 extra beds in the Community purchased by the PCT and
Social Services being more flexible in delivery of packages of care. Kathryn Williets, Non
Executive Director, asked if the extra beds were sustainable and it was noted that there
would be an incremental closedown of the beds over the next 4-6 weeks. The Board were
informed that Physiotherapy Teams were being set up and it was hoped that this would
reduce delayed discharges further. Interviews for the Team are scheduled to be held in two
weeks time.



David Badger, Non Executive Director suggested a quarterly comparison with objectives for
performance targets. It was agreed to discuss this further at the meeting scheduled for
Monday, 4" February 2008.

The Board noted this position.

08/10 Reports for Approval
08/10.1 Private Patients Policy

The Director of Finance and Information spoke to this paper, given as Enclosure 3. It was
noted that this updated policy is primarily covered under the NHS Act 1977 and provides
guidance for Consultants and Clinicians for private practice. It was noted that changes to
the policy were mainly in administration and forms. Ann Close, Nursing Director queried
how complaints and claims would be handled when private patients had been treated on an
NHS ward. It was discussed that claims are usually made against the Trust and not
clinicians individually and these would be handled through the normal complaints/claims
route.

The Board approved the policy.

The Board approved the Private Patients Policy

08/10.2 Overseas Visitors Policy and Procedure and Overseas Visitor Team — Finance
Procedure

The Director of Finance and Information spoke to these papers, given as Enclosure 4. It
was noted that this policy had been updated to include changes to administration and
recording, but the majority of the policy remained unchanged as it is structured to meet legal
requirements.

The Board noted that the document had been out to consultation and approved the policy
and procedure.

The Board approved the Overseas Visitors Policy and Procedure and Overseas Visitor
Team Finance Procedure

08/10.3 Amendment to Standing Financial Instructions (SFI's), Authorised Limits — Theatre
Specialty Managers and Pharmacy

The Director of Finance and Information spoke to this paper, given as Enclosure 5. It was
noted that the Audit Committee recommended the following changes to SFIs which had
been last approved in October 2006:

e Level of authority for Theatre Specialty Managers to increase from £1,000 to £2,500



¢ Increased delegated authority for two Principal Pharmacists and Head of Pharmacy
of up to £200,000. It was noted that a number of control measures would be putin
place including providing monitoring reports to the Drugs and Therapeutic Committee
and quarterly reports to the Finance and Performance Committee.

It was discussed that the Schedule of Authorised Limits should be corrected to show Theatre
Specialty Manager authority at £2,500 and remove Director of Corporate Development.

With these amendments the Board approved the report.

The Board approved the amendment to Standing Financial Instructions (SFI's),
Authorised Limits — Theatre Specialty Managers and Pharmacy. Director of Finance
and Information to amend schedule

08/10.4 Quality of Care — Food and Nutrition Report

Ann Close, Nursing Director spoke to this paper, given as Enclosure 6. It was noted that this
report was a combination of feedback from the Nutrition Steering Group and Red Tray
Initiative and is a position statement and details further actions against recommendations.
The Board was asked to consider:

e Signing up to the Council of Europe Alliance 10 key characteristics

¢ Nomination of a Non Executive Director to lead in nutritional care

e Views on whether nutrition should be part of mandatory training for specific groups of
staff

The Board shared a view that nutrition training should not be mandatory but performance
managed as it focuses on the assessment of patients and ensuring care needs are met and
is a key component of the lead nurse role.

The Board approved signing up to the Council of Europe Alliance 10 key characteristics and
supported David Badger as Non Executive Director lead.

The Board approved the Quality of Care — Food and Nutrition Report

08/10.5 Healthcare Commission Maternity Survey

The Nursing Director spoke to this paper, given as Enclosure 7. It was noted that the initial
report was presented in August following the HCC findings on the maternity survey. Itis a
positive report and it was noted that most women perceive they experience good care in the
unit, particularly for antenatal and postnatal care, in particular:

e Access to Antenatal Clinics

e Clean Wards

e Clean Toilets and Bathrooms

e Women treated with understanding



There were 5 areas for improvement and these are covered in the action plan, which the
Board approved. A progress report will be submitted to the Board in May.

The Board approved the action plan. Progress report to be submitted in May 2008

08/10.6 Standard Template for Board and Committee Reports
The Chairman spoke to this paper, given as Enclosure 8. It was noted that the Board
agreed to use the suggested format and monitor progress. It was noted that papers needed
to be shorter and strategic in essence.

The Board approved this report.

The Board approved the Standard Template for Board and Committee Reports

08/11 Any Other Business

There being no other business, the Chairman closed the meeting.

08/12 Date of Next Meeting

The next Board meeting will be held at 11am on Thursday, 28" February, 2008 in the
Clinical Education Centre.

Signed as acorrectrecord: ...... ... . Chairman

2008-1-31 — Janboardmtgminutes - HF



Enclosure 2

The Dudley Group of Hospitals NHS'|

_ NHS Trust
Action Sheet
Minutes of the Public Trust Board meeting held at 11.00 am on
Thursday 31°' January 2008 in the Clinical Education Centre
Item Subject: Action: Responsible Due Date Actioned
No.
08/03 Annual Chairs Conference Presentations from Conference to be shared with the Board C 28/2/08
08/10.3 : Amendment to SFI's Schedule of Authorised Limits to be corrected to show Theatre DFI 28/2/08
Specialty Manager authority at £2,500 and remove Director of
Corporate Development
07/42.2 : Action Sheet Update ALE Working Group to feedback on action required to achieve DFI 24/4/08
External Audit Letter 2006/07 ratings of ‘4’ to the next Audit Committee meeting on 15/4/08
08/10.5 ; Healthcare Commission Maternity Progress Report to be submitted to Board in May ND 29/5/08
Survey
07/55.3 ; Draft IT Disaster Recovery Plan Feedback to the Board on the results of the desk top simulation DFI When
exercises which will be run by Siemens in the next financial year available
from
Siemens
(08/09
financial
year)
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|Enc|osure 3

The Dudley Group of Hospitals NHS

NHS Trust

Whistle Blowing Policy
(Public Interest Disclosure)

1. POLICY STATEMENT

1.1 This Agreement is made between the Dudley Group of Hospitals NHS Trust
(herein after known as "the Trust") and those staff side Organisations recognised
by the Trust for the purposes of collective bargaining.

1.2 The purpose of this policy is to comply with the Public Interest Disclosure Act:
1998, which became law on 2 July 1999 and to promote a culture of openness
and honesty amongst employees.

1.3 It is in the interests of all concerned that disclosure of wrongdoing or irregularity
is dealt with promptly and discreetly.

1.4 Individual members of staff have a right and duty to raise with their employer any
matters of concern they may have about health service issues associated with
the organisation and delivery of care. All clinicians and managers at every level
of the organisation have a duty to ensure that staff are provided with the
opportunity to express their concerns. In order that staff can express their
concerns it is important that clear principles and procedures are established.

2. SCOPE

2.1 This policy aims to:

e encourage all staff to feel confident in raising concerns and to question and
act upon concerns about practice.

e provide avenues for staff to raise those concerns in confidence and receive
feedback on any action taken

e ensure that staff receive a response to concerns and that they are aware of
how to pursue them if they are not satisfied

e reassure staff that they would be protected from possible reprisals or
victimisation if they have made any disclosure in good faith.

2.2 The policy applies to employees and every professional in the NHS. For the
purposes of this policy only, this is someone who is:

e employed on a permanent or fixed term contract of employment to the
Trust

e on secondment to the Trust
on a temporary contract or employed through an agency or the
internal agency (bank) to work for the Trust

e an independent consultant for the Trust

e contractors and suppliers of services to the Trust

lof7
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2.3 The Whistleblowing Policy is intended to cover public interest concerns that fall
outside the scope of other procedures. A disclosure is a ‘qualifying disclosure’ if
the information falls within one of the following categories:

e a criminal offence has been committed, is being committed or is likely to be
committed

e a person has failed, is failing, or is likely to fail to comply with a legal
obligation

e amiscarriage of justice has occurred, is occurring or is likely to occur

the health and safety of an individual has been, is being or is likely to be

endangered

sexual or physical abuse of patients, or other unethical conduct.

poor clinical practice

malpractice

professional misconduct

nepotism

the environment has been, is being or is likely to be damaged

information indicating the occurrence of any of the above has been, is being

or is likely to be deliberately concealed.

Please note that this list is not exhaustive

An employee must have a reasonable and honest belief or suspicion that the
disclosure of the information shows one of the qualifying incidents has happened,
is happening, or is likely to happen. This will be more than an unsubstantiated
rumour.

There are existing procedures in place to enable staff to lodge a grievance
relating to their employment along with a range of policies and procedures that
cover issues such as harassment, fraud and corruption, recruitment & selection
and health & safety. It is important to make reference to the guidance and
professional advice provided by all the relevant professional and regulatory
bodies such as GMC, NMC etc. This policy does not replace the Trust's
Complaints procedure.

2.4 Any concerns that staff may have about any aspect of service provision, the
conduct of officers or members of the Trust or others acting on behalf of the Trust
can be reported under the Whistleblowing Policy. This may be something that:

e makes individuals feel uncomfortable in terms of known standards, e.g.
including professional Codes of Practice their experience of the standards
they believe the Trust subscribes to; or

e is against the Trust's Standing Orders and other policies and procedures, or

o falls below established standards of professional conduct; or

e amounts to improper conduct.

3. ROLES AND RESPONSIBILITIES

To ensure that a concern is managed effectively it is essential that the following roles
and responsibilities are undertaken:

20f7



Chief Executive is responsible for:

Ensuring that avenues are provided for staff to raise concerns without fear of any
reprisals

Determining whether a concern is serious enough to warrant an inquiry rather
than an investigation

Ensuring that confidentiality is maintained

Ensuring an appropriate response to the concern is provided

Managing concerns directly if they are with regards to the Designated Officers
Reporting to Non-Executives about concerns raised on a timely basis

Designated Officer is responsible for:

Determining with the Chief Executive whether a case is serious enough to
warrant an inquiry

Reporting all concerns and providing investigation reports to the Chief Executive
Ensuring the concern is investigated properly by the line manager/investigating
officer

Ensuring that any corrective action identified as being required following an
investigation is undertaken

Providing feedback to the line manager to allow the individual who raised the
concern to be briefed appropriately

Ensuring that confidentiality is maintained

Line Manager is responsible for:

Ensuring that avenues are provided for staff to raise concerns without fear of any
reprisals

Ensuring that staff have awareness of the Whistle Blowing Policy

Informing the Designated Officer of any concerns raised

Investigating concerns or assign an appropriate Investigating Officer to do so
Determining what appropriate corrective actions are required following the
investigation and reporting these to the Designated Officer

Providing feedback to the individual who raised the concern with what the
outcome is of the investigation

Ensuring that confidentiality is maintained

Employee is responsible for:

Raising concerns, as defined as a ‘public interest’ concern to the employer as
defined under the act that relate to the health service and the associated
organisation and delivery of care.

4. PROCESS - HOW TO RAISE A CONCERN

4.1

Concerns should in all cases be raised internally with management in line with
this procedure, and employees are invited to involve their Trade Union
representative, Professional Association or a colleague to support them in doing
so throughout the process outlined.

If two or more people share the same concern, the concern should be raised
separately and not discussed further between whistleblowers.
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4.2

4.3

4.4

N.B. The term Manager/Line Manager is generic and includes all clinicians with
responsibility for staff and also groups of staff with supervisory roles.

The employee or their representative should put their concern to their line
manager, or if they are absent, to their deputy, either verbally or in writing.
Alternatively, the employee can raise their concerns with a designated officer
under this policy, if they do not feel that it is appropriate to contact their line
manager. The following people have been identified as designated officers for
raising concerns under this policy; Deputy Associate Medical Directors, Trust
Directors and Trust Non-Executives.

Letters and envelopes should be clearly marked “Private and Confidential,
addressee only” and should include any dates and times of incidents and the
names of any witnesses in order for a proper investigation to be carried out.
Employees may wish to keep a copy of the letter for future reference.

If the concern relates to unsafe practice, an incident or accident, or is connected
with Health and Safety, the employee should complete an incident form at the
same time.

In the case of disclosure on alleged fraud and corruption the Chair of the Audit
Committee, the Counter Fraud Specialist and External Auditors will be informed.

In the case of disclosure on professional issues or unsafe practice the relevant
professional head will be notified.

The recipient will acknowledge the employees’ letter within 5 working days from
its receipt. A copy of this response, together with the employees’ letter will also
be sent to a designated officer.

Investigation

4.5

4.6

On receipt of the letter an appropriate investigating officer will be nominated to
undertake a thorough investigation into the issue(s) raised. Where at all possible
the nominated investigating officer will be outside of the line management
structure. The identity of the individual who raised the concern will be kept
confidential, in so far as possible, if he or she wishes. The designated officer will
report to the Chief Executive who will be responsible for the commission of any
further investigation within the Trust should it be deemed necessary.

On completion of the investigation, the nominated investigating officer will
compile a report detailing the nature of the allegation, the investigation findings
and recommendations for any corrective actions that are required, or reasons
why no actions are recommended. This report will be forwarded to an
appropriate designated officer for consideration.

The line manager will then arrange a meeting with the whistleblower to give
feedback on any proposed action plans to address the concerns raised or
reasons why no action has been taken. (This will not include details of any
disciplinary action, which will remain confidential to the individual concerned).
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4.7

4.8

4.9

4.10

The designated officer will discuss with the investigating officer to allow the line
manager to give a response within a reasonable and practicable timeframe from
receipt of the employees’ letter.

If the result of the investigation is that there is a case to be answered by any
individual, the Trust’s Disciplinary Policy will be used.

Where there is no case to answer, but the employee held a genuine concern and
was not acting maliciously, the designated officer should ensure that the
employee suffers no reprisals.

Only where false allegations are made maliciously, will it be considered
appropriate to act against the whistleblower under the terms of the Trust's
Disciplinary Policy.

If the whistleblower is not satisfied with the outcome of the investigation, The
Trust recognises the lawful rights of employees and ex-employees to make
disclosures to prescribed persons (such as the Health & Safety Executive, the
Audit Commission, or the utility regulators, or, where justified, elsewhere).

Inquiries

411

412

5.

If the concern raised is very serious or complex, an inquiry may be held. This will
be decided by a designated officer and/or the Chief Executive.

The Trust recognises the contribution the Trade Union(s) can make to an inquiry,
and agrees to consult with the Trade Union(s) about the scope and details of the
inquiry, including the implementation of the recommendations of the inquiry. The
Trust recognises that in many cases it will be desirable that a Trade Union(s)
representative will be appointed to the panel of the inquiry.

FURTHER PROVISIONS

Confidentiality

5.1

5.2

5.3

All concerns will be treated in the strictest confidence and every effort will be
made not to reveal the identity of the employee raising the concern, if they so
wish. At the appropriate time, however, the employee may need to come forward
as a witness and can be supported by a colleague or Trade Union
representative.

Where an individual does not wish to come forward as a witness the Trust retains
the right to pursue the matter further but respecting the anonymity of the
individual. The Trust encourages staff to put their name to allegations whenever
possible.

Concerns expressed anonymously are much less powerful but will be considered
at the discretion of the Trust. In exercising this discretion the factors to be taken
into account would include:

o the seriousness of the issues raised

o the credibility of the concern

50f7



5.4

o the likelihood of confirming the allegation from attributable sources.

The confidentiality undertaken in an employee’s Statement of Main Terms and
Conditions does not prevent a member of staff from making a disclosure under
the ‘Public Interest Disclosure Act, 1999'.

Complaints about the Designated Officers or the Chief Executive

5.5

If exceptionally the concern is about the designated officers this should be raised
with the Chief Executive. If about the Chief Executive, this should then be made
to the Chairman of the Trust, who will decide on how the investigation will
proceed. This may include an external investigation.

Raising concerns with outside bodies

5.6

5.7

In certain circumstances an employee may feel compelled to make a wider
disclosure to an external organisation without first adhering to the internal
reporting outlined above. Disclosures made to other parties will only be
‘protected’ under the Act if there is a reasonable reason for the employee failing
to follow the correct internal reporting procedure and where the employee has a
genuine belief that:
o they were to disclose the matter to the employer they would be subject to
a detriment
e evidence relating to the subject matter of the disclosure would be
concealed or destroyed if disclosure is made to the employer
¢ the employee has already made a disclosure to their employer

Therefore, advice may be sought from Trade Union representative, Professional
Association or the Public Concern at Work (PCaW) Helpline on 0207 404 6609 or
on www.pcaw.co.uk, before making such a disclosure. PCaW is a charity
dedicated to advising both employers and employees to raise concerns about
public interests at work.

Employees who feel unsure about whether or how to raise a concern, or want
confidential advice can contact the independent charity PCaW as outlined above
or e-mail helpline@pcaw.co.uk.

Free information and advice can also be obtained from the Advice, Conciliation
and Arbitration Service (ACAS) on 08457 474747.

It may be more appropriate to report a matter to another organisation. Other
organisations concerned with standards in the NHS include:
e Audit Commission for local authorities and the NHS in England and
Wales — 0207 828 1212
e Health & Safety Executive — 0207 717 6000
e NHS Fraud & Corruption Reporting Line — 0800 028 4060 (Monday to
Friday 08:00 — 18:00)
Public Concern at Work and ACAS can advise on the circumstances when it is
more appropriate to contact an outside body.
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6. MONITORING AND REVIEW

The responsibility for ensuring this Policy is fully implemented lies with all
Managers/Heads of Departments within the Trust.

The Director of Human Resources will monitor the effectiveness of the policy and it will
be amended through JNC, as required. The policy will be reviewed at 3 yearly intervals
or as the law necessitates.

Date of Agreement With JNC:
Date of Approval By Integrated Governance:

Date of Review: Dec 2007
Date of Next Review: Dec 2010
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Enclosure 4

THE DUDLEY GROUP OF HOSPITALS NHS TRUST

Report to: The Trust Board February 2008
Report by:  The Nursing Director

Subject: NHS Inpatient Survey 2007

Summary

This paper provides a report on the findings of the NHS Inpatient Survey 2007
undertaken by the Healthcare Commission. Picker Europe carried out the survey on
our behalf.

There are a number of improvements from the Inpatient Survey of 2006.

There were 21 areas where our performance was significantly better than the Picker
average in 2007. There were only 3 areas in 2006.

There were 11 areas where our performance was significantly worse than the Picker
average compared to 13 areas in 2006.

The Trust Board is asked to:

¢ Receive the report for information
e Approve the approach to action planning
e Determine when the action plan is to be submitted to the Trust Board

Background

850 patients who had been in Russells Hall Hospital in July 2007 were surveyed in
October and November as part of the national survey undertaken by the Healthcare
Commission. The results from this survey are taken into consideration in the HCC
Annual Healthcheck.

Issues for consideration

Of the 850 patients in the original sample, 501 questionnaires were completed giving
a response rate of 59.7% (the average response rate is 54.1%).

A summary of the results is attached at Appendix 1.

These are the problem scores i.e. the % of respondents for whom there was
incomplete satisfaction with the service, aspects of care or treatment provided.
There were a number of questions that were not asked this year that had been asked
in previous years and some questions that were worded differently.

There is a comparison of our scores with the previous NHS surveys held in 2004,
2005 and 2006 including the additional survey the Trust commissioned in 2006.

In addition, there is a comparison with the average score of the Trusts who used
Picker as their survey provider. However it should be noted that the comparison will
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eventually be made with all Trusts but the date when the HCC releases this report is
not known.

The table at Appendix 1 also shows 21 areas where we were better than the Picker
average. This includes:

B2 & B4 Number of patients being upset by being on a mixed sex ward sharing
sleep area with opposite sex.

B6 Hospital patient using bath or shower area who shared it with opposite
Sex.

B7 & B8 Patients being bothered by noise.
B9 & B10 Cleanliness of environment.

C3 Doctors talking in front of patients.

D2 & D3 Nurses - confidence and trust - talking in front of patients.

D5 Nurses - knowing enough about condition and treatment

E3, 6 &7 Care - information given on condition and treatment, privacy when
discussing condition and treatment and being examined.

F8 Surgery — results explained in a clear way.

G6, G8 Discharge — information on purpose of medication, now to take

G10 & G12 medication, danger signals to look for and who to contact on discharge.

J2 & J3 Overall — doctors and nurses working together

- Rating of care.

The table at Appendix 1 also shows the 11 areas where the Trust was significantly
worse then the Picker average.

A8 Emergency Department — order in which patients seen was not fair.

A11 Emergency Department — wait 4 hrs or more for admission to bed on a
ward.

A13 Planned Admission: not given choice of admission date

A17 Planned Admission: not given printed information about the hospital.

B5 Hospital: patients in more than one ward, sharing sleeping area with
opposite sex.

B12 Hospital: nowhere to keep personal belongings safely.

B13 Hospital: food was fair or poor.

B14 Hospital: not always healthy food on hospital menu.

D4 Nurses: sometimes, rarely or never enough on duty.

G13 Discharge: did not receive copies of letters sent between hospital
doctors and GP.

J5 Overall: not asked to give views on quality of care

Action Planning

Communication and information giving — A17, G13

The focus from last years results was on communication and information giving and
there has been some improvement in the results. However, further work needs to be
done in relation to:

e Giving written information about the hospital to planned admissions. The “Your
Stay in Hospital” Booklet has just been updated. Mechanisms for ensuring it gets
to all patients must be introduced.

o Action to ensure patients receives copies of letters sent between hospital doctors
and GPs.



Perceptions about waiting — A11

Although there has been a very slight improvement over last years scores, this is still
to be improved on.

Perceptions about food and nutrition — B13, B4

This has been highlighted as an area where the Trust is significantly worse than
average for several years and is still to be improved on.

Nowhere to keep personal belongings safe — B12
This is a new element of the survey and will need to be addressed.

Perceptions of numbers of nursing staff — D4

There has been no change in the perceptions of patients for the last 3 years and the
Trust continues to be significantly worse than other Picker Trusts.

Not given choice of admission date — A13

The perception of patients has deteriorated during the last 2 years.

Patients in more than one ward sharing sleeping area with opposite sex — B5

This is a new area of questioning.

Not asking patients to give views on quality of care — J5

There has been no real change over the last 3 years.

This paper is being presented to the Operations Management Team for them to
consider the findings and determine the actions that need to be taken particularly in
these areas to make improvements.

Recommendation
The Board is asked to:
e Receive the report for information.

e Approve the approach to action planning.
e Determine when the action plan is to be submitted to the Trust Board.



Appendix 1

Problem Scores

(The % respondents for whom there was incomplete satisfaction with the service, aspect of

care, or treatment provided).

Problem

Trust
2004

Trust
2005

Trust
commissioned
2006

Trust
2006

Trust
2007

Picker

2007

2007
Improvement
on Trust
performance
in 2006

A8

ED order in which
pts seen not fair

N/A

11

A9

ED not enough/to
much info about
condition &
treatment

56

27

19

33

25

22

Improvement

A10

ED not enough
privacy when
examined or
treated

23

24

27

22

22

Improvement

A11

ED waited 4 hrs for
admission to bed
on ward

56

50

55

42

26

Significant
worse than
average 1

A12

Planned admission
not given choice of
hospital for first
appointment with
Specialist

82

17

11

N/A

64

65

Average

A13

Planning
admission not
given choice of
admission
Date

71

74

63

70

64

Significantly
worse than
average |

A15

Planned admission
should have been
admitted sooner

27

25

21

27

24

A16

Planned
admission:
admission date
changed by
hospital

19

17

13

21

19

A17

Planned
admission: not
given printed
information about
the hospital

42

37

39

N/A

25

19

A18

Planned
admission: not
given printed
information about
condition

32

35

30

N/A

31

26

A19

Admission had to
wait long time to
get room/ward bed

26

42

38

42

25

28

A20

Admission: no
explanation for
wait in getting to
room/ward

39

45

42

N/A

46

51

B3

Hospital patient in
mixed sex ward

44

22

24

N/A

N/A

B4

Hospital: upset by
being on mixed
sex ward

33

28

29

N/A

14

28

Better than
average 1




B2 Patient sharing 22 14 22 Significantly
sleeping area with better than
opposite sex Picker av

B7 Hospital: bothered | 32 31 30 32 25 36 Significantly
by noise at night better than
from other patients Picker av.

B8 Hospital: bothered | 13 16 14 15 14 20 Significantly
by noise at night better than
from staff Picker av.

B9 Hospital: 8 6 5 4 4 7 Significantly
room/ward not better than
very clean Picker av.

B10 | Hospital toilets not | 10 8 6 6 6 11 Significantly
very clean better than

Picker av.

B11 | Hospital: felt 4 4 Not included
threatened b y previously
other patients

B12 | Nowhere to keep 74 67 Not included
belongings safely previously

and
significantly
worse than
Picker av.

B13 | Hospital: food was | 53 49 45 53 48 44 Significantly
fair or poor worse than

Picker av.

B14 | Hospital: not 44 46 26 43 34 Significantly
always healthy worse than
food on menu Picker av. |

C1 Doctors: didn'’t 31 39 34 34 28 31 T
always get clear
answers to
questions

C2 Doctors: didn'’t 22 26 24 21 16 19 T
always have
confidence and
trust

C3 Doctors: talk in 29 30 26 29 22 27 Significantly
front of you as if better than
you’re not there Picker av. 1

C4 Doctors: didn'’t 35 40 36 N/A 48 47
always get chance
to talk to when
needed

C5 Doctors: 10 14 13 N/A 9 12
some/none knew
enough about
condition/treatment

Cc6 Doctors: didn'’t 20 18 23 19 18 T
always remember
to wash or clean
hands before
touching patients

D1 Nurses: didn’t 29 36 30 35 30 34 T
always get clear
answers to
guestions

D2 Nurses: didn’t 24 35 27 26 21 26 Significantly
always have better than
confidence and Picker av. 1
trust

D3 Nurses: talk in 16 23 2123 17 21 Significantly
front of you as if better than
you're not there Picker av. 1




D4

Nurses:
sometimes, rarely
or never enough
on duty

41

59

51

53

48

42

Significantly
worse than
Picker av. |

D5

Nurses:
some/none knew
enough about
condition/treatment

13

24

22

N/A

11

18

Significantly
worse than
Picker av. |

D6

Nurses: didn’t
always wash or
clean hands
between touching
patients

28

19

20

20

21

E1

Care: staff
contradict each
other

28

41

34

34

31

33

E2

Care: wanted to be
more involved in
decisions

52

54

50

49

45

47

E3

Care: not enough
info given re
conditions and
treatment

19

27

26

22

16

20

Significantly
better than
Picker av. 1

E4

Care: not enough
chance for family
to talk to doctors

39

48

41

61

57

54

E5

Care: couldn’t
always find
member of staff to
discuss concerns
with

34

41

37

58

60

58

E6

Care: not always
enough privacy
when discussing
condition or
treatment

33

29

31

30

26

30

Significantly
better than
Picker av. t

E7

Care: not always
enough privacy
when being
examined or
treated

13

13

12

14

12

Significantly
better than
Picker av.

E9

Pain: more than 15
mins to get
medicine

14

23

20

N/A

26

27

E10

Care: didn’t always
get help in getting
bathroom when
needed

33

E11

Care: more than 5
mins to answer call
button

16

10

26

14

14

E13

Tests: results not
explained well or
at all

45

56

51

28

46

45

F2

Surgery: risks and
benefits not fully
explained

23

25

18

19

17

17

F3

Surgery: what
would be done
during op not fully
explained

23

34

23

26

23

23

F4

Surgery: questions
not fully answered

18

26

17

24

21

23

F5

Surgery: not told
fully how could
expect to feel after

54

49

41

44

39

42




op or procedure

F7

Surgery:
anaesthetist did
not fully explain
how would be put
to sleep or control
pain

20

15

15

15

15

F8

Surgery: results
not explained in
clear way

38

48

33

37

27

33

Significantly
better than
Picker av. 1

G1

Discharge: did not
feel involved in
decisions about
discharge from
hospital

G2

Discharge: was
delayed

34

40

44

49

36

37

G4

Discharge:
delayed by 1 hour
or more

82

88

87

83

84

83

G5

Discharge: not
given written or
printed information

33

42

40

N/A

33

37

G6

Discharge: not fully
told purpose of
medication

16

20

17

20

16

19

Significantly
better than
Picker av.

G7

Discharge: not fully
told side effects of
medications

44

52

45

52

46

46

G8

Discharge: not told
how to take
medication clearly

14

17

Significantly
better than
Picker av.

G9

Medicines: not
given completely
clear written
information

48

41

35

31

31

G10

Discharge: not fully
told of danger
signals to look for

Ly

46

44

48

39

a4

Significantly
better than
Picker av.

G11

Discharge: family
not given enough
info to help

34

44

39

62

49

53

G12

Discharge: not told
who to contact if
worried

16.5

23

23

25

17

22

Significantly
better than
Picker av.

G13

Discharge: did not
receive copies of
letters between
hospital doctors
and GPs

69

69

68

72

52

Significantly
better than
Picker av.

J1

Overall: not treated
with respect or
dignity

22

28

24

25

21

1

J2

Overall: doctors
and nurses
working together
poor or fair

14

Significantly
better than
Picker av.

J3

Overall: rating of
care poor or fair

14

1"

Significantly
better than
Picker av.

J4

Overall: would not
recommend this
hospital to family
and friends

10

13

N/A

J5

Overall: not asked
to give views on

89

85

87

84

87




quality of care

J6

Overall: no
posters/leaflets
seen explaining
how to complain
about care

46

45

J7

Overall: wanted to
complain about
care received.

J8

Overall: not given
enough info on
how to complain

67

85

K8

Religious beliefs:
not always
respected by
hospital staff

11

10

K9

Religious beliefs:
not always able to
practice in hospital

10

16




Enclosure 5

THE DUDLEY GROUP OF HOSPITALS NHS TRUST
Report to: The Trust Board Thursday 28" February 2008 (public meeting)
Report by: The Nursing Director

Subject: Integrated Governance

Summary
The purpose of this report is
e to present the revised governance Strategy to the Trust Board for
approval (See Appendix 1)
e to confirm with the Trust Board the timescale for making the
declaration to the Healthcare Commission for the Annual Healthcheck

Back ground

Following the feedback from Board to Board meeting with Monitor the trust
agreed to review and revise the Governance strategy to incorporate a revised
Controls Assurance Framework. This seeks to capture Gaps in Control and
Gaps in Assurance. In addition the revised strategy has been updated to take
account of the changes needed for becoming a foundation trust and an
updated risk management policy and procedures.

The Annual healthcheck declaration must be submitted by the 30" April 2008
It is therefore proposed to follow the following

Trust Board March 27"~ Draft declaration to be considered
Trust Board April 24™ — Final declaration to be agreed
Final Declaration to be made April 25™

Declaration to be sited on the web site before April 30™

The Trust Board is asked to approve the Governance Strategy and the
timetable for the Annual Healthcheck declaration
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THE DUDLEY GROUP OF HOSPITALS NHS TRUST

INTEGRATED GOVERNANCE STRATEGY

1. BACKGROUND

The NHS and Community Care Act 1990 and subsequent regulations set out the
legal framework within which the Trust operates. Since 1997 Chief Executives of
Trusts have been required, as Accountable Officers, to sign an assurance statement,
the Statement on Internal Control (SIC), on behalf of the Board to assure
‘stakeholders’ on the robustness of internal financial controls. Stakeholders include
patients, relatives and carers, the public and partner NHS organisations. In 1999 this
duty expanded beyond financial assurance to the production of a SIC covering wider
organisational controls, including risk management.

Also, the 1999 Health Act placed a statutory duty of quality upon NHS Trusts.
Clinical governance is the framework by which the Trust fulfils this duty. Trust
Boards are now encouraged to develop integrated governance to ensure that
decision-making is informed by intelligent information covering the full range of
corporate, financial, clinical and information governance. Integrated governance will
better enable the Trust Board to take a holistic view of the organisation and to fulfill
its capacity to meet its legal and statutory requirements and clinical, quality and
financial objectives.

2. INTRODUCTION

Integrated Governance is defined as: Systems, processes and behaviours by
which the Trust will lead, direct and control its functions in order to achieve
organisational objectives, safety and quality of service in which it relates to
patients and carers, the wider community and partner organizations.

Integrated Governance provides linkages between financial management, clinical
governance, risk management, and information governance and enables the Board
to work more corporately and deliver objectives in a coherent way and govern
effectively.

The Trust has a statutory responsibility to: -

e Produce business plans (Local Delivery Plans)

e Ensure that quality of care is delivered that meets standards laid out in statute
— Standards for Better Health

o Meet National Targets

e Achieve financial balance and have annual financial plans with monthly
monitoring arrangements

e Have an Assurance Framework and ensure there are effective systems in
place for governance, essential for the achievement of its strategic objectives
and to underpin its SIC



The purpose of this strategy is to:

o Describe the integrated governance arrangements and processes in the Trust
and how these are evolving to meet the requirements of Monitor as a
Foundation Trust

¢ Define the roles and responsibilities of key officers/ groups and the
relationship between them

e Ensure that the Trust complies with its statutory responsibilities

o Develop an integrated approach to corporate and clinical governance, which
embraces financial, organisational and clinical risk management and which is
linked to the Trust’s cycle of business

e Develop an open culture of learning and risk management across both
corporate and clinical activity to ensure effective organisational and clinical
performance

e Ensure that all staff are involved in and take responsibility for relevant aspects
of governance through individual and team based performance objectives

e Provide a basis for performance measurement and management

This Integrated Governance Strategy and arrangements are reviewed annually to
ensure they reflect current NHS guidance and requirements and meet the local
needs of the Trust and the population it serves.

This document is made available to all staff within the organisation, partner
organisations and the public.

3. OPERATIONAL AND STRATEGIC ACCOUNTABILITY
3.1 The Role of the Board
The role of the Trust Board is defined as: -

e Collective responsibility for adding value to the organization by promoting the
success of the organisation by directing and supervising the Trust’s affairs

e Leadership and control by providing active leadership of the organisation
within a framework of prudent and effective controls which enable risk to be
assessed and managed

e Looking ahead by setting the Trust’s strategic aims, ensuring that the
necessary financial and human resources are in place for the Trust to meet its
objectives and by reviewing management performance

e Setting and maintaining values by setting the Trust’s values and standards
and ensuring that its obligations to patients, the local community and the
Secretary of State are understood and met

The Code of Accountability issued by the Secretary of State (1994) sets out the
corporate role of the Board. The Trust Directors have explicitly subscribed to this
Code and to the Code of Conduct (2004). The Board is also taking account of the
FT Code of Corporate Governance the Compliance Framework 2006 and the
Intelligent Board (Monitor 2006).



In ensuring that the organisation consistently follows the principals of good
governance applicable to NHS organisations, the Board of Directors has
responsibility for:

Providing active leadership of the NHS Foundation Trust within a framework
of prudent and effective controls which enables risk to be assessed and
managed
Ensuring compliance by the NHS Foundation Trust with its Terms of
Authorisation, its constitution, all relevant statutory requirements and
contractual obligations
Setting the NHS Foundation Trust’s strategic aims, taking into consideration
the views of the Board of Governors, ensuring that the necessary financial
and human resources are in place and that its meets it objectives and reviews
management performance
Ensuring the quality and safety of healthcare services, education, training and
research it delivers and applying the principles and standards of clinical
governance set out by the Department of Health, the Healthcare Commission
and other relevant NHS bodies. It should also ensure that the NHS FT
exercises it functions effectively, efficiently and economically.
Setting the Foundation Trust’s values and standards of conduct and ensuring
that it obligations to it members, patients and other stakeholders are
understood and met.
Making available a statement of the objectives of the Foundation Trust
showing how its intends to balance the interests of patient, local community
and other stakeholders
Reporting on its approach to clinical governance and its plan for the
improvement of clinical quality in accordance with guidelines set by the
Department of Health, the Healthcare Commission and Monitor
Confirming
o For clinical quality - that it is satisfied that to the best of its knowledge
and using its own processes it has and will keep in place effective
arrangements for the purpose of monitoring and continually improving
the quality of healthcare provided to its patients
o For service performance - that plans are in place to ensure compliance
with all existing national core standards and targets and a commitment
to comply with all known core standards and targets due to come into
force within the following 12 months
0 For other risk management processes that -
= Allissues and concerns raised by external audit and external
assessment groups have been addressed and resolved or
action plans are in place to address the issues in a timely
manner
= All recommendations made by the Audit committee are
implemented in a timely and robust manner
= All necessary planning, performance and risk management
processes are in place to deliver the annual plan
= A Statement of Internal control is in place and the Trust is
compliant with the risk management assurance framework
requirements that support the SIC pursuant to most up to date
guidance



3.2

= All key risks to compliance with the authorization have been

identified and addressed.
o For other matters —

= that it maintains its register of interests and can specifically
confirm that there are not material conflicts of interest in the
Board

= that all directors are appropriately qualified to discharge their
functions effectively, including setting strategy, monitoring and
managing performance and ensuring management capacity and
capability

» The selection process and training programmes in place to
ensure that the Non-executive Directors have appropriate
experience and skills

» The management team have the capability and experience
necessary to deliver the annual plan

» The management structure is in place to deliver the annual plan
objectives for the next three years

Role of the Trust Chairman

The role of the Trust Chairman is to: -

3.3

Lead the Board of Directors and the Council of Governors, ensuring its
effectiveness on all aspects of its role and setting its agenda and ensuring the
two work together effectively

Ensure the Board of Directors and Council of Governors receive accurate,
timely and clear information and that it is appropriate to their respective duties
Ensure effective communication with staff, patients the public and
stakeholders

Facilitate the effective contribution of non executive directors and ensure
constructive relationships between executive and non executive directors and
between the Board of Directors and the Council of Governors

Role of the Non Executive Directors

Non-executive directors have a particular responsibility for encouraging the cultural
change that is needed to ensure the full engagement of patients, staff and local
communities and to provide independent scrutiny of the work of the organization and
to hold executive directors to account for their performance. Their responsibilities
cover: -

Strategy - by constructively challenging and contributing to the development
of strategy

Performance- through scrutiny of the performance of management in meeting
agreed goals and objectives and monitoring of the reporting of performance
Risk - by satisfying themselves that financial, clinical and other information is
accurate and that suitable controls and systems of risk management are
robust and defensible

People - by determining appropriate levels of remuneration of executive
directors and having a prime role in appointing, and where necessary
removing, senior management and in succession planning



e Accountability - Non-executive directors are appointed by the NHS
Appointments Commission on behalf of the local community. They, therefore,
have a responsibility for ensuring the Board acts in the best interests of the
public and is fully accountable to the public for the services provided by the
Trust and for the public funds it uses

3.4 Role of the Chief Executive

The Chief Executive helps to create the vision for the Board and the Trust to
modernise and improve services. He/she is responsible for ensuring that the Board
is empowered to govern the Trust and that the objectives it sets are accomplished
through effective and properly controlled executive action.

The Chief Executive’s roles and responsibilities cover: -

e Leadership - by helping to create the vision for the Board and the organisation
to modernise and improve services, with the skill to communicate this vision to
others and the ability to empower them to deliver the Trust’s agenda

e Delivery planning- by ensuring that the Board has sufficient information to
agree the Local Delivery Plan (LDP) and/or Service Level Agreements (SLAS)
that meet the NHS Plan and other priorities and that are based on realistic
estimates of physical, workforce, financial capacity and patient and public
involvement

e Performance management- by ensuring that the Board’s plans and objectives
are implemented and that progress towards implementation is regularly
reported to the Board using accurate systems of measurement and data
management. By agreeing the objectives of the senior executive team and
reviewing their performance

e Governance- by ensuring that the systems on which the Board relies to
govern the Trust are effective. This will enable the Chief Executive to sign the
Statement on Internal Control on behalf of the Board, to state that the systems
of governance, including financial governance and risk management, are
properly controlled.

e Accountability- to the Board for meeting their objectives and, as Accountable
Officer, to the Chief Executive of the NHS for the performance of the Tr