Great Ormond Street [\'/7&3
Hospital for Children

NHS Foundation Trust
Meeting of the Trust Board
27" June 2012
Dear Members
There will be a public meeting of the Trust Board on Wednesday 27" June 2012 commencing at
2:30pm in the Charles West Room, Paul O’Gorman Building, Great Ormond Street, London,
WC1N 3JH.

Company Secretary
Direct Line: 020 7813 8230

Fax: 020 7813 8218
AGENDA
Agenda Item Presented by Authors
STANDARD ITEMS
1. Apologies for absence Chair

Declarations of Interest

The Chair and members of this meeting are reminded that if they have any pecuniary interest, direct or indirect, in
any contract, proposed or other matter which is the subject of consideration at this meeting, they must, as soon as
practicable after the commencement of the meeting disclose that fact and not take part in the consideration or
discussion of the contract, proposed contract or other matter, nor vote on any questions with respect to it.

2. Minutes of Meeting held on 30™ May 2012 Chair K
3. Matters Arising / Action point checklist Chair L
4. Chief Executive’s Update Chief Executive Verbal

e Timetable for departure of Chief Executive
e ICU Review

Update on Safe and Sustainable Reviews
Results of Monitor’s Quarter 4 monitoring
e Morgan Stanley Opening

5. Clinical speciality presentation — Neurodisability Dr Alison Salt, Consultant M
in Neurodisability and

Sarah Dobbing, General
Manager, Neurosciences

6. Quality, Safety & Transformation Update Co-Medical Director (ME) N
UPDATES
7. Performance Report (May 2012) Chief Operating Officer @]
8. Finance and Activity Report (May 2012) Chief Finance Officer P
9. Annual PPl and PALS report 2011/12 Chief Nurse and Director Q
of Education
10. | Update on progress with research strategy and Director of Research and
UCLP research Innovation
11. | Update on revalidation of doctors Co-Medical Director (BB) S

12. | Management Board minutes from April 2012 Chief Executive T




13. | Trust Board Members’ Activities Chair

14. | Consultant Appointments Chair

15. | Annual Health and Safety Report Chief Executive U

16. | UCL Partners’ Update — May 2012 Chief Executive Vv

17. | Any Other Business

(Please note that matters to be raised under any other business should be notified to the
Company Secretary before the start of the Board meeting.)

18. | Next meeting

The next Trust Board meeting will be held on Wednesday 25" July 2012 in the Charles West
Room, Level 2, Paul O'Gorman Building, Great Ormond Street, London, WC1N 3JH.
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Great Ormond Street [\'/7&3
Hospital for Children

NHS Foundation Trust

DRAFT Minutes of the meeting of Trust Board held on
30™ May 2012

Present
Baroness Tessa Blackstone Chairman
Ms Yvonne Brown Non-Executive Director
Dr Barbara Buckley Co-Medical Director
Professor Andy Copp Non-Executive Director
Dr Jane Collins Chief Executive
Ms Fiona Dalton Chief Operating Officer
Professor Martin Elliott Co-Medical Director
Mr David Lomas Non-Executive Director
Ms Mary MacLeod Non-Executive Director
Mrs Liz Morgan Chief Nurse and Director of Education
Mrs Claire Newton Chief Finance Officer
Mr John Ripley Non-Executive Director
Mr Charles Tilley Non-Executive Director

In attendance

Ms Chris Caldwell Assistant Director of Education and
Organisational Development

Dr Anna Ferrant Company Secretary

Miss Victoria Goddard Trust Board Administrator (minutes)

Mr William McGill Director of Redevelopment

*Denotes a person who was present for part of the meeting

430 Apologies for absence

430.1 There were no apologies for absence received.

431 Declarations of interest

431.1 No declarations of interest were received.

432 Minutes

432.1 The minutes from the meeting of 25™ April 2012 were approved with no
amendments.

433 Matters arising and action checklist

433.1 Minute 327.7 — Dr Jane Collins, Chief Executive confirmed that priorities

were discussed at the Executive Away Day. It had been agreed that
achievement of CRES was the primary concern. Other priorities were
implementation of phase 2B, the improvement of Research and Innovation
Income and the implementation of recommendations arising from the ICU
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434.9

434.10

434.11

Review.
Chief Executive Update

Dr Jane Collins reported that a presentation of the Intensive Care Review
would be received in the confidential session. She confirmed that the report
had been circulated to the Board.

Dr Collins reported that the staff within ICU and around the hospital would be
presented with the findings in the week commencing 11" June.
Recommendations would be discussed and this would be led by Mrs Liz
Morgan, Chief Nurse and Director of Education and Professor Martin Elliott,
Co-Medical Director.

Dr Collins confirmed that a Members’ Council Development Session had
taken place earlier in May. She stressed the importance of the Board and
Members’ Council working together and suggested that Councillors were
invited to public Board meetings. The Board agreed.

Action: Dr Anna Ferrant, Company Secretary to ensure that Councillors are
invited to future public sessions of the Trust Board.

Ms Mary MacLeod, Non Executive Director explained that she had spoken to
lan Lush, Lead Councillor and it had become clear that there was some
confusion around the nature of Councillors’ responsibilities. He had
confirmed that the training received by Councillors had been helpful. Ms
MacLeod added that discussions were on-going with Dr Collins to create a
programme of joint workshops with the Trust Board.

It was agreed that Baroness Blackstone, Chair would have lunch with lan
Lush to provide an informal environment for a discussion of the Councils’
role.

Action: Baroness Blackstone to meet informally with the lead councillor to
discuss the role of the Council and how it will work with the Board in the
future.

Dr Collins reported that a meeting of the Joint Committee of Primary Care
Trusts looking at Cardiac Surgery was scheduled to take place on 4™ July
with preliminary meetings taking place prior to that date. She noted that it
was likely that a decision would be recommended at that meeting.

Dr Collins reported that she and the Chief Operating Officer had met with the
Cardiac Team who would be actively engaged and part of the
Communications plan.

It was confirmed that Safe and Sustainable had designated four
Neurolsurgery centres for epilepsy surgery and that GOSH had been
described as the ‘lead centre’. Dr Collins added that Professor Helen Cross
and Mr William Harkness would take on a national role in supporting other
centres to develop.

It was noted that it would not be possible for the Trust to carry out all
Epilepsy assessments for London and the South East and that these would
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be taking place in partnership with Kings College Hospital where good
relationships were already in existence.

NHS and Foundation Trust Final Accounts and Annual Reports

Mr Charles Tilley, Non Executive Director and Chair of the Audit Committee
confirmed that the Audit Committee had considered both NHS and
Foundation Trust accounts. He reported that a positive report had been
received from external auditors, Deloitte, in respect of the financial accounts.
He confirmed that issues discussed in Deloitte’s report were around changes
in the treatment of donated assets and very small, non-material errors
around the cut off between months for NHS and Foundation Trust reporting.

It was confirmed that Mr Tilley had taken part in a confidential meeting with
the auditors and all issues were dealt with satisfactorily.

The Board thanked the finance team for producing two excellent sets of
Annual Accounts.

It was reported that Deloitte had agreed that the annual accounts be formally
signed off.

Mr Tilley confirmed that the Audit Committee was able to recommend both
the accounts and representation letter to be approved by the Board.

It was agreed that a number of minor amendments in relation to the Annual
Reports would be discussed outside the meeting.

It was agreed that the statement on directors’ independence be revised to
accurately reflect that all directors were viewed as independent.

It was agreed that the statement around staff witnessing errors and near
misses be reworded to accurately reflect the findings from the staff survey

Action: Dr Anna Ferrant to make the above amendments to the Foundation
Trust Annual Report.

Mr David Lomas asked why the number of incidents was not reducing.

Professor Elliott confirmed that the Trust had encouraged the reporting of
incidents and for this reason, reporting numbers remained high.

Mr John Ripley, Non Executive director stressed that this should be captured
in the report.

Action: Dr Anna Ferrant to ensure that explanation is given within the
Annual Report as to why the number of incidents is increasing.

The Board approved the NHS and Foundation Trust Annual Accounts and
Annual Reports.

The Board authorised Dr Jane Collins to sign the letter of representation.
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The Board thanked the Company Secretary for her excellent work to produce
two annual reports within such a tight time frame.

Quality Account

Professor Martin Elliott, Co-Medical Director reported that the Quality
Strategy had been revised to ensure it fitted well with the Quality Account. He
confirmed that of 15 priorities for improvement, 13 had been completed in the
previous Quality Account. He confirmed that there were still improvements to
be made in the areas of food and communication.

Professor Elliott confirmed that Deloitte had reviewed the data and were
comfortable with what had been provided with the exception of the data on
discharge summaries, where dates were not always recorded when each
discharge summary was sent.

Mr Charles Tilley reported that the Auditors confirmed they were happy to
sign the report.

Ms Mary MacLeod, Chair of the Clinical Governance Committee confirmed
that the Committee had received a previous draft of the Quality Account and
had provided comments.

The Board thanked Mr Robert Burns, Deputy Chief Operating Officer and Ms
Lisa Davies for their work to develop the report.

Ms Yvonne Brown, Non Executive Director asked for a steer on the timeline
for recruiting a member of staff to address issues of tissue viability.

Mrs Liz Morgan reported that the post had been difficult to appoint to. She
added that an action plan was in place to address tissue viability issues.

It was agreed that ‘numbers increased as the dedicated staff post became
vacant’ would be removed to ensure that a link was not created to the
number of pressure sores as Mrs Liz Morgan confirmed there was no
evidence of such a link.

Action: Dr Anna Ferrant to remove the wording ‘numbers increased as the
dedicated staff post became vacant’ to ensure that a link was not created
around the number of pressure sores

The Quality Account was approved subject to the above amendment.

Audit Committee Annual Report

Mr Charles Tilley, Chair of the Audit Committee confirmed that the committee
was comfortable with the comprehensive content of the report. He added that
amendments should be made around highlighting the minutes of the meeting
and making reference to the fact that work was undertaken in conjunction

with the Clinical Governance Committee.

It was added that there is a clear differentiation between the risks related to
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the Clinical Governance Committee and the Audit Committee.

Mr John Ripley confirmed that the Audit Committee was satisfied that no
gaps existed in the split of risks between the two committees.

The Board approved the report.

Draft Schedule of Reservation and Delegation of Powers

Dr Anna Ferrant , Company Secretary reported that the paper provided an
overview of the decisions reserved to the Board and other committees and
individuals. She added that it had been reviewed against Terms of
Reference, Standing Orders and Standing Financial Instructions.

It was noted that amendments had been received from the Audit Committee
in terms of removing items from the document where no decision would be
taken.

The Board approved the schedule subject to the above amendments.
Quality, Safety and Transformation Update

Professor Matrtin Elliott confirmed that the Transformation Report had been
produced by Katharine Goldthorpe, Peter Lachman and Jez Phillips. He
reported that it outlined the scope of transformational work and the ways in
which it was being embedded within the Trust.

Professor Elliott reported that overall there had been a consistent
improvement in processes.

Mr David Lomas, Non Executive Director queried what would drive the
combined harm index to increase in year.

Professor Elliott confirmed that this would happen as a result of improved
reporting around Medication Errors. He added that the giving of medication
had the potential to cause harm more than any other incident.

Ms Fiona Dalton reported that although the areas of harm shown were
decreasing, better medication error reporting was leading to the overall
increase because of the large number of drug doses given.

Mr John Ripley queried the achievement of 100% of all out patients achieving
advanced access. He stressed the importance of creating a challenging but
achievable target which could be achieved in 2012/13.

Ms Dalton reported that this metric had been discussed in detail at
Transformation Board. She confirmed that it was taking longer than
anticipated to implement.

Action: Professor Martin Elliott to consider an achievable target for
advanced access for outpatients for 2012/13.
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Performance Report

Ms Fiona Dalton reported that a further indicator had been introduced
relating to written communication with referrers and outpatients. She
confirmed that this would be considered in conjunction with discharge
summaries which were only relevant to inpatients.

It was reported that currently the average number of days between an out
patient appointment and a letter being sent was 25.4 days which was below
expectation. Ms Dalton added that in a number of clinics no letters were
being sent.

Ms Dalton then reported the following concerns:

e CVL infections had spiked due to incidents from a particular ward.
This was being discussed with the lead nurse in ICI and IPP.

e Waiting time targets were being focused on by clinical units and Ms
Dalton reported that she was confident that they would be achieved.

o PDR rates were still below expectation. Mrs Liz Morgan reported that
the education team were supporting clinical units and managers to
complete PDRs and that paper work had been refined. General
Managers would receive monthly reports on PDR levels.

Professor Andy Copp asked that quarterly trend columns be completed even
in instances where the last quarter was in the previous financial year.

Action: Ms Fiona Dalton to ensure that the quarterly trend column is
completed in all reports.

The Board noted the report.

Finance and Activity Report

Mrs Claire Newton presented the finance and activity report which
incorporated the 12 month figures to the end of March.

She reported that the Trust did not achieve its CRES targets but the EBITDA
finished close to plan as a result of sundry income.

Mrs Newton confirmed that in April planned activity levels and income were
achieved and expenditure was within the month’s budget.

She added that currently £1.8m was in dispute with commissioners and that
business cases had been delivered demonstrating the Trusts underfunding in
two services. It was confirmed that the commissioners were appealing to the
JCPCT for increased funding.

Mr David Lomas, Non Executive Director asked for a high level steer around
how the current financial year would be different from 2011/12.

The Chief Operating Officer reported that central vacancy controls were on-
going and had been rolled out to non rostered clinical staff. She added that
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Clinical Units who had not identified CRES targets would be asked to identify
posts for removal.

It was agreed that this would be discussed in detail at the next Finance and
Investment Committee.

It was agreed that a written briefing on Agenda for Change would be
provided at the next Trust Board meeting.

Action: The Chief Operating Officer to provide a written briefing on Agenda
for Change at the next Trust Board meeting in June.

Baroness Blackstone expressed some concern around the achievement of
CRES targets and the confidence around the results of the current financial
year.

Ms Yvonne Brown asked what the Trust’s position was on altering the terms
and conditions offered to staff under Agenda for Change.

Ms Dalton confirmed that currently the Trust had no plans to move away from
Agenda for Change terms and conditions. However discussions were
underway about other policies (e.g. pay protection) which would enable
future restructuring to be carried out more cost effectively.

Baroness Blackstone asked that a plan be received at the June meeting
around controlling the number of staff with increases offset with savings in
other areas.

Action: A plan to be received at the June meeting around controlling the
number of staff with increases offset with savings in other areas. In depth
discussions to take place.

The Board noted the report.
Update on Progress with Education and Training Strategy

Mrs Liz Morgan, Chief Nurse and Director of Education reported that good
progress was being made against the action plan with the majority of staff
having accessed training over and above statutory and mandatory training
requirements.

She confirmed that significant work had been undertaken to reduce the
length of time staff were required to take part in face to face education.

It was noted that the education team had been restructured to create one
cohesive team which had reduced the number of staff. Links with Clinical
Units were being strengthened to ensure staff were being training in the most
appropriate way.

Mr David Lomas asked to what extent education was being provided to
parents. He reported that providers in the USA were placing a focus on
providing additional web based training to parents.
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Mrs Liz Morgan reported that this education was provided through nurses
and it was a considerable amount of their workload particularly in some
areas. She added that the Trust had a duty to ensure that parents were
competent to support their child when away from the hospital.

The Board noted the update.

Audit Committee

Mr Charles Tilley reported that a further Audit Committee meeting had taken

place on 30™ May 2012. He confirmed that three risks had moved from green
to amber:

e Achievement of CRES targets

e |T systems and data issues

e The private patient cap
It was noted that the Audit Committee would be convening an additional
meeting at the end of July to focus on risk to which the Chair of the Clinical
Governance Meeting would be invited.
Mr Tilley confirmed that an interim NHSLA assessment would take place in
July and the outcome of this would be brought to the Trust Board in the same
month.

Action: The outcome of the July NHSLA assessment to be considered at the
July meeting of the Trust Board.

The Board noted the update.
Clinical Governance Committee

The Board noted both the summary report and the minutes of previous
meetings.

Management Board

The Board noted the minutes from the March meeting.

Consultant Appointments

The Board ratified the following consultant appointments:
e Dr Despina Eleftheriou, Rheumatology.

Any other business

There were no items of other business

Next meeting

It was noted that the next meeting would take place on 27" June 2012.
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TRUST BOARD - ACTION CHECKLIST

June 2012
Paragraph Date of Issue Ass_:%ned Regiiee! Y Action Taken
Number Meeting
The Chair noted the number of subcommittees reporting AF To be
254.3 2112111 to Management Board and suggested that a further review conducted as Not yet due
of its governance arrangements was conducted post part of review
Foundation Trust authorisation. Dr Jane Collins explained of
that some of the committees were established under effectiveness
statute, but that there was scope for further consolidation of
of subcommittees. Management
Board in
The Company Secretary to conduct a further review of the September
subcommittees reporting to Management Board post 2012
Foundation Trust authorisation.
336.5 25/01/12 Mr Sven Bu_nn t(_) report back t(_) th,e Board in 6 mo_nths’ SB July 2012 Not yet due
time on the implication of Deloitte’s recommendations to
improve the basis and assurance for the board statement
on quality governance.
403.6 25/04/12 | The Director of Redevelop'ment to provide an update at WM June 2012 To be discussed at the
the next Trust Board meeting as to the reason for low Sustainable Develobment
workforce scores in baseline assessment results of the ustair b th
good corporate citizenship model of the Sustainability Committee on Monday 28
Management Plan May_2012. An update to be
' provided at the June Board
meeting.
4077 25/04/12 | A paper on the revalidation of Doctors to be brought to the BB June 2012 On agenda
May meeting of the Trust Board
415.3 25/04/12 | The Chief Finance Officer to investigate the administration CN June 2012 Verbal update

of payment of amounts due to consultants for their private
patient practice through a private company to ensure the
Trust’s reputation would not be disadvantaged by these
actions.




Paragraph Date of Issue Ass_:_%ned Regiiee! Y Action Taken
Number Meeting
s e ot s i somne ot e || %" | actoned —counclors nvied
Trust Board P by email to public sessions of
' the Trust Board
s on o amoman | ° | 77 oaroness lackstone me
discussion ofpthe Councils’ role with Mr lan Lush on Friday
' 15" June — verbal update
435 10 30/05/12 Ecr) A;]ndnaa:'OFr?r_lr_?n;ttoArr]nnali:Iz 'g\s roerltevant amendments to the AF June 2012 Actioned and report
u ! u u port. submitted to Monitor
s | e e e e e ™ | A7 | 7me 2912 actoned and repon
. . P y submitted to Monitor
increasing.
436.9 30/05/12 pr Anna Ferrant to remove the wording ‘numbers ’ AF June 2012 Actioned and report
increased as the dedicated staff post became vacant’ to . .
. submitted to Monitor
ensure that a link was not created around the number of
pressure sores
. . . 3
439.6 30/05/12 | Mr Joh_n Ripley que_trled the achievement of 100% of all ME June 2012 Verbal update
out patients achieving advanced access. He stressed the
importance of creating a challenging but achievable view
of what could be achieved in 2012/13.
439.8 Professor Martin Elliott to consider an achievable target
from advanced access for outpatients for 2012/13.
440.4 30/05/12 | Professor Andy Cop_p gsked that quarterly trend columns FD June 2012 Report on agenda
be completed even in instances where the last quarter
was in the previous financial year.
440.5 .
Ms Fiona Dalton to ensure that the quarterly trend column
is completed in all reports.




Paragraph Date of Issue Ass_:_%ned Regiiee! Y Action Taken
Number Meeting
441.9 30/05/12 Qévzgiprrzglré%gﬂjﬁgggr? for change to be provided at FD June 2012 Considered at the Finance
9. and Investment Committee
on 18" June — verbal update
from meeting
441 14 30/05/12 | A plan tp be received at the Jung meetlng around . FD June 2012 Considered at the Finance
containing the number of staff with increases offset with dl C .
savings in other areas. In depth discussions to take place an rm/estment ommittee
' : on 18" June — verbal update
from meeting
443.4 30/05/12 | The outcome of the July NHSLA assessment to be ME July 2012 Not yet due

considered at the July meeting of the Trust Board.
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Great Ormond Street m

Attachment M Hospital for Children

. ) . NHS Foundation Trust
Specialty — Neurodisability

General Background

The Wolfson Neurodisability service provides services to children with neurodevelopmental
and physical disability and is comprised of a number of specialist clinics for children with
different conditions, including:

Autism and social communication disorders
Learning disability including specific difficulties — e.g. dyslexia, dyspraxia
Epilepsy (especially syndromes that affect development)
Cerebral palsy and other physical disabilities who have:
Feeding and Swallowing difficulty
Movement disorders (MDS)
Communication difficulty
Visual impairment
Metabolic disorders
Osteogenesis imperfecta (Brittle bones)

The clinics respond to questions raised by referrers and parents about diagnosis and
management advice which cannot be answered by local secondary level child development
centres or paediatricians. The clinics provide a holistic assessment and understanding of the
child’s difficulties and practical recommendations for on-going care. Intervention with
botulinum toxin for spasticity and treatment to strengthen bones in children with brittle bones
are also provided on a day case basis.

The graph below shows where our patients came from last year, the majority being from
London, East of England and the South East.

Number of Referrals to Neurodisability for 2011/2012
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The service is predominantly based in outpatients with in-patients being day cases for the
175 patients seen within the Osteogenesis Imperfecta service and Movement Disorder
Clinic sees 16 patients as day cases per year.

Over the past 5 years the service has seen continual growth in the number of outpatient
appointments as can be seen from the table below.

2008/2009 2009/2010 2010/2011 2011/2012
Number of Referrals 633 749 793 807
Total Number of Patients seen 1411 1604 1875 1925
Number of New Patients seen 523 541 672 722
Number of F/U Patients seen 888 1063 1203 1203

The speciality is led by Alison Salt and managed within the Neurosciences Clinical Unit.

Staff (Whole Time Equivalents): The service is staffed by a highly-skilled multidisciplinary
team including:

Specialist Neurodisability and Neurology Paediatricians (4.8),

Clinical psychologists (4.8),

Speech therapists (4.8),

Occupational therapists (4.8),

Physiotherapy (3.9),

Nurse specialist (1.0),

Assistive technologist (1.0),

Administrators including NCG (5.5).
Staff turnover is low, and we have traditionally found it easy to recruit to vacancies.

Clinical Outcomes

Parent Satisfaction and understanding of their child’s disability are the main clinical
outcomes that the service uses to measure the quality and performance. Outcomes provide
evidence that the service attains a high level of parent satisfaction (see below).

Increasing parent understanding of their child’s disability is an important goal of the service.
We have developed a new measure - PUN-Q (Parent Understanding of Neurodisability —
guestionnaire). Our research has shown that increased parent understanding is significantly
associated with reduced mental health risks and increased parent competence. A further
study is being planned to evaluate the tool as a measure of change.

In the augmentative communication service and botulinum toxin service: outcomes are
regularly measured against goals agreed with local professionals and parents for each
individual child.

Botulinum toxin: yearly safety audit is undertaken to monitor any adverse events in
association with injections.

Benchmarking

Currently developing benchmarking for Botulinum toxin services with The Evelina Children’s
hospital

Osteogenesis Imperfecta (Ol) service - benchmark against other NCG Ol services

Other services are unique but the service continues to be involved in setting national
standards for neurodisability services.

What are the speciality’s ambitions?
We continue to increase activity in line with our business plans and to develop services in
known areas of unmet need. However, expansion is reliant on the availability of appropriate
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outpatient space in the Djanogly outpatient building level 1 which we have been assured will
be available following relocation of the social work department.

The Speciality aims to become the London hub for provision of augmentative communication
services in collaboration with adult services, when commissioning for these services is
transferred from Education to Health (2013). The service is currently receiving funding to the
complete a feasibility study for DoH and DfE.

Services for children with cerebral palsy are not meeting the current demand for surgical
treatment, or more state of the art spasticity management and gait analysis. We are looking
to be able to support the development of these services in this area of unmet need. This
would include exploring closer working with Institute of Neurology, orthopaedics and
neurosurgery.

The Speciality aims to develop improved assessment and support services for children
following traumatic brain injury including building closer working relationships with The
Children’s Trust, Tadworth.

We continue to develop collaborative research activity across the Trust in a number of
services.

Safety & Risk

The top risk for the service is the lack of outpatient space provided in Level 1 Frontage
building. This has prevented us from opening as many new clinic slots as planned, and this
has affected our ability to reduce waiting times.

The other risk is the type of space provided which is not suitable for the types of patients we
see, in particular the movement disorder service does not have an appropriate space to
review patients walking (pre- and post- treatment) and so this often has to take place in a
corridor.

There have been no serious incidents in Neurodisability.

Patient Experience

Parent satisfaction survey 2011 — high level of satisfaction with all aspects of service
received. MDS service nominated for award by families. Opportunity for immediate feedback
to the team by parents and child available in clinic, with positive feedback and suggestions
from children received.

The Speciality has received four complaints in the last 18 months, two complaints related to
parents being unhappy with the diagnosis that had been reached, one was about results not
being communicated to parents in a timely manner and the last one concerned a medication
error.

The team are undertaking a Transformation project to reduce the length of time taken for
comprehensive detailed reports to be completed and sent out. The initial results show that
improvements are being made.

All parents are also given a summary report on the day of clinic and urgent information is
communicated to referrers within 5 days.

Over the last year, improvements have been made with clinic capacity and usage and the
average waiting time for an appointment within the Speciality has steadily declined.
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Whilst the number of days that patients have to wait continues to be a top priority, much of
the waiting is by patient choice.

2010/2011
68

2011/2012
57

2012/2013
43

Average Waiting time in days

When introducing ‘Advanced Access’ the clinical team noted that families were rarely able to
attend appointments at short notice. They conducted a patient survey asking parents how
long they would be prepared to wait for a complex assessment, and have used this
information to set internal targets for appointment waiting times.

Finances

The neurodisability service has a local tariff agreement for their outpatient clinics. The tariffs
per appointment are:

Band 1 (family liaison appointment) = £159

Band 2 (single professional assessment) = £396

Band 3 (multi-professional appointment) = £1,663
75% of appointments within the service are classed as Band 3.

In the financial year 2011-12 the Neurodisability Service made a considerable contribution to
the Trust:

2011-12 Budget |2011-12 Actual | Variance
Pay 1,156,048 1,083,260 F2,788
MNon-pay 134,888 172,818 (37,930)
Incame (3,018,577 (3,066,550 47 873
loverall | (1727840 (1.800472)] 72,837

The Neurodisability service performs strongly on Service Line Report:

r

026. Service Line Contribution [SL]

e

CAMHS

NDIS

MELIM

MELIR.

MELIS

OPTH

CRES plans:

In 2012-13 the neurodisability CRES plan relates to increasing activity in line with the agreed

business case and the IBP.
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Integrated Business Plan

The neurodisability service is not one of the identified key priority areas, however it is
important to note that the service does support the Neurosurgery service — working with the
epilepsy surgery service, with brain injury patients and in cerebral palsy spasticity
management.

The service aims to continue growing to meet increasing demand for our services. The IBP
for the service predicts 6.5% growth in 2012-13.

Any Other Relevant Information

Equipment issues: Limited funding for the loan library for augmentative communication
equipment (such has eye-gaze technology) has raised concerns from families and limits the
service that can be provided. Proposal to CESC was unsuccessful and GOSH Trust charity
are not able to support this need. Not being able to provide this service in the short term may
jeopardise the Trusts bid to become the main centre for London for the provision of
communication aids.
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& Transformation (QST) Update

Submitted on behalf of
Professor Martin Elliott, Co-Medical
Director

Aims / summary

Monthly rotation of Transformation, Safety & Outcomes, with focus on Safety for
period 1* February 2012 — 31% May 2012.
Areas of note:
e Number of days since last Sl (close of business on 31% May): 2
Number of SI's reported: 9
Number of SI's closed: 3
Of the 3 SI's closed 1 was closed within the correct timescales
Number new formal complaints 45
Number of red complaints 6
Percent of complaint responses sent out on time 73.5%
New risks high opened: 13
The new QST team are working together to identify where data for
improvement and transformation methodology will support learning from SI’s,
complaints, risk and will complement the audit work.

Action required from the meeting To note, approve and support.

Contribution to the delivery of NHS / Trust strategies and plans
Delivering No Waits, No Waste, Zero Harm.

Financial implications N/A

Legal issues None

Who needs to be / has been consulted about the proposals in the paper (staff,
commissioners, children and families) and what consultation is planned/has
taken place? N/A

Who needs to be told about any decision N/A

Who is responsible for implementing the proposals / project and anticipated
timescales Head of Quality, Safety & Transformation

Who is accountable for the implementation of the proposal / project
Co-Medical Director and Chief Operating Officer

Author and date Katharine Goldthorpe, 13" June 2012
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Quality, Safety & Transformation
Reporting to Trust Board
June 2012

The following report produced by the Quality, Safety & Transformation (QST), provides for Zero Harm data
(Appendix A) and a progress report for Safety covering the period 1 February 2012 to 31% May 2012.

Part |

Zero Harm Update

There are no statistically significant changes in the Zero Harm Indicators (Appendix A). The work in each of

these areas continues to be reported in detail as part of the Transformation, Safety and Outcomes monthly
updates.

Part Il

This is the second Safety report produced by Quality, Safety & Transformation. This provides key information
to show the last three months activity. This report is under continuous development, so we can provide a
clear picture of where concerns are in the Trust, what improvements are being undertaken and how the team
can monitor how the units are mitigating their risks. This report will provide information on the following:

Serious incidents
Complaints

Responding to external alerts
Risk

Clinical Audit

Health and Safety

ogrwNE

1. Serious Incidents (SI) Analysis

The number of serious patient safety incidents (Sls)
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A serious patient safety incident is defined as an incident that occurred in relation to care resulting in one of the
following:

- Unexpected or avoidable death of one or more patients, staff visitors or members of the public.

- Serious harm to one or more patients, staff, visitors or members of the public or where the outcome requires life-

saving intervention, major surgical/medical intervention, permanent harm or will shorten life expectancy or result in
prolonged pain or psychological harm
- Allegations of abuse

- One of the core sets of 'Never Events'
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1.2 Rate of SI's reported

Number of days since last Sl (close of business 31 May 2012): 2

Between 1% February 2012 and 31% May 2012 there were new 9 SI's were reported. The departments in
which they were reported are as follows:

Department Number of Sls
Finance 1
MDTS 3
Cardiorespiratory 3
Surgery 1
ICI-LM 1

1.2 Number of SI's closed

Number of SI's closed (1st February 2012 and 31st May 2012): 3

Of 3 SI's closed, 1 of these was closed within the timescale set by NHS London and 2 were outside the

timescale.

Finance ICI-LM MDTS
Within 1
timescale
Late 1 1
1.4 Key learning and improvement from Sls

2.

2.1

New Risk Managers (3) have been recruited and started in post April/May.

The new QST team are working together to identify where data for improvement and transformation
methodology will support learning from Sis and complement the audit work.

The Sls in ICI-LM and MDTS both indicated that there is a risk within the Trust when patients are
transferred to our care with a diagnosis already made. Both of the Sis related to wrong diagnosis and
therefore treatment being given to patients (one for 14 years and one for a number of weeks) Although
the learning points were different, both investigations highlighted the need for Trust staff to request written
confirmation of the results that have led to the diagnosis being made. At the Quality and Safety
Committee is was agreed that the learning points for both of these Sis will be amalgamated and
presented in a variety of ways (lessons learned seminars, roundabout article, risk action groups).

The use of faxing to communicate sensitive data is being reviewed due to the Information Governance
Breach Sl and due to the recent fines imposed by the Information Commissioners Office on NHS Trusts
who have failed to keep data in a safe and secure manner.

Complaints Analysis (1% February — 31® May 2012)

Number of new complaints received

Number new formal complaints 45
Number of red complaints 6 (see Zero Harm report for SPC chart)
Percent of complaint responses sent out on time 73.5%
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Days between complaints (red, amber and green)

Days Between Complaints (red, amber and green)
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It should be noted that during the between 9" May and 18" May the Trust received 9 complaints relating to
Gastroenterology and Surgery (jointly). Of these, 3 were regarding Gastroenterology alone and 3 were
regarding Surgery alone.

The complaints department have seen an increase in the number of complaints raising concerns regarding
communication for Gastroenterology and Surgery. This issue was discussed at the weekly aggregated
analysis meeting and it was established that the number of cases has increased in the PALS department,
incidents being reported and Serious Incidents. See below for interventions.

Days between red complaints
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Red complaints - severe harm to patient or family or reputation threat to the Trust.
Amber complaints - lesser than severed but still poor service, communication or quality evident.
Green complaints - minor issues or difference of opinion rather than deficient service.

2.2 Key interventions for management of complaints

e Actions have been implemented by individual teams involved in complaints to ensure the issues raised
have been addressed. These cases are added to the complaint team’s action log and are followed up
to ensure the agreed actions have been put in place. This information will be shared with the allocated
Risk Manager for the units involved to ensure that the actions are discussed and monitored through
the Risk Action Groups (RAG) and added to the Risk Register if required.

e Complaints Manager working with Improvement Managers and Coordinators to improve the process
for implementing and monitoring the learning identified through the complaints process..

e A work stream is being developed to address communication, particularly where patients are seen by
more than one service. This will be managed through Quality, Safety and Transformation and will
report to the Quality & Safety Committee.

e Quality, Safety and Transformation senior team members meeting weekly to ensure all red complaints
are being dealt with appropriately and that executives are notified.

3. Responding to external alerts, guidance and audit

The Central Alert System disseminates alerts to Trusts from several sources.
¢ MHRA or Medical Devices Alerts (MDA) (notices about faulty/defective equipment)
NPSA (Alerts regarding actions to improve patient safety)
e DH/NHS Estates & Facilities

3.1 MHRA alerts

The Trust has received 31 new alerts between 1% February and 31 May 2012:
28 MHRA/MDA alerts

1 NPSA alert

2 Estates and Facilities Alerts.

20 of the alerts were not relevant, the remaining 11 were relevant and completed.

None of the above alerts are currently outstanding and all were responded to on time with the exception of 1
MHRA/MDA alert which was delayed as a result of staffing issues within the Risk Management Team.

3.2 Rapid Response Reports
There are currently no open Rapid Response Alerts.

The Trust's CAS responses to NPSA alerts have been published monthly on the NPSA website this data
contributes to the Quality Risk Profile that the Care Quality Commission (CQC) issue to the Trust. .

3.3 NICE Guidance



Attachment N

Number of relevant NICE guidelines: 1

Details: Percutaneous balloon cryoablation for pulmonary vein isolation in atrial fibrillation
Action: To ensure that the relevant data is submitted to the UK Central Cardiac Audit Database (CCAD).

3.4 Participation in National Audits
During 2011/12 GOSH participated in 15 of the 17 non-mandatory national audits as follows:

EMACH: Perinatal Mortality

PICANet: Paediatric Intensive Care

Congenital Heart Disease: Paediatric Cardiac Surgery

British Thoracic Society: Paediatric Asthma

British Thoracic Society: Paediatric Pneumonia

NHS Blood and Transplant: Potential Donor Audit

NCAA: Cardiac Arrest Audit

National Inflammatory Bowel Disease: Ulcerative Colitis and Crohn's Disease
British Thoracic Society: Bronchiectasis

National Pain Audit: Chronic Pain

NHS Blood and Transplant: UK Transplant Registry: Intrathoracic
Cardiac arrhythmia (Cardiac Rhythm Management Audit)

Renal Registry: Renal Replacement Therapy

NHSBT UK Transplant Registry: Renal Transplantation

National Comparative Audit of Blood Transfusion: Bedside Transfusion

3.5 Participation in National Confidential Enquiries
There is currently no requirement for GOSH to participate in any NCEPOD studies
4. Risk Analysis

This is the first use of SPC methodology for measuring risk and will need further validation. It should be
noted that the introduction of Datix has had an impact on the figures in 2011/12.

Number of open risks

The number of open risks
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Number of open high risks

The number of open high risks
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Number of high risks open more than 90 days

The number of high risks open more than 50 days
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Time taken to close high risks

Note: it is not currently possible to include when risks are de-escalated
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You will see that there has been a decline in the number open incidents, but an increase in the number of
open high risks, the number of high risks open over 90 days and the number of time taken to close high risks.
It is not yet clear whether this is a reporting issue or whether there has been an actual increase in high risk.
The new risk managers are working closely with the clinical units to identify correct grading of new risks and
de-escalation or closure of existing risks where appropriate.

Each risk is categorised upon entry to the Datix system to allow for analysis. Within each category the number
of all currently open risks at each risk grade (High, Medium, Low) can be seen in the chart below. Only
categories with more than 10 risks are shown.

Risks by Category and Grade {All Open Risks)
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4.2 Key learning and improvement from risk

The Assistant Head of Quality, Safety and Transformation — Risk Management is working with all of the users
of Datix (Risk Management, Complaints, Pals and the Legal team) to review and update the categories that
are used on Datix to ensure that a more detailed and uniform analysis can be undertaken for all elements of
Clinical Governance.

4.3 High Risks

There were 13 new high risks added to the Risk register in the timeframe (1% February — 31% May 2012). 4 of
these risks have been listed under the category of ‘Infrastructure’ this includes risks identified with availability
of non-medical equipment (x2), space and new risks identified with the introduction of a new IT system. All of
these risks have controls in place and will be reviewed at their next Risk Action Groups.

The risk of not successfully achieving the NHSLA L3 assessment is on the risk register as a high risk. The
NHSLA project team meet on a fortnightly basis and has the support of an Executive Director and a
designated Project lead.

The availability of manual handling advice and cover when the advisor is on leave or unavailable has also
been identified. Currently the health and safety advisor is contacted but is neither qualified or an expert in the
field.
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Two ‘Estates’ risks have been added in this time frame, the first is the lack of on-load generator testing and
the other is the plant rooms have not been fire risk assessed since 2009. This has been escalated to the
Director of Redevelopment and will be reviewed in the June RAG.

All of the risks are reviewed monthly and will be monitored via the Risk Action Groups, Clinical Unit Board and

for high risks, the Risk Assurance and Compliance Group.

5. Clinical Audit

Topics covered between 1° February 2012 to 31°' May 2012:

Topic

Reason for work

Process for clinicians assistants
requesting radiological investigations

Serious incident

Prevention of retained throat packs in
the operating theatre,

Serious incident

Maladministration of methotrexate

Check controls to prevent a Never Event

Storage of medicines and controlled
drugs

Requested by the Department of Health and
reported to the Care Quality Commission following
a serious incident at another hospital which had
national media attention

Blood Pressure Monitoring

Part of ongoing work to improve quality and
standardised blood pressure recording.

Compliance with provision of same sex
accommodation

Department of Health requirement

Some work scheduled for Q2 has commenced

Topic

Reason

Management of Femoral Lines

Check that improvements have been made to
safety following introduction of Femoral Line Policy.

Maladministration of insulin

Check of controls to prevent a Never Event.

The Clinical Audit team are providing significant support or facilitating the following improvement work:

Topic

Reason

Ensuring that emergency trolleys are fit
to be used to support the deteriorating
patient

Audit in 2011/12 identified risk of unsafe trolleys

Reducing hospital acquired pressure
ulcers

CQUIN target. Audit in 2011/12 has suggested an
increase in occurrence of ulcers.

Reducing blood sampling errors

This project achieved the best project award for the
2011/12 TIMP graduates. This work continues to
try and reduce the number of times patients need
to be bled.

6. Health and Safety

There were 259 reported non-clinical incidents reported between 1% February 2012 to 31°' May 2012.

The reporting increase in August 2011 onwards is attributable to the introduction of the new online reporting
System (Datix) which has seen a rise in all forms of health and safety incident reporting.



Attachment N
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Key interventions for management of Health and Safety

A new Major Project Licence Agreement has been introduced by the Estates’ Directorate. Certain work
undertaken by the Estates team has the capacity to impact on the large swathes of the hospital. The licence
requires the sign off from senior clinical and operational staff prior to any work being undertaken. In order for
this to occur risk assessments/method statements/risk impact assessments and communication plans must
be submitted and the nature of the proposed work explained to relevant parties.

Each area is getting its own health and safety intranet page which will include all ‘Control Of Substances
Hazardous to Health’ (COSHH) assessments and Standard Operating Procedures (SOPs). These are being
reviewed, updated where necessary and placed on the GOS intranet site. This will aid all staff to manage the

safe use and disposal of any hazardous substances. Local risk assessments/policies/protocols will also be
available online.

An updated Lone worker policy has been agreed and introduced. Managers and staff must be aware of the
possible heightened risks associated with working alone and the guidance and practical help the Trust can
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provide in mitigating these risks. A suitable risk assessment must be in place with appropriate measures to
mitigate the risk.

An issue with straps on the patient beds was highlighted by the incident reporting system and the Biomedical
Engineering Department. The Health and Safety Assistant initiated an improvement project which led to the
removal of finger guards on the beds as he established they were not fit for purpose causing more of a risk
than they prevented.

An ongoing project is under way to reduce sharps injuries across the Trust, protecting staff and patients alike.
This is being done in conjunction with the Head Nurse for Clinical Equipment, Infection Control and the
Occupational Health Department as well as external auditing help and the help of the clinical teams. The
project is taking a holistic look at practise/safe sharps systems/sharps boxes/incident reporting and follow up.

Summary
Work is being undertaken to better understand the aggregate analysis of incidents, complaints and risks at

GOSH, taking into account other contributing factors. Good progress has been made in the last 5 months to
develop the way QST present and analyse the data and this will continue.

10
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Appendix A

The following report produced by the Quality, Safety & Transformation (QST), provides Zero
Harm data.

Where possible, the data included in this report is presented in Statistical Process Control (SPC)
charts, which allow you to see the difference between common cause (normal) variation and special
cause variation. When using SPC charts, we are looking for special causes, which result from a
significant change in the underlying process. If a special cause occurs, we will highlight this

accordingly. SPC is the tool that we use to determine where a change in practice has led to an
improvement.

1. Serious Incidents

See Safety Report for summary on Serious Incidents.

The number of serious patient safety incidents (Sls)
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The number of serious patient safety incidents

A serious patient safety incident is defined as an incident that occurred in relation to care resulting in one of the following:
. Unexpected or avoidable death of one or more patients, staff visitors or members of the public.
Serious harm to one or more patients, staff, visitors or members of the public or where the outcome requires life-

saving intervention, major surgical/medical intervention, permanent harm or will shorten life expectancy or result in
prolonged pain or psychological harm

e  Allegations of abuse
. One of the core sets of '‘Never Events'

2. Red Complaints

See Safety Report for summary on Red Complaints.
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4&5 Arrests and crash calls outside Intensive Care Units (ICU)

The SPC charts below show the number of arrests and crash calls outside the ICU areas.

The overall aim of the Deteriorating Child project is to eliminate harm from preventable deterioration of
children on wards outside intensive care, theatres and other related areas such as angiography.
Deterioration which is unrecognised or poorly managed can lead to significant harm, including
respiratory/cardiac arrest or death. To tackle the most serious cases, the project has set a target of

reducing the number of cardiac and respiratory arrests on wards outside of theatres and intensive care
by 50 per cent by end March 2013.

The number of arrests outside ICU
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4, Combined infection index

This index is the combined number of specified hospital acquired infections (HAI), per 1000
adjusted patient activities. It includes the total number of reported Central Venous Line
(CVL) infections, Surgical Site Infections (SSI), Ventilator Associated Pneumonia (VAP),
MRSA, MSSA and Clostridium difficile. It should be noted that the vision is to improve
reporting of errors, so it is likely that the numbers will increase before they decrease

ultimately. For example, the number of SSI's has increased and will continue to increase as
surveillance improves.

Combined Infection Index - Trust \Wide
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Adjusted Patient Activity = number of Finished Consultant Episodes (FCEs) + ((number of OPD appointments + (ICU bed days
X 9.5)) /12.9)

Adjusted Patient Activity (APA) is a measure of activity which weights outpatients, inpatients and critical care bed days into a
combined figure representative of overall healthcare resource activity. For example on average an inpatient requires more input
than and an outpatient and thus several outpatients will be the equivalent of one inpatient. This combined APA enables
different specialties to be compared with each other and over time and will account for the relative differences in patient

complexity. It can be used as a denominator for comparable measures across the Trust such as harm and workforce
productivity.

5. Combined harm index

This index is the total number of harm incidents per 1000 Adjusted Patient Activities in the
Trust. It includes hospital acquired infections (as above), serious incidents, non-ICU arrests,
reported medication errors, patient falls, and pressure ulcers. It should be noted that the
vision is to improve reporting of errors, so it is likely that the numbers will increase before

they decrease ultimately. For example, the number of reported medication errors will
increase as we encourage the reporting of incidents.
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Harm Index - Trust Wwide
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6. Paediatric Trigger Tool

Each month, 20 case notes are randomly selected to be reviewed by a group of clinical staff using the
Paediatric Trigger Tool. Common themes have risen from these projects which will be worked on as
improvement projects.

One of the first issues to be tackled has been the maintenance of patient notes. Issues such as overfull
records which were difficult to handle and at risk of coming loose, and inconsistent filling, leading to
difficulties in finding key parts of the record, such as discharge summaries and missing records. Secondly,
issues were highlighted around entries made by clinical staff, including the failure to follow basic standards
of record keeping and failure to document key events in the patient journey. Each Clinical Unit has added

a project to improve the quality of Medical Records to their project plans. This will be reported through the
Transformation Programme report.

Faediatric Trigger Tool - Adverse Events per 1000 bed days
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A random sample of 20 notes are pulled each month and analysed for adverse events using a methodology developed by the

IHI. It should be noted that we are working 2 months behind the date of discharge as they need to be discharged for 30 days
and we need time to randomise and obtain all the case notes.
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Fiona Dalton, Chief Operating Officer

Aims / summary

The KPI report monitors progress against the Trust’'s seven strategic objectives and Monitor’s
Governance Risk Framework. The report provides ‘RAG’ rated performance analysis against
defined thresholds and tolerances as well as monthly and quarterly performance trends.

Remedial actions to address performance and operational issues will be undertaken by
Management Board.

Action required from the meeting
Trust Board to note progress.

Contribution to the delivery of NHS / Trust strategies and plans
To assist in monitoring performance against internal and external defined objectives and NHS
targets.

Financial implications
None

Legal issues
None

Who needs to be / has been consulted about the proposals in the paper (staff,
commissioners, children and families) and what consultation is planned/has taken
place?

Our lead Commissioner receives a copy of the executive summary on a quarterly basis.

Who needs to be told about any decision
Senior Management Team

Who is responsible for implementing the proposals / project and anticipated timescales
Each Trust objective task has an identified person responsible for implementation and an
Executive Director nominated as the accountable officer.

Who is accountable for the implementation of the proposal / project
As above

Author and date
Alex Faulkes, Head of Planning & Performance Management. June 2012
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KPI Exception report

1. Monitor Governance Risk Rating

In month, the Trust is anticipating reporting a rating of ‘Green’. No cases of MRSA and
C. difficile were reported. The Trust achieved the Referral to Treatment (RTT)
Incomplete Pathway standard reporting a rate of 93.4% against a target of 92%. The
RTT Admitted and Non-Admitted standards will be reported in July but it is anticipated
that these standards will continue to be achieved. All relevant cancer waiting times
were additionally met.

2. Infection Control

MSSA and E-coli
No formal external targets currently exist for E-coli and MSSA. However, the Trust has
set an internal standard of reducing the number of infections from the previous year.

In month, no cases of E-coli were reported. 2 cases have been reported year to date,
remaining within the year end trajectory of 20.

In month, 3 cases of MSSA were reported. Performance remains above the year end
trajectory of 19 with 5 cases reported to date. Infection rates continue to be monitored
closely.

Central Venous Line infections

In month, the Trust line infection rate decreased with a reported rate of 2.6 against a
previous month position of 3.0 (per 1,000 line days). The rate remains within the
statistical control limits. Line infection rates continue to be monitored closely.

3. Inpatient Waiting List over 26 weeks

As previously reported, particular capacity issues have been identified within Surgery.
Specialty plans and trajectories have been put in place with waiting list issues forecast
to be resolved by early 2013. Head and Neck and Maxillofacial remain within trajectory
however Urology and Orthopaedics report a number of patients above trajectory.

The Unit continues to work through a prioritised waiting list allocating TCI dates across
July, August and September during which time we will expect to see the overall
number of long waiting patients reduce. The Unit have also ensured that RTT
incomplete pathways continue to be validated, supporting the Trust to meet the 92%
standard and that admitted and non-admitted patient pathways remain within the
national standards.

4. Diagnhostic waits over 6 weeks

A high number of diagnostic waiting times above 6 weeks were previously identified
within Medicine and Surgery. Trajectories to reduce the number of breaches within
Urology and Gastroenterology were put in place in March 2012 with the aim of
achieving the national standard by September and December respectively. These
trajectories have subsequently been brought forward by several months following
correspondence with North Central London. The Trust is currently meeting the new
trajectory for Urology and whilst the number of patients remains outside of trajectory
within Gastroenterology the overall number has continued to reduce.

It should be noted that the Radiology department has recently introduced a new
reporting system (RIS). MRI diagnostic waits have not been reported over the last few
months due to system reporting difficulties, which have now been resolved. In month
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20 patients have been identified currently waiting over 6 weeks for MRI. A system
review and action plan is currently being developed to ensure that all patients currently
breaching the standard are seen as soon as possible and that all future patients are
seen within 6 weeks.

5. Patient refusals

In month the Trust reported 32 patient refusals of which 28 were attributed to the
CATS team, which is an extremely high number for a non-winter period.

6. Personal Development Review (PDR) completeness rates

PDR rates remain static at 66% and 59% for clinical and non-clinical areas
respectively against a target of 80%. Continued progress against this standard is
required to support the delivery of NHSLA level 3.

Education & Training leads have started to attend Unit Board meetings to identify
specific issues that are preventing managers from achieving not only the PDR target
but also all mandatory training requirements. Reports for appraisals,
statutory/mandatory training and local induction will be available via GOSH web next
month, which will allow managers to continuously review progress. An article
focussing on staff appraisals will additionally be published in July’'s Roundabout
magazine.

Recommendations:
Trust Board to note progress
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Objective Graph Pageno. | Reported |'T0 TerEet/Trajectory Q4 2011/12 YTD Performance Monthly Trend Quarterly Trend
(12/13) Performance
Abr-12 | Mav-12 | | 2012/13Q1 | 2012/13Q2 | 2012/13Q3 | 2012/13Q4
Incidence of C.difficile 4 Monthly 8 1
Incidence of MRSA** 4 Monthly 0 0
Incidence of MSSA 4 Monthly 19 3
Incidence of E-Coli 4 Monthly 20 5
o
& No. of NICE dati
5 o. of recommendations " Monthly o )
unreviewed
5
= CV Line related blood-stream infections 5 Monthly 15 2.15
Mortality Figures 5 Monthly Within tolerance 23 14
Serious Patient Safety Incidents 5 Monthly Within tolerance 5 6
Surgical Check List completion rate (%) 6 Monthly 95.0 97.4
18 week referral to treatment time. Available in
7 Monthl 90 90
performance - Admitted (%) onthly July
18 week referral to treatment time. Available in
7 Monthl 95 96.96
performance - Non-Admitted (%) onthly July
18 week referral to treatment time
7 terl 92 91.97
performance - Incomplete Pathways (%) Quarterly
Inpatients waiting list profile (26+) 7 Monthly 0 274
" Available in
95th Centile - Admitted 7 Monthly <23 weeks 28 July
q e Available in
95th Centile - Non-Admitted 7 Monthly <18.3 weeks 17.71 July
P " " Available in
Median Waits - Admitted 7 Monthly <11.1 weeks 9.08 July
i o o Available in
Median Waits - Non-Admitted 7 Monthly <6.6 weeks 6.72 July
f Available in
95th Centile - Incomplete Pathways 8 Monthly <28 weeks 21.98 July
o i e Available in
g Median Waits - Incomplete Pathways 8 Monthly <7.2 weeks 6.43 July
]
2
B
N Discharge summary completion (%) 8 Monthly 95 79.25
DNA rate (new & f/up) (%) 8 Monthly 10 83
Canc.ellled Operations on day of 9 Monthly 0.80 0.86
admission (%)
Percentage of Cancer patients waiting no
more than 31 days for second of
subsequent treatr?ent (Surgery, Dr'ug 9 Monthly o8 100
T &
waiting time of one month from
diagnosis to treatment for all cancers.
Proportion of patients waiting no more
than 6 weeks for diagnostic testing in 15 10 Monthly <=1 3
kev di ic tests (%)
Number of complaints 10 Monthly - 31 21 8 13
Number of complaints by grade High 10 Monthly <14 6 1 1 0
Theatre Utilisation (% Patient Operation
Utilisation of Scheduled Duration, U4) 1 Monthly 70 689 .
Clinic Letter Turnaround (% within 5 1 Monthly New |nd|§ator to be 3061 _ 254 28
days) confirmed
BN patient refusals 12 Monthly 218 81
i Clinical Income variance (£) 12 Monthly 971,502 508,477 - 508,477
Clinical trials (CTIMPs) 13 Monthly No decrease - 38 38 38
GOSH research projects 13 Monthly No decrease - 156 161 156
Ce lly-funded pr ts (%
el vafuncedielolectl 13 Monthly No decrease - 100 100 100
achieving a 70 day turnaround)
g
[ Number of UKCRN Portfolio projects 13 Monthly - 317 118 124 118
]
IS
GOSH research income 13 Monthly - - TBC 164,039 TBC
P: safi AE" e Adverse
atient safety SAE's (Serious Adverse 1 Monthly o o 6 3 3
Event )
Biomedical Research Centre (BRC) (£) 14 Monthly - - - 31,683 0
MADEL SLA Value (£) 15 Quarterly - 5,580,806 - - -
SIFT SLA Value (£) 15 Quarterly - 60,142 = = =
NMET SLA Value (£) 15 Quarterly = 1,165,709 = o o




Objective Graph Pageno. | Reported |'T0 TerEet/Trajectory Q4 2011/12 YTD Performance Monthly Trend Quarterly Trend
(12/13) Performance
Abr-12 | Mav-12 | | 2012/13Q1 | 2012/13Q2 | 2012/13Q3 | 2012/13Q4
CRES Forecast Savings 2011/12 (£) 16 Monthly TBC 8,248,330
Bank and agency total expenditure (£) 16 Monthly To Reduce 4,096,000
Monitor Risk Rating 16 Monthly TBC 3 - AV&'J'::::E n
Charity fundraising income (£) 16 Monthly 8,019,604 21,837,868 7,382,975 3,579,057 | 3,803,918

Sickness Rate ( 17 Quarterly <33 3.02 - - Avaljl::;le n
Staff in Post (WTE ludil t it
et i Delnateinty 17 Quarterly - 3,453 o 3,313 3,341
leave)
Vacancy Rate (%) 17 Quarterly - 38 - - -
o
=
[ Available i
= Trust Tumover (%) 17/18 Quarterly - 2136 5 22.70 "a'leye n
3
~
Staff PDR completeness - clinical (%) 18 Monthly 80 65.6 -
staff PDR completeness - non clinical (%) 18 Monthly 80 54 =
Information Governance Training (%) 18 Monthly 95 96.6 -

* Rolling 12 month position

**Where an NHS foundation trust has an annual MRSA objective of six cases or fewer (the de minimus limit) and has reported six cases or fewer in the
year to date, the MRSA objective will not apply for the purpose of Monitor's Compliance Framework.

*** Excludes readmissions to CICU from HDU
****Eurther Validation currently being undertaken

For Key, see Glossary
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Specialty Indicator Review

YTD Trust Total Diagnostic and
Objective Indicator YTD Target/Trajectory Performance Cardiac Icl Neurosciences Medicine Theraputic Services Surgery
(12/13) (Including IPP & (oT3)
Trustwide Figures)
Incidence of C.difficile 9
Incidence of MRSA** 0
Incidence of MSSA 19
o Incidence of E-Coli 20
&
@ No. of NICE recommendations
2 N 0
H unreviewed
= CV Line related blood-stream infections 1.5
Mortality Figures Within tolerance
Serious Patient Safety Incidents Within tolerance
Surgical Check List completion rate (%) 95.0
18 week referral to treatment time %0
performance - Admitted (%)
18 week referral to treatment time o5
performance - Non-Admitted (%)
18 week referral to treatment time 2
performance - Incomplete Pathwavs (%)
Inpatients waiting list profile (26+)
95th Centile - Admitted <23 weeks
95th Centile - Non-Admitted <18.3 weeks
Median Waits - Admitted <11.1 weeks
Median Waits - Non-Admitted <6.6 weeks
95th Centile - Incomplete Pathways <28 weeks
Median Waits - Incomplete Pathways <7.2 weeks
8 Discharge summary completion (%) 95
-2
2’- DNA rate (new & f/up) (%) 10
3
(9 Cancelled Operations on day of
el 0.80
admission (%)
Percentage of Cancer patients waiting no
more than 31 days for second of
subsequent treatment (Surgery, Drug. 98
. i \ a
waiting time of one month from
diagnosis to treatment for all cancers.
Number of patients waiting no more
than 6 weeks for diagnostic testing in 15 <=1
key diagnostic tests
Number of complaints -
Number of complaints by grade High <14
Theatre Utilisation (% Patient Operation 70
Utilisation of Scheduled Duration, U4)
Clinic Letter Turnaround (% within 5 New indicator to be
davys) confirmed
.';g Patient refusals <218
2
E Clinical Income variance (£) - 128,480 193,574 317,367 -311,681 -12,172 -824,045
Gosh & ICH Total
Clinical trials (CTIMPs) - 38 0 17 6 7 0 2
GOSH research projects - 156 4 11 5 6 2 7
Commercially-funded projects (%
- - 100 - - - -
g achieving a 70 dav turnaround) 100
3
a2 UKCRN Portfolio projects - 118 5 51 14 29 5 14
H
s GOSH research income - TBC - - - - - -
Patient safety SAE's (Serious Adverse R 6 0 0 1 2 0 0
Event )
Biomedical Research Centre (BRC) (£) - - 0 0 0 0 0 0
MADEL SLA Value (£) - Data Not Available: - - - - - -
SIFT SLA Value (£) - Data Not Available - - - - - -
NMET SLA Value (£) - Data Not Available: - - - - - -
CRES Forecast Savings 2011/12 (£) TBC 1,796,919 1,998,985 1,509,841 2,121,371 2,884,607
Bank and agency total expenditure (£) To Reduce 156,054 137,337 29,977 50,104 57,037 151,227




Sickness Rate <33 -

Staff in Post (WTE excluding maternity

- 3,341

leave)

o
%7 Vacancy Rate - -
2
H Trust Turnover - -
~

Staff PDR completeness - Clinical & Non- 20

Clinical (%)

Information Governance Training (%) 95

*Omission of complaints relating to IPP & Trustwide
**Of which 28 were CAT's
***April Figures




Glossary

Objective 1

Objective 2

Objective 3

Key Performance Indicator Report

Great Ormond Street 25
