A WN PR

10

11
12

13

14

16
18
20

Bundle Finance & Performance Committee 29 July 2019

AGENDA
11.00am Boardroom, Carlton Court, St Asaph LL17 0JG

11:00 - FP19/148 Welcome and Chair's opening remarks

11:00 - FP19/149 Apologies for absence

11:00 - FP19/150 Declaration of Interests

11:00 - FP19/151 Draft minutes of the previous meeting held on 25.6.19 and summary action plan
FP19.151a Draft minutes FPC 25.6.19 public session v.05.docx

FP19.151b Summary Action Log v3.doc

For assurance
11:15 - FP19/153 Capital Programme report Month 3

Mr Mark Wilkinson
Recommendation:
The Committee is asked to receive this report.

FP19.153a Capital Programme Month 3 coversheet .docx
FP19.153b Capital Programme Month 3 report.docx

11:25 - FP19/154 Integrated Quality and Performance report

Mr Mark Wilkinson

Recommendation:

The Finance & Performance Committee is asked to note the report and to assist in addressing the
governance issues raised.

FP19.154a IQPR Coversheet June 2019v0.2.docx
FP19.154b IQPR for FandP - June 2019 Final.pdf

11:55 - FP19/156 Annual Plan 2019/20 progress monitoring report

Mr Mark Wilkinson
Recommendation:
The Committee is asked to note the report.

FP19.156a AOPMR Coversheet v2.docx
FP19.156b AOPMR Annual Plan Progress Monitoring Report - June 2019 FINALv2.pdf
FP19.156c AOPMR Appendix_DC quality update junel9v0.2.ppt

12:15 - FP19/157 Developing our Plan for 2020/23 - Draft Planning Principles and Outline Timetable

Mr Mark Wilkinson

Recommendation:

It is recommended that F&P Committee approve the draft planning principles and outline timetable for
2020/23

FP19.157a Planning timetable Coversheet.docx
FP19.157b Draft Planning Principles 2020-23 Timetable.docx

12:30 - Comfort break
12:50 - FP19/158 Finance Report Month 3

Ms Sue Hill
Recommendation:
It is asked that the report is noted, including the forecast position of £35.0m deficit

FP19.158 Finance Report Month 3 v3.docx

13:30 - FP19/159 Financial review action plan

Ms Sue Hill

Recommendation:

The report is for information and assurance and it is asked that the progress against the timeline of the
financial review is noted.

FP19.159a Financial Review action plan.doc
FP19.159b 2019 Financial Baseline action plan.pdf
14:20 - FP19/160 Savings Programme Group meeting 29.7.19 - verbal update
Mr John Cunliffe
14:30 - FP19/161-163 no items
14:30 - For information
14:30 - FP19/164 WHC 2019/013 2019/20 Monthly monitoring report
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Ms Sue Hill

Recommendation:

Note the contents of the report that has been made to the Welsh Government about the Health Board’s
financial position for the third month of 2019-20

FP19.164a Monthly Finance monitoring report Month 3 coversheet.docx
FP19.164b Monthly Finance monitoring report Month 3 .pdf

14:30 - FP19/165 Shared Services Partnership Committee quarterly assurance report

Ms Sue Hill
Recommendation:
The Committee is asked to note the report

FP19.165 SSPartnership Q4 summary performance report 2018.19.docx

14:30 - FP19/166 Financial Policies and Processes

Ms Sue Hill

Recommendation:

That the report be noted, including the actions to:

« continuously update the Health Board’s Financial Policies and related procedures; and
» make these accessible to relevant Health Board staff

FP19.166 Review of Financial Policies and processes.docx

14:30 - FP19/167 Presentation: Value Based Healthcare

Ms Sue Hill

14:30 - FP19/168 Issues of significance to inform the Chair's assurance report
14:30 - FP19/169 Summary of InCommittee business to be reported in public

Ms Sue Hill
Recommendation
The Committee is asked to note the report

FP19.169 InCommitte items reported in public.docx

14:30 - FP19/170 Date of next meeting 22.8.19 Boardroom, Carlton Court *Additional date*
14:30 - FP19/171 Exclusion of the Press and Public

Resolution to Exclude the Press and Public

“That representatives of the press and other members of the public be excluded from the remainder of this
meeting having regard to the confidential nature of the business to be transacted, publicity on which would
be prejudicial to the public interest in accordance with Section 1(2) Public Bodies (Admission to Meetings)
Act 1960.”
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Finance & Performance Committee
Draft minutes of the meeting held in public on 25.6.19
in Carlton Court, St Asaph

Present:

Mr Mark Polin BCUHB Chairman

Mr John Cunliffe Independent Member / SPG Chair (*part meeting)
Mrs Lyn Meadows Independent Member / SPG member (*part meeting)
Ms Helen Wilkinson Independent Member

In Attendance:

Mr Neil Bradshaw Assistant Director Strategy- Capital (part meeting)

Ms Deborah Carter Acting Executive Director Nursing and Midwifery

Mr Andrew Doughton Wales Audit Office (observer)

Mrs Sue Green Executive Director Workforce and Organisational Development (OD)
(*part meeting)

Ms Sue Hill Acting Executive Director of Finance Director (*part meeting)

Mr Geoff Lang Turnaround Director (*part meeting)

Dr Evan Moore Executive Medical Director

Dr Jill Newman Director of Performance

Mr Tony Uttley Interim Financial Director — Operational Finance

Mr Mark Wilkinson Executive Director of Planning & Performance (*part meeting)

Ms Emma Wilkins Financial Delivery Unit

Ms Diane Davies Corporate Governance Manager

Agenda Item Discussed Action By

FP19/125 Welcome, apologies for absence and declarations of interest

FP19/125.1 Apologies for absence were received from Mr Michael Hearty
although the Chairman indicated that he had received the benéefit of the
Independent Finance Advisor's comments in respect of the papers provided
as well as other IMs attending the Savings Programme Group (SPG) which
would be taken account of during the meeting. He explained that there had
been a need for the Savings Programme Group to be held concurrently with
this meeting this month and that IMs and officers would join the Committee on
the rise of the SPG.

(as noted above ~ (*part meeting))

FP19/125.2 The Chairman welcomed everyone to the meeting and introduced
Ms Emma Wilkins from the Financial Delivery Unit as well as Mr Andrew
Doughton observing on behalf of the Wales Audit Office. He reminded of the
need to meet the Board’s agreed standards of business in publishing papers
7 days before the meeting.




FP19/126 Integrated Quality and Performance report (IQPR)

FP19/126.1 The Executive Director of Planning and Performance presented
this item, he drew attention to the most improved measures and those of most
concern highlighted in the Executive Summary. He agreed to arrange to
strengthen arrangements for quality assuring the IQPR report prior to
publication. The Executive Director of Planning and Performance advised that
further detail on Unscheduled Care (USC) performance was available within
item FP19/130. It was reported that Planned Care performance had
deteriorated in part as a consequence of end of year activity and that whilst
there had been significant expenditure this was not as much as the previous
year. He commented that performance was not as he would wish and drew
attention to the inclusion of expenditure against RTT activity data that was
being introduced into the report to facilitate value for money considerations.

FP19/126.2 During a discussion on USC the Acting Director of Nursing and
Midwifery highlighted ambulance handover challenges which had also been
critical during the previous weekend. She reported that Delayed Transfers of
Care were improving as a result of the introduction of robust reviews. Whilst
acknowledging a shift in Primary Care performance, the Chairman was
advised of national discussions taking place to identify the source of key
performance indicators (KPIs) and that BCU’s Improvement Group was in the
process of identifying local KPIs by the end of July.

FP19/126.3 It was confirmed that the additional efficiencies being identified
within the PwC review would be incorporated in due course. The Executive
Director of Planning and Performance confirmed that work was on track to
deliver against the timelines indicated in the RTT outcomes and would be
reported by exception if not. The Chairman sought clarification on whether the
specialty level recovery plan would report at the July Board meeting instead
of being prepared by the end of September. He also questioned whether the
£2.2m expenditure and figures provided in the report correlated with WG
expectation. The Deputy Director FDU confirmed that a reconciliation of up
activity against cost was required. It was agreed that the Acting Executive
Director of Nursing & Midwifery would liaise with Andrew Sallows, to provide
assurance that WG and BCU had an agreed understanding of the figures
provided. It was agreed that the Performance Director would provide
improvement by specialty level within the next report

FP19/126.4 In respect of Cancer performance the Chairman questioned
whether performance was on track. The Chairman requested that the
Executive Director of Therapies and Health Sciences attend the next meeting
to respond on this and diagnostic waiting time performance. In the meantime,
the Executive Director of Performance and Planning would liaise with him to
arrange a briefing on all remedial actions undertaken following the meeting.
The Chairman requested that a system be arranged to advise the Chairman
on areas of off target performance where the responsible Executive was not
in regular attendance at F&P Committee in order that he might consider
whether to request attendance. The Chairman advised that, in light of the
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emerging PwC report, discussion was in hand to potentially include the Chief
Executive in attendance at Finance and Performance Committee meetings.

FP19/126.5 It was agreed that the Performance Director would that future
reports were consistent in reporting format of each section. In respect of
Diagnostic Waiting times, the Executive Director Planning and Performance
advised that the Executive Team had taken a decision to commission non-
recurrent outsourcing and progress a mobile unit at Ysbyty Glan Clwyd whilst
a longer term Endoscopy business case was being progressed as outlined
within the 3 year plan. He also advised that there was a national solution
being considered. Workforce issues within Radiology were noted and it was
clarified that ‘harm’ was being overseen by the Quality, Safety and
Experience Committee.

FP19/126.6 In respect of the follow up waiting list the Acting Executive
Director of Nursing and Midwifery advised of a range of actions being
undertaken that would result in a reduction of patients requiring appointments
in keeping with WG Delivery Unit recommendations.

FP19/126.7 The Performance Director provided an update in regard to the
Eye Care Measure which included advice that there was a national
expectation that performance would deteriorate due to backlog clearance
based on clinical risk. In response to the Chairman she advised that there
was confidence that the deterioration would only continue until the end of
quarter 2. The Performance Director advised that other data would also be
included in developing reports within this area and drew attention to the
operational changes which were taking place, including the use of
Optometrists for some work. In response to the Chairman, the Performance
Director confirmed that BCU was represented at national meetings. The
Executive Medical Director was requested to confirm to the Chairman BCU’s
representation at a national Research and Development Group so that he
could be assured of BCU’s involvement.

FP19/126.8 In respect of referrals, it was confirmed that the details provided
were a critical component part in the development of business plans and that
Rheumatology issues were in the process of being explored.

FP19/126.9 With regard to Unscheduled Care attention was drawn to
reporting anomalies. The Chairman questioned whether GP Out of Hours,
SICAT and 111 could be reported separately going forward. A discussion
ensued on the low numbers of urgent patients reported.

FP19/126.10 In respect of Stroke performance, it was noted that new data
sets had been introduced and there was an expectation of improvement for
the next report. The Executive Director of Planning and Performance referred
to the long term investment required in this service, advising that a business
case had been presented to the Executive Management Group and Strategy,
Partnerships and Population Health Committee with an expectation that it
would be submitted to the July Health Board meeting.

JN
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FP19/126.11 A discussion ensued on whether Programme Business Cases
prepared for WG required scrutiny by the F&P Committee as they were not
investment decisions but an agreement of direction of travel. The Chairman
was assured that those which had been considered at the recent SPPH
Committee for the July Board did not require investment decisions.

FP19/126.12 In respect of Emergency Department (ED) & Minor Injury Unit
(MIU) performance and Ambulance Handovers, issues at Wrexham Maelor
Hospital were highlighted. The Chairman sought clarity on the definition of
‘very urgent’ out of hours patients.

FP19/126.13 Finance and Workforce performance was noted.

It was resolved that the Committee
noted the report and expressed concern with quality issues within the report.

The Executive Director of Planning and Performance advised on what action
would be taken to address the issues ahead of the next iteration.

DC/CS

FP19/128 Capital Programme report month 2

FP19/128.1 The Assistant Director Strategy - Capital joined the meeting to
present this item. It was noted that Welsh Government had issued the initial
allocation for the 2019/20 financial year in March 2019 and the Capital
Resource Limit for month 2 remained unchanged from month 1 at £21.725m.

FP19/128.2 In respect of the discretionary capital programme, following
confirmation, and satisfactory audit, of the accruals from 2018/19 the
brokerage requirement had increased by £0.591m to £2.146m. The Health
Board had also managed year-end slippage within the Integrated Capital
Fund. As a consequence the resource available for 2019/20 had been
confirmed as £10.439m.

FP19/128.3 It was noted that following confirmation from Welsh Government
of additional capital support to take forward the Health Board’s orthopaedic
plan, the provision previously made within the discretionary programme
(Transformation planned care) was able to be released to support the revised
programme. In response to the Chairman, the Assistant Director Strategy —
Capital confirmed that resources were in place. The Executive Director of
Planning and Performance responded that the resilience of the electrical and
infrastructure work needed to be addressed within the Wrexham Maelor
redevelopment programme.

It was resolved that the Committee
noted the report

The Assistant Director Strategy - Capital left the meeting
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FP19/127 Presentation : Excellent Hospital Care ~ Planned Care

FP19/127.1 The Executive Director of Planning and Performance highlighted
the need to agree the plan with WG and made specific reference to the
delivery challenges around additional activity and the impact of pension
legislation; winter pressures; demand and case mix. He also noted the
opportunities from improving treatment in turn, productivity gains and waiting
list validation. It was noted that introducing the prospective RTT expenditure
proforma and approval process would be key in meeting the planning
challenges outlined.

FP19/127.2 The Chairman questioned whether sign off was expected before
or after the July Board meeting. The Executive Director of Planning and
Performance advised of the iterative process being worked through, drawing
attention to the Orthopaedic issues around RTT performance. He explained
that the Planned Care Improvement Group would help inform the Committee.
The Chairman re-iterated the importance of establishing an agreed shared
understanding of numbers with WG.

FP19/127.3 The Executive Director of Planning and Performance reported
that moving to treating 70% from backlog, 20% containment and 10% urgent
at ‘zero cost’ increase was welcomed in improving RTT performance. In
response to the Committee’s question regarding the level of confidence in
achievement of delivery, he stated that if the actions were carried out then
significant improvement could be achieved, highlighting the potential large
scale changes that implementing the business cases would achieve. On the
ground challenges were highlighted by the Acting Executive Director of
Nursing and Midwifery which included ensuring that the introduction of more
efficient processes were monitored and continued to be implemented.

FP19/127.4 The Chairman emphasised the need for improvement and sought
guidance on the timeline envisaged. Following discussion, he requested that
an Executive brief be submitted to the July Board clarifying a trigger point
date on which outline remedial actions would be undertaken should
turnaround not be achieved. It was also noted that modelling the trajectory
would require work before presentation.

FP19/127.5 The Chairman sought assurance that the following were
demonstrated: confirmation that actions were on track, having confidence in
delivery and detail of how risk was being mitigated.

It was resolved that the Committee
noted the presentation

The Executive Director of Workforce & OD, Turnaround Director, IM John
Cuniliffe, IM Lyn Meadows and Acting Executive Director of Finance joined the
meeting.

MW

MW
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FP19/130 Unscheduled Care and Building Better Care report

FP19/130.1 The Chairman requested that the Executive Director of Nursing &
Midwifery and the Executive Director of Planning and Performance liaise to
discuss what detail and reporting could be incorporated within the IQPR.

FP19/130.2 The Acting Executive Director of Nursing and Midwifery
presented the report highlighting the issues arising from ambulance handover
at Wrexham Maelor. It was understood that a business case was being
developed to assist improvement and there was a need to address cultural
normalisation. In response to the Chairman, the Acting Executive Director of
Nursing and Midwifery advised on the various different factors affecting the
site since the previous year, both positive and negative.

FP19/130.3 The Chairman questioned whether corrective actions taken within
Health Economies were replicated across the organisation, discussion
ensued in which it was noted that different locations often required different
solutions. He was pleased to acknowledge the signs of improvement
emerging from the senior leadership team led ‘reset’. The Acting Executive
Director of Nursing and Midwifery assured the Chairman that the newly
introduced roles of Interim Hospital Managing Directors were making a
difference. She also reported on the work to address ‘medically fit for
discharge’ patients which he had questioned. Attention was drawn to the
developing modelling of Single Integrated Clinical Assessment & Triage
(SICAT).

FP19/130.4 In respect of the second cycle of 90 day planning it was noted
that a Programme Management Office (PMO) review had been undertaken to
fully understand the impact and delivery to date, with the aim of exploring why
an effect was not being seen in BCU’s key performance indicators and to
ensure the next cycle of planning was focused on key priorities to deliver the
outcomes. In addition, a critical success factor dashboard had been
developed which was starting to be used across the ED footprint to support a
clearer focus on which elements were and were not working.

FP19/130.5 The Chairman confirmed that the Board was committed to seeing
Unscheduled Care improvements through and ensuring that actions were
completed.

It was resolved that the Committee

e noted the report

e confirmed the need for continued provision of bimonthly Unscheduled and
Planned care reports to the F&P Committee

e requested that future coversheets be completed in full, especially in the
areas of governance and risk.

MW/DC

DC/MW

DC

FP19/127 Annual Plan progress monitoring report
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FP19/127.1 The Executive Director of Planning and Performance presented
the report stating it would drive action within the organisation. The Committee
was provided with clarification on how long an action would remain at amber
before it was considered of concern. A discussion ensued in which questions
on self assessments, evidence gathering and visibility of earlier milestones
were raised.

FP19/127.2 It was agreed that the Executive Director of Planning and

Performance would reflect on the discussion and consider how evidence on
delivery would be checked through random sampling. He also undertook to
ensure robust processes were in place in respect of recording RAG ratings.

It was resolved that the Committee

noted the report

agreed the addition of the following in future reports:

e milestones to actions

e 10% random spot checks

e provide to July Health Board meeting followed by quarterly reports

e ensure the Chairman approved the report prior to submission to the Board

MW

MW

MW

FP19/131 Draft minutes of the previous meeting held on 23.5.19 and
summary action plan

FP19/131.1 The minutes were approved as an accurate record.

FP19/131.2 Updates were provided to the summary action log, noting that an
additional action highlighted in the previous minutes FP19/104.4 would be
added.

DD

FP19/131b Savings Programme Group (SPG) Update from meeting held
23.5.19

FP19/131b.1 The SPG Chair provided a verbal update on the meeting that
had been held that morning. He summarised that there had been an
improved position, though Red RAG status remained on some schemes. The
Group were concerned with the lack of savings schemes confirmed for the
Mental Health & Learning Disabilities Division in respect of their £1.75m
target. He also advised that a Financial Recovery Group had been setup
which would report minutes via the SPG. The Acting Executive Director of
Finance agreed to amend the SPG ToR to reflect this and consider renaming
the Group to Strategic Savings Group following the suggestion of the
Executive Director of Workforce &OD.

FP19/131b.2 The SPG Chair confirmed that PwC’s Grip and Control report
had been considered and it was understood that the Acting Executive Director
of Finance would be considering further work undertaken at Cardiff and Vale
UHB. He reported that the pipeline prospects had shown signs of
improvement however there was a gap of £3.4m savings to be addressed.

SH
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FP19/131b.3 It was reported that an engagement plan was in place to drive
forward more suggestions and that pipeline opportunities had increased to
£36-49m potentially into year 2 & 3 which would be reported in one report to
simplify monitoring. The SPG Chair reported that a Recovery Director had
been appointed and would commence duty on 1.7.19. An SPG member also
drew attention to discussion on training and managing staff in this area.

FP19/131b.4 The Chairman stated that as expenditure was currently running
hot it was necessary to turn off the tap where possible to reduce spending. He
referred to previous discussions in which areas such as travel and
procurement had been identified for exploration. The Acting Executive
Director of Finance advised that a suite of documentation and guidance would
be available for all employees to access as a resource on financial
improvement, governance and service improvement via dedicated intranet
pages by 28.6.19. The intention was to incorporate financial awareness within
the culture so that more resources could be allocated to front line care. In
addition she highlighted work on variation being moved forward with
clinicians.

FP19/131b.5 The Chairman requested that documentation provided to the
SPG should be in the same format as Committee submissions and be
supported by completed coversheets. The Acting Executive Director of
Finance explained that the FRG included divisional representatives from
across the Health Board. In response to the Chairman, the Executive Director
of Workforce &OD outlined the division of responsibility between the
Recovery Director and the Acting Executive Director of Finance roles. The
Independent Members present asked to have access to the savings tracker
alluded to.

The Committee resolved to
note the verbal update

SH

SH

FP19/132 Finance Report Month 2

FP19/132.1 The Acting Executive Director of Finance presented the report
which highlighted that at the end of Month 2, the Health Board was overspent
by £7.5m being £1.7m adverse variance to plan and had achieved £2.6m
savings, being £2.1m behind plan. She reported that the main issues had
been around Secondary Care (referring members to financial performance at
the 3 District General Hospital sites), Pay (Health Board additional £2.5m due
to pay award and an additional £2.8m in Primary Care) and also Agency &
Locum expenditure (as referenced on page 11).

FP19/132.2 In respect of Non-Pay it was reported that there had been an
additional increase of £2m on month 1. The Chairman questioned attention to
Primary Care Drug expenditure and was advised of actions being reported to
the SPG. It was noted that a larger scheme was currently under development
within the Area Teams which would surpass the current small scale scheme.
Control in the area of Secondary Care drugs expenditure was also of
concern. The Committee questioned the repercussion to Secondary Care on
the resulting £0.5m underspend forecast on the year regarding uptake of
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enhanced primary care services.

FP19/132.3 The Acting Executive Finance Director outlined the RTT spend to
Month 2 of £2.29m, having spent £1.3m in month. She reported that whilst the
current forecast was circa £13.7m for work planned to date, it was not all the
work that would be undertaken, advising that this would be reported in the
following month.

FP19/132.4 In respect of allocations there was £28.7m non-recurrent of which
£13.7m had been received for RTT. The Acting Executive Director of Finance
provided clarification to the Chairman on why the anticipated RTT funding had
not been reflected in the ledger.

FP19/132.5 In respect of savings delivery she advised that the £31.1m
savings reported had now increased to £31.5m and that whilst there had been
£2.7m conversion to green, it was of concern that the performance was
plateauing. The underlying deficit position was reported as £55.1m, being a
£1.3m improvement from the draft plan based on review work with FDU
colleagues.

FP19/132.6 In regard to the balance sheet the revenue cash balance was
reported as £2.9m and was within the internal target set by the Health Board.
It was noted that £35m of strategic cash support and £10m of working capital
balances support would be required by the Health Board in 2019/20. This
would be finalised later in the year with a formal request to be submitted to
WG following agreement of the Board.

FP19/132.7 With regards to the Capital programme, the Acting Executive
Director Finance advised that the Ysbyty Gwynedd Emergency Department
was not due to overspend, but that the project had been delayed from last
year and the capital allocation into the current financial year.

FP19/132.8 Discussion followed on how the new savings target of £35m was
being managed via a tracker tool, clarity was provided on the financial
performance and forecast illustrated in peaks and troughs and an explanation
provided on the joint ownership being managed appropriately between
Executive Directors and Divisions in respect of their savings requirements.

FP19/132.9 The Chairman raised concern in respect of Wrexham Maelor
financial performance which the Acting Executive Director of Finance clarified
would be addressed with the further introduction of regional accountability.

FP19/132.10 The Acting Executive Director of Finance highlighted that it was
important that the organisation aligned its focus on both cost control and
savings moving forward. The Executive Director of Workforce drew attention
to the reduction in pay costs being achieved which was recognised by the
Committee.

FP19/132.11 The Deputy Director FDU observed that there was a correlation
in respect of the highest acute overspend having the highest savings target.
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It was resolved that the Committee

e noted the Finance report and forecast position of £35m deficit

e requested a briefing note to provide assurance that CHC monitoring was
being managed more effectively

e consider whether CHC risk should be considered at RED at the next
iteration

« provide greater detail on what action was being undertaken in respect of
savings that were out of kilter within the policies and procedures paper
being prepared

e reverse red typeface utilised within the Financial Performance by Division
data table going forward

SH/TU

SH

SH/TU

SH/TU

FP19/133 Review of Corporate Risk Assurance Framework — risks
assigned to the Finance and Performance Committee

A discussion ensued on BCU’s risk management approach which was
understood to be discussed at the next Board Development session. In
addition the Executive Director of Workforce &0OD stated that a newly
appointed Risk Manager would be commencing shortly.

Following review of the risks assigned, it was resolved that the Committee

CRRO06 - Financial Stability
e agreed the risk remain the same

CRRO07 - Capital Systems

Supported the proposed closure of the risk on the basis that following receipt
of the Specialist Audit Systems report that confirmed “reasonable assurance”
for capital systems with “substantial assurance” and best practice for
monitoring and reporting, there was an adequate level of assurance received
and achievement of the target risk score.

e agreed closure of the risk
CRR11a - Unscheduled Care Access
e agreed the risk remain the same

CRR11b - Planned Care Access

e agreed that recalibration was required

CRR12 - Estates and Environment

MW

MW
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Reflected that a greater understanding of the estate being addressed within
the Estates strategy was needed.

e agreed that the Executive Director of Workforce &OD and the Acting
Executive Director of Finance would meet to discuss and agree the risk
rating

CRR19 - Countess of Chester Hospital - Discontinued RTT for Patients
in Wales

Noted that further developments had taken place and that it was proposed
that the risk be de-escalated, reviewed and updated to encompass the wider
issue of contracting out services to NHS England Maternity Services and
managed by the Finance Directorate.

e agreed that the risk be de-escalated to tier 2

SG/SH

MW

FP19/134 Proposal for outsourcing elective Orthopaedic work as part of
the Orthopaedic Plan

FP19/134.1 The report provided a proposal to move forward with the
commissioning of additional orthopaedic activity with NHS providers in
England as part of the overall orthopaedic programme. It was noted that the
SPPH Committee was scheduled to consider the Orthopaedic Plan on 4.7.19.

The Executive Director of Planning and Performance drew attention to WG’s
expectations and advised the proposal would enable a commitment to be
given to English providers and pointed out that the Orthopaedic Plan might
not deliver at the time and rate expected.

FP19/134.2 The Committee was concerned to be informed that there was
likelihood of reduced BCU clinician availability due to recruitment issues.
Discussion ensued in which it was clarified that final expenditure might be
less than £18m due to patient case mix, assurance was given that PBR
pricing was being adhered to and it was noted that there was a 3 year
contract committment.

FP19/134.3 The Chairman requested that BCU’s Chief Executive seek
clarification with the NHS Wales Director General on whether there might be
any impediment to entering into a 3 year agreement and that confirmation
was sought on this point.

It was resolved that the Committee

e agreed to request BCU’s CEO to seek clarification on 3 year agreement
following which;

e agreed to submit to the July Health Board for consideration

MW>GD

MW

FP19/135 Strategic recruitment position and plans

FP19/135.1 The Executive Director of Workforce &OD presented this item.
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She highlighted three main priorities in relation to BCU staffing was to ensure

that the Health Board has:

e the right information available and the capability to analyse and use it to
plan and act;

e a recruitment and retention plan around staffing in the right numbers, as
efficiently and effectively as possible;

e reviewed challenged specialties and roles to identify potential alternatives
in the best interests of BCU’s patients/communities.

FP19/135.2 It was noted that the report provided an outline of the current
situation across the Health Board, key staff groups and highlighted specific
areas of challenge. In addition, plans were outlined for a more strategic
approach to recruitment and retention with all recruitment, including Medical
and Dental, in one team under the Associate Director Workforce Performance
and Improvement and a Head of Resourcing. The resourcing team would
bring together Recruitment, Rostering and Temporary Staffing and provide a
strategic and holistic approach with joined up recruitment and retention
campaigns to increase substantive staffing levels, maximising effectiveness of
those staff by efficient rostering and where substantive provision falls short it
would seek to provide temporary staffing in the most cost efficient way. In
addition, she highlighted potential benefits with strategic data, safety and
medical vulnerability which this development could help support.

FP19/135.3 The Committee questioned whether it was envisaged that further
stretch could be achieved with the reduction in vacancy rates from over 10%
to 9% or less that was outlined in respect of Nursing and Medical posts.

FP19/135.4 The Chairman questioned whether there was any potential to
recoup spending with shared services in respect of the current recruitment
service to BCU, however it was noted that the transactional element of
recruitment would remain and continue to be dealt with in this way.

It was resolved that the Committee

Noted the report

agreed that the Executive Director of Workforce & OD prepare a briefing note
on retention

SG

FP19/136 Turnaround Programme Savings Report — Month 2 2019/20

The Chairman noted that this report had been considered by the SPG earlier
that day and on that basis he did not intend to invite discussion at the
Committee. He thanked the Turnaround Director for his committed service in
difficult circumstances and with few resources.

It was resolved that the Committee noted
¢ the increase in savings schemes developed and the improved risk
profile over the previous month’s report
e the residual gap in amber / green risk assessed schemes of £10.09m

Page 12




in cash releasing savings and £15.98m in total savings

e the impact of the shortfall in savings identification against the
budgetary plan of £1.57m.

e the achievement of savings of £2.59m, which is £0.38m above profile.

o the work ongoing with PwC to finalise schemes in development and to
identify further savings to meet the plan requirements by the end of
June.

e the requirement to increase cash releasing savings and total savings
delivered in year by £10m if the control total deficit of £25m is to be
achieved.

FP19/137 Summary of InCommittee business to be reported in public

It was resolved that the Committee note the report

FP19/138 Issues of significance to inform the Chair's assurance report

To be agreed with Chair

FP19/139 Date of next meeting

It was noted that the Committee would next meet on 29.7.19 at 11.00am in
the Boardroom, Carlton Court

Exclusion of the Press and Public

It was resolved that representatives of the press and other members of the
public be excluded from the remainder of this meeting having regard to the
confidential nature of the business to be transacted, publicity on which would
be prejudicial to the public interest in accordance with Section 1(2) Public
Bodies (Admission to Meetings) Act 1960.
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BCUHB FINANCE & PERFORMANCE COMMITTEE
Summary Action Log — arising from meetings held in public

Officer Minute Reference and Action | Original Latest Update Position Revised
Agreed Timescale Timescale
Actions from 24.4.19 meeting:
Sue Hill/ | FP19/73.4 Savings Programme 1.5.19 23.5.19 MW suggested that a planning timetable be shared at the | July
Mark Agree planning timetable for 20/21 July meeting so that it could reflect the conclusions of the PWC
Wilkinson | ie agree milestones and outline a review. Agreed. MP also requested that investment proposals for
timetable to enable more effective 2020-21 be considered initially in December 2019. December
monitoring 22.7.19 Superseded by revised financial recovery management Action to be
arrangements closed
Mark FP19/74.3 Finance report 13.5.19 Bed SOP meeting taken place with Area Directors, Secondary
Wilkinson | Arrange to review Bed Care and Hospital teams to re-enforce importance of complying
establishment with Executive Team fully with Bed establishment, temporary closure and temporary
escalation processes. Actions agreed to improve compliance so as
to inform the bed establishment review.
23.5.19 Action re-opened and MW to provide further briefing note. | June
19.6.19 Executive Team have not yet carried out their review
which will be scheduled within the next few weeks. Action to be
22.7.19 To be discussed at Executive Team on 24.7.19 closed
Actions from 23.5.19 meeting:
Executives | FP19/101.4 Finance M1 25.6.19 5.6.19 We will provide a sample of Finance meeting minutes with | July
[Sue Hill] | Provide assurance that budget Committee members in July. [Sue Hill]
holders were being challenged
appropriately regarding overspends
Sue Hill FP19/104.1 External Contracts July A summary report will be presented each quarter listing any quality | Action to be
Determine how quality and safety and safety issues with our external contracts, but any urgent | closed
issues from these reports could be issues will be escalated within the Finance report. This will
shared with the Q&S Committee commence from August 2019 and each quarter thereafter.
Sue Hill > | FP19/104.4 17.7.19 The Division implemented a new management structure as part of | Action to be
Andy Consider with the Director MH Special Measures framework in April 2018, which was supported | closed
Roach whether the Division’s investment and funded by Welsh Government. The revised structure included




2

in leadership across the Division
had worked given the additional
costs and continued overspend.

additional Director posts for Operations and Delivery and
Partnerships and Transformation and each area received funding
for three posts; Head of Operations and Delivery; Heads of
Nursing and Clinical Director sessions. The Clinical and
managerial leadership structure has seen significant quality
improvements across all areas with recent very positive and
significantly improved HIW reports, including very positive
feedback from the Welsh Government advisor for the Mental
Health Special Measures framework. An element of this year’s
savings programme includes £370k which will be delivered through
a reduction in the numbers of first line and middle management
posts in the current structure which was built into the Divisional
leadership structure.

Financial performance improved over the last quarter of 2018/19
with a sustained reduction in run rate and management of variable
pay costs and non pay as a result of the grip and control actions
put in place by Divisional area leadership teams. There was an
overspend in Month 1 of 2019/20, but MHLD budgets have
delivered a small underspend in months 2 and 3, but still continue
to have significant cost pressure from CHC.

Actions from 25.6.19 meeting:
Adrian FP19/126.4 IQPR In attendance Action to be
Thomas Attend next meeting to provide | 29.7.19 closed
assurance on Cancer performance
and diagnostic waiting times.
Mark FP19/126.1 IQPR Post report production, a review of the report has taken place led | Action to be
Wilkinson | Strengthen arrangements  for | 9.7.19 by the Director of Performance and the performance team to | closed

quality assuring the IQPR report
prior to publication

FP19/126.2

identify areas for improvement.
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Advise Chairman if Specialty level Site and specialty level planning profiles will be presented to the | Action to be
recovery plan could be reported to August Finance and Performance Committee. closed
July Health Board meeting
FP19/126.4 Matter was raised with AT. A draft business case has been | Action to be
Liaise with Adrian Thomas to considered by the Executive Team and the further work requested | closed
provide a briefing on remedial is underway which is subject to ongoing scrutiny by the Executive
actions being undertaken regarding Team.
the above
Mark FP19/126.4 To be considered as part of agenda setting discussions. AT'’s | Action to be
Wilkinson / | Arrange system to advise the Chair | 9.7.19 attendance — as above is an example of this approach in | closed
Sue Hill on areas of off target performance operation.
where the responsible Executive is
not in regular attendance at F&P in
order that he may consider whether
to request attendance
Deborah FP19/126.3 26.6.19 WG have been provided with the information. Action to be
Carter Liaise with Andrew Sallows to closed
provide assurance on agreed
figures with WG.
The Executive Director of Primary and Community Services | Action to be
FP19/126.12 IQPR advised that the national standard for ‘very urgent face to face’ is | closed
Discuss with Dr Chris Stockport the within one hour.
definition of Very Urgent in GPOOH
and advise the Chairman
Mark FP19/126.5 22.7.19 The importance of consistent formatting is emphasised in | September
Wilkinson | Ensure  future reports are | 17.7.19 the training being delivered to narrative writers and is evident in
(Jin consistent in reporting format of this month’s report

Newman)

each section
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Evan FP19/126.7 IQPR 9.7.19 The Executive Medical Director has advised the Chairman Action to be
Moore Advise the Chairman how BCU closed

was represented at a national

R&D Group to provide assurance

on BCU involvement
Mark FP19/127.4 Planned Care The revised 3 year outlook and 2019/20 Annual Plan includes | Action to be
Wilkinson | Provide Planned Care update to | 9.7.19 planned care target profiles and these are underpinned by detailed | closed

July Board to include target profiles demand and capacity modelling. Detailed site and specialty

and trajectories which can be trajectories will be shared with August Finance and Performance

monitored. Committee

FP19/127.5 The plan has been built ibn locally agreed demand and capacity | Action to be

Provide assurance within planned models. The plan highlights delivery risks and how they are being | closed

care reporting that addressed.

Actions on track Performance reporting on a weekly basis within the organisation,

Confidence in delivery and monthly to Committees, will identify where progress is off

Mitigation of risk track, and allow timely interventions to be made.
Mark FP19/130.5 8.7.19 Information now included in IQPR report with additional separate | Action to be
Wilkinson / | Continue to provide USC and records scheduled the Cycle of Business for the Committee closed
Deborah Planned Care reports on a bi-
Carter monthly basis in addition to

reporting within the IQPR
Deborah FP19/130.5 USC 17.7.19 Coversheets will be completed in full moving forward Action to be
Carter Ensure future coversheets are closed

completed in full - especially in

respect of governance and risk
Mark FP19/127.2 AOP progress | 17.7.19 22.7.19 Discussion at SPPH Committee confirmed a methodology | Action to be
Wilkinson | monitoring which has been applied and reflected on this agenda closed

Consider how to evidence delivery
eg random sampling
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FP19/127.2 AOP progress Executive Team scrutiny of RAG ratings Action to be
monitoring closed
Arrange to ensure robust process
in place re RAG ratings
FP19/127.2 AOP progress Subsequent discussions indicated the need for further discussion | Action to be
monitoring at Executive Team and SPPH Committee. The eventual method | closed
Ensure following included within chosen was more extensive in terms of sampled items and is
future reporting: reflected in the papers provided.
e Action milestones
e 10% random spot checks
e Provide to July Board followed
by quarterly reports
e Arrange for Chairman to see
report before submission to
Board
Diane FP19/131.2 Summary action log 8.7.19 Completed as above Action to be
Davies Add FP19/104.4 closed
Sue Hill FP19/131b SPG 17.7.19 Action to be
Amend the SPG ToR to reflect ToR - the Tor has been updated. closed
reporting arrangements of FRG The SPG may be subject to change based on the recovery actions
and consider renaming to Strategic being agreed with the interim Recovery director but will be brought
Savings Group following the to F&P
suggestion of the Executive
Director of Workforce &OD.
Action to be
FP19/131b SPG Cover sheets will be used for all SPG papers closed

Ensure reports submitted to SPG
are formatted as provided to
Committee with supporting
coversheets.
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FP19/131b SPG Master tracker - this will be shared with IMs Action to be
Arrange for IMs to have access to closed
savings tracker
Sue Hill FP19/132.11 Finance report M2 Briefing distributed to members Action to be
Provide a briefing note to provide closed
assurance that CHC monitoring
was being managed more
effectively
CHC - risk rating At the moment we feel the risk level is | Action to be
FP19/132.11 Finance report M2 appropriate but we review the risk each month closed
Consider if CHC risk should be
considered at RED at next iteration
Action to be
FP19/132.11 Finance report M2 Savings in relation to policies and procedures paper, this is also | closed
Provide greater detail on what being scrutinised by both the FRG and SPG, but would be
action was being undertaken in considered in the divisional F & P meetings.
respect of savings that were out of
kilter within the policies and
procedures paper being prepared
HAA9 To be carried forward to Month 4. We have been unable to
/ Tony FP19/132.11 Finance report M2 | 14.8.19 address the reports in Month 3 due to systems issues and system
Uttley Reverse red typeface utilised within downtime.
the Financial Performance by
Division data table going forward
FP19/133 Corporate Risks 9.7.19 Closed Action to be
Mark closed
Wilkinson | CRRO7 — Capital Risks

Close risk




Deborah CRRO07 — Planned Care Access
Carter Recalibrate risk
Sue Hill CRR19 — COCH CoCh risk has been de-escalated - closed Action to be
De-escalate to tier 2 closed
Sue Hill/ | FP19/133 Corporate Risks 9.7.19
Sue Green | CRR12 - Estates and
Environment
Meet to discuss and agree risk
rating
Mark FP19/134 Orthopaedic 9.7.19 Discussions with NHS Wales have taken place. Confirmation has | Action to be
Wilkinson | outsourcing proposal been secured that the formal contractual position is at 12 month | closed
MW to contact Chief Executive to only contract. In addition, payment is made on ‘payment by results’
request that he seek clarification basis with no future years pre agreed activity levels and where the
with the NHS Wales Director Board manages referrals. The future year commitment from the
General on whether there might be Health Board is underpinned by a non-binding letter of intent.
any impediment to entering into a 3 Paper is scheduled on July agenda
year agreement and that
confirmation was sought on this
point. Following clarification on
action above, submit to July Board
Sue Green | FP19/135 Strategic recruitment 14.8.19

position and plans
Prepare briefing note on retention

23.7.19
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Purpose of Report:

The purpose of this report is to brief the Finance and Performance
Committee on the delivery of the approved capital programme and
progress on expenditure against the Capital Resource Limit.

Approval / Scrutiny
Route Prior to
Presentation:

Progress and expenditure on capital schemes is scrutinised by the
Capital Programme Management Team.

Governance issues
| risks:

This is a standing report to the committee as required by the Health
Board’s capital governance procedures.

Financial
Implications:

Following a review by the Capital Programme Management Team this
report confirms proposed changes to the planned discretionary capital
programme due to amendments to the expenditure profile and
additional cost pressures.

Recommendation:

The Committee is asked to receive this report.

Health Board’s Well-being Objectives V' | WFGA Sustainable Development |
(indicate how this paper proposes alignment with Principle

the Health Board’s Well Being objectives. Tick all (Indicate how the paper/proposal has
that apply and expand within main report) embedded and prioritised the sustainable

development principle in its development.
Describe how within the main body of the
report or if not indicate the reasons for this.)

1.To improve physical, emotional and mental 1.Balancing short term need with long
health and well-being for all term planning for the future

2.To target our resources to those with the | V¥ | 2.Working together with other partners to
greatest needs and reduce inequalities deliver objectives

3.To support children to have the best start in 3. those with an interest and seeking their
life views

4. To work in partnership to support people — 4 Putting resources into preventing | V

individuals, families, carers, communities - to problems occurring or getting worse




achieve their own well-being

5.To improve the safety and quality of all |V | 5.Considering impact on all well-being
services goals together and on other bodies

6.To respect people and their dignity

7.To listen to people and learn from their |
experiences

Special Measures Improvement Framework Theme/Expectation addressed by this paper
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This is a standing report to the committee. There is no proposed change of policy or direction nor are
budgets being reduced.
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1.1

1.2

Purpose of Report

The purpose of this report is to brief the Health Board on the delivery of the approved
capital programme to enable appropriate monitoring and scrutiny. The report provides
an update, by exception, on the status and progress of the major capital projects and
the agreed capital programmes.

The report also provides a summary on the progress of expenditure against the capital
resources allocated to the Heath Board by the Welsh Government through the Capital
Resource Limit (CRL).

Capital Funding 2019/20

The agreed capital funding from all sources may be summarised as follows:

Capital Programme £ ‘000
All Wales Capital Programme 8,804
Discretional Capital 12,921
Total Welsh Government CRL 21,725
Capital Receipts 356
Donated Funding 1,578
Grant Funding 0
TOTAL 23,659

The CRL for month 3 is unchanged from month 2 at £21.725m.

It is anticipated that we will secure other sources of funding including capital receipts,
donated funding and Welsh Government grants (Integrated Capital Fund) in this
financial year. Separate monitoring reports will be developed and incorporated within
this report as appropriate.

It should be noted that both the capital receipts and donated funding is a forecast and
the figure may change as the year progress.




2.1

2.2

2.21

INTRODUCTION

Following implementation of the Health Board’s Procedure Manual for Managing
Capital Projects, an assessment has been made of the RAG rating for the key domains
for each scheme.

This assessment is based upon the Project Managers monthly reports and provides
an overview of the status of each scheme. A commentary is provided, as necessary,
to highlight key variances.

ALL WALES PROGRAMME

The Health Board has been successful in securing capital investment for the following
approved schemes. The table has been updated to reflect the latest changes to the
CRL.

Scheme RAG rating

SuRNICC

PAS system

Substance misuse - The EIms

Substance misuse - Holyhead, Anglesey
Substance misuse — Shotton, Flintshire
ED information system - EDCIMS

Ysbyty Gwynedd Emergency Department

Substance misuse - The EIms
The project was handover at the end of May and services commenced from the new
facilities from 14t June.

Ysbyty Gwynedd Emergency Department
There has been no change from the position reported as at Month 2.

All Wales Programme — Business cases

The CRL includes Welsh Government funding to progress the following business
cases:

Scheme Case Status
North Denbighshire Community hospital Full Business Case A
Redevelopment of Ablett unit Outline Business Case

North Denbighshire Community Hospital

Following a request from the supply chain partner to change the terms of the contract
the Board has sought legal advice. The proposed changes introduce additional cost
and potential risk to the Health Board and are not considered acceptable. The on-going
resolution of this issue will delay the project however work will continue to progress the
Full Business Case to minimise any such delay. A separate report has been provided.
Due to the fact that this matter is “commercial in-confidence” it will be discussed “in-
committee”.




DISCRETIONARY CAPITAL PROGRAMME

Following a review by the Capital Programme Management Team (CPMT) the
programme has been amended to reflect changes in the expenditure profile of
schemes and additional cost pressures as follows:

Scheme £ £

Commitments brought forward
Side wards Wrexham Maelor hospital 50,000
Upgrade Hafan ward Bryn Beryl hospital 200,000 250,000
Wrexham Maelor business continuity
Infection isolation facility 347,000
Engineering infrastructure resilience 500,000

Sub-total 847,000 847,000
Mental Health — response to external reviews
Priorities as confirmed by Mental Health division 633,500

Sub-total 633,500 633,500
Estates
High risk backlog maintenance - East 250,000
WMH Fire alarms 150,000
High risk backlog maintenance — Centre 800,000
High risk backlog maintenance - West 862,000
Removal of high risk ACMs 150,000
Fire precaution works 100,000
YGC — replacement mortuary vehicle 60,000
YG catering upgrade 188,000
Contingency for additional urgent Facilities works 150,000

Sub-total | 2,710,000 2,710,000

Safe Clean Care 1,000,000
Medical Devices

Enabling works equipment purchased in 2018/19 560,000

YG Pharmacy robot replacement 700,000

YG Monitors 334,000

Contingency for in-year urgent replacements 250,000

Sub-total 1,844,000 1,844,000

Informatics 3,000,000
Service continuity/transformation
YG — theatre refurbishment 150,000
Llanfair PG Primary Care Centre 400,000
Ysbyty Penrhos Stanley — support to hospice 127,000
Eyecare measure 180,000
WMH - Ambulatory Emergency Care Unit 195,000
WMH - Neurophysiology accommodation 37,000
Transformation/cash releasing programme 1,250,000
Sub-total | 2,339,000 2,339,000
TOTAL £12,623,500




The changes may be summarised as follows:

Following recent environmental inspections of catering facilities a contingency has
been included to allow for any urgent works.

WMH Infection isolation facility — the scope of the project has changed. The original
intention was to provide a segregation facility on the Critical Care Unit to manage non-
airbourne infections. The clinical lead has now requested that the facility also makes
provision for airboune infections. This significantly increases the specification for the
works and requires the development of a “Negative Pressure Suite”. The total cost is
now likely to exceed £1m and the Hospital Management Team are preparing a
business case for approval by this committee and the Health Board. The works will
now potentially be carried out over two years and the expenditure profile has been
revised accordingly. The costs in this year reflect the design fees and enabling works.

Ysbyty Penrhos Stanley — support to hospice - see section 2.4.2

WMH Ambulatory Emergency Care Unit — the Hospital Management Team have
requested support to create an Ambulatory Emergency Care Unit within the existing
Medical Diagnostic Unit to support and enhanced model of care that seeks to ensure
timely consultant lead assessment thereby reducing waiting times and avoiding
admissions.

WMH Neurophysiology accommodation — additional clinic space has been identified
as a key requirement to reduce diagnostic waits.

Divsions are continuing to review their priorities and the CPMT will monitor the
programme. As previously indicated the programme makes provision for an over-
commitment to allow the Health Board to manage any in-year slippage.




2.4
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2.4.2

ALTERNATIVE FUNDING

Estates Rationalisation/Disposal Programme

The following table provides an overview of the disposals for 2019/20.

Actual capital receipts Capital Receipt

NBV 2019/20 Forecast 2019/20
Land and Property Disposals £'000 £'000 £'000
Abergele Hospital - Grazing Land 38 38
Blaenua Ffestiniog Health Centre 168 168
Brymbo Health Centre 50 50
Ala Road, Pwylheli 100 100
Total 356 0 356
Donated Funding

Scheme RAG rating

Medical Devices

Equipment to support Hybrid theatre
Informatics

Ysbyty Penrhos Stanley - hospice
Minor Estates adaptations

Ysbyty Penrhos Stanley (YPS) — Hospice

The Health Board supported the conversion of a vacant ward at YPS to create a

satellite hospice facility as part of a planned network of palliative care across Ynys Mon

and Gwynedd. St Davids hospice pledged £417,000 support for the scheme. The

tendered costs are in excess of the original budget due to:

- Additional engineering costs

- Market conditions

- The expected recovery of VAT has been challenged, the revised cost takes a
prudent approach and assumes that no VAT will be recoverable.

The project team have undertaken a value engineering exercise and identified

potential savings that do not adversely affect the functionality of the planned unit. St

Davids hospice have agreed to increase their support to £516,000 this is the maximum

they can afford. As a consequence there is a potential shortfall of £127,000. This

project remains a priority and is considered to be an excellent example of the Health

Board working with partners to develop collaborative solutions.




FINANCE OVERVIEW

The expenditure in Month 3 reflects a net spend of £0.819m.

The forecast capital profiles for the All Wales schemes are currently being reviewed by
project managers and cost advisors to ensure we have accurate profiles for each
scheme by month.

Capital Resource Limit

The graph shown below sets out the planned expenditure profile for the year and the
actual expenditure to date.

CRL Planned and Actual Monthly Performance
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3.3
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The table below provides a breakdown of the CRL by scheme.

2019/20 2019/20
CRL 2019/20 | Expenditure M3 | Forecast Out- Variance

All Wales Schemes £'000 £'000 turn £'000 £000
Capital Projects Approved Funding
SuRNICC - FBC works 350 31 574 224
PAS System 996 71 1,255 259
Substance Misuse - The Elms Development 265 391 625 360
Substance Misuse - Holyhead, Anglesey 418 1 676 258
Substance Misuse - Shotton, Flintshire 1,325 0 1,340 15
Emergency Department System 701 0 701 0
Ysbyty Gwynedd - Emergency Department 1,496 995 2,526 1,030
North Denbighshire Community Hospital 2,404 0 2,404 0
Progress Redevelopment of Ablett Unit @ YGC from SO( 849 0 849 0
Sub-total 8,804 1,489 10,950 2,146
All Wales CRL Total 8,804
Discretionary Schemes
YGC Brokerage (1,500) 0 0 1,500
IM&T 3,000 18 2,775 (225)
Med Devices 1,768 201 1,768 0
Estates 9,653 691 6,232 (3,421)
Discretionary CRL Total 12,921 910 10,775 (2,146)
TOTAL CRL ALLOCATION 2018/19 21,725
Development Fund/ Capital Receipts 356 0 356 0
Donated 1,578 0 1,578 0
Grant monies 0 0 0 0

1,934 0 1,934 0
Grand Total 23,659 2,399 23,659 0

Expenditure and Forecasts at Month 3

The expenditure reflected in the Month 3 position includes estimates based on the
forecast profile of project valuations for June 2019. This is supported by the
expenditure profile statements produced by the project managers and cost advisors
for each of the All Wales Schemes.




4.1

4.2

Conclusions

Following a review by the CPMT this report confirms proposed changes to the planned
discretionary capital programme due to amendments to the expenditure profile and
additional cost pressures.

Recommendations

The Committee is asked to receive this report.
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Appendix 1 Summary of Expenditure Against Resource Limit Approvals

Notes

- o
WEED Year to date -
Funding i performance ST Risk
target (£°000) to date
(£°000)

All Wales 8,804 1,489 17%
Discretionary 12,921 910 7%
Subtotal CRL 21,725 2,399 1%

Capital o
Receipts 356 0 0%
Donated Capital 1,578 0 0%
Grant Capital 0 0 0%
Total capital
resource 23,659 2,399 10%

available
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Key Performance Indicators:

Our report outlines the key performance and quality issues that are
delegated to the Finance & Performance Committee. The summary of
the report is now included within the Executive Summary page of the
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delivery of the expected standards of performance, together with the
actions being taken to address the performance.

Governance

Work has commenced in training exception report leads with a view to
improving the quality of reporting. The board to ward reporting has
been improved by using the same design and methodology for
reporting in divisional performance reports. Work is underway to adopt
the same methodology for the Health Economy performance reports.
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Recommendation:

The Finance & Performance Committee is asked to note the report and
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Health Board’s Well-being Objectives
(indicate how this paper proposes alignment with
the Health Board’s Well Being objectives. Tick all
that apply and expand within main report)

WFGA

Principle
(Indicate how the paper/proposal has
embedded and prioritised the sustainable
development principle in its development.
Describe how within the main body of the
report or if not indicate the reasons for this.)

Sustainable Development

1.To improve physical, emotional and mental
health and well-being for all

1.Balancing short term need with long
term planning for the future

2.To target our resources to those with the
greatest needs and reduce inequalities

2.Working together with other partners to
deliver objectives

3.To support children to have the best start in
life

3. Involving those with an interest and
seeking their views

4.To work in partnership to support people —
individuals, families, carers, communities - to
achieve their own well-being

4.Putting resources into preventing
problems occurring or getting worse

5.To improve the safety and quality of all
services

5.Considering impact on all well-being
goals together and on other bodies

6.To respect people and their dignity

7.To listen to people and learn from their
experiences

Special Measures Improvement Framework Theme/Expectation addressed by this paper

This paper supports the revised governance arrangements at the Health Board and supports the Board
Assurance Framework by presenting clear information on the quality and performance of the care the

Health Board provides.

Equality Impact Assessment

The Health Board’s Performance Team are establishing a rolling programme to evaluate the impact of

targets across the Equality & Diversity agenda.
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Betsi Cadwaladr University Health Board is the operational name of Betsi Cadwaladr University Local Health Board
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This Integrated Quality & Performance Report (IQPR) is intended to provide a clear view of current performance against a selected number of Key Performance Indicators
(KPI) that have been grouped together to triangulate information. This report should be used to inform decisions such as escalation and de-escalation of measures and
areas of focus. Actions for escalation should be captured in the Chairs report for the Board and minutes of the committee.

The measure code relates to the code applied within the NHS Wales Annual Delivery Framework, which Welsh Government hold the Board accountable for delivering. A key
difference in the structure of the IQPR for 2019/20, in comparison to 2018/19 is that it is that the report reflects the organisational priorities as set out in the Annual Plan
approved by the Board. The report maps each the measures included against the corresponding work programme within the Annual Plan for 2019/20. This is done via a
reference number at the right hand side of the Measure Component Bar (shown below). The next page contains a list of all the Programmes in the Annual Plan in the order
of the reference numbers The actual performance reported is compared to the National Target in the first instance, with the colour of the font used to depict whether the
performance is better or worse than target. Where a local plan is in place to deliver improved performance overtime the actual performance should also be considered
against this plan. To assist with this the national target and the BCU profile are shown on the summary pages.

Description of the Performance Indicator bar Components:

National Target Current Reporting Period

Measure Description * * Status/ Movement since last reported Responsible Executve Officer
DFM . " Target Wales Executive Plan
The percentage of patients waiting less than 26 weeks for treatment g May-19 §§ 84.60% ESIEUWIE 5th Evan Moore
052 >=95% Benchmark Lead Ref
Measure Code f f f f
Status Key: Local Profile for current reporting period Actual Performance Wales Benchmark Position Reference to Operational Plan Programme

reported 1 month in arrears

Not \[o] \[o]
Achieved Achieved Achieved
Better Worse Static

Achieved Achieved Achieved
Static Worse Better

Integrated Quality and Performance Report June 2019

Finance & Performance Committee Version
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Profiles

For each measure the Executive sponsor is confirming the profile of performance expected to be delivered during the year based on the actions and resourcing set out in the
operational plan. The report will track performance against this profile , in addition to performance against the national target. It is noted that profile set will reflect the
reporting requirement and rate of change of performance expected. Therefore some indicators are annual, others bi-annual, quarterly, bi-monthly or monthly.

Escalated Exception Reports

When performance on a measure is worse than expected, the Lead for that measure is asked to provide an exception report to assure the relevant Committee that a) that
they have a plan and set of actions in place to improve performance, b) that there are measurable outcomes aligned to those actions and c) that they have a defined
timeline/ deadline for when performance will be 'back on track’, preferably demonstrable through a recovery trajectory. Although these are normally scrutinised by Finance &
Performance Committees, there may be instances where they need to be ‘escalated’ to the Board. These will be included within the relevant Chapter on an ‘as-required’
basis.

Statistical Process Control Charts (SPC)
Where possible SPC charts are used to present performance data. This will assist with tracking performance over time, identifying unwarranted trends and outliers and
fostering objective discussions rather than reacting to ‘point-in-time’ data.

Cycle of business

This report attempts to:

a) Set out the actions in the operational plan and there associated measures which come under the TOR for this committee to scrutinise during 2019/20
b) Provide a report of performance against profile for June 2019 where the measure and profile is reportable monthly

In addition to this report all committees will in future be provided with a RAGP self-assessment of progress against the actions within the operational work programme. This

committee will receive this additional report this month.
Integrated Quality and Performance Report
Finance & Performance Committee Version J une 2019
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About this Report Annual Plan Program_me_s 2019/20_22 5
linked to Measures within the remit of F&P

Annual

Plan No

APOZ2  Transform Eye Care Pathway to deliver more care closer to home, delivered in partnership with local optometrists

AP074 Systematic reviews and plans developed to address service sustainability for all planned care specialiies. Implement Year One plans,
for example Endoscopy, Rheumatology and Gynascology

APDZE6  Implement new Single Cancer Pathway across Morth VWales

APCZE  Demand: Improved Urgent Care Out of Hours £ 111 Service

APCZ29  Demand: Enhanced Care Closer to Home Pathways

AFPCO2T  Demand: Improved Mental Health crisis response

AFPO23  Flow Emergency Medical Model

APO3T  Discharge: Integrated Health and Social care

APD3E  Stroke Services

AFPC4AT  Build on Quality Improvement worl: to develop the BCU improvement system and delivery plan for efficient, value based health care

APO43 Deliver Year One of the Health & safety Improvement Programme’ focussing on high riskd high impact priorities whilst creating the
eryironment for a safety culture

APCO4E  Deliver Year One 'Leadership Development Programme’ to prionty triumyirates

APOSE  Delivery of information content to support flows efficiency

MIF Motin Flanie. WMeasures are required by NHS Wales Delivery Frameworl, but are not linked to Actions inthe Operational Plan

Integrated Quality and Performance Report
Finance & Performance Committee Version J une 2019
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[ e Overall Summary 6

Most Improved

| Measure Status Target Plan

Ambulance Handovers within 1 Hour 447 ' 0 <=270
PADR Rate 700% 4 >=85%  >=76%
Stroke Care: Admission within 4 Hours 68.70% f >=555%  >=50%
GP Out of Hours Assessment 94.0% f >=90% AP

Of Most Concern

| Emergency Department 4 Hour Waits (inc MIU) 71.38% f >=95% >=76%
Emergency Department 12 Hour Waits 1,445 f 0 <=1,290
RTT 36 Weeks 7908 § 0 AP
Unschedulec Planned Finance ¢ Diagnostic Waits: Over 8 weeks 2821 4 0 <= 2,666
Care Care
Follow up Backlog 88,511 ‘ <=74,555 AP
/ 8
Financial Balance: Cumulative Deficit £10.96m ‘ <= £35m <=£8.8m

AP = Awaiting Profile

Integrated Quality and Performance Report J une 2019

Finance & Performance Committee Version
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Overall summary of performance

. . . . Not Yet

The table shows the comparative performance for June 2019 with May 2019, demonstrating improvement Chapter IR Wi SRl Due Total

in 18 and worsened position for 14 of the Indicators reported to the Finance and Performance Committee

The performance of 3 measures has remained the same, and data for two indicators is not yet due Planned Care 4 5 1 0 10
Unscheduled Care 8 3 2 0 13

Planned Care_ — Of the 1Q measures in this chapter, performance has im.proved aga?r_lst 4 whilst it has Our Resources 5 4 0 1 10

worsened against 5. The final RTT 36 Week positon at end of June 2019 is 7,998 waiting over 36 weeks

for treatment. Endoscopy with 2,409 patients waiting over 8 weeks accounts for 85% of the 2,827 Primary Care 1 2 0 1 4

diagnostic breaches. An increase in 8 week diagnostic waits in endoscopy for routine patients was

anticipated while priority was given to more clinically urgent surveillance and suspected cancer patients. Total 18 14 3 2 37

Unscheduled Care — Of the 11 Measures in this chapter, performance has improved against 8. Performance in our Emergency Departments has improved in June 2019
compared to May 2019. Performance against Stroke Admission within 4 Hours further improved in June 2019 and has surpassed the target rate, which means performance
is better than the UK Sentinal Stroke Audit Programme(SSNAP) benchmark.

Finance and Use of Resources — Of the 10 measures in this chapter, performance has improved against 5 measures whilst it has worsened against 4 measures. Data
isn’t yet available for 1 measures. The Health Board’s financial position remains a serious concern and details will be provided in the Financial Report.

Primary Care - Of the 4 measures reported in this chapter, performance has improved against 1 measure but is worse against 2 measures whilst there is no published

update for the remaining measure at the time of reporting.
Integrated Quality and Performance Report
Finance & Performance Committee Version J une 2019
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i we’” Chapter 1 — Summary Planned Care

Referral to Treatment (RTT): <26 Weeks 82.00% ‘ >=95% AP

Referral to Treatment (RTT): > 36 Weeks 7,998 .v 0 AP
Pl an n ed Referral to Treatment (RTT): > 52 Weeks 2,506 f 0 AP

Care
Diagnostic Waits: > 8 Weeks 2,827 f 0 <=2,666
Therapy Waits: <= 14 Weeks 0 » 0 0
3

Follow-up Waiting List Backlog 88,511 ‘ <=74,555 AP

Ophthalmolgy R1 63.87% f >=95% AP

Cancer: 31 Days (non USC Route) 98.30% .y >=98% >= 98%

Cancer: 62 Days (USC Route) 81.50% .y >=95% >= 95%

Cancer: 62 Day Single Pathway (inc Suspensions) 79.00% f Improve AP

Integrated Quality and Performance Report
AP = Awaiting Profile Finance & Performance Committee Version J une 2019
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LTINS RN MOl Referral to Treatment: Graphs 9
Wales Executive Plan

Benchmark Lead Ref APO24

Jun-19 | 7,998 SCUID uBemi:’arkExfgzgve F;Z? AP024

Jun-19 I 82.00% ESEIES

LMO5

: » Wal E ti Pl
The number of patients waiting more than 52 weeks for treatment Jun-19 1 2,506 ESIEWIS aies N/A XECUAVE Evan Moore an AP024
3a Benchmark Lead Ref

BCU Level - RTT Waits % <= 26 Weeks: June 2019 BCU Level - RTT Waits Number > 36 Weeks: June 2019
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14,000
90% 10,000
B85 g = e e e s e - . — —— 8,000
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35280288 ¢=<235280288¢=<2E3 252023838 ¢=<x<23>522Fo2838¢ =<8 3
e RTT 26W % Target == <= ControlLine Upper Control Line «= = |ower Control Line @ RTT Over 36 W Target == == Controlline == e= Upper ControlLine Lower Control Line

Integrated Quality and Performance Report
Finance & Performance Committee Version

June 2019

Put patients first ® Work together ® Value and respect each other ® Learn and innovate ® Communicate openly and honestly



ST I E R MOE) Referral to Treatment: Narrative 10

Actions:
* Develop and implement the New RTT performance
management framework (Command & Control

structure). Target booking profile for the backlog patients,

preventing 36 week build up of waits and prioritising
clinical urgent cases through grip & control on the
scheduling process.

Ensure the derived demand and capacity profile sign-off
process is completed

Refresh capacity gaps and initiate
outsourcing/insourcing to address both recurrent and
non-recurrent (backlog) gap over 3 years. This will also
enable a flex approach as BCUHB stands down
additional activity due to operational efficiency

Weekly slot utilisation in place at HMT, area and
speciality level —to ensure strengthened use and
management

Introduce Theatre scheduling and 6:4:2 meetings across
all the 3 sites

Strengthen and review the weekly/ monthly RTT
trajectory

Outcomes:

» Delivery of the agreed RTT backlog
reduction trajectory at site/area, specialty
and BCUHB level by March 2020

Agreed D&C with identified capacity
variance managed with assurance
Right capacity, right case mix and right
access process at speciality level

Increased OP slot utilisation

Improved theatre utilisation and increase in
average cases per list

Monthly RTT performance forecast in place

Timelines:

Starting 8th July 2019 — Standard Operating
Procedure (SoP) and booking target at site and
specialty level in place.

12/07/2019 — Demand &Capacity reconciliation at
Hospital Management Team and speciality level
completed on 04/07. Ready to be signed of by
Managing Directors/Area Directors

Expected start date October 2019 - Speciality level
requirement by case mix confirmed. Procurement
initiated by 15th July

31/07/2019 - Weekly slot report for YWM in place,
draft for YG and YGC is currently being operationally
validated

01/08/2019 - draft SoP for theatre scheduling and
6:4:2 meetings

30/07/2019 - draft trajectory based on 18/19 RTT
profile in place. This is being revised based on
proposed solution and is expected to be
operationalised by 30th July 19.

Integrated Quality and Performance Report
Finance & Performance Committee Version

June 2019
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University Health Board
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SUETN IS EI S NOE(N RTT Finance: Quarter 1 2019/20 11

Activity

This table demonstrates the additional patient

activity delivered by specialty which sites have

claimed against additional RTT resource. The

information is being checked to ensure:

a) This activity is above the agreed core activity

b) This activity is in accordance with the
requirements to deliver RTT improved
performance.

Resource claimed by services
This table shows the cost (£) related to the activity
delivered in Q1. This will be revised once the checking
of allocation of activity is completed during July to give
further assurance of the alignment of resource and
activity to the RTT plan. Welsh government have
confirmed an additional allocation of £11,85m to BCU to
support improvement in RTT and diagnostic delivery.

Waiting List Change by specialty:

The table below shows the change in volume of patients
over 36 weeks in the specialties that have undertaken
additional activity and where additional cost has been
claimed.

It is recognised that the change in waiting list is affected
by a number of factors. Therefore without additional
activity the waiting list deterioration shown below may
have been greater than experienced in the first quarter.

. Q1 Summary Outpatient [Diagnostic IPDC : ;
Going forward now that the RTT plan has been General Surgery ) 5 130,907 Further work is underway to be assured of this.
developed the additional activity will be Urology 9,434 20,740 | 231,877 crease in_ Ireduction
prospectively managed to ensure activity Orthopaedics 1,034 - 1,084,343 patients in patients
scheduled aligns to the solutions and funding ENT - - 39,012 36
allocated. Ophthalmology 85,796 - 196,454 over over

: : _ Max Fax / Oral Surgery 7,600 - 67,320 Q1 Summary 36weeks weeks
Q1 Summary Outpatient [Diagnostic IPDC Cardiology - 13,320 - General Surgery 455 _
General Surgery - - 114 Dermatology 658 Urology 418 _
Urology 79 175 96 Gastro 90,992 226,249 - Orthopaedics 59 :
Orthopaedics 11 - 294 Endoscopy - 615,388 - ENT 112
ENT B B 51 TOTAL 194,855 | 875,697 | 1,750,571 .
iti i Ophthalmolo 297 -
Ophthalmology 660 - 331 C:ﬁégt(i):nal(\sclsecr;ems e 21,747 sz Fax / OregSurgery 152 -
Max Fax / Oral Surgery 100 - 50 . -
- Gastro Vanguard 7,227 Cardiology 1 -
Cardiology - 141 - oth - - -
er Diagnostics (Pathology / Radiology) 585,121 D tolol 10
Dermatololgy 1 Phvsi ermatololgy -
ysio 132,806 Gast 110
Gastro 274 654 - Optometry 56.667 astro -
Endoscopy - 1,390 - Dietetics 3.781 Total 1604 10
TOTAL 1,124 2,360 937 TOTAL 3,628,472 Endoscopy( over 8 weeks) 346 -

Integrated Quality and Performance Report
Finance & Performance Committee Version

June 2019
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The percentage of patients newly diagnosed with cancer, not via the urgent route, that
started definitive treatment within (up to & including) 31 days of diagnosis (regardless of
referral route)

The percentage of patients newly diagnosed with cancer, via the urgent suspected

cancer route, that started definitive treatment within (up to & including) 62 days of receipt
of referral

Percentage of patients starting first definitive cancer treatment within 62 days from point Target
of suspicion Improve

WWEIES Executive . Plan
- 0,
May-19 f§§ 98.30% ESIEUIES u Benchmark Lead Adrian Thomas Ref AP026

WWEIES Executive Plan
- 0, .
May-19 §§ 81.50% EESIEUIES u Benchmark Lead Adrian Thomas Ref AP026

WE E ti . Pl
Jun-19 § 79.00% ESIEIIES aes * Xecutive Adrian Thomas an AP026
Benchmark Lead Ref
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Chapter 1 — Planned Care

Cancer: Narrative 13

Actions:

* Prioritise available endoscopy capacity for USC and
other clinically urgent patients awaiting endoscopy

* Hold additional haematuria clinics in East for USC
urology patients

» Hold additional breast rapid access clinics on all three
sites. Review opportunities for patients to be seen at
other sites if appropriate in order to maximise available
resource

» Agree urology surgery capacity plan for major surgery

» Track all patients on a USC pathway in order to ensure
all delays escalated and remedial action taken as
appropriate

Outcomes:

All USCs booked within 2 weeks

* All USC urology patients seen within 3 weeks

* All USC breast patients seen within 3 weeks

+ All cases booked within target

* Reduction in over 62 day backlog to less than
100

* Improved 62 day target performance to 90%

Timelines:

Achieved March 2019 and sustained

* Achieved May 2019 and sustained

* By August 2019 — waiting times reduced as at
July 2019 due to additional clinics held. East
and West on target to achieve by August.
Central capacity limited by lack of radiologists.
Potential to provide clinics on other sites being
explored urgently

* By August 2019
* Over 62 day backlog reduced to 100 as at July
31 2019; further reduction will be dependent

upon successful resolution of breast issue above

* September 2019

Integrated Quality and Performance Report

Finance & Performance Committee Version

June 2019
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SUETICIINIER L UL MOEN Diagnostic Waits: Graphs 14

Jun-19 2827 IER0E Wales  prmlgy Executive JUSEISEINN Plan NSO
Benchmark Lead Ref

i i i BCU Diagnostics Number of Breaches over 8 Weeks
BCU Level - Diagnostic Waits Number of Breaches: June 2019 June 2017 to June 2019
By Service
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Integrated Quality and Performance Report
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Actions:

» Set up clear governance around the endoscopy
service in readiness towards Joint Advisory Group
(JAG) accreditation

« Convene a Health Board wide JAG implementation
group (includes backlog management)

* Refresh the capacity and demand model at site level
and modality of endoscopic procedures driven by the
task and finish group reporting to the North Wales
Endoscopy Board

* Monitor and manage the implementation of the
BCUHB wide endoscopy business case

+ Develop an endoscopy Patient Targeted List (PTL)
and set up a weekly backlog clearance meeting

* Monitor the utilisation and productivity of non-
recurrent capacity

* Monitor and support site delivery of agreed trajectory
for backlog clearance of endoscopy

* Planning initiated for 2020/21

Outcomes:
* JAG accreditation

» Clear integrated governance framework planning
and monitoring endoscopy quality metrics

* Prospective planning for services ensuring the
delivery of a sustainable plan for the site teams to
implement

* Provide a framework for scheduling, planning and to
be able to optimise operating capacity and maximise
the use of theatre resources and quality of patient
care

» Reduction of waiting list for endoscopy

* Improvement in patient experience for waiting times
for diagnostic endoscopy

* Improve utilisation within units

+ 2020/21 plan in place

Timelines:
* Next JAG Inspection date to be confirmed

* August 2019

* Implement August 2019

« 18" July 2019

+ 18" July 2019

* Implement August 2019

« 15% July 2019

* August 2019

Integrated Quality and Performance Report
Finance & Performance Committee Version

June 2019
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DFM The number of patients waiting for an outpatient follow-up (booked and not booked) who Target

WEIES Executive Plan
056 are delayed past their agreed target date for planned care specialities <=74555 Jun-19| 88511 Il u Benchmark Lead Ref APO24
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Chapter 3a — Planned Care

Follow Up Waiting List - Narrative 17

Actions:
* Implement PROMs Virtual Follow up (FU) in
Orthopaedics

» Implement and strengthen Referral Management

» Tendering for the data deconstruction and Follow
up validation after business case approval
(working up the validation resource as an interim
solution and then substantive support)

» Aclinical review date for all patients on a follow
waiting list

» Aclinical health risk factor in place for each
patient on the eye care measures
* Implement See on Symptom (SoS)

* Weekly slot utilisation in place at HMT and
speciality level

Outcomes:
* Reduction in FU 1,400 during year 1 (19/20),
increasing to circa 3,300 in year 2 (20/21)

« Standard referral pathway, Advice and guidance
and self management in place to reduce
demand

* Non-recurrent external resource to validate FU
backlog

* Recurrent resource for sustained validation

 Valid Follow up patient targeted list ( PTL)

» Timely treatment based on clinical urgency

» Enabling patients to be scheduled by Health
Risk factor so as to see the clinically most
urgent patients first and address overdue
backlog.

* Reduction in Follow up patients

* |Increased Out Patient slot utilisation

Timelines:
* (Time line to be confirmed) Plans are being developed
at site level.

« July 19 (Current practice is being evaluated for further
roll out). Wider roll out plan to be confirmed by
September 2019

« 30/08/2019 -Business case has been approved. Mini
tendering process being organised

» September 2019 - PTL is now available and being used
in weekly PTL meeting to monitor compliance

* 98% by Dec. 2019 (achieved June 2019)

» September 2019

« 31/07/2019. Weekly slot report for WMH in place, draft
for YG and YGC is currently being operationally
validated

Integrated Quality and Performance Report
Finance & Performance Committee Version J une 2019
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DFM 95% of opthalmology R1 patients who are waiting within their clinical target date or within

057 25% in excess of their clinical target date for care or treatments

Target

o5 May-19 I 63.87%
>= (1)

ST TG MO NOEE Fye Care Measure

WWEIES
Sl n Benchmark

Executive

Lead

18

AP022

Deborah Plan
Carter Ref

Actions:

1. Patient
Communication of
forthcoming changes
to the management of
eye care in Wales

2. Data Quality and
Validation

3. Patient Scheduling by
Risk factor

4. Pathway re-design —
Cataracts and
Glaucoma

5. Demand and Capacity
Analysis

6. Develop IT
infrastructure

Outcomes:

1. Over 34,000 letters and Frequently Asked Questions sent to patients. Staff responded to patients who made
contact to seek further advice. Learning from this to be assessed at next Booking and Scheduling meeting at
the end of July

2. Validation impact demonstrated and reported in June report. Impact is showing that 98.8% of the end of June
2019 patients had a risk factor clinically allocated. It is expected that those new patients awaiting clinical triage
will not have a risk factor at a point in time. The turnaround time for this part of the pathway has been set as 4
days. Learning from the validation process will be discussed at the next booking and scheduling meeting and is
being used to inform the continuing work on follow up backlog in other specialties.

3. Booking by risk factor from the waiting list commenced at the end of June in Abergele resulting in this site
showing 72.4% of patients waiting less than 25% beyond their due date compared to the overall BCU
performance of 63.1%. The patient targeting list is now available on all 3 sites and so booking by R factor is
being rolled out. Early learning shows that work is needed to flex capacity from new to review slots and on
booking at the desk to support effective scheduling of long waiters. Consultant communication on the changes
required is being issued in July.

4. Cataract pathway for direct listing, post operative management and second eye is being tested and rolled out

across BCU. Glaucoma pathway clinical leads pathway meeting established for July 2019 to support optimum
use of Ophthalmology diagnostic and treatment centres in the community. The impact of this will be quantified
post the pathway review meeting.

5. DU workshop 10t July identified national challenge of modelling demand for new eye care measures. 3 tools
will be shared with BCU to support scoping of the sustainable service requirements for the Eye Care business
case

6. Tender for EPR closed and being evaluated. Formal request made to include in BCU IM&T programme of work

Timelines:
1.

Communications
distributed on time and in
budget. Learning planned
for end of July 20109.

Learning from validation
exercise to be completed
by end of July 2019.

Improvement August

2019 with delivery by
March 2020.

March 2020 for delivery of
Glaucoma pathway

November 2019

Integrated Quality and Performance Report
Finance & Performance Committee Version

June 2019
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Out of Hours: Assessment 60 Minutes 94.00% f >=90% AP
6 Out of Hours: Very Urgent 60 Minutes 57% ’y >=90% AP
Stroke Care: Admission within 4 Hours 68.70% f >=555% >=50%
Un S C h ed u I Ed Stroke Care: Review by consultant 24 Hours 82.00% 4' >=84% >=85%
Car e Stroke Care: Access to Speech Therapy 2% f Improve AP
Stroke Care: 6 Month Follow up Assessment 20.00% N/A Improve AP
Ambulance Response within 8 minutes 69.00% f >=65% >=65%
Stroke
Ambulance Handovers within 1 Hour 447 f 0 <=270
Care
Emergency Department 4 Hour Waits (inc MIU) 71.38% f >=95% >=76%
1 Emergency Department 12 Hour Waits 1,445 f 0 <=1,290
Hip Fracrture Survival 30 days 83.90% ‘ Improve AP
Ambulance
Delayed Transfers of Care (DToC): MH 12 ‘ Reduce <=13
Delayed Transfers of Care (DToC): non-MH 68 Reduce <=35

Integrated Quality and Performance Report
AP = Awaiting Profile Finance & Performance Committee Version
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University Health Board

Percentage of OOH/111 patients prioritised as P1CH that started their definitive clincal
assessment within 1 hour of the initial call being answered

Percentage of OOH/111 patients prioritised as P1F2F requiring a Primary Care Centre
(PCC) base appointment seen within 1 hour following completion of their definitive
clinical assessment

Wales Executive . Plan
- 0,
Jun 19| 94% ESIEUIE n Benchmark Lead Chris Stockport Ref AP028

Jun-19

WWEIES Executive Plan
0 .
57% RESIGCWIES u Benchmark Lead Chris Stockport Ref APO028

GP Out of Hours Assessed within 60 Minutes

100% -

80%

60%

40%

20%

"7 e @ s 2 @ v 2 2 2 e @ a o
A I I I

m Actual Plan Target

Out of Hours: Urgent Patients seen within 60 Minutes of
Clinical Assessment

100% —

80%

60%

40%

20%

0% I e S
QPR RRRRDR D22 DD
3553833235283 53%5
A ctual Plan Target

within 60 0 8 4
Total 0 12 7

* Where 0 is shown in relation to the very urgent 60min target DFM050 No

patients presented with this level of need

Integrated Quality and Performance Report J une 2019
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Actions:

* Abreach analysis is carried out for each patient that is not
seen within 60 minutes of being triaged as very urgent. A
review of the clinical records for the three cases that
breached has been undertaken.

* Anomalies between the reporting module within Adastra
and the performance targets that we are reporting on has
been raised with the technical support team in Adastra.

* Further communication and learning tips to be circulated
to all Triage Nurses and a training session has been
arranged for Monday 8th July 2019.

Outcomes:

* Reassurances that no harm or potential harm
came to any of the patients

* More assurance of accurate reporting

* Increased efficiency and a reduction in the
number of patients waiting beyond the 60
minute mark for

Timelines:

* Ongoing whilst breaches occur

* Awaiting response from Adastra technical
support team

. 8t July 2019

Integrated Quality and Performance Report

Finance & Performance Committee Version

June 2019
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Percentage of patients who are diagnosed with a stroke who have a direct admission to Wales rd Executive Deborah Plan
an acute stroke unit within 4 hours of the patient's clock start time Benchmark Lead Carter Ref

Percentage of patients who are assessed by a stroke specialist consultant physician

Plan
within 24 hours of the patient's clock start time

>= 85%

Executive Deborah Plan

Percentage of stroke patients receiving the required minutes for speech and language Target Wales
N/A
therapy Lead Carter Ref

Improve Benchmark

. : Target WWELES Executive Deborah Plan
Percentage of stroke patients who receive a 6 month follow up assessment T Status Benchmark Lead Carter Ref
% of stroke patients who have a direct admission to an Percentage of patients with suspected stroke seen a
acute stroke unit within 4 hours stroke specialist consultant physician within 24 Hours
100% - 100% -~
0, 4
60% - -l_ - — =
80% -
40%
0, -
0% 60% -
NDNDNSNDNSDNMNDNDNO0 00 00 00 0000 0000 MWOMWOoKOOo OO o O O P~ P~ D~ P~ P~ P~ 00 00 00 0 0 00000 O0OoOowOooo o O o O
Sdqdadaadadidadaadgddad=d - SeddSggddAgggddddggglgdgggggdd
3°2H0288L=2<23°2402888=<23 3P Z302885E=<23°2H0288L=<2A3
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University Health Board

Actions: Outcomes: Timelines:
 Continue to ring fence 2 beds on the ASU.  Improved performance against 4 hour standard to + Immediate and ongoing
ASU
+ Site Management Teams to support action with daily review at + Continuous awareness of the needs of patients on
Safety Huddles. the stroke pathway to prompt timely actions
+ Escalation process to be followed if potential for breach . « Escalation of management actions to enable
patients needs to be met.
« Education with ED Teams of the need to assess, diagnose and refer » Continuous awareness of the needs of patients on
urgently to meet the clinical standard. the stroke pathway to prompt timely actions
« Paper submitted 3 July 2019 to
* Improvement to the access to the Consultant in 24 hours is a greater » Improved performance of the Clinical standard to Secondary Care and Area
challenge as this can only happen when the Consultants are On Call see new patients within 24 hours. This will be Senior Managers.
at their own site at a weekend. For the rest of the week the standard achieved by virtual weekend ward rounds for all
is met. new admissions to the three sites during the

weekend by the On Call thrombolysis Consultant.
* A paper has been submitted to Secondary Care and Area with a

proposal to remove the Consultants from the GIM rota at weekends » This will only happen if their commitment to the GIM
which will provide a more sustainable solution to the Thrombolysis rota is reduced at weekends. Improved DtN times
DtN times OOH and the above Standard. for Thrombolysis.
« The installation of Telemedicine at home is also required and  Improve speed of senior decision making + Part of year 1 of stroke business
included in the paper. case to strengthen present

service.

Integrated Quality and Performance Report
Finance & Performance Committee Version ‘J une 2019
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DFM ' i ' i Target e Wales Executive Plan
The percentage o_f patients wh_o_ g.pend less t_han 4 hours in a_II major and minor Jun-19 071 38 IR TR 7th Deborah APO33
072 emergency care (i.e. A&E) facilities from arrival until admission, transfer or discharge >= 950 >= 75% Benchmark Lead Carter Ref

BCU Level - Emergency Department (inc MIU) 4 Hour Waits: June 2019 West - Emergency Department (inc MIU) 4 Hour Waits: June 2019
100% 100%
95% 95%
90% 90%
85% 85%
80% 80%
75% 75%
70% 70%
65% - - - - - - - - - - - - - - - - - - - - - - - 65%
60% 60%
55% 55%
50% 50%
5555555289882 8%32822389333;3 555N 55N 228883822832 338333
532 §82858 5228532882858 2%¢35 5337888858282 g5338828582¢%8¢5
Actual Target Control Line Upper Control Line = e = |owe