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1.1

1.2

Purpose of this Document

Purpose and objectives of this document

This Project Initiation Document (PID) defines the work, governance and funding of
the Pay, Terms and Conditions (PTC) Consortium. It defines all major aspects of the
Consortium, ensuring that there is a common understanding of scope, deliverables,
accountabilities and timescales. It also acts as a baseline against which to monitor
progress and ensure effective delivery.

Approvals and endorsement

This document represents the key mechanism by which Consortium members sign
up to the Consortium, and sets out the obligations that are placed upon each
member.

Members of the Consortium will have Boards approval to be part of and fund the
Consortium and its activities. Each member organisation is required to approve and
endorse this PID document, which sets out the underpinned framework by which the
member organisations participate in the Consortium. By approving this PID the
members are agreeing to the obligations that are placed upon each member. The
key obligations;

e Financial contribution to the funding of the Consortium (as set out in section 6).

e Provision of access to as a minimum the Director of Finance and Director of HR
for key Trust level pay, terms and condition information.

e Timely agreement of Statutory Board decisions at process Gateways.
In summary, the member organisations will gain the following benefits;

e Be part of and influence a co-ordinated approach to the design of a future PTC
framework for the SW, whilst being mindful of national developments via NHS
Employers.

e Have access to dedicated HR support, expertise and capacity focussed on PTC
design through a dedicated HR Programme Management Office (HRPMO).

e Ensure a co-ordinated cross organisational/region wide approach to staff/trade
union engagement on PTC with communications that can be deployed by
individual Trusts.

e Production of an individual Trust business case on the options, case for change,
potential benefits (both financial and non financial) and risks for consideration by
individual Trust boards.

Approved by Organisation Date
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Consortium Background and Context

The need for change

Background

The purpose of the Consortium is to assist Trusts across the South West in
modernising pay, terms and conditions to ensure that they are 'fit for purpose'
going forward.. Whilst most Trusts have, independently, implemented a range of
measures aimed at compressing their pay costs associated with the current Agenda
for Change national terms and conditions, there is universal recognition within the
South West Chief Executive Group that a consolidated approach to influencing any
changes to the national pay framework is vital. There is also acknowledgement that
any consolidated approach needs to take a ‘tangible’ form. Consequently, it has
been agreed to establish a ‘Consortium’ of Trusts across the South West to
progress this work. Whilst the concept of the Consortium originated amongst the
acute Trusts, it is not intended that membership will be restricted to just those
organisations. Therefore, discussions are also being held with colleagues in Mental
Health/Community and Social Enterprise Trusts.

It is recognised that engagement with staff side representatives will be an integral
element of latter stages of the project and work towards the implementation of any
emerging themes will be informed by the principles of collaborative working and
collective consultation and/or negotiation.

Key challenges to the pay agenda

A number of aspirations accompanied the introduction of the new pay system, under
agenda for change (AfC) in March 2003 and there is no doubt the implementation of
a national pay structure focusing on equity and consistency has been a component
in delivering a number of these aspirations. However, the AfC pay system does not
address issues of equal importance, such as encouraging ‘stretch’ performance, or
recognising and rewarding excellence.

Since 2003, the pay environment has also changed in other ways. The developing
mixed economy of healthcare organisations with respect to NHS, private sector and
social enterprise organisations means that a healthcare worker may, through the
course of their career, be subject to a number of different pay frameworks. High
performing organisations have flexibility in how they appoint staff, the roles they
appoint to and the means by which they reward those who make the greatest
contribution to the organisation’s success. Organisations operating in this way will
be our competitors in the future.

Notwithstanding the government-imposed two year pay freeze, across all grades of
staff, employers continue to face upward cost pressure on their pay bill equating to
approximately 2.4%. This is a combination of the 2% annual increase resulting from
pay increments, plus a further 0.4% increase arising from the implementation of the
£250 uplift recommended by the Government to be paid to staff earning under
£21,000.
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2.2

Despite the NHS Employers’ submissions to the National Pay Review Body there
has been a recent announcement of a pay cap at 1% which opens the door for
further rises taking pay inflation towards 3.5%. For an average-sized Trust with a
budget of between £150m and £200m, this would produce a cost pressure in the
region of £4m to £6m.

The National Pay Review Board has also been asked to consider the application of
regional pay awards which have the capacity to create a range of dynamics within
and between regions, especially those as geographically diverse as the South West.
The engagement of Trusts on a region wide basis provided a forum to consider the
implications of such an approach and how any revised pay framework may best be
aligned to respond.

To date, the primary focus of workforce related cost improvement activity has,
almost universally, been on reducing discretionary spend relating to bank/agency
use, reducing workforce numbers through natural wastage and the scrutiny of staff
vacancies, and on ensuring, through work on skills and pay band mix, that the
staffing resources available are being deployed as effectively and efficiently as
possible. However, in order to deliver the further savings necessary, employers are
increasingly recognising the need to build on the work already undertaken and
consider implementing further more radical changes to the pay and conditions of the
workforce.

National and local context

National negotiations

At a national level, the Trade Unions (TUs) have recognised that any movement to
implement pay changes at a local level has the capacity to undermine future
national negotiations and that exploring changes to the AfC framework may be a
better option than forcing employers to operate outside of it. Discussions have
taken place within the NHS Staff Council (led from an Employer perspective by the
Taunton and Somerset NHS Foundation Trust Chief Executive) with four main areas
for agreement being sought, namely:

e Paying sickness absence at the base rate for the Band regardless of when the
absence occurred, thus avoiding the need to include, where appropriate,
unsocial hours enhancements etc. as presently required. Staff Side have
indicated that there is scope for further discussion around this issue.

e Increasing employer flexibility by removing or revising the requirement to offer
enhanced payments for night, weekend and Bank Holiday working. Staff Side
have indicated that there may be some scope for further discussion.

e Linking pay more closely to outputs by reducing the number of incremental
points within existing pay Bands and making progression more clearly
dependent on ‘excellent’ performance, perhaps with upper points being non
consolidated and therefore needing to be re-earned. In similar style, staff side
have indicated a willingness to enter into further discussion around this point.
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e Reducing annual leave entitlement. Whilst on the surface of it (and particularly
given the generous annual leave entitlement enjoyed by NHS staff), this would
seem amongst the simplest of measures to implement, staff side have indicated
they have no appetite for discussion on this point, citing it as amounting to a
genuine reduction in pay.

In these discussions, employer representatives have highlighted the need for rapid
progress and indicated that if progress is not made soon enough in early 2012, local
employers would need to know that a national agreement is not imminent, thereby
providing them with the opportunity to consider local solutions.

The South West Acute Chief Executive Group continue to support and drive these
negotiations but must also explore options for developing revisions to the pay
framework, within the region.

Local Negotiations

Whilst, across the South West region, there are significant differences in
relationships with staff side organisations, the majority of staff side colleagues
recognise the significant financial challenges faced by all Trusts and appear to be
willing to work in partnership to protect staff employment. To date, local partnership
working has enabled some positive changes to be made to a range of ‘pay
compressors’, such as premium payments, pay protection arrangements, relocation
allowances, and on-call remuneration. However, attempted consultation and
negotiation relating to other, more substantial areas of the national terms and
conditions, have been met with reluctance or refusal, largely because local staff side
representatives are influenced by the collective views of their regional TU officers.
Clearly, there is nervousness amongst regional and national TU leaders that any
movement away from national terms and conditions agreed in one organisation is
likely to be replicated by other employers.

Legal position

The degree to which Trusts are able to act is partially governed by their status and is
described under Annex K of Agenda for Change. Foundation Trusts have the
freedom to implement changes to terms and conditions, subject to appropriate
consultation and agreement to vary the employment contracts of their employees.
Under Annex K, non-foundation Trust organisations have restrictions placed on their
freedom to act , which means they are only permitted to act via guidelines agreed
through the NHS Staff Council and, where appropriate, with the explicit agreement
of their Strategic Health Authority.
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Therefore, in considering changes to terms and conditions across the South West, it
is unlikely that there will be a single approach that will work for all organisations.
This does not mean, though, that specific areas of change cannot be delivered
across the entire footprint. Any deviation from national terms and conditions would
constitute a contractual variation and, as with all such variations, could not be
unilaterally applied without the potential for legal challenge. Unless ‘voluntary’
agreement could be secured via either collective bargaining or majority acceptance
following direct appeal to staff, it is likely that Trusts would be obliged to dismiss and
re-engage staff to secure such changes.

This might present the opportunity to consider proposing a range of options, as a
part of a package, which between them represent a 'sweet and sour’ proposition for
staff. Such a proposition could include combining some harder measures (e.g. the
withdrawal of some existing payments/reward practices) with some other more
attractive, performance driven approaches (e.g. the introduction of additional reward
for high performing staff). Any such approaches can be used to target the desired
performance and behaviours that will help establish a more flexible, engaged and
innovative workforce.
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3.2

Consortium Definition

Purpose of the Consortium

Economic challenges require health providers to continue to reduce costs over the
next three to four years, and probably beyond. Changes to systems and processes
will assist in delivering savings, through achieving changes in workforce
establishments, but the scale of change required is unlikely to be met (and will not
be sustainable) without reducing the pay bill. Some pay reforms may be achieved
nationally, however it is likely that national '‘agreements’ may be enabling in nature
and therefore requiring that detail is negotiated and agreed locally.

The purpose of the Consortium is to facilitate collaborative working across health
providers on modernising pay, terms and conditions, and to support providers in
working in concert. By acting in unison, as a consortium, health providers will
demonstrate both the importance of the issue and the collective resolve to achieve
long term change for the benefit of all stakeholders.

There are a number of key principles that under pin the Consortium definition and
approach:

e All Trusts will need to reduce their pay bills, which account for the majority (60-
70%) of the overall cost base. Whilst effecting reductions in posts through
necessary reorganisation will remain important, a key component of this will be
redesigning the pay structure for both existing and future staff.

e Greater staffing flexibility is required in all areas of the workforce.

e The overriding objective of any intervention is not simply to achieve pay
‘compression’, but to attempt to future proof services with an affordable pay
structure and a focus on broader elements of the total reward package and
items that will help to drive the transformational change and adaptation of
behaviours that Trust's require moving forward.

e Quality and safety of services must not be compromised. Therefore, staff
engagement must remain a priority and mechanisms established to monitor,
maintain and, wherever possible, increase engagement levels.

Consortium objectives and outcomes

The key objective of this Consortium is to deliver a balanced set of terms and
conditions change proposals which:

e Reduce the pay bill in the South West through working collectively to define
areas which can be consistently implement - aim to move from 68% running cost
to 60% (stretch target) and increase the time paid at 'plain’ time.

e Create terms and conditions that are focused on improving engagement of staff
and aligning to create a fit for purpose, flexible workforce able to respond to any
qualified provider.

e Reward the right behaviour and culture.
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3.3

* Come together into a simple, easy to understand package which can be easily
related to the goals and challenges of the organisations.

Proposed Consortium scope

The scope of this Consortium includes the pay, terms and conditions of all staff.
Figure 1 illustrates the broad spectrum of mechanisms that could be deployed to
modernise pay and where the focus of the Consortium will be on this spectrum.

Figure 1 : Specturm of mechanisms for modernising pay

National
Negotiated and agreed Nationally

(
National enabling agreements
Details to be ne;got:?ted and agreed Pay, terms and conditions
ocally Consortium will develop
schemes that can be
Region Pay Club implemented through these
Consistent application of areas which mechanisms
can be locally determined

\_

Regional negotiation body for
pay

Broadly there will two mechanisms for the delivery of the schemes being considered
by the Consortium;

1. Nationally enabled and locally negotiated, agreed and implemented.

2. 'Region Pay Club' - locally determined but could be consistently applied across
the region.

The current scope of proposed schemes to be worked up by the Consortium are
summarised in Table 1.

Table 1 : Proposed schemes

Proposed Scheme Scheme Aim

1. Schemes - Nationally and regionally enabled, locally negotiated and agreed

Reduction in unsocial Review current unsocial hours against common working

hours payments patterns to remove costs which currently prohibit the most
efficient utilisation of resources, and are consistent with the
desire of many Trusts to extended working hours beyond the
standard working day.

Incremental progression  Aligning progression more explicitly with performance and the
delivery of organisationally defined aims, objectives and
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3.4

Proposed Scheme Scheme Aim

behaviours. Rewarding excellence / high performance.

Review working hours Explore the potential impact of increasing working hours
(currently at 37.5hrs per week).

Review annual leave Review annual leave entitlements and specifically those for
individuals that have ten or more years of NHS services.

Review pay levels Review pay levels and there link with Job Evaluation and the
consistent application of pay bands for existing and new
roles.

Remove sickness Review sickness absence enhancements and specifically the

absence enhancements entitlement of staff who are absent for work to receive
additional enhancements relating to unsocial hours.

2. Regional Pay Club - consistent application of locally determined schemes

Clinical excellence Develop a consistent approach for clinical excellence awards,

awards aligning progression more explicitly with performance and the
delivery of organisationally defined aims, objectives and
behaviours and therefore rewarding excellence and high
performance.

Medical locum rate Review medical locum rates across the region to reduce
competition and the potential for inflationary wage spirals

Medical study leave and Develop a regional approach to medical study leave and
travel travel with consistent practice and benefits being received.

Job evaluation and
consistency locally and
regionally

Approach and timetable

Approach and proposed schemes

Recognising the significance of the work anticipated to be undertaken by the
Consortium, a timetable for decision-making is proposed, which includes three key
‘Gateways’. The provision of these Gateways will enable participating Trusts to
make the collective decisions required before moving to the next stage or, if
uncomfortable with any agreed actions, to opt out at any Gateway. The proposed
Gateways are as follows:

Table 2 : Three key Gateways

Gateway 1 Trust Boards approve decision to be part of 1st March 2012
stage Consortium for change.

Gateway 2 Trust Boards receive individual benefit analysis to August 2012
pay framework and details of further work required

Page 10 of 27
May 2012 v1.2



Consortium Definition

South West PTC Consortium - PID - commercially in confidence and a draft for discussion.

to progress to full option appraisals

Gateway 3 Full Business Case presented to Trust Boards for October 2012
approval

If schemes, specifically the Regional pay club schemes can be implemented at a
faster pace than the other schemes, the Consortium Director (through the
governance and communication processes set out in this PID) will support members
in collaboratively implementing them.

Timetable
The timetable for the Consortium is set out in Figure 2.

Figure 2 : Timetable approach and timetable

Feb12 Apr12 Jun 12 Aug12 Oct12 Dec12 Feb13 Apri3

PID
drafting o Gateway
. . . . Steering Group

Launch and
initial option

work up

Full business
case
developed

Negotiation and Implementation

Key activities
The key activities for each of the elements in the Consortium approach are set out in

Table 2. A detailed project plan will be produced by the Consortium Director (when
appointed) as part of setting up the Consortium.

Table 3 : Key Consortium activities

Process Key activities
@ Steering Group 1 Agree and sign up to Consortium PID.
C initial option workup Consortium Director to confirm the detailed plan for

the work up of schemes outlined in 3.2, including
benefits analysis for each organisation and risks
and mitigation.

This will include close working with each of the
organisations Human Resource Director and the
Finance Director

Legal advice will sought where appropriate on the
proposed schemes.
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3.5

Process Key activities
@ Steering Group 2 Proposed schemes reviewed by Steering Group
©D Gateway 2 Trust Board review of individual benefit analysis of

pay framework and schemes and details of further
work required to progress to full option appraisals.

Trust Board agreement to continue to Gateway 3
and review funding of the Consortium.

[ Full business case development Development of the full business case including
work up of all schemes, and sizing and agreement
of each members' opportunities.

@ Steering Group 3 Review of full business case by Steering Group.
Review of the ongoing requirement for a resources
Consortium and proposed monitoring
arrangements.

®&D Gateway 3 Trust Board approval of full business case

Trust Board endorsement to move into negotiation
and implementation.

Consortium deliverables

Within the stated timetable the Consortium will deliver a business case that sets out
a package of changes to pay, terms and conditions for member Board agreement.

The business case will include;

e Proposed changes to pay, terms and conditions, including legal advice and
assessment of risk.

e Overall regional benefit of the proposed changes.

e A personalised schedule of benefits for each member organisation, broken down
by change area.

e Suggested implementation method by change scheme - i.e. nationally, regionally
and locally.
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4 Consortium Organisation and Governance

A contractual model will most appropriately support the delivery of the objectives of
the Consortium. It allows for the desired collaboration between member
organisations and also retains each participant organisation's independent decision
processes (through its Statutory Board) and the ability to take the best
organisational path given their local context. The model is characterised as the
association of the Consortium members as independent organisations, rather than
members in a company. It is underpinned by a framework consisting of an
agreement among the members of the Consortium to work together, setting out
member obligations, and including the establishment of a Steering Group, but
without an additional legal entity in the shape of a joint body being formed. This PID
represents the key mechanism by which the member organisations participate in the
Consortium and it sets out the obligations that are placed upon each member.

In the first instance the Consortium will be a temporary structure, and the ongoing
support for the Consortium will be part of the Gateway process set out in section
3.4.

Membership

Whilst the concept of the Consortium originated amongst the acute Trusts, it is not
intended that membership will be restricted to just those organisations. The
Consortium wishes to create sustainable health systems for core teams, which
supports the transfer of staff along care pathways and across health systems.
Therefore the Consortium is open to other local health provider partners, such as
mental health, Community and social enterprise Trusts.

The SW Acute CEO Group has agreed with the South West Social Enterprise CEO
Group that Social Enterprise organisations will not be members of the Consortium
but will be engaged by the Consortium on a scheme by scheme basis.

In order to join the Consortium, a member organisation must have the agreement of
its statutory Board to be part of the Consortium and contribute to its funding. The
current list of members (as at Gateway 1) is set out in Appendix 1.

Members can leave the Consortium at any time, but will not be re-funded the
financial contribution they have made to date. The continued agreement of each
representative member's Statutory Board is required at every process Gateway.

The obligations of each member include; the following
e Financial contribution to the funding of the Consortium (as set out in section 6).

e Provision of access to as a minimum the Director of Finance and Director of HR
for key Trust level pay, terms and condition information.

e Timely agreement of Statutory Board decisions at process Gateways.
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4.2

Overview of Consortium organisation and governance
structure
The Consortium governance structure will be a temporary structure specifically

designed to manage the Consortium to successful conclusion of Gateway 3. This
structure is illustrated in the figure below.

Figure 3 : Consortium organisation and governance structure

Member CEO and
Statutory Boards

T

Consortium Steering
Group

{

Consortium Director

{

Consortium Working Group [«

Reference Group
Social Partnership
Forum

Ad hoc Specialist
Resource

Supporting business processes

The effective delivery of the Consortium outputs and outcomes will need to be
facilitated by clear and quick decision making processes. As a minimum the
following decision protocols will be in place;

e Ultimate decision making on the schemes to be implemented by each member
sits with the statutory Board of each member organisation.

e Disagreements to be managed through the Steering Group.

Month progress reports will be produced by the Consortium Director for the
Consortium Steering Group and circulated to member Chief Executives. The report
will include as a minimum;

e Activities undertaken in the previous month.
e Activities planned for the next month.

e Key decisions taken.

e Key risks.

e Key communications.

e Budget position.
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4.3
4.3.1

4.3.2

4.3.3

4.3.4

Roles and responsibilities

Member Statutory Boards

The Chief Executive of each member organisation will be responsible for the
effective communication and timely decision making of its Board. The following
decisions will be taken by Consortium Member Statutory Boards;

e Joining and leaving the Consortium.

e Ongoing commitment to remain a member of the Consortium via the process
gateways set out in the Consortium approach.

e Agreement to take forward the recommendations set out in the Full Business
Case.

Consortium Steering Group

The purpose of the Consortium Steering Group will be to oversee and provide
directional guidance to the Consortium. Chaired by a member organisation Chief
Executive, the group will be accountable to the Chief Executives of each member
organisation. Steering Group minutes and the Consortium monthly report will be
electronically shared with all member organisations.

The Chair of the Steering Group will be the nominated day to day contact for the
Consortium Director.

The Consortium Steering Group terms of reference are set out in Appendix 2.

Staff Partnership Reference Group

The Consortium will look to the existing Social Partnership Forum as its reference
group. lts role as a reference group to the Consortium will include considering
Consortium scheme information and providing well founded advice, comment and
recommendations, which will be considered by the Consortium. It will aid in the
development of robust and workable schemes. The Consortium Director will be the
main point of contact for the Reference Group.

Consortium Director and Working Group

Consortium Director

The Consortium Director is the senior responsible officer for the Consortium. The
post holder reports to the Consortium Steering group and is responsible for leading
and managing the Consortium to ensure it meets its objectives.

The Consortium Director will be responsible for:

e Establishing the Consortium - including creating the Consortium Steering Group
and Work Group, and developing the detailed programme plan.

e Ensuring the Consortium is underpinned by sound governance.

e Effectively leading and directing the Consortium and ensuring robust pragmatic
programme management arrangements are implemented.
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e Leading and directing the establishment of appropriate Consortium
communication and engagement activities.

A draft job description for the Consortium Director is set out in Appendix 3.

Consortium Working Group

The purpose of the Consortium Working Group will be to undertake the activities
outlined in the Consortium approach, in order to deliver the Gateway process and
the defined deliverables. The Consortium Director will be responsible for sourcing
and managing the Consortium Working Group. It is anticipated that this group will
require the following expertise and input:

e Programme and project management support.

e HR Director and Finance Director input from each member organisation.
e Communication specialist support.

e Specialist HR resource.

e Specialist legal resource.
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5.1

Stakeholder Management and Communication Strategy

The development of a communication strategy will be crucial in ensuring co-
ordination of communication activities and messages across the member
organisations. The communication strategy should include key messages and
communication channels to be used, and mechanisms to help maintain staff
engagement. It is recognised that implementation of any change will be
controversial and require careful management in terms of detailed consultation and
implementation plans.

The aim of the communication strategy is to ensure that through the Consortium
Director:

e Member CEOs, Human Resource Directors and Communication Leads remain
up to date with progress against the work plan and are briefed on any issues
arising from the work that may cause national or local trade union/media
interest.

e The regional Staff Partnership Forum remains engaged through planned
communications and briefings.

e That the messages from the Consortium are consistent and can be applied
consistently across all member organisations.

e That the DH/Monitor/SHA are informed of any issues arising from the work that
may cause national media interest.

Key messages

It is important the Consortium and its member organisations communicate pro-
actively, such that there is a transparency to its purpose and activities.

To date the following three key imperatives have been communicated as the drivers
for creating the Consortium:

e The future proofing of our services and the importance within that of a right sized
workforce which is involved, engaged and motivated to provide an exceptional
service.

e We have a future pay structure that enables performance and productivity to be
appropriately recognised and rewarded.

e We are inviting Staff Side representatives to work with us in achieving these
objectives.

Message sent to CEO to communicate with staff side:

"The Board has agreed to engage in further work with other organisations in the South
West, to explore alternative and more flexible ways of rewarding and incentivising staff, in
the delivery of services that improve quality and productivity and reduce cost.'
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Statement shared with Social Partnership Forum February 2012:

‘Acute provider organisations in the South West acknowledge and support the work of the NHS Staff
Council in its on-going discussions relating to potential changes to some elements of the agenda for
change national pay framework. Currently, there is little indication as to what changes, if any, might
be introduced and when they are likely to be effective. South West employers are keen that terms and
conditions of employment are fairly and consistently applied, but also more appropriately and
effectively recognise and reward individual contribution, encourage innovation and support efficiency
improvements. This is particularly important when all organisations continue to face such significant
challenges to their finances and work hard to protect employment. Therefore, employing
organisations aim to work more collaboratively in seeking to ensure the national pay framework
represents value for money and delivers benefits for employers, staff and patients, alike. We look
forward to working with staff side representatives to achieve these aims’.

Statement shared with Social Partnership Forum 2nd April 2012

The Board of this Trust has agreed to work with other organisations in the South West, to explore
alternative and more flexible ways of rewarding and incentivising staff, for the delivery of services that
improve quality and productivity and reduce cost. So what does this mean in practical terms?

The South West Chief Executive forum has formed a small group to specifically look at this issue and
come up with recommendations. There are a number of drivers behind this. Every single NHS
organisation in the country faces the twin challenge of efficiency savings and improving quality of care
for our patients. These aren’t hypothetical challenges, they are real. Every single organisation also
recognises the direct link between engaged, motivated staff and improving the patient experience.
Again, not a hypothetical link and a frequently trotted out cliché, but proven, time after time not just in
our sector, but in a number of different environments. The difference between our sector and others is
the limited ability to use reward as a stimulus to impact on efficiency or quality of care. There is
recognition of many of the benefits that national pay systems such as AfC can bring, particularly in
establishing equity and fairness across a number of pay groups.

In the South West we are also conscious of and highly supportive of the discussions that are taking
place at a national level between NHS Employers and our Trade Union colleagues. Within these
discussions, there is recognition that for the benefit of all parties, some things need to change. But it is
also true to say that discussions at national level on a number of issues have proven difficult to move
to a position of agreement, whether it has been on ‘on call’ arrangements, RRP’s or pay arrangements
for the Royal Wedding. All of these issues have defaulted back to individual Trusts to broker
agreements. We are also conscious of some of the pronouncements in the recent budget and in
particular, the ideas around ‘regional pay’ in the public sector. Whilst much of the detail around this is
still to be worked out, the directional steer suggests that this will become a more important feature
over time.

So against this background, it would be remiss of Trusts in the South West not to commence a
programme of work to consider all of these issues. A couple of things are clear from early discussions.
Firstly, this must not be just about depressing pay and in particular, for those at the lower end of the
pay spectrum. If this was the outcome, the engagement and motivation we need to deliver the service
would be lost, so we also need to determine how to use our pay bill (up to 70% of our overall spend)
to achieve the quality improvements that we need. Secondly, this review must be all encompassing
and across all staff groups.

Finally, it is highly likely that a number of the questions being considered at national level will also be
on the agenda within the South West and there will be an opportunity for each of the groups to inform
each other of progress. What is absolutely clear is at this early stage, none of the answers are
apparent, only some of the questions.
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5.2

5.3

Key stakeholders

Staff employed by member organisations

Trade Unions (via the Social Partnership Forum)
SW CEO Group

Member Statutory Boards

Social Enterprises

Mental Health and Community Providers

NHS South England

Monitor/DH

NHS Employers

How will we communicate - Communication system

The Consortium Director will be responsible for managing communications from the
work programme and set up an email address to all CEOs, HR Directors and
Communications leads of member organisations. Where required the Consortium
Director will seek advice/views from the Steering Group members prior to
circulation. (It may be helpful for the Director to have access to comms expertise?)
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6.2

Resourcing

Resource requirement

The following minimum resource requirement has been identified for the delivery of
the Consortium set up and activities defined in this PID. This requirement will be
confirmed by the Consortium Director.

Table 4 : Resource requirement

Resource type Details
Consortium Director Externally appointed individuals 3 days per week
Project manager Full time project manager of band 6/7 level, capable

of developing business case content and liaising
with Consortium members

Member HRD and FD input Each Consortium member organisation will commit
to providing timely access to key financial and HR
personal. In the first instance this will be via the
Director of Finance and the Director of HR, who
may then delegate engagement to a member of
their team.

Ad hoc specialist HR support Consultancy basis for specific tasks (Consortium
Director to sign off requirement)

Legal advice Use one of the legal firms already contracted with in
SW. Consortium Director and lead FD to arrange.

Financial funding

The Consortium will be funded by a pooled budget which will be hosted by one of
the member organisations. All payments for resource will be handles by the host
organisation.

Each member will contribute equally to the Consortium budget. The initial funding of
the Consortium to deliver the planned activities has been estimated as a £10,000
contribution per member. The Consortium budget position and funding will be
formally reviewed at Gateway 2.

The Consortium Director will have overall responsibility for the allocation of budget
to tasks and activities, and will provide monthly reporting of spend against budget to
the Steering Group as part of overall reporting activities.

Page 20 of 27
May 2012 v1.2



Risks and Mitigation

South West PTC Consortium - PID - commercially in confidence and a draft for discussion.

7 Risks and Mitigation

Implementing potentially significant changes to the terms and conditions of
employment of staff is not without risk, in terms of legal challenge, industrial
relations unrest, impact upon staff morale and engagement and reputation
management. Such changes are likely to resonate in the local, regional and national
media, particularly if the South West is one of the first regions to take such action.

Alongside appropriate processes, consistent with legal requirements and recognised
best practice, the following actions can be taken to mitigate these risks and will form
part of the work programme:

e Timely and consistent communications with staff side, media and other key
organisations.

e Up to date and ongoing understanding of the national position through NHS
Employers.

e Feedback from individual Trusts on the 'temperature’ of their staff side
engagements.

e Good and reliable legal and HR advice.

A comprehensive risk and mitigations plan for the Consortium will be developed and
agreed by the Consortium Director at the outset and reviewed regularly by the
Project Team, and form part of the Consortium Directors report to the Steering
Group.
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Appendix 1 Current Member Organisations

The following organisations all have Board approval to be members of the
Consortium:

—

Royal Cornwall Hospitals NHS Trust

Plymouth Hospitals NHS Trust

North Devon Healthcare NHS Trust

Royal Devon and Exeter NHS Foundation Trust
Taunton and Somerset NHS Foundation Trust
Yeovil District Hospital NHS Foundation Trust
Dorset Country Hospital NHS Foundation Trust
Poole Hospital NHS Foundation Trust

© © N o gk~ W D

The Royal Bournemouth and Christchurch Hospitals NHS Foundation Trust
. Salisbury NHS Foundation Trust

—_
- O

. Great Western Hospitals NHS Foundation Trust

. Royal United Hospital Bath NHS Trust

. Weston Area Health NHS Trust

. North Bristol NHS Trust

. University Hospitals Bristol NHS Foundation Trust

—_ ek ek e
o O A W DN

. Gloucestershire Hospitals NHS Foundation Trust
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Appendix 2 Consortium Steering Group - Terms of Reference

Purpose

e To oversee and provide directional guidance to the pay terms and conditions
Consortium on behalf of the member organisations.

Accountability
e Accountable to the Chief Executives of the member organisations.

Frequency of meeting and communications

e The Group will meet face to face bi monthly during the currently defined
timescales for the Consortium (Currently planned for May, July and September
2012).

e Papers will be prepared and distributed at least five working days prior to the
meeting.

e Where urgent business is conducted by the Chair and Consortium Director
between meetings this will be fully reported to the next Steering Group meeting.

e A monthly progress report will be produced and distributed by the Consortium
Director to the Steering Group and member CEOs.

Membership of Steering Group
Membership will include:

e Chair, a Chief Executive from one of the member organisations.

e Two Chief Executives (who, along with the Chair, broadly cover the geographies
within SW), one of whom will be nominated as the Vice Chair;

e Two member HR Director - to provide a clear link to/from the SW HRD Network;
e One member Finance Director

e Consortium Director

e Communications Lead

Whilst members will make every effort to attend, deputies will be allowed. Deputies
will be assumed to have the full delegated authority of the member they represent.

Quorum

e Chair or Vice Chair
e Consortium Director
e HR Director

Functions of the Steering Group

e Oversee and provide directional guidance to the Consortium Director and
working group, acting as a source of advice, information and support.
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e Receive monthly progress reports - either at meetings or electronically.

e Monitor Consortium finances and oversee appropriate resourcing of the
Consortium.

e Brief CEO of member organisations on progress.
e Effectively manage of disagreements
e Maintain a strategic view of the Consortium communications.

* Review risks and issues ensuring appropriate mitigating action are being taken.
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Appendix 3 Consortium Director Job Specification

Title: Consortium Director

Role Summary: The Consortium Director is the senior responsible officer for the
Pay, Term and Conditions Consortium (the Consortium). The post holder reports to
the Consortium Steering Group and is responsible for leading and managing the
Consortium to ensure it meets its objectives. Day to day accountability will be with
the Steering Group Chair.

Time commitment: The post will be filled on at least a three day a week basis. The
initial tenure will be six months to deliver the Consortium to Gateway 3. Ongoing
requirements will be defined as part of Gateway 3.

Required experience: HR Director experience is essential, including knowledge of
HRM in the health sector and pay and reward structures from a range of different
organisations. This will be demonstrated by the follow characteristics;

e An excellent communicator with a proven track record of engaging effectively at
the top level across NHS organisations.

e A clear and applied understanding of the potential of different remuneration
packages.

e Experience of implementation of significant remuneration related to HR change
in a challenging environment.

e A tough negotiator with significant experience of engaging with Social Partners.

e Recent and relevant experience of apply complex processes across an number
of stakeholders.

e Politically astute.

Contract type: 6 months, 3 days per week on either a fixed term contract or daily
rate basis.

Key working relationships: The Consortium Director will be expected to develop
and maintain good working relationships with;

e Steering Group Chair

e Member organisation Chief Executives
e HR and Finance Directors

e Social Partnership Forum

e NHS South of England

Key duties:

Establishing the Consortium
e Recruit appropriate programme management office staff

e Agree a budget allocation and financial process
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Establish Consortium Steering Group
Establish Consortium Working Group resources
Develop and agree programme plan

Establish legal advice arrangements

Governance

Ensure the Consortium Steering Group is efficiently and effectively managed,
with good corporate governance and an appropriate programme management
methodology.

Ensure that the Consortium Working Group is efficiently and effectively
managed.

Ensure the production of monthly progress reports on the delivery of the
Consortium plan for the Steering Group and Member CEOs.

Ensure the implementation of Gateway Reviews of the Consortium as set out in
the Consortium approach.

Agree and implement with the Steering Group Chair the decision-making
protocol that ensures that the appropriate decisions are made at working group,
Steering Group and Member Statutory Board level.

Programme Management

Provide effective leadership and direction to the Consortium to ensure it meets
its aims and objectives.

Ensure the Working Group and programme management staff are well
managed.

Lead the development of the planning and engagement processes which will
ensure the successful delivery of the Consortiums aims and objectives.

Ensure the Project Boards and that decision-making uses appropriate
information and data.

Lead and facilitate the development and work undertaken for each defined
scheme, as indicated in the scope section of the PID.

Ensure the management of appropriate accounting and financial management
arrangements to deliver the Consortium budget.

Define, appoint and manage any specialist support to the Consortium including
legal advice.

Engagement

Lead and direct the establishment of appropriate Consortium communication
and engagement activities.

Ensure there is appropriate engagement and involvement of member
organisations.
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e Ensure the Consortium has an effective communication function to develop the
reputation of the programme and to ensure that stakeholders receive consistent
key messages.
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	1 Introduction
	1.1 This report sets out an overview of the performance of the Trust during the month of April 2012.  It provides a summary of performance in key areas, and highlights the main risks and issues.
	1.2 The corporate dashboard has been updated for the new financial year to reflect current year priorities.  An additional section has been added which brings together all of the indicators with a financial impact on our contract with Somerset and Dorset PCTs.  This includes cQuins, best practice tariffs and contract fines.
	1.3 This report is structured as follows:

	2 Performance Overview
	2.1 This section highlights the key points within the performance report for the Board’s attention:

	3 Corporate Dashboard (Annex 1)
	3.1 The main tool by which the Board receives assurance on the Trust’s performance is the Trust’s dashboard.  This contains the key targets which the Trust is required to meet by the Department of Health or its commissioners.  This report is based on the revised dashboard for 2012/13.
	3.2 This section highlights key risks or issues within the corporate dashboard:

	4 Monitor Compliance Framework
	4.1 The Trust achieved a Green rating for governance in quarter four of 2011/12.  There was only one risk in April surrounding Monitor’s Compliance Framework – the 62 day cancer target.  Were this level of performance to continue throughout the quarter, it would lead to a score of 1.0, or an Amber-Green rating.

	5 Contract Performance Indicators
	5.1 The new contract performance sheet shows that considerable progress remains to be made to enable the Trust to maximise its income from best practice tariffs, and that some low value contract penalties were triggered in April: ambulance handovers and 18 week non-admitted waits at speciality level.

	6 Clinical Quality and Patient Safety (Annex 2)
	6.1 There was one pre hospital MRSA bloodstream infection, and at the time of the report it was 115 days since the last Hospital acquired MRSA bloodstream infection. There were no hospital-acquired MRSA cases.
	6.2 There were no pre or post C. difficile cases in April.
	6.3 The infection prevention and control key performance indicators, which provide more detail, are attached at annex 2a.
	6.4 The Hospital Standardised Mortality ratio (HSMR) for the most recent rolling 12 months was 97.9, and the in-month figure for February was 84.7. The HSMR has been below 100 for seven successive months.
	6.5 The new Department of Health Summary Hospital-level Mortality Indicator (SHMI) is 105.63 (October 2010- September 2011), which is within expected limits for a trust this size.
	6.6 The chart below shows the trend in the Trust’s HSMR over the last year.
	 /
	6.7 The target to ensure that 90% of patients are assessed for VTE risk and are recorded as such on PAS was achieved for the first time in March.
	6.8 Performance against the key patient safety targets for the year to the end of March is summarised below.  It should be noted that due to the lag in reporting of incidents, the data for incident reports is one month in arrears.
	6.9 Seven new root cause analysis reviews were commissioned in April; two patients fell and sustained a fractured neck of femur, one experienced an unacceptable delay in having a PICC line inserted for feeding, one patient returned having been discharged with an intravenous cannula still in situ (5 days earlier), one patient had a delayed diagnosis of an aortic aneurysm, one grade 3 pressure sore was reported and the final case related to a patient who was discharged to a nursing home with fractured ribs and no communication regarding the same.
	6.10 A total of 16 remain open and under investigation, and the themes identified in these open   reviews are as follows:
	6.11 A number of actions have been completed as a result of completed investigations, including:
	6.12 A number of actions have been completed as a result of completed investigations, including:
	6.13 The Trust uses an early warning tool known as Swiss Cheese to detect early signs of potential patient safety issues within clinical areas.  This tool has been adopted and validated across the South West region and is now known as QuESTT. 
	6.14 The indicators describe the most important conditions necessary for a well-functioning team. The tool prompts staff to make a judgement against the key indicators and then it automatically weights and scores them according to their importance. An overall score of more than 12 indicates that remedial action needs to be taken to prevent a later impact on the quality of care provided within that area.  Each clinical area’s assessment is reviewed by peers from another area to ensure consistency and a robust approach.
	6.15 In April one area was rated amber (scores between 9 and 11): the day surgery unit.  The emergency department continues to be rated red with a score of 12 and 17 areas did not report, indicative of an administrative problem in submitting reports.  The remaining 7 were green.
	6.16 The Trust was part of an announced inspection by the Care Quality Commission and Ofsted of “Looked after Children” at the end of the month.  This was part of a county-wide review of all organisations involved in the care of Looked after Children, including health, social care and schools.  A number of staff were involved in focus groups with the CQC inspector and initial feedback was positive, with the inspector confirming that our systems and processes for identifying and managing this group of vulnerable children were robust.  It is anticipated that the final report will be received in early summer.
	6.17 Patient complaints and concerns raised via the Patient Advice and Liaison Service continue to provide the Trust with valuable insight into the patient experience.  This should be considered in conjunction with the data available from patient surveys, including national, Your Care and EXIT surveys.  The following chart shows the trend data in respect of complaints, PALs enquiries and compliments.
	6.18 The overview information in respect of in-house patient satisfaction surveys is outlined in the table below:

	7 Service Delivery
	 The Trust achieved the Monitor waiting time standards during April 2012 but there were two non-admitted specialties where the contractual 18 week standard was not achieved.  
	 The Trust achieved all of the Cancer standards during April 2012 apart from the 62 day targets for 2 week wait referrals and national screening.  
	 The Trust has commissioned a review by the national choose and book implementation team to review outpatient booking processes with the aim of improving performance against the Choose and Book slot availability standard.  This will take place on 29 May 2012. 
	 The inpatient stroke data was unavailable at the time of writing.  There have been problems with data collection following the resignation of the data co-ordinator. This has exposed a weakness in the current data collection process which is being addressed by the Medical Division.
	7.1 The Monitor compliance framework for 2012/13 includes the following RTT standards:
	7.2 In addition, the national NHS contract stipulates that these targets should now be delivered each month, in every speciality.  The Trust has agreed a plan to deliver this contractual requirement by the end of the first quarter.  
	7.3 There are two specialties that were not anticipated to achieve from April - orthopaedics and oral maxillofacial surgery.  A plan and associated trajectory has been agreed with NHS Somerset to deliver the 18 week admitted standard in these two specialities from July 2012 onwards.  The contract requires achievement in all other specialities from April 2012.
	7.4 In addition, the contract also contains a new standard that, from 1 April, no more than 1% of patients should wait longer than 6 weeks for a diagnostic test. 
	7.5 Performance against these standards for April 2012 can be summarised as follows:
	7.6 There were two specialties that underachieved the 18 week non-admitted standard during April 2012.  These were:
	 Care of the elderly (90.9%):  There was one breach of this standard against a denominator of 11.  This was a result of multiple appointment cancellations on the part of the patient.  The Trust’s Access Policy is being reviewed as a result of this.  
	 Oral maxillofacial surgery (92.6%):  Due to problems with capacity in this speciality the Trust has a backlog of patients waiting over 18 weeks for minor dental extractions.  A plan to clear this over the next 4 months has been developed, together with an associated performance trajectory.  It is not anticipated that this standard will be achieved until August 2012.  The Trust is working with Taunton and Somerset NHS Foundation Trust (the provider of the oral surgery service to YDH) to deliver an on-going plan to maintain baseline capacity. 
	7.7 Good progress continues to be made with the plan to achieve the 18 week admitted pathway standard in orthopaedics and oral maxillofacial surgery from July 2012.  Additional capacity has been identified in both specialties during May and June and all over-18 week patients have been offered dates during this time.  
	7.8 Waiting times in endoscopy remain a risk to future delivery of the six week diagnostic standard.  The Trust received a 38% increase in the number of two-week suspected cancer referrals during the period of the recent national colorectal cancer publicity campaign.  The appointment of a new Consultant Gastroenterologist is underway which is anticipated to ease the situation from September 2012.  Until that time a short term capacity plan has been developed.   
	7.9 The Trust remains an outlier for slot availability through the Choose and Book system for outpatient appointments.  At the end of April, 18.3% of the patients who attempted to book an appointment via the Choose and Book system at Yeovil District Hospital found that there were no slots available for them to book into.
	7.10 The graph below shows the Trust’s historic performance against this standard which contains a 4% target within the Trust’s contract: 
	/
	7.11 An action plan has been developed to address this issue over the coming months.  As part of this the Trust has commissioned a review of its outpatient booking processes by the Choose and Book national implementation team.  This is scheduled to take place on 29 May and will result in a series of recommendations.  The Trust’s action plan will be reviewed on the basis of the recommendations and a trajectory for improvement developed.  
	7.12 In the meantime work is underway at specialty level to review the key reasons why slots are unavailable and address any short term capacity problems.  
	7.13 Data for the cancer targets are sourced from the Somerset Cancer Register and continue to be fully validated one month in arrears.  April data is, therefore, draft at this time and will be fully confirmed in mid-June.  Performance is summarised in the first table on the next page.
	7.14 Areas of note are as follows:
	 The Trust achieved all of the Cancer standards during April 2012 apart from the 62 day targets for 2 week wait referrals and national screening.  
	 Underperformance against the 62 day two week standard resulted from a higher than usual number of breaches within urology.  The key issue was timely access to diagnostic tests.  This is under review within the division and the May position is being closely monitored. 
	 Oncological cover for some specialities (primarily lung and upper GI) remains under review.  A substantive appointment for one area comes into post at the end of May and the impact of this improvement should be felt from June onwards. 
	7.15 Cancer performance for April 2012 can be summarised as follows:
	/
	7.16 For 2012/13 the effectiveness of the Trust’s emergency pathway will continue to be monitored against the four hour standard.  This is defined as a maximum waiting time of 4 hours in the Trust’s Emergency Department, measured from the time of arrival to the time that the patient is either admitted, transferred or discharged from the department.  
	7.17 In addition, the Trust’s contract includes a target to reduce the number of patients arriving by ambulance that wait over 30 minutes to be handed over to the Emergency Department team.  The Trust is subject to a contractual penalty for any over 30 minute handover delays.
	7.18 Performance against these two standards is summarised below:
	7.19 The 4-hour standard was achieved during April but with no tolerance.  It should be noted, however, that this was against a backdrop of a 6% increase in Emergency Department attendances over April 2011.  
	7.20 In order to deliver more sustained performance and manage the risks associated with next winter the Trust has embarked on a 6 month programme to transform its emergency care pathways.  The following five work streams have been agreed:
	 Ambulatory emergency care
	 Improving the discharge process
	 Surgical emergency admissions pathway
	 Emergency Admissions Unit systems and practices
	 Emergency Department patient flow and workforce redesign
	7.21 Clinical leads have been identified for each of the workstreams, together with dedicated project management support.  Implementation of the programme is being supported by the Department of Health Emergency Care Intensive Support Team (ECIST).
	7.22 To support this programme of work the Trust has also agreed a new workforce plan for the Emergency Department, the majority of which will be implemented by early July 2012.  In addition, the Trust is working with both the new Clinical Commissioning Group and partner provider organisations to review and streamline some of the high volume pathways of care.   
	7.23 Weekly performance against the 4-hour standard across the year can be summarised as follows:
	7.24 A key indicator of the quality of stroke care delivered by the Trust is the percentage of patients spending 90% or more of their stay on the Stroke Unit.   
	7.25 Due to data collection problems April data was unavailable at the time of writing.  This is being addressed by the Medical Division. 
	7.26 This standard continued to be achieved during April 2012, with 66.7% of patients being seen and treated within 24 hours.

	8 Human Resources (Annex 3)
	8.1 Key points 
	8.2 The vacancy position increased in April from 65 to 70 but is still green. Vacancies are fairly evenly spread across Divisions. 
	8.3 The position on emergency department middle grade appointments has significantly improved with only one vacancy, provided all those offered posts accept them. This marks considerable progress.
	8.4 The pay budget was overspent in the first month of this financial year by £36k. The reduction in agency spend compared to the same time the previous year was maintained.
	8.5 The Trust is currently awaiting a national decision on whether to continue to run clinical excellence awards for medical staff before commencing this process locally. 
	8.6 Clinical on-call arrangements for staff within the Agenda for Change pay bands are being reviewed with a view to standardisation in order to facilitate round the clock services in line with the aims of the clinical services strategy. 
	8.7 The sickness absence percentage end-of-year position was 3.6%, which is 0.4% up on the previous twelve months. The trend of sickness absence has been one of improvement over the last 3 years, but in 2011/12 the sickness rates increased and there have been more stress related cases particularly among senior staff . The Occupational Health department is increasing the available time for the Occupational Health doctor from half a day per week to a full day per week, which aims to increase the speed of case management. Stress risk assessments have also been undertaken in a number of areas to assess whether there are organisational reasons which have contributed to this increase.    
	8.8 The cost of sickness absence per employee increased to £1,168, compared to £1,001 the previous year.  Total sickness costs have gone up from £1,413k to £1,618k . The HR team are also working more closely with the departments with the highest areas of sickness to ensure that each area is applying the sickness management process effectively. 
	8.9 Mandatory training take up improved slightly to 68%. The Academy has a project to group the 5 areas of mandatory training reported on the dashboard into a compact training session and/or some e-learning elements, to help improve compliance with mandatory training targets.
	8.10 The Health and Safety reporting position remained over 80% which is encouraging. 
	8.11 The appraisals rate in April was 72%, compared to 73% the previous month, and the full year position was also 72%. The appraisal policy and training have been reviewed and are due to be re-launched to help increase the quality and take up of appraisal. 
	8.12 Local employee relations case management is green. There are a number of complicated cases across various professional groups. 
	8.13 The Nursery tender is underway with interviews of the two bidders taking place shortly. 
	8.14 Workforce planning for staff aged 55 and over is green. 
	8.15 Job planning for consultant medical staff is still underway with 90 returned so far. A steering group of the Medical Director, Divisional Director and Director of Human Resources has been set up to drive these projects over the next year and beyond. 

	9 Finance Report (Annex 4)
	9.1 The income and expenditure position at the end of April 2012 is a deficit of £124,000 which represents an adverse variance of £67,000 as detailed in Appendix 4b.  
	9.2 Private patient income for radiology has underachieved by £3,000 in April 2012. Other income is slightly underachieved due to mortuary fees and day nursery income.
	9.3 Pay expenditure is £36,000 adverse in month. Nursing costs in month were £19,000 overspent due to specialing patients and high sickness levels. Medical staff costs were £38,000 overspent in month due to vacancies and sickness being covered by locums. Other areas of pay were underspent by £21,000 due to vacancies.  
	9.4 Activity related non-pay expenditure is £22,000 overspent in month which is split across all three divisions.
	9.5 Family Health and Clinical Support:  At the end of month 1 the division was £18,000 overspent against budget. Key risks relate to the prescribing of drugs for cancer patients which saw an increase in month 1 - the division is investigating the cause of this.
	9.6 Surgery:  At the end of month 1 the division was £50,000 overspent against budget and had a gap within the cost improvement programme of £108,000. Medical staffing vacancies are a risk for the division and the financial risk of covering these with locum staff. 
	9.7 Medicine:  At the end of month 1 the division was £30,000 overspent against budget. Vacancies within the Emergency department continue to be a risk for the division but with the revised workforce model now approved this risk will be alleviated.
	9.8 The cost improvement programme (CIP) has a target of £4.6 million. Plans are in place to achieve £3.5 million leaving a gap of £1.1 million. Further work is taking place to close this gap. At the end of April £380,000 has been achieved of which £310,000 is recurrent.
	9.9 The Trust had £7.5 million in the bank at the end of April which is £556,000 above plan.    The higher than planned cash balance was mainly attributable to debtors being lower than plan following a successful resolution to a number of queries.
	9.10  As at 30 April 2012 the Trust’s cash investments were as follows:
	9.11 The capital programme for 2012/13 totals £4.3 million.  Expenditure on the 2012/13 capital programme to the 30 April 2012 was £442,000 against a plan to date of £125,000.
	9.12 Projects near completion are the temporary CT scanner, Mosaiq chemotherapy e-prescribing and the Women’s Hospital birthing pool.
	9.13 Major on-going projects for 2012/13 are Women’s Hospital ground floor clinic works, fire alarm replacement programme, the medical equipment replacement programme and the Information Technology Electronic Health Record system.  
	9.14 The financial risk rating at the end of April 2012 was 2.6, as shown in the following table:
	10.1 Good cleanliness scores were maintained in all areas. 

	11 Recommendation
	11.1 The Board of Directors is asked to DISCUSS the performance risks.
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	1 Key Points
	2 Programme Update
	2.1 The main areas of work since the last meeting have been the development of the two new workstreams focussing on capacity discussed at the last meeting.
	2.2 A new beds workstream is being led by the Directors of Nursing and Operations, with the aim of managing smoothly reductions in capacity released by other projects, such as urgent care.  Steve Gore is acting as clinical lead, and the assistant directors of nursing will be a key part of the group.  The initial focus will be on ensuring that the £300k winter pressures budget which has been set aside is not required.
	2.3 The Director of Finance has taken on the Executive Sponsorship of all of the theatres workstreams to ensure that there is a focus on the development and delivery of the future strategy for theatres, including the creation of additional day case, and private capacity.
	2.4 The urgent care programme is being formally launched at a lunchtime event on 18 June.
	2.5 The programme office is now meeting regularly with the finance team to ensure that financial issues arising from the programme are highlighted and are integral to the Trust’s routine financial monitoring.  The financial progress of the programme can be seen within the finance annex of the integrated performance report.
	2.6 The Head of the Academy is putting together a development programme for the project managers, and also looking into more general training in service improvement and change management which can be offered to a wider group of clinical and non-clinical leaders.

	3 Red Projects
	3.1 The Service Transformation Steering Group reviewed the programme dashboard at its recent meeting.  The following projects are currently red rated overall from a risk perspective, and this section highlights these risks together with the mitigating action being taken to address them.
	3.2 Developing new models of care for Gynaecology and Obstetrics – This is red because there is currently no plan in place to deliver the £50k of benefit which is set against this area.
	3.3 Gynaecology and obstetrics was identified as a priority during the benchmarking exercise, due to the gap between the income the service brings in and the cost of  running it.  Discussions originally focussed on addressing this through the job planning process, but it was then agreed that this in itself would not deliver savings and a wider review of the service was needed, in line with the Clinical Services Strategy.  Discussions have taken place with the Family and Child Health Division in order to commence this review, with executive and external support as required.
	3.4 This work also links closely with the beds and theatres workstreams described above.
	3.5 Outpatient dispensing review – A suitable location for an on-site outpatient pharmacy is still to be confirmed, subject to the results of a financial appraisal which is being carried out by the Commercial Manager.
	3.6 Medicine Division – Plans for £68k now exist against a target of £100k, up from £33k last month. The Programme Office has met with the divisional team to address the remaining gap, and further plans are being developed.
	3.7 Surgery Division - £103k of savings are still to be identified with no plans in place currently. The Programme Office is meeting with the divisional team to address this.

	4 Programme Benefits
	4.1 There remains a £1.1M shortfall in the financial benefits so far identified for 2012/13.
	4.2 Plans are being put in place to close the gap through the following means:
	4.3 As a contingency, £0.2M of developments can also be held until the gap is closed.

	5 Programme Risks
	5.1 The key programme risks and mitigation are shown below:

	6 Recommendation
	6.1 The Board of Directors is asked to DISCUSS the key risks and issues within the Transformation Programme.
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