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UNIVERSITY HOSPITALS BIRMINGHAM NHS FOUNDATION TRUST 

COUNCIL OF GOVERNORS  

THURSDAY 24 FEBRUARY 2022 

Title: QUALITY & PERFORMANCE REPORT, COVID 
BACKLOG RECOVERY UPDATE & Q3 2021/22 
STRATEGY IMPLEMENTATION PLAN UPDATE 

Responsible 
Directors: 

Jonathan Brotherton, Chief Operating Officer 
Mark Garrick, Director of Strategy & Quality Development 

Contact: 
Amelia Godson, Managing Director for Operations 
Imogen Acton, Head of Quality Development  
Andy Walker, Head of Strategy & Planning 
Poonam Jagatia, Performance Assurance Manager 
Georgina Charles, Quality Development Support Manager 

 

Purpose: To present an update to the COUNCIL OF GOVERNORS 

Confidentiality 
Level & Reason: 

None  

Board Assurance 
Framework Ref: / 
Strategy 
Implementation Plan 
Ref: 

BAF - SR3/18 - Prolonged and/or substantial failure to meet 
operational performance targets 
SIP - #4 Meet regulatory requirements and operational 
performance standards, in line with agreed trajectories 

Key Issues 
Summary: 

 Performance remains exceptionally challenging overall 
due to the continuing effects of the pandemic and 
pressure experienced in all Emergency Departments, 
assessment areas and wards there continue to be some 
notable improvements in some areas. 

 A third quarter update is provided against the 2021/22 
Strategy Implementation Plan. 

Recommendations: 

The COUNCIL OF GOVERNORS is asked to: 

Accept the report on operational and quality performance, 
associated mitigating actions and progress with COVID 
backlog recovery. 

Accept the update on Quarter 3 progress against the 
2021/22 Strategy Implementation Plan. 

Signed: Mark Garrick Date: 15 FEBRUARY 2022 

  



 

Page 2 of 18 

 

UNIVERSITY HOSPITALS BIRMINGHAM NHS FOUNDATION TRUST 

COUNCIL OF GOVERNORS  

THURSDAY 24 FEBRUARY 2022 

QUALITY & PERFORMANCE REPORT,  
COVID BACKLOG RECOVERY UPDATE &  

Q3 2021/22 STRATEGY IMPLEMENTATION PLAN UPDATE 

PRESENTED BY THE CHIEF OPERATING OFFICER AND  
DIRECTOR OF STRATEGY & QUALITY DEVELOPMENT 

 
 Introduction  1.

This paper provides assurance on quality and operational performance to the 
Council of Governors and details the actions being taken to improve 
performance.  

During what continues to be an exceptionally challenging time for the Trust, 
this paper provides oversight and assurance on operational performance 
against national targets, including those in the NHS Oversight Framework.  

Whilst performance remains well below the requisite standard for many 
national indicators’ due to continuing and lingering effects of the pandemic, 
there are notable improvements in key areas, including the reduction in 
cancer 62 days and 104 days backlog. Dedicated improvement teams are 
now up and running for Urgent and Emergency Care and Elective Care with 
additional inpatient capacity becoming available. 

The effect of strong partnership working within the Integrated Care System is 
also providing significant and tangible benefits to the Trust and patients, and 
will help to ensure that health inequalities are not further affected. 

Material risks are detailed in this paper and Appendix 1, along with the main 
targets and indicators. Further detail is provided on elective recovery of 
clinical services in line with NHSE/I requirements. Appendix 2 attached to this 
report provides a progress update on the 11 H2 measures to be achieved by 
the end of the financial year. The Quarter 3 update of progress against the 
2021/22 Strategy Implementation Plan is also included (Appendix 3). The 
latest quarterly report of the Guardian of Safe Working forms Appendix 4 to 
this report.  
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 COVID-19 2.

Despite the success of the Birmingham and Solihull vaccination programme, 
the prevalence of COVID-19 in the community continued to increase during 
the end of the year and into January 2022. As of 4 January,  the number of 
COVID-19 positive inpatients had risen by 88% since the end of November to 
364 (of which 295 were “active” COVID) with the number of patients managed 
on the Trust’s Critical Care Units decreasing slightly by 25 in comparison to 28 
at the end of November. Following the significant increase of COVID-19 cases 
across the country, the government announced the rise of the alert level from 
three to four. Delivery of this programme remained a priority across 
Birmingham and Solihull with the NHS working closely with system partners to 
redeploy clinical and administrative resources to maximise use of the current 
vaccination sites and also open up as much additional capacity as possible. 
General practices had been asked to clinically prioritise to provide maximum 
vaccination capacity as well as urgent or emergency care and other critical 
services such as cancer.    

Workforce absences continue to be significant, including COVID-19 related 
absences. Communications have been sent out trust-wide outlining Trust  
guidance on self isolation and COVID testing in line with national guidance. 
The self isolation period has changed from 10 to 7 days following negative 
lateral test results on the 6th and 7th day of isolation period. The number of 
staff absent either due to COVID or self-isolation rose by 1.8pp since 
November to 2.7%. The total number of staff being absent had a substantial 
impact on services overall with 8.0% of staff absent at the end of December in 
comparison to 5.5% in November. As at 31 December , the Trust has received 
a total of 816 exemptions to date, of which 786 had been approved and 30 
declined. The Trust continues to recognise and appreciate the outstanding 
efforts of our workforce in what continue to be very difficult circumstances. 
The Employee Relations team continue to undertake weekly analysis of 
sickness absence to identify hot spot areas and trends. HR continue to work 
with Divisional managers in targeting these hot spot areas including 
undertaking audits of long term cases. 

In line with national guidance, the Trust has continued the existing restrictions 
for staff, patients and visitors e.g. face masks must be worn in all areas, by 
both staff and patients; staff must continue to adhere to PPE requirements 
specific to the area/s they work in; visiting restrictions remain in place; the 
two-metre social distance rule continues to apply in all areas of our hospitals, 
except for clinical areas (one metre) with appropriate PPE; security will remain 
on all sites to enforce restrictions; and COVID marshals will continue on sites 
to enforce compliance amongst colleagues. Communication has also been 
issued trust-wide for staff regarding home-working where possible following 
the emergence of the new Omicron variant. 

Furthermore, from 1 April it is mandatory for all staff who have face-to-face 
contact with patients to be double vaccinated unless medically exempt. In 
preparation for this legislation, staff with managerial responsibilities have been 
provided with resources to help support the implementation of this policy. Staff 
are to have had their first dose by 3 February and second by 31 March. 
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In readiness for the potential significant impact of the Omicron variant and 
winter pressures; a letter was issued to the NHS calling for all systems to 
focus on the below 6 areas as detailed in section 8.1.3 below. 

At UHB a number of plans are being worked through to maximise acute 
capacity but also prepare for the continued surge. In addition to the capacity 
expansion plans outlined in section 4.1.3, the below plans have commenced: 

 
a) Use of a medical ward at the Royal Orthopaedic Hospital (ROH) for 

transfers directly from Queen’s Elizabeth Hospital (QEHB).  
 

b) Creation of new ‘Nightingale’ beds at the Solihull car park anticipated to be 
available from 23 January 2022 for the less acute patients. This space will 
only be used when and if necessary to provide the capacity needed for 
patients with greater needs. 

   
 Operational Performance Exception Reports 3.

3.1  Acute Pathways  
 

Delivering effective acute pathways is essential to increase elective 
access in order to deliver the required reductions in the numbers of 
patients waiting for an elective procedure. Work continues to further 
improve acute care delivery across the sites including the 
establishment of a dedicated programme team to focus on 
improvement in this area.  

Attendances at the Trust’s Emergency Departments (EDs) remained 
above pre-COVID levels but lower than November. Average daily 
attendances in December were 943.6 compared to 1043.2 in 
November; a decrease of 9.5%.  

In December the Trust’s internal performance improved by 1.8pp to 
54.1%. Both Good Hope Hospitals’ (GHH) and Queen’s Elizabeth 
Hospitals’ (QEHB) four-hour performance improved by 0.9pp and 4.7pp 
respectively. Performance at Heartlands (BHH) fell by 1.0pp.  

During the month, pressure at the ‘front door’ of the hospitals from 
people presenting with COVID-19 rose rapidly. By 8 January, on a 
seven day rolling average, 66.3 patients were admitted each day with 
COVID-19 compared to 21.7 at 23 November.   

Very high inpatient occupancy levels on each hospital site accounted for 
the increased time in emergency assessments and the time from 
decision to admit to a patient physically leaving the department. The 
average time spent in ED across all sites reduced by 9 minutes 
compared to November. Admitted patients accumulated an average time 
spent in ED of 504 minutes and non-admitted patients 237 minutes. The 
number of patients with extended trolley waits in the Trust’s Emergency 
Departments (ED) reduced by 20.1% with 134 patients spending longer 
than 12 hours from a decision to admit being made to actually being 
admitted to a bed. The highest numbers of breaches were seen in GHH 
with 103 breaches; then 22 at BHH and 9 at QEHB. The majority of 
breaches are related to delays with transferring patients to wards with a 
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small number relating to transfers of mental health patients to another 
hospital. As prevalence of the Omicron variant rose over the month this 
led to significant numbers of closed beds for infection control reasons 
relating to patients who were found to be positive for COVID-19, but for 
whom that was not reason for admission led to a further deterioration in 
flow throughout the hospitals. 

In order to reduce strain on the acute care service over the winter 
period, a number of plans have been worked through to alleviate 
pressure seen across all three sites. A dedicated programme team has 
been recruited to work with the clinical site team, clinical and operational 
teams in order to combat the long delays with ambulance handovers as 
well as identifying key issues causing delays to be addressed and 
worked on accordingly. The programme team is subdivided into three 
areas, hospital streaming service, primary care streaming and Same 
Day Emergency Care (SDEC) enhancement. Hospital streaming service 
went live at BHH 13 December 2021 and the ‘go live’ date for GHH is 
planned for 17 January. Primary care streaming service is now 
embedded and focus is now on driving referral and utilisation rates. A 
number of plans are being worked through on SDEC enhancement with 
the aim to generate activity earlier in the day in order to allow better 
management of the service. An additional 9 trollies have been 
introduced into the SDEC / MAU (Medical Assessment Unit) area on 
Ward 23 at BHH along with a HALO to reduce the burden on the front 
door. The positive affect of the Emergency Pathway Redesign 
Programme is evident in the significant reduction in ambulance 
handover delays over 1 hour, as described below.  

The performance of the Fractured Neck of Femur (FNOF) pathway to 
BHH has deteriorated sharply in December with access, capacity and 
COVID/Norovirus issues across the pathway resulting in a fall in 
performance to 30% versus Best Practice safety Tariff (BPT). Length of 
stay (LOS) also increased.  Mortality has continued to improve at 
<3%.  Johnson & Johnson work on FNOF pathways is due to 
commence in February.     
 
3.1.1 Ambulance Handovers 

 
The number of 60 minute ambulance handover breaches reduced by 
16.3% in December with a total of 1,358 breaches in comparison to 
1,623 in November. All sites saw a decrease in the number of 
breaches. There was a 13.0% decrease at BHH; 17.9% decrease at 
GHH and 20.7% decrease at QEHB. High inpatient occupancy levels 
continue to be the primary contributor to poor flow.  
 
3.1.2 Ask A&E 

 
Ask A&E activity contributed 0.2pp of the overall performance over the 
month. The attendances for each site are displayed in the table below:  
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Site Daily atts 
December 

2020 

Daily atts 
November 

2021 

Daily atts 
December

2021 

Change 
December 

20 to 
December  

21 

Change 
November 

21 to 
December 

21 

QEHB 286.0 343.8 311.9 +9.1% -9.3% 

Heartlands 326.4 424.8 383.7 +17.6% -9.7% 

Good Hope 187.1 274.7 247.9 +32.5% -9.7% 

UHB 799.4 1043.2 943.6 +18.0% -9.5% 

 
Ask A&E was used by 131 people during December; the daily average 
of 4 users was a decrease from 7 in November. Of the total December 
users, 77 (58.8%) were advised to use alternative providers rather than 
attend hospital. 
 
The table below has summary of the outcome options and activity 
during the month.  
 

Outcome  No. 
% of 
Total 

Advised to attend Ophthalmology Accident and Emergency  0 0% 

Advised to contact general practitioner; As soon as possible 28 21% 

Advised to contact general practitioner; Within 48 hours 1 1% 

Advised to contact general practitioner 7 5% 

Advised to attend accident and emergency department 42 32% 

Advised to contact emergency ambulance service ASAP 11 8% 

Patient not given advice 20 15% 

Advised to self-care 9 7% 

Advised to attend minor injuries unit 10 8% 

Other 2 2% 

Total 131  

 
3.1.3 Capacity Expansion 
 
The three medical wards at Solihull remain open to provide surge 
capacity. The Fractured Neck of Femur service was successfully 
transferred to BHH from QEHB on 27 September in order to help 
support the restoration of tertiary surgical services at QEHB. This has 
resulted in an increased throughput of surgical patients at QEHB. Work 
on longer term plans has commenced with work being carried out on 
the east block of QEHB to create additional wards with additional 
modular wards also planned for GHH and BHH. Completion dates for 
QEHB are anticipated to be February and April; July for GHH and the 
date for BHH is to be confirmed based on planning issues. The 
business case and associated workforce plan for these are in progress. 
 

 Planned Care 4.

Due to the cancellation of elective inpatient admissions and outpatient 
appointments during the pandemic, there has been rapid growth in the Trust’s 
waiting lists and a deterioration in waiting time performance with significant 
numbers of patients now waiting longer than 52 weeks from referral to 
treatment. However, there are a number of positive interventions underway to 
tackle this.  
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4.1   104 Week Waits 

During Quarter 3 the Trust has significantly increased efforts to tackle the 
longest waiting elective patients, in line with a national mandate to reduce 
the number of patients waiting longer than 104 weeks to zero by the end 
of March 2022. This is in addition to retaining an approach of clinical 
prioritisation and treating urgent elective cases as quickly as possible. 
 
Elective recovery throughout the quarter has been set against a backdrop of 
mounting urgent care pressure, both due to the Omicron variant and the 
usual seasonal winter demand. The impact of elevated and sustained urgent 
care demand on ward and ITU bed occupancy continued to have a knock-on 
effect on elective recovery, particularly in relation to the organisation’s ability 
to recover inpatient elective activity to pre-COVID levels.  
 
In order to offset the impact on mainlining elective activity volumes, and 
in addition to the on-going work to identify additional internal outpatient 
and elective theatre capacity, the Trust has significantly increased the 
volume of activity being outsourced to independent sector, both through 
existing channels and through establishing new contractual 
arrangements with providers of outpatient services. These 
arrangements enabled more than 500 inpatient cases to be outsourced 
in December alone, that otherwise would not have been possible. 
 
Internal assurance arrangements that underpin 104 week-wait 
reduction efforts were further increased during the quarter, with daily 
meetings established for the most challenged areas and a centrally 
maintained procedure-level risk log to support the seeking of mutual aid 
from the wider health care system. An elective improvement 
programme was launched with the internal recruitment of a dedicated 
project team and the establishment of dedicated transformation and 
improvement work streams covering outpatients, theatre utilisation, 
booking, performance monitoring and utilisation of the independent 
sector. 
 
There were some other encouraging signs of recovery during the quarter, 
particularly in relation to cancer, where the 104 day backlog (a measure of 
the longest-waiting patients on a cancer pathway) fell to 302 patients by 
the beginning of December, down from 538 at the start of October. 
  
Quarter 3 also saw the implementation of a pathway management 
initiative, which consisted of a short-term voluntary team being 
established from across corporate areas to assist in the contacting of 
more than 4,000 of the longest-waiting patients on the outpatient 
waiting list to establish their status and ensure they still needed to be 
seen. The exercise resulted in more than 750 patients being removed 
from the waiting list who no longer needed an appointment. 

 
4.2 Birmingham and Solihull (BSol) Elective Recovery Programme  
 

The BSol Operational Delivery Group (ODG) and sub groups are now 
well established, with regular reporting in place. System engagement 
continues to be good with collaborative working in multiple areas. 
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Currently, the demand and capacity group is refreshing its approach in 
order to try to support a system-wide approach to tackling the 104 
week backlog. 

4.3 RTT Performance 

The Trust’s RTT position for November shows that 38.4% of all patients 
on a RTT pathway have waited less than 18 weeks which is a 
deterioration of 0.5% since previous month. The rate of growth in 
relation to the total size of the waiting list has reduced with an increase 
of 0.4% in November compared to 0.7% in October. The total waiting 
list is now 67.3% larger than it was in November 2020.  

With an increasing waiting list size nationally (6,122 as at 12 December 
for the Midlands region), there is an increased focus on patients waiting 
over 2 years (104 weeks). In November, the Trust reported 2,016 
patients waiting longer than 2 years; an increase of 42.1% since 
previous month. The highest increase in number of breaches were in 
Urology (166) and ENT (139). All treatment functions saw an increase 
in the number of breaches apart from Neurosurgery and 
Cardiothoracics. 

The number of 52 week breaches increased by 5.8% since October. 
The highest increase in the number of breaches were seen in ENT 
(385) and Gynaecology (348). Majority of the treatment functions saw 
an increase in number of breaches since previous month apart from 
General Surgery, Cardiothoracics, Neurosurgery and Thoracic 
Medicine. 

All patients currently on an inpatient waiting list have been clinically 
reviewed by a consultant and assigned a clinical prioritisation, based 
on guidance from the Federation of Surgical Specialty Associations. 
The inpatient waiting list has been re-prioritised in line with this 
guidance. As at 13 December there had been a 5% increase in patients 
who should have surgery within one month (Priority 2), 7% increase in 
patients who should have surgery within three months (Priority 3) and a 
4% decrease in patients who can wait longer (Priority 4).  

4.4 Waiting List Data Quality 

Work continues on the improvement of waiting list data quality, 
overseen by the Executive-led oversight group. 

 
Internal validation capacity has been significantly expanded following 
the appointment of MBI Healthcare Technologies as a preferred 
insourcing provider. This contact will deliver an additional 80,000 
pathway validations by the end of March 2022 and will make a 
significant contribution to improving the quality of the waiting list data. 
 
Insourcing commenced in November and initially, this resource has 
been used to support the focus on 104 week waits. During December, 
MBI will move to focus on the remainder of the RTT waiting list, where 
the majority of the data quality concerns exist. It is expected that there 
will subsequently be a significant reduction in data quality errors. 
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Training continues to be rolled out across operational areas and is 
being directed by newly-established reports that identify system users 
with the highest error rates. Other reports are being finalised which will 
identify system users that continue to experience errors and contribute 
to poor data quality after having undergone training, with persistent 
issues being escalated via existing divisional assurance channels. 

 
The revised outcome form, which was designed to reduce the likelihood 
of end user error when out-coming a patient, is currently awaiting 
further testing ahead of deployment. 

4.5 Cancer Performance 
 
The impact of the pandemic and the loss of activity during the primary 
waves of COVID-19 are reflected in the challenges faced in delivery of 
cancer performance. 
 
Performance for 2 week waits improved by 1.3pp in November to 
83.4%. Upper GI continues to be the lowest performing specialty at 
49.2% but has improved its position by 8.6pp from 40.6% in the 
previous month. Breast symptomatic performance dropped further by 
26.5% to 26.3%; lowest performance since March 2021. Drivers for 
deterioration in performance are a combination of an increase in 2WW 
referrals seen in November 2021 and a lack of capacity from 
breast/imaging cover to increase 2WW appointments. Plans are in 
place for an extra 3 clinics per weekend (up to 72 slots) running from 
end of January to March 2022 from in-sourcing, plus continuing with 5 
extra Waiting List Initiative (WLI) clinics every weekend at Good Hope. 
Organisationally, we have seen a 16% increase in 2WW referrals 
compared to pre-COVID baselines. This is a combination of yearly 
growth and deferred activity. 
 

  Cancer performance for 62 day GP referrals improved by 3.3pp to 44.6%. 
Work continues to focus on improving the backlog, formulating individual 
specialty trajectories, starting with the most challenged which is 
Gynaecology performing at 26.7% in November in comparison to 17.6% 
in October. Screening performance fell significantly by 13.4pp to 50.0%.  

 
31 day first treatment performance improved further by 2.6pp to 83.8%. 
31 day subsequent performance also fell by 9.3pp to 50.0% with Skin 
continuing to be the highest contributing specialty in relation to 
proportion of activity and number of breaches performing at 23.3%. 
Activity levels for first treatments increased by 18.3% and by 8.0% for 
subsequent surgeries.  
 
Both subsequent chemotherapy and radiotherapy performance 
delivered above target at 99.6% and 96.6% respectively.  
 
At the end of November, the number of patients who had waited over 
104 days for treatment was at 377 of which 73 patients had confirmed 
cancer. Extended pressure on wider acute and urgent care pathways 
(both COVID and non-COVID related) continue to impact on the 
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restoration of elective diagnostic and treatment services including 
cancer. Major contributing specialties to the 104 day position are Skin 
and Colorectal. As of early October, Skin have converted routine 
capacity to generate sufficient slots to clear the diagnostic backlog and 
have reduced their backlog from 156 in September to 75 in December. 
Enhanced PTL meetings continue with Lower GI to ensure timely 
escalations and actions. Cancer Services is offering increased and 
intensive support to these specialties to assist with recovery planning 
and monitoring. This includes detailed demand and capacity modelling 
with forward view, and intensive PTL meetings with senior 
representation to introduce more challenge to delays and consideration 
given to alternative pathways and escalation. 

Activity levels for both first and subsequent treatments rose by 12.6% 
since previous month to a total of 1,352 treatments being delivered in 
comparison to 1,201 in October. 

Performance continues to be affected by significant backlogs in many 
specialties. Due to the shortfall in capacity performance is expected to 
be adversely impacted for the coming months. Specialty level plans are 
in place to support wider system recovery. 

4.6 Theatres 

Cancellations resulting from the impact of COVID-19 continue to 
significantly affect performance. The number of cancellations on the 
day of surgery rose from 368 in October to 378 in November; an 
increase of 2.7%. The number of breaches of the 28 day guarantee 
rose by 19.0% compared to October; 200 breaches in comparison to 
168 in October owing to impact of COVID-19 on elective capacity and 
in turn recovery. 52% of the cancellations were due to ward bed issues; 
13% due to access to ITU and 14% in relation to staffing constraints.  

Theatre utilisation remains below target in a number of areas, with ITU 
and inpatient bed availability still the leading contributing factors. 
Improvement work continues, particularly in relation to the Solihull site. 
 
Recruitment is on-going for specific staff groups to support theatres 
and perioperative care and the first international recruits are now in the 
Trust. Across the system, staffing remains the most challenging aspect 
of delivering the recovery programme. Recruitment plans to support 
staffing on a large scale continues.  

 
4.7 Surgical Prioritisation and Health Status Check 

The agreed BSol surgical prioritisation framework is now embedded 
and in use across all providers, with modifications made in line with 
Federation of Surgical Speciality Associations (FSSA) updates on an 
on-going basis. Paediatric waiting lists are also subject to review by the 
additional holistic assessment process (HAPPS). 

The Health Status process has covered the initial contacting of long-
waiting inpatients and is now in a maintenance phase. The team 
continues to provide support directly to patients engaging in this 
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process via a central contact point and supports the identification and 
escalation of risk in line with agreed processes. 

4.8 Perioperative Care 
 

The QEHB Enhanced Perioperative Care Unit (EPOC) is now well 
established in a new footprint with a larger floor space and specific 
dedicated staffing model. This innovative model of care has already 
proven extremely successful in easing ITU pressures for a number of 
surgical specialties including Cardiac, Neuro and Liver. Plans are being 
developed to expand the service capacity further at QEHB and Solihull. 

4.9 Diagnostic Waiting Times 

Six week diagnostic performance fell slightly by 1.2pp to 61.6% in 
November. The number of 6 week breaches rose by 862 to 11,445 with 
the number of breaches over 13 weeks also increasing to 5,509.  
 
The total number of patients on the waiting list grew by 4.8% since 
October. The largest increase in the number of breaches were seen in 
MRI (502) and Ultrasound (284). The largest reductions were seen in 
DEXA scans (538) and Echocardiology (180).   
 
Diagnostic performance continues to be significantly affected by the 
reduced capacity, resulting from adherence to social distancing and 
infection control measures. The majority of diagnostic testing taking 
place continue to be for clinically urgent and cancer patients, with work 
continuing to increase the number of diagnostic tests being provided 
overall. Longer term plans, such as the implementation of diagnostic 
hubs and the opening of the Ambulatory Care and Diagnostics Centre 
(ACAD), will help to alleviate pressure in regards to capacity and 
accelerate the rate of recovery.  

 
 Long-Term Condition Management, Outpatients and Diagnostics 5.

The BSol outpatients and diagnostic steering group has recently completed 
an updated summary of progress against agreed action plan. This plan works 
in tandem with the agreed system plan and includes now a focus on helping 
the system achieve 104 week backlog clearance. There is wide stakeholder 
involvement in all work-streams and close working with GP Partnership Board 
and GP Local Medical Committee. The progress of this work is summarised 
below:  

5.1. Models of Outpatient Care 

An ICS group containing all relevant stakeholders has been 
established and current work programmes are as below linking into 
individual provider work streams. This includes data collection as 
specified by now released NHSEI requirements. This includes 
paediatric care and covers the following work areas:  
 
a) Advice models including advice and guidance: learning from current 

practice to refine with focus groups with consultants and primary 
care held with thematic analysis. A stocktake of current advice 
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models provided across BSol to allow discussion around an 
individualised system target is expected in H2. This is included 
within the GP Universal Offer to aid uptake. We are developing a 
consensus ‘BSol way’ for advice models. System level data returns 
are being completed although the exact requirements for the advice 
models included are currently a little unclear in national guidance. 
BSol should meet target of 12 referrals via advice route per 100 
new patient appointments 

b) Patient Initiated Follow Up project established with pilot specialities 
identified across all providers and commenced end of Q3. Provider 
level returns have commenced. The H2 planning requirement is for 
5 specialities undertaking PIFU by March 2022 and the transfer of 
2% of all follow-up appointments to PIFU pathways. This will be a 
stretching target for BSol.  

c) Establishment of agnostic phlebotomy work-stream to explore 
rationalisation of provision across ICS. 

d) Dermatology backlog pilot with enhanced primary care support – 
the specification and contract have been completed and awarded 
and work has begun. 

e) Further work to support 104 week backlog reduction in particularly 
challenged specialities such as Urology and ENT using similar 
methodology of commissioning enhanced support from primary 
care underway. The project will be scoped, costed and the service 
specification designed. 

f) Unified technology bid – support for customer hub which will tie into 
patient experience, prioritisation, harm review and escalation, as 
well as support to facilitate 104 week reduction and learning review 
of remote clinics to identify next steps. 

  
5.2 Remote Outpatient Appointments 

 
Total outpatient activity across all modes of delivery (face-to-face, 
telephone and video) dropped by 17.0% in December compared to 
November. All modes of delivery saw lower levels of activity than the 
previous month with telephone appointments seeing the highest 
decrease at 18.2%. 

There were 16.5% less face-to-face appointments in December than 
November and 12.7% less video appointments. Total remote activity 
fell by 18.2% and is 9.2% lower than remote activity performed in 
December 2020. 

High winter pressure has had a substantial impact on outpatient activity 
overall throughout the month.  

5.3  Prioritisation and Harm Review 

This group is focussing on introducing ICS owned methodologies to 
reduce risk of harm to those awaiting an outpatient review, building on 
learning from inpatient waiting list health status checking. 
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5.4  Critical / Cancer Pathways 

Work in this area is led by the established Cancer teams and 
commissioning structures. A ‘vague symptom’ pathway pilot has 
commenced in two East locality PCNs where it is known that 
inequalities impinge on access and diagnosis. Further work on 
updating and rolling out the new 2ww referrals forms for primary care 
continues. A pilot of an Iron Deficiency Anaemia pathway is underway 
– other areas who have implemented this pathway have seen between 
10 and 17% reductions in requests for endoscopy. BSol has been 
successful in a bid to pilot Targeted Lung Health Checks – the pathway 
of this will be linked into Community Diagnostic Hub development. 

 
5.5  Service Improvement and Transformation 

The aim of this group is to: 
a) Ensure that strategic transformation of pathways is based on 

national requirements and local need, taking into consideration 
system priorities and national improvement reviews such as Getting 
It Right First Time.  

b) Ensure that transformation is joined up across system level 
pathways and dovetails with UHB NHSX-supported digital 
transformation programme where appropriate. 

c) Work on principle of access to all; if pilot studies are to be 
introduced they must have defined evaluation criteria and clear 
methodology for review and expansion or termination. 

 
Multi-stakeholder meetings are being held in areas defined as needing 
‘restart’ focus.  
 
Dermatology: successful submission of a business case to ICS 
investment committee to fund backlog screening of long waiting 
patients. A specification has been written and group of 1500 patients 
identified as suitable for this model. Contracting mechanisms are being 
worked through. Similar models are being explored for other long 
waiting specialties. 
 
Diabetes: meeting was held with system wide representation to agree 
areas of re-focus after the pause of ICS wide diabetes plans by 
COVID. Several task and finish groups have been established to refine 
previous plans based on current funding models and COVID-based 
learning of new ways of working. 
 
Oversight and integration of regional transformation programmes such 
as Midland Elective Delivery Programme are being translated into local 
action. Work is also ongoing to ensure that digital solutions are 
implemented system wide where appropriate and that there is shared 
learning between providers. 
 

5.6  Diagnostics 
 

Access and provision of appropriate diagnostics will be picked up in 
previously described areas; this work-stream will provide additional 
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focus where required. This will include facilitating review of primary 
care access to imaging and the work required around provision of 
Community Diagnostic Hubs (CDHs). Estates and planning work for 
the pilot site at Washwood Heath is underway. A mobile MRI unit has 
been specified and the contract is about to be awarded. Work will 
continue on a system-wide strategy for CDHs with an options appraisal 
paper to be presented to the ICS by December. Draft costings for 
future CDHs have been submitted nationally to inform the autumn 
spending review. 
 
Providers continue to work to prioritise diagnostic procedures and 
submit waiting list data including this prioritisation information to the 
national waiting list minimum data set. This is however complicated by 
PAS requirements, which is not unique to BSol. Work continues on a 
paper outlining which data can and cannot be submitted at this point. 
 

 Communications and Engagement  6.

The system communications and engagement plan continues to be in place 
and is working effectively, supporting an on-going cycle of activity to keep 
audiences up-to-date with the latest information. This includes patient 
communication, staff communication and engagement, stakeholder briefing 
and engagement with primary care.  

Oversight of the communications and engagement elements of the 
programme is provided at the ODG and weekly ICS communications forums, 
which key partners attend.  

 Q3 Progress Update on the 2021/22 Strategy Implementation Plan 7.

7.1 Changes in the Policy Landscape over the Last Quarter 

Since the approval of the plan, there have been a number of 
developments that are pertinent to the Trust’s future strategy and plan. 
Key areas are outlined below. 
 
7.1.1 Health and Care Bill 
 
The Bill continues its passage through Parliament and is currently in 
the committee stage in the House of Lords. Notable amendments 
proposed include those tempering the Secretary of State’s proposed 
power to call in service reconfigurations and one from Lord Stevens 
around transparency of NHS funding. 
 
7.1.2 Leadership 
 
Sir David Sloman has been appointed as the substantive Chief 
Operating Officer (COO) for NHS England. He was previously the 
Regional Director for NHS England in London and prior to that was the 
Chief Executive of the Royal Free London NHS Foundation Trust. Mark 
Cubbon, who was the interim COO has returned to the role of NHS 
England's Chief Delivery Officer.  
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7.1.3 Preparing the NHS for the potential impact of the Omicron 
variant and other winter pressures  

 
On 13 December Amanda Pritchard wrote to the NHS setting out the 
response to the discovery of the Omicron variant. A Level 4 National 
Incident was declared, in recognition of the impact on the NHS of both 
supporting the increase in the vaccination programme and preparing 
for an increase in COVID-19 cases. The NHS was asked to:  
 
1. Ensure the successful ramp-up of the vital COVID-19 vaccine 

programme  
2. Maximise the availability of COVID-19 treatments for patients at 

highest risk of severe disease and hospitalisation  
3. Maximise capacity across acute and community settings, 

enabling the maximum number of people to be discharged 
safely and quickly and supporting people in their own homes  

4. Support patient safety in urgent care pathways across all 
services, and manage elective care  

5. Support staff, and maximise their availability  
6. Ensure surge plans and processes are ready to be implemented 

if needed  
 
7.1.4 Planning Guidance for 2022/23 & Delivery Plan for Tackling the 
COVID-19 Backlog of Elective Care 
 
On Friday 24 December, NHSE/I published the 2022/23 operational 
planning guidance which sets out the centrally-determined priorities for 
2022/23. NHSE/I have acknowledged that the immediate operational 
focus for trusts should be on delivering on the objectives set above 
relating to the Omicron variant. The planning timetable and submission 
deadlines has therefore been extended to the end of April 2022 and 
draft plans will be due in mid-March. Subsequent to this the 
Government has released its “Delivery plan for tackling the COVID-19 
backlog of elective care” which supersedes some of the targets 
included in the planning guidance.  
 
As the Health & Care Bill may not become law until later than planned 
the statutory launch of ICSs will be delayed from 1 April to 1 July.  
  
Systems are asked to deliver on ten priorities, namely: 
 
1. Investing in the workforce and strengthening a compassionate 

and inclusive culture 
2. Delivering the NHS COVID-19 vaccination programme 
3. Tackling the elective backlog 
4. Improving the responsiveness of urgent and emergency care and 

community care 
5. Improving timely access to primary care 
6. Improving mental health services and services for people with a 

learning disability and/or autistic people 
7. Developing approach to population health management, prevent 

ill-health, and address health inequalities 
8. Exploiting the potential of digital technologies 
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9. Moving back to and beyond pre-pandemic levels of productivity 
10. Establishing ICBs and enabling collaborative system working 
 
The priorities for workforce are to: 
• Look after our people by delivering the People Plan 2020/21, 

with particular focus on flexible working, career conversations, 
and supporting staff to understand pension options.  

• Improve belonging in the NHS by delivering the six high impact 
actions to overhaul recruitment and promotion practices and 
implementing plans to promote equality.  

• Work differently by using new roles, delivering care closer to 
home, e-job planning and e-rostering, and use of volunteers.  

• Grow for the future with international recruitment of nurses and 
midwives, more collaborative staff banks, protected time for 
supervisors to maintain doctors’ education and training, and 
expanding clinical placement capacity for students.  

 
Systems are asked to reduce ambulance handover delays and ensure 
than no more than 2% of patients have 12-hour waits in EDs. There 
continues to be a focus on safe and timely discharge of patients from 
acute care including the continuing roll out of virtual wards. 
 
For elective care, new targets were included in the Delivery Plan for 
Tackling the COVID-19 Backlog of Elective Care as shown below: 
 
• Progressive improvements on long waits: 

– Two year waits eliminated by July 2022 
– 18 months maximum wait by April 2023 
– 65 week maximum wait by March 2024 
– 1 year maximum wait by March 2025 

• Deliver 30% more activity than pre-pandemic in 2024/25 
• 95% of patients receiving diagnostics within 6 weeks by March 2025 
• Cancer:  

– 62 day backlog to pre-pandemic levels by March 2023 
– 75% of urgent cancer referrals receiving a diagnosis within 

28 days (Faster Diagnosis Standard) by March 2024 
• Improve both waiting times and patients’ experience of waiting 
 
7.1.5 Consultation on 2022/23 National Tariff Payment System and 

Standard Contract  
 
NHSE/I also launched a consultation around the tariff and NHS 
standard contract on 24 December. The proposed tariff is for one year 
and aims to transition out of the COVID-19 block payment arrangement 
towards a longer-term financial system that helps promote integrated 
care. It therefore builds on the 2021/22 tariff by moving away from 
activity-based payment approaches to a blended model, known as 
aligned payment and incentive (API).  
 
The fixed element of API will be the largest single source of funding for 
systems with a variable payment proposed for elective activity to 
support the reduction of the elective backlog. This will replace the 
Elective Recovery Fund (ERF) will be replaced by the variable element 
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of the API. The efficiency factor will be set at 1.1% whilst COVID-19 
costs will continue to be distributed outside of the tariff. 
 

7.2 Key Updates against the 2021/22 Plan 

Key areas of progress in delivery of the 2021/22 Strategy 
Implementation Plan are outlined in Appendix 3. This is not intended to 
be an exhaustive overview of progress against the plan but instead 
provide a snapshot of some key activities against the strategic 
objectives over the past three months. 

Despite the on-going challenges of the COVID-19 pandemic and the 
increased pressures brought by the Omicron variant the Trust has 
continued to make good progress with implementing the plan in the 
vast majority of areas. The primary exception continues to be the 
challenges to operational performance covered previously in this paper. 
As described earlier significant resource and effort is being expended 
which has already improved the position and will continue to do so. 
There are also number of objectives where delivery is delayed by wider 
factors, including COVID, but where delivery of the overall objective is 
not at risk including: 

a) The final completion of the rollout of Windows 10 has continued to 
proceed more slowly than planned but will be completed during Q4. 

b) The negotiation of SLAs for the Harborne Hospital has continued 
longer than planned but these will still be completed by the end of 
2021, well in advance of the Hospital opening in late 2022. 

c) The rollout of the Oleeo recruitment platform which occurred on 24 
January as this now forms one element of the Strategic Recruitment 
Project which has been established to focus on attraction, 
recruitment and retention of staff. 
 

Overall, the Trust continues to make significant progress in delivery of the 
plan despite the operational challenges it faces. 

 Recommendations 8.

The COUNCIL OF GOVERNORS is requested to: 

Accept the report on operational and quality performance, associated 
mitigating actions and progress with COVID backlog recovery. 

Accept the update on Quarter 3 progress against the 2021/22 Strategy 
Implementation Plan. 

Jonathan Brotherton 
Chief Operating Officer 
 
Mark Garrick 
Director of Strategy & Quality Development 
 
15 February 2022 
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