
TRUST BOARD MEETING TO BE HELD ON WEDNESDAY 25
TH

APRIL 2012 AT 13.00 IN THE CLINICAL SCIENCES
BUILDING, UNIVERSITY HOSPITAL, CLIFFORD BRIDGE ROAD, COVENTRY CV2 2DX

PUBLIC AGENDA

THE PUBLIC SESSION OF THE TRUST BOARD WILL COMMENCE PROMPTLY AT 1.00PM
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Resolution of Items Heard in Private
In accordance with the provisions of Section 1(2) of the Public Bodies (Admission to Meetings) Act 1960, and the Public Bodies
(Admissions to Meetings) (NHS Trusts) Order 1997, it has been resolved that the representatives of the press and other members of the
public are excluded from the second part of the Trust Board meeting on the grounds that it would be prejudicial to the public interest due to
the confidential nature of the business transacted. This section of the meeting has been held in private session.

1 General Business Paper Presenter Category
1.1. Apologies for Absence Verbal Chairman N/A
1.2. Minutes of Meeting held on 28

th
March 2012 Enc 1 Chairman N/A

1.3. Actions Enc 2 Chairman N/A
1.4. Matters Arising Verbal Chairman N/A
1.5. Declarations of Interest Verbal Chairman N/A

1.6.
Chairman’s Report
 Non-Executive Director’s portfolio

Enc 3 Chairman
N/A

1.7

- Extraordinary Trust Board Meeting Session
Report – 26.03.12*
Private Trust Board Meeting Session Report
– 28.03.12*

Enc 4 Chairman
N/A

1.8 Chief Executive’s Report Verbal Chief Executive Officer N/A

2
Delivering safe, high quality and
evidenced patient care

Paper Presenter Category

2.1 QPS Report Enc 5
Mr R Kennedy, Chief Medical
Officer

Quality &
Safety

2.2
Significant Incident and Mortality Group
Report *

Enc 6
Mr R Kennedy, Chief Medical
Officer

Quality &
Safety

2.3
Quality Governance Meeting Report –
13.03.12 *

Enc 7
Mr T Sawdon, Non-Executive
Director

Governance

2.4
Quality Governance Committee Terms of
Reference

Enc 8
Mr T Sawdon, Non-Executive
Director

Governance

2.5
Infection Prevention and Control Annual
Report and Annual Plan

Enc 9
Professor M Radford, Deputy
Director of Nursing

Quality &
Safety

3
Developing excellence in research,
innovation and education

Paper Presenter Category

No Reports

4
Improving the business and service
framework

Paper Presenter Category

4.1 Finance Report Enc 10 Mrs G Nolan, Chief Finance Officer Governance

4.2 Provider Management Regime Enc 11
Mr R Kennedy, Chief Medical
Officer

Governance

4.3
Performance Report
 DH targets focus

Enc 12
Mr R Kennedy, Chief Medical
Officer

Governance

5
Building a positive reputation and
identity

Presenter
Category

5.1 Information Governance Annual Report Enc 13
Mr R Kennedy, Chief Medical
Officer

Governance

5.2
Meeting the SHA Ambition to Make Every
Contact Count - MECC

Enc 14
Mr R Kennedy, Chief Medical
Officer

Strategy

5.3 Patient Experience and Engagement Report Enc 15
Mrs C Watts, Chief Marketing
Officer

Quality and
Safety

5.4 Foundation Trust Application Update * Enc 16 Mr A Hardy, Chief Executive Officer Strategy

5.5 Register of Gifts and Interests Enc 17 Mr A Hardy, Chief Executive Officer Governance

6 Any Other Business

7 Questions from the Public up to 15 minutes

8 Date of Next Meeting:
Wednesday 30 May 2012 starting at 13.00

Please note: asterisked items (*) are for noting and, in general, do not require discussion.
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AGENDA ITEM DISCUSSION ACTION
HTB 12/105
PRESENT

Mr P Townshend, Chairman
Dr AM Cannaby, Chief Nursing and Operating Officer
Mrs W Coy, Non-Executive Director
Mr A Hardy, Chief Executive Officer
Mr R Kennedy, Chief Medical Officer
Mrs G Nolan, Chief Finance Officer
Mr T Robinson, Non-Executive Director
Mr T Sawdon, Non-Executive Director
Mr N Stokes, Vice-Chairman
Ms S Tubb, Non-Executive Director
Mrs C Watts, Chief Marketing Officer

HTB 12/106
IN ATTENDANCE

Mr I Crich, Chief Human Resources Officer
Mrs J Gardiner, Trust Board Secretary
Mrs B Hay, Head of Diversity
Professor M Radford, Director of Nursing
Professor P Winstanley, Dean of Medicine, Warwick Medical School
Ms Jill Prior, Executive Assistant (note taker)

HTB 12/107
APOLOGIES

Mr B Connor, Non-Executive Director
Mr B Claire, Associate Non-Executive Director

HTB 12/108
MINUTES
25/01/2012

The Trust Board APPROVED the minutes of the meeting held on 29
February 2012 as a true record of the meeting.

HTB 12/109
ACTION MATRIX

Mr Stokes enquired about outstanding action HTB 12/011 and the request
for a report to be supplied to the Non-Executive Directors on C.Diff.

Dr Cannaby replied that a report had been distributed at the recent Board
Seminar meeting on C.Diff testing. Dr Cannaby also stated that Dr
Weinbren had been in contact with the Commissioners to request the
unlocking of C.Diff data. Once this data has been unlocked a further
report would be presented.

All other actions completed and in progress were NOTED.

HTB 12/110
MATTERS ARISING

There were no matters arising.

HTB 12/111
DECLARATIONS OF
INTEREST

There were no declarations of interest.

HTB 12/112
CHAIRMAN’S
REPORT

The Chairman conveyed his thanks to Dr Cannaby, who was attending her
last Trust Board, and remarked on her problem solving abilities and her
valuable and dedicated contribution over the last seven years. The
Chairman also wished Dr Cannaby success in her new career in Qatar.

The Chairman also informed the meeting that Mr Connor had stepped
down as a Non-Executive Director and Chair of the Finance and

In accordance with the provisions of Section 1(2) of the Public Bodies (Admission to Meetings) Act 1960, and
the Public Bodies (Admissions to Meetings) (NHS Trusts) Order 1997, it is resolved that the representatives of
the press and other members of the public are excluded from the second part of the Trust Board meeting on the
grounds that it is prejudicial to the public interest due to the confidential nature of the business about to be
transacted. This section of the meeting will be held in private session.
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AGENDA ITEM DISCUSSION ACTION
Performance Committee to enable him to concentrate fully on his role as
Chairman of Midlands Air Ambulance Service. The Chairman believed
that Mr Connor had offered unique contribution and remarkable service
over a five year period to the Trust Board.

The Chairman also stated that Mr Claire’s, Associate Non-Executive
Director, term of office would finish on 31 March 2012. The Chairman
highlighted Mr Claire’s vibrant and lively contribution that he had made to
the Trust Board.

The Chairman confirmed that contact has been made with the
Appointments Commission, via the Trust Board Secretary, to inform them
of the vacant Non-Executive Director position.

The Chairman stated that further meetings had been held with the
Chairmen and CEO’s of the Arden Cluster PCT. External meetings had
also been held with external bodies including Warwick University and their
partners.

The Chairman had held a meeting with Lord Rooker, Chair of the Food
Standards Agency, and he had extended an invitation to him to visit
UHCW to look at food, hygiene and safety offered to patients. Lord
Rooker had accepted this invitation.

HTB 12/113
PRIVATE TRUST
BOARD MEETING
SESSION REPORT
– 29/02/2012

The Chairman advised that the purpose of the report was to highlight any
key decisions or outcomes made at the private Trust Board session held
on 29 February 2012.

The Trust Board NOTED the contents of the report.

HTB 12/114
CHIEF EXECUTIVES
REPORT

The Chief Executive Officer also echoed his thanks to all the departing
Trust Board members and for their contributions to the different roles they
had held.

The Chief Executive Officer stated that the role currently held by Dr
Cannaby would now be split into two roles of Chief Nursing Officer and
Chief Operating Officer.

The Chief Executive Officer confirmed that monitoring would continue of
the new NHS Reform Bill.

The Chief Executive Officer also informed the meeting that UHCW was
now heading towards a sign-off of the Foundation Trust Tripartite Formal
Agreement with the Department of Health.

The Chief Executive Officer confirmed that UHCW was, as of 26 March
2012, now recognised as a major trauma centre.

A visit had been made by Dr S Dunn Director of Strategy at NHS Midlands
and East SHA. The purpose of Dr Dunn’s visit was to look at patient
engagement and working in the Community.

The Chief Executive Officer also highlighted to the Trust Board that
consideration was being given to creating a ‘new story’ for Coventry and
the strategy for the area. UHCW would consider the documentation and
whether it wishes to formally join this network in its capacity as a
significant employer in the area.



UNIVERSITY HOSPITALS COVENTRY AND WARWICKSHIRE NHS TRUST

MINUTES OF THE PUBLIC MEETING OF THE UNIVERSITY HOSPITALS COVENTRY
AND WARWICKSHIRE NHS TRUST BOARD HELD ON WEDNESDAY

28 MARCH 2012 AT 1.00 P.M.

3

AGENDA ITEM DISCUSSION ACTION
The Trust Board NOTED the Chief Executive’s Report.

Procedural note Professor Winstanley joined the meeting
HTB 12/115
PATIENT AND
STAFF STORY

Mrs Watts informed the meeting that following the CQC report on nutrition,
work had been on-going with volunteers to improve the patient experience
around this important area of care.

Mrs Watts invited Mr Dennis Brooks, a UHCW hospital volunteer, to share
his experiences with the Trust Board.

Mr Brooks thanked the Trust Board for allowing him to share his
experience. Mr Brooks highlighted the feeding assistance he had given to
some of the patients and the very rewarding outcomes that he had
experienced. Mr Brooks also stated that he and his wife were also
involved with voluntary work on Ward 33.

Mrs Watts also commented that an article had appeared in the Coventry
Telegraph on the volunteer service and this had led to a positive impact of
encouraging more volunteers to apply to UHCW. Mrs Watts was hopeful
that the volunteer feeding service could now be extended to Wards 40, 41
and 50.

The Chairman expressed his gratitude to Mr Brooks and commented that
the volunteers at UHCW were an invaluable asset. The Chairman
requested that Mr Brooks should pass on the thanks of the Trust Board to
his volunteer colleagues.

The Trust Board NOTED and ACKNOWLEDGED the valuable
contribution made by volunteers and offered its ongoing SUPPORT for this
initiative.

HTB 12/116
SIGNIFICANT
INCIDENT AND
MORTALITY
GROUP*

Mr Kennedy informed the Trust Board that both reports were for noting.
Mr Kennedy highlighted increased number of incidents regarding falls and
key actions around mitigation. Mr Kennedy stated that the key risk of falls
was mainly within the frail and elderly patient population and work was
ongoing to lower this risk.

The Chairman enquired how the number of fall incidents at UHCW
compared to other similar sized Trusts. Mr Kennedy confirmed that he
would obtain some comparison data and report back on this.

Mrs Coy had recently undertaken a patient safety walk round on Ward 40.
Mrs Coy highlighted the work that had been undertaken by the Ward staff
on the mobile workstations, use of high/low beds and the innovative idea
of non-slip socks.

The Chairman enquired if figure 607 ‘incorrect operations performed’
constituted a “never event”. Mr Kennedy confirmed that this was not a
“never event” and reassured the Trust Board that no new “never events”
had occurred.

Mr Stokes enquired when the next SHMI report would be presented. Mr
Kennedy replied the SHMI data is updated in approximately six months.

Mrs Coy queried the negative and positive threshold reporting on the
Performance Summary report. Dr Kennedy explained the different
elements that are used to compile this data.

The Trust Board ACCEPTED the assurance provided by the Significant

Mr R Kennedy
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Incident and Mortality Report for February 2012.

HTB 12/117
QUALITY
GOVERNANACE
MEETING REPORT
– 22.02.12

Mr Sawdon informed the Trust Board that the report should be approved
and not for noting. Mr Sawdon highlighted that a number of clinical
guidelines required updating.

The Chief Executive Officer stated the Chief Officer’s Group would be
undertaking the performance management of these.

Mr Stokes reported that at the previous Trust Board it had been agreed
that Mr Sawdon would be named as the Accountable Executive Director
within the header sheet of future reports and that this action was still
outstanding. It was agreed that this would be addressed in the next report.

The Trust Board APPROVED the Quality Governance Meeting Report of
14 February 2012.

Mr R Kennedy

HTB 12/118
FINANCE REPORT

Mrs Nolan updated the Trust Board on the current financial position and
highlighted that the Trust was on track to deliver its outturn position. She
commented that the recent Finance and Performance (F&P) meeting had
considered the detailed position to date. The Chief Executive Officer
reaffirmed this remark and highlighted that this had also been discussed at
the Extraordinary Trust Board on 26 March 2012. He commented on the
previous challenges since last year and the future challenges that lay
ahead.

Mr Stokes queried the calculation of the Monitor risk rating. Mrs Nolan
replied this was an unadjusted position for financial performance under
IFRS reporting, and under the SHA and DH Performance this adjustment
was permitted.

Mr Stokes also enquired about the implications expected by Monitor during
2012/13. Mrs Nolan replied that the challenges for 2012/13 will be
significant.

The Chairman echoed the Chief Executive Officer’s remarks and
commented that this year’s achievement was remarkable and extended
his thanks to the Executive members of the Trust Board and their teams.
The Chairman stressed that the next five years in the Cost Improvement
Programmes (CIP) would be very challenging, and highlighted the need for
delivery of the significant CIP’s in the coming year.

The Trust Board APPROVED the Finance Report. The Trust Board had
also REVIEWED the finances through the Finance and Performance
Committee meeting and Extraordinary Trust Board meeting, held on 26
March 2012 and ENDORSED the actions being taken.

HTB 12/119
PERFORMANCE
REPORT

Dr Cannaby informed the meeting that the Performance Report had been
discussed at length at the recent Finance and Performance Committee
meeting. Dr Cannaby confirmed that there were three areas of non-
achievement, these being four hour emergency target, delay in the
transfers of care and C.Diff. Dr Cannaby highlighted that many meetings
had been held with partner agencies who had purchased additional
capacity within the community and this had reflected a significant
improvement within the Trust in the ability to discharge patients over the
past three weeks. This improvement was not reflected in the current
report.
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Mrs Coy enquired about the reporting bounds for the C.Diff target. Dr
Cannaby replied that this will depend on whether the data is unlocked.
The Chairman believed the main area of concern was within A&E. The
Chairman informed the Trust Board that he had carried out a visit to A&E
with Professor Radford and praised the staff on their resolve. The
Chairman confirmed that the SHA would be seeking reassurance that
everything is being done to resolve the A&E situation.

Dr Cannaby confirmed that a 21 page Action Plan has been implemented
for continuing support for patient flow and to open the “back door” through
patient discharges. Dr Cannaby also highlighted the issues with
Sunday/Monday patients and the concentrated effort being undertaken by
the decision makers to target improvements around diagnostics.

The Chief Executive Officer informed the Trust Board that the forthcoming
EMG meeting would be concentrating on the patient flow situation.

The Chairman believed that it would be helpful if the A&E Action Plan was
presented at the April Trust Board meeting to assure members that a
framework is in place.

Mr Kennedy confirmed that weekly updates are communicated to the PCT
and SHA. Mr Kennedy also reassured the Trust Board that the
Commissioners were also aware of the progress made.

Mr Stokes enquired if the Trust Board should be requesting updates on
other areas of exception and enquired if the Action Plan was working.

Ms Tubb suggested that the internal and external causes within A&E
performance could be highlighted to show their differences. Dr Cannaby
replied that one unit should be supporting and reviewing capacity across
the health economy.

The Chairman highlighted the increasing problem of ambulances bringing
more and more patients to UHCW, whilst bypassing other Trusts and the
need for awareness of the resources that are available within UHCW and
the need to reach an agreement with the Arden Cluster.

The Chief Executive Officer confirmed that all internal solutions need to be
accelerated.

Mr Sawdon drew the Trust Board’s attention to the compulsory declaration
of the Provider Management Regime (PMR) and queried whether it should
be a separate Agenda item going forward. Mrs Gardiner explained that
this was previously considered as an independent report and was
discussed in its own right within the private section of the Board. Mrs
Gardiner also stated that these reports would now be reported through the
SHA’s own Board meetings, which will be shared in the public domain, and
so from this month, the PMR return was amalgamated into the
Performance report as an appendix for discussion and approval in public.

Ms Tubb and Mr Stokes echoed their agreement with Mr Sawdon’s
suggestion that the PMR should be a separate Agenda item going forward,
but agreed that this should remain as a public agenda item.

The Trust Board RECOGNISES the changes to the NHS Performance
framework and the Monitor framework for some indicators

Mr R Kennedy

Mrs J Gardiner
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The Trust Board ENDORSES the following key actions being undertaken
by management to address the exceptions highlighted in Section 3 of the
report:
 C-diff target: The C-diff performance group continues to oversee

performance; changes have been implemented and agreed to the
testing regime; UHCW is awaiting a response to the HPA to resubmit
c-diff data

 Total time in A&E – 95% of patients should be admitted/discharged
within four hours target: Progression of the joint action plan and work
with ECIST; daily monitoring of unassisted and supported discharges

 Total time in A&E 95
th

percentile: Progression of the joint action plan
and work with ECIST; daily monitoring of unassisted and supported
discharges

 Time to initial assessment (95
th

percentile) target: Data quality being
improved

 Time to treatment in department (median) target: Data quality being
improved

 Delayed discharges – progression of the joint action plan, work to
streamline the discharge process and the appointment of Dr Balcombe
to the role of Clinical Director for Discharge.

The Trust Board ENDORSES the actions being undertaken by
management to address the challenging targets highlighted in Section 4 of
the report.

The Trust Board APPROVES the Provider Management Regime return
based on February 2012 data for onward submission to the SHA.

The Trust Board confirms its SUPPORT for Governance Declaration 2 (or
insufficient assurance that all targets are being met) in relation to the four
hour A&E target.

The Trust Board RECOMMENDS that the Chairman and Chief Executive
Officer seek and secure a meeting with the Chief Executive Officer and
Chair of the Arden Cluster Board and the local Authorities and agree to the
single ownership of patient discharges across the economy.

Mr A Hardy

HTB 12/120
FINANCE AND
PERFORMANCE
MEETING REPORT
– 20.02.12*

Ms Tubb drew the Trust Board’s attention to the Review of the Terms of
Reference and informed the meeting that Mr Claire’s name should be
replaced with Mrs Coy.

The Trust Board NOTED the key issues from the Finance and
Performance Committee meeting minutes of 20 February 2012.

Procedural note Mr Robinson joined the meeting at 14.10
HTB 12/121
AUDIT COMMITTEE
MEETING REPORT
– 21.11.2011

Mr Robinson highlighted to the meeting that the minutes had been
“approved” at the last Audit Committee meeting.

The Trust Board NOTED the key issues from the Audit Committee meeting
held on 21 November 2011.

HTB 12/122
AUDIT COMMITTEE
- TERMS OF
REFERENCE

Mr Robinson confirmed to the Trust Board that these had been discussed
at the last Audit Committee meeting and marginal changes had been
implemented.

The Trust Board AGREED to the Audit Committee Terms of Reference.

HTB 12/123
ANNUAL

The Trust Board NOTED that these items had been discussed at the
Extraordinary Board Meeting held on 26 March 2012 and AGREED that
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FINANCIAL PLAN
(REVENUE AND
CAPITAL) / HEALTH
CARE CONTRACTS
AND
COMMISSIONERS

this item would be deferred for discussion at the Private Trust Board
meeting.

HTB 12/124
EQUALITY
DELIVERY SYSTEM
AND TRUST
EQUALITY
OBJECTIVES

Mr Crich stressed to the Trust Board the importance of this report
highlighting the significant input of work during the past year. Mr Crich
informed the Trust Board that Mrs B Hay, who was attending the meeting,
would answer any questions regarding the report.

Mrs Hay informed the Trust Board that a series of consultation events had
been held and the Strategic Equality Objectives identified. The specific
actions in the plan were a result of both the consultations and national,
regional and local research and evidence. Mrs Hay also informed the
Trust Board that a decision had been made that the Plan would be for a
two year period instead of the four year guideline in the Equality Act to
enable focus on specific characteristics. The Plan would be presented to
the Trust Board again at the end of the two year period.

Mr Robinson welcomed the Plan and commented on the work that had
been placed into it. Mr Robinson queried the percentage figures regarding
staff with disabilities and the low percentage reflecting upon UHCW.

Mrs Hay highlighted the reliability of the statistical reporting and the
reluctance of some candidates to declare that they had a disability.

Mr Crich also informed the meeting that he and Mrs Hay had held a recent
meeting with Mr Surinder Sharma, National Director for Equality and
Human Rights at the Department of Health. Mr Sharma has offered his
services as a guide and mentor.

The Trust Board AGREED and APPROVED:-
 the content of the Equality Objectives and Plan.
 the Strategic Equality Objectives identified through staff and

community consultant.
 the Equality Action Plan.
 the Board Equality and Diversity Leadership Action Plan
 that the Equality Objectives and Plan be publicised by 6 April 2012,

as required by the Equality Act 2110 (Specific Duties)
 that the Chief Human Resources Officer submit six monthly reports to

the Trust Board setting out progress against the Equality Objectives
and Plan 2012 – 2014.

HTB 12/125
FOUNDATION
TRUST
APPLICATION
UPDATE*

The Chief Executive Officer informed the meeting that the Tripartite Formal
Agreement should be signed by the DH and SHA within the next few
weeks, following agreement on the revised timeline.

The Trust Board NOTED the Foundation Trust Application Timeline
update.

HTB 12/126
FREEDOM OF
INFORMATION
REPORT

The Chief Executive Officer stated that the report informed the Trust Board
of any Freedom of Information requests that had been made during the
period from October 2011 to March 2012.

The Chairman enquired if his involvement was still current within this area.
Mrs Gardiner agreed to contact the Head of Legal Services within UHCW Mrs J Gardiner
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to confirm.

The Trust Board APPROVED the Freedom of Information Report October
2011 to March 2012

HTB 12/127
DATE OF NEXT
MEETING

Please note the new time of 1.00pm on Wednesday 25
th

April 2012 at
University Hospitals Coventry & Warwickshire NHS Trust.

HTB 12/128
QUESTIONS FROM
THE PUBLIC

None

Procedural note The meeting closed at 2.30 p.m.
HTB 12/129
APPROVAL OF
MINUTES

These minutes are approved subject to any amendments agreed at the
next Trust Board meeting.

SIGNED
……………………………………………..

CHAIRMAN

DATE
……………………………………………..
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AGENDA ITEM ACTION LEAD COMMENT
ACTIONS IN PROGRESS
HTB 12/119 (28.03.12)
PERFORMANCE
REPORT

The Trust Board RECOMMENDS that the
Chairman and Chief Executive Officer seek and
secure a meeting with the Chief Executive Officer
and Chair of the Arden Cluster Board and the
local Authorities and agree to the single
ownership of patient discharges across the
economy.

Mr A Hardy Meeting to be
arranged

HTB 12/116 (28.03.12)
SIGNIFICANT
INCIDENT AND
MORTALITY GROUP*

The Chairman enquired how the number of fall
incidents at UHCW compared to other similar
sized Trusts. Mr Kennedy confirmed that he
would obtain some comparison data and report
back on this.

Mr R Kennedy Mr Kennedy to obtain
comparison data.

HTB 12/011 (25.01.12)
INFECTION,
PREVENTION AND
CONTROL REPORT

Mr Claire enquired about the plan going forward.
Dr Weinbren confirmed that he would be holding a
meeting the following week with the Clinicians to
discuss the way forward. Mr Stokes requested
that a report be supplied to the Non-Executive
Directors on the decisions agreed at that meeting.

Dr AM Cannaby Dr Cannaby to supply
a report on meeting
with Clinicians

HTB 11/520 (30.11.11)
MATTERS ARISING

Research and Development Report: Mr Stokes
requested that a meeting between Coventry
University and Professor Imray be arranged to
progress mutual interests

Mr R Kennedy Mr Kennedy to
discuss with
Professor Imray

ACTIONS COMPLETE
HTB 12/061 (29.2.12)
CHIEF EXECUTIVES
REPORT

The Trust Board AGREED that a report be
presented at the next Private Trust Board meeting
on discharge processes and enhancing
partnership working.

Dr AM Cannaby Action complete.
Presented at March
Private Trust Board

HTB 11/472 (26.10.11)
EQUALITY AND
DIVERSITY REPORT

The Trust Board AGREED to the development of
a specific Board Development action plan on
leadership of Equality and Diversity

Mr I Crich Mr Crich confirmed
that this report will
become part of the
Quality Delivery
System Action Plan,
to be presented at
the March 2012 Trust
Board

HTB 12/126 (28.03.12)
FREEDOM OF
INFORMATION
REPORT (FOI)

The Chairman enquired if his involvement was still
current within this area. Mrs Gardiner agreed to
contact the Head of Legal Services within UHCW
to confirm.

Mrs J Gardiner Head of Legal
Services confirmed
that there is no
requirement to have
a Non-Executive
Director to hear FOI
appeals. The appeals
process is managed
through the
complaints service in
accordance with the
Trust FOI policy
(section 6.18)

HTB 12/119 (28.03.12)
PERFORMANCE
REPORT

Ms Tubb and Mr Stokes echoed their agreement
with Mr Sawdon’s suggestion that the PMR should
be a separate Agenda item going forward, but
agreed that this should remain as a public agenda
item.

Mrs J Gardiner PMR to be separate
Agenda item.

HTB 12/117 (28.02.12)
QUALITY

Mr Stokes reported that at the previous Trust
Board it had been agreed that Mr Sawdon would

Mr R Kennedy To be addressed in
future reports
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AGENDA ITEM ACTION LEAD COMMENT
GOVERNANACE
MEETING REPORT –
22.02.12

be named as the Accountable Executive Director
within the header sheet of future reports and that
this action was still outstanding. It was agreed
that this would be addressed in the next report.

HTB 12/119 (28.03.12)
PERFORMANCE
REPORT

The Chairman believed that it would be helpful if
the A&E Action Plan was presented at the April
Trust Board meeting to assure members that a
framework is in place.

Mr R Kennedy Report to be
presented at April
Private Trust Board

REPORTS SCHEDULED FOR NEXT MEETING

REPORTS SCHEDULED FOR FUTURE MEETINGS
HTB 12/061 (29.2.12)
CHIEF EXECUTIVES
REPORT

The Chief Executive Officer highlighted to the
Trust Board that he had recently attended a Chief
Executive’s meeting of the Association of United
Kingdom University Hospitals (AUKUH) and went
on to outline the key benefits of AUKUH. It was
AGREED the he would present a briefing paper
on Academic Health Science Networks at a future
Trust Board meeting. Mr I Crich would present a
paper on the future medical education

Mr A Hardy Mr A Hardy to
present paper on
Academic Health
Science Networks.
Mr Crich to present
paper on the future of
medical education.

HTB 12/015 (25.01.12)
HIEC

The Trust Board was, however, of the opinion that
the decision on what role UHCW would play in the
development an Academic Health Sciences
Network and allocation of resource to lead
accordingly should be REVIEWED at a future
Trust Board.

Mrs C Watts Decision on role of
UHCW to be
reviewed at a future
Trust Board

HTB 12/012 (25.01.12)
QPS REPORT

Mr Hardy stressed the need to align our current
reporting to reflect how the Trust is being
monitored externally and future metrics will be set
against SHMI. Reporting on ‘never events’ and
pressure sores will be incorporated into future
reports.

Mr R Kennedy ‘Never events’ and
pressure sore
reporting to be
incorporated into
future QPS reports.
Next scheduled
report April 2012

HTB 11/520 (30.11.11)
RESEARCH AND
DEVELOPMENT
ANNUAL REPORT

The Trust Board NOTED the report and
REQUESTED that an updated report be
presented by 31 March 2012.

The Trust Board also AGREED that a Research
and Development strategy be presented at a
future Trust Board meeting to be considered for
adoption.

Mr R Kennedy Deferred R&D report
to be presented at a
future Trust Board
meeting

Deferred R&D
Strategy to be
presented at future
Trust Board meeting

ACTIONS REFERRED TO TRUST BOARD SUB-COMMITTEES
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GLOSSARY

Abbreviation In Full
HTB Hospital Trust Board
SID Senior Independent Director

WRITTEN REPORT (provided in addition to cover sheet)? Yes No

POWERPOINT PRESENTATION? Yes No
NB Presentations need to be submitted for inclusion in Board papers

Title
Approx. Length

PURPOSE OF THE REPORT / PRESENTATION:

 To reallocate the following Non-Executive Director portfolio previously held by Bal Claire and Brendan
Connor;

o Being Open Policy (HTB 10/546 – 27.10.10)
o Chair of Finance and Performance Committee

 To nominate a Non-Executive Director as Senior Independent Director (SID).

SUMMARY OF KEY ISSUES:

 It is proposed that the Non-Executive Director portfolio previously held by Bal Claire is transferred to Tim
Sawdon in his capacity as Chair of the Quality Governance Committee, and that the Finance Performance
Committee is now chaired by Samantha Tubb.

 Expressions of interest will be called for during May 2012 to reappoint to the Vice-Chair position.

 In addition, the recent work on the Board Governance Assurance Framework (BGAF) has highlighted the
need to appoint a Senior Independent Director in shadow form prior to FT authorisation. Following a review
of Non-Executive Directors independence against the tests outlined within Monitor’s Code of Governance
and other good practice guidance, and taking into consideration other Non-Executive Director portfolios,
only Samantha Tubb is currently eligible to take on the role of Senior Independent Director. Any future Non-
Executive Director appointments must meet the Monitor criteria for independence, and this has been
reflected in the role requirements for the vacant Non-Executive Director position advertised currently. A full
briefing and job description will be developed for the SID role.

Meetings with relevant leads will be arranged and guidance will be provided for each of these key areas of
Trust activity to support the portfolio nominations.
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SUMMARY OF KEY RISKS:

The Trust requires the portfolio previously held by Brendan Connor and Bal Claire to be formally reallocated to
identify Trust leads for these important areas of Trust business.

In preparation for FT Authorisation, UHCW should have an identified Senior Independent Director in post.

RECOMMENDATION / DECISION REQUIRED:

 Approve the realignment of the Non-Executive portfolio for the Being Open Policy (HTB 10/546 – 27.10.10)
to Tim Sawdon and the Chair of the Finance and Perfomance Committee to Samantha Tubb.

 In addition, Trust Board to establish the role of Senior Independent Director and nominate Samantha Tubb
to take on this role in shadow form prior to FT Authorisation.

IMPLICATIONS:

Financial: NA

HR / Equality & Diversity: As above

Governance: As above

Legal: NA

REVIEW:

Trust Standing Committee Date Trust Standing Committee Date
Quality Governance Committee Remuneration Committee
Finance and Performance Committee Executive Meeting
Audit Committee

DATA QUALITY:

Data/information Source:
Data Quality Controls:
Data Limitations:



1.0 STATUTORY GUIDANCE

1.1 The Monitor Code of Governance states that:

"The Board of Directors should appoint one of the Non-Executive Directors to be the
Senior Independent Director, in consultation with the Council of Governors. The Senior
Independent Director should be available to members and Governors if they have
concerns which contact through the normal channels of Chairman, Chief Executive or
Director of Finance has failed to resolve or for which such contact is inappropriate. The
Senior Independent Director could be the Deputy Chairman".

1.2 This is also an area of good practice highlighted within the Board Governance
Assurance Framework (s1.1):

“The Board has a Senior Independent Director (SID)”.

1.3 The Historical Due Diligence Action Plan states:

“The Board should confirm arrangements regarding the Vice-Chair role and
consider the appointment of a Senior Independent Director” (GT-UHCW-002).

1.4 The very nature of the role means that the Senior Independent Director needs to fulfill
the criteria of 'independence' set out by Monitor in the NHS Foundation Trust Code of
Governance (A.3.3). This includes declaring any relationships or circumstances which
are likely to affect, or could appear to affect, their judgment or independence, including
but not limited to if the Non-Executive Director:

 Has been an employee of the NHS Foundation Trust within the last five years;

 Has, or has had within the last three years, a material business relationship with the
NHS Foundation Trust either directly, or as a partner, shareholder, director or senior
employee of a body that has a relationship with the NHS Foundation Trust;

 Has received, or receives additional remuneration from the NHS Foundation Trust
apart from a directors fee, participates in the NHS Foundation Trust’s performance
related pay scheme or is a member of the NHS Foundations Trust’s pension
scheme;

 Has close family ties with any of the NHS Foundation Trust’s advisors, directors or
senior employees;

 Holds cross directorships or has significant links with other directors through
involvement in other companies or bodies;

 Has served on the board of the NHS Foundation Trust for more than six years from
the date of their first appointment;

 Is an appointed representative of the NHS Foundation Trust’s university medical or
dental school.
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1.5 The Senior Independent Director and the Chair must be distinct roles on the Board,
which automatically renders the Chair ineligible to be the Senior Independent Director.

1.6 Further checks and balances have been introduced by the Healthy NHS Board:
Principles for Governance (s40):

“The Board Chair cannot be a member of the Audit Committee, nor can the Audit
Committee Chair be the Senior Independent Director. Best practice suggests that the
Vice Chair of the organisation should not chair the Audit Committee in order to avoid
conflicts of interest.”

1.7 Whilst the Deputy Chairman is eligible to be Senior Independent Director, they cannot
do so whilst acting as Chairman when the latter position is vacant. If they were the
same person this could be problematic and blur the lines of independence on the basis
of the following criteria:

 The SID may have a key role in development of succession plans for the Chair,
whereas the Deputy Chair may be a candidate.

 The Deputy Chair may be required to act as Chair on occasions or during transition
and this would automatically render the Senior Independent Director position vacant
or ‘conflicted’.

1.8 On this basis, the Trust currently has only one Non-Executive Director who passes
above the tests of independence and would therefore be eligible for the role of Senior
Independent Director.

1.9 The Trust should ensure that any future vacancies result in a further ‘independent’
appointment.

2.0 Appointment Process

2.1 The decision of appointing to a Senior Independent Director should be carried out in
consultation with the Assembly of Governors.

2.2 As an Aspirant Foundation Trust, the Trust can elect to appoint a Senior Independent
Director in shadow form prior to FT authorisation.

2.3 In the absence of an Assembly of Governors and formal nominations committee, there is
no specific process for appointing a Senior Independent Director. The election process
can be as simple as at a meeting of the Board, the Chair and members appoint one of
the Non-Executive Directors as Senior Independent Director for a period up to, or the
equivalent of, the remainder of his/her term as a Board member.

2.4 The Senior Independent Director will be expected to commit at least four days per year
(in addition to their Non-Executive director commitments) but be able to commit
significantly more time to the role in exceptional circumstances as required.

2.5 Research from the Appointments Commission in 2009 however, suggests that Senior
Independent Directors in around two-thirds of Foundation Trusts are not required to
commit any additional time to that of Non-Executive Directors (Time is Precious: A
review of remuneration and time commitment for Non-Executives of Foundation Trusts).

2.6 It is important that the Senior Independent Director is seen to be independent of the
Chairman and should not therefore be appointed by the Chairman in isolation.
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2.7 Currently only Samantha Tubb meets all of the criteria for independence defined above.
This negates the need for formal expressions of interest or an election ballot to appoint
to this position and in this event her formal appointment to this role is recommended to
Trust Board for approval.

2.8 The term of office for the successful appointee for Senior Independent Director will be
aligned to the remainder of their term of office, or FT Authorisation, whichever comes
sooner.

2.9 Outline job descriptions will be developed in due course and a briefing meeting arranged
with the relevant individual to confirm role and responsibilities.

2.10 As this appointment would effectively be in shadow form until FT authorisation, all other
Non-Executive Director terms and conditions including remuneration remain unchanged.
Some aspects of the role are not applicable until the Trust is authorised as a Foundation
Trust.

3.0 Outline of SID main duties

3.1 The Senior Independent Director shares the functions of the other Non-Executive
Directors but in addition will have the following responsibilities:

o The Senior Independent Director has a key role in supporting the Chair in leading
the Board of Directors and the Assembly of Governors.

o The SID should also be available to Governors as a source of advice and guidance
in circumstances where it would not be appropriate to involve the Chair; Chair’s
appraisal or setting the Chair’s objectives for example.

o Convene and chair meetings of the Assembly of Governors, or any part of meetings,
at which matters concerning the Chair are considered.

o While the Assembly of Governors determines the process for the annual appraisal of
the Chair, the Senior Independent Director is responsible for carrying out the
appraisal of the Chair on its behalf as set out as best practice in the Monitor Code of
Governance. The Senior Independent Director might also take responsibility for an
orderly succession process for the Chair role where a reappointment or a new
appointment is necessary.

o In rare cases where there are concerns about the performance of the Chair the SID
should provide support and guidance to the Assembly of Governors in seeking to
resolve concerns or in the absence of a resolution in taking formal action. Where the
Trust has appointed a lead governor the SID should liaise with the lead governor in
such circumstances.

o The SID should maintain regular contact with the Assembly of Governors and attend
meetings of the Assembly of Governors to obtain a clear understanding of
governors’ views on the key strategic and performance issues facing the Trust.

o The SID should hold a meeting with the other Non-Executive Directors in the
absence of the Chair at least annually as part of the appraisal process. There may
be other circumstances where such meetings are appropriate. Examples might
include informing the re-appointment process for the Chair, where governors have
expressed concern regarding the Chair or whether the board is experiencing a
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period of stress as described below.

o In circumstances where the Board is undergoing a period of stress the SID has a
vital role in intervening to resolve issues of concern. These might include
unresolved concerns on the part of the Assembly of Governors regarding the Chair’s
performance; where the relationship between the Chair and Chief Executive Officer
is either too close or not sufficiently harmonious, where the Executive Directors
strategy is not supported by the whole Board or where key decisions are being made
without reference to the Board, or where succession planning is being ignored.

o In the circumstances outlined above, the SID will work with the Chair, other Directors
and/or Governors, to resolve significant issues. The Board of Directors and
Assembly of Governors need to have a clear understanding of when the SID might
intervene.

o Provide a sounding board for the Chair and serve as an intermediary for other
Directors as necessary.
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PURPOSE OF THE REPORT / PRESENTATION:

To advise the Board of the private Trust Board Session meeting agenda for 26 and 28 March 2012, and of any
key decisions/outcomes made by the Trust Board.

SUMMARY OF KEY ISSUES:

Extraordinary Trust Board – 26 March 2012
Financial Position 2011/12: Mrs G Nolan, Chief Finance Officer
Having received the report and presentation from the Chief Finance Officer, the Trust Board:
RECOMMEND the outline financial plan for 2012/13 to the Trust Board meeting on 28

th
March 2012 for

approval.
Trust Board – 28 March 2012
Chief Executive’s Report: Mr A Hardy, Chief Executive Officer
The Trust Board NOTED the Chief Executive Officer’s report.
Amendment to Board Minute: Mr A Hardy, Chief Executive Officer
The Trust Board NOTED the report and APPROVED to the above amendment to previously agreed minutes of
30

th
November 2011.

Reconfiguration of Paediatric Services of GEH: Mr R Kennedy, Chief Medical Officer
The Trust Board received a report on paediatric services.
Safeguarding Children, Young People and Child Protection and Vulnerable Adults Report:
Dr AM Cannaby, Chief Nursing and Operating Officer
The Trust Board ACCEPTED the report and update on Safeguarding Children and Vulnerable Adults.
CQC / Ofsted Inspection Of Safeguarding And Looked After Children Services - Warwickshire:
Dr AM Cannaby, Chief Nursing and Operating Officer
The Trust Board ACCEPTED the report on OFSTED/CQC Inspection of Safeguarding and Looked After
Children in Warwickshire.
Quality Governance Draft Minutes – 13.02.12: Mr T Sawdon, Non-Executive Director
The Trust Board ACCEPTED the draft minutes of the Quality Governance meeting held on 13 March 2012.
Risk Register Report and Board Assurance Framework (BAF): Mr R Kennedy, Chief Medical Officer
The Trust Board RECOGNISES the risks identified in the Risk Register and the Board Assurance Framework.
Discharge Processes and Enhancing Partnership Working: Dr AM Cannaby, Chief Nursing and Operating
Officer
The Trust Board SUPPORTED the additional actions taken over the past year.
Performance Management – Delivering for Today: Mr A Hardy, Chief Executive Officer
The Trust Board RECOGNISED UHCW’s ranking in the March 2012 Midlands and East SHA Operations and
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Performance Bulletin and AGREED the draft proposed letter to the Chair of the Arden Cluster, subject to the
amendments discussed at the Trust Board.
Signings And Sealings: Mr A Hardy, Chief Executive Officer
The Trust Board NOTED the signings and sealings since the last report in February 2012.
Audit Committee Draft Minutes of Meeting – 27.02.12: Mr T Robinson, Non-Executive Director
The Trust Board ACCEPTED the draft minutes of the Audit Committee meeting held on 27 February 2012.
Finance and Performance Draft Minutes of Meeting – 20.02.12: Mr B Connor, Non-Executive Director
The Trust Board ACCEPTED the draft minutes of the Finance and Performance Committee meeting held on 20
February 2012
IG Toolkit Submission: Mr R Kennedy, Chief Medical Officer
The Trust Board AGREED to the 2011/12 submission of the IG Toolkit.
RIS/PAC’s Re-Procurement: Mrs C Watts, Chief Marketing Officer
The Trust Board APPROVED the outline business case order to commence a joint procurement.
Pathology Stakeholder Accountability Agreement: Mr A Hardy, Chief Executive Officer
The Trust Board APPROVED the extension of the governance arrangements described in the Accountability
Agreement re Pathology until 31

st
March 2013.

Annual Plan: Mr A Hardy, Chief Executive Officer
The Trust Board APPROVED the draft Annual Plan, subject to amendments, for completion and sign off by the
Chairman and Chief Executive Officer for submission to the SHA by 31

st
March 2012. The Trust Board

AGREED that a further version of the Annual Plan be submitted to the Trust Board in May 2012 to include full
year outturn for 2011/12 and arrangements for sharing with staff and the public.
Scheme of Reservation and Delegation: Mrs G Nolan, Chief Finance Officer
The Trust Board APPROVED the proposed revisions to Standing Orders, Standing Financial Instructions and
Scheme of Reservation and Delegation.
Major Trauma Consultants – Business Case: Mr R Kennedy, Chief Medical Officer
The Trust Board APPROVED the appointment of a fifth consultant in addition to the business case supported
and funded by the Specialised Commissioners.
Midwifery Staffing – Business Case: Dr AM Cannaby, Chief Nursing and Operating Officer
The Trust Board APPROVED the business case as set out in the Trust Board report and AGREED to further
REVIEW in September 2012.
Foundation Trust Update: Mr A Hardy, Chief Executive Officer
The Trust Board AGREED to authorise the Chief Executive Officer to execute the draft Tripartite Agreement
with the SHA for onward submission to the DH.
Finance and Performance Update: Mrs G Nolan, Chief Finance Officer
The Trust Board APPROVED the 2012/13 Financial Plan. The Trust Board further AUTHORISES the Chief
Executive Officer and Chief Finance Officer to execute the agreed contract with Commissioners for 2012/13.
Planning Application: Mr A Hardy, Chief Executive Officer
The Trust Board SUPPORTED the current position in relation to the planning application and delegates
discretionary powers to the Chief Executive Officer to expedite the planning application process.

SUMMARY OF KEY RISKS:

No risks were identified.

RECOMMENDATION / DECISION REQUIRED:

For Noting.

IMPLICATIONS:

Financial: N/A

HR / Equality & Diversity: N/A

Governance: N/A

Legal: N/A
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REVIEW:

Trust Standing Committee Date Trust Standing Committee Date
Quality Governance Committee Remuneration Committee
Finance and Performance Committee Executive Meeting
Audit Committee

DATA QUALITY:

Data/information Source: Reports provided to the private session of the Trust Board held on 29th
February 2012.

Data Quality Controls:
Data Limitations:
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PURPOSE OF THE REPORT / PRESENTATION: 
 
 
To appraise the Trust Board of the quality and patient safety issues for quarter: 1 October 2011 – 31 December 
2011 
 

 
SUMMARY OF KEY ISSUES: 

 
 
See pages 2-4 of the report. 
 

 
 
SUMMARY OF KEY RISKS: 
 
 
 
Summarised above 
 
 

 
RECOMMENDATION / DECISION REQUIRED:  

 
 
To receive Quarterly QPS Report October 2011 – December 2011 
 
 

IMPLICATIONS: 
 

Financial:  
HR / Equality & Diversity:  
Governance: None 
Legal:  
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CONTENTS & KEY POINTS 

This quarterly report is based on the latest information available to Quality & Patient Safety (formerly Governance Unit). As there is a time lag with receiving 
some information (such as clinical adverse events, clinical activity and mortality data), the reporting periods within the report differ between sections. Please refer to 
the section headings for the data period used within each dashboard report. Where information is presented as quarterly trends the data is capped at the last full 
quarter so that the analysis is not skewed by missing or incomplete data. For the purposes of this report, quarters are shown according to calendar year. 

1.0 PATIENT SAFETY REPORT Prepared by: Yvonne Gatley – Associate Director of Governance Page 5 
 

Quarterly report on Clinical Adverse Events October – December 2011 
 

• Incident reporting continues to rise month on month, indicating a continuing “open” culture regarding clinical risk management. This equates to approximately 7% of 
total in-patient activity (10% being the figure quoted by patient safety expert Charles Vincent as the approximate proportion of inpatient episodes leading to harmful 
events). 

• In our peer group of acute teaching hospitals the most recent National Patient Safety Agency (NPSA) report shows UHCW as being 6th out of 27 Trusts in terms of 
our reporting rate which the NPSA says indicates an open safety culture that supports improvement.  The same report shows that the vast majority of reports are 
“no harm” incidents and our rate of severe harm and death incidents for the period April – September 2011 is 0.20% compared with our peer average of 0.15% 

• Top 5 CAEs: 
• Slips, Trips and Falls remains the most frequently occurring patient safety incident. As previously reported, many measures have been implemented to minimise 

the risk to patients. 
• Pressure ulcer reporting continues and is essential as part of the Trust’s CQUIN scheme. Root cause analysis is conducted on all grade 3 or 4 pressure ulcers to 

ensure any trends are identified and fed back into practice. 188/347 of the reports were for patients admitted with pressure ulcers. 
• Medication errors mostly related to administration or supply of a medicine (196), 61 reports were relating to prescription and 96 reports were relating to 

administration of medicines. The rest were in other categories of medication incident. Medication incidents continue to be targeted for action as part of the Trust’s 
Patient Safety First strategy.  

• Failure to follow guidelines/procedure/policy The majority of these were reported by Sterile Services regarding non-compliance with theatre 
checking/documenting of instrument trays. This is an operational management issue and is being dealt with by the management teams. 

• Postponed or cancelled surgery The majority of these were reported by Cardiothoracic Surgery and relate mostly to lack of ITU beds. 

2.0 MORTALITY REPORT Prepared by: Paul Martin – Director of Governance Page 7 

Quarterly Dr Foster Mortality Report for 1 October 2011 – 31 December 2011 
 

• HSMR for December 2011 is 85.2 
• Non elective 85.6 

• HSMR for the last 12 months is 95.4 
• Non elective 95.3 

• HSMR shows a continued downward trend 
• There was one alert recorded in December in Neurosurgery and this will be subject to Mortality Review 
• Further investigation is being undertaken for the differences between HSMR and SHMI 
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3.0 QUALITY & EFFECTIVENESS REPORT Prepared by: Victoria Brownsword – Quality & Effectiveness Co-ordinator Page 10 
 

Clinical Audit:  1 October 2011 – 31 December 2011 
 

• 39% of audits for 2011/12 have been completed, of which over half had reached a stage 2 completion.  4% of audits were completed with no evidence of change.  
15% of audits are at a reporting writing stage.  31% of audits data is still being collected to ensure an appropriate sample size have been obtained. These audits are 
anticipated to be stage 1 complete by the end of quarter one 2012/13.  A further 6% of audits were removed from the programme of work.  A Quality Impact 
Analysis tool was applied to each of these audits to make the assessment.  The remaining 5% of audits had not started by the end of 2011/12, with the majority 
rolling over into 2012/13. 

• A proposal for a revised process for the Trust wide documentation and consent audit was approved at the March Patient Safety Committee.  Specialties will be risk 
assessed on a risk versus benefit matrix to specify how frequent an audit should take place.  The revisions aim to engage clinical staff and focus on driving 
improvements.   

• The Clinical Audit and Effectiveness Forward Programme for 2012/13 was approved at the March Patient Safety Committee.  The programme contains two plans – 
mandatory and local.  The mandatory plan is rolling, to reflect the variety of deadlines imposed by National bodies. The team of Quality and Effectiveness 
Facilitators will be working with audit leads to profile their programme of audit work across the financial year. 

 

Clinical Guidelines 

• With the introduction of the new Procedure for the Development and Management of Clinical Guidelines the focus for 2012 is to improve the quality of clinical 
guidelines stored on elibrary. Authors are offered assistance from CEBIS Specialist/Subject Librarians with literature searching. There is also a more detailed 
structure to help with the development of clinical guidelines. 

• Guidance is reviewed against set criteria to decide if it is a clinical guideline or a clinical operating procedure. Definitions are:-  
• COP-  A set of instructions that describe the method for carrying out tasks or activities to ensure efficiency, consistency and safety.  
• Clinical guidelines are systematically developed statements designed to help practitioners and patients decide on appropriate healthcare for specific 

clinical conditions and/or circumstances  
• With the introduction of the new Document management system this is the time to review your guidance ensuring only accurate up to date information is saved on 

elibrary ready to be transferred to the new system.   

4.0 COMPLAINTS REPORT Prepared by: Sharon Wyman - Complaints Manager Page 15 
 

Quarterly report on Complaints received: Oct 2011 – Dec 2011 
 

• For the quarter Oct 2011 – Dec 2011 we experienced a further rise in the number of complaints against the previous quarter. 
• 12% of complaints did not receive a formal response within our internal standard of 25 working days - due to complexity or lack of a timely response on 16 cases. 
• Details on those requiring further local resolution and complaints referred to PHSO. 

5.0 IMPRESSIONS REPORT Prepared by: Julia Flay - PPI Facilitator Page 18 

Quarter January 2012 – 31 March 2012 for all respondents 
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 6.0 NON-CLINICAL RISK REPORT Prepared by: Dipak Chauhan - Head of Safety and Non Clinical Risk Page 24 
  
This report summarises incident data trends and patterns for the quarter 1 October 2011 to 31 December 2011. 
The report is primarily for information and highlights some key themes and issues in regard to Non Clinical Risk management (Occupational Safety, and Health, 
Security and Fire) 
 

7.0 LEGAL CLAIMS REPORT Prepared by: Julie Midgley – Trust Solicitor Page 27 

 
Quarterly report on Claims received:   October 2011 – December 2011 

 
• The Trust currently has 332 cases.  The NHSLA’s contingent financial provision in respect of Clinical Negligence claims is currently £32 million. 
• In the last 12 months the Legal Department has received 124 new claims with 32 being received in the period of October to December 2011. 
• The 3 highest risk specialties are Obstetrics, Accident and Emergency and Orthopaedics. 
• The level of damages paid during the period October to December 2011 was £487,888. 
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1.0 PATIENT SAFETY (All reports based on Clinical Adverse Event (CAE) incident dates) - October 2011 – December 2011 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 

1.1 CAEs reported by month – 12 months trend (Jan 11 – Dec 11) 

Total number of CAEs reported - 11125
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1.2 CAEs reported by Division – Trend over 12 months 
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1.4 Top 5 Types of CAEs – Trend over 12 months 

0

20

40

60

80

100

120

140

160

180

200

220

240

260

Jan 11 Feb 11 Mar 11 Apr 11 May 11 Jun 11 Jul 11 Aug 11 Sep 11 Oct 11 Nov 11 Dec 11

All Medication
incidents

Postponed or
cancelled surgery

Slips, trips, falls and
collisions

Failure to follow
guidelines/procedure
s/policy

All Pressure Ulcers

1.3 Top 5 Types of CAEs – (Oct 11 – Dec 11) 
 
 

Slips, trips, falls and collisions 
647 

Pressure sore / decubitus  
347 

Medication 
196 

Failure to follow guidelines/procedures/policy  
162 

Postponed or cancelled surgery 
56 
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1.5 CAEs reported by Grade – last 12 months 
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1.6 Clinical Activity Table 
 
FCE's by Division Oct 11 – Dec 11 (These figures are fasttrack)   
        

Sum of CountOfPID ActivityMonth     

No of CAEs for 
Division during 
quarter 

CAEs as % 
of in-patient 
activity 

Division ActivityType Oct 11 Nov 11 Dec 11 
Grand 

Total     
Diagnostics & 
Services Daycase 102 106 91 299     

  Elective 45 44 33 122     

  Non Elective 95 92 104 291     

  Total 242 242 228 712 504 70.79% 
Medicine & 
Emergency Daycase 814 858 745 2417     

  Elective 47 44 48 139     

  Non Elective 3267 3355 3439 10061     

  Total 4128 4257 4232 12617 961 7.62% 
Specialised 
Networks Daycase 1394 1466 1443 4303     

  Elective 354 342 322 1018     

  Non Elective 782 723 760 2265     

  Total 2530 2531 2525 7586 469 6.18% 
Surgical 
Services Daycase 1762 1948 1529 5239     

  Elective 923 931 852 2706     

  Non Elective 999 1004 955 2958     
 Total 3684 3883 3336 10903 342 3.14% 
Womens and 
Childrens Daycase 308 230 191 729   
  Elective 118 131 121 370   
  Non Elective 2159 2109 2190 6458   

  Total 2585 2470 2502 7557 419 5.54% 

Total In-patients 13169 13383 12823 39375 2695 6.84% 
 
** Diagnostics & Services Division – Please note that in-patient activity 
recorded against this Division is comparatively very low, producing a high 
percentage of CAEs per in-patient. 
Coventry & Warwickshire Pathology Services is not included in the above 
figures. Total number of CAEs reported for Pathology during this quarter is 93. 

Performance Indicator: 
Results of a UK pilot study of adverse events in hospitalised patients 
  
Proportion of inpatient episodes leading to harmful events 

  
10%  (around half 
preventable) 

  
Source: Vincent C. A. (2000).  Presentation at BMJ Conference ‘Reducing Error in 
Medicine’.  London.  In DH (2000). An Organisation with a memory: Report of an 
expert group on learning from adverse events in the NHS chaired by the Chief 
Medical Officer. 
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DR FOSTER MORTALITY REPORT  
TRUST BOARD – MARCH 2012 

 
 
 
 
 
 
 
  

SUMMARY FOR DR FOSTER DATA – 31 December 2011   
(2 Month Time Lag) 

 
Month All HSMR Non-Elective HSMR All Procedures Peer Group (12) 
December 2011 85.2 85.6 81.4 85.6 
Jan 2011 – Dec 2011   95.4 95.3 93.8 93.8 
Month Red Alerts Green Alerts High Relative Risk 
December 2011 1 4 0 

  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
  

All HSMR Trend: Jan 2011 – Dec 2011   

0

20

40

R

60

80

100

120

Ja
n-

11

Fe
b-

11

M
ar

-1
1

Ap
r-

11

M
ay

-1
1

Ju
n-

11

Ju
l-1

1

Au
g-

11

Se
p-

11

O
ct

-1
1

N
ov

-1
1

D
ec

-1
1

el
at

iv
e 

ris
k

 
 
 
 
 
 
 
 Relative risk National bench mark

Peer Group (12) HSMR Trend:  Jan 2011 – Dec 2011   
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++ Peer Group (12):   Cambridge UH NHS FT, Heart of England NHS FT, Nottingham UH NHS Trust, Oxford Radcliffe Hospitals NHS Trust, Royal Liverpool & Broadgreen UH NHS Trust,   
Sandwell & W.Bham Hospitals NHS Trust,  University College Hospitals NHS FT, University Hospital Bham NHS FT,  UH North Staffordshire NHS Trust,  UH Bristol NHS FT, UH Leicester NHS 
Trust, Worcester, Acute Hospitals NHS Trust 
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3.0 QUALITY & EFFECTIVENESS REPORT - TRUST BOARD APRIL 2012

This report includes all audits within the approved audit programme for 2011/12.

Completed audits shown are those completed in this financial year. Stage 1 completed reports are those where the findings have been presented.  

Stage 2 completed are where action plans have been developed and the benefit measured from completing the audit.

3.1 Summary of Progress

The bar illustrates progress of stage 1 and stage 2 completed audits against the forward plan:

Actual Completion 43%

Target Completion Rate/Quarter 0% 10% 40% 50%
Not 

initiated 5%

Q1 Q2 Q3 Q4 Data Collection 31%

Report Writing 15%

Completed 43%

Progress against the plan excludes continuous data collections audits, as they are ongoing and do not result in a completed status.  

Monitoring of these audits is performed in preparation for reporting in the Quality Accounts and through the Patient Safety Committee.

3.2 Progress by Specialty 

The table illustrates the number of stage 1 and stage 2 completed audits as at 4th April 2012 

against the plan for each specialty group:

No of Audits

Cardiac and Respiratory 21 71%

Renal 3 0%

ED 10 80% 3.3 Risks/Issues

Head & Neck 5 20%

Neurosciences 9 22% Risk Description Consequence Likelihood Current Risk Score

Action proposed/ in place to 

mitigate risk

Oncology/haematology 7 14%

Surgery 19 42%

Trauma & Orthopaedics 6 0%

Women & Children's 59 41%

Imaging 4 25%

Anaesthetics 13 54%

Care of the elderly and Acute 

medicine 0 0%

Theatres 8 13%

Ambulatory services 15 93%

9

Revised system for action 

planning and capturing 

realised benefits will support 

improved evidence of 

compliance but old reports will 

remain a risk.

1

8

QaED is continuing to support 

the Resuscitation Team and 

ascertain obstacles in 

preventing the Trust from 

participating in the audit.

3. Adverse publicity and financial 

penalties associated with non 

compliance with NHSLA (Level 2 

standard 5, criteria 1 & 9) due to 

insufficient evidence of audit 

recommendations being acted 

upon for making improvements.

3 4 12

4. Failure to submit data to 

ICNARC for NCAA due to 

inability to accurately collect the 

real time cardiac arrest data and 

outcome data.

3 3

QaED Team continue to 

chase progress, but ultimately 

specialty audit leads and 

clinical directors are 

responsible for their Clinical 

Audit plans. CMO and CDs 

informed of progress.

1. Adverse publicity and financial 

penalties associated with non 

compliance with NHSLA (Level 2 

standard 4, criteria 1 & 2) and IG 

Toolkit (requirement 9-404) due 

to not completing the 

documentation and consent 

audit.

3 3 9

0

1

15

8

1

Completed

0

2

24

14

A lead has been identified to 

address the recommendations 

from the audit reports.  

2. Potentially avoidable incidents 

occurring due to failure to 

address the recommendations 

from the three successive 

National Falls Audit reports.

2 2 4

0

1

7

4th April 2012 
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3.4 Outstanding Action Plans as at 4th April 2012

The following information presents the number of 2011/12 audits that have reached the second stage of completion and the action planning phase has commenced. Number of outstanding action plans by specialty 

pre 2011/12:

Action plan to be developed 22 Cardiac and Respiratory 0

Action plan approved and in progress 39 Renal 0

Gap analysis for national audit 11 ED 2

Action plan implemented 17 Head & Neck 0

No change required 11 Neurosciences 3

Oncology/haematology 0

Surgery 1

Trauma & Orthopaedics 0

Women & Children's 0

Imaging 0

Anaesthetics 3

Care of the elderly and 

Acute medicine 3

Theatres 4

Ambulatory services 0

3.5 Benefit Realisation from Clinical Audits as at 4th April 2012

The Quality and Effectiveness Department developed a process to capture the benefits realised from implementing recommendations from action plans.  

The redesigned process commenced November 2011 and the results to date are captured and reported below for action plans for 2011/12.

Category of Benefit Change Required to Realise Benefit

No of audits

No of audits People changes 21

Patient and staff experience 5 Process changes 16

Improved levels of safety 17 Technology changes 3

Effectiveness of care 14 Other changes 0

Links to performance 3

There are also 7 NCEPOD reports outstanding and the 

National Falls and Bone Health recommendations from 

three rounds.

Action plan implemented

17%

No change required

11%

Action plan to be developed

22%

Action plan approved and in 

progress

39%

Gap analysis for national audit

11%

5

17

14

3

0

2

4

6

8

10

12

14

16

18

Patient and staff experience Improved levels of safety Effectiveness of care Links to performance

21

16

3

0
0

5

10

15

20

25

People changes Process changes Technology changes Other changes
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Examples of Quantifiable Benefit

Audit Title Specialty

Category of 

Benefit

1393 - Audit on pre-operative pain 

relief in fracture neck of femur 

Anaesthetics Patient and staff 

experience

1083 - Audit of Being Open Policy QPS Patient and staff 

experience

1348 - NICE TA173 - Hepatitis B - 

tenofovir disoproxil fumarate

Gastroenterology Improved levels of 

safety

1424 - Audit of Correct Surgical Site 

Marking in Elective Orthopaedic 

Patients at Rugby St Cross Hospital

Orthopaedics Improved levels of 

safety/ 

Effectiveness of 

care

1426 - Audit to identify the 

effectiveness of the Multiple 

Sclerosis Nursing Service at UHCW 

NHS Trust, in addressing the needs 

of people affected by Multiple 

Sclerosis upon referral to the service

Neurology Patient and staff 

experience/ 

Effectiveness of 

Care

1413 - Audit of Drug Prescription 

Charts for Medical Inpatients at 

Rugby St Cross Hospital

Nursing Improved levels of 

safety

Increased awareness to allow for effective continuity of care. Better documented 

communication will ensure that a consistent level of care is provided to every patient. 

Furthermore, if a patient has become a victim of a CAE, clinicians should be informed 

to ensure continuity of care. 17/19 standards (89%) have improved since the previous 

audit. Standards have generally increased by an average of 22% but work is still 

needed to meet the necessary compliance level.

Increased awareness of the need to record if patient information is given. Also by 

screening more effectively for patients better care can be provided.

Increased levels of safety - by reminding clinicians how to mark correctly, the 

chances of a patient being marked unclearly are minimised. Effectiveness of Care - a 

re-audit will allow for a review of clinical practice and compliance with the guidelines 

to identify if the action taken has improved practice and the care provided to patients.

Inviting patients to see an MS Specialist Nurse following a new diagnosis of MS 

would allow patients an opportunity to discuss any concerns and allow the MS 

Specialist Nurse to offer support as required. Offering home visits in exceptional 

circumstances would ensure no patients are excluded from the opportunity to meet 

with a MS Specialist Nurse due to psychological, social or physical problems. This 

would help ensure compliance with the Trust’s Equal Opportunity and Diversity 

targets. Raising awareness of the 'What is MS' publication amongst the MS Nurses 

would ensure that they provide this publication to patients if English is their second 

language. This would help ensure compliance with the Trust’s Equal Opportunity and 

Diversity targets, ensuring no patients are excluded from receiving information on 

their condition due to language difficulties.

Improved pain service for patients who have suffered a fractured neck of femur.

Description

Reduction in litigation cases arising from poor documentation.

12 of 28 12/04/2012



1226 - 2011 National Comparative 

Audit of Bedside Transfusion 

Blood Transfusion Improved levels of 

safety

1408 - Audit of TA 195 Adalimumab, 

Etanercept, infliximab, rituximab and 

abatacept for the treatment of 

rheumatoid arthritis after the failure 

of a TNF inhibitor

Rheumatology Effectiveness of 

care

1410 - Audit of TA 198 - Etanercept, 

Infliximab, Adalimumab for psoriatic 

arthritis

Rheumatology Effectiveness of 

care

1405 - Audit of TA 130: 

Adalimumab, etanercept and 

infliximab for the treatment of 

rheumatoid arthritis, Audit of TA 186: 

Rheumatoid Arthritis - Certolizumab 

Pegol, Audit of TA 198 - Tocilizumab 

for rheumatoid arthritis

Rheumatology Improved levels of 

safety

1406 - Audit of TA 143: 

Adalimumab, Etanercept and 

Infliximab with severe ankylosing 

spondylitis

Rheumatology Effectiveness of 

care

1304 - Re-audit of cardiac arrest 

trolley equipment

Resuscitation Improved levels of 

safety

1345 - BTS Adult Asthma (British 

Thoracic Society)

Respiratory 

Medicine

Effectiveness of 

care

1347 - BTS Pleural procedures Respiratory 

Medicine

Improved levels of 

safety/ 

Effectiveness of 

care

The actions form this audit will improve data collection. Consequently the quality of 

care provided can be reviewed more effectively. Re-audit will also ensure that the 

care provided is maintaining the high quality it is already achieving.

These actions will improve the safety and effectiveness of pleural procedures 

throughout the Trust. It will also allow for appropriate management of patients, thus 

increasing clinical effectiveness and reducing patient stay and negative outcomes.

The actions from this audit will improve data collection. Consequently the quality of 

care provided can be reviewed more effectively. Re-audit will also ensure that the 

care provided is maintaining the high quality it is already achieving.

The actions form this audit will improve data collection. Consequently the quality of 

care provided can be reviewed more effectively. Re-audit will also ensure that the 

care provided is maintaining the high quality it is already achieving.

The audit from 2010 highlighted 79% of the sample led to some form of CAE having 

to be raised. The re-audit completed in 2011 highlighted that 14% of the sample (16 

cases) led to a CAE having to be raised. The benefit was derived from resuscitation 

staff training (from audits and specific sessions) on cardiac arrest trolley contents. A 

re-audit for 2012/13 will ascertain if this has improved.

These actions will allow for better data quality and if the information is clearer then it 

can be more easily identified from a patient care point of view as well as a coding and 

audit perspective as well. The education will lead to improved levels of understanding 

of how to treat these patients. This will lead to improved patient safety and potential 

fewer complications, treatment and hospital stays. The Tele Health has the potential 

to improve this as if patients are able to self manage their condition there are less 

likely to need inpatient treatment, thus reducing costs to the Trust.

Safer transfusion of blood with less wastage.

The actions form this audit will improve data collection. Consequently the quality of 

care provided can be reviewed more effectively. Re-Audit will also ensure that the 

care provided is maintaining the high quality it is already achieving.
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3.4 elibrary status report 
 

 Trust  Report  Month: April 2012  
 

 
  Current   Under Review   Expired  Total  

All Directories 1798 77% 224% 10 328 13% 2350 

Corporate Business Records 103 73% 19 13% 20 14% 142 

Clinical Guidelines 580 62% 113 12% 238 26% 931 

Patient Information Leaflets 1115 88% 92 7% 70 5% 1277 

 
* Duplicates have been removed before calculating the data 
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4.0 COMPLAINTS TRUST BOARD REPORT (First Received Oct 11 – Dec 11) 
 
 
 
 
  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
  
 

4.1 Complaints received by month – Trend over 12 months 
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4.2 Complaints received by Division – Trend over 12 months 

0

5

10

15

20

25

Jan 11

(39)

Feb 11

(36)

Mar 11

(39)

Apr 11

(32)

May 11

(42)

Jun 11

(40)

Jul 11

(42)

Aug 11

(43)

Sept 11

(43)

Oct 11

(54)

Nov 11

(44)

Dec 11

(35)

Hotel & Core Services Division

Diagnostics & Service Division

Medicine & Emergency Divis ion

Coventry & Warw ickshire
Pathology Services

Specialised Networks Division

Surgical Services Division
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4.3 Types of Complaints based on primary issue – (Oct 11 – Dec 11) 
 
 

Types of Complaints received Total 

Admissions, discharge and transfer arrangements 3 
Aids and appliances, equipment, premises (including 
access) 1 

Appointments, delay/cancellation (out-patient) 4 

Appointments, delay/cancellation (in-patient) 1 

Attitude of staff 19 

All aspects of clinical treatment 73 

Communication/information to patients (written and oral) 20 

Patients' privacy and dignity 1 

Failure to follow agreed procedure 10 

Patients' status, discrimination (eg racial, gender, age) 1 

Totals: 133 
 

4.4 Complaints received by Profession – (Oct 11 – Dec 11) 
 

  Oct 11 Nov 11 Dec 11 Total 

Medical (including surgical) 28 20 17 65 

Professions supplementary to 
medicine 4 2 0 6 
Nursing, midwifery and health 
visiting 16 16 13 45 

Scientific, technical and 
professional 0 1 0 1 

Maintenance and ancillary staff 0 0 1 1 

Trust administrative 
staff/members 6 5 4 15 

Totals: 54 44 35 133 

 

This is the second quarter to experience an increase in volume but not for 
one specific profession. 
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4.5 No of Patients received in Trust – (Oct 11 – Dec 11) 

       
No of Complaints for 

Division during quarter 
No of Complaints as 

% of in-patient activity 

Division Action type Oct-11 Nov 11 Dec 11 Grand Total     

Diagnostic & Service Daycase 102 106 91 299     

  Elective 45 44 33 122   

  Non Elective 95 92 104 291   

  Outpatient 316 387 331 1034     

Diagnostic & Service Total   558 629 559 1746** 14  0.80% 

Medicine & Emergency Daycase 814 858 745 2417     

  Elective 47 44 48 139   

  Non Elective 3267 3355 3439 10061   

  Outpatient 8814 9533 7519 25866   

  
A&E Emergency 
Assessment 7916 7144 7293 22353   

  Rugby A&E    0   

Medicine & Emergency Total   20858 20934 19044 60836 40   0.06% 

Specialised Networks Daycase 1394 1466 1443 4303     

  Elective 354 342 322 1018   

  Non Elective 782 723 760 2265   

  Outpatient 9482 10725 9407 29614   

Specialised Networks Total   12012 13256 11932 37200 16   0.04% 

Surgery Daycase 1762 1948 1529 5239     

  Elective 923 931 852 2706   

  Non Elective 999 1004 956 2959   

  Outpatient 21071 22793 18847 62711   

  A&E Eye Unit 1132 1161 1027 3320   

Surgery Total   25887 27837 23211 76935 35  0.04% 

Womens and Childrens Daycase 308 230 191 729     

  Elective 118 131 121 370   

  Non Elective 2159 2109 2190 6458   

  Outpatient 7771 8273 7239 23283   

  
A&E Childrens 
Emergency 2411 2486 2563 7460   

  
A&E Gynae Short 
Stay 412 390 420 1222   

Womens and Childrens Total   13179 13619 12724 39522 25  0.06% 

Grand Total   72494 76275 67470 216239 130  0.06% 
Total complaints excluding Hotel and Core Services Division (2 complaints) and Coventry & Warwickshire Pathology Services (1 complaint) 
**reflects data captured on PAS only 
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Complaints Performance Summary by Division (Nov 11 – Dec 11) 
No of complaints completed within 25 working days – Trust target (performance shown as traffic light indicator)  

 Division (primary) Received Re-opened Acknowledged Acknowledged Replied Replied to Replied to Open for 

_       in 3 Days   in 25 Days over 25 Days 25 Days 

_ Count Count Count % Count % Count % Count % Count % Count % 

 Core Services Division 2 0 2 100% 2 100% 2 100% 2 100% 0 0% 0 0% 

 Diagnostics & Service Division 14 0 14 100% 14 100% 14 100% 10 71% 4 29% 0 0% 

 Medicine & Emergency & Rugby Divisi 40 0 40 100% 40 100% 39 98% 33 83% 6 15% 1 3% 

 Coventry &Warwickshire Pathology Se 1 0 1 100% 1 100% 1 100% 1 100% 0 0% 0 0% 

 Specialised Networks Division 16 0 16 100% 16 100% 16 100% 13 81% 3 19% 0 0% 

 Surgery  35 0 35 100% 35 100% 35 100% 35 100% 0 0% 0 0% 

 Women & Children's 25 0 25 100% 25 100% 25 100% 22 88% 3 12% 0 0% 

 TOTALS 133 0 133 100% 133 100% 132 99% 116 87% 16 12% 1 1% 

 

 

4.6 Further contact following response under Local Resolution 
 
Between October 2011 and December 2011 there were 40 contacts 
made by complainants having received the outcome to their 
complaint and of these, 31 required a further response.  The number 
of contacts the previous quarter was 59. 
 
 
 
 
 

4.7 Complaints Referred to Parliamentary & Health Service 
Ombudsman (PHSO) 
 
Between October 2011 and December 2011 there were 4 complaint 
files requested by the PHSO, compared to 13 the previous quarter. 
 
5 complaints were returned in this period, 4 were not upheld, 1 
required further local resolution. 
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5.0 IMPRESSIONS REPORT FOR TRUST BOARD (Based on all respondents) January 2012 – March 2012 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

5.1. Results to CQUIN Questions 
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5.2 Trend of Overall impressions of Trust (Feb 2007 – March 2012): 
 

 

 
5.3 Categories of service causing good or bad impressions within the Trust:   
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5.4 University Hospital - Categories of service causing good or bad impressions 
 

 

 
5.5 Hospital of St Cross - Categories of service causing good or bad impressions :   
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5.6  Medicine & Emergency Services Division  -    Categories of service causing good or bad impressions 
 

 

5.7 Diagnostic & Services Division   Categories of service causing good or bad impressions 
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5.8  Specialised Networks Division  -  Categories of service causing good or bad impressions 
 

 
 

5. 9   Women & Children’s Division  -  Categories of service causing good or bad impressions 
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 5. 10   Surgery Division -  Categories of service causing good or bad impressions 
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6.0 Non-Clinical Risk: Trust Board Report for 01/10/11 to 31/12/11
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6.1 Non-Clinical Incidents – Trend over 12 months

 
 
 
 
 

 

Non Clinical Incidents by Division - Trend over 6 months
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6.1  Incident Trend over 12  months 
 
A total of 1708 incidents were reported for the 
period 01/01/2011 to 31/12/11. The reporting 
trend shows a decrease in reporting for the 12 
month period compared to the previous year 
(total number of incidents for 2010 was 2197). 

6.2   Divisional Trends by 
Number of Incidents July-
Dec 2011 

 
As can be seen reporting is variable 
between the different departments.  
Medicine and Emergency consistently 
reports a higher number of incidents (248) 
than other divisions.  
“Not Applicable” (153) relates to incidents 
which cannot be attributed to a specific 
division, for example, a visitor falling outside 
the building. 
 

6.2 Non-Clinical Incidents by Division 
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Top 5 – January to December 2011 Number 
Verbal abuse or disruption 264 
Proven, alleged or suspected theft 133 
Needlestick injury 118 
Physical abuse, assault or violence 104 
Fall on level ground 99 
  

 

Top 5 – 4th Quarter October to December 2011 Total 
Verbal abuse or disruption 56
Physical abuse, assault or violence 31
Fall on level ground 29
Needlestick injury 28
Proven, alleged or suspected theft 20

Injury by Person Type or Property Affected 
(01/01/11 to 31/12/11) 

PatNonC, 13 
Public, 90

Staff, 1272

Trust, 333
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6.3 Injury by person type  

6.3  Incident By Person Type or Property Affected 
 
The bar chart shows the number of incidents reported by the type of 
person the incident impacted on and the number of incidents 
affecting Trust property. The majority of the incidents were related to 
Trust staff (1272) or Trust property (333). 
 

6.4  Top 5 incidents 
The majority of the incidents reported in 2011 relate to abuse of 
staff by patients, followed by security issues regarding property 
and personal items.  
 

6.4 Top 5 types of incidents reported (01/01/11 to 31/12/11)

The last quarter of 2011 shows a downward trend for security 
issues regarding property and personal items. This may be due 
to the access control system being cleansed resulting in 
reduced access to some areas and a review of the security of 
the personal lockers provided by GEMS.  
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6.4  Top 5 incident Type Reported – Trends over 12 months 
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7.0 CLAIMS TRUST BOARD REPORT (All reports based on date First Received) October 2011 – December 2011 
 
 7.1 Claims received by month – Trend over 12 months 

 

7.2 Claims received by Division – Trend over 12 months 
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7.3 Types of Claims received – (Oct 11 – Dec 11) 
 

Other 5 

Fail/ Delay Treatment 5 

Inappropriate Discharge 1 

Failure to diagnose/delay in diagnosis 4 

Failure to Perform Tests 1 

Failure to recognise complication of treatment 1 

Surgical Foreign Body Left in Situ 1 

Intra-operative problems 8 

Medication errors 1 

Failure to adequately monitor the first stage of labour 1 

Inappropriate use of forceps/Ventouse 1 

Inadequate Nursing Care 2 

Inappropriate Treatment 1 

Totals: 32 
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7.4 CNST Contingent Financial Provision 
 
  
 
The CNST Contingent Financial Provision for the current year 2011/12 is: 
 

 
£32 million 

7.5 Level of Damages payments for the quarter (Jul 11 – Sep 11) 
 

Diagnostics and Service 0 

Medicine and Emergency £ 254,500 

Specialised Networks 0 

Surgical £ 14,500 

Women’s and Children’s £ 218,888 

 

7.6 Learning from Claims 
 
 
On receipt of a clinical negligence claim, the appropriate Clinical Director is notified along with the Director of Operations and the Director of Governance.  

In addition, the Clinical Director receives quarterly reports on claims within their specialties.  The Clinical Director is tasked with raising a CAE if 

appropriate and has not already been recorded, and also assessing and advising the Legal Department of the merits of the claim.  The Clinical Director will 

highlight any clinical governance issues and address these with the Quality and Patient Safety Department.  The Clinical Director will also discuss the 

quarterly claims report at each QPS meeting to ensure that all learning points are disseminated. Once a claim is settled, the NHSLA require the Trust to 

provide a formal report setting out what action has been taken to avoid any recurrence.  The Clinical Director and the Quality and Patient Safety 

Department will liaise to provide that response. 
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Approx. Length

PURPOSE OF THE REPORT / PRESENTATION:

To provide the Trust Board with a quantitative summary of the significant incidents that were opened or closed
during March 2012 and Trustwide mortality data.

All SIs are reviewed at the weekly SI Group, who ensure that investigations are undertaken and appropriate
actions are put in place to reduce identified risks.

Details of SI investigations are also presented monthly to the Patient Safety Committee and Quality
Governance Committee

SUMMARY OF KEY ISSUES:

SIs:
 6 new SIs opened during March 2012:

o 610 Norovirus outbreak, Hoskyn Ward, St Cross
o 611 Norovirus outbreak, Ward 43, UHCW
o 612 Unsuccessful resuscitation of patient
o 614 Unexpected neonatal death
o 615 Patient consent issue relating to routine screening tests
o 616 Unexpected death

 5 SI investigations completed during the month
 11ongoing investigations
 0 Never Events

Mortality:
February 2011 - January 2012 HSMR: 94.1 (non-elective 93.9)
Red alerts: 0
High RR: 0
Green alerts: 2
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SUMMARY OF KEY RISKS:

 Never events – the Trust has conducted a gap-analysis and put in measures to minimise the risk of further
never events.

 Norovirus – infection prevention & control measures being taken:
o To continue to manage the unpredictability of these outbreaks
o Highlight the issues surrounding norovirus at every appropriate educational session and on Trust

mandatory training sessions
o A training programme with ISS services to include their role in organism management including

Norovirus and the importance of using a chlorine releasing agent and acting promptly has been
started.

RECOMMENDATION / DECISION REQUIRED:

For noting.
This report is a regular feature of Trust Board assurance.

IMPLICATIONS:

Financial:

HR / Equality & Diversity:

Governance: Patient Safety

Legal:

REVIEW:

Trust Standing Committee Date Trust Standing Committee Date
Quality Governance Committee Remuneration Committee
Finance and Performance Committee Executive Meeting
Audit Committee

DATA QUALITY:

Data/information Source: DATIX Risk Management System
Data Quality Controls: Internal quality checks
Data Limitations:



DR FOSTER MORTALITY REPORT TO TRUST BOARD APRIL 2012 

Summary of SIs for March 2012 
 

 
New this month (March): 6 

 
Ongoing investigations: 11 

 
Completed this month: 5 

 
Never Events reported this month: 0 

 
 
New SIs by Specialty and Type of Adverse Event 
 

  
Infection 
Control  Gerontology  Microbiology Obstetrics Respiratory 

medicine  Total 

Infection control incident   1 1  0 0 0 2 
Communication failure with patient, parent or carer  0 1  0 0 0 1 
Fall on level ground  0 0  0 0 1 1 
Stillbirth  0 0  0 1 0 1 
Failure/delay to process specimen correctly  0 0  1 0 0 1 
Totals:  1 2  1 1 1 6 

 
 
 
Completed SIs by Specialty and Type of Adverse Event 
 

  
Bowel Cancer 
Screening 

Emergency 
Department  Gerontology  Obstetrics  Orthopaedics  Total 

Breach of patient confidentiality  1 0  0 0 0 1 
Infection control incident   0 0  1 0 0 1 
Stillbirth  0 0  0 1 0 1 
Treatment/procedure ‐ inappropriate/wrong  0 1  0 0 1 2 
Totals:  1 1  1 1 1 5 
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DR FOSTER MORTALITY REPORT – APRIL 2012 
 
 
 
 
 
  
 
 
 
 
 

SUMMARY FOR DR FOSTER DATA – JANUARY 2012 
(2 Month Time Lag) 

 
Month All HSMR Non-Elective HSMR All Procedures Unit Peers (12) 
January 2012 86.9 86.5 82.7 84.8 
February 2011 – January 2012 94.1 93.9 90.7 92.3 

 
Month Red Alerts Green Alerts High Relative Risk 
January 2012 0 2 0 

 

 

All HSMR Trend: Jan 2011 - Dec 2011   
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Non-Elective HSMR Trend:  Jan 2011 – Dec 2011   
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MORTALITY ALERTS REPORT – JANUARY 2012 

 

Date 
Received 

Month 
Alerted Datix No 

Green/Red 
Mortality 

Alert 
Diagnosis/Procedure 

Group Description Action Description Trust Lead Status 

NEW RED MORTALITY ALERTS (Expected outcome at least twice as high as National benchmark, triggering negative cusum alert) 

There were no new red alerts for January 2012. 

NEW GREEN MORTALITY ALERTS  (Expected outcome at least twice as low as National benchmark,  triggering positive cusum alert) 

30.03.12 Jan 2012 283 Green Acute Myocardial 
Infarction 

0 deaths v 6.3 
expected. 

For information only N/A Closed 

30.03.12 Jan 2012 284 Green Cardiac arrest and 
ventricular fibrillation 

1 death v 2 
expected. 

For information only N/A Closed 

 
INVESTIGATIONS IN PROGRESS 
01/01/2012 Oct 2011 TBC Red Craniotomy for tumour One year: 5 

deaths v 1.1 
expected 

Coding has been reviewed. 
Mr Dardis to review the patient 
notes. 

Ronan Dardis Open 

01/02/2012 Nov 2011 TBC Red Craniotomy for trauma One year: 21 
deaths v 11.1 
expected 

Coding has been reviewed. 
Mr Dardis to review the patient 
notes. 

Ronan Dardis Open 

01/02/2012 Nov 2011 TBC Red Therapeutic Transluminal 
Operations on Iliac Artery 

One year: 4 
deaths v 0.4 
expected 

Coding has been reviewed. 
Miss Marshall to review the 
patient notes. 

Collette Marshall Open 

01/03/2012 Mar 2012 TBC Red Liveborn 2 deaths v 0.1 
expected 
One year: 5 
deaths v 0.8 
expected 

Coding has been reviewed.  No 
clinical review required. 

Kate Blake Open 

 
 
++ Peer Group (12):   Cambridge UH NHS FT, Heart of England NHS FT, Nottingham UH NHS Trust, Oxford University Hospitals NHS Trust, Sandwell & West Birmingham Hospitals NHS Trust,  
University College London Hospitals NHS FT, UH North Staffordshire NHS Trust,  University Hospital Birmingham NHS FT,  UH Bristol NHS FT, UH Leicester NHS Trust, Worcestershire Acute 
Hospitals NHS Trust, Royal Liverpool and Broadgreen UH NHS Trust. 
 
Dr Foster RTMl is a clinical benchmarking tool which allows UHCW to monitor mortality and highlight potential areas of variation or concern when clinical outcomes differ from the national picture.  
Alerts are based on primary diagnosis and primary procedure in the first episode of care during a patient's admission.  If an alert occurs, the relevant MD/CD is informed and investigates in order  
to ensure that there are no areas of concern in relation to patient care and this process is monitored by the Mortality Review Group (MRG)   
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SHMI MORTALITY (PEERS) 
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Subject: Quality Governance Committee
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Author: Paul Martin, Director of Clinical Governance
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GLOSSARY

Abbreviation In Full
HR Human Resources
OD Organisational Development
IT Information Technology
CQC Care Quality Commission
QRP Quality Risk Profile
IG Information Governance

WRITTEN REPORT (provided in addition to cover sheet)? Yes No
POWERPOINT PRESENTATION? Yes No
NB Presentations need to be submitted for inclusion in Board papers

Title
Approx. Length

PURPOSE OF THE REPORT / PRESENTATION:

To advise Trust Board of the details of the Quality Governance Committee meeting on 13 March 2012

SUMMARY OF KEY ISSUES:

 Minutes, actions, and matters arising from February 2012 all agreed.
 HR, OD, Research, Training & Education Committee – Terms of reference approved
 Terms of Reference for Training, Education & Research Committee also approved
 Patient Experience Committee – update given on the group and a report regarding volunteer work was

requested for the Rugby Forum.
 Patient Safety Committee – mortality figures discussed and the difference between Hospital Standard

Mortality Rates (HSMR) and Summary Hospital-level Mortality Indicator (SHMI) figures to be
investigated.

 Information & IT Committee – report from February meeting presented. Information Governance
training discussed.

 Risk Committee – work on the risk register still continuing.
 Ad Hoc Reports -

o Quality Account update given, next report to go to Audit Committee at the beginning of June 2012
o Needlestick Report – a new meeting rescheduled for April 2012
o Data Quality Report – a Systems Management Group in place to process this work, will report to

Quality Governance Committee
o John Radcliffe report – carried forward to April meeting
o Nursing Indiactors Ward 40 follow up – trial carried out for key measures to alleviate falls, since

January falls have reduced significantly. Appreciation extended to Ward 40 staff for their work.

SUMMARY OF KEY RISKS:

Identified within individual reports

RECOMMENDATION / DECISION REQUIRED:
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IMPLICATIONS:

Financial: None Highlighted

HR / Equality & Diversity: None highlighted

Governance: Potential risk to compliance with CQC Registration outcomes re QRP

Legal: None

REVIEW:

Trust Standing Committee Date Trust Standing Committee Date
Quality Governance Committee 13.3.12 Remuneration Committee
Finance and Performance Committee Executive Meeting
Audit Committee

DATA QUALITY:
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Data Quality Controls:
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QGC Quality Governance Committee
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PURPOSE OF THE REPORT / PRESENTATION:

To appraise the Trust Board of amended Terms of Reference for the Quality Governance Committee

SUMMARY OF KEY ISSUES:

 As a consequence of the organisational re-structure, the planned annual review of the terms of
reference has been undertaken by the Committee one month early.

 In summary the principle amendments are as follows:
o A revised membership that removes Divisional representatives and the Associate Non-Executive

Director – there are now fifteen members as opposed to the previous number of twenty four.
o A requirement for Chairs of sub-committees to the QGC to ensure appropriate deputies attend in

their absence has been added.
o The requirement to agree the Clinical Audit Plan and progress has been removed as this has been

allocated to the Patient Safety Committees workplan, and will be reported as part of the Patient
Safety Committees monthly report to QGC.

o A requirement to agree the Clinical Risk Management Strategy has been amended to agree the
Risk Management Strategy.

o The reporting sub-committee names have been amended to reflect the splitting into two of
committees covering human resources, equality, training, education and research.

SUMMARY OF KEY RISKS:

N/A

RECOMMENDATION / DECISION REQUIRED:

That the Trust Board approve the revised Terms of Reference for the Quality Governance Committee
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IMPLICATIONS:

Financial: Nil

HR / Equality & Diversity: Nil

Governance: Ensures the Committee reflects the organisational structure and has appropriate
terms of reference and membership as a formal Trust Board sub-committee.

Legal: Nil

REVIEW:

Trust Standing Committee Date Trust Standing Committee Date
Quality Governance Committee 10.04.12 Remuneration Committee
Finance and Performance Committee Executive Meeting
Audit Committee

DATA QUALITY:
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Data Quality Controls:
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Quality Governance Committee
Terms of Reference 2012

1. Purpose

1.1. The purpose of the Quality Governance Committee is to support the Trust Board in assuring that the Trust
delivers high quality, safe services to patient.

1.2. The Committee will ensure that adequate and appropriate quality governance structures, processes
and controls are in place across the Trust and in each of its specialities, to:

(a) Promote safety, quality and excellence in patient care
(b) Ensure the effective and efficient use of resources through the evidence-based clinical

practice.
(c) Protect the safety of employees and all others to whom the Trust owes a duty of care
(d) Ensure that effective systems and processes are in place to support high quality care

through an effectual training and education and ICT infrastructure
(e) Ensure appropriate arrangements across the Trust are in place for identifying, prioritising

and managing risk

1.3. It will oversee and monitor the corporate delivery of patient safety, patient experience, risk management,
education and training, information and information technology and regulatory standards to ensure that the
Trust has the appropriate strategies, processes, systems, policies, and procedures in place to deliver the
necessary standards of care.

1.4. It will act as the principal source of advice and assurance to the Trust Board on patient safety and quality
governance.

2. Membership

2.1. Membership of the Committee shall comprise the following 15 members:-

 Four Non Executive Directors (one of whom will be Chair)
 Chief Executive Officer
 Chief Nurse
 Chief Medical Officer
 Chief Operating Officer
 Chief Finance Officer
 Director of Governance
 Chief Human Resources Officer
 Chief Marketing Officer
 Associate Medical Director : Quality & Patient Safety
 Associate Director of Nursing : Quality & Patient Safety
 Trust Lay Representative

2.2. Only members of the Committee are entitled to be present at its meetings and will count towards
quoracy, however, Chairs of reporting committees should ensure an appropriate deputy attends in
their absence. The Committee may invite non-members to attend its meetings as it considers
necessary.

2.3. The Trust Board Secretary may be in attendance at committee meetings as required, unless
requested to be excluded by the Chair of the Committee, due to the nature of the business to be



discussed.

2.4. The Associate Directors of Governance will be in attendance at all meetings of the Committee,
unless requested to be excluded by the Chair of the Committee, due to the nature of the business to
be discussed.

2.5. The Trust Board will review the membership of the Committee annually to ensure it meets the
governance requirements of the Trust. Members will be required to attend at least half of the
Committee meetings in any one year.

2.6. The Committee holds a key role in the governance of the Trust. For the avoidance of doubt Trust
employees who serve as members of the Committee do not do so to represent or advocate for their
service area but to act in the interests of the Trust as a whole and as part of the Trust wide
governance structure.

3. Chair

3.1. The Quality Governance Committee will be chaired by a Non-Executive Director who is a member of
the Committee.

3.2. The Chair of the Quality Governance Committee will nominate a deputy from the Non-Executive
members to chair the meeting in their absence.

4. Secretariat

4.1. The Director of Governance, or their nominee, will act as the Secretary to the Committee.

5. Quorum

5.1. To be quorate, at least half (8) of the total number of the members of the Committee must be
present, including at least one of the Executive Directors and one of the Non Executive Directors.

6. Frequency of Meetings

6.1. The Committee shall meet ten times during the course of the financial year and an annual
programme/schedule of business will be available.

6.2. Additional meetings of the Committee may be held on an exceptional basis at the request of the
Chair or any three members of the Committee.

7. Notice of Meetings

7.1. Unless otherwise agreed, notice of each meeting confirming the venue, time, and date together with
the agenda items for discussion and supporting papers, will be forwarded to each member of the
committee and any other person required to attend, within seven days (five working days) before the
meeting.

8. Conduct of Meetings

8.1. The agenda for meetings will be determined by the Chair of the Quality Governance Committee.

8.2. Where relevant, agenda items will be based on an annual schedule of business.



8.3. The terms of reference will be formally reviewed by the Committee each year, and may be amended
by the Committee at any time to reflect changes in circumstance which may arise.

8.4. A formal log of amendments to the Terms of Reference must be retained by the meeting Secretary
for audit purposes.

9. Minutes of Meetings

9.1. The meeting Secretary will take the minutes of the meeting, including recording the names of those
present and in attendance.

9.2. Minutes of the meeting shall be agreed by the Chair within one week of the meeting occurring, and
shall be circulated promptly to all members of the Committee thereafter.

9.3. Minutes of the Committee meeting will be presented to the Trust Board. The Chair of the Committee
shall draw attention of the Trust Board to any issues that require its particular attention or require it to
take action.

9.4. The Secretary will maintain an action log of key actions and report completed and outstanding
actions at each committee meeting.

10. Duties

10.1. Ensure that patient safety, health care standards and governance measures underpin each
speciality’s clinical delivery and that improvements required to meet high standards of patient care
and governance measures are included as necessary in business and local delivery plans.

10.2. Approve the Terms of Reference and membership of its “reporting Committees/Groups” (as may be
required from time to time at the discretion of the Committee) and oversee the work of those sub
committees, receiving reports from them as specified by the Committee in the sub committee terms
of reference for consideration and action as necessary.

10.3. Receive reports from the Risk Committee on clinical and non-clinical risks and escalate to the
Executive and/or Trust Board any identified unresolved risks arising within the scope of these terms
of reference that require Executive action or that pose significant threat(s) to the operation,
resources or reputation of the Trust.

10.4. Oversee the Trust’s policies and procedures with respect to the use of clinical data and patient
identifiable information to ensure that this is in accordance with all relevant legislation and guidance
including the Caldicott Guidelines and the Data Protection Act 1998.

10.5. Promote within the Trust a culture of open, and honest reporting of any situation that may threaten
the quality of patient care.

10.6. Ensure that there is an appropriate process in place to monitor and promote compliance across the
trust with mandatory clinical standards and guidelines such as NICE guidelines, radiation use and
protection regulations, NHSLA Risk Management Standards, resuscitation requirements and
consent processes.

10.7. Oversee the processes within the Trust to ensure that appropriate action is taken in response to
adverse clinical incidents, complaints and litigation and that examples of good practice and
disseminated within the Trust and beyond, if appropriate.



10.8. Ensure that there is an appropriate mechanism in place for action to be taken in response to the
results of clinical audit and the recommendations of any relevant external reports (eg from the CQC)

10.9. Review the Trust’s Risk Management Strategy prior to its presentation to the Trust Board for
approval.

10.10. Monitor the Trust compliance with those regulatory standards that are relevant to the Committee
area of responsibility, in order to provide relevant assurance to the Trust Board so that it may
approve the Trust Annual Declaration of Compliance.

10.11. Via a report from the Chief Internal Auditor, ensure that the Internal Audit plan includes the
necessary audits of the quality governance framework to provide assurance to both the Quality
Governance and Audit Committees.

10.12. Review the Trust’s Annual Quality Report and Account prior to presentation to Trust Board for
approval.

10.13. Undertake an annual review of the performance and function of the Committee and its satisfaction of
these terms of reference.

11. Reporting Responsibilities

11.1. Following each meeting of the Quality Governance Committee, a summary report of the meetings
main agenda and action points should be prepared for Trust Board by the Secretary and agreed by
the committee chair.

11.2. The Committee is responsible for receiving reports from its sub-committees on a scheduled and
regular basis;

 Patient Safety Committee
 Risk Committee
 Patient Experience and Engagement Committee
 Information and ICT Committee
 HR, Equality and Diversity Committee
 Training, Education and Research Committee

The committee will also receive reports detailing quality and safety outcomes in the clinical
specialties.

11.3. The Committee Chair will prepare an annual report for the Trust Board on its effectiveness,
attendance disclosures, the reporting arrangements for Sub-Committees, work undertaken and key
decisions, alongside a forward plan for the forthcoming year.

12. Authority

12.1. The Committee has no executive powers other than those specified in these Terms of Reference or
otherwise by the Trust Board in its Scheme of Delegation.

12.2. The Quality Governance Committee is authorised to investigate any activity within its Terms of
Reference. It is authorised to seek any information it requires from any employee and all employees
are directed to co-operate with any request made by the Committee.



12.3. The Committee is authorised to obtain independent professional advice as it considers necessary in
accordance with these Terms of Reference.

Approval

 Outline Terms of Reference were discussed at the Quality Governance Committee meeting held on
10.04.12 and agreed at that meeting

Review date: April 2013
Version number: 2012 v3
Author: Paul Martin, Director of Governance
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ICNA Infection Control Nurses Association
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PURPOSE OF THE REPORT / PRESENTATION:

To monitor the progress of the Trust for the year 2011-2012 in relation to the Infection Prevention and Control
Team’s Annual Plan of work 2011/12 (appendix 1) and the Annual Plan for 2012/13 (Appendix 2).

SUMMARY OF KEY ISSUES:

 MRSA bacteraemia; one to date, target for the year four. No MRSA bacteraemia for ten months.
 Clostridium difficile; 90 cases to date. The upper trajectory limit set was 86. The testing has changed

to a more sensitive methodology and this has seen an increase in cases which was replicated
nationally but still represents a 14% decrease on last year.

 Performance framework introduced for those wards which fail minimal compliance on two ICNA audit
tool scores.

 ISS training initiatives continue including further roll out of NVQ at level 2 in Cleaning and Support
Services

 Dedicated ISS specialist cleaning team in place.
 ISS “Walk the Talk” audits introduced.

SUMMARY OF KEY RISKS:

Potential patient safety and reputational issues
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University Hospitals Coventry & Warwickshire NHS Trust

Infection Prevention & Control Annual Report 2011/12

1. INTRODUCTION

The Health and Social Care Act (DH 2008) supersedes the Hygiene Code of 2006 by
building on existing arrangements for the NHS to protect patients and staff and to prevent
and control healthcare associated Infections. The Act which came into force in April 2009
requires all Trusts to register their establishment as a healthcare provider. Registration
requires the declaration of compliance to all standards.

2. AIM OF THE REPORT

The purpose of this report is to brief the Trust Board on the progress of the Trust in
relation to the Infection Prevention and Control Annual Plan of Work 2011-2012
(appendix 1) including challenges encountered and to provide an update on the Trust’s
progress against the local and National Performance Targets. The report also details
the 2012/13 Infection Prevention and Control Annual Plan (appendix 2).

3. PROGRESS AGAINST NATIONAL PERFORMANCE TARGETS

3.1 MRSA Bacteraemias

The Trust continues to perform well against a target of 4 for 2011-2012. One MRSA
bacteraemia was ascribed to the Trust. The Trust has been MRSA bacteraemia free for
10 months. Work continues to further reduce this.

MRSA Bacteraemias Reported by Quarter / Year

Quarter 2008/09 2009/10 2010/11 2011/12

1st Quarter 3 3 1 1

2nd Quarter 10 2 1 0

3rd Quarter 2 2 1 0

4th Quarter 2 1 1 0
Table 1

3.2 Elective and Emergency MRSA screening

The Trust has consistently met the DH requirements for Elective screening and has a
positive pick up rate of between 0.3-0.6%. The positive pick rate for Emergency
Screening is 1.3%. We await the DH guidance around future screening strategy for
emergency and elective screening which is due out in June 2012. The target for 2012-
2013 is a maximum of 2 MRSA Bacteraemias.

3.3 MSSA Bacteraemias

The upper limit for MSSA for the year 2011-2012 for the Trust was 50. The end of year
figure was 34. There will not be a target attached to this organism next year. Root
Cause Analysis (RCA) are carried out and the common findings are:

 Delayed recognition of Sepsis
 Room for improved management of lines

 Contamination of samples remains an issue with poor compliance to blood culture
guidelines

The work of the IV team within the last twelve months has played a pivotal role in
reducing the number of bacteraemias associated with cannulation. Further reductions
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are achievable through improved training and competency based assessment of medical
staff who take blood cultures. Ideally education of prospective new doctors before they
start on the wards is required to ensure optimum patient care. The IV team are working
closely with the clinical skills team who are training medical students at Warwick Medical
School. The RCA process itself will from part of the work plan for 2012/13 as
documentation remains poor and there is still some resistance to attendance amongst
medical staff.

3.4 E Coli

E Coli is the most common blood culture isolate, UHCW reporting 233 cases this financial
year. There will not be a target attached to this organism next year. The most common
source of infection is the urinary tract. Some work has been done looking at patients who
develop catheter associated urinary tract infections.

3.5 Clostridium difficile

The management of C.difficile has been a challenge for many Trusts. A new testing
regime was introduced across Arden and other PCT clusters during October 2011 which
increased the number of cases detected, including those without clinical disease. This
was also replicated across the country. In January 2012 the results of the national study
were published which showed that UHCW had in place the best testing methodology as far
back as 2009. A decision at SHA level to include all PCR data during this period, including
those without clinical disease, demonstrated during October to December an
overestimation of C.difficile cases at UHCW (total cases October to December 36, 42%, of
target). The Trust was hoping that the data for this period would be unlocked to only
include symptomatic patients but this was not agreed to. Therefore, all 36 cases were
included in the Trust’s final C.difficile numbers. A case has been made on behalf of UHCW
with Arden Cluster support to have this data rectified to our estimated figure of 8 cases
during this period. However, this still represents a 14% improvement on last year’s 104
positive C.difficile cases.

Of note is that a deep clean of the front end of the hospital was completed in the beginning
of September 2011. It has been a long held concern by the Infection Control Team that
patients could be acquiring C. difficile spores during the admission process (whilst in the
Emergency Department or on ward 12, the Clinical Decisions Unit). As the incubation
period for this infection can be prolonged (a month or more) they then develop symptoms
when sent to one of the main wards. Support for this theory also came from analysing C.
difficile ribotypes by time which showed pronounced clustering (not observed at ward
level). This would be in keeping with acquisition of infection from a nucleus area such as
the usual admission pathway wards. Following the deep clean there were 5 cases in
September. October/ November/ December were complicated by the introduction of the
new testing method but if one corrects for this then the figures would be no more that 2 or
3 a month. For January and February we have true figures which are extremely low. This
would also support that the deep clean had a significant effect on C. difficile numbers.
The hospital is extremely busy but it is crucial that deep cleans are regularly undertaken in
high risk areas throughout the hospital if we are going to reduce the level of this infection.
Of concern is that cleaning standards have not been maintained in some areas at the front
end of the hospital since the deep clean.

C diff Infections Reported by Quarter / Year

Quarter 2008/09 2009/10 2010/11 2011/12

1st Quarter 50 27 39 22

2nd Quarter 32 28 18 22

3rd Quarter 36 26 23 36

4th Quarter 29 35 24 10
Table 2
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4. CLEANING

The environment is becoming increasingly recognised as a source of organisms leading to
cross infection. Good cleaning standards as a consequence are essential to reducing rates
of infection, in particular C difficile. A number of changes have occurred during the year to
aid the improvement.

 Adopting the Infection Control Nursing Association (ICNA) Audit Tool to assess the
environment as a reservoir for infection has increased awareness amongst staff that
providing a clean and safe environment for patients is the responsibility of all staff.
This tool is used nationally by Infection Prevention and Control Teams and has been
used since 2004.

 A performance management system has been introduced which calls to account
areas who fail two consecutive audits. A third fail will result in an interview with the
Chief Nurse to discuss action plans which the Matron/ Ward manager will develop in
association with ISS.

 A failed question report based on the prior two weeks audits are brought to the
Operational Cleaning Group for discussion and addressing.

 A bi weekly audit report shows those areas which have had an ICNA audit and their
resulting scores again for discussion; this also gives a more strategic view of the
general environment and any variances in standards.

 ISS continue to develop the Healthcare Cleaning Team. In the last quarter a number
of training initiatives have continued including further roll out of NVQ’s at level 2 in
Cleaning and Support Services, delivered by our service provider Babcock.

 ISS have provided additional resource to the Emergency Department to support the
Trust through the recent period of increased activity, including additional night
cleaning and management cover.

 The dedicated ISS specialist cleaning team have been in place for the past 3 months
and work closely with ward staff to ensure standards are maintained and to provide
immediate response to any audit failings. This team are now easily identified through
the wearing of their own unique uniform.

 ISS have agreed to fund the provision of bed tags at a capped level to meet the
Trust’s policy.

 The ISS Microbiologist continues to work closely with the Trust Microbiology team.

 ISS have introduced internal ‘Walk the Talk’ audits with local managers visiting wards
and departments and restaurant outlets. The purpose of this is to gather feedback
from all areas and from staff, patients and visitors to identify areas of service delivery
where we can implement change to benefit the customer. Follow up walks will take
place to ensure any change is effective.

Infection Prevention and Control are working with the Deputy Director of Nursing, Director
of Estates and the Soft Services Performance Group to determine an ongoing cleaning
programme that targets high risk areas more frequently and at a higher level. The Infection
Prevention and Control Team undertook a total of 412 environmental audits over the year,
the overall rate of compliance was 77% minimal compliance.
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1
st

Quarter 2
nd

Quarter 3
rd

Quarter 4
th

Quarter Overall year
St
Cross

73% n(6) 84% n(14) 78%n (16) 65% n(10) 77% n(42)

UH 78% n(81) 80% n(106) 75% n (97) 75% n(96) 77% n (377)
Total 75.5% n ( (87) 82% n(120) 76.5% n (113) 70% n (106) 77% n( 412)

Table showing the Infection Prevention and Control scores for environment 2011-2012.

5. SAVING LIVES

Infection Prevention and Control (IPC) will lead on Catheter associated infection, this is an
area of concern nationally and is a priority for all IPC practitioners. We are working with the
national RCN guidance team. The reduction of the use of catheters and prompt removal of
urinary catheters will be a focus for the coming year.

Annual Audits 2011-2012

Environment Sharps Hand Hygiene Isolation
St Cross 77% 91% 92% 94%
UH 77% 79% 87% 94%

6. SURGICAL SITE INFECTION (SSI) SURVEILLANCE

The Trust has undertaken Coronary artery bypass grafting SSI. A total of 124 procedures
were completed in the three month surveillance period. This data has been reconciled to
Collingdale and we await the report.

7. INCIDENTS AND OUTBREAKS 2011-2012

The Infection Prevention and Control Team dealt with :

Type Number of
Incidents

Type Number of
Incidents

Chicken Pox 2 Pressure room failure 3
Cystoscopy
decontamination

1 Parva virus 1

ESBL Neonates 4 Hep C. Renal Unit 1
Herpes simplex 1 Salmonella 1
Mumps 2 Scabies 3
Multi resistant acinetobacter
(MRAB)

3 Shingles 5

MSSA Neonates 7 Tavi ventilation failure 1
Norovirus (25 closed 24
hours for observation not
Norovirus)

7 Tuberculosis 43

Pertussis 4 Toe probe decontamination
failure

1

Other ventilation failures 3

The introduction of in house testing for Norovirus has greatly improved our ability to
manage situations quickly, as indicated by 25 areas which were re opened within 24 hours.
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8. WATER QUALITY

8.1 Legionella

There is a rolling programme of testing for the presence of legionella in water samples
throughout the Trust. No instances of hospital acquired legionella have occurred since the
new hospital was opened.

The Water Management Group continues to meet.

 University Hospital - a minor contamination of the water system was detected in the
FM building. Corrective measures have been put in place and the incident is now
closed.

 Rugby St Cross - progress continues to be made to eliminate the contamination
which is the culmination of a number of factors including closing down services and
changing the occupancy of buildings, such that the usage of water is significantly
below the deign parameters of the building design.

 Stratford Haemodialysis Unit - after a long period of difficulties with the landlord and
private estates facilities, which has required significant and useful input from the
Health & Safety Executive, significant headway has been made. The latest results
of water testing show the system to be clean. In addition a long term plan has been
produced which appears to be workable and all parties have signed up to.

9. NEW APPOINTMENTS

A new Consultant Microbiologist has been appointed to the Network and we look forward
to working with Dr Jenny Childs who is expected to begin her work here in July/August.
A secondment opportunity has arisen within the Infection Prevention and Control Team
for a year to cover a member of staff who is on leave for that period.

10. INFECTION CONTROL LINK STAFF TRAINING

The team held a very successful study day in October for all staff which evaluated very
well. It was held in at the Holiday Inn Walsgrave and the staff were well looked after with
the Trust receiving positive feedback about the enthusiasm and commitment of its staff
from some key national speakers, one of whom nominated the team for a National Health
Care award.

We now have two sets of link staff, one for Hand Hygiene and one for Infection
Prevention and Control purposes. A set of competencies have been developed to help
develop and support the link staff.

11. RECOMMENDATION

The Trust Board asked to note the Infection Prevention & Control Annual Report 2011-12.



Infection Control work plan 2011-2012
V8 April 2011

1

Appendix 1
University Hospitals Coventry & Warwickshire NHS Trust

Infection Control Work Plan 2011-2012
Topic Objective Action By whom By when

 Continually review and amend MRSA guidance in line
with local and national guidance

Infection
Prevention and
Control Team

March 2012National targets

Meticillin Resistant
Staphylococcus
Aureus ( MRSA)

Ensure sustainable
improvements against
locally set trajectory

 Continue to screen and monitor compliance figures
against screening of MRSA elective patients

IPC data analyst March 2012
Over 100 % for

elective and approx
70% compliance
with emergency.

Nationally this was
61% compliant

DH proposed 4 MRSA
Bacteraemia

UHCW adopts a zero
tolerance to MRSA
Bacteraemia.

 Continue to screen and monitor compliance figures
against screening of MRSA emergency admissions

Modern Matrons
Divisional nurse

directors

March 2012
Trajectory 4.

Compliance 1. no
bacteraemia for ten

months.

 All services to monitor and report on compliance with
the screening component of the MRSA policy and
develop remedial action plans as required

Modern
Matrons/Infection
Prevention and
Control Nurses

Monthly

 MRSA to be a key element in the Infection Control
educational programme.

Infection
prevention and
Control Team

Continuously

 Report data:
Nationally (monthly)
Locally to SHA (weekly Monday and Friday) and PCT
(monthly and quarterly) and to Trust Board (monthly,
quarterly, annual report) Divisions), Matrons and Ward
staff (daily/monthly)

Infection
Prevention and
Control Team

Infection
prevention and
Control analyst

Head of
performance

Weekly/monthly/
quarterly/annually
All targets for data

reporting met

 Monitor and report compliance with the MRSA quick
action guide and develop remedial action plans as
required with Modern Matrons monitoring through the

Infection
Prevention and
Control Nurses

Monthly
Monthly reports to
saving lives show
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saving lives group. good compliance
by nursing staff.

 Support root cause analysis ( RCA) at Divisional level
with Infection control assistance as required and
oversee implementation action plans To accompany the
medical teams to discuss the outcomes with the chief
executive.

Infection
Prevention and
Control Nurses

Ongoing
Work plan for 2012-

13 still requires
some improvement
in the standard of
RCA this reflects a

national
phenomenon

 Provide trend analysis information to the Infection
Prevention and Control committee, and Infection
Prevention and Control bulletin/

Infection
Prevention and
Control Team

Ongoing
Much improved

information
pathway developed

particularly the
dashboard

 Monitor and assist staff to display infection prevention
and control information and guidance in a clear
standardised way on the notice boards

Infection
Prevention and
Control team.
IPC HCSW

Ongoing.
Reported biweekly
and monitored by

saving lives .
As above

 Continue to assist and support root cause analysis
(RCA) and oversee action plans through the saving lives
group.
 Monitor and amend the RCA process as required.

Infection
prevention and
control team

Ongoing.
To continue to
work on the

standard of RCA
better compliance
from medical staff.

Hampered by a
shortage of

Microbiologist.

 Monitor compliance with the antibiotic policy via C diff
Performance Group- reporting any variances to the
Infection Prevention and Control Committee via the
CDT performance group report.

Matt Rogers/
Bernie Berretto

MonthlyClostridium difficile
( C diff)

DH set a trajectory of
86 for year 2011-2012  Investigate all cases of C diff that occur post 48 hours

from admission ( slice of PII )
 Develop remedial action plans

Infection Control
Team

Modern Matrons/
Ward Managers

Ongoing
Compliance/ audiot

analysis sheets
developed to assist

with tthis.
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Ongoing

 Progress business case supporting the implementation
of more sensitive C diff testing to develop a three level
system

DIPC
Jane Barry

May 2011
In place by
September
2011 but not
required
nationally in
newest
guidance some
discussion still
taking place as
to whether this
is sustained

 C diff to be a key element of infection prevention and
control educational programme.

Infection
Prevention and
Control Team

Continuously

 Review the results of the C Diff and death certificate
audit and distribute findings to the SHA and
organisation

Chief nurse
Medical Director

DipC

May 2011

 Review RCA process for C Diff and agree policy and
process after audit results are shared

Yvonne Gatley May 2011
But standard of

RCA paperwork still
needs work on

work plan for 2012-
2013.

 Implement and support an agreed process for root
cause analysis ( RCA) at Divisional level with Infection
Control assistance as required and oversee
implementation action plans

Infection Control
Nurses/ Modern

Matrons

Monitor and
amend as required

As above..

 Provide trend analysis information to the Infection
Control committee, C Diff Performance Group and
annual report.

Infection
Prevention and
Control Team

Ongoing
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 To continually review and revise policy to reflect national
guidance and local needs utilising the C diff quick action
guide.

 To monitor the effectiveness of this policy monthly and
report variances by auditing Cdiff quick action guides.

C diff
Performance

Group

Bi weekly
Performance group

now meets
monthly.

monthly

 Review cleaning agents efficacy against C diff spores to
ensure best practice

Infection
Prevention and
Control Team

with Operational
Cleaning Group

and Procurement
Group

Ongoing.
Trust staff

changed to Tristel
Chlorine dioxide

product

 Monitor and report compliance with the C Diff quick
action guide and develop remedial action plans as
required with Modern Matrons

Infection
Prevention and
Control Nurses

Monthly
compliance to

saving lives group
Good compliance

with the QAG
indicated that

nursing staff are
very able at

identifying and
reacting to potential
C diff patients. Still
requires increase in

Medical staff
compliance.

 Report data:
Nationally (monthly)
PCT (monthly and quarterly)
Trust Board (monthly, quarterly, annual report)

Divisions) Matrons and Ward staff (daily/monthly)
Monthly bulletin produced.

Infection
Prevention and
Control Team

Weekly/monthly/
quarterly/annually

To ensure compliance
with new DH
requirements

MSSA reporting and RCA  To ensure monthly reporting and to undertake at least
two RCA should there be more than two incidents of
post 48 hours MSSA bacteraemia

Infection
Prevention and
Control team in
conjunction with

Clinical

Monthly reporting
and RCA to be held

as required.
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Governance
department

Reporting of E- Coli
bacteraemia

 To ensure that process are in place to monitor and
report E- Coli bacteraemia occurring post 48 hours of
admission. To ensure that trends are analysed and
actions taken to reduce the numbers by targeting
education and improving and weaknesses in practice.

Infection
prevention and

Control team and
data analyst.

Head of
performance.

Monthly reporting
Work done to
assess link

between catheter
infections and e coli

in conclusive. To
work with

Community to
review from a

nursing/ residential
home aspect

Cleaning Standards To ensure compliance with
national standards

 Monitor cleaning standards at bi-weekly Operational
Cleaning meeting and agree any remedial action plans
with relevant teams

Infection
Prevention and
Control Team

Ongoing

 Continue to use the ICNA environmental audit tool.
To continue the cascading of this to the Modern
Matrons and IPC team to monitor each area bi
monthly for comparison.

Modern Matrons
ISS infection

Prevention and
Control team

Weekly
Bi monthly audit by

the IPC team.

 Report ICNA action plans by matrons at the Infection
Control cleaning group and Saving lives meetings. To
look at including in divisional review

Modern Matrons/
IPC team and

Divisional Nurse
Directors.

Bi weekly
Matrons undertake

their own ICNA
audits to work on

enabling ward
managers.

 Develop a spreadsheet to monitor cleaning scores of
the ICNA at operational cleaning group or saving lives

IPC data analyst April 2011
Reported bi weekly

at operational
cleaning group.

 To widen the role of the HCSW to “ walk the Trust “
across a two week period providing feedback and trend
analysis on basic cleaning and infection prevention and
control practices.

HCSW
Feedback to
matrons via
saving lives

Monthly.
Very successful
and published in

National healthcare
journal
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Audit To ensure that infection
control is embedded at all
levels of the organisation
and to comply with the
Health Act (DH 2006)

 Conduct audits as per forward audit plan
 Include audit of Infection Prevention and Control risk

assessment

Infection
Prevention and
Control Team

Ongoing

Education for
Employees and
Contractors at UHCW

To ensure that all staff have
access to infection control
education and mandatory
training

 Provide training on induction in conjunction with
mandatory training committee process

 Provide mandatory training
 Provide hand decontamination training and develop a

cascade team in clinical areas,
 Develop DVD and e-learning/self-assessment

packages in accordance with the trust mandatory
process.

 To provide any additional training sessions when
required on: emerging organisms

 Outbreak management.
 New requirements
 New practices.
 To develop a working group of junior doctors to foster

better understanding of roles and Infection prevention
and control requirements.

Infection
Prevention and
Control Team

Ongoing
Annually
Annually
Ongoing

As required.

Medical staff Training
Consultants To ensure all medical staff

receive mandatory training
annually to include hand
hygiene which is recorded
centrally

 Ensure every consultant within the Trust is trained to
perform hand decontamination according to trust policy
and this is recorded centrally Via OLM data base

 Include mandatory training for all consultants annually

Infection control
team, link staff
and modern
matrons

March 2012
Monitored Via OLM

Junior Doctors To ensure all medical staff
receive mandatory training
annually to include hand
hygiene which is recorded
centrally

 All junior doctors to receive hand hygiene training
annually. This must be formally assessed and signed
off as part of competencies. All training will be recorded
centrally on the OLM data base

Infection control
team, link staff
and modern
matrons

March 2012
On junior doctor
induction
programme
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To engage Junior medical
staff in competency based
learning. Particularly in
areas identified by RCA as
recruiting more education.

 To ensure engagement with the cannulation training
provided by the IV team within four weeks of induction

 To ensure engagement with the Blood culture training
offered to all staff within four weeks of induction.

 To ensure engagement with hand decontamination
and have sign off, within four weeks of induction.

 To undertake fit testing as required by all staff using
FFP2/3 masks.

IPC in
conjunction with
the IV team.

March 2012
Excellent work by

IV team and with
the clinical skills
team to undertake
T dics fior medical
students and
capture of junior
medical staff has
started.

Medical Students To ensure all medical
students are safe to
practice, Prior to
commencement of clinical
placement. all medical staff
receive mandatory training
annually to include hand
hygiene which is recorded
centrally

 All medical students to receive hand hygiene training
prior to commencement of clinical placement and have
a sign off or be on OLM

 Medical students to receive mandatory training on
induction to Trust. All training to be recorded on OLM
data base

Infection control
team, link staff
and modern
matrons

March 2012

 Attend PPI inspection visits on request and develop
remedial action plans with Modern Matron

Infection
Prevention and
Control Team/
Modern Matron

As required

The Infection Prevention
and Control team will work
with the Foundation Trust
team.

 To assist in public forum s and sessions for Foundation
Trust members.

Infection
Prevention and
Control team

As required
HCSW also

attends schools
and job fairs .

Aseptic Technique Establish baseline of
current practice and
improve on any poor
practice issues to ensure all
clinical staff understand
basic concepts of Asepsis.

 Undertake ‘snap shot’ observational audits of practice.
 Undertake audit of availability and use of equipment
 Monitor and report on compliance with aseptic and

clean technique guidelines and develop remedial action
plans

 To include principles of asepsis on essence of care
training and Induction for Nursing students.

Infection
Prevention and
control team with
Tissue viability
team.

May 2012
Year 2012-13 plan
to include review
and overhaul of

current teaching of
Asepsis. To include

more non touch
aseptic technique.

Water quality To ensure the safety and
quality of water provided to
both patients visitors and
staff

 The Water Management Group will monitor water
quality with special reference to legionella and
Pseudomonas and advise the Trust on appropriate
action plans and monitor compliance on agreed actions

Martin Kent
Continuous
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 Progress sign off of legionella policy with all partner
agencies

TB Strategy To provide a quality service
across the healthcare
economy region for patients
known or suspected to have
TB

 Participate in networking meetings to Identify ways of
improving TB services across the region linking with
the regional TB network

Infection
Prevention and

Control team. Dr
Ravi Gowda

Infectious
diseases

Consultant.

Continuous
Awaiting promised
national guidance
on contact tracing
within the hospital

environment

 Ensure effective implementation of the TB policy
locally

 Monitor appropriateness and effectiveness of facilities
to manage all patients with TB provided within the Trust

 Participate in the collection of data required in incident
management

 Provide timely reports on the progress of the TB forums
to Infection control committee.

Infection Prevention
and Control team
training.

The infection Prevention
and Control team should
possess a range of skills
that ensure the smooth
delivery of an evidenced
based and up to date
infection control service

 The Infection Prevent in and Control data analyst is
currently undertaking a BA at Coventry University

 Band 7 IPC nurse starting a leadership course.
 Band 7 IPC nurse to complete the Infection

Prevention and Control diploma.
 Team members’ undertaking teaching course

PTTLs
 Team members’ undertaking all mandatory

requirements and are fully up to date

Infection
Prevention and
Control team

March 2012
Completed

successfully.

High Impact
Interventions

To comply with Saving
Lives recommendations

 Report ventilated care bundles Modern Matron
Critical Care

Monthly

To assist in data collection
and the monitoring of
practice in accordance with
the saving lives bundle.

 Central venous catheters
 To be part of the working party looking at practices

across the Trust.

Modern Matron
Critical Care

Monthly

 Renal care Modern Matron
Renal

Monthly
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To assist with the
monitoring and reduction of
Urinary tract infection
associated with catheters

 Urethral catheter Modern Matrons
Surgery/Medicine

Quarterly

 Surgical site Tissue Viability
Nurse

 Peripheral venous cannulation IV Team Quarterly

 Clostridium difficile Infection Control
Team

Monthly

 MRSA Infection
Prevention and
Control team.

Monthly.

Clean your hands
campaign

To ensure that work started
by the clean your hands
campaign is sustained by
locally developed strategy
now that the national clean
your hands campaign has
disbanded.

 Hand hygiene stands to be set up at the main entrance
to hospital- To engage the public

 Ensure posters are delivered and displayed in all areas
 To maintain and strengthen the link system for hand

hygiene to extend across the spectrum of employees to
include medical champions.

 Deliver education at ward departmental level to ensure
all clinical staff are updated at least annually

 Assist in the maintenance of training records relating to
hand hygiene by putting names onto OLM

 Train link staff to help educate new starters to
ward/department areas

 Audit hand hygiene at local level – ICN to audit
annually Trust wide and whenever a PII occurs.

Clean hand co-
ordinator Monthly

Monthly

Quarterly

March 2012

As required
As required

Bare Below the
Elbows

To comply with the DoH
Directive

 To implement Bare Below the Elbows Guidance
 To work with the Medical Director to ensure compliance

with the code.

Human Resource
Dept

Continuous
External audit of
hand hygiene found
significant
reassurance of
hand hygiene

Aseptic Technique Establish baseline of
current practice

 Undertake ‘snap shot’ observational audits of practice.
 Undertake audit of availability and use of equipment

Infection
Prevention and

May 2012
See above
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 Monitor and report on compliance with aseptic and
clean technique guidelines and develop remedial action
plans

 To include principles of asepsis on essence of care
training and Induction for Nursing students.

control team with
Tissue viability
team.

Link staff To ensure link staff are well
educated and supported in
link role

 Meet with link staff monthly
 An annual study day is being planned for October 2011
 ICN’s will work with link staff on an individual basis in

their own work areas to assist in audit and the
education of staff

 To develop an accurate and current database of link
staff

Infection
Prevention and
Control Nurses

Ongoing
Monthly drop in

sessions.

Annual study day To facilitate an infection
control study day across
the network free to all NHS
Staff

 One day study day to be organised in the Clinical
Science Building October 2012 TBC, to include all staff
across the healthcare economy

Regional
Infection Control

Committee

October 2012

Ensure the concept of
Board to ward is
established in
practice.

Ensuring board to ward
responsibility for the
prevention of HCAI

 Report all infection control information to Heads of
Divisions for dissemination to clinical teams

 Engagement in RCAs and reporting to the Chief
Executive To include junior medical staff involved in
tote care in the RCA process.

 Report infection control issues at HMB, MAB and at
Divisional level

 Trust Board reports are delivered at public Trust board.

Infection
Prevention and
Control Team

On-going
Monthly bulletin

provided. Monthly
information given to

head of
performance for

discussion at
divisions.

To ensure greater
understanding of Infection
Prevention and Control at
divisional level.

 The Infection Prevention and Control team will attend a
selection of divisional QUIPs meetings of their areas to
ensure that the figures presented on behalf of IPC are
understood and to offer assistance to remedy any
shortfall

Infection
Prevention and
Control team

Monthly.

Management of
Influenza

To ensure readiness and
contingency plans are in
place for the management
of suspected/confirmed flu
including (H1N1) in light of
PCA testing.

 Review and revise flu plan/ policy in line with local
national guidance.

 A separate plan is available for a single case of avian
flu

 Test operational management of policy annually
 All contingency arrangements are in place for business

Dr Lockley
Consultant

Microbiologist.
Infection

Prevention and
Control team

Ongoing
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continuity
 To continue to offer training and fit testing for staff.
 To support both the Occupational Health Department

and Infection Control in the flu vaccination campaign
within the Trust to increase the uptake of those
vaccinated to protect the trust from seasonal flu

Policy/Guidelines To ensure all policies and
guidelines regarding the
prevention and control of
infection are updated in line
with national, local
guidelines. New polices will
be generated according to
service needs

 All Infection Control policies/guidelines to be reviewed
 Policies/guidelines to be ratified by the approved trust

process.
 Policies/guidelines to be disseminated to clinical areas

and all web sites to be updated regularly.

Infection
Prevention and
Control Team

Annually

Surveillance & data
collection

To ensure timely data
relative to alert organism is
collected and disseminated
to wards and departments,
to observe trends and
identification of potential
outbreaks of infection

 Improve the accuracy and efficiency of data collection
 To develop a more user friendly surveillance system

working with the ICT service to replace IC Net
Allowing greater transfer of information between the

Infection Prevention and Control team and the clinical
areas. This will also be more cost effective.

Infection
Prevention and
Control Team

IPC team and
ICT services

Monthly

Beginning April
2011

 Report data:
Nationally (monthly) (MESS data)
Locally to SHA (weekly Monday and Friday) and PCT

(monthly and quarterly) and to Trust Board (monthly,
quarterly, annual report) Divisions), Matrons and Ward
staff (daily/monthly)

Infection
Prevention and
Control Team

 Continue to provide surveillance data to clinicians,
divisions and wards in order to provide timely evidence
on their performance, which will be overseen by the
Infection Control Operational Group.

Infection
Prevention and
Control Team

Monthly

 Work with divisions, departments and wards to
standardise, maintain and display relevant
information on the Infection Prevention and Control
display boards.

Infection
Prevention and

Control data
analysts,

Monthly.
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Infection
Prevention and

Control team and
Modern Matrons.

 Report and act on any information that indicates a rise
from the threshold set for this organism on this location

Infection
Prevention and
Control Team

As required.
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Appendix 2
University Hospitals Coventry & Warwickshire NHS Trust

Infection Control Work Plan 2012-2013
Topic Objective Action By whom By when

 Continually review and amend MRSA guidance in line
with local and national guidance.

Infection
Prevention and
Control Team

March 2013National targets

Meticillin Resistant
Staphylococcus
Aureus ( MRSA)

Ensure sustainable
improvements against
locally set trajectory
Upper trajectory limit set as
2 MRSA bacteraemia.  Continue to screen and monitor compliance figures

against screening of MRSA elective patients New
guidance around screening expected.

IPC data analyst June 2012

DH proposed 2 MRSA
Bacteraemia

UHCW adopts a zero
tolerance to MRSA
Bacteraemia.

 Continue to screen and monitor compliance figures
against screening of MRSA emergency admissions

Modern Matrons
Divisional nurse

directors

June 2012

 All services to monitor and report on compliance with
the screening component of the MRSA policy and
develop remedial action plans as required

Modern
Matrons/Infection
Prevention and
Control Nurses

Monthly

 MRSA to be a key element in the Infection Control
educational programme.

 Education identified by failure highlighted in the RCA
process.

Infection
prevention and
Control Team

Quarterly

 Report data:
Nationally (monthly)
PCT (monthly and quarterly) and to Trust Board
(monthly, quarterly, annual report) Divisions), Matrons
and Ward staff (daily/monthly)

Infection
Prevention and
Control Team

Infection
prevention and
Control analyst

Head of
performance

Weekly/monthly/
quarterly/annually

 Monitor and report compliance with the MRSA quick
action guide and develop remedial action plans as
required with Modern Matrons monitoring through the
saving lives group.

Infection
Prevention and
Control Nurses

Monthly
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 Support root cause analysis ( RCA) at Divisional level
with Infection control assistance as required and
oversee implementation action plans To accompany the
medical teams to discuss the outcomes with the chief
executive.

Infection
Prevention and
Control Nurses

Weekly

 Provide trend analysis information to the Infection
Prevention and Control committee, and Infection
Prevention and Control bulletin

Infection
Prevention and
Control Team

Ongoing
Monthly

 Monitor and assist staff to display infection prevention
and control information and guidance in a clear
standardised way on the notice boards

 To establish the Infection prevention and Control
dashboard into practice.

Infection
Prevention and
Control team.
IPC HCSW

Ongoing.
Reported biweekly
and monitored by

saving lives .

 Monitor compliance with the antibiotic policy via C diff
Performance Group- reporting any variances to the
Infection Prevention and Control Committee via the
CDT performance group report.

Matt Rogers/
Bernie Berretto

MonthlyClostridium difficile
( C diff)

DH set a trajectory of
70for year 2012-2013  Investigate all cases of C diff that occur post 48 hours

from admission ( slice of PII ) To include all PCR
positive as well as toxin positive cases. Review by
Microbiologist.

 Develop remedial action plans

Infection Control
Team

Modern Matrons/
Ward Managers

Weekly

 C diff to be a key element of infection prevention and
control educational programme.

Infection
Prevention and
Control Team

Continuously

 Review the results of the C Diff and death certificate
audit and distribute findings to the SHA and
organisation

Chief nurse
Medical Director

DipC

March 2013

 Review RCA process for C Diff and agree policy and
process after audit results are shared

Yvonne Gatley May 2012

 Implement and support an agreed process for root
cause analysis ( RCA) at Divisional level with Infection
Control assistance as required and oversee
implementation action plans

Infection Control
Nurses/ Modern

Matrons

Monitor and
amend as required.
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 Provide trend analysis information to the Infection
Control committee, C Diff Performance Group and
annual report.

Infection
Prevention and
Control Team

Ongoing

 To continually review and revise policy to reflect national
guidance and local needs utilising the C diff quick action
guide.

 To monitor the effectiveness of this policy monthly and
report variances by auditing Cdiff quick action guides.

C diff
Performance

Group

Saving Lives

Monthly

monthly

 Review cleaning agents efficacy against C diff spores to
ensure best practice

Infection
Prevention and
Control Team

with Operational
Cleaning Group

and Procurement
Group

Ongoing.

 Report data:
Nationally (monthly)
PCT (monthly and quarterly)
Trust Board (monthly, quarterly, annual report)

Divisions) Matrons and Ward staff (daily/monthly)
Monthly dashboard produced.

Infection
Prevention and
Control Team

Weekly/monthly/
quarterly/annually

To ensure compliance
with new DH
requirements

MSSA reporting and RCA  To ensure monthly reporting and to undertake RCAs
 There is no target attached to this organism this year.

Infection
Prevention and
Control team in
conjunction with

Clinical
Governance
department

Monthly reporting
and RCA to be held

as required.

Reporting of E- Coli
bacteraemia

 To ensure that process are in place to monitor and
report E- Coli bacteraemia occurring post 48 hours of
admission. To ensure that trends are analysed and
actions taken to reduce the numbers by targeting
education and improving and weaknesses in practice.

Infection
prevention and

Control team and
data analyst.

Head of
performance.

Monthly reporting

Cleaning Standards To ensure compliance with
national standards

 Monitor cleaning standards at bi-weekly Operational
Cleaning meeting and agree any remedial action plans
with relevant teams. To participate in the performance
meetings with the Deputy Director of Nursing.

Infection
Prevention and
Control Team

Bi-weekly



Infection Control work plan 2012-2013
Master April 2012

4

 Continue to use the ICNA environmental audit tool.
To continue the cascading of this from Modern
Matrons to ward manages. IPC team to monitor
each area annually or when a PII occurs. for
comparison.

Modern Matrons
ISS infection

Prevention and
Control team

Annually by the IPC
team.

 Report ICNA action plans by matrons at the Infection
Control cleaning group

Modern Matrons/
IPC team and

Divisional Nurse
Directors.

Bi weekly

Audit To ensure that infection
control is embedded at all
levels of the organisation
and to comply with the
Health Act (DH 2006)

 Conduct audits as per forward audit plan Infection
Prevention and
Control Team

Monthly

Education for
Employees and
Contractors at UHCW

To ensure that all staff have
access to infection control
education and mandatory
training

 Provide training on induction in conjunction with
mandatory training committee process

 Provide mandatory training
 Provide hand decontamination training and develop a

cascade team in clinical areas,
 To provide any additional training sessions when

required on: emerging organisms
 Outbreak management.
 New requirements
 New practices.
 To develop a working group of junior doctors to foster

better understanding of roles and Infection prevention
and control requirements.

Infection
Prevention and
Control Team

Monthly
Annually
Annually
Monthly

As required.

Medical staff Training
Consultants

To ensure all medical staff
receive mandatory training
annually to include hand
hygiene which is recorded
centrally

 Ensure every consultant within the Trust is trained to
perform hand decontamination according to trust policy
and this is recorded centrally Via OLM data base

 Include mandatory training for all consultants annually

Infection control
team, link staff
and modern
matrons

March 2013

Junior Doctors To ensure all medical staff
receive mandatory training
annually to include hand
hygiene which is recorded
centrally

 All junior doctors to receive hand hygiene training
annually. This must be formally assessed and signed
off as part of competencies. All training will be recorded
centrally on the OLM data base

Infection control
team, link staff
and modern
matrons

March 2013



Infection Control work plan 2012-2013
Master April 2012

5

To engage Junior medical
staff in competency based
learning. Particularly in
areas identified by RCA as
recruiting more education.

 To ensure engagement with the cannulation training
provided by the IV team.

 To ensure engagement with the Blood culture training
offered to all staff.

 To ensure engagement with hand decontamination
and have sign off,

 To undertake fit testing as required by all staff using
FFP2/3 masks.

IPC in
conjunction with
the IV team.

March 2013

Medical Students To ensure all medical
students are safe to
practice, Prior to
commencement of clinical
placement. all medical staff
receive mandatory training
annually to include hand
hygiene which is recorded
centrally

 All medical students to receive hand hygiene training
prior to commencement of clinical placement and have
a sign off or be on OLM

 Medical students to receive mandatory training on
induction to Trust. All training to be recorded on OLM
data base

 To work with the clinical skills team to ensure medical
students training is current and in line with best
practice.

Infection control
team, link staff
and modern
matrons

March 2013

 Attend PPI inspection visits on request and develop
remedial action plans with Modern Matron

Infection
Prevention and
Control Team/
Modern Matron

As required

The Infection Prevention
and Control team will work
with the Foundation Trust
team.

 To assist in public forum s and sessions for Foundation
Trust members.

Infection
Prevention and
Control team

As required.

Water quality To ensure the safety and
quality of water provided to
both patients visitors and
staff

 The Water Management Group will monitor water
quality with special reference to legionella and
Pseudomonas and advise the Trust on appropriate
action plans and monitor compliance on agreed actions

 Progress sign off of legionella policy with all partner
agencies

Martin Kent
DIPC

Monthly

TB Strategy To provide a quality service
across the healthcare
economy region for patients
known or suspected to have
TB

 Participate in networking meetings to Identify ways of
improving TB services across the region linking with
the regional TB network

Infection
Prevention and

Control team. Dr
Ravi Gowda

Infectious
diseases

Consultant.

Continuous
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 Ensure effective implementation of the TB policy
locally

 Monitor appropriateness and effectiveness of facilities
to manage all patients with TB provided within the Trust

 Participate in the collection of data required in incident
management. To develop a protocol for contact tracing
within the hospital environment.

TB network group June 2012

Infection Prevention
and Control team
training.

The infection Prevention
and Control team should
possess a range of skills
that ensure the smooth
delivery of an evidenced
based and up to date
infection control service

 Team members’ undertaking all mandatory
requirements and are fully up to date

 To encourage participation in National meetings and
to attend study days as appropriate and wherever
possible.

Infection
Prevention and
Control team

March 2013

Saving lives To assist in data collection
and the monitoring of
practice in accordance with
the saving lives bundle.

 Central venous catheters
 To be part of the working party looking at practices

across the Trust.

Modern Matron
Critical Care

Monthly

To assist with the
monitoring and reduction of
Urinary tract infection
associated with catheters.

 To lead meetings on a monthly basis and examine
practice through audit and annual prevalence audits.

Modern Matrons
Surgery/Medicine

Monthly

 Clostridium difficile Infection Control
Team

Monthly

 MRSA Infection
Prevention and
Control team.

Monthly.

Clean your hands
campaign

To ensure that work started
by the clean your hands
campaign is sustained by

 Hand hygiene stands to be set up at the main entrance
Clean hand co-
ordinator Monthly
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locally developed strategy
now that the national clean
your hands campaign has
disbanded.

to hospital- To engage the public
 To maintain and strengthen the link system for hand

hygiene to extend across the spectrum of employees to
include medical champions.

 Deliver education at ward departmental level to ensure
all clinical staff are updated at least annually

 Assist in the maintenance of training records relating to
hand hygiene by putting names onto OLM

 Train link staff to help educate new starters to
ward/department areas

 Audit hand hygiene at local level – ICN to audit
annually Trust wide and whenever a PII occurs.

 To develop links with local communities to include
collaborative working to engage staff in hand hygiene
using multi ,media approaches.

Monthly

Quarterly

March 2013

As required
As required

Bare Below the
Elbows

To comply with the DoH
Directive

 To implement Bare Below the Elbows Guidance
 To work with the Medical Director to ensure compliance

with the code.

Human Resource
Dept

Monthly

Aseptic Technique Establish baseline of
current practice

 To include principles of asepsis on essence of care
training and Induction for nursing students.

 To re evaluate the training of aseptic non touch
techniques

Infection
Prevention and
control team with
Tissue viability
team.

May 2013

Link staff To ensure link staff are well
educated and supported in
link role

 Meet with link staff monthly
 An annual study day is being planned for October 2012
 A half day study is planned for May 2012
 ICN’s will work with link staff on an individual basis in

their own work areas to assist in audit and the
education of staff

 To develop and maintain an accurate and current
database of link staff

Infection
Prevention and
Control Nurses

Ongoing
Monthly drop in

sessions.

Annual study day To facilitate an infection
control study day across
the network free to all NHS
Staff

 One day study day to be organised October 2013
 A half day study day is planned for link staff in May

2012

Regional
Infection Control

Committee

October 2012
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Ensure the concept of
Board to ward is
established in
practice.

Ensuring board to ward
responsibility for the
prevention of HCAI

 Report all infection control information to Heads of
Divisions for dissemination to clinical teams

 Engagement in RCAs and reporting to the Chief
Executive To include junior medical staff involved in
tote care in the RCA process.

 Report infection control issues at HMB, MAB and at
Divisional level

 Trust Board reports are delivered at public Trust board.

Infection
Prevention and
Control Team

On-going
Monthly bulletin

provided. Monthly
information given to

head of
performance for

discussion at
divisions.

Management of
Influenza

To ensure readiness and
contingency plans are in
place for the management
of suspected/confirmed flu.

 Review and revise flu plan/ policy in line with local
national guidance.

 To continue to offer training and fit testing for staff.
 To support both the Occupational Health Department

and Infection Control in the flu vaccination campaign
within the Trust to increase the uptake of those
vaccinated to protect the trust from seasonal flu

Dr Lockley
Consultant

Microbiologist.
Infection

Prevention and
Control team

Quarterly

Policy/Guidelines To ensure all policies and
guidelines regarding the
prevention and control of
infection are updated in line
with national, local
guidelines. New polices will
be generated according to
service needs

 All Infection Control policies/guidelines to be reviewed
 Policies/guidelines to be ratified by the approved trust

process.
 Policies/guidelines to be disseminated to clinical areas

via the in touch magazine and all web sites to be
updated regularly.

Infection
Prevention and
Control Team

Annually

Surveillance & data
collection

To ensure timely data
relative to alert organism is
collected and disseminated
to wards and departments,
to observe trends and
identification of potential
outbreaks of infection

 Improve the accuracy and efficiency of data collection
 To develop a more user friendly surveillance system

working with the ICT service to replace IC Net
Allowing greater transfer of information between the

Infection Prevention and Control team and the clinical
areas. This will also be more cost effective.

Infection
Prevention and
Control Team

IPC team and
ICT services

Monthly

March 2013

 Report data:
Nationally (monthly) (MESS data)
Locally to SHA (and PCT (monthly and quarterly) and to

Trust Board (monthly, quarterly, annual report)
Divisions), Matrons and Ward staff (daily/monthly)

Infection
Prevention and
Control Team
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 Continue to provide surveillance data to clinicians,
divisions and wards in order to provide timely evidence
on their performance, which will be overseen by the
Infection Control Committee.

Infection
Prevention and
Control Team

Monthly

 Work with divisions, departments and wards to
standardise, maintain and display relevant
information on the Infection Prevention and Control
display boards.

Infection
Prevention and

Control data
analysts,
Infection

Prevention and
Control team and
Modern Matrons.

Monthly.

 Report and act on any information that indicates a rise
from the threshold set for this organism on this location

Infection
Prevention and
Control Team

As required.
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GLOSSARY

Abbreviation In Full
BPPC Better Payments Practice Code
CIP Cost Improvement Programme
CLRN Comprehensive Local Research Network
CQUIN Commissioning for Quality and Innovation
CRL Capital Resource Limit
DH Department of Health
EBITDA Earnings before Interest, Depreciation and Amortisation
EFL External Financing Limit
ENT Ear, Nose and Throat
ET&R Education, Training and Research
GP General Practitioner
HPC Healthcare Purchasing Consortium
HR Human Resources
I&E Income and Expenditure
ICT Information and Communications Technology
IFRS International Financial Reporting Standards
PDC Public Dividend Capital
PFI Private Finance Initiative
ROA Return on Assets
UHCW University Hospitals Coventry and Warwickshire NHS Trust
VAT Value Added Tax
WTE Whole Time Equivalent
YTD Year to Date
RAG Red, Amber, Green (Risk rating scoring system)
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NB Presentations need to be submitted for inclusion in Board papers
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PURPOSE OF THE REPORT / PRESENTATION:

• To update the committee as to the financial position of the Trust for the 2011/12 financial year.



UNIVERSITY HOSPITALS COVENTRY AND WARWICKSHIRE NHS TRUST

REPORT TO THE TRUST BOARD: PUBLIC

25
th

April 2012

SUMMARY OF KEY ISSUES:

 The Trusts has met its statutory Department of Health break even duty, reporting a surplus of £1.4m,
against a target of £1.222m

 The Trust has also met its statutory duty to remain with in its Capital Resource Limit (CRL). The CLR limit
expressed as a maximum target and the Trust has out-turned at £10.394m against a target of £12.855m

 The Trust has also met its statutory duty to remain with in its External Financing Limit (EFL). The EFL limit
expressed as a maximum target and the Trust has out-turned at £5.693m against a target of £11.811m

 The Trust has also met its statutory duty to deliver a 3.5% Capital absorption rate. (i.e. PDC payment of
3.5% of net relevant assets)

 The Trusts primary financial statements will be tabled at the meeting

 The Trust is on track to meet all its financial targets

SUMMARY OF KEY RISKS:

None

RECOMMENDATION / DECISION REQUIRED:

The Trust Board is asked to:

 Note the content of the report in particular the Trust’s financial position for 2011/12.

IMPLICATIONS:

Financial: Achieve statutory break-even duty and remain within CRL and EFL.

HR / Equality & Diversity: None identified

Governance: None identified

Legal: None identified

REVIEW:

Trust Standing Committee Date Trust Standing Committee Date
Quality Governance Committee Remuneration Committee
Finance and Performance Committee Executive Meeting
Audit Committee



UNIVERSITY HOSPITALS
COVENTRY AND WARWICKSHIRE NHS TRUST

TRUST BOARD

FINANCE REPORT

Finance Report
for the twelve months ended 31st March 2012

1. Introduction

1.1. The purpose of this report is to provide the Board with a high level update on
the Trust’s financial performance for 2011/12.

2. Financial Position – Year End

2.1. The Trust’s has met its statutory Department of Health break even duty,
reporting a surplus of £1.4m, against a target of £1.222m

2.2. The Trust has also met its statutory duty to remain with in its Capital
Resource Limit (CRL). The CLR limit expressed as a maximum target and
the Trust has out-turned at £10.394m against a target of £12.855m

2.3. The Trust has also met its statutory duty to remain with in its External
Financing Limit (EFL). The EFL limit expressed as a maximum target and the
Trust has out-turned at £5.693m against a target of £11.811m

2.4. The Trust has also met its statutory duty to deliver a 3.5% Capital absorption
rate. (i.e. PDC payment of 3.5% of net relevant assets)

3. Process for Finalisation of Accounts

3.1. At the time of writing this report the Trust draft financial accounts were being
finalised. The accounts are due to be submitted to the Department of Health
and the Trust Auditors on 23rd April 2012.

3.2. The audit of the accounts commences on 30th April 2012 and will conclude in
time for the extraordinary meetings of the Audit Committee and the Trust
Board on the 1st of June to review and adopted the accounts.

3.3. The final date for submission of the audited accounts to the Department of
Health is 11th June 2012.



4. Next Steps

4.1. A formal report on the month 12 position will be presented in May, along with
an assessment of any implications on the 2012/13 plan

4.2. As in previous years a year end debriefing session will look to identity areas
where the process could be improved for future years.

5. Conclusion

5.1. The Trust is on track to meet all it’s financial duties for 2011/12.

6. Recommendations

6.1. Note the content of the report in particular the Trust’s financial position for
2011/12.
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Report By: Simon Reed, Head of Performance Management

Author: Simon Reed, Head of Performance Management

Accountable Executive Director: Andy Hardy, Chief Executive Officer

GLOSSARY

Abbreviation In Full
DH Department of Health
UHCW University Hospitals Coventry and Warwickshire
SHAs Strategic Health Authorities
PCTs Primary Care Trusts

WRITTEN REPORT (provided in addition to cover sheet)? Yes No

POWERPOINT PRESENTATION? Yes No
NB Presentations need to be submitted for inclusion in Board papers

Title
Approx. Length

PURPOSE OF THE REPORT / PRESENTATION:

The SHA wide Provider Management Regime (PMR) has now been rolled out which each Trust is
required to complete on a monthly basis.

The PMR was being introduced in shadow form for East Midlands and West Midlands Trusts during
the period January to February 2012. The SHA advised that the return for March 2012 would be the
first instance to be reported at their public board meeting in May 2012. The expectation is that PMR
will be fully operational from April 2012 onwards. This regime was introduced to support Trusts in
working with the SHA in a “Monitor like” way, preparing Trusts for their DH and Monitor Foundation
Trust assessment and subsequent monitoring post authorisation under the Monitor Compliance
Framework.

The regime provides an opportunity for providers to earn autonomy from the SHA. Providers who
can demonstrate consistent performance of governance, finance, quality and contract management
will make less frequent returns and meet with the SHA less often than those that face issues. There
is also a clear escalation process for Trusts with persistently poor ratings or other issues. The
detailed processes and rules by which a Trust can gain autonomy or might face escalation are
outlined within separate SHA guidance.

Between January 1st 2012 and 29th February 2012 the PMR was implemented in shadow form. This
provided an opportunity for the Trusts in East and West Midlands to develop and understand the
regime during the first part of quarter 4 of 2011/12. In April this process will be fully implemented.
Trust risk ratings reported in March will be reported publicly to the SHA Cluster Board in May 2012.

The approach will prepare organisations for the proposed national single operating model for SHA
over-sight of aspirant NHS Trusts, which is due to be published in early 2012.

The first return of the Provider Management Regime templates to the SHA was on the last working
day of January (31st January 2012); and then on the last working date of every month thereafter.
Late submissions will be over-ridden to a red governance risk rating. The expectation is also for the
monthly template returns to be signed off by the Trust Board.
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SUMMARY OF KEY ISSUES:

Based on the data provided by the relevant leads the Trust risk ratings are as detailed below:

PERIOD
Governance
Risk Rating

Financial
Risk Rating

Contractual
Position

FEB-12 Amber (2.0) Green (3.0) Amber
MAR-12 Amber (2.0) TBC Amber

Appendix A is a copy of UHCW’s proposed submission to the SHA at the end of March 2012

Specified areas of insufficient assurance are:

 C-diff
 A&E – total time in A&E

An update will be tabled for Trust Board for the financial risk rating, financial risk triggers and line 14
in the Quality section (agency and bank spend as a percentage of turnover)

SUMMARY OF KEY RISKS:

The governance risk rating and contractual positions are showing as Amber

RECOMMENDATION / DECISION REQUIRED:

 Trust Board to approve the Provider Manager Regime return based on February 2012 data for onward
submission to the SHA.

 Trust Board to confirm its support for Governance Declaration 2 (for insufficient assurance that all targets
are being met).

IMPLICATIONS:

Financial: N/A

HR / Equality & Diversity: N/A

Governance: Performance against the PMR submission will impact on the trusts ability to
move forward with its Foundation Trust application

Legal: N/A

REVIEW:

Trust Standing Committee Date Trust Standing Committee Date
Quality Governance Committee Remuneration Committee
Finance and Performance Committee Executive Meeting
Audit Committee



SELF-CERTIFICATION RETURNS

Organisation Name:

University Hospitals Coventry and Warwickshire NHS Trust

Monitoring Period:

Mar 2012

NHS Midlands & East
Provider Management Regime

2011/12

Returns to
provider.development@westmidlands.nhs.uk by

the last working day of each month
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2011/12 In-Year Reporting

Name of Organisation: Period: Mar 2012

Organisational risk rating

* Please type in R, A or G

Governance Declarations

Supporting detail is required where compliance cannot be confirmed.

Governance declaration 1

Signed by: Print Name:

on behalf of the Trust Board Acting in capacity as:

Signed by: Print Name:

on behalf of the Trust Board Acting in capacity as:

Governance declaration 2

Signed by : Print Name :

on behalf of the Trust Board Acting in capacity as:

Signed by : Print Name :

on behalf of the Trust Board Acting in capacity as:

If Declaration 2 has been signed:

Target/Standard:

The Issue :

Action :

Target/Standard:

The Issue :

Action :

NHS Trust Governance Declarations :

NHS Midlands and East organisations, subject to the Provider Management Regime, must ensure that plans in place are sufficient to ensure compliance in

relation to all national targets and including ongoing compliance with the Code of Practice for the Prevention and Control of Healthcare Associated

Infections, CQC Essential standards and declare any contractual issues.

University Hospitals Coventry and Warwickshire

NHS Trust

Each organisation is required to calculate their risk score and RAG rate their current performance as per the 2011/12 Provider Management Regime, in

addition to providing comment with regard to any contractual issues and compliance with CQC essential standards:

Score / RAG rating*

2.0 (Amber)Governance Risk Rating (RAG as per NHS Midlands and East PMR guidance)

Please complete sign one of the two declarations below. If you sign declaration 2, provide supporting detail using the form below. Signature may be either

hand written or electronic, you are required to print your name.

The Board is satisfied that plans in place are sufficient to ensure continuing compliance with all existing targets (after the application of thresholds), and

with all known targets going forward. The board is satisfied that plans in place are sufficient to ensure ongoing compliance with the Code of Practice for the

Prevention and Control of Healthcare Associated Infections (including the Hygiene Code) and CQC Essential standards. The board also confirms that there

are no material contractual disputes.

Contractual Position (RAG as per NHS Midlands and East PMR guidance)

Key Area for rating / comment by Provider

3 (Green)

Amber

Financial Risk Rating (Assign number as per NHS Midlands and East PMR guidance)

C-diff

For one or some of the following declarations Governance, Finance, Service Provision, Quality and Safety, CQC essential standards or the Code of

Practice for the Prevention and Control of Healthcare Associated Infections the Board cannot make Declaration 1 and has provided relevant details below.

The board is suggesting that at the current time there is insufficient assurance available to ensure continuing compliance with all existing targets (after

the application of thresholds) and/or that it may have material contractual disputes.

Andrew Hardy

Chairman

Chief Executive Officer

Philip Townshend

Please identify which targets have led to the Board being unable to sign declaration 1. For each area such as Governance, Finance, Contractual, CQC

Essential Standards, where the board is declaring insufficient assurance please state the reason for being unable to sign the declaration, and explain briefly

what steps are being taken to resolve the issue. Please provide an appropriate level of detail.

Daily review and ongoing action plans both internally and with health economy

Controls for C-dff are satisfactory as evidenced by C-diff rates. Other than a technicality in the process,

the C-diff target would be met

Frequent cleaning performance meetings and cleaning performance framework implemented

A&E: total time in A&E

Increased volume and acuity of A&E activity

2 Gov Dec Page 2 of 24 Enc 11.1 - PMR March 2012



Ref Area Indicator Sub Sections
Thresh-

old

Weight-

ing

April

2011

May

2011

Jun

2011

July

2011

Aug

2011

Sept

2011

Oct

2011

Nov

2011

Dec

2011

Jan

2012

Feb

2012

Mar

2012

Comments where target

not achieved in month?

1 Safety Clostridium Difficile
Are you below the ceiling for your

monthly trajectory
Contract
with PCT

1.0 NO NO NO NO

• In March 2012 there were 6 C-Diff infections in UHCW. Year-to-date,
there have been 90 C-Diff infections. This is 4 (4.7%) above the
cumulative trajectory of 86 for the period 1 April 2011 to 31 March 2012.
• The year-end position represents a 14% reduction from previous year.

ACTIONS:

• Actions taken include more frequent cleaning performance meetings
with ISS, Nursing and Vinci to resolve strategic issues. New cleaning
performance framework introduced to wards to rectify non-compliance
with cleaning standards, infection control practices and estates.
• The testing and reporting process has been reviewed against new
national and local guidance and changes implemented accordingly.
• With support of Arden Cluster, a request was submitted to the
Department of Health to unlock data during Oct-Dec, when PCR testing
was in place. This request was denied.

2 Safety MRSA
Are you below the ceiling for your

monthly trajectory
Contract
with PCT

1.0 YES YES YES YES

Surgery 94%
Anti cancer drug treatments 98%

Radiotherapy 94%

From urgent GP RTT 85%

From consultant screening service
referral

90%

5a
Patient

Experience
RTT waiting times – admitted 95th percentile 23 wks 1.0 YES YES YES YES

5b
Patient

Experience
RTT waiting times – non-admitted 95th percentile 18.3 wks 1.0 YES YES YES YES

6 Quality
All Cancers: 31-day wait from diagnosis to
first treatment

96% 0.5 YES YES YES YES

all cancers 93%
for symptomatic breast patients
(cancer not initially suspected)

93%

8a Quality A&E: Total time in A&E
Total time in A&E

(95%)
≤ 4 hrs 1.0 NO NO NO NO

• During March 2012, the 95th percentile total waiting time for all A&E
attendances (excluding planned follow ups) was 337 minutes. This is 97
minutes above the target of 240 minutes (4 hours). Performance can be
broken down further to show that the 95th percentile wait for non-admitted
patients was 240 minutes. This matched the target of 240 minutes.
However, the 95th percentile wait for admitted patients was 550 minutes.
This was 310 minutes above the target.

ACTIONS:

• As reported in previous months the Trust continues to work with the PCT
on the Joint Action Plan to improve flow and reduce blockages at the
back door stopping ED from processing patients in a timely fashion
• The Trust is continuing to work with ECIST (Emergency Care Intensive
Support Team) in improving the flow through the Trust. The ED clinical
model was described as an exemplar in the country by ECIST
• 2 Additional SpR’s are working on days at the weekend to ensure
clinical decisions are taken robustly
• Reconfiguration of ward 23 had given us 13 medical beds, 10 surgery
and 18 Gynae till the end of May
• The executive team have met with the clinical leads for A&E
and Acute Medicine to discuss the clinical model in detail and
an a revised model has been agreed. This will be rolled out

over the coming months with support of Sharon Beamish
who will be helping to lead this work

7

3

4 1.0

0.5

Quality

University Hospitals Coventry
and Warwickshire NHS Trust

ACUTE
GOVERNANCE RISK RATINGS 2011/12

Quality
All cancers: 31-day wait for second or
subsequent treatment, comprising either:

Quality
Cancer: 2 week wait from referral to date
first seen, comprising either:

1.0

All cancers: 62-day wait for first treatment,
comprising either:

YES YES

YES

Insert YES (target met in month), NO (not met in month) or N/A (as appropriate)

See separate rule for A&E

YES YES

YES

YES YES

YESYES

We cannot confirm final 62 day target data until all Trusts have validated
and submitted their data onto Open Exeter as this affects UHCW targets.
The deadline for data to be submitted to Open Exeter is approx 6 weeks
after month end

YES YES
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Ref Area Indicator Sub Sections
Thresh-

old

Weight-

ing

April

2011

May

2011

Jun

2011

July

2011

Aug

2011

Sept

2011

Oct

2011

Nov

2011

Dec

2011

Jan

2012

Feb

2012

Mar

2012

Comments where target

not achieved in month?

Total time in A&E
(95th percentile)

≤4 hrs

Time to initial assessment
(95th percentile)

≤15 mins

Time to treatment decision
(median)

≤60 mins

Unplanned re-attendance rate ≤5%
Left without being seen ≤5%

17
Patient

experience

Certification against compliance with
requirements regarding access to
healthcare for people with a learning
disability

N/A 0.5 YES YES YES YES

CQC Registration

A Safety CQC Registration
Are there any compliance
conditions on registration

outstanding.
0 1.0 NO NO NO NO

B Safety CQC Registration
Are there any restrictive

compliance conditions on
registration outstanding.

0 2.0 NO NO NO NO

C Safety
Moderate CQC concerns regarding the
safety of healthcare provision

0 1.0 NO NO NO NO

D Safety
Major CQC concerns regarding the safety
of healthcare provision

0 2.0 NO NO NO NO

E Safety
Formal CQC Regulatory Action resulting in
Compliance Action

0 2.0 NO NO NO NO

F Safety
Formal CQC Regulatory Action resulting in
Enforcement Action

0 4.0 NO NO NO NO

G Safety

NHS Litigation Authority – Failure to
maintain, or certify a minimum published
CNST level of 1.0 or have in place
appropriate alternative arrangements

0 2.0 NO NO NO NO

TOTAL 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 2.0 2.0 2.0 2.0

8b Quality

A&E:

NB Please record the areas not being met
in the comments sheet

1
No

weighting

Total Wait: 95th percentile target of <=240 mins. March performance was
337 mins
Time to initial assessment: 95th percentile target of <= 15 mins. March
performance was 17 mins
Time to treatment: Median target of <= 60 mins. March performance was
64 mins

1 3 3

3 GRR Acute Page 4 of 24 Enc 11.1 - PMR March 2012



Ref Area Indicator Sub Sections
Thresh-

old

Weight-

ing

Apr

2011

May

2011

June

2011

Jul

2011

Aug

2011

Sept

2011

Oct

2011 Mar

Nov

2011

Dec

2011

Jan

2012

Feb

2012

Mar

2012

Comments where target

not achieved in month?

Receiving F/U contact within 7

days of discharge
95%

Having formal review

within 12 months
95%

11 Quality
Minimising mental health delayed transfers

of care
≤7.5% 1.0

12 Quality
Admissions to inpatients services had

access to crisis resolution home treatment

teams

90% 1.0

13 Quality
Meeting commitment to serve new

psychosis cases by early intervention teams
95th percentile

Contract

with PCT
0.5

14 Effectiveness Data completeness: identifiers 99% 0.5

15 Effectiveness
Data completeness: outcomes for patients

on CPA
50% 0.5

17
Patient

experience

Certification against compliance with

requirements regarding access to

healthcare for people with a learning

disability

N/A 0.5

CQC Registration

A Safety CQC Registration
Compliance condition's on

registration
0 1.0

B Safety CQC Registration
Restrictive compliance conditions

on registration
0 2.0

C Safety
Moderate CQC concerns regarding the

safety of healthcare provision
0 1.0

D Safety
Major CQC concerns regarding the safety of

healthcare provision
0 2.0

E Safety
Formal CQC Regulatory Action resulting in

Compliance Action
0 2.0

F Safety
Formal CQC Regulatory Action resulting in

Enforcement Action
0 4.0

G Safety

NHS Litigation Authority – Failure to

maintain, or certify a minimum published

CNST level of 1.0 or have in place

appropriate alternative arrangements

0 2.0

TOTAL 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0

MENTAL HEALTH

GOVERNANCE RISK RATINGS 2011/12

University Hospitals Coventry

and Warwickshire NHS Trust
Insert YES (target met in month), NO (not met in month) or N/A (as appropriate)

10 Quality
Care Programme Approach (CPA) patients,

comprising either:
1.0
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Ref Area Indicator Sub Sections
Thresh-

old

Weight-

ing

Apr

2011

May

2011

June

2011

Jul

2011

Aug

2011

Sept

2011

Oct

2011 Mar

Nov

2011

Dec

2011

Jan

2012

Feb

2012

Mar

2012

Comments where target

not achieved in month?

16a Quality
Category A call –emergency response within

8 minutes
Life Threatening 75% 1.0

16b Quality
Category A call – ambulance v ehicle arriv es

within 19 minutes
95% 1.0

17
Patient

experience

Certif ication against compliance with

requirements regarding access to healthcare

f or people with a learning disability

N/A 0.5

CQC Registration

A Saf ety CQC Registration Compliance condition's on registration 0 1.0

B Saf ety CQC Registration
Restrictive compliance conditions on

registration
0 2.0

C Saf ety
Moderate CQC concerns regarding the

saf ety of healthcare prov ision
0 1.0

D Saf ety
Major CQC concerns regarding the saf ety of

healthcare prov ision
0 2.0

E Saf ety
Formal CQC Regulatory Action resulting in

Compliance Action
0 2.0

F Saf ety
Formal CQC Regulatory Action resulting in

Enf orcement Action
0 4.0

G Saf ety

NHS Litigation Authority – Failure to

maintain, or certif y a minimum published

CNST lev el of 1.0 or hav e in place

appropriate alternativ e arrangements

0 2.0

TOTAL 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0

Insert YES (target met in month), NO (not met in month) or N/A (as appropriate)
AMBULANCE

GOVERNANCE RISK RATINGS 2011/12

University Hospitals Coventry and

Warwickshire NHS Trust
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Ref Area Indicator Sub Sections
Thresh-

old

Weight-

ing

Apr

2011

May

2011

June

2011

Jul

2011

Aug

2011

Sept

2011

Oct

2011 Mar

Nov

2011

Dec

2011

Jan

2012

Feb

2012

Mar

2012

Comments where target

not achieved in month?

1 Safety Clostridium Difficile
Are you below the ceiling for your

monthly trajectory

Contract

with PCT
1.0

2 Safety MRSA
Are you below the ceiling for your

monthly trajectory

Contract

with PCT
1.0

18 Quality Delayed Transfers of Care
Are you below the ceiling for your

monthly trajectory

Contract

with PCT
0.5

19
Patient

Experience
GUM Access - within 48 hours 95th percentile ≤ 48 hrs 0.5

20 Effectiveness Chlamydia Screening
Contract

with PCT
0.5

21 Effectiveness Smoking quitters
Contract

with PCT
0.5

8a Quality Minor Injuries Unit / A&E (Q1):
Total time

(95th percentile)
≤ 4 hrs 1.0

Total time

(95th percentile)
≤4 hrs

Time to initial assessment

(95th percentile)
≤15 mins

Time to treatment decision (median) ≤60 mins

Unplanned re-attendance rate ≤5%

Left without being seen ≤5%

22
Patient

Experience
6 week wait for diagnostic 100% ≤ 6 wks 0.5

23 Safety New birth visits
Contract

with PCT
0.5

24 Effectiveness HPV (Human Papillomavirus) Uptake
Contract

with PCT
0.5

25
Patient

Experience

Community equipment store response

within seven days
100% ≤ 7 days 0.5

26a Safety
Urgent District Nurse response within 24

hours
100% ≤ 24 hrs 0.5

26b
Patient

Experience

Non-urgent District Nurse response

within 48 hours
100% ≤ 48 hrs 0.5

17
Patient

experience

Certification against compliance with

requirements regarding access to

healthcare for people with a learning

disability

N/A 0.5

CQC Registration

A Safety CQC Registration
Are there any compliance conditions on

registration outstanding.
0 1.0

B Safety CQC Registration
Are there any restrictive compliance

conditions on registration outstanding.
0 2.0

C Safety
Moderate CQC concerns regarding the

safety of healthcare provision
0 1.0

D Safety
Major CQC concerns regarding the

safety of healthcare provision
0 2.0

E Safety
Formal CQC Regulatory Action resulting

in Compliance Action
0 2.0

F Safety
Formal CQC Regulatory Action resulting

in Enforcement Action
0 4.0

G Safety

NHS Litigation Authority – Failure to

maintain, or certify a minimum published

CNST level of 1.0 or have in place

appropriate alternative arrangements

0 2.0

TOTAL 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0

COMMUNITY TRUST

GOVERNANCE RISK RATINGS 2011/12

University Hospitals Coventry and

Warwickshire NHS Trust
Insert YES (target met in month), NO (not met in month) or N/A (as appropriate)

See separate rule for MIU/A&E

8b Quality

MIU / A&E/ WiC (from Q2):

NB Please record the areas not being

met in the comments column

No

weighting
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FINANCIAL RISK RATING 2011/12

Criteria Indicator Weight 5 4 3 2 1

Annual

Plan

2011/12

Apr

2011

May

2011

June

2011

Jul

2011

Aug

2011

Sept

2011

Oct

2011
Mar

Nov

2011

Dec

2011

Jan

2012

Feb

2012

Mar

2012
Comments on Performance in Month

Underlying

performance
EBITDA margin % 25% 11 9 5 1 <1 4 4 4

Achievement

of plan
EBITDA achieved % 10% 100 85 70 50 <50 3 4 4

Return on assets % 20% 6 5 3 -2 <-2 4 4 4

I&E surplus margin % 20% 3 2 1 -2 <-2 2 2 2

Liquidity Liquid ratio days 25% 60 25 15 10 <10 3 3 3

Average Weighted Average 100% 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 3.3 3.4 3.4 0.0

Overriding

rules
Overriding rules 0 0 0

Overall

rating
Final Overall rating 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 3.0 3.0 3.0 0.0

Feb reflects the forecast outturn for 2011/12 as
per guidance received

Overriding Rules :

Max Rating

3
3
2
2
3
1
2

Financial

efficiency

Risk Ratings

University Hospitals Coventry and Warwickshire
NHS Trust

Rule

Two Financial Criteria at "2"

Plan not submitted complete and correct
PDC divident not paid in full

Insert the Score (1-5) Achieved for each Criteria Per Month

One Financial Crieterion at "1"
One Financial Crieterion at "2"

Plan not submitted on time

Two Financial Criteria at "1"
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FINANCIAL RISK TRIGGERS 2011/12

Criteria
Apr

2011

May

2011

June

2011

Jul

2011

Aug

2011

Sept

2011

Oct

2011 Mar

Nov

2011

Dec

2011

Jan

2012

Feb

2012

Mar

2012
Comments on Performance in Month

1
Unplanned decrease in EBITDA margin in two
consecutive quarters

No No No
Plan showed 0.2% increase betweeen Q2 & Q3. Actual has
increased by 2.2% but remains below plan in total

2
Quarterly self-certification by trust that the financial risk
rating (FRR) may be less than 3 in the next 12 months

No No No No
Assumes for 12/13 that liquidity remains at 10 days or higher
and other B/S movements are not adverse

3 FRR 2 for any one quarter Yes Yes Yes Yes
Internally we reported a YTD FRR of 2 for Q2 and Q3, we are
still forecasting a 3 for 2011/12 overall

4
Working capital facility (WCF) agreement includes default
clause

n/a n/a n/a n/a
Currently we do not have a WCF

5
Debtors > 90 days past due account for more than 5% of
total debtor balances

Yes Yes Yes Yes
Currently 26.78%. Action - Increased focus on debt recovery

6
Creditors > 90 days past due account for more than 5%
of total creditor balances

Yes Yes Yes Yes
Currently is 23.37%, with some issues around large intra-NHS
balances

7
Two or more changes in Finance Director in a twelve
month period

No No No No

8
Interim Finance Director in place over more than one
quarter end

Yes Yes Yes Yes
Substantive Chief Finance Officer appointed. Commenced in
post 1st January 2012.

9
Quarter end cash balance <10 days of operating
expenses

Yes Yes Yes
Improvement necessitates ongoing increases in liquidity

10 Capital expenditure < 75% of plan for the year to date Yes Yes Yes
Action - Improved focus on monthly profiling

TOTAL 0 0 0 0 0 0 0 0 6 6 6 4

NB Scoring: An answer of "YES" = 1.0

RAG RATING :

GREEN = Score between 0 and 1

AMBER = Score between 2 and 4

RED = Score over 5

University Hospitals Coventry and Warwickshire NHS Trust

Insert "Yes" / "No" Assessment for the Month
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CONTRACTUAL RISK RATINGS
2011/12

Criteria RAG
Apr

2011

May

2011

Jun

2011

Jul

2011

Aug

2011

Sept

2011

Oct

2011

Nov

2011

Dec

2011

Jan

2011

Feb

2011

Mar

2011
Comments on Performance in Month

All key contracts are agreed and signed.

Both the NHS Trust and commissioner are

fulfilling the terms of the contract.

There are no disputes or performance notices in

place.

G

The NHS Trust and commissioner are in dispute

over the terms of the contract.

Performance notices have been issued by one

or both parties.

A A A A A

Full sign-off of the 2011/12 contract. A

Contract Query was received from the

Arden Cluster PCTs on 6 February 2012.

This was regarding performance against

the 95th percentile total time spent by

patients in the A&E department clinical

quality indicator. UHCW responded back

to the PCTs on 10 February 2012 with an

Excusing Notice.

One or more key contract is not signed by the

start of the period covered by the contract.

There is a dispute over the terms of the contract

which might, or will, necessitate SHA

intervention or arbitration.

The parties are already in arbitration.

R

University Hospitals Coventry and Warwickshire
NHS Trust

Insert R, A or G into appropriate row for the Month
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Unit
Apr

2011

May

2011

June

2011

Jul

2011

Aug

2011

Sept

2011

Oct

2011 Mar

Nov

2011

Dec

2011

Jan

2012

Feb

2012

Mar

2012
Comments on Performance in Month

1 SHMI - latest data Ratio 106.0 107.3 107.3 107.3

The SHMI is produced and published quarterlyby the NHS IC. 107.3

relates to published data in January.

2
Venous Thromboembolism (VTE)

Screening
% 94.18 94.71 93.75 93.77

3a Elective MRSA Screening % 129.26 131.67 128.3 126.81
1963 tests were undertaken on patients needing screening out of the

1548 total number of admissions.

3b Non Elective MRSA Screening % 70.77 69.28 66.95 65.42

4
Single SexAccommodation

Breaches
Number 0 0 0 0

5
Open Serious Incidents Requiring

Investigation (SIRI)
Number

21

4

7

3

20

3

24

2

Open SIRIs

Number that were over the 45 day target on the last dayof the month

6 "Never Events" in month Number 1 0 0 0

7
CQC Conditions or Warning

Notices
Number 0 0 0 0

8
Open Central Alert System (CAS)

Alerts
Number 19 15 14 13

9
RED rated areas on your maternity

dashboard?
Number 4 0 4 4

1) Deliveries - 528 which includes transfers in and late bookers as scheduled

deliveries was 491

2)C section rate 27.84%

3) Breastfeeding at Delivery - 76.42% this figure reflects all births including

stillborths, neonatal deaths and admissions to special

10
Falls resulting in severe injuryor

death
Number 0 1 4 0 interpreted as those falls incidents graded as 'major' or 'catastrophic'

11 Grade 3 or 4 pressure ulcers Number 6 8 7 2 Hospital Acquired - avoidable

12
100% compliance with WHO

surgical checklist
Y/N N N N N Dec 94.6%, Jan 12 94.8%, Feb 94.4%, Mar 96.4%

13 Formal complaints received Number 35 37 41 44

14
Agencyand bankspend as a % of

turnover
% 2.41% 2.72% 2.49%

15 Sickness absence rate % 4.26% 5.22% 4.42% 4.24%

University Hospitals Coventry and Warwickshire NHS Trust

Insert Performance in Month

QUALITY

Criteria
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For each statement, the Board is asked to confirm the following:

For CLINICAL QUALITY, that: Response

1 

If the Trust Board is unable to make the above statement, the Board must:

2

3

4

5

For SERVICE PERFORMANCE, that: Response

6 
For RISK MANAGEMENT PROCESSES, that: Response

7 

8 
9 

10 

11 
Response

12 
Response

13 
14 
15 
16 
17 

Signed on behalf of the Trust: Print name Date

CEO Andrew Hardy 28/03/2012

Philip Townshend

Chair Philip Townshend 28/03/2012

Be satisfied that the Trust is embedding patient experience into the service design, improvement and delivery cycle.

Issues and concerns raised by external audit and external assessment groups (including reports for NHS Litigation
Authority assessments) have been addressed and resolved. Where any issues or concerns are outstanding, the
board is confident that there are appropriate action plans in place to address the issues in a timely manner

The necessary planning, performance management and risk management processes are in place to deliver the
annual plan

The Board is satisfied that, to the best of its knowledge and using its own processes and having had regard to the
SHA's Provider Management Regime (supported by Care Quality Commission information, its own information on
serious incidents, patterns of complaints, and including any further metrics it chooses to adopt), its NHS trust has,
and will keep in place, effective arrangements for the purpose of monitoring and continually improving the quality of
healthcare provided to its patients.

Be satisfied that, to the best of its knowledge and using its own processes (supported by CQC information and
including any further metrics it chooses to adopt), its Trust has, and will keep in place, effective arrangements for the
purpose of monitoring and continually improving the quality of healthcare provided to its patients.

Certify it is satisfied that processes and procedures are in place to ensure that all medical practitioners providing care
on behalf of the NHS foundation trust have met the relevant registration and revalidation requirements.

The board is satisfied that plans in place are sufficient to ensure ongoing compliance with all existing targets (after
the application of thresholds), and compliance with all targets due to come into effect during 2011/12.

All recommendations to the board from the audit committee are implemented in a timely and robust manner and to
the satisfaction of the body concerned

Mar 2012
Board Statements

University Hospitals Coventry and Warwickshire NHS Trust

Be satisfied that, to the best of its knowledge and using its own processes, plans in place are sufficient to ensure
ongoing compliance with the CQC's registration requirements

The management structure in place is adequate to deliver the annual plan objectives for the next three years.

The Board is satisfied that all directors are appropriately qualified to discharge their functions effectively, including
setting strategy, monitoring and managing performance, and ensuring management capacity and capability

The selection process and training programmes in place ensure that the non-executive directors have appropriate
experience and skills

A Statement of Internal Control (“SIC”) is in place, and the trust is compliant with the risk management and
assurance framework requirements that support the SIC pursuant to the most up to date guidance from HM Treasury
(see http://www.hm-treasury.gov.uk)

The trust has achieved a minimum of Level 2 performance against the key requirements of the Department of
Health’s Information Governance Toolkit

The Board is assured that the trust will, at all times, have regard to the NHS constitution

The management team have the capability and experience necessary to deliver the annual plan

For COMPLIANCE WITH THE NHS CONSTITUTION, that:

For BOARD, ROLES, STRUCTURES AND CAPACITY, that:

The Board maintains its register of interests, and can specifically confirm that there are no material conflicts of
interest in the Board
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NHS Midlands and East Provider Management Regime

Area

1 C.Diff

2 MRSA

3
Cancer:
31 day wait

4
Cancer:
62 day wait

RTT

6 Cancer

7 Cancer

8a A&E (Q1)

8b A&E (Q2)

9 Stroke

10 Mental
Health:
CPA

The SHA will not utilise a general rounding principle when considering compliance with these targets and standards, e.g. a performance of 94.5% will be
considered as failing to achieve a 95% target. However, exceptional cases may be considered on an individual basis, taking into account issues such as low
activity or thresholds that have little or no tolerance against the target, e.g. those set between 99-100%.

Ref

5a&b

Thresh-
olds
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NHS Midlands and East Provider Management Regime

AreaRef

11 Mental Health:

DTOC

12 Mental

Health:
I/P and
CRHT

a)
b)

c)
d)
e)

13 Mental Health

14 Mental
Health:
MDS

NB

15 Mental
Health:
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NHS Midlands and East Provider Management Regime

AreaRef

CPA

Ambulance
Cat A

17 Learning

a) Disabilities:
Access

b) to healthcare

c)
d)

e)
f)

18 DTCs

19 GUM
Access

20 Chlamydia
Screening

21 Smoking
Quitters

22 6 Wk Wait
Diagnostics

23 New birth
visits

24 HPV

16a
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NHS Midlands and East Provider Management Regime

AreaRef

25 Comm'ty
Equip Store

26 a Urgent DN

26 b Non-Urgent DN
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UNIVERSITY HOSPITALS COVENTRY AND WARWICKSHIRE NHS TRUST

REPORT TO TRUST BOARD: PUBLIC

25
th

APRIL 2012

1

Subject: UHCW Operational Performance Report
Report By: Ann-Marie Cannaby, Chief Nurse and Operating Officer
Author: Simon Reed – Head of Performance Management
Accountable Executive Director: Ann-Marie Cannaby, Chief Nurse and Operating Officer

GLOSSARY

Abbreviation In Full
DH Department of Health
UHCW University Hospitals Coventry and Warwickshire
SHAs Strategic Health Authorities
PCTs Primary Care Trusts

WRITTEN REPORT (provided in addition to cover sheet)? Yes No

POWERPOINT PRESENTATION? Yes No
NB Presentations need to be submitted for inclusion in Board papers

Title
Approx. Length

PURPOSE OF THE REPORT / PRESENTATION:

To update the board on the current operational performance position for the Trust against the national
DH and Monitor performance frameworks and the regional East and Midlands SHA performance
framework

SUMMARY OF KEY ISSUES:

 Performance against the Monitor Compliance Framework:

PERIOD Quarter 1 Quarter 2 Quarter 3 Quarter 4
RATING Amber/Red Amber/Red Amber/Red Amber /Red

 Performance against the NHS Performance Framework

PERIOD Quarter 1 Quarter 2 Quarter 3 Quarter 4

RATING Performing
Performance
Under Review

Performance
under review

Under-
performing

 Performance Against the East and Midlands SHA Provider Management Regime

PERIOD
Governance
Risk Rating

Financial
Risk Rating

Contractual
Position

FEB-12 Amber (2.0) Green (3.0) Amber
MAR-12 Amber (2.0) TBC Amber

 UHCW has received clarification from the DH on how to apportion weekly reporting into months for the 95%
A&E target. Following this clarification, a further amendment has been made which has affected the
ratings for the period April 2011 to February 2012 against the 2011/12 Monitor Compliance Framework
(see Table 6 in Section 1.5)

SUMMARY OF KEY RISKS:



UNIVERSITY HOSPITALS COVENTRY AND WARWICKSHIRE NHS TRUST

REPORT TO TRUST BOARD: PUBLIC

25
th

APRIL 2012

2

TARGETS IN EXCEPTION

 Performance against the C-diff target
 Performance against the total time in A&E – 95% of patients should be seen within four hours target
 Performance against the A&E 95

th
Percentile Target

 Performance against the time to initial assessment (95th percentile wait) target
 Performance against the time to treatment in A&E Department (median wait) target
 Performance against the Delayed transfers of care target

TARGETS POSING A CHALLENGE FOR 2011/12

 Performance against the MRSA target
 Performance against the 18 week targets in general
 Performance against the Stroke time spent on a stroke ward target

RECOMMENDATION / DECISION REQUIRED:

 The Trust Board are asked to note the changes to the Monitor Compliance framework for some indicators
 Trust Board are asked to endorse the following key actions being undertaken by management to address

the exceptions highlighted in Section 3 of the report:

o C-diff target: More frequent cleaning performance framework and meetings introduced and
changes have been implemented to the testing and reporting process

o Total time in A&E – 95% of patients should be admitted/discharged within four hours target:
Progression of the joint action plan and work with ECIST; additional SpRs working at the weekend,
reconfiguration of ward 23 and a revised clinical model has been agreed.

o Total time in A&E 95
th

percentile: Progression of the joint action plan and work with ECIST;
additional SpRs working at the weekend, reconfiguration of ward 23 and a revised clinical model
has been agreed.

o Time to initial assessment (95
th

percentile) target: Active triage management is being implemented
o Time to treatment in department (median) target: Data quality being improved
o Delayed discharges: The Discharge Action Plan has been signed off by COG, long delay patients

are being targeted and Section 256 finding has been used to appoint additional staff

 Trust Board are asked to endorse actions being undertaken by management to address the challenging
targets highlighted in Section 4 of the report

IMPLICATIONS:

Financial:  Financial penalties may be applied by PCTs if 2011/12 CQUIN and Quality
Schedule targets and standards are not achieved. The worst case scenario
is 2% of the 2011/12 contract value for Quality Schedule targets and
standards and 1.5% of the contract value for not achieving the CQUIN
targets.

HR / Equality & Diversity:  None identified

Governance:  Performance against the Monitor Compliance Framework rating and PMR
submission will impact on the trusts ability to move forward with its
Foundation Trust application.

 Performance against the DH Performance Framework rating has significant
consequences for the Trust Board, if UHCW is rated as ‘Underperforming’ for
three consecutive quarters.

Legal:



UNIVERSITY HOSPITALS COVENTRY AND WARWICKSHIRE NHS TRUST

REPORT TO TRUST BOARD: PUBLIC

25
th

APRIL 2012

3

REVIEW:

Trust Standing Committee Date Trust Standing Committee Date
Quality Governance Committee Remuneration Committee
Finance and Performance Committee Executive Meeting
Audit Committee
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PERFORMANCE REPORT FOR MARCH 2012

1. EXECUTIVE SUMMARY OF PERFORMANCE

This Executive version of the 2011/12 Performance Report is presented to
Trust Board on a monthly basis and a more detailed version of the report is
presented to the Finance & Performance (F&P) Committee (which is a sub-
committee of the Trust Board) on a monthly basis. This Executive version of
the Performance Report highlights performance against the two National
performance frameworks and the regional performance framework managed
by the East and Midlands Strategic Health Authority:

 2011/12 Monitor Compliance Framework (national)
 2011/12 Department of Health NHS Performance Framework (national)
 2011/12 Provider Management Regime (regional)

The Performance Report highlights targets in exception against required
thresholds (section 3) and targets which will pose the University Hospitals of
Coventry and Warwickshire a challenge to deliver in 2011/12 (section 4).

The more detailed version of the report, to the F&P Sub Committee includes
appendices on the above framework and an appendix which shows
performance against contract targets, including progress on CQUIN schemes.

1.1. Monitor Compliance Framework Rating

Table 1 shows monitoring by UHCW for the period April to March 2012
against the Monitor Compliance Framework Indicators. The Table below
provides the Trust’s assessment for the Monitor Compliance Framework
rating, based on the current level of performance.

Table 1

PERIOD Quarter 1 Quarter 2 Quarter 3 Quarter 4
RATING Amber /Red Amber /Red Amber /Red Amber /Red

If a target in the Monitor Compliance Framework is failed by a Trust a
weighted penalty is levied by Monitor. The risk ratings above are based on
the sum of the penalties against the thresholds in Table 2 below (a low
penalty score is good)

Table 2

Rating Score
Green < 1.0
Amber-Green ≥ 1.0 and < 2.0 
Amber-Red ≥ 2.0 and < 4.0 
Red ≥ 4.0 

Detailed performance monitoring by month against the Monitor Compliance
Framework is undertaken and is presented monthly to the Finance and
Performance Committee. .
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1.2. Department of Health NHS Performance Framework Rating

The NHS Performance Framework Implementation Guidance sets out the
Department of Health’s (DH) approach to supporting Strategic Health
Authorities (SHAs) and Primary Care Trusts (PCTs) to identify and tackle
poor performance of NHS providers (non Foundation Trusts).

 Organisations will be measured against a series of indicators, categorised
under the two key domains below:

 Finance
 Quality of Services

 The lowest score across these domains will determine the overall
organisations performance category, which is based on a three point
scale of: Performing, Performance under Review or Underperforming, and
the subsequent level of intervention and escalation.

 Under the escalation process organisations with a rating of
Underperforming for three consecutive quarters could be deemed as
challenged.

 Performance of Acute Trusts is communicated in the DH publication The
Quarter.

Table 3 below provides the Trust’s assessment for the NHS Performance
Framework quality of services rating, based on the current level of
performance.

Table 3

The DH applies a score of 3 if a Trust achieves the “Performing” threshold
specified for each target, a score of 2 if a Trust fails against the “Performing”
threshold but achieves the “Underperforming” threshold and 0 for failing a
target. The ratings above are based on a weighted average of these scores
against the thresholds in Table 4 below (a high score is good).

Table 4

Rating Score
Performing ≥ 2.4 
Performance under review ≥ 2.1 and < 2.4
Underperforming < 2.1

Detailed performance monitoring by month against the DH Performance
Framework is undertaken and is presented monthly to the Finance and
Performance Committee

PERIOD Quarter 1 Quarter 2 Quarter 3 Quarter 4

RATING Performing
Performance
Under Review

Performance
under review

Under-
performing
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1.3. Changes to note for Quarter 2 onwards in Monitor and DH Frameworks

Both the Monitor and the DH have made changes to their performance
frameworks for Q2. In summary:

For the Monitor Framework

 Removal of the ‘new’ A&E targets. Assessment is now based on the ‘old’
4h A&E target only

 Removal of one of the Cancer targets - 62 day wait for first treatment
following a consultants decision to upgrade the patient (known as the 62
day consultant upgrade target)

For the DH Framework

 Removal of one of the Cancer targets - 62 day wait for first treatment
following a consultants decision to upgrade the patient (known as the 62
day consultant upgrade target)

 Some minor changing to some of the weighting (reduced) and frequency
of monitoring (less frequent) for the cancer and stroke targets.

1.4. East and Midlands SHA Provider Management Regime

The first return of the Provider Management Regime templates to the SHA was on
the last working day of January (31st January 2012); and then on the last working
date of every month thereafter. Late submissions will be over-ridden to a red
governance risk rating. The expectation is also for the monthly template returns to
be signed off by the Trust Board.

Based on the data provided by the relevant leads the Trust risk ratings are as
detailed in Table 5;

Table 5

PERIOD
Governance
Risk Rating

Financial
Risk Rating

Contractual
Position

FEB-12 Amber (2.0) Green (3.0) Amber
MAR-12 Amber (2.0) TBC Amber

1.5. Amendment to A&E Performance Information

UHCW has historically had the opportunity to revalidate performance information
against the 95%, 4-hour A&E total transit time metric on a monthly, quarterly and
annual basis in line with national reporting. However, during 2011/12 national
guidance confirmed validation and reporting processes would be rationalised to fit
weekly national reporting timescales. Therefore UHCW aligned its internal
performance reporting against this metric to the external reporting process. On 2
April 2012, UHCW received clarification from the DH on how to apportion weekly
reporting into months. Following this clarification, a further amendment has been
made which has affected the ratings for the period April 2011 to February 2012
against the 2011/12 Monitor Compliance Framework
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Table 6 below shows the affect of these changes to UHCW’s previously reported
quarterly ratings against the 2011/12 Monitor Compliance framework. There was no
change to the quarterly ratings for the 2011/12 NHS Performance Framework

Table 6

PERIOD Quarter 1 Quarter 2 Quarter 3
AMENDED RATING Amber /Red Amber /Red Amber/Green
PREVIOUS RATING Amber /Red Amber/Red Amber/Red

2. CURRENT PERFORMANCE (Table 7)

TARGET
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R
K

THRES-
HOLD

MAR-11
(YTD)

T
R

E
N

D
(3

)

RAG RISK (4)

E1
Clostridium Difficile – meeting the
Clostridium Difficile objective

  ≤86 90  R High

C2
MRSA – meeting the MRSA
objective

  4 1  G High

3
Cancer: two week wait from
referral to date first seen for all
cancers (1)

  ≥ 93% 94.32  G Low

4

Cancer: two week wait from
referral to date first seen for
symptomatic breast patients
(cancer not initially suspected) (1)

  ≥ 93% 94.35  G Medium

5
All cancers: 31-day wait from
diagnosis to first treatment (1)

  ≥ 96% 99.63  G Low

6
All cancers: 31-day wait for
second or subsequent treatment
for surgery (1)

  ≥ 94% 99.63  G Low

7
All cancers: 31-day wait for
second or subsequent treatment
for anti cancer drug treatments (1)

  ≥ 98% 100.00  G Low

8
All cancers: 31-day wait for
second or subsequent treatment
for radiotherapy (1)

  ≥ 94% 97.64  G Low

9
All cancers: 62-day wait for first
treatment for urgent GP referral to
treatment (1)

  ≥ 85% 86.77  G Low

10
All cancers: 62-day wait for first
treatment for consultant screening
service referral (1)

  ≥ 90% 97.78  G Low

11
All cancers: 62-day wait for first
treatment for hospital specialist
(1)

 ≥ 85% 95.16  G Medium
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TARGET
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HOLD

MAR-11
(YTD)

T
R

E
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D
(3

)

RAG RISK (4)

C12
RTT – admitted – 95th percentile
(1)

 
≤ 23 

weeks
21.60  G High

C13
RTT – non-admitted – 95th
percentile (1)

 
≤ 18.3 
weeks

17.55  G High

C14
RTT – incomplete – 95th
percentile (1)


≤ 28 

weeks
17.90  G High

C15
RTT – admitted – 90% in 18
weeks (1)

 ≥ 90% 91.89  G High

C16
RTT – non-admitted – 95% in 18
weeks (1)

 ≥ 95% 95.80  G High

E17
Total time in A&E – 95% of
patients should be seen within
four hours

 ≥ 95% 0.94  R High

E18
Total time in A&E (95th percentile)


≤ 240 

minutes
337  R High

E20
Time to initial assessment (95th
percentile) (2)

 
≤ 15 

minutes
17.00  R High

E22
Time to treatment in department
(median) (2)

 
≤ 60 

minutes
64.00  R High

24 Unplanned reattendance rate (2)   ≤ 5% 1.88%  G Low

26
Left department without being
seen rate (2)

  ≤ 5% 2.50%  G Low

27
Cancelled Operations – breaches
of 28 days readmission guarantee
as % of cancelled operations

 ≤ 5% 4.52  G Low

28
Patients that have spent more
than 90% of their stay in hospital
on a stroke unit

 ≥ 80% 82.69  G Medium

E30 Delayed transfers of care  ≤ 3.5% 5.48  R High

E30
Delayed transfers of care (SHA
definition

 ≤ 3.5% 4.89  R High

31

Certification against compliance
with requirements regarding
access to healthcare for people
with a learning disability


Complia

nce
Compliant  G Low

(1)
Due to validation processes undertaken against this target the reported information is for

the previous month

(2)
For Quarter 1 the data completeness/quality measure will apply for the NHS Performance

Framework. From Quarter 2 the NHS Performance Framework measure will be based on
performance.

(3)
Trend Key:
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 Improving performance
Performance remaining the same
Deteriorating performance

(4)
Risk Key:

High
Delivery of target assessed as high risk through regular performance management
meetings

Medium
Delivery of target assessed as medium risk through regular performance
management meetings

Low
Delivery of target assessed as low risk through regular performance management
meetings

3. EXCEPTION REPORTS

The following indicators have been assessed as red across one or both of the
two national performance frameworks

E1: C DIFF KEY ACTIONS/COMMENTS:

 This indicator is in exception (RED) in the
following performance framework:

o 2011/12 Monitor Compliance
Framework

 In March 2012 there were 6 C-Diff infections in
UHCW. Year-to-date, there have been 90 C-
Diff infections. This is 4 (4.7%) above the
cumulative trajectory of 86 for the period 1
April 2011 to 31 March 2012.

 The year-end position represents a 14%
reduction from previous year.

ACTIONS:

TRUST LEVEL - NUMBER OF C-DIFF INFECTIONS
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 Actions taken include more frequent cleaning
performance meetings with ISS, Nursing and
Vinci to resolve strategic issues. New cleaning
performance framework introduced to wards to
rectify non-compliance with cleaning
standards, infection control practices and
estates.

 The testing and reporting process has been
reviewed against new national and local
guidance and changes implemented
accordingly.

 With support of Arden Cluster, a request was
submitted to the Department of Health to
unlock data during Oct-Dec, when PCR testing
was in place. This request was denied.

E17: TOTAL TIME IN A&E – 95% OF
PATIENTS SHOULD BE
ADMITTED/DISCHARGED WITHIN FOUR
HOURS

KEY ACTIONS/COMMENTS:
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 This indicator is in exception (RED) in the
following performance framework:

o 2011/12 Monitor Compliance
Framework

o 2011/12 NHS Performance Framework
 During March 2012, 1,722 patients out of

17,709 attendances at A&E were seen outside
of 4 hours. This means that UHCW’s
performance was at 90.28% or 4.72% below
the minimum target of 95%. Year-to-date,
10,427 or 93.95% patients out of 172,278
were seen outside of 4 hours. This is 1.05%
below the target and therefore UHCW has not
achieved the target at the end of the financial
year.

ACTIONS:

EXTERNAL REPORTING: UHCW TRUST - PERCENTAGE OF A&E PATIENTS SEEN WITHIN 4

HOURS FROM ARRIVAL TO ADMISSION, TRANSFER OR DISCHARGE

84.00%

86.00%

88.00%

90.00%

92.00%

94.00%

96.00%

98.00%

% UHCW %Month UHCW %Cumulative

 As reported in previous months the Trust
continues to work with the PCT on the Joint
Action Plan to improve flow and reduce
blockages at the back door stopping ED from
processing patients in a timely fashion

 The Trust is continuing to work with ECIST
(Emergency Care Intensive Support Team) in
improving the flow through the Trust. The ED
clinical model was described as an exemplar
in the country by ECIST

 2 Additional SpR’s are working on days at the
weekend to ensure clinical decisions are taken
robustly

 Reconfiguration of ward 23 had given us 13
medical beds, 10 surgery and 18 Gynae till the
end of May

 The executive team have met with the clinical
leads for A&E and Acute Medicine to discuss
the clinical model in detail and a revised model
has been agreed. This will be rolled out over
the coming months with support of Sharon
Beamish who will be helping to lead this work

E18: TOTAL TIME IN A&E (95TH
PERCENTILE)

KEY ACTIONS/COMMENTS:

 This indicator is in exception (RED) in the
following performance framework:

o 2011/12 NHS Performance Framework
 During March 2012, the 95th percentile total

waiting time for all A&E attendances
(excluding planned follow ups) was 337
minutes. This is 97 minutes above the target
of 240 minutes (4 hours). Performance can be
broken down further to show that the 95th

percentile wait for non-admitted patients was
240 minutes. This matched the target of 240
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minutes. However, the 95th percentile wait for
admitted patients was 550 minutes. This was
310 minutes above the target.

ACTIONS:

95th Percentile total Wait time for A&E Attendances
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 As above for E17

E20: TIME TO INITIAL ASSESSMENT (95TH
PERCENTILE)

KEY ACTIONS/COMMENTS:

 This indicator is in exception (RED) in the
following performance framework:

o 2011/12 NHS Performance Framework
 During March 2012 the 95th percentile waiting

time to initial assessment for ambulance
arrivals was 17 minutes. This is 2 minutes
above the target of 15 minutes.

 The cumulative, year-end position for this
target was 16 minutes. This was 1 minute
above the target.

ACTIONS:

95th Percentile Time Until Triage for Ambulance Arrivals
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 Active Triage Management is being
implemented to improve performance against
this target.

 Also see actions for Target E17 above.

E22: TIME TO TREATMENT IN
DEPARTMENT (MEDIAN)

KEY ACTIONS/COMMENTS:

 This indicator is in exception (RED) in the
following performance framework:

o 2011/12 NHS Performance Framework
 The recording issue for time to treatment has

now been resolved. In March 2012 only 272
(1.8%) out of 15,001 attendances had an
unknown time to treatment. This is 3.2%
below the data quality standard of 5%

 During March 2012 the median waiting time to
treatment in the Department was 64 minutes.
This was 4 minutes above the target of 60
minutes. The cumulative, year-end position
for this target is 56 minutes. This is 4 minutes
below the target.
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Median Wait Until Seen/Treatment for A&E Attendances
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 Data quality against this target is being
improved and staff are receiving
communication to highlight the importance of
recording the time to treatment

E30: DELAYED TRANSFERS OF CARE KEY ACTIONS/COMMENTS:

 This indicator is in exception (RED) in the
following performance framework:

o 2011/12 NHS Performance Framework
 There are 2 external definitions being used to

monitor UHCW’s performance against the KPI
– a) DH CQC definition and b) SHA definition.

a) CQC Definition: This definition is included in
the NHS Performance Framework rating of
UHCW’s performance, and is in exception
(RED). This measures, as the denominator,
the number of acute patients (aged 18 and
over) who were admitted to the Trust each
week against, as the numerator, the number of
acute patients whose transfer of care was
delayed each week. During March 2012 there
were 209 or 5.29% delayed transfers of care
out of 3,954 admissions. This is 1.79% above
the target of 3.50%. Year-to-date, there have
been 2,765 or 5.48% delayed transfers of care
out of 50,490 admissions. This is 1.98%
above the target of 3.50%.

b) SHA Definition: This definition is used by the
SHA and is included in the health care
contract with PCT commissioners. This
measures as the denominator, the total
number of beds as at the end of the month
against, as the numerator, the number of
acute patients (aged 18 and over) whose
transfer of care was delayed each week. In
March 2012 there were 45 or 4.24% delays
from 1,061 occupied beds. This is 0.74%
above the target of 3.5%. Year to date there
have been 622 or 4.89% delays from 12,726
occupied beds. This is 1.39% above the
target of 3.50%

TRUST LEVEL - DELAYED TRANSFERS OF CARE AS A PERCENTAGE OF ADMISSIONS
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TRUST LEVEL - DELAYED TRANSFERS OF CARE AS A PERCENTAGE OF OCCUPIED BEDS
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 Dr Balcombe in his role as Clinical lead for
Discharge received sign off from the Chief
Officer group for his discharge action plan
which includes daily board rounds for all
wards and regular MDT’s to target delayed
patients. The work is being co led by Michelle
Linnane with support of Barbara Bains who is
supporting the team 2 days a week

 QFI are working with the Specialised Division
to target the longest delayed patients

 The Trust is continuing to work with ECIST
(Emergency Care Intensive Support Team) in
improving the flow through the Trust. The ED
clinical model was described as an exemplar
in the country by ECIST

 Section 256 funding has been used to appoint
additional Integrated Discharge Team staff,
CHC screeners, Mental Health assessors and
these staff as waiting to begin in post

4. CHALLENGES (Not included in Section 3)

The following targets are considered to pose a challenge for UHCW to deliver
during 2011/12 and have been risk assessed as high in Table 5 (Section 2) of
this report.

C2: MRSA KEY ACTIONS/COMMENTS:

 During March 2012, there were no MRSA
bacteraemia Infections and year-to-date there
has been only 1 case (in May). The
cumulative target for March 2012 was 4. This
target is considered to be a challenge because
the target for the whole of 2011/12 is only 4
MRSA cases.

ACTIONS:

TRUST LEVEL - NUMBER OF MRSA BACTERAEMIA
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 Delivery against this target is being closely
monitored by the Infection Control Team and
the Divisions

C12 RTT ADMITTED 95TH CENTILE; C15:
18 WEEK TARGET

KEY ACTIONS/COMMENTS:

 C12 Admitted 95th Percentile. The Trust
failed to achieve this indicator in August and
September due to the removal of pauses for
Warwickshire FSS patients. However it was
achieved as anticipated in October (20.3
weeks), November (20.4 weeks), December
(21.9 weeks), January (20.9 weeks) and
February (21.6 weeks).

 C15 Admitted 90% Within 18 Weeks
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The target underperformed in August in the
NHS Performance Framework due to the
agreement made with the SHA to remove
pauses from any 2010/11 Warwickshire Fast
Slow Stop (FSS) patients still on the inpatient
waiting list from 1 August 2011. However, the
Trust exceeded 90% in September (90.33%),
October (92.39%), November (91.93%),
December (91.45%), January (92.21%) and
February (91.89%).

ACTIONS:

TRUST LEVEL - ADMIT - 95th PERCENTILE
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TRUST LEVEL - PERCENTAGE OF ADMITTED

PATIENTS SEEN WITHIN 18 WEEKS
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 Divisional sustainability plans developed by all
specialities, incorporating basics of good RTT
management, eg working to a milestone of 14
weeks for non-admitted and intelligent
inpatient scheduling.

C13, C14 AND C16: 18-WEEK TARGETS KEY ACTIONS/COMMENTS

TRUST LEVEL - NON ADMIT - 95th PERCENTILE
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 Delivery against the other three 18-week,
referral-to-treatment targets continue to pose a
challenge for UHCW to deliver during 2011/12.
These are:

o C13: RTT – non-admitted – 95th

percentile
o C14: RTT – incomplete – 95th

percentile
o C16: RTT – non-admitted – 95% in 18

weeks

ACTIONS:TRUST LEVEL - INCOMPLETE - 95th PERCENTILE
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 Divisions continue to work towards a 14 week
milestone for treatment decision.

 All Divisions are reviewing open non admitted
pathways to reduce the backlog to reduce the
risk.
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TRUST LEVEL - PERCENTAGE OF NON-ADMITTED

PATIENTS SEEN WITHIN 18 WEEKS
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C28: STROKE KEY ACTIONS/COMMENTS:

TRUST LEVEL - PERCENTAGE OF PATIENTS WHO SPENT AT LEAST 90% OF THEIR STAY IN

HOSPITAL ON A STROKE UNIT
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 Access to the Stroke unit has been severely
restricted by the delay in repatriating patients
and the general pressure on beds within the
Trust. While the YTD is still GREEN, in
December there were a number of delays and
we missed the target by just one patient and
this led to 78.95%. For October we missed
the target by 1 patient. However, in November
the Trust achieved 80.4%. For March 2012,
44 (80.00%) out of 55 patients spent 90% of
their stay on a stroke ward. This matched the
target of 80.0%.
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Subject: Information Governance Toolkit Submission 2011/2012 (Version 9.0)
Report By: Chief Medical Officer
Author: Director of Governance
Accountable Executive Director: Chief Medical Officer

GLOSSARY

Abbreviation In Full

WRITTEN REPORT (provided in addition to cover sheet)? Yes No

POWERPOINT PRESENTATION? Yes No
NB Presentations need to be submitted for inclusion in Board papers
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Approx. Length

PURPOSE OF THE REPORT / PRESENTATION:

To inform the Trust Board that Version 9 of the Information Governance Toolkit was submitted to Connecting
for Health on 31

st
March 2012 as required.

Version 9 of the Toolkit was released at the end of June 2011 and includes 45 requirements, for which
evidence must be uploaded onto the toolkit to verify compliance. The changes link directly to the NHS
Operating Framework which requires all organisations to achieve level 2 in all the requirements.

SUMMARY OF KEY ISSUES:

 The Trust achieved Level 2 in all requirements, except for 9-112 which is the delivery of IG training and
9-324 which can only be marked at level 2 if all other requirements reach that attainment level.

 An Improvement Plan is in place to work towards achieving level 2 in all 45 requirements and
specifically to address the issue of IG mandatory training. The plan has been approved by the
Information Governance Committee, the Information and ICT Committee and discussed at the Quality
Governance Committee.

 The Trust improved its overall score on the toolkit from 68% in 2010/11 to 72% in 2011/12

SUMMARY OF KEY RISKS:

The continuing challenge for the Trust to deliver basic online IG training to 95% of all staff, using the
Connecting for Health IG Training Tool by 31

st
March 2013 and therefore to achieve level 2 against this

standard.

RECOMMENDATION / DECISION REQUIRED:

To acknowledge that the IG return has been successfully submitted and to resolve that the IG
mandatory training completion figures be reported back to the relevant committees on a monthly
basis in accordance with the improvement plan.
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IMPLICATIONS:

Financial: Nil

HR / Equality & Diversity: Nil

Governance: The Trust is required to achieve level 2 in all 45 standards in the Information
Governance Toolkit

Legal: Nil

REVIEW:

Trust Standing Committee Date Trust Standing Committee Date
Quality Governance Committee 10.04.12 Remuneration Committee
Finance and Performance Committee Executive Meeting
Audit Committee

DATA QUALITY:

Data/information Source: Information Governance Toolkit – Connecting for Health
Data Quality Controls: Submission checked and approved by the Information Governance

Committee.
Data Limitations: Trust are required to use the online system provided by Connecting for

Health



IG Toolkit Assessment Summary Report
UNIVERSITY HOSPITALS COVENTRY AND WARWICKSHIRE NHS

Prepared on 10/04/2012

Information Governance Management

Assessment Level 0 Level 1 Level 2 Level 3
Not

Relevant
Total Req'ts

Overall

Score
Grade

Version 9 (2011-2012) 0 1 2 2 0 5 73% Not Satisfactory

Version 8 (2010-2011) 0 0 3 2 0 5 80% Satisfactory

Confidentiality and Data Protection Assurance

Assessment Level 0 Level 1 Level 2 Level 3
Not

Relevant
Total Req'ts

Overall

Score
Grade

Version 9 (2011-2012) 0 0 8 0 1 9 66% Satisfactory

Version 8 (2010-2011) 0 0 9 0 0 9 66% Satisfactory

Information Security Assurance

Assessment Level 0 Level 1 Level 2 Level 3
Not

Relevant
Total Req'ts

Overall

Score
Grade

Version 9 (2011-2012) 0 1 11 3 0 15 71% Not Satisfactory

Version 8 (2010-2011) 0 0 12 3 0 15 73% Satisfactory



Clinical Information Assurance

Assessment Level 0 Level 1 Level 2 Level 3
Not

Relevant
Total Req'ts

Overall

Score
Grade

Version 9 (2011-2012) 0 0 4 1 0 5 73% Satisfactory

Version 8 (2010-2011) 0 1 3 1 0 5 66% Not Satisfactory

Secondary Use Assurance

Assessment Level 0 Level 1 Level 2 Level 3
Not

Relevant
Total Req'ts

Overall

Score
Grade

Version 9 (2011-2012) 0 0 4 4 0 8 83% Satisfactory

Version 8 (2010-2011) 0 3 3 2 0 8 62% Not Satisfactory

Corporate Information Assurance

Assessment Level 0 Level 1 Level 2 Level 3
Not

Relevant
Total Req'ts

Overall

Score
Grade

Version 9 (2011-2012) 0 0 3 0 0 3 66% Satisfactory

Version 8 (2010-2011) 0 2 1 0 0 3 44% Not Satisfactory

Overall



Assessment Level 0 Level 1 Level 2 Level 3
Not

Relevant
Total Req'ts

Overall

Score
Grade

Version 9 (2011-2012) 0 2 32 10 1 45 72% Not Satisfactory

Version 8 (2010-2011) 0 6 31 8 0 45 68% Not Satisfactory

Grade

Not Satisfactory Not achieved Attainment Level 2 or above on all requirements (Version 8 or after)

Satisfactory Achieved Attainment Level 2 or above on all requirements (Version 8 or after)
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Subject: Making Every Contact Count (MECC)
Report By: Richard Kennedy, Chief Medical Officer
Author: B. Lee, Consultant in Public Health, Coventry PCT
Accountable Executive Director: Richard Kennedy, Chief Medical Officer

GLOSSARY

Abbreviation In Full
MECC Make Every Contact Count
SHA Strategic Health Authority
ED Emergency Department
CMO Chief Medical Officer

WRITTEN REPORT (provided in addition to cover sheet)? Yes No

POWERPOINT PRESENTATION? Yes No
NB Presentations need to be submitted for inclusion in Board papers

Title
Approx. Length

PURPOSE OF THE REPORT / PRESENTATION:

To inform the Trust Board of the MECC programme and seek the support of the Trust Board in its
implementation

SUMMARY OF KEY ISSUES:

1. MECC is an evidenced based concept of brief opportunistic interventions using existing opportunities of
contact between health care professionals and patients to improve their health by giving advice on
lifestyle behaviours.

2. The SHA have selected MECC as one of its strategic ambitions.
3. The Trust is expected to participate in this programme in three ways:

a. Organisational commitment to this programme through Board agreement and organisational
leadership

b. Training of staff in MECC intervention techniques
c. Measurable improvements in health through advice signposting and uptake.

4. The SHA will expect monitoring and reporting of progress of this programme:
a. Organisational readiness and leadership including evidence of a training programme, referral

system for lifestyle behaviour support, monitoring system
b. Staff readiness and training as measured by number of staff trained and number of contacts

(staff groups rather than whole organisation)
c. .Delivery of advice, signposting and referral to behaviour change services for example referral

to smoke cessation services and number of quitters
5. A project team has been established and initial training of small numbers of staff begun. Five clinical

areas have been identified to target training:
a. Preoperative assessment
b. Gastrointestinal ward
c. Respiratory ward
d. ED.
e. Women and Children’s
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6. Training capacity and staff availability are a key area of concern in successful implementation.

SUMMARY OF KEY RISKS:

1. No new risks added to the risk register.

RECOMMENDATION / DECISION REQUIRED:

The Board is asked to:
 Indentify a Board lead for the MECC – suggest CMO
 Indentify an implementation lead who will work with commissioners to agree a MECC training

plan
 Approve the priority clinical areas that should be targeted for training
 Support the development and delivery of the MECC ambition and training plan
 Note the SHA monitoring requirements and identify the information and frequency with which

it should be reported to Board
 Note the opportunities to link or extend MECC into staff health and / or wider “healthy

hospital” plans.
 Accept a progress report in year.

IMPLICATIONS:

Financial:

HR / Equality & Diversity:

Governance:

Legal:

REVIEW:

Trust Standing Committee Date Trust Standing Committee Date
Clinical Governance Committee Remuneration Committee
Finance Committee Executive Meeting
Audit Committee

DATA QUALITY:

Data/information Source:
Data Quality Controls:
Data Limitations:
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PAPER TO UHCW TRUST BOARD
Meeting the SHA Ambition to Make Every Contact Count

(MECC)

1. Introduction
The purpose of this paper is to provide some detail for the Board in relation to
the SHA ambition to ‘Make Every Contact Count’ (MECC) This will allow the
board to decide how it wants the initiative to be taken forward within the Trust,
taking account of the SHA’s expectations and monitoring requirements
alongside the progress already being made on this agenda at UHCW NHS
Trust.

The paper will also allow the Trust to fulfil the SHA’s requirement of providing
documented evidence that the ambitions and milestones associated with
MECC has been discussed and agreed at the Board and that there is a
commitment to agree staff training numbers with Arden commissioners.

The following is covered in brief:
 Background to the MECC ambition
 SHA expectations
 Trust baseline position
 Priority clinical areas/staff groups
 Options for training staff
 Cost of staff training
 Potential impact on service delivery
 Links to staff health and a ‘Health Promoting’ hospital

2. Background
It is understood that frontline staff can do much to encourage patients, their
families and carers to adopt healthier lifestyle behaviours such as stopping
smoking, eating healthily and being physically active, by giving brief
opportunistic advice. The MECC concept is based on staff being able to
recognise appropriate opportunities for giving such advice and knowing how
to refer patients into services and/or to self-help materials. Delivering such
advice to patients should typically take between 30 seconds up to a maximum
of 5 minutes and can often be given as other clinical and caring tasks are
being undertaken.

The SHA selected MECC as one of its strategic ambitions because of the
substantial evidence base showing the effectiveness of such interventions
(particularly in relation to alcohol and smoking) and because of the associated
cost savings. They are also mindful of recommendations set out in the
Wanless review and subsequent policy documents, identifying the need for
the public to be more engaged in managing their own health, if health
improvement is to become a reality and if health services are to be affordable
in the future.

The objectives of the MECC ambition are:
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 To systemically utilise the millions of contacts that people have
with providers of health and social care to deliver brief advice on
healthy lifestyles behaviours and to signpost people to
appropriate behaviour change services

 To increase the prevalence of healthy lifestyle behaviours
amongst NHS staff and the population they serve

 To reduce the inequalities in health outcomes associated with
lifestyle behaviours

It is important to note that evaluation of MECC staff training programmes has
shown a very positive impact on staff health with those being trained reporting
improvements in their own health related behaviours and reporting use their
healthy lifestyles knowledge with family and friends. Over 65% of those who
attended MECC training across Coventry and Warwickshire in 2011 reported
that they made changes to their own health behaviour and over 50% stated
that they raised the issue of lifestyle change with family and friends.

The proposals around MECC are wholly consistent with the work programme
of Andy Phillips, Deputy Medical Director, the Trust’s ‘Clinical Champion for
Prevention’ (CCP) and as such the existing plans can serve as the foundation
for more ambitious expectations in relation to this agenda.

Ensuring staff are trained in MECC could lead to significant income
generation for UHCW as they are a designated provider of smoking cessation
services which attracts a tariff payment and a key outcome of MECC training
is an anticipated increase in referrals to these services. Based on current
performance of the UHCW smoking cessation service 1000 referrals could
generate an income of £118,830.

3. SHA Expectations
In order to ensure that each Trust is adopting a comprehensive approach to
MECC the SHA will monitor:

 Organisational readiness and leadership
 Staff readiness and training
 Delivery of brief advice, signposting and referral to behaviour change

services

The criteria they will use are shown in Appendix 1, and include:
 Evidence of board endorsement of MECC
 A named board lead
 A named implementation lead
 Number of staff signed up for training
 Number of staff completing the full training course
 Number of clients referred by Trust staff that attend smoking cessation

services, and number of 4 week quitters
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4. Baseline Position
The SHA expect each Trust to sign off plans to train staff with their
commissioners based on a baseline assessment of achievement to date. It is
recognised that almost all Trusts will already have staff trained who are
currently delivering MECC and the expectation is that this will now be
significantly enhanced.

Within UHCW records indicate that 118 staff have been trained in MECC
during 2011 as detailed in appendix 2. Additional training sessions have been
available for staff but these have not been utilised because of difficulties in
releasing staff from clinical areas.

In addition to staff training in MECC two Health and Well Being exhibitions
have been delivered for staff. These were aimed at engaging frontline workers
in considering their own health so that they could then give some priority to
the prevention agenda for patients. A total of 129 people attended these
sessions, demonstrating a high level of staff interest in Health and Well Being.

In context of the above as part of the CCP work programme it has been
agreed that staff in the following clinical areas will be targeted for training:

 Preoperative assessment
 Gastrointestinal ward
 Respiratory ward
 A&E department

The SHA expectation is that further staff groups will now be identified for
training in light of their ambition.

5. Priority Staff Groups/Clinical Areas
Whilst the ultimate expectation is that all frontline staff will be trained, the
Trust may wish to further prioritise the training of key groups of staff and/or
distinct clinical areas. Initial discussions within the CCP work group have
identified staff delivering services to women and children as a priority group
for training early in the roll-out plan. Midwives are a particularly important
group to target given the potential to benefit the health of both the mother and
the baby and the significant impact behaviour change can have on morbidity
and resource utilisation.

It is particularly relevant to consider how MECC might contribute to existing
health improvement and QIPP schemes. In considering the potential to
improve staff health Trusts may wish to focus some of the training on staff
groups who may benefit most in terms of personal behaviour change.
Ensuring that staff have easy access to smoking cessation services is
consistent with the Arden QIPP to make the NHS smoke free and reduce the
prevalence of smoking among NHS staff.

6. Options for Training Staff
There are a number of ways in which staff training can be organised and
delivered, including:

 ‘Face to face’ training in clinical or non-clinical areas
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 ‘E- learning’ – with shorter ‘top-up’ face to face skills practice as
required

 Use of ‘train the trainer’ approaches (potentially supporting delivery of
the above options)

To date UHCW staff have largely been trained through ‘face to face’ methods,
however, the recent advent of the e-learning package presents a welcomed
opportunity to establish e-learning as an effective method of training staff
within the Trust that could then be replicated in meeting other training
requirements.

A small number of staff have been trained in ‘train the trainer’ techniques and
as such are in theory available to train other staff (perhaps those who have
completed the e-learning package) in establishing the skill associated with
delivering brief advice.

There is an opportunity for the Arden Trusts to work together in
commissioning any training support, giving greater efficiency and value for
money. In addition the SHA will be organising 3 ‘Train the trainer’ workshops
to support delivery of the MECC ambition (details of this to follow).

The cost of staff training will depend on the extent that top-up training is
required and the methods agreed for delivering this. It is anticipated that
through Trusts working together with PCTs/CCGs sufficient resource will be
identified to take forward the training plans. This is clearly a Public Health
priority and as such Public Health resources will be made available insofar as
is possible.

7. Potential Impact on Service Delivery
In the past there have been concerns that building brief advice into service
delivery may extend the length of consultations. Whilst this may be the case –
it is increasingly recognised that advising patients on lifestyle issues is an
integral part of good quality care and as such it should already be a
component of consultations. The real opportunity that training front-line staff in
delivering brief advice lies in the potential for staff to incorporate advice into
the delivery of clinical care (eg. When staff are assisting a patient in basic
care or doing a wound dressing for example.) – in which case brief advice
substitutes for more general conversation.

8. Links to Staff Health and a Health Promoting Hospital
As stated above the SHA ambition for MECC recognises the contribution it
can make to staff health and as part of a wider ‘health promoting hospital’
approach. In this context the Board may wish to consider how training staff in
MECC can feed into and enhance the Trust’s Health and Well Being Strategy.

9. Recommendations
The Trust Board are asked to:

 Identify a board lead for MECC
 Identify an implementation lead who will work with commissioners to

agree a MECC training plan
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 Approve the priority clinical areas/staff groups that should be targeted
for training as set out in sections 4 and 5

 Support the development and delivery of the MECC ambition and
training plan

 Note the SHA monitoring requirements and identify the information and
frequency with which it should be reported to the board

 Note the opportunities to link MECC into the Trust’s Health and Well
Being strategy and a wider ‘healthy hospital’ plan

Berni Lee
Consultant in Public Health
NHS Coventry

Richard Kennedy
Medical Director
UHCW



6

Appendix 1
Making Every Contact Count – Monitoring Progress

Introduction
Across the NHS Midlands and East SHA Cluster a considerable amount of work has been
underway for some time to articulate the standards and mechanisms to support organisations
and their workforce to make sure that every contact counts. A variety of approaches have
been used to take account of the local structures and opportunities. As a result, evidence of
outcomes is beginning to emerge. A range of tools and resources have also been developed
as part of the work to practically support training and implementation.
In developing metrics to assess progress with the SHA ambition of “Making every contact
count”, we are mindful of the existing activities and data flows. Ideally, we would like to show
progress by achieving better population health, but that is not achievable in the timescale
available to the SHA. We therefore developed measures at three levels, to show increasing
trends of:

1. Organisational readiness and leadership

2. Staff readiness and training
3. Delivery of brief advice, signposting and referral to behaviour change services

In accordance with the cluster SHA approach to Public Health performance, we identified at
least one (essential) metric at each level to be included in the Integrated Board Report, as
well as other (desirable) measures to provide a more rounded view of progress. Where
possible we have used existing data flows, or suggested introduction of data flows based on
evidence of their successful use in some organisations.

We suggest that commissioners and providers should agree ambitions of plans and

milestones for MECC implementation taking into account baseline performance.
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1. Organisational Readiness and Leadership
Detailed Descriptor:

All NHS Organisations to provide evidence of Board commitment to the implementation of Making
Every Contact Count (MECC)

Lines within Indicator (Units):
Organisations to provide:
Essential:
 Evidence of sign off by the board, e.g. extracts from board minutes, indicating intent
 A named Board level lead
 A named implementation lead

Desirable:
 A named credible clinical champion to provide leadership
 A named person to provide administrative support (Training Liaison Officer)
 Evidence of policies and procedures in place to implement MECC within the organisation for staff

and/or patients. This to include:
 A training programme in MECC skills for staff,
 A referral system to enable staff to refer appropriate clients into local lifestyle/ behavioural

change services, e.g. stop smoking, weight management, physical activity
 A reporting system to capture number of contacts and number of referrals made by staff

members
 A staff engagement programme to gain ownership and mainstream the programme

 Timetable of organisational activities and milestones for implementation for 2012/13
 Complete the Tailored NHS Sustainability Model questionnaire at baseline and then 6-monthly

Data Definition
All organisations to provide the information specified above and complete the sustainability checklist
(likely to be included in the Implementation Guide and Toolkit)
Basis for Accountability:

Board Level lead

MONITORING
Monitoring Frequency:
One off submission of information followed by monitoring of implementation milestones and
organisational activities as per timetable submitted. Sustainability checklist to be refreshed 6 monthly
Monitoring Data Source:
All information to be submitted by participating organisation

ACCOUNTABILITY
What success looks like, Direction, Milestones:
Increasing numbers of organisations signing up. Measurable progress against the implementation
milestones and successful completion of the organisational activities planned for 12/13.

Commissioners and providers should agree ambitions of plans and milestones for MECC
implementation taking into account baseline performance.

Timeframe/Baseline:
2012/13. Documents to be submitted throughout 2012/13 immediately following relevant Board
meeting. Monthly updates will be provide to the cluster SHA Board (by the SHA MECC team)
Baseline: numbers signed up as at end of Q4 2011/12

Timeframe Until:

Measured according to the organisations timetable. Sustainability checklist completed bi annually

Rationale:
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Organisational sign up, commitment and leadership is key to the successful implementation of MECC
PLANNING REQUIREMENTS
Are Plans Required?:

Yes, all the information specified to be submitted by participating organisation

Planning Frequency:

Annually 2012/13

Criteria for Plan Sign-off:

All information specified in the technical guidance must be submitted with a clearly defined timetable of
activities and key milestones that are measurable and demonstrates progress on this agenda during
2012/13.
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2. Staff Readiness and Training
Detailed Descriptor:

Number of NHS staff completing locally agreed training in delivering brief advice as required to
implement the Making Every Contact Count (MECC) ambition

Lines within Indicator (Units):
Organisation to provide:
Essential:
Line 1: Number of staff signed up for training
Line 2: Number of staff completing the full training course
Desirable:
Line 3: Number of contacts by all trained staff with other staff and/or patients
Line 4: Number of referrals by all trained staff to any lifestyle service from contacts with other staff
and/or patients

SHA to provide:
Essential
Staff survey to be completed by staff pre training and within 3 weeks of completing training (to be
facilitated by participating organisation). SHA will provide the survey and conduct analysis of the results
which will be provided to the participating organisation (see further details below)

Data Definition:
This metric does not have to be applied across the entire organisation. Organisations are free to select
staff groups for this indicator, e.g. specific staff groups or teams within this organisation, where they
wish to improve the skills and competencies of staff. Baseline data are specified below and need only
be provided once, at the start of Q1 12/13 (unless the numbers change in year, at which point an
update is required)

Baseline data:
 Specification of the staff group/team involved (name of ward or teams)
 Number of staff in the staff group/team (split by clinical and non-clinical)
 Number of staff in group/team already trained
 Specification of the number of staff, as described above, to be trained (split by clinical and non-

clinical)

Basis for Accountability:
Named MECC implementation lead is the accountable officer. Information to be supplied by the
organisation’s Training Liaison Officer (or equivalent)

MONITORING
Monitoring Frequency:
Organisation to provide:
Essential:
Data should be provided within 5 working days of the completion of each training session, from April
2012
Desirable:
Quarterly from Q1 11/12 (quarterly actual data should be reported not cumulative data within 10 working
days of month end)

SHA to provide:
Quarterly analyses of changes in knowledge and confidence of staff trained in relevant quarter

Monitoring Data Source:
Data to be supplied by participating organisation
Staff survey to be conducted by SHA in participation with the organisation (see section on Further
Information)

ACCOUNTABILITY
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What success looks like, Direction, Milestones:
The number of trained staff should increase with time until all staff in the specified group are trained.
The number of contacts and referrals should increase with time. The level of staff knowledge and
confidence in delivering MECC should increase with time (as assessed through the staff survey).

Commissioners and providers should agree ambitions of plans and milestones for MECC
implementation taking into account baseline performance.

Timeframe/Baseline:

2012/13. Baseline data to be provided as on 31 March 2012.

Timeframe Until:

Measured/reported quarterly until end of planning period.

Rationale:
For the programme to have an impact on population health, sufficient staff need to trained and use their
behaviour change skills to that effect.

PLANNING REQUIREMENTS
Are Plans Required?:
Yes, plans from participating organisations are required. The plan should include detailed information
on the training package and delivery method adopted by the participating organisations. A definition of
the minimum standard that all training packages must meet is detailed in the Implementation Guide and
Toolkit

Planning Frequency:

Quarterly for 2012/13

Criteria for Plan Sign-off:

The training package must meet the minimum standard specified in the technical guidance. 100% of
eligible staff must be trained during 2012/13. A clear timetable for refresher training for all staff must be
in place. Trajectory should plan for an increase in levels of staff confidence at delivering brief advice
(assessed through staff surveys). Trajectory must be sufficient to reflect one referral per month to any
lifestyle services per trained member of staff.

FURTHER INFORMATION
Additional Support Available from SHA to Facilitate this metric:
To assist organisations in successfully implementing this metric in a timely fashion and enable progress
to be seen in 2012/13, NHS Midlands and East will offer all participating organisations training materials
which can be used locally by appropriate personnel to deliver training. NHS Midlands and East will be
running a maximum of 3 train the trainer workshops for organisations to equip staff locally with the skills
to provide staff training on delivering MECC, as further detailed in the toolkit.

Additionally, a staff survey will be developed by the SHA team. A set of core questions designed to
assess staff confidence and the success of training will be uploaded on to Survey Monkey by the SHA
team. The weblink to the survey will be provided to every organisation, for staff signing up for training to
complete before training and again within 3 weeks of completing training. The survey responses will be
available to the SHA team on the Survey Monkey website for quarterly analysis. Organisations will be
provided with a summary report on the responses.

3. Delivery of brief advice , signposting and referral to behaviour change
services

Detailed Descriptor:
To measure the increase in the number and quality of referrals made to local stop smoking services
from NHS organisations participating in Making Every Contact Count (MECC) as an indicator of wider
brief lifestyle advice from NHS staff
Lines within Indicator (Units):
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Organisations to provide:
Essential:
Line 1: Number of clients referred from MECC organisation to stop smoking services who access the
stop smoking service
Line 2: Number of 4 week quitters who have attended a stop smoking service
Desirable:
Line 3: Number of clients referred to stop smoking services

Data Definition:
All lines must be reported by referral source where referral source can be:
 GP practice
 Named NHS organisation (this includes PCTs etc. where staff are being referred into a service), i.e.

Trust, Pharmacy etc is not sufficient, the full organisation name must be supplied, e.g. Derby
Hospitals NHS Foundation Trust, Nottinghamshire Healthcare NHS Trust

 Other

Data for maternity services should be reported separately
Basis for Accountability:

Reporting organisation named implementation lead

MONITORING
Monitoring Frequency:
Line 1: Quarterly from Q1 12/13.
Lines 2 and 3: Quarterly from Q1 12/13 (quarter actual data should be reported not cumulative data,
monthly data not feasible given 4-week interval)
Monitoring Data Source:
Data for lines 1 and 2 to be obtained from stop smoking services
Data for line 3 to be obtained from both appropriate NHS organisations and stop smoking services

Data should be reported using the template provided

ACCOUNTABILITY
What success looks like, Direction, Milestones:
The number of referrals from each source should increase over time. The increase should be more
pronounced in NHS organisations participating in Making Every Contact Count (MECC). The data
completeness for referral source should increase over time. There is also an expectation that the
conversion of referrals into successful 4 week quitters will increase over time.

Commissioners and providers should agree ambitions of plans and milestones for MECC
implementation taking into account baseline performance.

Timeframe/Baseline:
Quarterly throughout 2012/13.
Baseline is Q4 2011/12 (If available by individual organisations; if not, Q1 2012/13)

Timeframe Until:

Measured quarterly and annually until end of planning period.

Rationale

NHS Midlands and East believe that referrals into all lifestyle advice and support services are
important. Stop smoking services have been particularly selected for use in a metric due to the
fact that, unlike a number of other lifestyle interventions, data flows are already well established
and of reasonable quality. Thus reducing the need for the implementation of additional data
flows.

PLANNING REQUIREMENTS
Are Plans Required?:
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Yes. To be submitted by participating organisation

Planning Frequency:

Quarterly for 2012/13

Criteria for Plan Sign-off:

All lines must demonstrate quarterly progress during 2012/13
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Appendix 2

UHCW Staff Trained

Staff Trained in MECC by Health Development Consultancy (HDC)

Staff Nurses 13
RGN 2
Health Care Assistants 1
Support Workers 10
Occupational Therapists 29
Physiotherapist 30
Physiotherapist and Occupational Therapy Technicians 18
Physiotherapy students 4
Pharmacists 1
Senior pharmacy technician 1
Administration 2 (trained as Trainers)
Patient information advisor 2
Smoking advisor 1

Staff Trained by UHCW Trainers

Ward 23- 2 staff
Ward 11- 1 staff member
L&OD – 1 staff member

Total staff trained: 118
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PURPOSE OF THE REPORT / PRESENTATION:

To report to the Trust Board the current Net Promoter Score, with information on progress at this very
early stage (one week in to its implementation) on its implementation, actions to date, consequences of
its implementation and an early example of how it is being used to improve patient experience.

SUMMARY OF KEY ISSUES:

At this stage it is not appropriate to report with a breakdown at speciality and ward level, though this is
available, as the implementation is only 1 week in and the amount of data available makes such a breakdown
of limited value at this stage. For example, in areas with low numbers of discharge and the requirement to
survey 10%, there is at present no or very few responses to report on.

However, this breakdown is embedded within our data collection and analysis methodology, is being used and
monitored and will be reported in future months.

SUMMARY OF KEY RISKS:

Reliance on volunteers and FT members for interviewing sufficient numbers of patients – will outsource
telephone interviewing and ramp up use of semi-automated text messaging to mitigate against this, but at
increased cost.

Tight time window for asking the question, eliciting a response and then recording and analysing the data to
produce weekly reports – using hand held devices for data capture, texting and telephone interviews within the
time window determined by the SHA.

Delays in recording discharges at ward level on patient administration systems so time window is further
reduced.
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Achieving the 10% response rate over bank holidays when the working week is shortened but the level of
responses is expected to continue.

Some patient’s misunderstanding, misinterpreting or objecting to the question, in particular the use of the words
recommend and service. However, we are mandated to use the exact wording from the SHA and it is highly
unlikely (even undesirable now implementation is complete) that the wording be changed.

The requirement to only interview the parent or guardian of patients under the age of 18 – particular issue with
patients under 18 on our obstetrics/maternity wards.

Patients suffering survey fatigue.

Work required to prepare for covering 10% of all footfall by April 2013 waiting for further guidance from SHA.

Fall off in full Impressions returns, as effort and resource is diverted to asking the NPS question and achieving
the necessary coverage, resulting in a loss of detailed feedback available from our bespoke survey.

Pressure on staff involved currently and potential for escalating costs of outsourcing (dependant on exactly
what SHA’s future expectations are).

RECOMMENDATION / DECISION REQUIRED:

For Trust Board to recognise and support the focus of the Engagement team on the NPS as the
primary and overarching patient experience performance framework for 2012/13.

IMPLICATIONS:
Financial:  CQUIN income

 Costs of implementation (already met)
 Costs of further roll out and maintenance
 Cost implications of future expansion to meet SHA requirements (as yet

unclear)
HR / Equality & Diversity:  Exemption criteria being applied (Deputy Chief Nurse has advised and

we are collecting Equality & Diversity information as part of interviewing
so can monitor) but have concerns over age 18 restriction set by SHA

 Pressure on staff and future sustainable resourcing
Governance:

Legal:

REVIEW:
Trust Standing Committee Date Trust Standing Committee Date
Quality Governance Committee Remuneration Committee
Finance and Performance Committee Executive Meeting
Audit Committee

DATA QUALITY:
Data/information Source:
Data Quality Controls:
Data Limitations:



A Patient Revolution
Patient Engagement and Experience Report to Trust Board

April 2012

Background

The Patient Revolution has been adopted by new SHA Board as one of it's top 5 priorities.
This is based on 3 principles which are Co-production, Community participation and
Customer experience – the 3 Cs.

An SHA Steering committee will be formed, chaired by Sir Neil Mackay and task and finish
groups (at which UHCW has representation) will advise the SHA on the practical elements of
the work and effect system change. A Cluster-wide patient experience leads network has
been formed which meets regularly (currently weekly) via a web-ex.

There is clear expectation from the SHA that Trust Boards will regularly (monthly or at all
scheduled full Board meetings) have a patient/staff story and a patient experience report and
that the Board will have assurance around the development and implementation of action
plans where improvements are necessary. Trusts are also expected to develop a Patient
Revolution Strategy that outlines their intent regarding the 3 Cs and to implement the SHA’s
preferred measure of Customer Experience (the Net Promoter Score).

Friends and Family Question

In January, the Prime Minister announced that all patients should be asked if they would
recommend the service/hospital to a friend or relative.

The Midlands and East SHA has mandated, via commissioning, the SHA-wide
implementation of the Family and Friends question, with benchmarking across the SHA via
the calculation of a Net Promoter Score (NPS) for each Trust (initially just Acute Trusts),
calculated from responses to the following question:

“How likely is it that you would recommend this service to friends and family?
Extremely Likely? Likely? Neither Likely nor Unlikely? Unlikely? Not at all? Don’t
Know?”

Or:

“How likely is it that you would recommend this service to friends and family?”
Please rate on a scale of 0 to 10

The range of scores is -100 to +100, with a +ve score being good, a score over +50 as
excellent and the SHA having an informal/aspirational aim of achieving an SHA–wide score
of +60.

How Trusts implement this has been left very much for each individual Trust to decide but
the reporting requirements that Commissioners are being asked to adopt are well defined.

The implementation of this has been phased over the year, with each phase linked to
CQUIN Indicator payments via contracts with Commissioners. For UHCW the phases are as
follows:



Indicator number 1
Indicator name Patient Experience – Establish NPS

Question and Baseline Score by 1st April
2012

Indicator weighting (% of CQUIN
scheme available)

25%

Description of indicator To establish the question and baseline
Net Promoter Score:
- For 10% of inpatient discharges for any
given week
- At or within 48 hours of discharge

Indicator number 2

Indicator name Patient Experience – Board and
Commissioner Reporting

Indicator weighting (% of CQUIN
scheme available)

25%

Description of indicator Monthly Trust board minutes that clearly
demonstrate reporting of patient
experience including Net Promoter Score
(broken down to organisational, speciality
and ward level), board challenge and
actions relating to improvement

Indicator number 3
Indicator name Patient Experience – Weekly Reporting
Indicator weighting (% of CQUIN
scheme available)

25%

Description of indicator Organisations collate and review the
Net Promoter Score on a weekly basis,
commencing in Quarter 2

Indicator number 4
Indicator name Patient Experience – Performance

Improvement from April 2012 baseline
score

Indicator weighting (% of CQUIN
scheme available)

25%

Description of indicator Achievement of either:
(A) A 10 point improvement in Net
Promoter Score

or
(B) Achievement or maintenance of top
quartile performance throughout
2012/13



Successful implementation of all phases, along with adequate performance in the national
patient survey equates to over £550k of income for UHCW, of which £372k is directly linked
to the NPS work.

The SHA has specified the following aims for achievement by the SHA as a whole by April
2013

 All Boards across Midlands & East using the NPS metric
 Paradigm shift in attitudes of Boards and clinicians
 Sustainable mechanisms around Customer Satisfaction reporting in place
 Aim for a NPS across the Acute sector across the cluster of over +60
 Report comparative scores of Trusts at the SHA Board and into the public domain
 Fines for poor performance (as for A&E and 18 weeks)

The SHA acknowledged the need for upfront investment, which the SHA expected PCTs to
negotiate locally with providers (set up non-recurrent costs only e.g. software
purchase/modifications, IT hardware such as handheld devices). The Arden Cluster have not
been forthcoming with any transitional funds to UHCW for this purpose.

Required actions/UHCW actions to date

UHCW will have a local Patient Revolution Strategy, which is currently under development
and will be one of the supporting strategies (others also under review/development) to our
Integrated Business Plan. This will be finalised once more detail is available from the SHA
on its expectations beyond 2012/13.

The Trust must and does have a named individual at a senior level to lead the Patient
Revolution and improve the patient experience practically and symbolically (Exec and Non-
Exec).

The expectation of monthly patient experience reporting to Trust Board has been
incorporated into our contract with commissioners and is in the Trust Board schedule going
forward.

UHCW needs to and, from 1st April 2012, is complying with the SHA dictated monitoring
framework as follows:

 Use of mandatory NPS question (exact wording dictated by SHA) in patient surveys by
1st April 2012 – Impressions has been redesigned and new software/paper based
surveys are in use.

 10% of in-patients must be surveyed at point of discharge or within 48 hours of discharge
– UHCW is doing this via face to face interviews by staff and volunteers at point of
discharge, text messaging and telephone surveys within 2 days of discharge.

 Ability to report our NPS score weekly to SHA from Q2 2012/13 – UHCW can do this
now and will report this internally from 1st April but will report in this way to
Commissioners from July 2012.

 Need to be able to demonstrate penetration by reporting on number of patients surveyed
each week across all wards and sites – UHCW has this monitoring mechanism in place
and the Engagement Directorate staff can direct surveying to ensure adequate
penetration across the organisation.

 Eventually (from April 2013 TBC) we will need to calculate our NPS over returns from
10% of our total footfall (the details of the definition of total footfall, specific
requirements, timescales, exemptions etc. etc. are awaited from the SHA). This will be



included in our Patient Revolution Strategy and Engagement Directorate work plan once
more detail is known.

The SHA have indicated that high performers (yet to be defined by the SHA) may "earn"
autonomy and go to monthly reporting but will still need to present the weekly breakdown.
They will also come out and visit Trusts and hold performance meetings, where Trusts are
performing poorly or off trajectory for their required improvement in score.

Scores will be published to allow benchmarking following each SHA Board meeting but
Trusts are being encouraged to publish them themselves on their web-sites.

At UHCW, we are using mixed surveying methodologies to increase our ability to achieve
the 10% within 48 hours of discharge target. These include:

 Impressions “full version” only via the web by patients
 Impressions “lite version” via:

o professionally printed paper version – completed either by patient themselves
or volunteer interviewing patient – subsequently entered on Impressions by
volunteers

o on internet – accessible via iPads - completed by staff/volunteer interviewing
patient

 Impressions “lite, lite” (NPS question, ward/specialty and essential demographics
only) - photocopied paper version – completed during interview by staff, volunteers,
eventually FT members and patients themselves (with help from staff if necessary)
and from inclusion in their TTO medication packs

 Text messaging
 Telephone interviews (outsourced service)

Many other Trusts are using only single methodologies and are already reporting concerns
around achieving the 10% target.

UHCW’s initial performance for week 1 of implementation (1/4/12 to 7/4/12) as of 10/4/12
is as follows:

Discharges 1578

% responses 17.3 (TBC as awaiting figure for late entered discharges)

NPS +43 (TBC as final data analysis not complete at time of writing
this report – 10/4/12)

Consequences of implementation

The significant resource requirement to implement this has taken up much of the attention of
the Patient Engagement /PPI lead and Volunteer Manager’s time for the past 2 months. The
FT Membership Manager and Director of Engagement have also input significant time and
effort and without the support of Information and ICT colleagues it could not have been
achieved.

Costs have been incurred in modifying software, redesigning and reprinting questionnaires,
purchasing and setting up hand-held devices and in putting in place text messaging and
telephony interview arrangements. The latter will have an ongoing cost implication for the
Trust. The implementation team have worked to keep costs to a minimum and a full cost



analysis will be available as part of the CQUIN implementation reporting to the appropriate
Trust management committee as we get towards the end of the first month of full operation.

As focus has necessarily had to shift to implementing a “lite” version of Impressions,
concentrating on the NPS question, so the number of full Impressions returns is being
severely affected. This has been an unavoidable and expected consequence of
implementing this additional surveying methodology in such a short timescale.

Patient Story example of real time analysis and action

As this is the first week of this activity it is not possible to provide any comparative data,
analysis or actions taken as a consequence other than this single example.

Staff interviewing patients on a surgical ward collected similar feedback, from patients in
separate bays but on the same ward and interviewed by different individuals, regarding
gynaecology patients being given advice not to walk far or carry immediately after surgery.
However, as they were outliers on a non-gynae ward, the staff were encouraging them to
walk to collect and then carry their meal trays. This was conflicting advice and something
that they found distressing and physically difficult.

The Engagement team were able to take this up with ward staff immediately who were going
to look into it and we have committed to get back to the ward to see what action they have
taken and will keep a watch for any similar feedback.

Conclusion

The Trust Board is asked to note the successful implementation of this significant piece of
work, within a short implementation window (less than 3 months) and to the deadline of 1st

April 2012.

As can be seen from the information above, UHCW is already in a strong position to achieve
the remaining CQUIN indicators.

The Board is asked to note the resource consequences of implementation and ongoing
maintenance.

The Board is asked to note the consequential decrease in full Impressions returns being
received.

The Board is asked to note the significant effort and contribution made by the ICT and,
Information Departments as well as the following teams within the Engagement Directorate:

 Patient Engagement
 Volunteering
 FT membership
 Communications

The Board is asked to note and support the significant amount of effort (yet to be fully
understood) that will be required to achieve 10% of all footfall by April 2013.

The Board is asked to recognise and support the focus of the Engagement team on the NPS
as the primary and overarching patient experience performance framework for 2012/13.
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PURPOSE OF THE REPORT / PRESENTATION:

 To provide an update on the progress and timeline for Foundation Trust status application.

SUMMARY OF KEY ISSUES:

 Current progress and priorities for the coming month

SUMMARY OF KEY RISKS:

 Current rate of FT authorisation by Monitor is very low
 Financial compliance
 Achievement of national targets, including A&E
 Workforce spend
 Board capacity & capability
 Culture and Understanding

RECOMMENDATION / DECISION REQUIRED:

None – for noting only



UNIVERSITY HOSPITALS COVENTRY AND WARWICKSHIRE NHS TRUST

REPORT TO THE TRUST BOARD: PUBLIC

25
th

April 2012

Trust board/templates/header sheet (public) version 3 – March 2011

IMPLICATIONS:
Financial: Financial performance this year.

Importance of achievement of CIPs, work to increase predicted surplus and
achieve financial assumptions for down-side scenarios.

HR / Equality & Diversity: Recruitment and maintenance of a representative and diverse membership.

Governance: New date for achieving Foundation Trust status.

Legal: Legal constitution and completion of necessary assessment phases.

REVIEW:
Trust Standing Committee Date Trust Standing Committee Date
Quality Governance Committee Remuneration Committee
Finance and Performance Committee Executive Meeting
Audit Committee

DATA QUALITY:

Data/information Source:
Data Quality Controls:
Data Limitations:



Foundation Trust Project
11th April 2012 for April 2012 Trust Board

Progress since last report
 Planning activities & IBP- Many sections have been updated (where this is all that is required). Submission of new content continues. IBP

collated and cross referenced with new organisational strategy on 6th March and have cross referenced content prepared so far with draft
financial content. Cross referencing draft IBP and draft annual plan has also been completed and will now be repeated with final annual
plan. Consultation on values continues. 1st draft (with placeholders where there is incomplete content) went to Board Seminar in March.
IBP is to be made available to EMG members following presentation that went to Board Seminar, being given to EMG. Feedback from
Board Seminar, EMG and content from finalised annual plan is to incorporated, along with content based on draft LTFM and from Board
seminar on risk, with a view to a first draft going to the SHA by due date in early May.

 Finance/LTFM –. Work on a new iteration of the LTFM continues in line with having a limited LTFM later this month and further iterations
on from that based on our planning and IBP preparation during 2012.

 Membership and public communications – SHA have advised that we should look to increase our public membership so it more closely
matches our staff membership level. Planning for activities to achieve this is underway.

 Risks and Issues log – FT risks reviewed and updated in early April 2012. They will be further reviewed as the IBP progresses, annual
planning is completed and reflecting current performance during the year .

 SHA assessment & Tripartite Formal Agreement (TFA) – Arden Cluster sign off of the TFA was achieved. It has now been revised
following SHA and DH comment. Given the requirements for these amendments and due to subsequent discussions between UHCW CEO
and SHA, it has not been submitted to the SHA at the time of writing this report. SHA interviews with Board members have been
completed.

Priorities for coming month
 IBP – Complete 1st draft of new IBP & limited LTFM and submit to SHA by due date.
 Tripartite Formal Agreement – Produce revised TFA according to further instruction/guidance from CEO/SHA.
 Quality Governance Assessment – Action on outcomes from PWC report continue as matters of good practice.
 Board development – Preparation for first second Board Development Session as outlined in Board Development Session programme.
 Communications & membership – Members’ newsletter, Spring Edition in print, so priority action to distribute. Completion of

Communications and Engagement plan to reflect new IBP and timeline – will be finalised once TFA timeline is finally agreed. Planning for
events – Youth Council, Foxford School etc. Membership recruitment.

Current red risks
 Current rate of FT authorisation by Monitor is very low – potential backlog for Monitor to deal with at time of our assessment
 Financial compliance – failure to demonstrate that Trust is on sound enough financial footing to be authorised as an FT
 Achievement of national targets – application cannot go ahead if Trust is not meeting national targets
 Failure to achieve national A&E target - application cannot go ahead if Trust is not meeting national targets
 Workforce spend – management of labour spend over next 5 years due to current economic climate (external and NHS)
 Board capacity & capability - Board-level changes.

New Risk: Culture and Understanding appropriate to an FT within organisation.



Timeline: The currently proposed timeline remains for UHCW to submit its 1st draft IBP/LTFM to the SHA during Q1 of 2012/13, to submit its application
to the DH by 1st December 2012 with a view to becoming an NHS Foundation Trust during 2013.

UHCW FT Timeline (as of 10th April 2012)

Key stages Timing Comments
Board
development

Phase 1 April – June 09
Phase 2 Jan10 onwards
Phase 3 Late 10 onwards

2011/12

2012

Deloitte work
Board to Board with SHA.
Board development sessions, Board to Board with Deloitte , Build on feedback from external NHS
organisation, Revisit previous board development programme (audit trail and records), Self assessment,
Deloitte to provide external support
New Board development programme
Accommodate recent and future Board changes
SHA unannounced Board observations (at least 2 – 1 in each phase) and Committee observations

General
Communications

Phase 1 - April– Sept 09
Phase 2 – Sept - Dec
Phase 3 – Jan 2010
onwards
Summer 10 onwards
2012/13
Dec12
Feb /March 13
Feb – April 13

Late Q1 13/14

Staff awareness, including JNCC.
Consultation and membership recruitment Sept – Dec 09.
Communication of consultation outcome - Dec 09/Jan 10.
Ongoing membership recruitment and engagement- See monthly membership reports and members’
newsletters, Staff communication via InTouch and Chat with the Chief
More intensive staff communication and clinical engagement
Announce SHA decision
Announce SoS sign off and Monitor involvement/assessment
Governor elections – Minimal 40 day process. Cannot start until after SoS approval. This date dependant on
SoS sign-off
Earliest possible date for authorisation.

IBP preparation April - Dec 09
Jan– April 10
May – July 10

Summer 10
Dec10
Late May/ June 11

Feb 12
Feb- March 12
March - April 12
4

th
May 12

6
th

July 12
Aug - Oct 12
28

th
August 12

Initial IBP
HDD Phase 2 version of IBP to SHA by beginning of January 10. Final iteration of IBP to SHA by 15

th
March

10.
Locked-down IBP and assurance documentation to SHA by 29

th
March for SHA to put in their Board papers

on 13
th

April for their April Board meeting. Updating for full year figures and 09 -10 accounts, outcomes of
further modelling with Commissioners and strengthening of risk chapter. SHA advise cannot go back to their
Board until end July.
Further work postponed due to liquidity issues
Produce and agree plan for IBP rewrite
Work on content (not dependant on contracts /LTSMs– money & activity), Updated IBP (delayed from
March because of delay in agreeing contracts with commissioners), Activity and money agreed (contracts
year 1 ; LTSMs years 2 to 4; future forecast years 5 to 10) , LTFM modelling, financial elements, activity,
risk and service development content, Draft of updated IBP to Trust Board members for information
Produce and agree plan and content for IBP, Review outstanding actions for previous HDD
Production of Initial draft IBP and initial LTFM (include all risk work and downside scenario planning)
Redraft and discuss with PCTs and SHA
1

st
draft to SHA

Complete and submit high quality final draft of IBP & LTFM
SHA approval and Commissioner support

Final “polished” submission to SHA



5th Oct 12 Final IBP/LTFM with appendices
Consultation Sept – Dec 09

Jan 10
March 10
June 11
July 11
Throughout 2012
March 2012 onwards

Completed
Report to SHA & HDD team
DH Consultation and staff engagement and Governance templates went to SHA
Review and revise DH Consultation and staff engagement and Governance templates
Resubmit completed templates to SHA
Keep stakeholders informed to avoid repeat consultation
Update HOSCs and elected members

Membership
recruitment &
engagement

Staff June 09 onwards
Public Sept 09 onwards
Spring 10 onwards

Summer 12 onwards
Dec 12
Feb - April 13
May 13 onwards

Review at end of consultation and do targeted recruitment and road shows if necessary. Membership
communications – Welcome letters/packs Oct/Nov 09 onwards,
Newsletter - March 10 and ongoing quarterly, membership events Summer 2010. Engagement opportunities
Jan 10 onwards. Achieved end of 2010 target of 5000 public members during late April 10. Event involving
members (patient information postcard workshop) on 5

th
July. Members’ events x2, Review and revise

governor term dates in constitution and timings of annual membership targets (due to 1 year’s slippage in
application process), Repeat initial Members’ event , Ongoing targeted recruitment and programme of
engagement
Further member recruitment & intensive communications
Governor election preparations
Elections
Governor development

Historical Due
Diligence

Oct 09 - Jan 10
Jan 10 onwards
June 12
Sept 12

Phases 1 & 2 completed.
Action plan completion Dec 09. Actions through to authorisation.
Refresh HDD1
Repeat HDD 2

Formal SHA
assessment

July 09 to end July 10
2011
End Jan 2012
Feb 12 tbc
Feb & March 12
17

th
Feb 12

End Feb 12
March 12

15
th

March 12
End March 12
April 12
16

th
April 12 tbc

End April 12
4

th
May 12

May 12
End May 12
June 12

11
th

June 12

Initial IBP, Locked-down IBP, LTFM and all other assurance documentation to SHA by late June.
Next version of IBP & LTFM but further progress blocked due to insufficient surplus within plans.
PMR Return to SHA
Escalation meeting with SHA
SHA interviews with Board and Commissioners
FIMS return
PMR Return to SHA
SHA/UHCW discussion of IBP/LTFM & PMR escalation meeting
BGAF self-assessment completion (Trust to confirm date and dependant on assessor availability)
FIMS return
PMR Return to SHA
Escalation meeting with SHA
Draft accounts and FIMS return
PMR Return to SHA
Submit 1st draft of IBP/LTFM and authorization for HDD1 refresh
Escalation meeting with SHA
PMR Return to SHA
Escalation meeting with SHA
HDD 1 refresh
self assessment against quality dashboard and submit to the SHA
Final Accounts FIMS return to DH and c.c. SHA



End June 12
July 12
6

th
July 12

End July 12
Aug – Oct 12
28th August 12
End Aug 12
Sept 12

End Sept 12
Oct 12

5th Oct 12

End Oct 12
Early Nov 12
End Nov 12
1

st
Dec 12

PMR Return to SHA
Escalation meeting re PMR
Submit high quality draft of IBP/LTFM to SHA
PMR Return to SHA
SHA seeks commissioner support
Final Draft of the IBP/LTFM to the SHA
PMR Return to SHA
Escalation meeting re PMR
CQC opinion received
Quality Assessment visit
HDD2 refresh
PMR Return to SHA
Escalation meeting re PMR
SHA interview with HDD lead reviewer
Complete IBP/LTFM and appendices submitted

PMR Return to SHA
SHA/UHCW Board to Board (Full Voting Board), includes review of PMR
PMR Return to SHA (Continues until authorisation)
Submission to DH

DH submission 1
st

Dec 12 Papers need submitting 6 weeks before applications committee to allow for NHS Medical Director consideration
of clinical quality/performance issues.

SoS approval Feb/March 13 Applications Committee pass the application to SoS (usually) within 2 weeks who will then ask Monitor to
assess the Trust – Monitor will then batch and start the assessment.

Monitor batching
and assessment

March - May 13 Minimum of 3 months for assessment post-batching process but experience would suggest that a Trust with a
PFI would require a more intensive assessment from Monitor and this can take up to 6 months
(5 months allowed in this timeline).

Authorisation Late Q1 2013 /14 Dependent on length of Monitor assessment and outcome.
Operating as FT Q2 2013 /14 First of calendar month following authorisation. This reflects a realistic length of Monitor assessment.

Current/Future actions Completed actions
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GLOSSARY

Abbreviation In Full

WRITTEN REPORT (provided in addition to cover sheet)? Yes No

POWERPOINT PRESENTATION? Yes No
NB Presentations need to be submitted for inclusion in Board papers

Title
Approx. Length

PURPOSE OF THE REPORT / PRESENTATION:

The purpose of this report is to provide the Board with an update on the information currently held on the
Register of Interests/Declaration of Gifts, pertaining to Trust Board members for the financial year 2011/12.

SUMMARY OF KEY ISSUES:

In accordance with the Department of Health’s Code of Conduct and Code of Accountability and the Trust’s
Standing Orders, the Trust is required to hold a number of Registers and to make them available for public
inspection.

A review of the details held in the “Register of Interests” and “Register of Gifts” has taken place. Declarations
have been requested from members of the Trust Board and the Executive Management Group and an all user
message has been issued to all Trust staff.

The Register has been updated accordingly. Hard and soft copies of all declarations received are available for
inspection from the Trust Board Secretary. However, only the declarations for Trust Board members are
summarised here. The full register will be considered by the Audit Committee annually.

Directors are reminded of their responsibility to advise the Trust Board Secretary promptly on any changes to
their Register of Interests.

SUMMARY OF KEY RISKS:

N/A

RECOMMENDATION / DECISION REQUIRED:

Trust Board is asked to receive and note the Register of Directors’ interests and gifts.
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IMPLICATIONS:

Financial: The register of interests details financial interests of members including paid
employment

HR / Equality & Diversity: Annual declaration by Trust Board members are made in accordance with the
code of conduct and code of accountability

Governance: Formal returned received from all voting members of the Trust Board
Statutory requirement in line with Standing Orders.

Legal: The register of interests, and register of gifts and hospitality are a statutory
requirement

REVIEW:

Trust Standing Committee Date Trust Standing Committee Date
Clinical Governance Committee Remuneration Committee
Finance Committee Executive Meeting
Audit Committee



Name Job Title Date gift/benefit rec'd Source of Gift or benefit
Nature of

gift/benefit

start/end date

of visit
Destination Purpose of visit

Claire, B Associate Non-Executive Director
n/a n/a n/a n/a n/a n/a

Connor, B
Non-Executive Director n/a n/a n/a n/a n/a n/a

Coy, W Non-Executive Director n/a n/a n/a n/a n/a n/a

Crich, I Chief Human Resources Officer n/a n/a n/a n/a n/a n/a

Forster, N Director of Delivery n/a n/a n/a n/a n/a n/a

Foster, J Associate Director of Nursing n/a n/a n/a n/a n/a n/a

Gardiner, J Trust Board Secretary n/a n/a n/a n/a n/a n/a

Hardy, A Chief Executive Officer n/a n/a n/a n/a n/a n/a

Jones, A Associate Director of Finance n/a n/a n/a n/a n/a n/a

Kennedy, R Chief Medical Officer 12/01/2012 Ferring PLC (Pharmaceuticals) Hotel

accommodation to

attend meeting

(scientific)

12/13 Jan

2012

Budapest Scientific meeting

Nolan, G Chief Finance Officer n/a n/a n/a n/a n/a n/a

Robinson, T Non-Executive Director n/a n/a n/a n/a n/a n/a

Sawdon, T Non-Executive Director n/a n/a n/a n/a n/a n/a

Stewart, R Trust Lay Representative n/a n/a n/a n/a n/a n/a

Stokes, N Vice-Chairman

Non-Executive Director

n/a n/a n/a n/a n/a n/a

Townshend, P Chairman 23/03/2012 Deloitte LLP Dinner with Deloitte

LLP

23/03/2012 Birmingham Discuss FT application

Tubb, S Non-Executive Director n/a n/a n/a n/a n/a n/a

Declaration of Gifts April 2011 - March 2012
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Name Job Title Date gift/benefit rec'd Source of Gift or benefit
Nature of

gift/benefit

start/end date

of visit
Destination Purpose of visit

Watts, C Chief Marketing Officer n/a n/a n/a n/a n/a n/a

Page 2 of 5



* Please note UHCW Trust Board is a Corporate Trustee of the UHCW Charity.

Name Job Title Directorships Ownership Shareholdings
Charity or Voluntary

Organisations

NHS Service

Contracts:
Research Funding Pooled Funds

Paid employment,

office, profession:

Cannaby, A Chief Nurse and

Operating Officer

Unpaid Partner - Coach

House Creative (Advertising

Company)

n/a n/a n/a n/a RAAK international

Collaborative Research

funding (with Enschude

University, Holland)

n/a n/a

Claire, B Associate NED Service Transformation

Director, BT Wholesale

n/a n/a n/a To note that BT Global

Services have major

account dealings with

the NHS.

n/a n/a n/a

Connor, B Non-Executive Director Beechwood Consultancy

Services Ltd (Self/Wife);

CENEX Ltd - Low Carbon

Technology (Self); Simplicity

GB Ltd - IT Training

(Self/Daughter); Surtrans Ltd

- knowledge transfer

management

Simplicity (GB) Ltd,

Beechwood

Consultancy Services

Ltd

Simplicity (GB) Ltd,

Beechwood

Consultancy Services

Ltd

RAF Museum;

Coventry School

Foundation (ceases

10.12.2011)

Coventry Schools

Educational Trust

Midlands Air

Ambulance (Reg.

Charity) Chairman

(OPCA approved)

n/a n/a n/a Magistrate; Advantage

West Midlands (RDA);

West Midlands Police

Authority;

Coy, W Non-Executive Director Non-remunerated Director

Coy Consultancy. Building

and Planning Consultant

Director of Coy Brown

Developments (non-trading)

Wendy Coy &

Associates, HR

Consultants

n/a n/a n/a n/a n/a Warwick Medical

School, School

Secretary (FT).

Consultant (owner) in

HR and Management

Development

Crich, I Chief Human Resources

Officer

Director of Foxford School

Trust (unpaid)

n/a n/a n/a n/a n/a n/a n/a

Forster, N Director of Delivery n/a n/a n/a n/a n/a n/a n/a n/a

Foster, J Associate Director of

Nursing

n/a n/a n/a n/a n/a n/a n/a n/a

Gardiner, J Trust Board Secretary n/a n/a n/a n/a n/a n/a n/a n/a

Register of Interests April 2011 - March 2012
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* Please note UHCW Trust Board is a Corporate Trustee of the UHCW Charity.

Name Job Title Directorships Ownership Shareholdings
Charity or Voluntary

Organisations

NHS Service

Contracts:
Research Funding Pooled Funds

Paid employment,

office, profession:

Hardy, A Chief Executive Officer n/a n/a n/a Trustee Health Link

Malawi

Trustee Heathcare

Financial Management

Association

Trustee Coventry,

Solihull & Warwickshire

Partnership

n/a n/a n/a

Jones, A Associate Director of

Finance

n/a n/a n/a Trustee - Health Link

Malawi

n/a n/a n/a n/a

Kennedy, R Chief Medical Officer International Federation of

Fertility Societies Secretary

General (Board Executive)

n/a n/a Trustee Health Link

Malawi

Trustee Gift of a Life

(GOAL)

n/a n/a n/a n/a

Nolan, G Chief Finance Officer n/a n/a n/a n/a n/a n/a n/a n/a

Robinson, T Non-Executive Director Unpaid non executive

director of ENTA CIC, a

community interest company

based in Birmingham which

provides training for young

people (until 16/06/11).

Independent member of

OFQUAL Audit and Risk

Committee (unpaid).

n/a n/a n/a n/a n/a n/a In receipt of a pension

from the local

government pension

scheme. No other

sources of income.

Sawdon, T Non-Executive Director Mastergrove Ltd

Director

Opticians

n/a n/a n/a Provider of Opththalmic

Services to Coventry

PCT

n/a n/a Occasional

remunderation to

Mastergrove Ltd for

supply of spectacles to

HES prescriptions

Councillor Coventry

City Council.

Stokes, N Vice-Chairman

Non-Executive Director

Director of Marketing and

Communications Coventry

University

Director/Trustee of Coventry

Heritage and Arts Trust (Non-

Exec)

n/a n/a Director/Trustee of

Heritage and Arts

Trust, Herbert

Museum, Coventry.

n/a n/a n/a Director of Marketing

and Communications

Coventry University

responsible for

marketing, strategy,

communication, alumni

relations and

fundraising.

Page 4 of 5 I:\ corporate governance\register of interests



* Please note UHCW Trust Board is a Corporate Trustee of the UHCW Charity.

Name Job Title Directorships Ownership Shareholdings
Charity or Voluntary

Organisations

NHS Service

Contracts:
Research Funding Pooled Funds

Paid employment,

office, profession:

Townshend, P Chairman n/a n/a n/a Trustee of the

Elizabeth Swillington

Charity

n/a n/a n/a A member of the Law

Partnership Solicitors

LLP, Councillor and

Cabinet Member,

Coventry City Council

Tubb, S Non-Executive Director St Petrox LLP - Foreign

Property Online Auction

Business (not yet trading)

Church Roch Ltd (not

trading) 65 Finsbury Park

Road Ltd, company set up to

manage 3 flats in converted

house

n/a n/a n/a n/a n/a n/a n/a

Watts, C Chief Marketing Officer n/a n/a n/a n/a n/a n/a n/a n/a

Page 5 of 5 I:\ corporate governance\register of interests
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