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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 27

th
February

2013*
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 Verbal Chairman N/A

1.7
Private Trust Board Meeting Session Report
– 27

th
February 2013*

Enc 3 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 Quality Strategy Enc 4 Mrs M Pandit, Chief Medical Officer Strategy

3
Improving the business and service
framework

Paper Presenter Category

3.1
Annual Financial Plan (Revenue & Capital)
including Health Care Contracts with
Commissioners

Enc 5
Mrs G Nolan,
Chief Finance Officer

Governance

3.2 Integrated Performance Report Enc 6 Mrs G Nolan, Chief Finance Officer Governance

3.3 Provider Management Regime Enc 7
Mr D Eltringham, Chief Operating
Officer

Governance

3.4
Finance and Performance Meeting Report –
28th January 2013*

Enc 8
Ms S Tubb, Senior Independent
Director

Governance

3.5 Finance and Performance ToR* Enc 9
Ms S Tubb, Senior Independent
Director

Governance

3.6
Audit Committee Meeting Report 19

th

November 2012
Enc 10

Mr T Robinson, Non-Executive
Director

Governance

3.7 Audit Committee ToR* Enc 11
Mr T Robinson, Non-Executive
Director

Governance

3.8 Board Assurance Framework* Enc 12 Mrs P Pandit, Chief Medical Officer Governance

4
Developing excellence in research,
innovation and education

Paper Presenter Category

No Reports

5
Building a positive reputation and
identity

Presenter
Category

5.1 Foundation Trust Application Update* Enc 13 Mr A Hardy, Chief Executive Officer Strategy

6 Administrative Matters
6.1 Work Programme Enc 14 Chairman Governance
6.2 Any Other Business Verbal Chairman

7 Questions from the Public up to 15 minutes

8 Date of Next Meeting:
Wednesday 24

th
April 2013 starting at 13.00

Please note: asterisked items (*) are for noting and, in general, do not require discussion.
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HTB 13/060
PRESENT

Mr D Eltringham, Chief Operating Officer
Mr A Hardy, Chief Executive Officer
Mrs G Nolan, Chief Finance Officer/Deputy Chief Executive Officer
Mrs M Pandit, Chief Medical Officer
Professor Radford, Chief Nursing Officer
Mr T Robinson, Non-Executive Director
Dr P Sabapathy, Non-Executive Director
Mr T Sawdon, Non-Executive Director
Mr N Stokes, Non-Executive Director
Mr P Townshend, Chairman
Ms S Tubb, Senior Independent Director
Professor P Winstanley, Non-Executive Director

HTB 13/061
IN ATTENDANCE

Mr I Crich, Chief HR Officer
Mrs Paula Young, Executive Assistant (note taker)

HTB 13/062
APOLOGIES

Mrs J Gardiner, Trust Board Secretary

HTB 13/063
MINUTES OF
MEETING HELD
30th JANUARY
3013*

The Trust Board APPROVED the minutes of the meeting held on
Wednesday 30th January 2013 as a true record of the meeting.

HTB 13/064
ACTIONS

The actions completed and actions in progress were NOTED.

HTB 13/065
MATTERS
ARISING

There were no matters arising.

HTB 13/066
DECLARATIONS
OF INTEREST

Dr Sabapathy declared that he had been appointed Trustee of the
Birmingham Library Trust.

HTB 13/067
CHAIRMAN’S
REPORT

The Chairman wished to formally place on record his appreciation of
services rendered by Alison Gingell, Chair of NHS Coventry, Coventry
Care Partnership and the Arden Cluster who is due to retire in March.
The Chairman will write formally to Ms Gingell to express his gratitude.

The Chairman reported that he had held a series of meetings with
Chairs of other partnership organisations as part of the regular
framework of discussions within the local health economy.

HTB 13/068
PRIVATE TRUST

The Chairman advised that the purpose of the report is to advise of the
private Trust Board session meeting agenda held on 30th January 2013

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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BOARD MEETING
SESSION
REPORTS – 30th

JANUARY 2013*

and any key decisions or outcomes made by the Trust Board.

The Board NOTED the contents of the report.

HTB 13/069
CHIEF EXECUTIVE
OFFICERS
REPORT

The Chief Executive Officer drew the Boards attention to the letter from
the NHS Chief Executive; Sir David Nicholson CBE in relation to the
report of the Mid Staffordshire NHS Foundation Trust public inquiry. He
added that there is a clear requirement for all NHS bodies to consider
the recommendations and learning from this. He emphasised the need
for transparency and the ability of staff to be able to raise concerns. He
reported that he had commenced a series of member and staff
briefings to share the findings of the inquiry. Over 500 staff have
attended the sessions with further sessions to be held through March.
The presentation will also be made available to access on the intranet
for those staff that were unable to attend any of the sessions provided.

The Chief Executive Officer advised that the formal Government
response to the report will shape the Trust’s response. Between now
and April ‘Task and Finish Groups’ are being led by Paul Martin,
Director of Governance.

Mr Robinson noted that he had attended two briefing sessions which
delivered a very powerful message. It was noted that attendance at the
sessions varied between 40 to 215. The Chief Executive Officer
thanked those Non-Executive Directors for their representation at the
briefing sessions.

HTB 13/070
QUALITY
GOVERNANCE
COMMITTEE
MEETING REPORT
– 11th DECEMBER
2012*

The Trust Board ACCEPTED the contents of the Quality Governance
Committee Report.

HTB 13/071
FINANCE AND
PERFORMANCE
COMMITTEE
MEETING REPORT
– 26th NOVEMBER
2012*

The Trust Board ACCEPTED the contents of the Finance and
Performance Committee Report.

HTB 13/072
INTEGRATED
PERFORMANCE
REPORT

The purpose of the report is to inform the Board of the performance
against the key agreed dashboard indicators for the month of January
2013.

A number of new targets have been included to reflect the focus on
patient experience and care. These include:

• Dementia case finding question completion
• Theatre efficiency
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• Number of complaints registered

Further work on the impressions survey analysis will result in a further
target for 2013/14 and two more targets focusing on Research &
Development are at the development stage.

Excellence in Patient Care

There has been an improvement in the SHMI score from 107.39 to
103.38 which is positive news and reflects the improvements in
mortality rates. This places the Trust at 84th out of 142.

Dr Sabapathy congratulated the Chief Officers on the huge strides that
have been made to improve mortality rates.

Ms Tubb queried whether the reduction in numbers as evidenced in
page 11 of the report were driven down by activity which was
undertaken with the purpose of driving down numbers, or would the
reduction have occurred anyway. Mrs Pandit responded that in part this
was due to actions taken as part of a long-term programme of work.
Results will not be instant and there is an expectation that figures will
reduce further in the coming months.

In response to a query from Ms Tubb; Mrs Pandit advised that the
target is to achieve less than 100.

Professor Radford advised that significant work has been undertaken
to meet the challenge of pressure ulcers. Internally tolerance for grade
3, 4 and 5 pressure ulcers is zero. UHCW NHS Trust is the only
organisation in the Arden Cluster to achieve a green rating. The
Chairman acknowledged this outstanding achievement by all staff.

Mr Stokes noted that the HSMR figures on page 11 of the report do not
correspond with that reported on page 7. Mrs Pandit advised that she
would look into this and provide Mr Stokes with an update directly.

Mrs Pandit

Procedural Note: Mr Sawdon joined the meeting.
HTB 13/072
INTEGRATED
PERFORMANCE
REPORT

Professor Radford advised that the c-diff trajectory had been positive
until December. There have been an increased number of cases since
January which has caused a great deal of anxiety. However, the Trust
is currently experiencing 20% less cases than the same time last year.
Professor Radford has expressed through the Chief Officers Group and
Finance & Performance Committee a range of additional measures that
are being taken in an effort to deliver against the target.

Mr Robinson noted that assurance was received at the Finance &
Performance Committee following presentation of a detailed action
plan. Dr Sabapathy acknowledged that the Trusts position is very
challenging and there is little headroom between now and the end of
the year.

Mr Stokes observed that the c-diff figures featured on page 7 of the
report should be represented in amber as they are three over the year-
to-date plan. Mr Eltringham advised that following presentation at the
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Finance & Performance Committee he has written to Jonathon
Brotherton newly appointed Director of Perfomance Programme
Management to request that he quality assure the content of the
document going forward.

Excellence in Patient Experience

The A&E indicators remain an area of considerable concern for the
Trust in January 2013. Action has been taken by the Trust to address
this. In terms of relative performance with other organisations in the
Midlands and East Region the Trusts performance is 3rd from bottom.

Mr Eltringham reported that a new model of working between
Emergency Medicine and Acute Medicine was implemented on 13th

February 2013. Essentially, the majority of medical patients are
assessed in an Acute Medical Unit (AMU). The changes allow the
presence of an Acute Physician from 8am - 5pm at weekends on the
high acuity AMU. Early indications are good in terms of performance;
however, Mr Eltringham urged caution not to be overly optimistic. The
plan is to build on this and sustain performance. Discussions have
been held with the Clinical Teams with a view to normalising 7-day
working across the Trust.

Mr Eltringham shared copies of a graph which demonstrated an
upward trend in performance but asked Board members to interpret the
increase in performance with caution. Dr Sabapathy suggested that it
would be useful for Non-Executive Directors to receive this information
on a weekly basis.

It was acknowledged that historically it has been difficult to recruit into
ED/Acute medial positions and the problem is perceived to be the old
model of working. The new model of working and the fact that the posts
are linked to the University of Warwick MSc make the posts more
attractive.

Mr Stokes reported that he was encouraged by a recent visit to the ED
during which staff demonstrated a feeling of positive change. Staff
frustration is linked to the lack of beds. Mr Eltringham acknowledged
this and added that fundamental change is being made to ensure a
smoother process but unless patient flow is maintained throughout the
hospital, frustration will continue. Every member of the Executive Team
have visited the wards unannounced to drive the message home to
staff.

In response to a question from the Chairman, Mr Eltringham confirmed
that the Trust will not meet the 4-hour wait A&E target in February.
Focus is given to delivery of this target each and every day; he
acknowledged that some days will be better than others but the Trust
must enter March with a positive outlook. The Chief Executive Officer
emphasised the importance of patient safety and quality of patient
care, which is the Trust’s first and foremost focus. He added that the
Trust is hosting an Expediting Emergency Care Conference on 7th

March 2013 which has attracted organisations from within the West
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Midlands who share similar problems. The aim of the conference is to
look beyond the walls of this organisation and to learn lessons.

Mr Eltringham emphasised that the Board should not underestimate
the efforts of the Teams who are working hard to achieve the 4-hour
A&E target.

It was noted that last minute cancellation of operations has also
increased significantly in January (92) from December (47). Analysis
of the reason for cancellation is bed availability. Further work is
ongoing to improve the efficiency of discharge as it should be noted
that discharges before midday remain at below 20%.

Successful choose and book has improved on the previous month and
to date has not been affected by the need to divert capacity to support
emergency care. This however may be affected in the coming months
as patients are rescheduled for outpatient appointments.

'Theatre capacity' are new indicators with locally set targets. Further
analysis of this new target will take place over the coming months.
Initial analysis indicates that cancellation of Theatres results from the
lack of bed availability though this will need further scrutiny.

Further analysis of the Net Promoter Score (NPS) and Impressions
survey will take place over the coming months. An analysis of NPS
has been undertaken at Ward level and the Performance and
Programme Management Office (PPMO) working with QPS will
triangulate results with complaints and the impressions survey. Area
for further action is Oak Ward (Rehabilitation) to understand why this
ward has such a low score. This is being raised with the operational
teams.

Delivering Value for Money

The Trust is currently reporting a net surplus of £1.9m (Month 9 -
£3.9m deficit), which is a £0.7m adverse variance from plan.

The main improvement in the position during M10 is the settlement with
local commissioners. Additional income has been secured in
acknowledgement of the impact that slippage on QIPP has had on the
UHCW workload, particularly emergency activity and the knock on
effect on delivery of CIPs.

The forecast outturn remains at £2.5m surplus for 2012/13.

Employer of Choice

All the indicators have deteriorated though the HRED Committee is
actively working with specialties to improve performance. Anaesthetics
remains the poorest performing Group on appraisals and also high on
sickness. The highest area of sickness currently in the Trust is St
Cross (specifically Cedar and Oak wards) which have a number of staff
on long term sickness.
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Mr Crich expressed his disappointment at the appraisal rate
compliance figures; adding that significant work is ongoing to improve
the process which should come to conclusion in Q1 of 2013/14.

Mr Crich reported that the NHS Staff Council has agreed changes to
the NHS Terms and Conditions of Service Handbook which covers staff
on Agenda for Change contracts in England. The agreed changes will
come into effect from 31 March 2013 and contribute to ensuring that
the NHS Staff Council's Terms and Conditions of Service Handbook
remains sustainable for the future, fit for purpose, fair to staff and will
continue to be used by NHS organisations.

Progression through all incremental pay points in all pay bands will be
conditional on individuals demonstrating that they meet locally agreed
performance requirements. It is anticipated that implementation will
take place April 2014.

Ms Tubb observed that there are two tranches of risk 1) core
fundamental risk i.e. mandatory training and 2) cultural value,
behaviours and engagement which are much broader and less easily
measurable. Mr Crich advised that a piece of work in relation to Trust
values and behaviours is currently being progressed and is expected to
be ready in approximately 4-6 weeks.

In response to a query from Professor Winstanley; Mrs Pandit
confirmed that Mr C Imray, Associate Medical Director of Research and
Development has been charged with providing research based metrics
to feature within future reports.

The Trust Board;

RECEIVED and ACCEPTED the contents of the February 2013 IPR.

In relation to Net Promoter Score the Trust Board;

NOTED the improvement in the UHCW score.

NOTED the continued achievement of a response rate above the
required 10%.

NOTED that UHCW remains in a strong position to achieve the CQUIN
indicators.

HTB 13/073
PROVIDER
MANAGEMENT
REGIME

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

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 PMR returns and meet with the SHA less often than those
Trusts that face issues. There is also a clear escalation process for
Trusts with persistently poor ratings or other issues. The detailed
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processes and rules by which a Trust can gain autonomy or might face
escalation are outlined within separate SHA guidance.

The Governance Risk Rating of Red (4.0) for January 2013 is because
the overriding rule was applied by the SHA in relation to A&E in
January 2013 which automatically gave an overall weighting of 4. This
has retrospectively been applied back to October 2012.

The scoring in the revised PMR return has changed so that a GRR
weighing of greater than or equal to 1 but less than 2 will give a rating
of Amber/Green (in the previous version used for reporting
performance for July to October 2012 a score of 1 or under gave a
rating of Green). The SHA clarified this change in January 2013.
Furthermore, the SHA are in the process of resolving an error in the
GRR section of the PMR template which is incorrectly applying an
additional weighting against the c-diff metric. The Contractual Position
is no longer rated in the PMR return and guidance from the SHA is that
this should be reported as “Blank”.

Specified areas of insufficient assurance and associated actions are:

 A&E - maximum waiting time of four hours from arrival to
admission/transfer/discharge: The Leadership Team have
consolidated all actions being taken to address this issue into a
single consolidated action plan which deals with: Reconfiguration of
ED and CDU to an ED/AMU model, Pre-hospital, Arrival at ED,
Capacity and flow, Internal discharges, External discharges. The
plan is subject to performance management at Tuesday and
Thursday meetings with Clinical Directors.

 C-diff: A single consolidated action plan has been developed to
regain trajectory. This includes: CNO leading - twice weekly C Diff
performance meeting (Executive); DIPC leading actions with
clinical and operational teams; Increased Infection control rounds at
ward level (IPC, 2xPAs Medical, Additional Nursing); Additional
Enhanced cleaning program in high risk areas (ISS and
Performance team); Increased antibiotic surveillance (Pharmacy);
Increased education and awareness program; Full RCA and
information sharing for C diff cases; Trust initiated external review
of actions through SHA lead infection nurse and CCG

 Financial Risk Rating (FRR) - The Trust is reporting an FRR of 2
based on the year-to-date position. The governance declaration is
now based on the year-to-date FRR (forecast outturn in previous
months) as per a change in the SHA guidance. The year-to-date
position means an FRR of 2, although this remains the Trust plan
for this point in the year. The Trust continues to forecast an FRR 3
for the financial year, with the improvement being delivered by
delivery of the forecast surplus position.

The Overriding Rule which has been applied by the SHA is:

A&E Clinical Quality Indicator: UHCW did not achieve the 95%, 4-hour
A&E target in Q4 2011/12. The target was not achieved in Q1
2012/13. UHCW has therefore failed to meet the A&E target twice in
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any two quarters over the last 12 months. UHCW did not achieve the
target in October, November or December 2012 and January 2013 and
the target for February 2013 is a risk. The SHA have confirmed the
overriding rule has been applied retrospectively from October 2012
because this target has been failed in the subsequent nine-month
period from Q1 2012/13. This means that UHCW is in escalation.
However, the SHA have advised that they will recommend mitigation of
UHCW’s red status due to the overriding rule for A&E, if there is
evidence of a sustained improvement and delivery against the A&E
target for a 6-month period.

The Trust Board;

APPROVED the Provider Manager Regime return based on January
2013 data for onward submission to the SHA.

CONFIRMED its support for Governance Declaration 2 (for insufficient
assurance that all targets are being met) in relation to the Financial
Risk Rating, A&E and C-diff.

HTB 13/074
PR REPORT

The purpose of the report is to give an overview on the PR activity
conducted in the last twelve months.

Over the past twelve months, the Trust has strengthened relationships
with key media at both a regional and national level.

The continuing Pride campaign has led to marked improvements in the
Trust’s relationship with local media who now regularly run positive
features on case studies and seeks the Trust’s perspective as a matter
of course before publishing a negative story.

The Trust has also built very valuable relationships with some of the
most high-profile national media, particularly broadcast and has
secured coverage on BBC Breakfast programme and on The Guardian
website over the past quarter.

The Trust won five national awards and particular stories covered
include:

 Raised awareness of UHCW as a leading provider of maternity
care

 Dementia care work at the Trust in the national press
 Tissue Viability team featured in Nursing Times
 Newly refurbished Arden Cancer Centre reopened
 Highlighted UHCW’s status as a leader in life saving and

innovative treatment
 National, regional and specialist coverage about a potential

new treatment to prevent strokes discovered through research
carried out jointly by the University of Warwick and UHCW

 Professor Quenby shortlisted for Best Clinical Leader at the
HSJ Awards

PR coverage enhances the Trust’s reputation locally, regionally and
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nationally and as a consequence attracts patient and staff to the Trust.
If this were not to continue it would have a detrimental effect on the
organisation as well as staff morale, which would also affect
productivity.

Mr Sawdon congratulated Mr Crich for presenting a very good report
and asked that congratulations be passed to the Communications
Team for their hard work. The Chairman concurred with this statement
and acknowledged the outstanding achievements of the
Communications Team. Mr Stokes was impressed by the
Communications Team ability to respond to negative media enquiries;
adding that the Team demonstrate real skill handling PR for the Trust.
Dr Sabapathy added that the Communications Team have exhibited
their continued ability to manage communications for the Trust despite
the absence of a team member due to maternity leave. Mr Crich
thanked the Board for their comments; adding that the Communications
Team have been won several national awards which demonstrates the
strength of the team.

The Board RECEIVED the report and NOTED the achievements
throughout the calendar year 2012.

HTB 13/075
FOUNDATION
TRUST
APPLICATION*

The purpose of the report is to provide an update on the progress and
timeline for the Foundation Trust status application and report on
decisions made by the FT Steering Committee.

The FT Steering Committee and the Project Team met on 11th

February, 2013 to review the Master Action Plan.

UHCW NHS Trust submitted a revised timeline regarding its FT
application to the SHA on 25th January 2013. This was considered
necessary by the Board as a result of the deteriorating performance in
A&E and the action needed to achieve the financial requirements set
out by Monitor.

The Trust Board are asked to RECEIVE and ACCEPT this report.

HTB 13/076
WORK
PROGRAMME

The Trust Board NOTED the Work Programme.

HTB 13/077
ANY OTHER
BUSINESS

There was no other business noted.

HTB 13/078
QUESTIONS FROM
THE PUBLIC

There were no questions from the public.

HTB 13/079
DATE OF NEXT
MEETING

The date of the next meeting is Wednesday 27th March 2013 at
1.00pm in the Clinical Sciences Building, University Hospital, Coventry
CV2 2DX.
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HTB 13/080
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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Red = outstanding
Black = in progress not yet due
Green = complete

Unless a date is specified it will be assumed that the date for completion is the 1st Monday following the next Trust Board.

- 1 -

AGENDA ITEM ACTION LEAD DATE TO BE
COMPLETED

COMMENT

ACTIONS IN PROGRESS
HTB 13/019 (30.1.13)
EDUCATION REPORT

The Trust Board RESOLVED to explore
alternative sources of funding to support
education and training including but not limited to
Coventry University, Warwick University and any
appropriate charities.

MP 4.3.13

HTB 13/072 (27.2.13)
INTEGRATED
PERFORMANCE
REPORT

Mr Stokes noted that the HSMR figures on page
11 of the report do not correspond with that
reported on page 7. Mrs Pandit advised that she
would look into this and provide Mr Stokes with an
update directly.

MP 1.4.13

ACTIONS COMPLETE
HTB 12/467 (31.10.12)
ANY OTHER
BUSINESS

Mr Stokes queried why Non-Executive Directors
had not been alerted to the television media
coverage of a mother campaigning to lobby
Government for medics to take parents comments
more seriously following the care her daughter
had received at UHCW NHS Trust. The Chief
Executive Officer responded that the particular
media story in question was not expected to be
shared so soon and that he would ask Mr Crich to
raise this matter with the Communications
Department.

IC 3.12.12 IC advised
Comms Team
to, whenever
possible; inform
the Exec
Directors and
NED’s of any
potential stories
of this nature.

HTB 13/013 * (30.1.13)
QUALITY
GOVERNANCE
COMMITTEE
MEETING REPORT –
13

th
NOVEMBER

2012*

The Trust Board RESOLVED to ask the Chief
Executive Officer and/or other Board member to
send an all user message to staff regarding
mandatory training confirming the Board
discussions held today to emphasise the
importance of attending, having regard to
becoming an aspirant Foundation Trust and
improving quality clinical outcomes. As a
University Teaching Hospital mandatory training is
an integral and a core part of activities. The Trust
Board will continue to monitor and receive
periodic reports with regard to progress.

IC 4.3.13 Completed

HTB 12/061 (29.2.12)
CHIEF EXECUTIVES
REPORT

Mr I Crich would present a paper on the future of
medical education

IC Scheduled for
March 2013

Comprehensive
paper on the
future of
medical
education
delivered in
January 2013

REPORTS SCHEDULED FOR NEXT MEETING

REPORTS SCHEDULED FOR FUTURE MEETINGS
HTB 12/410 (26.9.12)
PERFORMANCE
REPORT

The Board will look to have more formal periodical
meetings with the CCG’s to engage with them and
build up good solid working relationships. The
Chairman requested that Mrs Gardiner facilitate a
meeting in the next 2-3 months. Mrs Gardiner
advised that she will need to take guidance from
the CCG’s in terms of whether they yet have full
Board appointments.

JG July 2013 Exec to Exec
meetings with
CCG’s on
24.10.12 and
21.11.12 both
cancelled by
CCG. CEO
confirmed with
CCG
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Green = complete
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AGENDA ITEM ACTION LEAD DATE TO BE
COMPLETED

COMMENT

HTB 12/460 (31.10.12)
SUSTAINABLE
SPECIALTIES &
FRAIL OLDER
PEOPLES
PROGRAMME

Dr Sabapathy suggested that this be the first item
for discussion on the Board to Board agenda with
the CCG’s as a topic for partnership working.

JG As above

Accountable
Officer that the
CCG does not
require Board
to Board
meetings at this
time. To be
reviewed in six
months i.e. July
2013

ACTIONS REFERRED TO TRUST BOARD SUB-COMMITTEES
HTB 13/012 (30.1.13)
MORTALITY REPORT

REQUESTED that the Trust Board Secretary
arrange to schedule the Francis Report as an item
on a Board Seminar agenda in March 2013.

REQUESTED that a list be made available to the
Board Seminar in March relating to the level of
complaints received regarding to mortality issues
for three years prior to 31

st
March 2013.

JG

MP

4.3.13 Scheduled for
6.3.13; but B/S
cancelled. To
be rescheduled
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Subject: Trust Board Meeting Session Reports of 27
th

February 2013
Report By: Philip Townshend, Chairman
Author: Jenny Gardiner, Trust Board Secretary
Accountable Executive Director: Philip Townshend, Chairman

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:
To advise the Board of the private Trust Board Session meeting agendas for 27

th
February 2013 and of any key

decisions/outcomes made by the Trust Board.

Chairman’s Report: Mr P Townshend, Chairman
The Trust Board RECEIVED and ACCEPTED the Chairman’s report.
Chief Executive’s Report: Mr A Hardy, Chief Executive Officer
The Trust Board RECEIVED and ACCEPTED the Chief Executive Officer’s report.
Procurement Process: Mr A Hardy, Chief Executive Officer
The Trust Board RECEIVED and APPROVED the decisions taken at the Board Seminar on 16

th
January 2013.

Quality Governance Committee Chairs Meeting Report – 12
th

February 2013: Mr T Sawdon, Non-
Executive Director
The Trust Board NOTED the Quality Governance Committee Chairs Report.
Quality Governance Committee Draft Minutes of the Meeting – 12

th
February 2013: Mr T Sawdon, Non-

Executive Director
The Trust Board ACCEPTED the Quality Governance Committee meeting report of 12

th
February 2013.

Financial Plan and Capital Investment Programme: Mrs G Nolan, Chief Finance Officer
The Trust Board:

CONSIDERED the revised plan for 2013/14 as presented

NOTED the assumptions within the plan, which are in line with the initial contract offer.

CONSIDERED the risks associated with the plan and support required to manage.

DISCUSSED sustainable cost improvement target scenarios and agreed the elements that could be used to
reduce the 2013/14 CIP target.

NOTED that this plan has been used as the basis of the TDA submission of 25 January 2013

AGREED to receive updates of the financial plan at future meetings.
Finance and Performance Committee Chairs Meeting Report – 25

th
February 2013: Ms S Tubb, Senior

Independent Director

The Trust Board NOTED the Finance and Performance Committee Chairs Meeting Report of 25
th

February
2013.

Draft Finance and Performance Committee Meeting Report – 28
th

January 2013: Ms S Tubb, Senior
Independent Director
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The Trust Board ACCEPTED the Finance & Performance Committee meeting report of 28
th

January 2013.
Consultant Neonatologist & Paediatric Business Case: Mrs M Pandit, Chief Medical Officer
The Trust Board APPROVED the recruitment of three additional Consultants.
Audit Committee Chairs Meeting Report – 11

th
February 2013: Mr T Robinson, Non-Executive Director

The Trust Board NOTED the Audit Committee Chairs Meeting Report of 11
th

February 2013.
Draft Audit Committee Meeting Report – 11

th
February 2013: Mr T Robinson, Non-Executive Director

The Trust Board ACCEPTED the Audit Committee meeting report of 11
th

February 2013.
Delivery of Action Plan from External Reviews: Mr A Hardy, Chief Executive Officer
The Trust Board:

RECEIVED and ACCEPTED the updated FT Master Action Plan.

Formally APPROVED the Grant Thornton HDD Report as a true and accurate position statement of the Trust.

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

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:
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Subject: Quality Strategy
Report By: Director of Governance
Author: Director of Governance
Accountable Executive Director: 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:

The Trust Board to consider the revised Quality Strategy and to approve and support its implementation.

SUMMARY OF KEY ISSUES:

 The Quality Strategy has been reviewed and revised to support the Trust’s strategic objective to
become a national and international leader in healthcare.

 It will support the Trust’s Clinical Strategy by ensuring that clinical pathways are underpinned by
appropriate systems and processes for planning, delivery and monitoring of the quality of care in those
pathways

 It takes account of key national quality drivers

SUMMARY OF KEY RISKS:

N/A

RECOMMENDATION / DECISION REQUIRED:

For approval by the Board

IMPLICATIONS:

Financial: Re-structuring of QPS Department and potential ceasing of facilitation support to
specialty groups

HR / Equality & Diversity: Re-structuring of QPS Department

Governance: NHS Operating Framework

Legal:

REVIEW:

Trust Standing Committee Date Trust Standing Committee Date
Quality Governance Committee Remuneration Committee
Finance & Performance Committee Chief Officers Group Feb 2013
Audit Committee
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1.0 SCOPE

The Quality Strategy should be read by our patients, the public and all staff and

stakeholders employed by or working closely with University Hospitals Coventry and

Warwickshire NHS Trust (UHCW).

2.0 INTRODUCTION

The overall aim of the Quality Strategy is to set out the key principles regarding the

achievement of Quality at UHCW. It will detail the priorities that will continually drive

improvements to ensure UHCW achieves its strategic vision of being a National and

International Leader in Healthcare. It will support the Trust’s Clinical Strategy by ensuring

that clinical pathways are underpinned by appropriate systems and processes for planning,

delivery and monitoring of the quality of care in those pathways. There are a number of

national, regional and local drivers that have informed this strategy. Equity and Excellence:

Liberating the NHS (DH 2010) set out a vision for an NHS focussed on improving quality

and achieving world class outcomes. The NHS Constitution sets out patients’ rights to high

quality services based on good access, information, cleanliness, safety and national best

practice and makes pledges to patients that quality standards will be upheld throughout the

NHS. Monitor and the Care Quality Commission (CQC) place quality at the heart of their

regulatory regimes. CQUIN schemes, NICE Quality Standards are now well established

and Quality Accounts are now published annually.

UHCW believes that it is important to recognise that through improving and achieving

quality in everything we do; we will provide safe care, improve outcomes, improve overall

experience for patients and staff, and reduce costs. This aligns with UHCW’s vision to be a

national and international leader in healthcare.

A single definition of quality was first set out in High Quality Care for all (DH, 2008). This

definition set out three dimensions; all three of which must be present in order to provide a

high quality service:

Clinical effectiveness – quality care which is delivered according to the best evidence as

to what is clinically effective in improving an individual’s health outcomes;

Safety – quality care which is delivered so as to avoid all avoidable harm and risks to the

individual’s safety; and
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Patient experience – quality care which looks to give the individual as positive an

experience of receiving and recovering from the care as possible, including being treated

according to what that individual wants or needs, and with compassion, dignity and

respect.

This definition of quality has now been enshrined in legislation through the Health and

Social Care Act 2012. The Act has also defined success in terms of the outcomes that are

actually achieved for patients and service users.

The NHS Outcomes Framework sets out the national outcomes that all providers of NHS

funded care should be contributing towards. The framework builds on the definition of

quality through setting out five overarching outcomes, which capture the breadth of what

the NHS should be striving to achieve for patients.

Figure 1. Domains of the NHS Outcomes Framework

3.0 STATEMENT OF INTENT

Vision, Values and Strategic Objectives

 UHCW undertook a thorough review of its organisational strategy in 2009

through a process involving independently hosted consultation with patients,

visitors, staff and other key partners such as commissioners and local

authorities.

 In September 2012 the Strategy Unit reviewed the organisational strategy to

reflect changes in patient demands and experience, and the NHS architecture.

In parallel, a clinical strategy has been developed, involving clinicians and
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other key members of UHCW workforce. The outcome of these two pieces of

work demonstrate an overall consensus about the way forward for UHCW.

 The outcome is that, whilst the original 2009 fundamental pillars and mission

to Care, Achieve and Innovate remain, there has been a change in approach

leading to a change in emphasis of the aims, objectives and vision.

 The revised organisational vision and strategy will now guide UHCW’s future

direction and commitment to meet the health needs of the population over the

next five years and demonstrates a clear commitment to ensure our

continuing ability to deliver excellent, safe and high quality services.

Vision

UHCW will become an organisation that is:

A National and International Leader in Healthcare

Mission

The essence of UHCW’s strategy is the mission which is to:

Care - The fundamental and core principle is that patient care is central to UHCW.

Continually delivering high quality patient care that ensures the best possible

experience is the basis from which all other elements follow.

Achieve – In providing patient centered care, there will be a focus on achieving

challenging targets and benchmarks to ensure care is both high quality (in terms of

providing a positive patient experience as well as safe and effective) and efficient, for

UHCW and the wider community.

Innovate – As a major teaching hospital, with close links to Universities, there will be

a continuous focus on innovation through clinical leadership and research.

Aims

In order to deliver the mission, four specific aims have been identified:

 To be an international leader in tertiary supra-regional services – by

providing services that, due to clinical safety and effectiveness, need a degree of

centralisation and can only be carried out in designated centres;
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 To provide World class healthcare for the local populations of Coventry and

Warwickshire – by utilising the Teaching Hospital and academic links to offer the

best quality and efficiency to be the provider of choice by improving models of

care in the community;

 Enhance patient and staff experience – across the whole patient experience

from first point of contact, through to access, treatment and discharge. It will

include both the clinical and non clinical elements and will encompass staff

experience;

 To be a research and innovation driven organisation – by building on existing

resources and networks and enhancing further through innovation champions,

increasing partnership working, promoting publications and participating in trials.

Objectives

In line with the mission to Care, Achieve, and Innovate, a number of objectives have
been defined that, together, will enable the aims to be delivered;

1. To deliver excellent patient care and experience

2. To be an employer of choice

3. To be a research based healthcare organisation

4. To be a leading training and education centre

5. To deliver value for money

The Quality Strategy will outline how UHCW will address all three dimensions of

quality to strive to achieve its overall vision, mission, aims and objectives. The

strategy will describe;

 how UHCW will build systems and processes to ensure that Quality is

integrated with other functions such as performance and finance.

 how effective engagement and leadership will be key to driving continuous

quality improvement.

 how by effectively using qualitative intelligence, knowledge, benchmarking

and systems a complementary partnership will form with the governance and

performance infra structure so quality is the organising principle.

 how UHCW will use the evidence base and benchmarking, both nationally and

internationally, to provide a system of ‘stretch target and standards’ to Raise
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the Quality Bar on an incremental basis

 a coherent approach to setting standards based on regional, national and

international benchmarks, ensuring that quality information is integrated with

other Trust intelligence to assure and continuously improve the quality of our

services and service user and carer experience.

 how we will measure and publish our quality performance to support quality

assurance and improvement and ensure our open, honest and candid with our

patients, local population, stakeholders and staff.

4.0 DEFINITIONS

None

5.0 DUTIES / RESPONSIBILITIES

The Trust Board will be responsible for the implementation of the Quality Strategy. It

will agree and communicate what Quality means to UHCW and drive a culture of

quality improvement throughout UHCW. In turn, this will support clinical leadership

staff development, and ensure the patient is at the centre of care in all that we do as

an organisation.

The Trust Board will promote innovation in quality and ensure success stories are

shared internally and with our partners. We recognise the importance of quality and

continuous improvement to achieving our strategic objectives and realising our

vision. As an effective high performing organisation the following principles will be

upheld: -

 All Board Members, Clinical Leadership and Senior Managers have the

responsibility for leading, promoting and understanding the principles of the

quality strategy and the wider quality agenda. They will ensure that any

service changes are assessed for the impact on quality and that change is

managed appropriately to ensure the continued delivery of safe and effective

care to patients.
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 The Trust Board will monitor quality at every meeting. It will be supported by a

number of sub-committees that will monitor progress and escalate

appropriately.

 Quality Governance Committee will seek assurance that specialties have

appropriate systems in place to develop, implement and monitor Quality.

 The Quality Department will lead in the implementation of the Quality

Strategy, and will realign its functions around safety, effectiveness and

compliance, and patient experience (see section 6.2).

 Planning and Programme Management Office will ensure there are corporate

and specialty performance monitoring systems in place to highlight

deficiencies in the quality of care and put in place and monitor improvement

programmes where required

 UHCW Staff will ensure that the quality of care and safety of patients is

paramount in their interactions with patients and that they will carry out their

duties of care in accordance with this strategy, the policies and procedures of

the organisation and their professional obligations.

 UHCW Trust Board and all its staff will ensure openness and transparency in

its interaction with patients and the public and with all stakeholders and

regulatory bodies.
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6.0 DETAILS OF THE STRATEGY

6.1 Achieving Quality

The building blocks to achieving our vision lie in the development and implementation

of ambitious and innovative quality systems. They need to be directly relevant to the

things that matter the most to our patients namely, safety, outcomes and experience.

They aim to capture whole system processes that reflect the overall quality of the

organisation. The figure below illustrates how at each level of the organisation the

responsibilities for Quality are cascaded.

The system architecture to deliver high quality care at UHCW needs to be focused on

ensuring that the three dimensions of quality are integrated with performance

management across the whole Trust and across a range of indicators. Traditional

management of safety, effectiveness and experience will be redesigned to focus on

delivering the following elements;

 Standards

 Inspection

 Profiling

High Quality care for all set out a seven step framework for systematically thinking

about how to improve quality – The Quality Framework – it is this framework that has

formed the basis of how UHCW will design its quality system and process

architecture.

BOARD
Strategy

CHIEF
OFFICERS
Planning

SPECIALTY LEADERSHIP
Delivery

Sets and monitors Quality Priorities
Engages with stakeholders

Sets standards for quality for each
specialty group

Responsible for delivery and monitoring
of linked quality indicators &

improvements
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6.2 The Quality Department

Using the Quality Framework as a foundation, UHCW’s Quality Department will

redesign its functionality to provide a service that leaves its traditional roots of

facilitation for one that will drive quality improvement through internal profiling,

standard setting and regulation and inspection. The aims are to:

1) Ensure that there are clear and accepted definitions and standards of what

quality looks like, that provides clarity to patients, staff and commissioners.

2) Strive to embed standards that are aspirational, yet achievable so that UHCW

can benchmark itself both nationally and internationally and thus demonstrate

achievement of our vision to be a national and international leader in

healthcare.

3) Provide robust and relevant information on the quality of care being delivered

across all UHCW specialties to drive continuous improvement and for the

purposes of accountability.

4) Reward and incentivise specialties by giving them earned autonomy through

internal performance mechanisms.

5) Support the Trusts leaders in their responsibilities to deliver effective clinical

and quality governance.

6) Work in conjunction with Health and wellbeing boards, clinical senates and

networks and professional bodies to support delivery of high quality care.

7) Continuously develop as an innovative organisation by working with

Academic Health Science Networks and our University partmers to help

support the spread of proven innovations and best practice.

8) Ensure essential standards of safety and quality are maintained to help

prevent serious failures.

9) Support the Contracting and Performance Team in CQUIN and Quality

Schedule Development.

10) Provide the necessary support to re-validation and ensure clinicians have

access to information to support appraisal.

In order to achieve those aims the following approaches will be taken;

Setting Standards

• Use knowledge management expertise in particular UHCWs Clinical
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Evidence Based Information specialists (CEBIS) to search for and develop a

warehouse of information on best practice and including national and

international benchmarking data,

• Setting quality standards for each specialty, disease group or procedure

based on this information and data,

• Thus Raising the Quality Bar – standards/targets will be

progressive/stretched in order to demonstrate UHCW’s achievement of

delivering care to national and international best practice.

• CEBIS will also identify the differences in national and international

achievement of quality in order that specialties, with the support of service

improvement teams, can progressively raise the bar of their care quality.

Inspection

• Implement an approach to inspecting services comprising

– themed or focused inspection

– risk based inspection

– Programmed inspection : announced and unannounced.

• Hold Quality Summits, where desktop reviews of all specialty groups are

undertaken.

• Develop an Inspection Team - led by Quality department staff from each core

function (Patient Experience, Clinical Effectiveness and Patient Safety) in

conjunction with nursing, medical, AHP and lay input.

• Provide intelligence to build specific Quality Profiles (see below) for each

specialty

• Provide assurance to Quality Governance Committee

Profiles

• Triangulate robust qualitative information and soft intelligence from

inspections, incidents, complaints, PALS, patient comments, external reports

etc to enhance quantitative performance information and ensure alignment

with the Programme and Performance Management Office.

• Measure performance against agreed standards together with additional

national/international benchmarking and clinical outcome data to create

Specialty Quality Profiles

The above approaches will be undertaken across the three functions of the Quality

Department. This is illustrated in Figure 1.
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Fig 1

Achieving High levels of Patient Safety

UHCW has a strong commitment to reducing preventable harm. Within the patient

Safety arm of the Quality Department the following functions will help support

delivery of safe care.

• Incident oversight and progress chasing

• Management of Serious Incidents

• Co-ordination of Root Cause Analysis (RCA) Investigations

• Coordination of Quality walk-rounds

• Provision of risk management advice.

• Management of the corporate risk register

• Co-ordination of CAS alerts

• Annual patient Safety Audit

Our Patient Safety function aims to;

 Provide education, training and induction on patient safety matters so that

staff are able to act on concerns and respond appropriately.

 Continue to robustly manage serious incidents when they occur in an open

and transparent way with involvement from our partners and ensure

dissemination of findings and organisational learning.

 Continue to facilitate and support the improvement in performance in:
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o HSMR & SHMI as benchmarked against our Peers

o Rates of Healthcare Acquired Infections as benchmarked against our

Peers

o Incidence of patient falls

o The avoidance of grade 2,3 and 4 pressure ulcers

Achieving Excellent Patient Experience

The patient’s experience will be at the centre of the Trust’s approach to Quality. We

will continue to use ‘Impressions’ our real-time feedback monitoring tool and the

Family and Friends test to monitor and act on visitor, patient, and carer views. We

will participate in the National patient and staff surveys and report our satisfaction

rates through Board reports and our annual Quality Account. We will continue to

monitor complaints, Impressions, NHS Choices and PALS contacts to improve

patient experience. The importance of feedback will be available to clinical teams

and actions will be monitored via the specialty group leadership.

The following key work streams will be implemented to ensure that UHCW improves

the experience for patients, their carers and relatives. They are:

Core: Staff attitude and behaviours

Ensuring the role of patients, carers and families is heard

Performance monitoring framework for patient experience

External Monitoring & External Quality Standards

Specialty: Communication

Cleanliness and Environment

Infection Control

Essence of Care & Fundamental Care

Patient and Public Involvement & Feedback

Patient Information

Spiritual Care

Services for Families and Friends

Bereavement Care

End of Life Care.



Page 15 of 26
Version number: 4.0
Trust-wide CBR Title: Quality Strategy

Our Patient Experience function aims to:

 Facilitate the cultural development of the Trust so that kindness, care and

compassion are at the forefront of all our staff’s behaviour and attitudes when

dealing with our patients, carers and relatives.

 That patient, carer and families views and experiences are heard and contribute

to improvements in new ways of working and service models.

 Formally document high level work streams at Core and Specialty level outlining

how to bring about improvements to patient experience through changes in

values, behaviour and the culture amongst staff.

 Formally document how the Trust is going to monitor improving patient

experience during the duration of the Patient Experience and Improvement Plan

(2012 – 2015).

 Formally acknowledge latest guidance and policy pertaining to patient experience

and patient involvement to ensure current practice and reporting mechanisms

meet the regulatory frameworks.

Achieving Clinical Effectiveness and Compliance

Our aim is to provide effective evidence based care across all of our services. We

want to deliver world class healthcare that delivers the best outcomes for patients

and reflects clinically effective practice that complies with regulatory and statutory

frameworks. We continue to see clinical audit is an essential part of the Trust’s

strategy to improve care; it is an integral component of Clinical Governance and is

assessed by the Care Quality Commission (CQC) in its new regulatory framework,

and a key component of the Quality Accounts. We will build on our existing systems

and processes to embed clinical effectiveness and compliance across the Trust

through;

• Clinical Audit;

• NICE guidance and Quality Standards Implementation

• Developing and maintaining robust evidence based clinical guidelines

• Maintaining CQC registration

• Timely and systematic review of all deaths in the Trust; investigating and

reporting UHCW’s response to Dr Foster alerts

• Co-ordinating UHCWs position regarding CQC Risk Profiles
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• Monitoring compliance with reviews of clinical practice aimed at improving the

delivery of patient care including external visits/inspections/peer review reports

and associated action plans

• Acting on National Confidential Enquiries (NCEs) (also known as the Clinical

Outcome Review Programme - CORP) and High Level Inquiries (HLIs)

• Acting on National Inquiries to self-assess Trust performance against national

recommendations and lessons learned

The above methodologies associated with the achievement of quality care have as

their focus measuring, monitoring and improving, with the aim of doing the right thing

in the right way to achieve the right goals.

It is the responsibility of all health professionals to critically review their work to

ensure care is given according to the best available evidence and improve the quality

of care received by patients.

Our Clinical Effectiveness and Compliance function aims to;

 Ensure actions arising from clinical audits are implemented within specialities

and those changes to practice result in benefits for both patients and staff.

 Meet the requirements of the regulatory bodies including CQC Essential

Standards of Quality and Safety and Monitor’s Compliance Framework.

 Ensure that high quality research and audit build quality standards for

improvement that become an integral part of business planning and

performance management.

 To ensure evidence based practice through promoting the use of the clinical

audit cycle and the use of clinical guidelines and pathways.

 Utilise available IT systems to enhance patient care.

 Further embed Clinical Evidence Based Information Service (CEBIS) to

promote clinical effectiveness and healthcare planning by providing

knowledge to support evidence based clinical decision making.

 Embed national and regional recommendations for practice into everyday

business.
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6.3 Our Trust Boards Commitment

Monitoring Quality Performance and Governance

Many Hospital Trust Boards have to navigate a complex array of performance

information and data which can mean at times, a lack of strategic focus and

challenge which in turn does not lead to substantial change at the bedside. UHCW is

committed to Achieving Quality and becoming one of the country’s safest hospitals.

This means educating ourselves and innovating the way in which performance and

quality data becomes integrated information, and is governed at board level and

subcommittee level.

There is a need to ensure the Board receives integrated performance and quality

information in a single, meaningful and accessible format to perform its role

effectively. The Performance and Programme Management Office (PPMO) function

is to effectively performance manage the financial and non financial key performance

indicators and monitor the delivery of them. A suite of indicators have been

developed are included in the Trust’s Integrated Performance Report; underpinning

the key organisational objectives.

The Trust Integrated Performance Report (IPR) is reviewed by the Quality

Governance Committee, Finance and Performance Committee and Trust Board;

taking into consideration a range of metrics including quality, performance, activity

and finance and enabling links to be made by focussing on;

 Variances from plan;

 Key trends and findings;

 Future projected performance with associated risks and mitigations provided

where appropriate (e.g. forecast outturn);

 Triangulation of key quality information; and

 Benchmarking of performance to comparable organisations

In addition performance will also be broken down by Service Line so members can

understand which services are high and low performing from a financial and quality

perspective. Specialty score cards will contain a comprehensive set of information

which relates to the IPR but also specialty specific standards, targets and

benchmarks.
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In addition, quality ‘stretch targets’ will be identified to raise the quality bar for each

objective, outside the national and regionally agreed metrics that are relevant to the

Board given the context within which it is operating and what it is trying to achieve.

In summary the benefits of an Integrated Quality and Performance Report are:

 High Level summaries and exception reporting across Quality Priorities are

widely available and reported internally and externally.

 Performance is RAG rated and there are visible Data Quality Markers.

 Items for escalation are clear.

 ‘Hotspots’ at a specialty level are apparent.

 The Board, staff, stakeholders, patients and the public are informed

We Will: Develop, monitor and evaluate key performance indicators and

‘stretch targets’ to raise the quality bar, driven by Specialty Group

management via a framework provided by the PPMO.

Risk Management and Assurance

It is important to understand and act on any risks or potential risks that may impact

on UHCW Achieving Quality across the organisation. Understanding where the risks

are both internal and external to the Trust will mean we will realise our goals and

become a safer organisation. The Trust manages this process through:

 Risk Register

 Board Assurance Framework

 Cost improvement Programmes

 Quality Impact Assessments of cost improvement programmes and service

changes

 External Risk Analysis

The Trust uses systematic methods for identifying, analysing, evaluating, monitoring

and communicating risks associated with all the Trust’s objectives. This extends

across all areas of the Trust’s activities – clinical, non-clinical, environmental,

financial and corporate and will be incorporated into the annual Business Planning
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cycle. This approach will be used both at a strategic level within the Board Assurance

Framework and at a local level with the management of local registers. Both of these

look to identify:

 the risks to the Trust’s objectives

 the controls (policies, meetings, individuals) in place to control the risks

 at a strategic level how the Trust Board is assured that the risks are being

managed (by meeting structures, regular reports, external reviews)

 Action plans are in place to reduce the issues, risks or concerns.

We Will: Ensure the Board Assurance Framework and the Risk Register are

monitored closely to guarantee controls are put in place and that the methods

for communicating strategic risks to specialties is enhanced.

We Will: Ensure due consideration is given to quality implications of future

plans and programmes by monitoring their impact on quality and taking

subsequent action as necessary to ensure quality is maintained.

Making the Strategy Real

 This Quality Strategy builds on the firm foundation of various activities UHCW

already do which are detailed in the Quality Department core functions

operational policies and plans. The framework in which the quality agenda will

operate within the Trust was agreed by the Trust Board in January 2011 and is

refreshed in this strategy. This framework includes an agreed committee

structure with a dedicated Quality Governance Committee which comprises

Executive and Non-Executive members. The Trust’s performance management

and business planning process will be utilised to collate and monitor the quality

agenda within the organisation, ensuring its integration alongside the Trust’s

short to medium term objectives to continuously drive quality improvement.

Implementing the Quality Strategy across UHCW will require us to:

 Collect data that is robust and accurate and use existing data sources where

appropriate.

 Design measures capable of demonstrating improvement over time and be
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regionally and nationally comparable.

 Adapt and evolve measures to focus on those areas most in need of

improvement

 Turn data into meaningful and understandable information that is relevant to

its users.

The Strategy is closely linked with the Performance Management Improvement

Framework. This will enable a flow of detail required at the specialty level, through to

a ‘heatmap’ style dashboard at an Executive and Board level that provides oversight

and assurance.

We Will:

 Adopt a range of quality improvement techniques and approaches for the

use of data.

 Ensure that each of the Specialty Groups quality improvement action plans

have clear objectives and milestones for delivery and describe the

governance arrangements.

 Ensure that staff feel engaged and empowered to continuously drive and

achieve quality in their departments.

 Manage the risks associated with meeting any requirements, and ensure

corrective actions are identified and prioritised.

Quality Governance Framework

The Quality Strategy takes into account the wider quality governance framework

by ensuring that the structures and processes at and below board level to lead on

trust-wide quality performance are in place and embedded.

Compliance will be assessed through the Monitor Quality Governance Framework in

the form of a Board memorandum which takes into account Strategy, Capabilities

and Culture, Processes and Structures, Measurement, and the extent to which the

Trust;

 Ensures required standards are achieved

 Investigates and takes action on sub-standard performance

 Plans and drives continuous improvement

 Identifies, shares and ensures delivery of best-practice
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 Identifies and manages risks to quality of care

We Will: undertake a self-assessment of the Monitor Quality Governance

Framework and DH Quality Governance Assurance Framework (QGAF) to gain

deeper level of Quality assurance.

We Will: introduce a Good Quality Governance Charter Mark.

Quality Governance delivery in specialties will be adjudged

against a specified framework and be awarded a Charter Mark for

demonstrating good quality governance. This will form part of

the performance management of the specialty

Leadership

The Trust Board will be responsible for the implementation of the Quality Strategy. It

will agree and communicate quality improvement goals and drive a culture of quality

improvement throughout UHCW which will support clinical leadership and staff

development. The Trust Board will promote innovation in quality and safety and

ensure success stories are shared internally and with our partners. We recognise the

importance of quality and continuous improvement to achieving our strategic

objectives and realising our vision. As an effective high performing organisation the

following principles will be upheld: -

 All Board Members, Executive Directors and Senior Managers have the

responsibility for leading the Quality Agenda.
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 The Trust Board will monitor quality at every meeting. It will be supported by a

number of sub-committees that will monitor progress and escalate

appropriately.

 Quality Governance Committee will seek assurances that specialties have

appropriate systems in place to develop, implement and monitor Quality

information.

 The Trust Board will foster a culture of openness, honesty and candour

amongst all its staff and will its interactions with patients, the public and

stakeholders.

We Will: Ensure that effective leadership arrangements are in place for the

purpose of monitoring and continually improving the quality of healthcare

provided to patients and commit to undertake a programme of Quality Walk-

rounds and inspections.

Working with Commissioners

Quality will be a key element of the Commissioning process, with specific quality

objectives being included in service level agreements and contractual agreements.

The Trust will work with its commissioners in agreeing these quality objectives and

we will seek a consistent approach to quality across the Health Community.

We Will: Work closely with commissioning colleagues to align CQUIN schemes

and the Quality Schedule with our quality improvement priorities and of the

needs of the local population.

Staff, Patient and Public Involvement

The Trust will work to improve its services and facilities through listening to our staff,

patients and the public ensuring that we are inclusive of all sections of our diverse

workforce and community. It will involve them at the earliest opportunity in the review,

reorganisation and planning of current services and facilities and in their future

development. Patients will be fully informed about their own treatment and care and

have every opportunity to be involved in the decisions that affect them.
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We Will: In line with our intention to become a Foundation Trust Hospital

commit to greater levels of engagement and involvement by integrating quality

improvement with the implementation of UHCWs Patient Experience and

Involvement Plan and aligning any initiatives with our workforce plans.

We Will: bring the patient’s voice to the Trust Board by the regular reporting of

staff and patient stories.

We Will: publish an annual Quality Account to illustrate our commitment to

providing high quality services and being an open and transparent organisation.

The Quality Account will report on the Trusts progress against Board approved

quality improvement priorities.

Learning

The Trust promotes an open learning culture where incidents, complaints etc are

investigated thoroughly to determine the root causes and action is taken, where

appropriate, to improve services as a result. The Trust will maintain systematic

processes at clinical team, department and corporate levels, for reviewing

complaints, PALS issues, claims, incidents and near misses:

 To identify trends

 To inform risk registers

 To inform business planning objectives

 To identify lessons

 To share lessons

 To improve services.

We Will: Actively seek to learn from other organisations best practice models

for spreading organisational learning.

We Will: participate in the Dr Foster’s Global Comparators benchmarking and

improvement collaborative for elite hospitals, set up to help leading medical

institutions look beyond their own national boundaries to develop international

standards of leading clinical practice. This will further help us to raise the

quality bar.
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Research, Development and Innovation (RD&I)

The Trust is committed to playing a leading role in NHS RD&I, to support and

encourage staff to pursue high quality, ethical and relevant RD&I and to pursue

evidence-based clinical practice in a research-aware environment.

We will: in partnership with other institutions (notably the University of

Warwick and Coventry University), seek to further strengthen those research

programmes in which it is already active at a nationally-competitive level. The

quality of activity in each of these areas will be reviewed regularly and new

programmes will be developed.

7.0 DISSEMINATION AND IMPLEMENTATION

7.1 This strategy will be disseminated via the UHCW website, intranet site for staff

and be disseminated to specialties and departments via Clinical Directors, Matrons

and Group managers. Implementation will be led by the Quality Department and

monitored by the Quality Governance Committee.

8.0 TRAINING

8.1 Continuing education, training and professional development (ETD) for all our

staff is essential to the delivery of high quality services for patients. The framework

for ETD provision in the Trust will be driven by local and national initiatives and

embracing innovative new ways of working.

We Will: Drive to Achieve Quality at a high level through setting clear

objectives linked to quality improvement plans in appraisals and personal

development plans.
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9.0 MONITORING COMPLIANCE WITH THE PROCEDURAL DOCUMENT

9.1 Monitoring Table

Aspect of

compliance or

effectiveness

being monitored

Monitoring

method

Individual

department

responsible

for the

monitoring

Frequency

of the

monitoring

activity

Group /

committee

which will

receive the

findings /

monitoring

report

Group /

committee /

individual

responsible

for ensuring

that the

actions are

completed

Implementation

of the Quality

Strategy

Review Quality and

Patient

Safety/

Performance

Management

Annual Quality

Governance

Committee

and PPMC

Quality

Governance

Committee

and PPMC

10.0 STAFF COMPLIANCE STATEMENT

All staff must comply with this Trust-wide Corporate Business Record and failure to

do so may be considered a disciplinary matter leading to action being taken under

the Trust-s Disciplinary Procedure. Actions which constitute breach of confidence,

fraud, misuse of NHS resources or illegal activity will be treated as serious

misconduct and may result in dismissal from employment and may in addition lead to

other legal action against the individual/s concerned.

A copy of the Trust’s Disciplinary Procedure is available from eLibrary

11.0 EQUALITY & DIVERSITY STATEMENT

Throughout its activities, the Trust will seek to treat all people equally and fairly. This

includes those seeking and using the services, employees and potential employees.

No-one will receive less favourable treatment on the grounds of sex/gender

(including Trans People), disability, marital status, race/colour/ethnicity/nationally,

sexual orientation, age, social status, their trade union activities, religion/beliefs or

caring responsibilities nor will they be disadvantaged by conditions or requirements
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which cannot be shown to be justifiable. All staff, whether part time, full-time,

temporary, job share or volunteer; service users and partners will be treated fairly

and with dignity and respect.

The Trust will continue to be committed to actively seeking to eliminate unlawful or

unfair discrimination in the workplace and throughout our activities.

We Will: ensure that barriers to access to services and employment are

identified and removed, and that no person (staff, patient, carer or visitor) is

treated less favourably on the grounds of their ethnicity/nationality, religion,

disability, age, gender (including transgender), sexual orientation, marital or

civil partnership status.

12.0 REFERENCES AND BIBLIOGRAPHY

12.1 Equity and Excellence in the NHS, Department of Health, 2010.

12.2 NHS Constitution, Department of Health, 2012.

12.3 High Quality Care for All, Department of Health, 2008.

12.4 Quality Governance Framework, Monitor, 2010.

12.5 Quality Governance Assurance Framework, Department of Health, 2011

13.0 UHCW ASSOCIATED RECORDS

13.1 UHCW Clinical Strategy
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PURPOSE OF THE REPORT / PRESENTATION:

To present the annual financial plan for approval by the Trust Board.

SUMMARY OF KEY ISSUES:

The plan incorporates both the revenue and capital plans for 2013/14 and outline plans for future years.

Revenue Plan

The 2013/14 plan is based on delivering a £5m surplus with a Cost Improvement Target of £25m.

Capital Plan
Capital expenditure totalling £19.2m is proposed for 2013/14. The plan is financed primarily through internally
generated funds including depreciation charges and a revenue surplus, but also assumes a capital investment
loan of £5.1m and a public dividend capital injection of £1.7m from the Department of Health’s energy efficiency
fund.

SUMMARY OF KEY RISKS:

Revenue
At the time of writing this report the negotiation process with the Trust’s main commissioners is still ongoing.
Therefore the commissioner income figure contained within the plan reflects an assessment at a point in time.

The financial plan is not predicated on achieving a Monitor Financial Risk Rating of 3. The current forecast
FRR shows a score of 2 Liquidity continues to be a concern for the Trust.

Shortfalls in the delivery of CIP’s and other group cost pressures

Capital
Key risks are around the delivery of revenue surpluses and the approval of the capital investment loan and
public dividend capital injection which underpin the capital programme. If these risks materialise, the capital
programme will need to be reviewed and reprioritised accordingly.
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RECOMMENDATION / DECISION REQUIRED:

The Trust Board is asked to approve the 2013/14 revenue plan and associated cost improvement programme
and note the indicative revenue plan for 2014/15 and 2015/16.

The Trust Board is asked to approve the capital expenditure programme for 2013/14 and note the indicative
programme for 2014/15 to 2017/18.

IMPLICATIONS:

Financial: Achieve statutory break-even duty and remain within approved capital resource
limit and external financing limit.

HR / Equality & Diversity: N/A

Governance: The financial plan needs to be approved before the commencement of the
financial year.

Legal: N/A

REVIEW:

Trust Standing Committee Date Trust Standing Committee Date
Quality Governance Committee Remuneration Committee
Finance and Performance Committee 25/3/13 Executive Meeting
Audit Committee

DATA QUALITY:

Data/information Source:
Data Quality Controls:
Data Limitations:
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Annual Financial Plan 2013/14

1. Introduction

This report sets out a summary of the proposed revenue plan for 2013/14 which the Trust
Board is requested to review and approve in conjunction with the capital plan. The report also
identifies indicative revenue plans for 2014/15 and 2015/16 and capital plans for 2014/15 to
2017/18

The revenue plan and capital plan are further detailed in the 2013/14 Annual Plan, which is
reported separately on private Trust Board agenda

2. Revenue Plan 2013/14

The Trust continues to forecast an operational surplus of £2.5m for 2012/13. This translates to
a forecast achievement of its control total surplus target of £2.0m after adjustments for IFRS
depreciation on donated assets.

The 2013/14 plan is based on delivering a £5m surplus with a Cost Improvement Target of
£25m. The table below sets out a summary revenue plan for 2013/14 along with indicative
revenue plans for 2014/15 and 2015/16.

Table 1 Revenue Plan 2013/14 and Indicative plan 2014/15 – 2015/16

£'000s £'000s £'000s £'000s £'000s £'000s
Income

Contract Income 433,216 436,151 435,894
Other Income 1,692 1,692 1,692

Group Income 79,796 79,796 79,796
Total Income 514,704 517,638 517,381
Expenditure

Group Expenditure (468,177) (461,476) (462,522)
Reserves 6,701 (1,047) (473)

Total Expenditure (461,476) (462,522) (462,995)

EBITDA 53,228 55,116 54,386

Other Non Operational items (214) (235) (228)
Depreciation (19,833) (20,013) (20,193)

PDC Dividend (2,801) (3,223) (3,223)
IFRS (Finance leases) (25,380) (26,645) (25,742)

Total Non-Operational Items (48,228) (50,116) (49,386)

SOCI Total Surplus/ (Deficit) 5,000 5,000 5,000

DH Financial Performance Reporting Adjustments
IFRS Add Back (AAIMS) 427 427 427

Donated Assets Add Back (FIMS) 0 0 0
SHA Control TOTAL 5,427 5,427 5,427

SOCI Annual Plan

2015/16

SOCI Annual Plan

2013/14

SOCI Annual Plan

2014/15
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3. Capital Programme 2013/14 and Outline Programme 2014/15 to 2017/18 Plan 2013/14

The Trust’s non-PFI capital expenditure programme for 2013/14 and outline programme for
2014/15 to 2017/18 is summarised by prioritisation category in the table below. The first four
priority categories are considered to represent the “do minimum” programme.

Table 2 Capital Programme 2013/14 and Outline Programme 2014/15 to 2017/18

Capital Project Prioritisation Category
2013/14

£'000

2014/15

£'000

2015/16

£'000

2016/17

£'000

2017/18

£'000
1 Statutory/Mandatory 742 655 135 35 35
2 Contractual 2,992 1,780 240 1,800 260
3 Risk Mitigation 4,000 2,488 2,450 2,250 500
4 Business Continuity 3,502 354 389 0 0

Total "Do Minimum" 11,236 5,277 3,214 4,085 795
5 Priority Replacement/Upgrade 25 1,240 2,200 1,400 2,600
6 Invest to Save* 2,134 300 200 0 0
7 Strategic Priority 3,200 3,725 1,520 20 20
8 Other Replacement/Upgrade 25 200 75 500 500
9 Service Development 2,598 3,145 3,920 1,350 100

10 Adjustments (incl. Slippage) 0 0 0 0 0
Total Non-PFI Capital Expenditure 19,218 13,887 11,129 7,355 4,015

The capital programme is financed primarily through internally generated funds such as
depreciation charges and revenue surpluses; although the plan for 2013/14 assumes that
additional external funding in the form of a capital investment loan of £5.1m and public
dividend capital of £1.7 (from the Department of Health energy efficiency fund) is available to
the Trust. The outline plan for 2014/15 to 2017/18 is assumed to be partially financed by
further capital investment loans of up to £10.1m.

In addition to the non-PFI capital expenditure summarised above, the Trust benefits from the
replacement of plant and equipment provided under its PFI contract. The table below shows
the total value of plant and equipment scheduled to be replaced by the Trust’s PFI partner
under this contract for the five year period 2013/14 to 2017/18.

Table 3 Equipment scheduled to be replaced by the Trust’s PFI partner

2013/14

£'000

2014/15

£'000

2015/16

£'000

2016/17

£'000

2017/18

£'000
PFI Lifecycle (Existing Plan) 14,372 23,226 6,607 6,059 8,121

4. Recommendation

The Trust Board is asked to approve the 2013/14 revenue plan and associated cost
improvement programme and note the indicative revenue plan for 2014/15 and 2015/16.

The Trust Board is asked to approve the capital expenditure programme for 2013/14 and note
the indicative programme for 2014/15 to 2017/18.
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PURPOSE OF THE REPORT / PRESENTATION:

To inform the Board of the performance against the key agreed dashboard indicators for the month of February
2013
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SUMMARY OF KEY ISSUES:

Overall performance by Domain is commented on below. Broadly there has been a month-on-month
deterioration in performance in a number of the domains with 30 of the 52 KPIs now breaching the standard /
target in this latest report.

Pressure on the non-elective pathway appears to be having a negative effect on a number of wider Trust KPIs.
Given the level of operational pressure on the organisation the primary focus is on ensuring patient safety.

Excellence in patient care
• In February there were 8 Clostridium Difficile infections recorded. The Trust cannot now achieve

performance this year against the Clostridium Difficile KPI.
• The Trust recorded 3 instances of grade 3 pressure ulcers during February 2013 although subsequent root

cause analysis has identified that only 1 instance was deemed avoidable. The target is 0.

Excellence in patient experience
• The Trust has recorded 86% against the A&E 4 hour wait target. This is the 5th consecutive month below

the 95% standard.
• Last minute cancellation of operations remains high for the second consecutive month.
• The Trust has now seen a significant increase in the number of breaches of the 28 day readmission

guarantee (up to 8.79%)
• The Trust has seen a worsening of the successful choose and book KPI with performance at 12.64%.
• The net promoter score has deteriorated in February to 47. The Trust needs to achieve a score of 54 in

March to achieve this KPI.

Delivery value for money
 The Trust is currently reporting a net surplus of £1.5m (Month 10 - £1.9m surplus), which is a £0.4m

adverse variance from plan.
 The forecast outturn remains at £2.5m surplus for 2012/13.

Employer of Choice
 The appraisal completion rate has worsened to its lowest level since July 2011 with sickness improving to

its lowest level in 6 months and therefore getting closer to the KPI.
 Mandatory training performance data is unavailable for the 2nd consecutive month.

SUMMARY OF KEY RISKS:

 Failure to deliver and sustain the A&E target
 Emergent impact of emergency pathway pressures on elective pathway KPIs
 Appraisal rates remain an area of concern and a resolution is needed to the mandatory training data
 Development of CIPs to ensure recurrent savings needs to be accelerated
 Month-on-month performance continues to worsen as the level of pressure on the organisation continues to

rise

RECOMMENDATION / DECISION REQUIRED:

 The Board are asked to confirm their understanding of the contents of the February 2013
IPR and note the associated actions.
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IMPLICATIONS:

Financial: CIP development and the impact of additional resources to deliver the A&E and
waiting times

HR / Equality & Diversity: Effective Management of attendance and appraisal of staff

Governance: None

Legal: None

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: Various
Data Quality Controls: DQ policies, PPMC and F&P
Data Limitations: ESR Self Service roll out not yet complete.
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Executive Summary

Summary of performance

Commentary

In this report the Trust has highlighted areas of compliance and underperformance. Areas which are underperforming also
include an exception report and trends/benchmarking where available.

In this report, 30 of the 52 KPIs reported against (58%) are breaching the standard / target. This compares to 24 (46%) in the
previous month. The 6 additional KPIs that are now breaching are spread across the excellence in patient care and excellence
in patient experience domains. Further detail is contained within the report.

Pressure on the non-elective pathway appears to be having a negative effect on a number of wider Trust KPIs. Given the level
of operational pressure on the organisation the primary focus is on ensuring patient safety.

Principal performance exceptions by Domain

Excellence in patient care

• In February there were 8 Clostridium Difficile infections recorded. The Trust cannot now achieve performance this year
against the Clostridium Difficile KPI.

• The Trust recorded 3 instances of grade 3 pressure ulcers during February 2013 although subsequent root cause analysis has
identified that only 1 instance was deemed avoidable. The target is 0.

Integrated Quality, Performance and Finance Reporting Framework 4



Excellence in patient experience

• The Trust has recorded 86% against the A&E 4 hour wait target. This is the 5th consecutive month below the 95%
standard and is set against the context of widespread sub-95% performance across all but one of the West Midlands NHS
Trusts during the current quarter.

• Last minute cancellation of operations remains high for the second consecutive month.

• The Trust has now seen a significant increase in the number of breaches of the 28 day readmission guarantee (up to
8.79%)

• The Trust has seen a worsening of the successful choose and book KPI with performance at 12.64%.

• The net promoter score has deteriorated in February to 47. The Trust needs to achieve a score of 54 in March to achieve
this KPI. Over the course of the year the Trust has reached 54 intermittently but not sustainably.

Delivery of Value for Money

• The Trust is currently reporting a net surplus of £1.5m (Month 10 - £1.9m surplus), which is £0.4m below plan at Month
11.

• The forecast outturn remains at £2.5m surplus (after impairment adjustments)

• Given the proximity to the year-end the main risk remaining in 2012/13 is the control of expenditure during the final
month of the year

.

Executive Summary

Summary of performance
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Employer of Choice

The appraisal completion rate has worsened to its lowest level since July 2011 with sickness improving to its lowest level in 6
months and therefore getting closer to the KPI. Mandatory training performance data is unavailable for the 2nd consecutive
month.

Leading training and education centre

The PPMO is exploring with the education department an indicator that we can conclude in this new section of the IPR from
month one 2013/14.

PMR

PMR status for February is reported as below:

Executive Summary

Summary of performance

6

PERIOD
Governance
Risk Rating

Financial
Risk Rating

Contractual
Position

PMR
Version

APR-12
Amber/Green

(1.0)
Green (3.0) Amber 1

st
version

MAY-12
Amber/Green

(1.0)
Green (3.0) Amber 1

st
version

JUN-12
Amber/Red

(2.0)
Green (3.0) Amber 1

st
version

JUL-12 Green (1.0) Red (2.0) Blank 2
nd

version
AUG-12 Green (1.0) Red (2.0) Blank 2

nd
version

SEP-12 Green (0.0) Red (2.0) Blank 2
nd

version
OCT-12 Red (4.0) Red (2.0) Blank 2

nd
version

NOV-12 Red (4.0) Red (2.0) Blank New version
DEC-12 Red (4.0) Red (2.0) Blank New version
JAN-13 Red (4.0) Red (2.0) Blank New version
FEB-13 Red (4.0) Red (2.0) Blank New version

Integrated Quality, Performance and Finance Reporting Framework



7Integrated Quality, Performance and Finance Reporting Framework

Executive Summary
Trust Scorecard – February 2013

Trust Board Scorecard Reporting Period February

Measure

Previous

month Actual DoT YTD Plan Annual Target Annual FOT Executive Lead Owner Trend DQ

Clostridium difficile (Trust acquired) - cumulative 63 71 65 70 70 Mark Radford Karen Bond

MRSA bacteremia (Trust acquired) - cumulative 1 1 2 2 2 Mark Radford Karen Bond

Eligible patients having VTE risk assessment (1 month in arrears) 93.66% 93.87% 90.00% 90.00% 90.00% Mark Radford Oliver Chapman

Falls per 1000 occupied bed days resulting in serious harm 0.05 0.06 0.05 0.05 0.05 Mark Radford Paul Martin

HSMR (basket of 56 diagnosis groups) (3 month in arrears) 91 93 100 100 100 Meghana Pandit Paul Martin

SHMI (Quarterly) (6 month in arrears) 103.38 103.38 100 100 100 Meghana Pandit Paul Martin

Number of never events reported - cumulative 3 3 0 0 3 Meghana Pandit Paul Martin

Pressure Ulcers 3 and 4 (Trust associated) 0 3 0 0 15 Mark Radford Karen Bond

Dementia case finding question (1 month in arrears) 91.10% 92.16% 90.00% 90.00% 90.00% Meghana Pandit Mark Radford

No of Dr Foster Red mortality alerts (3 month in arrears) 0 0 0 0 3 Meghana Pandit Paul Martin

No of Dr Foster High Relative risks (3 month in arrears) 0 1 0 0 5 Meghana Pandit Paul Martin

Measure
Previous

Month
Actual DoT YTD Plan Annual Target Annual FOT Executive Lead Owner Trend DQ

% spending >90% of their stay on a stroke unit (1 month in arrears) 89.80% 79.07% 80.00% 80.00% 80.00% David Eltringham Jon Barnes

18 week referral to treatment time - Admitted (1 month in arrears) 95.22% 94.63% 90.00% 90.00% 90.00% David Eltringham Ros Kay

18 week referral to treatment time - Non-admitted (1 month in arrears) 97.85% 97.82% 95.00% 95.00% 95.00% David Eltringham Ros Kay

RTT - incomplete in 18 weeks (1 month in arrears) 96.57% 96.00% 92.00% 92.00% 92.00% David Eltringham Ros Kay

RTT non delivery in all specialties (1 month in arrears) 0 1 0 0 0 David Eltringham Ros Kay

2 week cancer wait (GP referral to outpatient appointment - 1 month in arrears) 95.93% 96.14% 93.00% 93.00% 93.00% David Eltringham Jon Barnes

31 day diagnosis to treatment cancer target (1 month in arrears) 100.00% 98.92% 96.00% 96.00% 96.00% David Eltringham Jon Barnes

62 days urgent referral to treatment cancer target (1 month in arrears) 87.50% 86.58% 85.00% 85.00% 85.00% David Eltringham Jon Barnes

A&E 4 hour wait target 86.25% 86.00% 95.00% 95.00% 95.00% David Eltringham Jon Barnes

A&E Total time in A&E - admitted patients 701 730 240 240 240 David Eltringham Jon Barnes

A&E Total time in A&E - non-admitted patients 284 283 240 240 240 David Eltringham Jon Barnes

Breaches of the 28 day readmission guarantee 1.09% 8.79% 5.00% 5.00% 5.00% David Eltringham Jon Barnes

Delayed transfers as a percentage of admissions 4.82% 5.06% 3.50% 3.50% 3.50% David Eltringham Jon Barnes

Diagnostic waiters, 6 weeks and over 0.12% 0.12% 1.00% 1.00% 1.00% David Eltringham Jon Barnes

DNA rates (first) (3 month in arrears) 6.48% 6.28% 0.00% 7.60% 7.60% David Eltringham Jon Barnes

DNA rates (FU) (3 month in arrears) 7.50% 7.35% 0.00% 9.40% 9.40% David Eltringham Jon Barnes

Last minute non-clinical cancelled ops(elective) 1.49% 1.63% 0.80% 0.80% 0.80% David Eltringham Jon Barnes

Theatre efficiency - Main 78.60% 75.20% 85.00% 85.00% 85.00% Meghana Pandit Steve Parker

Theatre efficiency - Rugby 78.40% 80.30% 85.00% 85.00% 85.00% Meghana Pandit Steve Parker

Theatre efficiency - Day Surgery 68.70% 64.90% 70.00% 70.00% 70.00% Meghana Pandit Steve Parker

Same sex accommodation standards breaches 0 0 0 0 0 David Eltringham Gillian Arblaster

Standardised ALOS (Elective) (3 month in arrears) 3.40 3.60 3.80 3.80 3.80 David Eltringham Jon Barnes

Standardised ALOS (Non-Elective) (3 month in arrears) 5.10 5.00 4.60 4.60 4.60 David Eltringham Jon Barnes

Successful Choose and Book 8.46% 12.64% 5.00% 5.00% 5.00% David Eltringham Jon Barnes

Readmission Rate (6 month in arrears) 7.48% 7.40% 7.10% 7.10% 7.10% David Eltringham Jon Barnes

Net promoter score 50.38 47.30 54 55 55 Meghana Pandit Paul Martin

Number of complaints registered (1 month in arrears) 36 40 400 480 480 Meghana Pandit Paul Martin

Domain - Excellence in patient experience

Domain - Excellence in patient care
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Executive Summary

Trust Scorecard – February 2013

Data not yet available

Trust Board Scorecard Reporting Period February

Measure

Previous

month Actual DoT YTD Plan Annual Target Annual FOT Executive Lead Owner Trend DQ

Pay expenditure (actual vs plan) 4.16% 4.34% 0.00% 0.00% 4.49% Gail Nolan Anthony Hobbs

Non pay expenditure (actual vs plan) 4.39% 4.34% 0.00% 0.00% 4.77% Gail Nolan Anthony Hobbs

CIP (actual vs plan) -41.29% -42.90% 0.00% 0.00% -43.98% Gail Nolan Anthony Hobbs

EBITDA margin 9.90% 9.56% 11.12% 11.00% 9.71% Gail Nolan Sarah Oakley

I&E Surplus margin 0.45% 0.33% 0.44% 0.50% 0.49% Gail Nolan Sarah Oakley

Liquidity ratio (days) 7.99 8.06 7.06 11.80 4.60 Gail Nolan Alan Jones

Monitor Risk Rating 2 2 2 3 2 Gail Nolan Sarah Oakley

PMR indices 6 6 0 0 6 Gail Nolan Sarah Oakley

Total income (actual vs plan) 4.58% 4.81% 0.00% 0.00% 5.01% Gail Nolan Anthony Hobbs

Measure

Previous

month Actual DoT YTD Plan Annual Target Annual FOT Executive Lead Owner Trend DQ

Appraisal rate 58.77% 55.05% 100.00% 100.00% 100.00% Ian Crich Andrew Mcmenemy

Attendance at mandatory training (1 month in arrears) 0.00% 0.00% 100.00% 100.00% 100.00% Ian Crich Andrew Mcmenemy

Sickness rate 5.06% 4.46% 3.39% 3.39% 3.39% Ian Crich Andrew Mcmenemy

WTE (total) 6,123 6,134 5,934 5,934 5,934 Ian Crich Andrew Mcmenemy

Measure

Previous

month Actual DoT YTD Plan Annual Target Annual FOT Executive Lead Owner Trend DQ

Number of Pts recruited into NIHR portfolio (1 month in arrears) - cumulative 3,792 3,795 3,894 4,250 4,250 Meghana Pandit Chris Imray

Domain - Deliver value for money

Domain - Employer of Choice

Domain - Leading research based health care organisation



Domain 1:
Excellence in patient
care
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Domain Summary – Excellence in Patient Care

10

Commentary

In this summary, we have outlined the overall performance for the Trust for all of the Excellence in Patient Care indicators.
Where the Trust has achieved the required target for the year to date, there are no areas of concern. It should be noted that the
Trusts recorded SHMI score of 103.38 hasn’t changed since the previous month as it is reported quarterly. So whilst this
represents a breach of the KPI there is nothing new to report this month.

The following areas are covered in more detail overleaf due to their current performance:

• The Trust has recorded 71 cumulative Clostridium Difficile infections in UHCW, which is 1 above the yearly target, meaning the
organisation cannot achieve performance this year against this KPI. In February there were 8 Clostridium Difficile infections
recorded.

• Patient falls per 1000 occupied bed days resulting in serious harm showed a marginal increase although initial triangulation
with other safety and quality measures don’t demonstrate cause for alarm at this stage. This measure will need to remain
under close scrutiny.

• The Trust recorded 3 instances of grade 3 pressure ulcers during February 2013 although subsequent root cause analysis has
identified that only 1 instance was deemed avoidable.

• The Dr Foster Alert for High Relative Risk that alerted in February was for Therapeutic Endoscopic Procedures on Biliary Tract.

Integrated Quality, Performance and Finance Reporting Framework
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Excellence in patient care – area of underperformance

Clostridium difficile (Trust acquired) - cumulative

Commentary

Applicable Frameworks/Contracts:
NHS Performance Framework
Monitor Compliance Framework
Acute Contract - Quality Schedule

This indicator reports the number of incidences of Clostridium
difficile in a calendar month as a cumulative figure per annum.
The reporting of Clostridium difficile rates is set by the SHA (as set
out in Section B Part 8.5). The organisation has a target of less
than 70 incidences per annum. By achieving this target, the
organisation can demonstrate its standard of practice in relation
to Control of Infection, links to quality of patient care and to
managing its reputation as a healthcare provider. This can also
affect the organisations registration with the Care Quality
Commission.

In February 2013 there were 8 recorded Clostridium difficile
infections in UHCW. YTD there have been 71 cases which is 6 (9%)
above the trajectory of 65 cases and 1 above the yearly target. A
consolidated action plan has been developed to mitigate against
further deterioration in readiness for an even more challenging
target in 2013/14. This includes the Chief Nursing Officer leading
twice weekly performance meetings, an increase in infection
control rounds at ward level, enhanced cleaning program in high
risk areas, increased anti-biotic surveillance and full root cause
analysis of all incidences.

Overall Trust position

The anticipated loss in income based on current C-difficile
performance is forecast into the year-end financial position.

Finally, the Trust has initiated an external review of actions
through the SHA and our CCG.
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Excellence in patient care – area of underperformance

Falls per 1000 occupied bed days resulting in serious harm

Commentary

This indicator reports patient falls (graded as causing major or
catastrophic injury) per 1000 occupied bed days.

February’s reported position shows a marginal increase from 0.05
to 0.06 which has breached the 0.05 threshold. It should be noted
this is still lower than all other previous months in 2012/13.

Other quality and safety indicators regarding patient falls have
been reviewed and no new concerns are evident at this stage.

The falls action plan that is led by the Chief Nursing Officer
remains active. This indicator will remain under close scrutiny for
further deviation.

Overall Trust position
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Excellence in patient care – area of underperformance

Pressure Ulcers Grade 3 and 4 (Trust associated)

Commentary

Applicable Frameworks/Contracts:
Acute Contract - Quality Schedule

This indicator reports the number of incidences of grade 3 and 4
avoidable pressure ulcers acquired by inpatients in the care of the
organisation in the calendar month. The organisation has a
reducing target over the year so at calendar year end the target is
0. Monitoring this will encourage best practice in prevention and
management for all patients at risk of developing pressure ulcers.

There were 3 reported grade 3 pressure ulcers during February
2013. There were no reported grade 4 pressure ulcers.

However the subsequent root cause analysis (RCA) process has
identified two of these instances were deemed unavoidable, as all
assessments, actions and implementation of care delivery were in
place to prevent the ulcers developing.

Formal reporting for February will be amended accordingly (i.e. 1
recorded avoidable grade 3 pressure ulcer) and reflected in
subsequent iterations of this report.

Overall Trust position

Integrated Quality, Performance and Finance Reporting Framework



14

Excellence in patient care – area of underperformance

No of Dr Foster High Relative Risks

Commentary

Applicable Frameworks/Contracts:
Acute Contract - Quality Schedule

This indicator reports the number of Dr Foster High Relative Risk
alerts per calendar month. The organisation has a target of 0. By
achieving this target, the organisation can demonstrate links to
quality of care and to managing its reputation as a healthcare
provider.

This indicator is reported 3 months in arrears.

The Dr Foster Alert for High Relative Risk that alerted in February
was for Therapeutic Endoscopic Procedures on Biliary Tract. A
coding and clinical review has been carried out and the findings
were presented to the Mortality Review Committee on 11th
March 2013. The agreed actions were to feedback these findings
at departmental patient safety meetings.

Overall Trust position
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Domain 2:
Excellence in patient
experience
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Domain Summary – Excellence in patient experience

16

Commentary
In this summary, we have outlined the overall performance for the Trust for all of the Excellence in patient experience
indicators. Where the Trust has achieved the required target for the year to date, there are no areas of concern.

In this month’s report the following areas are covered in more detail overleaf:
• January performance for % length of stay on the Stroke Unit was just below the 80% target at 79.07%. The number and
complexity of the stroke admissions placed strain on the stroke unit’s capacity. Year to date performance remains on track.

• Referral to Treatment non delivery was recorded at specialty level for Plastic Surgery. This is a small specialty in terms of overall
numbers and therefore cancellation of electives exerts a bigger negative influence. No further narrative is recorded as this is classed
as amber performance. However the general deterioration in a number of the referral to treatment KPIs is evident.

• The Trust has recorded 86% A&E 4 hour wait target. This is the 5th consecutive month below the 95% standard.

• The Trust has recorded 730 minutes Total time in A&E - admitted patients. This KPI has further deteriorated.

• The Trust has recorded 283 minutes Total time in A&E – non admitted patients. This KPI hasn’t shown further deterioration but
represents a continued breach of the standard.

• Breaches of the 28 day readmission guarantee has seen a sharp increase to 8.79% of cancelled patients not treated within 28
days. This is closely linked to the increased level of last minute non-clinical cancelled operations which rose to 1.63%.

• Delayed transfers of care increased marginally although levels remain lower than earlier in the financial year.

• The Trust has recorded improved theatre efficiency at Rugby but deterioration in both main theatres and day surgery. All 3
remain below the 80% KPI.

•The Trust has recorded 5 days as the Standardised ALOS (non elective). This represents a marginal improvement.

• The Trust has seen a significant worsening of the Successful choose and book KPI with performance at 12.64%.

• The Trust readmission rate has seen marginal improvement to 7.40% whilst still breaching the KPI.
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Domain Summary – Excellence in patient experience

17

Commentary (continued)

Net Promoter Score

• The Trust has recorded 47.3 net promoter score which is a significant way off the score of 54 that is required in March to meet

this KPI.

• Over the course of the year the Trust has reached 54 intermittently. The current deterioration (or return to previous levels) has

been analysed and there is no apparent reason why the scores have fluctuated so much. Actions to try and deliver the KPI

consistently have been numerous including:

• Increasing text messaging

• Distribution of a ward level results to CD’s, Matrons etc

• Implementation of the TMI Patient Experience programme in targeted areas

• Further analysis is provided overleaf.
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Excellence in patient experience – area of underperformance

% spending >90% of their stay on a stroke unit
Overall Trust position

18

Commentary

Applicable Frameworks/Contracts:
Acute Contract - Quality Schedule

This indicator reports the proportion of people who have had a stroke
who spend at least 90% of their time in hospital on a stroke unit. This
indicator is reported 1 month in arrears.

The organisations performance in measured against a target of 80%.
By achieving this target, the organisation is able to demonstrate its
adherence to the stroke pathway and that it provides this service in a
timely and efficient manner.

January performance was just below target. The number and
complexity of the stroke admissions placed strain on the stroke unit’s
capacity. Additionally the non-stroke patients outlied onto the stroke
unit also hindered the capacity. This reflects the general high levels of
bed occupancy being seen across the wards.

The Stroke services coordinator is leading on the drive to restore
performance on this KPI. The organisation is however forecasting
delivery of the year end target based on performance year to date.

Integrated Quality, Performance and Finance Reporting Framework



Excellence in patient experience – area of underperformance

A&E 4 hour wait
Overall Trust position

19

Commentary

Applicable Frameworks/Contracts:
NHS Performance Framework; Monitor Compliance Framework;
Acute Contract - Quality Schedule

This indicator reports the percentage of A&E attendances where the
patient spends four hours or less in A&E from arrival to transfer,
admission or discharge. The is a measure against the national waiting
time standard, for which the target is 95%.

4 hour performance continues to be the key challenge facing the
organisation with Februarys performance at 86%. In terms of context,
none of the NHS Acute Trusts within the West Midlands are predicted
to deliver 95% in quarter 4 based on current performance, with the
exception of Birmingham Children’s Hospital.

The UHCW Emergency Department & Acute Medical Unit model was
reconfigured during February including the development of an
ambulatory acute clinic running 7 days a week as another alternative
pathway to admission. The implementation of a ‘pod’ site safety and
capacity management system has been introduced. Discharge is at
the crux of this issue. This means that the bed availability,
particularly early enough in the day, continues to be the main factor
preventing flow and therefore performance. Further work is
underway to tackle the issues preventing adequate discharge activity.

Trust led initiatives on behalf of the health economy include the
continuation of a GP led on-site Urgent Care Centre running 7 days a
week. A daily health and social care teleconference is now in place to
highlight and resolve delays in supported discharge.

Integrated Quality, Performance and Finance Reporting Framework

The Leadership team have consolidated the action plan
into the following work streams:
•Pre-hospital
•Arrival at ED
•Capacity and flow
•Simple discharges
•Complex discharges

This plan is subject to weekly performance monitoring
with Clinical Directors.



A&E 4 hour wait
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Source: Midlands and East SHA Cluster Performance & Information website
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Excellence in patient experience – area of underperformance

A&E Total time in A&E - admitted patients

Overall Trust position

22

Commentary

Applicable Frameworks/Contracts:
NHS Performance Framework
Monitor Compliance Framework
Acute Contract - Quality Schedule

This indicator reports in minutes the length of time of the 95th
Percentile of admitted patients seen in A&E in a calendar
month. This calculation excludes planned follow up
attendances and attendances with unknown total times. The
organisation's target is less than 240 minutes. By achieving this
target, the organisation can demonstrate that their patient's
receive fast access to treatment, which can improve outcomes
and reduce anxiety for the patient.

The Trusts performance against this indicator has deteriorated
in line with overall 4 hour performance. This is in spite of the
significant work and investment that has been committed to
improve patient flow. Furthermore significant reductions of
elective work have been enacted during February in an attempt
to stabilise the emergency inpatient pathway.
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Excellence in patient experience – area of underperformance

A&E Total time in A&E – non admitted patients

Overall Trust position

23

Commentary

Applicable Frameworks/Contracts:
NHS Performance Framework
Monitor Compliance Framework
Acute Contract - Quality Schedule

This indicator reports, in minutes, the length of time of the 95th
Percentile of non-admitted patients seen in A&E in a calendar
month. This calculation excludes planned follow up attendances
and attendances with unknown total times. The organisation's
target is less than 240 minutes. By achieving this target, the
organisation can demonstrate their patient's receive fast access to
treatment, which can improve outcomes and reduce anxiety for
the patient.

The recently introduced GP-led Urgent Care Centre and the extra
staff resource temporarily placed within the Emergency
Department (ED) is preventing further deterioration of this
important measure. The lack of improvement is symptomatic of
the sustained high patient numbers within the ED owing to the
outflow issue previously described.
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Excellence in patient experience – area of underperformance

Breaches of the 28 day readmission guarantee

Overall Trust position

24

Commentary

This indicator reports the percentage of patients whose operation
was cancelled, by the hospital, for non-clinical reasons, on the day
of or after admission, who were not treated within 28 days. The
organisation's target is less than 5%. By achieving this target, the
organisation can demonstrate their patient's receive fast access
to treatment where they have not been the cause of delay, which
can improve outcomes and reduce anxiety for the patient.

Performance has dipped with a sharp increase to 8.79% of
cancelled patients not treated within 28 days. Over the course of
this calendar year the Trust has faced continual pressure on its
elective admissions due to the resource required (mainly beds) to
support the emergency pathway. This resource has been diverted
from the elective pathway at short notice and has caused the
Trust to cancel more elective patients on the day of surgery than
had previously been the case.

Previous good performance against this target has deteriorated as
the clinical priorities on the day have been such that some
patients have had to be cancelled again. Those cases that are
most clinically urgent continue to override those that are deemed
most operationally urgent in terms of priority.
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Excellence in patient experience – area of underperformance

Delayed transfers as a percentage of admissions

Overall Trust position

25

Commentary

Applicable Frameworks/Contracts:
Acute Contract - Quality Schedule

This indicator reports the percentage of Delayed Transfers of
Care. This should be maintained at a minimum level. The
organisation's target is less than 3.5%. By achieving this target,
the organisation can demonstrate that it offers accessible and
responsive services that are delivered in a timely and efficient
manner.

The introduction of daily teleconferences with health and social
care partners provides a useful platform to highlight and resolve
delays in complex discharges. Delayed transfer performance has
fluctuated between 3.5% and 5.5% across the year with February
at 5.06%.

Cross-organisational work is underway at a senior level to further
strengthen the whole system linkage around complex discharge.
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Excellence in patient experience – area of underperformance

Last minute non-clinical cancelled ops (elective)

Overall Trust position

26

Commentary

Applicable Frameworks/Contracts:
Acute Contract - Quality Schedule

This indicator reports the percentage of Elective Care operations
cancelled by the Provider for non-clinical reasons either before or
after patient admission per calendar month. The organisation's
performance is measured against a target of less than 0.8%. By
achieving this target, the organisation can demonstrate that it
offers accessible and responsive services that are delivered in a
timely and efficient manner, which can improve outcomes and
reduce anxiety for the patient.

Last minute cancelled operations deteriorated further in February
to 1.63% (91 cases). The primary reason for the cancellations was
bed availability. Improvements in timely discharge (i.e. before
midday) need to be realised to help resolve this issue.
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Excellence in patient experience – area of underperformance

Standardised ALOS (Non-Elective)

Overall Trust position

27

Commentary

Applicable Frameworks/Contracts:
Acute Contract - Quality Schedule

This indicator reports the average length of stay in a calendar month
for non-elective patients, recorded on completion of their stay. The
organisation's performance is measured against a target of 4.6. By
achieving this target, the organisation can demonstrate that it offers
accessible and responsive services that are delivered in a timely and
efficient manner.

This indicator is reported 3 months in arrears.

This target has been set internally, based on the average
performance against a benchmark group of ten other large
acute/teaching hospitals in England.

Trust ALOS has improved marginally from the previous month but
remains largely static across the year at a level slightly above peers.
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Excellence in patient experience – area of underperformance
Successful Choose and Book

Overall Trust position

28

Commentary

Applicable Frameworks/Contracts:
Acute Contract - Quality Schedule

This indicator reports the percentage of patients who could not book
into an appointment slot. The organisation’s performance is
measured against a target of no more than 5%. By achieving this
target, the organisation can demonstrate its commitment to offering
accessible and responsive services that are delivered in a timely and
effective manner.

There had been sustained improvement in the Trust overall position
however the number of patients unable to book has risen in
February. There is a degree of seasonality involved in terms of slot
availability, which is driven by increased Consultant annual leave (for
example Easter). However the fundamental issue is capacity within
certain specialties. This continues to be closely monitored as the
Trust seeks to return to the improving trajectory previously seen.

It must also be remembered that Choose and Book referrals only
account for a proportion of GP referrals (about 75%). Manual
referrals and other types of referral such as tertiary (consultant to
consultant either within the Trust or from other Trusts) do not come
under such scrutiny but have similar performance issues.
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Excellence in patient experience – area of underperformance
Readmission rate

Overall Trust position

29

Commentary

This indicator reports the percentage of emergency readmissions
within 28 days of discharge. The organisations performance is
measured against a target of 7.1%. By achieving this target, the
organisation can demonstrate a commitment to offering effective
services which ensure quality patient care.

This indicator is reported 5 months in arrears. No further data was
available on Dr Foster.

The Trust position improved marginally on the previous 2 months to
just 0.3% above target.
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Excellence in patient experience – standard reporting item

Net Promoter Score

30

Trust wide position

Integrated Quality, Performance and Finance Reporting Framework

The CQUIN value for achieving this target is £78,343

The net promoter score target is to achieve 54 for the month of March 2013 therefore although performance has deteriorated
during February, the target has not technically been breached.

UHCW is participating in a path finder project as one of five Trusts in the Midlands and East region to work with TMI in
collaboration with the CCGs. The outcome of the project is to improve the net promoter scores in the lower quartile performing
organisations.



Excellence in patient experience – standard reporting item

Net Promoter Score

31

Specialty position
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Excellence in patient experience – standard reporting item

Net Promoter Score

32

Specialty position (continued)
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Excellence in patient experience – standard reporting item

Net Promoter Score (Breakdown for Text responses)

33

Ward position
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Ward/Area breakdown is currently presented as two tables; text message returns and Impressions
Survey responses (next slide). Mapping is ongoing between iPM and the Impressions software
although this is limited to the maintenance contract which only allows the Impressions database
structure to be amended annually.



Excellence in patient experience – standard reporting item

Net Promoter Score (Breakdown for Survey responses)
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Ward position
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Ward/Area breakdown is currently presented as two tables; text message returns (previous slide) and
Impressions Survey responses. Mapping is ongoing between iPM and the Impressions software
although this is limited to the maintenance contract which only allows the Impressions database
structure to be amended annually.



Excellence in patient experience – standard reporting item

Source: East Midlands Quality Observatory

Friends and Family Score – February 2013
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Domain 3:
Deliver value for money
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Domain Summary – Value for Money

37

Commentary
In this summary, we have outlined the overall
performance for the Trust for all of the Value for Money
indicators. Where the Trust has achieved the required
target for the year to date, there are no areas of concern.

The Trust is currently reporting a net surplus of £1.5m
(Month 10 - £1.9m surplus), which is a £0.4m below plan
at Month 11.

The forecast outturn remains at £2.5m surplus (after
impairment adjustments)

Given the proximity to the year-end the main risk
remaining in 2012/13 is the control of expenditure during
the final month of the year.

In February the following areas are covered in more detail:

•5.1: The Trust has recorded 4.3% YTD variance in Pay
expenditure against budget.

•5.4: The Trust has recorded 4.3% YTD variance in Non
Pay expenditure against plan.

•5.6: The Trust has recorded -42.9% YTD variance in CIP
delivery from plan.

•5.10: The Trust has recorded a YTD EBITDA Margin of
9.6%. This is below a YTD plan of 10.5%.

Integrated Quality, Performance and Finance Reporting Framework

•5.11: The Trust has recorded a YTD I&E Surplus Margin of
0.3%. This is slightly below a YTD plan of 0.4%.

•5.12: The Trust has recorded a Liquidity ratio of 8.1 days.
This is slightly above a YTD plan of 6.9 days.

•5.13: The Trust has recorded a score of 2 against the
Monitor Financial Risk Rating. This is on plan.

•5.14: The Trust has recorded failure against 6 out of 10
Provider Management Regime indices (PMR). Green
rated performance requires failure of no more than 1
indicator.

•5.16: The Trust has recorded 4.8% YTD variance in Total
income against budget.



Value for Money – area of underperformance

Pay expenditure (actual vs plan)

Overall Trust position
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Commentary

This indicator reports the YTD actual pay expenditure as compared to the YTD
planned expenditure (the budget position). The organisation has a target of
a variance of no more than 0.5% above budget per calendar month.
Reporting of this target enables the organisation to assess progress on
efficiency savings.

• The SOCI identifies that groups are forecasting a deficit on operational
expenditure of £20.1m, £12.1m of which is on pay expenditure.

• YTD pay expenditure is overspent by £10.7m:

• CIP under-delivery £8.4m
• ED Pressures £0.7m
• Other activity pressures £1.6m

• Groups have been set expenditure limit targets for the remainder of the
financial year that see their spending contained at an equivalent rate of
96.7% of run-rate (based on M7 performance).

• Central pay cost control measures remain in place across the organisation.

Red Amber Green Plan YTD Forecast

> 1% < 1% < 0.5%

> 0.5%
CFO COO0.0% 4.3% 4.5%

Forecast non-

compliant for 2012/13

Indicator Range: Performance Timeframe to meet
Executive Lead

Standard



Value for Money – area of underperformance

Non pay expenditure (actual vs plan)

Overall Trust position
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Commentary

This indicator reports the total YTD non-pay expenditure as compared to the
YTD planned expenditure (the budget position). The organisation has a
target variance of no more than 1% above the budget position per calendar
month. Reporting of this target enables the organisation to assess progress
on efficiency savings.

• The SOCI identifies that groups are forecasting a deficit on operational
expenditure of £20.1m, £8.0m of which is on non-pay expenditure.

YTD non-pay expenditure is overspent by £6.7m:

• CIP under-delivery £1.6m
• BMI Activity £2.5m
• Other activity pressures £2.6m

• Groups have been set expenditure limit targets for the remainder of the
financial year that see their spending contained at an equivalent rate of
96.7% of run-rate (based on M7 performance).

Red Amber Green Plan YTD Forecast

> 2% < 2% < 1%

> 1%
CFO COO0.0% 4.3% 4.8%

Indicator Range: Performance Timeframe to meet
Executive Lead

Standard

Forecast non-

compliant for 2012/13



Value for Money – area of underperformance

CIP (actual vs plan)

Overall Trust position
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Commentary

This indicator reports the YTD actual CIP delivery as compared to the YTD
identified CIP planned delivery (the budget position). The organisation has
a target of 95%. Reporting on the target enables the organisation to assess
the progress of efficiency savings.

• CIP delivery is showing under-delivery of £11.0m at Month 11.

• The short fall in CIP delivery year to date is being partially off set by over-
performance on contract income.

• COO led performance management of financial recovery cells

• Adoption of a Performance and Programme Management Office.

Red Amber Green In Month YTD Forecast

> -15% > -5% < -5%

of plan < -15% of plan

Indicator Range: Performance Timeframe to meet
Executive Lead

Standard

COO-54.5% -42.9% -44.0%
Forecast non-

compliant for 2012/13



Value for Money – area of underperformance

EBITDA margin

Overall Trust position
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Commentary

This indicator reports the actual YTD Earnings before Interest, Tax,
Depreciation and Amortisation figure (EBITDA) as a percentage of Income.
The organisation has a target of more than 11 %.

• The EBITDA margin saw a rise last month and this has been maintained in
Month 11.

• EBITDA performance against plan is being exacerbated by the under
performance against plan year-to-date

• The forecast margin remains below 10% due to a deterioration in
operational performance; the net surplus (excluding impairment charges) is
forecast to be maintained at £2.5m through management of risks

• The current forecast of 9.7% does not have a detrimental effect (all other
things being equal) on the forecast FRR for 2012/13 due to the current
forecast outturns for the 4 other components of the FRR.

Red Amber Green Plan YTD Forecast

< 9% > 9% >=11%

< 11%
CFO10.5% 9.6% 9.7%

Forecast non-

compliant for 2012/13

Indicator Range: Performance Timeframe to meet
Executive Lead

Standard



Value for Money – area of underperformance

I&E surplus margin

Overall Trust position
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Commentary

This indicator reports the YTD Income and Expenditure Surplus as a
percentage of YTD Trust Income . The organisation has a target of
more than 1%. Reporting on this target enables the organisation to
assess progress on income and efficiency savings.

• The in-month surplus position has fallen during Month 11 (additional
income risk has been recognised around penalties)

• There remains a variance from plan but this has reduced to £0.3m

• The Trust is still forecasting delivery of a 0.5% surplus margin for
2012/13

• This is dependant on the robust management of expenditure and risk
during the last month of the financial year

Red Amber Green In Month YTD Forecast

< 0% > 0% >=1%

< 1%

Indicator Range: Performance Timeframe to meet
Executive Lead

Standard

CFO-0.9% 0.3% 0.5%
Forecast non-

compliant for 2012/13



Value for Money – area of underperformance

Liquidity ratio (days)

Overall Trust position
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Commentary

This indicator reports the number of the days the organisation can operate for
with no incoming cash-flow. The organisation has a target of more than 15
days.

• The Trust's cash position is a result of its underlying weak balance sheet and
poor liquidity position.

• The forecast outturn for liquidity has suffered significantly during Month 11.
This is due to failure to secure the Capital Investment Loan that had been
planned for.

• This will mean that the overall FRR outturn for 2012/13 now falls from an
FRR of 3 to an FRR of 2

The Trust's quarterly cash balance will be addressed by the following key
actions:

• Target increasing revenue surpluses;

• Reductions in outstanding debtors;

• Ensure capital investment financing does not adversely impact upon
liquidity.

Red Amber Green YTD Forecast

< 10 days > 10 days >= 15

< 15days days
CFO8.1 days 4.6 days

Forecast non-

compliant for 2012/13

Indicator Range: Performance Timeframe to meet
Executive Lead

Standard



Value for Money – area of underperformance

Monitor risk rating

Overall Trust position
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Commentary

This indicator is a measure of a combination of:

• EBITDA Margin
• EBITDA Achieved
• Net Return after Financing
• I&E Surplus Margin
• Liquidity

• The organisation has a target of a Monitor Risk score of 3 or
greater.

• Although below the target level of 3, the Monitor FRR was planned
to be 2 at this point in the financial year and this is being delivered.

• The forecast outturn for liquidity has suffered significantly during
Month 11. This is due to failure to secure the Capital Investment
Loan that had been planned for.



Value for Money – area of underperformance

PMR indices

Overall Trust position
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Commentary

This indicator reports on the 10 indicators of forward financial risk. The
organisation has a target of failing to achieve no more than one of
these indicators.

The indicators that are red reflect four main areas:

• I&E performance below planned levels.

• High Debtor/Creditor balances.

• Low Cash Balances.

• Future years CIP identification



Value for Money – area of underperformance

Total income (actual vs plan)

Overall Trust position
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Commentary

This indicator reports the YTD actual income as compared to the YTD
planned income (the budget position). The organisation has a target
of no more than 0.5% either side of the budget position.

• There has been a drop in the forecast level of contract income during
Month 11. This is largely related to the potential loss in income
based on current C-difficile performance.

Red Amber Green Plan YTD Forecast

> +/-1% < +/-1% < +/-0.5%

of plan > +/-0.5%

Indicator Range: Performance Timeframe to meet
Executive Lead

Standard

CFO0.0% 4.8% 5.0% M12 2012/13



Domain 4:
Employer of choice
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Domain Summary – Employer of choice
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Commentary

In this summary, we have outlined the overall performance for the Trust for all of the Employer of choice indicators.
Where the Trust has achieved the required target for the year to date, there are no areas of concern.

In this month’s report the following areas are covered in more detail overleaf:

• The Trust has recorded a 55.05% Appraisal rate. This is considerably below YTD plan and is the lowest level since July
2011 since when there has been a general month on month decline to the current position.

• The Trust has recorded a 4.46% Sickness rate. This is above YTD plan although it is at its lowest level in 6 months.

• The Trust has recorded 6123 WTE (total). This is above YTD plan.

• For the 2nd consecutive month the Trust has not been able to include the attendance at mandatory training figure in
this month’s reporting due to a electronic system failure. The following is however noteworthy:

• A mandatory training review has been completed, which will see the number of topics reduce from in
excess of 40 to six core topics (which apply to all staff) and a further 10 role-dependent topics. This
reduces the amount of time required to release staff to undertake training. This new programme will
come into effect on 1st June 2013 and will also see a shift from a reliance on face-to-face training to e-
learning.

• The full ESR system implementation allows greater localised performance management
• A structured data validation exercise is being undertaken in April & May with all speciality group / core

department management teams to ensure ESR is fully accurate and the Trusts single record.
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Employer of choice – area of underperformance

Appraisal rate

Overall Trust position

49

Commentary

Applicable Frameworks/Contracts:
Agenda for Change

This indicator reports the percentage of staff recorded as having
received an appraisal within the past 12 months. The organisation
has a target of 100%. This indicator demonstrates a commitment to
developing staff and is linked to evidence required for Investors in
People/Improving Working Lives. If the majority of staff have had a
personal development review within the past 12 months it shows
that the organisation takes the personal development of its
workforce very seriously and is endeavouring to develop staff and
deal with any performance issues in a timely manner. In addition it
ensures staff are competent to deliver their role by equipping them
with the skills needed to perform their job. It should also improve
the outcomes of the annual staff survey.

Appraisal rates are at their lowest level since July 2011 since when
there has been a general month on month decline to the current
position. Appraisal rates continue to be robustly tracked through the
HRED Committee, with workforce information presented at each
meeting for review. Individual specialty action plans are also in place
for lowest performing areas, with support provided through the HR
Operations team where appropriate. In line with the recent
announcements from the National Staff Council, in 2013/2014 the
Trust will be reviewing performance management arrangements for
non-compliance with appraisals for managers and staff. This will be
taken forward with the HRED Committee and staff-side colleagues
through the JNCC.
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Employer of choice – area of underperformance

Sickness rate

Overall Trust position

50

Commentary

This indicator reports the percentage of sickness recorded in the
organisation against the overall hours. The organisation has a target
of less than 3.39%. The monitoring of sickness facilitates managers in
achieving lower sickness absence levels and encourages tighter
regimes around absence management. The figure is reported each
month and so will be subject to seasonal variations in staff sickness.
Sickness figures may give an indication of quality of care in terms of
consistency in the workforce without the need for bank/agency cover
and possibly staff satisfaction. It also confirms how well the
organisation is managing sickness absence and taking the health and
wellbeing of its employees seriously.

February’s sickness rate has come down to the lowest level in 6
months. A review of the attendance management procedures has
commenced and the Trust is about to launch an absence campaign.
The fast-track physiotherapy scheme for staff has been reintroduced
following a pilot in 2011/2012. The psychotherapy fast track scheme
for staff was reintroduced in January 2013 following successful
appointment of a psychologist. Anaesthetics, ED, Theatres and St
Cross have the highest sickness rates and these are being reviewed by
the HRED.
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Employer of choice – area of underperformance

WTE (total)

Overall Trust position

51

Commentary

This indicator reports the number of Whole Time Equivalents (WTEs)
in the Trust. The organisation has a target of no more than 5934
WTEs.

Vacancy control management is by a committee including the Chief
Operating Officer, the Chief Nursing Officer and the Chief Medical
Officer who review and determine whether posts can be
filled/require redesign on a weekly basis.

The Trust has been unable deliver services within the workforce FTE
that was indicated in the workforce plan for 2012-13.

The Trust has had procedures throughout 2012-13 that provide
controls regarding recruitment. However, in order to maintain safe
services the Trust is unable to reduce the workforce FTE to the
required target of 5,934 FTE by March 2013. This will be reflected in
future iterations of the workforce plan.
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Domain 5:
Leading research based
health organisation
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Domain Summary – Leading research based health care organisation
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Commentary

In this summary, we have outlined the overall performance for the Trust for all of the Leading research based health care
organisation indicators. Where the Trust has achieved the required target for the year to date, there are no areas of
concern.

The only KPI currently in this domain is the number of patients recruited into NIHR portfolio. This indicator has an outturn
of 3795, which represents little movement from the previous month. Although slightly below trajectory (YTD plan of 3894),
this indicator does not need to be investigated any further at this stage.
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Financial Statements
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Month 11 – 2012/13
Statement of Comprehensive Income – Primary Statement
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Statement of Comprehensive

Income
Plan

Forecast

Outturn
Variance Plan Actual Variance Plan Actual Variance

£000 £000 £000 £000 £000 £000 £000 £000 £000

Income

Income from Activities 411,364 430,979 19,615 377,520 393,785 16,265 32,501 34,894 2,393

Other Operating Income 69,311 73,957 4,646 62,843 67,915 5,072 5,668 6,035 367

Corporate Workstreams 169 0 (169) 150 0 (150) 19 0 (19)

Total Income 480,844 504,936 24,092 440,513 461,700 21,187 38,188 40,929 2,741

Operating Expenses

Pay (269,655) (281,773) (12,118) (247,256) (257,981) (10,725) (22,299) (23,673) (1,374)

Non Pay (167,227) (175,201) (7,974) (153,512) (160,170) (6,658) (13,816) (14,351) (535)

0

Corporate Workstreams 7,956 0 (7,956) 6,658 0 (6,658) 1,316 0 (1,316)

Reserves (890) 1,076 1,966 (25) 603 628 (6) (424) (418)

QIPP 0 0 0 0 0 0 0 0 0

Total Operating Expenses (429,816) (455,898) (26,082) (394,135) (417,548) (23,413) (34,805) (38,448) (3,643)

EBITDA 51,028 49,038 (1,990) 46,378 44,152 (2,226) 3,383 2,481 (902)

EBITDA Margin % 10.6% 9.7% 10.5% 9.6% 8.9% 6.1%

Non Operating Items

Profit / loss on asset disposals 0 15 15 0 15 15 0 0 0

Fixed Asset Impairments 0 (23,085) (23,085) 0 (14) (14) 0 0 0

Depreciation (21,079) (19,923) 1,156 (19,322) (18,287) 1,035 (1,757) (666) 1,091

Interest Receivable 96 83 (13) 88 78 (10) 8 5 (3)

Interest Charges (462) (393) 69 (424) (360) 64 (39) (33) 6

Financing Costs (23,213) (23,283) (70) (21,279) (21,264) 15 (1,934) (1,933) 2

PDC Dividend (3,870) (3,037) 833 (3,548) (2,784) 764 (323) (223) 100

Total Non Operating Items (48,528) (69,623) (21,095) (44,485) (42,616) 1,869 (4,044) (2,849) 1,195

Net Surplus/(Deficit) 2,500 (20,585) (23,085) 1,893 1,536 (357) (661) (368) 293

Fixed asset impairment add back 0 23,085 23,085 0 14 14 0 0 0

Surplus/(Deficit) - excluding

impairment charges 2,500 2,500 0 1,893 1,550 (343) (661) (368) 293

Net Surplus Margin % 0.5% 0.5% 0.4% 0.3% -1.7% -0.9%

2012/13 Year To Date Month



Month 11 – 2012/13
Statement of Financial Position
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Prior Year

Outturn
Statement of Financial Position Plan

Forecast

Outturn
Variance Plan Actual Variance Plan Actual Variance

£000 £000 £000 £000 £000 £000 £000 £000 £000 £000

Non-current assets

379,857 Property, plant and equipment 386,922 344,926 (41,996) 376,108 374,246 (1,862) (951) (1,767) (816)

0 Intangible assets 0 0 0 0 0 0 0 0 0

3,511 Investment Property 3,511 3,511 0 3,511 3,511 0 0 0 0

32,066 Trade and other receivables 34,333 36,595 2,262 35,009 37,675 2,666 (674) 1,535 2,209

415,434 Total non-current assets 424,766 385,032 (39,734) 414,628 415,432 804 (1,625) (232) 1,393

Current assets

10,217 Inventories 10,821 10,717 (104) 10,571 9,750 (821) 0 (23) (23)

18,158 Trade and other receivables 17,909 19,313 1,404 22,898 40,276 17,378 (8,789) (9,490) (701)

7,459 Cash and cash equivalents 1,764 100 (1,664) 3,927 2,120 (1,807) 55 (4,030) (4,085)

35,834 30,494 30,130 (364) 37,396 52,146 14,750 (8,734) (13,543) (4,809)

124 Non-current assets held for sale 0 0 0 124 0 (124) 0 0 0

35,958 Total current assets 30,494 30,130 (364) 37,520 52,146 14,626 (8,734) (13,543) (4,809)

451,392 Total assets 455,260 415,162 (40,098) 452,148 467,578 15,430 (10,359) (13,775) (3,416)

Current liabilities

(38,174) Trade and other payables (29,620) (40,428) (10,808) (42,177) (57,569) (15,393) 9,654 13,611 3,958

(2,862) Borrowings (6,246) (6,246) 0 (6,246) (6,246) 0 0 0 0

(2,000) DH Working Capital Loan 0 0 0 (1,000) (1,000) 0 0 0 0

(1,500) DH Capital loan (3,120) (1,500) 1,620 (1,500) (1,500) 0 0 0 0

(1,982) Provisions (427) (434) (7) (577) (889) (312) 0 0 0

(10,560) Net current assets/(liabilities) (8,919) (18,478) (9,559) (13,980) (15,058) (1,079) 920 68 (852)

404,874 Total assets less current liabilities 415,847 366,554 (49,293) 400,649 400,374 (275) (706) (164) 542

Non-current liabilities:

Trade and other payables 0 0

(284,216) Borrowings (278,778) (279,422) (644) (278,819) (278,713) 106 41 38 (3)

0 DH Working Capital Loan 0 0 0 0 0 0 0 0 0

(9,750) DH Capital loan (14,730) (8,250) 6,480 (9,000) (9,000) 0 0 0 0

(2,247) Provisions (1,956) (1,946) 10 (2,201) (2,470) (269) 0 (243) (243)

108,661 Total assets employed 120,383 76,936 (43,447) 110,629 110,191 (438) (665) (369) 296

Financed by taxpayers' equity:

24,124 Public dividend capital 24,124 24,870 746 24,124 24,124 0 0 0 0

32,445 Retained earnings 35,019 11,954 (23,065) 34,413 34,074 (339) (665) (369) 296

52,092 Revaluation reserve 61,240 40,112 (21,128) 52,092 51,993 (99) 0 0 0

108,661 Total Taxpayers' Equity 120,383 76,936 (43,447) 110,629 110,191 (438) (665) (369) 296

2012/13 Year To Date Month



Month 11 – 2012/13
Cash Flow
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Mar-12 Cash Flow Apr-12 May-12 Jun-12 Jul-12 Aug-12 Sep-12 Oct-12 Nov-12 Dec-12 Jan-13 Feb-13 Mar-13

£000 £000 £000 £000 £000 £000 £000 £000 £000 £000 £000 £000 £000

46,883 EBITDA 2,509 2,903 2,297 4,659 5,308 4,142 2,565 4,176 4,282 8,762 2,481 4,887

(78) Donated assets received credited to revenue but non-cash 0 0 0 0 0 (44) 0 0 0 (903) 0 (70)

(22,601) Interest paid (1,978) (1,964) (2,012) (1,894) (1,983) (1,965) (1,966) (1,965) (1,965) (1,965) (1,967) (2,052)

(4,185) Dividends paid (991) (963)

1,700 Increase/(Decrease) in provisions 0 0 130 0 (46) (1) 0 (48) 0 (1,148) 243 (979)

21,719 Operating cash flows before movements in working capital 531 939 415 2,765 3,279 1,141 599 2,163 2,317 4,746 757 823

(17,950) Movements in Working Capital (1,881) 6,606 (916) (2,552) (153) (4,480) 3,434 (2,535) 909 (444) (5,854) 2,935

3,769 Net cash inflow/(outflow) from operating activities (1,350) 7,545 (501) 213 3,126 (3,339) 4,033 (372) 3,226 4,302 (5,097) 3,758

(10,165) Capex spend (1,896) (1,170) (1,123) (1,282) (330) (1,769) (1,405) (1,933) (2,343) (501) 1,099 (4,718)

75 Interest received 9 7 6 13 7 5 7 5 4 10 5 5

1,135 Cash receipt from asset sales 115 57

(8,955) Net cash inflow/(outflow) from investing activities (1,887) (1,163) (1,117) (1,269) (208) (1,764) (1,398) (1,928) (2,339) (491) 1,104 (4,656)

(5,186) CF before Financing (3,237) 6,382 (1,618) (1,056) 2,918 (5,103) 2,635 (2,300) 887 3,811 (3,993) (898)

0 Public Dividend Capital received 746

0 Public Dividend Capital repaid

(3,500) DH loans repaid 0 0 0 0 0 (1,750) 0 0 0 0 0 (1,750)

(1,691) Capital Element of payments in respect of finance leases and PFI (606) (33) (4) (456) (237) (37) (665) (37) (29) (538) (37) (118)

0 Drawdown of loans 0 0 0 0 0 0 0 0 0 0 0 0

(5,191) Net cash inflow/(outflow) from financing (606) (33) (4) (456) (237) (1,787) (665) (37) (29) (538) (37) (1,122)

(10,377) Net cash outflow/inflow (3,843) 6,349 (1,622) (1,512) 2,681 (6,890) 1,970 (2,337) 858 3,273 (4,030) (2,020)

17,600 Opening Cash Balance 7,223 3,380 9,729 8,107 6,595 9,276 2,386 4,356 2,019 2,877 6,150 2,120

7,223 Closing Cash Balance 3,380 9,729 8,107 6,595 9,276 2,386 4,356 2,019 2,877 6,150 2,120 100
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Month 11 – 2012/13
Capital Expenditure
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Plan
Forecast

Outturn

Variance

fav/(adv)
Plan Actual

Variance

fav/(adv)
Plan Actual

Variance

fav/(adv)

£000 £000 £000 £000 £000 £000 £000 £000 £000

Confirmed CRL 2,098 2,844 746 2,098 2,844 746 0 0 0

Forecast CRL Adjustments for PFI 9,696 8,547 (1,149) 9,020 6,227 (2,793) 674 (2,119) (2,793)

Forecast CRL Adjustments for non PFI 8,100 7,665 (435) 6,113 0 (6,113) 300 0 (300)

Total Forecast CRL 19,894 19,056 (838) 17,231 9,071 (8,160) 974 (2,119) (3,093)

Plan
Forecast

Outturn
Variance Plan Actual Variance Plan Actual Variance

£000 £000 £000 £000 £000 £000 £000 £000 £000

Major Schemes

PFI lifecycle 9,696 8,547 1,149 9,020 8,346 674 674 0 674

New staff car park on land formerly for staff

residences
2,000 1,317 683 1,500 1,005 495 0 2 (2)

Lifecycle of Radiotherapy including Linacs 1,200 1,823 (623) 1,392 1,392 0 192 0 192

PACS Replacement Project 1,350 953 397 125 142 (17) 15 8 7

Neurosurgical Inst For CJD 1,000 343 657 1,000 242 758 0 (19) 19

0 0

Aggregated Other Schemes 5,629 7,028 (1,399) 4,251 1,766 2,485 93 (1,090) 1,183

Total Capital Expenditure 20,875 20,011 864 17,288 12,893 4,395 974 (1,099) 2,073

Less: Donated/granted Asset Purchases 800 1017 217 0 947 947 0 0 0

Less: Book value of assets disposed of: 181 322 141 57 322 265 0 0 0

Net Charge against CRL 19,894 18,672 1,222 17,231 11,624 5,607 974 -1,099 2,073

Under/(Over)Commitment against CRL (total) 0 384 384 0 (2,553) (2,553) 0 (1,020) (1,020)

Capital Resource Limit (CRL)

2012/13 Year To Date Month

Capital Expenditure Programme

2012/13 Year To Date Month
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Capital Cash Funding Sources

2012/13

Budget

£'000

2012/13

Forecast

Outturn

£'000

Movement

£'000
Notes

Internally Generated Funds

Depreciation 23,096 19,923 (3,173) Reduction as a result of the final impact of the year-end revaluation exercise.

Surplus 1,700 1,483 (217) Surplus excludes donations * (shown separately)

Proceeds of Asset Disposals 57 57 0

House Sale 0 116 116

External Funds

New Finance Leases (Net) 864 1,497 633

Donations * 800 1,017 217

Other Capital Contributions Received 700 0 (700) Staff Car Park contribution from PFI partner

New Public Dividend Capital 0 0 0

New Capital Investment Loans 8,100 0 (8,100) loan application declined

Applications

Working Capital Loan Repayment (2,000) (2,000) 0

Capital Investment Loan Repayment (1,500) (1,500) 0

New Capital Investment Loan Repayment 0 0 0

PFI Finance Lease Creditor (2,226) (2,226) 0

Other Finance Lease Repayments (451) (400) 51

Pathology LIMS Finance Lease Repayments 0 (45) (45)

PFI Lifecycling

Lifecycle Payments in Unitary Payment (12,249) (12,194) 55

Net Cash Generated 16,891 5,728 (11,163)

Cash (Applied)/Released to Address Liquidity

Movement in Loan Repayments (< 1 year) 2,000 2,000 0 } Cash released or applied in order to ensure

Movement in New Loan Repayments (< 1 year) (1,620) 0 1,620 } liquidity is unaffected by balance sheet

Movement in PFI Finance Lease Principal Repayments (< 1 year) (3,620) (3,620) 0 } movements

Adjustment 0 0 0

Liquidity (Improvement)/Reduction (1,700) 0 1,700 All revenue surpluses applied to improving liquidity

Net Cash Available for Capital Expenditure 11,951 4,108 (7,843)

Reconciliation to Capital Programme

Capital Funding

Funding Available for non-PFI Capital Expenditure 11,951 4,108 (7,843) Reduction in funding is described above

Add PFI Capital Expenditure 9,696 8,547 (1,149) Capital funding for PFI matches PFI capital expenditure
Total Capital Funding (including PFI Capital) 21,647 12,655 (8,992)

Capital Expenditure

Non-PFI Capital Expenditure 11,179 11,464 285 Reduction in capital programme as agreed in the mid-year review

PFI Capital expenditure 9,696 8,547 (1,149) Capital funding for PFI matches PFI capital expenditure
Total Capital Expenditure (including PFI Capital) 20,875 20,011 (864)

Surplus/(Deficit) of Capital Funding Compared to Expenditure 772 (7,356) (8,128) = Favourable/(Adverse) Impact upon Liquidity
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PURPOSE OF THE REPORT / PRESENTATION:
The SHA wide Provider Management Regime (PMR) has been rolled out which each Trust is required to
complete on a monthly basis.

The PMR was introduced in shadow form for East Midlands and West Midlands Trusts during the period
January to February 2012. The return from Trusts for March 2012 was reported at the SHA’s public board
meeting in May 2012. The PMR process has been fully operational from April 2012 onwards. This regime was
introduced to support Trusts, by working with the SHA in a “Monitor like” way, to help prepare 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 PMR returns and meet with the SHA less often than those Trusts 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.

The first return of the Provider Management Regime templates to the SHA was on the last working day of
January (31 January 2012); and is required on the last working date of every month thereafter. Late
submissions are automatically given a red governance risk rating. The expectation is that the monthly template
returns are signed off by the Trust Board.

The East and Midlands SHA published the new PMR process for 2012/13. A new section of the return has
been included for Trusts to demonstrate progress against their Tripartite Formal Agreement (TFA) to become a
Foundation Trust. A new performance metric has been included in the Governance Risk Ratings (GRR)
section (patients on an incomplete, 18-week pathway) and new overriding rules have been applied that will
effect performance where these rules are not being satisfied. In addition a new quality metric has been
included in the Quality section (completion of consultant personal development plans) and new detail is to be
submitted regarding financial and contractual performance. Further amendments have been included in a
revision to the PMR template for December including changes to the GRR, Financial Trigger and Contractual
sections. Errors in the template have been identified in the spreadsheet which are being progressed with the
SHA. The following metrics have been removed from the PMR:

 GRR Section - Line 8b: Quality – A&E
 Financial Risk Triggers Section - Line 3: FRR 2 for any one quarter
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The East and Midlands SHA have confirmed that the overriding rules in the Governance Risk Rating Section of
the PMR will be applied at their discretion. The Overriding Rules are the same as the governance red-rated
overrides in the 2012/13 Monitor Compliance Framework. Using this framework, Monitor may apply the
overriding rules where Foundation Trusts are not compliant and escalate the Trust for consideration as to
whether it is in significant breach. If Monitor is satisfied a Trust is in significant breach they have the discretion
to intervene. The SHA have confirmed that they will be taking a similar approach to Monitor and Trust’s whose
overriding rules have been applied will be deemed “unauthorisable”.

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

PMR
Version

APR-12
Amber/Green

(1.0)
Green (3.0) Amber 1

st
version

MAY-12
Amber/Green

(1.0)
Green (3.0) Amber 1

st
version

JUN-12
Amber/Red

(2.0)
Green (3.0) Amber 1

st
version

JUL-12 Green (1.0) Red (2.0) Blank 2
nd

version
AUG-12 Green (1.0) Red (2.0) Blank 2

nd
version

SEP-12 Green (0.0) Red (2.0) Blank 2
nd

version
OCT-12 Red (4.0) Red (2.0) Blank 2

nd
version

NOV-12 Red (4.0) Red (2.0) Blank New version
DEC-12 Red (4.0) Red (2.0) Blank New version
JAN-13 Red (4.0) Red (2.0) Blank New version
FEB-13 Red (4.0) Red (2.0) Blank New version

The Governance Risk Rating of Red (4.0) for February 2013 is because the overriding rule was applied by the
SHA in January 2013 which automatically gave an overall weighting of 4. This has retrospectively been applied
back to October 2012 (see below)

Note: the scoring in the revised PMR return has changed so that a GRR weighting of greater than or equal to 1
but less than 2 will give a rating of Amber/Green (in the previous version used for reporting performance for
July to October 2012 a score of 1 or under gave a rating of Green). The SHA clarified this change in January
2013. Furthermore, the SHA are in the process of resolving an error in the GRR section of the PMR template
which is incorrectly applying an additional weighting against the c-diff metric. The Contractual Position is no
longer rated in the PMR return and guidance from the SHA is that this should be reported as “Blank”.

Appendix A is UHCW’s proposed submission to the SHA at the end of March 2013.

Specified areas of insufficient assurance and associated actions are:

 A&E - maximum waiting time of four hours from arrival to admission/transfer/discharge: ED and CDU were
reconfigured to an ED/AMU model during February. This included an ambulatory acute clinic running 7
days a week. The continuation of a GP led ‘on site’ Urgent Care Centre running 7 days a week. A daily
‘Health and Social Care’ economy teleconference to tackle delays in supported discharge. The
implementation of a ‘pod’ – site safety and capacity management – system. The Leadership Team have
consolidated all actions being taken to address this issue into a single consolidated action plan which deals
with: Reconfiguration of ED and CDU to an ED/AMU model, Prehospital, Arrival at ED, Capacity and flow,
Internal discharges, External discharges. The plan is subject to performance management at Tuesday and
Thursday meetings with Clinical Directors.

 C-diff: A single consolidated action plan has been developed to regain trajectory. This includes: CNO
leading - twice weekly C Diff performance meeting (Executive); DIPC leading actions with clinical and
operational teams; Increased Infection control rounds at ward level (IPC, 2xPAs Medical, Additional
Nursing); Additional Enhanced cleaning program in high risk areas (ISS and Performance team); Increased
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antibiotic surveillance (Pharmacy); Increased education and awareness program; Full RCA and information
sharing for C diff cases; Trust initiated external review of actions through SHA lead infection nurse and
CCG

 Financial Risk Rating (FRR) - The Trust is reporting an FRR of 2 based on the year-to-date position. The
governance declaration is now based on the year-to-date FRR (forecast outturn in previous months) as per
a change in the SHA guidance. The year-to-date position means an FRR of 2, although this remains the
Trust plan for this point in the year. The Trust continues to forecast an FRR 3 for the financial year, with
the improvement being delivered by delivery of the forecast surplus position.

 Board Statement 4 – The board anticipates the Trust will continue to maintain a financial risk rating of at
least 3 over the next 12 months. The 2013/14 financial plan is currently forecast to have a financial risk
rating (FRR) of 2. This is due to the liquidity metric being less than 10 days. This has been impacted
during 12/13 by failure to secure capital investment borrowing. The route to improving liquidity is to:

o Target increasing revenue surpluses;
o Reduce outstanding debtors;
o Ensure capital investment financing does not adversely impact upon liquidity

It is noted that if the Board does not self certify against Board Statement 4, UHCW could be deemed to be in
escalation by the SHA.

The Overriding Rule which has been applied by the SHA is:

A&E Clinical Quality Indicator: UHCW did not achieve the 95%, 4-hour A&E target in Q4 2011/12. The target
was not achieved in Q1 2012/13. UHCW has therefore failed to meet the A&E target twice in any two quarters
over the last 12 months. UHCW did not achieve the target in October, November or December 2012 and
January and February 2013 and at the time of writing this report achievement of the target for March 2013 was
at risk. The SHA have confirmed the overriding rule has been applied retrospectively from October 2012
because this target has been failed in the subsequent nine-month period from Q1 2012/13. This means that
UHCW is in escalation. However, the SHA have advised that they will recommend mitigation of UHCW’s red
status due to the overriding rule for A&E if there is evidence of a sustained improvement and delivery against
the A&E target for a 6-month period.

SUMMARY OF KEY RISKS:

 The Governance Risk Rating and Financial Risk Rating are showing as Red
 The overriding rule against the 95%, 4-hour A&E target has been applied by the SHA for

October, November and December 2012 and January and February 2013
 In line with the current 2013/14 financial plan, the board do not self-certify against Board

Statement 4.

RECOMMENDATION / DECISION REQUIRED:

 Trust Board to approve the Provider Manager Regime return based on February 2013 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) in relation to the Financial Risk Rating, A&E and C-diff.

 It is recommended that, in line with the current 2013/14 financial plan, the board do not self-certify against
Board Statement 4.
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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

DATA QUALITY:

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



SELF-CERTIFICATION RETURNS

Organisation Name:

University Hospitals Coventry & Warwickshire NHS Trust

Monitoring Period:

February 2013

NHS Trust Over-sight self certification template

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

last working day of each month



2012/13 In-Year Reporting

Name of Organisation: Period: February 2013

Organisational risk rating

* Please type in R, AR, AG or G and assign a number for the FRR

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 :
Andrew
Hardy

on behalf of the Trust Board Acting in capacity as: Chief Executive Officer

Signed by : Print Name :
Philip

Townshend

on behalf of the Trust Board Acting in capacity as: Chairman

If Declaration 2 has been signed:

Target/Standard:

The Issue :

Action :

Target/Standard:
The Issue :

Action :

Target/Standard:
The Issue :

Action :

Target/Standard:
The Issue :
Action :

Target/Standard:
The Issue :
Action :

C-diff
The Trust is above the trajectory for January 2013

A single consolidated action plan has been developed to regain trajectory. This includes: CNO leading - twice
weekly C Diff performance meeting (Executive); DIPC leading actions with clinical and operational teams;
Increased Infection control rounds at ward level (IPC, 2xPAs Medical, Additional Nursing); Additional Enhanced
cleaning program in high risk areas (ISS and Performance team); Increased antibiotic surveillance (Pharmacy);
Increased education and awareness program; Full RCA and information sharing for C diff cases; Trust initiated
external review of actions through SHA lead infection nurse and CCG

The governance declaration is now based on the year-to-date FRR (forecast outturn in previous months) as per
a change in the SHA guidance.

The year-to-date position means an FRR of 2, although this remains the Trust plan for this point in the year.

The Trust is now forecasting an FRR 2 for the financial year, largely as a result of poor liquidity

For each target/standard, 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.

A&E: total time in A&E

Continuing winter pressures with a rise in both volume and acuity of medical admissions

ED and CDU were reconfigured to an ED/AMU model during February. This included an ambulatory acute clinic
runnig 7 days a week. The continuation of a GP led ‘on site’ Urgent Care Centre running 7 days a week. A daily
‘Health and Social Care’ economy teleconference to tackle delays in supported discharge. The implementation
of a ‘pod’ – site safety and capacity management – system. The Leadership Team have consolidated all actions
being taken to address this issue into a single consolidated action plan which deals with: Reconfiguration of ED
and CDU to an ED/AMU model, Prehospital, Arrival at ED, Capacity and flow, Internal discharges, External
discharges. The plan is subject to performance management at Tuesday and Thursday meetings with Clinical
Directors.

Financial Risk Rating
The Trust is reporting an FRR of 2 based on the year-to-date position

At the current time, the board is yet to gain sufficient assurance to declare conformity with all of the Clinical Quality, Finance and Governance elements of the Board
Statements.

Normalised YTD Financial Risk Rating (Assign number as per SOM guidance) 2

Declaration 1 or declaration 2 reflects whether the Board believes the Trust is currently performing at a level compatible with FT authorisation.

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 sufficiently assured in its ability to declare conformity with all of the Clinical Quality, Finance and Governance elements of the Board Statements.

Governance Risk Rating (RAG as per SOM guidance) R

NHS Trust Governance Declarations :

University Hospitals Coventry & Warwickshire NHS

Trust

Each organisation is required to calculate their risk score and RAG rate their current performance, in addition to providing comment with regard to any contractual
issues and compliance with CQC essential standards:

Key Area for rating / comment by Provider Score / RAG rating*



For each statement, the Board is asked to confirm the following:

For CLINICAL QUALITY, that: Response

1 

2 
3 

For FINANCE, that: Response

4

5 
For GOVERNANCE, that: Response

6 

7 

8 

9 

10 

11 

12 

13 

14 

15 
Signed on behalf of the Trust: Print name Date

CEO Andrew Hardy

Chair Philip Townshend

February 2013

An Annual Governance Statement is in place, and the trust is compliant with the risk management and assurance
framework requirements that support the Statement pursuant to the most up to date guidance from HM Treasury
(www.hm-treasury.gov.uk).

The board is satisfied that plans in place are sufficient to ensure ongoing compliance with all existing targets (after the
application of thresholds) as set out in the Governance Risk Rating; and a commitment to comply with all commissioned
targets going forward.

The Board is satisfied that, to the best of its knowledge and using its own processes and having had regard to the
SOM's Oversight 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), the 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.

The board is satisfied that plans in place are sufficient to ensure ongoing compliance with the Care Quality
Commission’s registration requirements.

The board is satisfied that processes and procedures are in place to ensure all medical practitioners providing care on
behalf of the trust have met the relevant registration and revalidation requirements.

The board anticipates that the trust will continue to maintain a financial risk rating of at least 3 over the next 12 months.

All current key risks have been identified (raised either internally or by external audit and assessment bodies) and
addressed – or there are appropriate action plans in place to address the issues – in a timely manner

The board is satisfied that: the management team has the capacity, capability and experience necessary to deliver the
annual plan; and the management structure in place is adequate to deliver the annual plan.

The board is satisfied that all executive and non-executive directors have the appropriate qualifications, experience and
skills to discharge their functions effectively, including setting strategy, monitoring and managing performance and
risks, and ensuring management capacity and capability.

The board is satisfied that the trust shall at all times remain a going concern, as defined by relevant accounting
standards in force from time to time.

University Hospitals Coventry & Warwickshire NHS Trust

The necessary planning, performance management and corporate and clinical risk management processes and
mitigation plans are in place to deliver the annual plan, including that all audit committee recommendations accepted by
the board are implemented satisfactorily.

The trust has achieved a minimum of Level 2 performance against the requirements of the Information Governance
Toolkit.

The board will ensure that the trust will at all times operate effectively. This includes maintaining its register of interests,
ensuring that there are no material conflicts of interest in the board of directors; and that all board positions are filled, or
plans are in place to fill any vacancies, and that any elections to the shadow board of governors are held in accordance
with the election rules.

Board Statements

The board will ensure that the trust at all times has regard to the NHS Constitution.

The board has considered all likely future risks and has reviewed appropriate evidence regarding the level of severity,
likelihood of occurrence and the plans for mitigation of these risks.



Information to inform the discussion meeting

Unit Mar-12 Apr-12 May-12 Jun-12 Jul-12 Aug-12 Sep-12 Oct-12 Nov-12 Dec-12 Jan-13 Feb-13 Board Action

1 SHMI - latest data Score 107.3 105.3 105.3 105.3 106.1 106.1 106.1 107.4 107.4 107.4 103.4 103.4

The SHMI is produced and published quarterly by the NHS

IC. 103.4 relates to published data in January. SHMI's first

publication was end of October 2011

2
Venous Thromboembolism (VTE)

Screening
% 93.8 93.4 93.3 92.3 93.1 93.3 92.6 93 93.68 93.66 93.87 95.91

3a Elective MRSA Screening % 126.81 137.96 125.52 136.36 135.22 136.62 137.37 137.6 140.8 129.96 131.39 122.37
1373 tests were undertaken on patients needing screening

out of the 1122 total number of admissions.

3b Non Elective MRSA Screening % 65.4 65.3 70.0 69.9 70.3 71.1 76.2 70.3 72 69.42 77.21 70.22

4
Single Sex Accommodation

Breaches
Number 0 0 0 0 0 0 0 0 0 0 0 0

5
Open Serious Incidents Requiring

Investigation (SIRI)
Number

24

2

16

7

16

1

22

2

24

6

19

7

21

7

21

5

22

7

28

1

22

2

36

8

Open SIRIs

Number that were over the 45 day target on the last day of

the month.

NB Sep-Nov 2011 data was not collected. Since the figures

are a snap-shot on the day, this data cannot be gathered

retrospectively.NB -

6 "Never Events" occurring in month Number 0 0 0 1 0 0 0 0 1 1 0 0

Never events - 1. confirmed retained swab post-operatively

2. Wrong-site surgery (lumbar decompression)

3. Retained foreign object post-op

7 CQC Conditions or Warning Notices Number 0 0 0 0 0 0 0 0 0 0 0 0

8
Open Central Alert System (CAS)

Alerts
Number 13 12 13 13 11

9

2

8

2

8

1

7

2

5

2

3

2

9

0

9 open CAS alerts. 0

outstanding2

9
RED rated areas on your maternity

dashboard?
Number 4 2 2 1 2 3 2 4 3 3 3 3

1. C/S Rate - 27.58% - this has come down in month 2. Breast

Feeding - 75.52% - this has come down in month 3. Smoking at

Delivery - 13.12%

10
Falls resulting in severe injury or

death
Number 0 0 2 3 4 1 2 3 2 4 1 2

interpreted as those falls incidents graded as 'major' or

'catastrophic'

11 Grade 3 or 4 pressure ulcers Number 2 2 1 4 0 3 0 0 2 0 0 2
Hospital Acquired - avoidable

Note: The RCA for one of the 2 reported for Feb-13 is

12
100% compliance with WHO surgical

checklist
Y/N N N N N N N N N N N N N

Dec-11 94.6%, Jan-12 94.8%, Feb-12 94.4%, Mar-12

96.4%, Apr-12 97.7%, May-12 98.4%, Jun-12 98.9%, Jul-12

99.2%, Aug-12 99.1%, Sep-12 99.6%, Oct 99.2%, Nov

99.5%, Dec 99.7%, Jan 99.4%, Feb 99.7%

13 Formal complaints received Number 44 41 44 29 48 45 47 40 37 36 38 40

14
Agency as a % of Employee Benefit

Expenditure
% 3.43 2.88 3.17 2.94 3.39 4.1 2.84 4.23 3.7 3.17 4 3.86

Historic and current information changed to reflect the

different definition. Agency costs ONLY as a % of Employee

Benefit Costs - previously Agency & Bank as a % of Turnover

15 Sickness absence rate % 4.24% 4.59 4.69 4.73 4.62 4.32 4.56 4.79 5.23 5.00 5.06 4.46

16
Consultants which, at their last

appraisal, had fully completed their

previous years PDP

% 52.34 50.6 55.74 53.39 46.23 52.98 55.62 57.49 59.94 63.93 64.35 65.41

The figure provided here is based on the number of

Consultants whom have completed an appraisal within the

previous rolling 12 months as extracted from ESR. Part of

the appraisal process incorporates a discussion on the

previous year’s objectives and PDP and therefore the figure

provided presumes that all appraisals have included such

discussions

University Hospitals Coventry & Warwickshire NHS Trust

Insert Performance in Month

QUALITY

Criteria

Refresh Data for new Month



Criteria Indicator Weight 5 4 3 2 1
Year to

Date

Forecast

Outturn

Year to

Date

Forecast

Outturn
Board Action

Underlying

performance
EBITDA margin % 25% 11 9 5 1 <1 4 4 4 4

The Trust has delivered an EBITDA margin of

over 9% YTD

Achievement

of plan
EBITDA achieved % 10% 100 85 70 50 <50 4 4 4 4

The Trust has delivered EBITDA within 85% of

plan YTD

Net return after financing % 20% >3 2 -0.5 -5 <-5 3 3 3 3
The Trust has delivered a NRaF of over -0.5%

YTD

I&E surplus margin % 20% 3 2 1 -2 <-2 2 2 2 2
The Trust is delivering an I&E surplus margin of

0.5% YTD

Liquidity Liquid ratio days 25% 60 25 15 10 <10 1 1 1 1
Forecast liquidity has fallen due to the impact of

failure to secure capital investment borrowing

100% 2.7 2.7 2.7 2.7

2 2 2 2

2 2 2 2

Overriding Rules :

Max Rating

3 No
3 No
2 No
2 Unplanned breach of the PBC No
2 2 2 2 2
3
1
2

* Trust should detail the normalising adjustments made to calculate this rating within the comments box.

FINANCIAL RISK RATING

Financial

efficiency

Rule

Weighted Average

Overriding rules

University Hospitals Coventry &
Warwickshire NHS Trust

Risk Ratings

Overall rating

Insert the Score (1-5) Achieved for each

Criteria Per Month

Normalised

Position*

Plan not submitted complete and correct

Reported

Position

Two Financial Criteria at "2"

One Financial Criterion at "1"
One Financial Criterion at "2"

PDC dividend not paid in full

Two Financial Criteria at "1"

Plan not submitted on time



FINANCIAL RISK TRIGGERS

Criteria
Qtr to

Jun-12

Qtr to

Sep-12

Qtr to

Dec-12
Jan-13 Feb-13 Mar-13

Qtr to

Mar-13
Board Action

1
Unplanned decrease in EBITDA margin in two consecutive
quarters

Yes Yes Yes Yes Yes Yes
EBITDA performance below trajectory in Q1 of 2012/1, Q2 and
Q3 of 2012/13

2
Quarterly self-certification by trust that the normalised
financial risk rating (FRR) may be less than 3 in the next
12 months

No Yes Yes Yes Yes Yes

Due to change in guidance from the SHA as to which FRR
should be used to measure. The Trust was previously using
the forecast outturn FRR for 2012/13 and 2013/14 to inform
this assessment and is now using the YTD position forecast by
month for the current year.

3
Working capital facility (WCF) agreement includes default
clause

N/a N/a N/a N/a N/a N/a N/a

4
Debtors > 90 days past due account for more than 5% of
total debtor balances

Yes Yes Yes Yes Yes Yes
Action - Increased focus on debt recovery

5
Creditors > 90 days past due account for more than 5% of
total creditor balances

Yes Yes Yes Yes Yes Yes
Issues around large intra-NHS balances

6
Two or more changes in Finance Director in a twelve
month period

No No No No No No

7
Interim Finance Director in place over more than one
quarter end

No No No No No No
Substantive FD appointed in Jan 2012

8 Quarter end cash balance <10 days of operating expenses Yes Yes Yes Yes Yes Yes
Improvement requires ongoing increases in liquidity - M11
2012/13 position also <10 days of operating expenditure

9 Capital expenditure < 75% of plan for the year to date No No No No No No

10 Yet to identify two years of detailed CIP schemes Yes Yes Yes Yes
Development of 2 years of CIP schemes is progressing but not
yet complete

University Hospitals Coventry &
Warwickshire NHS Trust

Insert "Yes" / "No" Assessment for the Month

Historic Data Current Data

Refresh Triggers for New Quarter



See 'Notes' for further detail of each of the below indicators

Area Ref Indicator Sub Sections
Thresh-

old
Weight-

ing
Qtr to Jun-

12
Qtr to
Sep-12

Qtr to
Dec-12

Jan-13 Feb-13 Mar-13
Qtr to
Mar-13

Board Action

Referral to treatment information 50%

Referral information 50%

Treatment activity information 50%

Patient identifier information 50% N/a N/a N/a N/a N/a N/a N/a

Patients dying at home / care
home

50% N/a N/a N/a N/a N/a N/a N/a

1c Data completeness: identifiers MHMDS 97% 0.5 N/a N/a N/a N/a N/a N/a N/a

1c
Data completeness: outcomes for patients
on CPA

50% 0.5 N/a N/a N/a N/a N/a N/a N/a

2a
From point of referral to treatment in
aggregate (RTT) – admitted

Maximum time of 18 weeks 90% 1.0 Yes Yes Yes Yes yes Yes

2b
From point of referral to treatment in
aggregate (RTT) – non-admitted

Maximum time of 18 weeks 95% 1.0 Yes Yes Yes Yes yes Yes

2c
From point of referral to treatment in
aggregate (RTT) – patients on an
incomplete pathway

Maximum time of 18 weeks 92% 1.0 Yes Yes Yes Yes yes Yes

2d

Certification against compliance with
requirements regarding access to
healthcare for people with a learning
disability

N/A 0.5 Yes Yes Yes Yes Yes Yes

Surgery 94%

Anti cancer drug treatments 98%

Radiotherapy 94%

From urgent GP referral for
suspected cancer

85%

From NHS Cancer Screening
Service referral

90%

3c
All Cancers: 31-day wait from diagnosis to
first treatment

96% 0.5 Yes Yes Yes Yes yes Yes

all urgent referrals 93%
for symptomatic breast patients
(cancer not initially suspected)

93%

3e
A&E: From arrival to
admission/transfer/discharge

Maximum waiting time of four
hours

95% 1.0 No Yes No No No No

During February 2013, 1854 patients out of 13,247 attendances
at A&E were seen outside of 4 hours. This means that
UHCW’s performance was at 86% or 9% below the minimum
performance threshold of 95%. However, this performance
threshold is based on the cumulative position and cumulatively
for the period April 2012 to February 2013, 12,990 patients out
of 167,891 attendances at A&E were seen outside of 4 hours.
This means that UHCW’s cumulative performance was at
92.26% or 2.74% below the minimum performance threshold of
95%.
ACTIONS:
The Leadership Team have consolidated all actions being taken
to address this issue into a single consolidated action plan
which deals with:
o Reconfiguration of ED and CDU to an ED/AMU model
o Prehospital
o Arrival at ED
o Capacity and flow
o Internal discharges
o External discharges
This plan is subject to performance management at Tuesday
and Thursday meetings with Clinical Directors

Receiving follow-up contact within
7 days of discharge

95%

Having formal review
within 12 months

95%

3g
Minimising mental health delayed transfers
of care

≤7.5% 1.0 N/a N/a N/a N/a N/a N/a N/a

3h
Admissions to inpatients services had
access to Crisis Resolution/Home
Treatment teams

95% 1.0 N/a N/a N/a N/a N/a N/a N/a

3i
Meeting commitment to serve new
psychosis cases by early intervention teams

95% 0.5 N/a N/a N/a N/a N/a N/a N/a

Red 1 80% 0.5 N/a N/a N/a N/a N/a N/a N/a

Red 2 75% 0.5 N/a N/a N/a N/a N/a N/a N/a

3k
Category A call – ambulance vehicle arrives
within 19 minutes

95% 1.0 N/a N/a N/a N/a N/a N/a N/a

Is the Trust below the de minimus 12 No No No No No No

Is the Trust below the YTD ceiling 70 No Yes Yes No No Yes

Is the Trust below the de minimus 6 Yes Yes Yes Yes Yes Yes

Is the Trust below the YTD ceiling 2 Yes Yes Yes Yes Yes Yes

CQC Registration

A
Non-Compliance with CQC Essential
Standards resulting in a Major Impact on
Patients

0 2.0 No No No No No No

B
Non-Compliance with CQC Essential
Standards resulting in Enforcement Action

0 4.0 No No No No No No

C

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 No No

TOTAL 2.0 1.0 2.0 2.0 2.0 0.0 2.0
RAG RATING : AR AG AR AR AR G AR

S
a

fe
ty

1.0 In July we had 1 MRSA. YTD there has been 1 MRSA case
which is 1 (50%) below the trajectory of 2.

In February 2013 there were 8 c-diff infections in UHCW. YTD
there have been 71 cases which is 6 (9%) above the trajectory
of 65 cases. The SHA have confirmed the spreadsheet is
applying a weighting of 1 for this metric where Trusts are
exceeding the de minimus level but they are within the YTD
ceiling. Therefore the overall weighting for Qtr to Mar-13 should
be 1 (Amber/Green) and not 2
ACTIONS:
- The Reconfiguration of ED and CDU to an ED/AMU model
during February including the development of an ambulatory
acute clinic running 7 days of a week
- The continuation of a GP led ‘on-site’ Urgent Care Centre
running 7 days a week.
- A daily ‘Health and Social Care’ economy teleconference to
tackle delays in supported discharge
- The implementation of a “pod’ - site safety and capacity
management - system

The Leadership Team have consolidated all actions being taken
to address this issue into a single consolidated action plan
which deals with:
- Pre-hospital
- Arrival at ED
- Capacity and flow
- Internal discharges
- External discharges

This plan is subject to performance management at Tuesday and Thursday meetings with Clinical Directors

N/a

1.0

1.0

3a

3b All cancers: 62-day wait for first treatment:

All cancers: 31-day wait for second or
subsequent treatment, comprising:

P
a
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E

x
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c
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u

a
lit
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0.5

1.01a

1b
Data completeness, community services:
(may be introduced later)

Category A call –emergency response
within 8 minutes

3j

1.0

GOVERNANCE RISK RATINGS

Insert YES, NO or N/A (as appropriate)
E

ff
e

c
tiv

e
n

e
s
s

N/a
Data completeness: Community services
comprising:

University Hospitals Coventry & Warwickshire

NHS Trust

N/a

N/a N/a

N/a

Yes

Yes

Yes

Cancer: 2 week wait from referral to date
first seen, comprising:

yes

yesYes

4b

4a Clostridium Difficile

GREEN = Score less than 1

MRSA

3d

N/a

1.0

Care Programme Approach (CPA) patients,
comprising:

3f

Yes Yes Yes yes

Yes

N/a

YesYes

N/a

N/a N/a

Yes

N/a

Current DataHistoric Data

N/a N/a

Yes

Yes

Yes

Yes

Refresh GRR for New Quarter



See 'Notes' for further detail of each of the below indicators

GOVERNANCE RISK RATINGS

Insert YES, NO or N/A (as appropriate)

University Hospitals Coventry & Warwickshire

NHS Trust

Current DataHistoric Data

Refresh GRR for New Quarter

Overriding Rules - Nature and Duration of Override at SHA's Discretion

i) Meeting the MRSA Objective

iv) A&E Clinical Quality Indicator Yes Yes Yes

UHCW did not achieve the 95%, 4-hour A&E target in Q4
2011/12. The target was not achieved in Q1 2012/13. UHCW
has therefore failed to meet the A&E target twice in any two
quarters over the last 12 months. UHCW did not achieve the

viii) Any other Indicator weighted 1.0

Adjusted Governance Risk Rating 2.0 1.0 4.0 4.0 4.0 0.0 2.0

AR AG R R R G AR

Meeting the C-Diff Objective

RED = Score greater than or equal to 4

AMBER / RED = Score greater than or equal to 2, but less than 4

AMBER/GREEN = Score greater than or equal to 1, but less than 2

iii) RTT Waiting Times

v)

Fails to meet the A&E target twice in any two quarters over
a 12-month period and fails the indicator in a quarter during
the subsequent nine-month period or the full year.

ii)

Greater than six cases in the year to date, and breaches the
cumulative year-to-date trajectory for three successive
quarters

Cancer Wait Times

Greater than 12 cases in the year to date, and either:

Reports important or signficant outbreaks of C.difficile, as
defined by the Health Protection Agency.

Breaches the cumulative year-to-date trajectory for three
successive quarters

The incomplete pathway 18 weeks waiting time measure
for a third successive quarter

Breaches:

The admitted patients 18 weeks waiting time measure for a
third successive quarter

The non-admitted patients 18 weeks waiting time measure
for a third successive quarter

Breaches either:

the 31-day cancer waiting time target for a third successive
quarter

the 62-day cancer waiting time target for a third successive
quarter

the category A 8-minute response time target for a third
successive quarter

either Red 1 or Red 2 targets for a third successive quarter

the category A 19-minute response time target for a third
successive quarter

vi) Ambulance Response Times

Breaches either:

Breaches the indicator for three successive quarters.

vii) Community Services data completeness

Fails to maintain the threshold for data completeness for:

referral to treatment information for a third successive
quarter;

service referral information for a third successive quarter, or;

treatment activity information for a third successive quarter



Qtr to

Jun-12

Qtr to

Sep-12

Qtr to

Dec-12
Jan-13 Feb-13 Mar-13

Qtr to

Mar-13
Board Action

1 Are the prior year contracts* closed? Yes Yes Yes Yes Yes

2
Are all current year contracts* agreed and
signed?

Yes Yes Yes Yes Yes

3
Has the Trust received income support outside
of the NHS standard contract e.g.
transformational support?

Yes Yes Yes Yes Yes
The Trust has received non-recurrent
transitional support for the achievement of
QIPP and general efficiency metrics

4
Are both the NHS Trust and commissioner
fulfilling the terms of the contract?

Yes Yes Yes Yes Yes

5
Are there any disputes over the terms of the
contract?

No No No No No

6
Might the dispute require third party intervention
or arbitration?

No No No No No

7 Are the parties already in arbitration? No No No No No

8 Have any performance notices been issued? Yes Yes Yes Yes Yes A contract query has been issued with
regard to the Trusts A&E performance in

9 Have any penalties been applied? Yes Yes No No No

*All contracts which represent more than 25% of the Trust's operating revenue.

Current Data

Insert "Yes" / "No" Assessment for the Month

University Hospitals Coventry &
Warwickshire NHS Trust

Criteria

CONTRACTUAL DATA

Information to inform the discussion meeting

Historic Data

Refresh Data for new Quarter



TFA Progress

Mar-13

Milestone

Date
Due or Delivered

Milestones
Future Milestones Board Action

1
SHA Interviews with the board, SHA initial meeting with the
commissioners

Mar-12 Fully achieved in time
Completed

2 SHA/UHCW discussion of IBP/LTFM & PMR escalation meeting Mar-12 Fully achieved in time
Completed

3 Self-assessment completion of BGAF Mar-12 Fully achieved in time
Completed.

4 Submit 1st draft of IBP/LTFM and authorization for HDD1 refresh Nov-12 Fully achieved in time Completed

5
Trust complete self-assessment against quality dashboard and submit to
the SHA

Mar-13
Risk to delivery within

timescale
Revised timeline submitted to SHA 25th January 2013.

6 HDD1 Jan-13 Fully achieved in time On track to deliver Final report received and actions incorporated into plan.

7 Submit high quality draft of IBP/LTFM to SHA Jan-13 Not fully achieved
Risk to delivery within

timescale
Revised timeline submitted to SHA 25th January 2013

8 Final Draft of the IBP/LTFM to the SHA Feb-13 Not fully achieved
Risk to delivery within

timescale
Revised timeline submitted to SHA 25th January 2013

9 CQC Opinion received by SHA (SHA action) Mar-13 Not fully achieved
Risk to delivery within

timescale

This is an SHA action - revised timeline submitted to SHA on 25th January

2013

10 HDD 2 Mar-13 Not fully achieved
Risk to delivery within

timescale
Delayed due to new timeline

11 Implement recommendations from HDD1 Sep-13 On track to deliver Revised timeline submitted to SHA 25th Janaury 2013 - TBC

On track to deliver

12 IBP to Board for review Sep-13 On track to deliver

13 HDD1 Reassessment Dec-13 On track to deliver
Advised by SHA requirement to reassess HDD1 due to changes in service

strategy model and replacement of Chair/NEDS
On track to deliver

14 FT Readiness review SHA/UHCW including PMR escalation meeting Jan-14 On track to deliver

15 Complete QGAF assessment Mar-14 On track to deliver

16
Board seminar BGAF, ICTstrategy, IBP and LTFM prior to submission
to SHA

Mar-14 On track to deliver

17 Final IBP LTFM and supporting appendices to SHA Mar-14 On track to deliver

18 BGAF external validation and CQC opinion Apr-14 On track to deliver

19 Formal 12 weeks public consultation Jun-14 On track to deliver

20 HDD2 assessment Dec-14 On track to deliver

21 Board seminar on HDD2, financial plans and risks and BGAF Mar-15 On track to deliver

22 CCG letter of support Mar-15 On track to deliver

23 NTDA interview with HDD 2 lead and review of self certifications Apr-15 On track to deliver

24 Board seminar on final IBP HDD and BGAF Apr-15 On track to deliver

25 Completed IBP/LTFM to SHA Apr-15 On track to deliver

26
NTDA/UHCW Board to Board (Full Voting Board), includes review of
PMR

May-15 On track to deliver

27 Submit FT application to the DH Jun-15 On track to deliver

28

29

30

31

32

33

34

35

36

37

38

39

40

TFA Milestone (All including those delivered)

University Hospitals Coventry & Warwickshire NHS Trust

Select the Performance from the drop-down list



Notes

Ref Indicator Details

Thresholds

1a

Data
Completeness:
Community
Services

Data completeness levels for trusts commissioned to provide community services, using Community Information Data Set (CIDS) definitions, to
consist of:
- Referral to treatment times – consultant-led treatment in hospitals and Allied Healthcare Professional-led treatments in the community;
- Community treatment activity – referrals; and
- Community treatment activity – care contact activity.

While failure against any threshold will score 1.0, the overall impact will be capped at 1.0. Failure of the same measure for three quarters will
result in a red-rating.

Numerator:

all data in the denominator actually captured by the trust electronically (not solely CIDS-specified systems).

Denominator:

all activity data required by CIDS.

1b Data
Completeness
Community
Services (further
data):

The inclusion of this data collection in addition to Monitor's indicators (until the Compliance Framework is changed) is in order for the SHA to
track the Trust's action plan to produce such data.

This data excludes a weighting, and therefore does not currently impact on the Trust's governance risk rating.

1c Mental Health
MDS

Patient identity data completeness metrics (from MHMDS) to consist of:
- NHS number;
- Date of birth;
- Postcode (normal residence);
- Current gender;
- Registered General Medical Practice organisation code; and
- Commissioner organisation code.

Numerator:

count of valid entries for each data item above.
(For details of how data items are classified as VALID please refer to the data quality constructions available on the Information Centre’s
website: www.ic.nhs.uk/services/mhmds/dq)

Denominator:

total number of entries.
1d Mental Health:

CPA
Outcomes for patients on Care Programme Approach:

• Employment status:

Numerator:

the number of adults in the denominator whose employment status is known at the time of their most recent assessment, formal review or other
multi-disciplinary care planning meeting, in a financial year. Include only those whose assessments or reviews were carried out during the
reference period. The reference period is the last 12 months working back from the end of the reported month.

Denominator:

the total number of adults (aged 18-69) who have received secondary mental health services and who were on the CPA at any point during the
reported month.

• Accommodation status:

Numerator:

the number of adults in the denominator whose accommodation status (i.e. settled or non-settled accommodation) is known at the time of their
most recent assessment, formal review or other multi-disciplinary care planning meeting. Include only those whose assessments or reviews were
carried out during the reference period. The reference period is the last 12 months working back from the end of the reported month.

Denominator:

the total number of adults (aged 18-69) who have received secondary mental health services and who were on the CPA at any point during the reported month.

• Having a Health of the Nation Outcome Scales (HoNOS) assessment in the past 12 months:

Numerator:

The number of adults in the denominator who have had at least one HoNOS assessment in the past 12 months.

Denominator:

The total number of adults who have received secondary mental health services and who were on the CPA during the reference period.

2a-c RTT

Performance is measured on an aggregate (rather than specialty) basis and trusts are required to meet the threshold on a monthly basis.
Consequently, any failure in one month is considered to be a quarterly failure. Failure in any month of a quarter following two quarters’ failure of
the same measure represents a third successive quarter failure and should be reported via the exception reporting process.

Will apply to consultant-led admitted, non-admitted and incomplete pathways provided. While failure against any threshold will score 1.0, the
overall impact will be capped at 2.0. The measures apply to acute patients whether in an acute or community setting. Where a trust with existing
acute facilities acquires a community hospital, performance will be assessed on a combined basis.

The SHA will take account of breaches of the referral to treatment target in 2011/12 when considering consecutive failures of the referral to
treatment target in 2012/13. For example, if a trust fails the 2011/12 admitted patients target at quarter 4 and the 2012/13 admitted patients target
in quarters 1 and 2, it will be considered to have breached for three quarters in a row.

2d Learning
Disabilities:
Access to
healthcare

Meeting the six criteria for meeting the needs of people with a learning disability, based on recommendations set out in Healthcare for All (DH,
2008):
a) Does the trust have a mechanism in place to identify and flag patients with learning disabilities and protocols that ensure that pathways of care
are reasonably adjusted to meet the health needs of these patients?
b) Does the trust provide readily available and comprehensible information to patients with learning disabilities about the following criteria:
- treatment options;
- complaints procedures; and
- appointments?
c) Does the trust have protocols in place to provide suitable support for family carers who support patients with learning disabilities?
d) Does the trust have protocols in place to routinely include training on providing healthcare to patients with learning disabilities for all staff?
e) Does the trust have protocols in place to encourage representation of people with learning disabilities and their family carers?
f) Does the trust have protocols in place to regularly audit its practices for patients with learning disabilities and to demonstrate the findings in
routine public reports?

Note: trust boards are required to certify that their trusts meet requirements a) to f) above at the annual plan stage and in each month. Failure to do so will result in the application of the service performance score for this indicator.

3a

Cancer:
31 day wait

31-day wait: measured from cancer treatment period start date to treatment start date. Failure against any threshold represents a failure against
the overall target. The target will not apply to trusts having five cases or less in a quarter. The SHA will not score trusts failing individual cancer
thresholds but only reporting a single patient breach over the quarter.. Will apply to any community providers providing the specific cancer
treatment pathways

3b
Cancer:
62 day wait

62-day wait: measured from day of receipt of referral to treatment start date. This includes referrals from screening service and other consultants.
Failure against either threshold represents a failure against the overall target. The target will not apply to trusts having five cases or less in a
quarter. The SHA will not score trusts failing individual cancer thresholds but only reporting a single patient breach over the quarter. Will apply to
any community providers providing the specific cancer treatment pathways.

National guidance states that for patients referred from one provider to another, breaches of this target are automatically shared and treated on a
50:50 basis. These breaches may be reallocated in full back to the referring organisation(s) provided the SHA receive evidence of written
agreement to do so between the relevant providers (signed by both Chief Executives) in place at the time the trust makes its monthly declaration
to the SHA.

In the absence of any locally-agreed contractual arrangements, the SHA encourages trusts to work with other providers to reach a local system-
wide agreement on the allocation of cancer target breaches to ensure that patients are treated in a timely manner. Once an agreement of this nature has been reached, the SHA will consider applying the terms of the agreement to trusts party to the arrangement.

3c Cancer
Measured from decision to treat to first definitive treatment. The target will not apply to trusts having five cases or fewer in a quarter. The SHA
will not score trusts failing individual cancer thresholds but only reporting a single patient breach over the quarter. Will apply to any community
providers providing the specific cancer treatment pathways.

3d Cancer

Measured from day of receipt of referral – existing standard (includes referrals from general dental practitioners and any primary care
professional).Failure against either threshold represents a failure against the overall target. The target will not apply to trusts having five cases or
fewer in a quarter. The SHA will not score trusts failing individual cancer thresholds but only reporting a single patient breach over the quarter.
Will apply to any community providers providing the specific cancer treatment pathways.

Specific guidance and documentation concerning cancer waiting targets can be found at:
http://nww.connectingforhealth.nhs.uk/nhais/cancerwaiting/documentation

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%.



Notes

Ref Indicator Details

3e A&E
Waiting time is assessed on a site basis: no activity from off-site partner organisations should be included. The 4-hour waiting time indicator will
apply to minor injury units/walk in centres.

3f Mental 7-day follow up:

Numerator:

the number of people under adult mental illness specialties on CPA who were followed up (either by face-to-face contact or by phone discussion)
within seven days of discharge from psychiatric inpatient care.

Denominator:

the total number of people under adult mental illness specialties on CPA who were discharged from psychiatric inpatient care.

All patients discharged to their place of residence, care home, residential accommodation, or to non-psychiatric care must be followed up within
seven days of discharge. Where a patient has been transferred to prison, contact should be made via the prison in-reach team.

Exemptions from both the numerator and the denominator of the indicator include:
- patients who die within seven days of discharge;
- where legal precedence has forced the removal of a patient from the country; or
- patients discharged to another NHS psychiatric inpatient ward.

For 12 month review (from Mental Health Minimum Data Set):

Numerator:

the number of adults in the denominator who have had at least one formal review in the last 12 months.

Denominator:

the total number of adults who have received secondary mental health services during the reporting period (month) who had spent at least 12 months on CPA (by the end of the reporting period OR when their time on CPA ended).

For full details of the changes to the CPA process, please see the implementation guidance Refocusing the Care Programme Approach on the Department of Health’s website.

3g Mental Health:
DTOC

Numerator:

the number of non-acute patients (aged 18 and over on admission) per day under consultant and non-consultant-led care whose transfer of care
was delayed during the month. For example, one patient delayed for five days counts as five.

Denominator:

the total number of occupied bed days (consultant-led and non-consultant-led) during the month.

Delayed transfers of care attributable to social care services are included.

3h Mental Health: I/P
and CRHT

This indicator applies only to admissions to the foundation trust’s mental health psychiatric inpatient care. The following cases can be excluded:
- planned admissions for psychiatric care from specialist units;
- internal transfers of service users between wards in a trust and transfers from other trusts;
- patients recalled on Community Treatment Orders; or
- patients on leave under Section 17 of the Mental Health Act 1983.

The indicator applies to users of working age (16-65) only, unless otherwise contracted. An admission has been gate-kept by a crisis resolution
team if they have assessed the service user before admission and if they were involved in the decision-making process, which resulted in
admission.

For full details of the features of gate-keeping, please see Guidance Statement on Fidelity and Best Practice for Crisis Services on the
Department of Health’s website. As set out in this guidance, the crisis resolution home treatment team should:
a) provide a mobile 24 hour, seven days a week response to requests for assessments;
b) be actively involved in all requests for admission: for the avoidance of doubt, ‘actively involved’ requires face-to-face contact unless it can be demonstrated that face-to-face contact was not appropriate or possible. For each case where face-to-face contact is deemed inappropriate, a declaration that the face-to-face contact was not the most appropriate action from a clinical perspective will be required;
c) be notified of all pending Mental Health Act assessments;
d) be assessing all these cases before admission happens; and
e) be central to the decision making process in conjunction with the rest of the multidisciplinary team.

3i Mental Health
Monthly performance against commissioner contract. Threshold represents a minimum level of performance against contract performance,
rounded down.

3j-k

Ambulance
Cat A For patients with immediately life-threatening conditions.

The Operating Framework for 2012-13 requires all Ambulance Trusts to reach 75 per cent of urgent cases, Category A patients, within 8 minutes.
From 1 June 2012, Category A cases will be split into Red 1 and Red 2 calls:
• Red 1 calls are patients who are suffering cardiac arrest, are unconscious or who have stopped breathing.
• Red 2 calls are serious cases, but are not ones where up to 60 additional seconds will affect a patient’s outcome, for example diabetic
episodes and fits.
Ambulance Trusts will be required to improve their performance to show they can reach 80 per cent of Red 1 calls within 8 minutes by April 2013.

4a C.Diff

Will apply to any inpatient facility with a centrally set C. difficile objective. Where a trust with existing acute facilities acquires a community
hospital, the combined objective will be an aggregate of the two organisations’ separate objectives. Both avoidable and unavoidable cases of C.
difficile will be taken into account for regulatory purposes.

Where there is no objective (i.e. if a mental health trust without a C. difficile objective acquires a community provider without an allocated C.
difficile objective) we will not apply a C. difficile score to the trust’s governance risk rating.

Monitor’s annual de minimis limit for cases of C. difficile is set at 12. However, Monitor may consider scoring cases of <12 if the Health
Protection Agency indicates multiple outbreaks. Where the number of cases is less than or equal to the de minimis limit, no formal regulatory
action (including scoring in the governance risk rating) will be taken.

If a trust exceeds the de minimis limit, but remains within the in-year trajectory for the national objective, no score will be applied.
If a trust exceeds both the de minimis limit and the in-year trajectory for the national objective, a score will apply.
If a trust exceeds its national objective above the de minimis limit, the SHA will apply a red rating and consider the trust for escalation.

If the Health Protection Agency indicates that the C. difficile target is exceeded due to multiple outbreaks, while still below the de minimis, the SHA may apply a score.

4b MRSA

Will apply to any inpatient facility with a centrally set MRSA objective. Where a trust with existing acute facilities acquires a community hospital,
the combined objective will be an aggregate of the two organisations’ separate objectives.

Those trusts that are not in the best performing quartile for MRSA should deliver performance that is at least in line with the MRSA objective
target figures calculated for them by the Department of Health. We expect those trusts without a centrally calculated MRSA objective as a result
of being in the best performing quartile to agree an MRSA target for 2012/13 that at least maintains existing performance.

Where there is no objective (i.e. if a mental health trust without an MRSA objective acquires a community provider without an allocated MRSA
objective) we will not apply an MRSA score to the trust’s governance risk rating.

Monitor’s annual de minimis limit for cases of MRSA is set at 6. Where the number of cases is less than or equal to the de minimis limit, no
formal regulatory action (including scoring in the governance risk rating) will be taken.

If a trust exceeds the de minimis limit, but remains within the in-year trajectory for the national objective, no score will be applied.
If a trust exceeds both the de minimis limit and the in-year trajectory for the national objective, a score will apply.
If a trust exceeds its national objective above the de minimis limit, the SHA will apply a red rating and consider the trust for escalation
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PURPOSE OF THE REPORT / PRESENTATION:

To advise the Board of the Finance and Performance Committee meeting agenda for 28 January 2013 and of
any key decisions/outcomes made by the Finance and Performance Committee.

SUMMARY OF KEY ISSUES:

DEVELOPMENT REPORTS – SERVICE IMPROVEMENTS
An update on the key elements of the service improvement work undertaken within the last twelve months was
given. A series of internal efficiency programmes have been carried out and the Trust is working with a number
of external agencies in developing the programmes. A meeting was held with the top 100 leaders in the Trust
on Friday 1 February where service improvement initiatives were discussed.
DEVELOPMENT REPORTS – EFFICIENCY PROGRAMME UPDATE
A draft presentation on the work currently being undertaken was received with issues relating to the scope of
the programme highlighted.
DEVELOPMENT REPORTS – COSTING: SLR/PLC AND COSTING: REFERENCE COSTS SUBMISSION
A presentation was received on costing, including a view on the engagement of clinicians with the systems.
Options for future development and use of the PLC system were highlighted.
PLANNING REPORTS – PLANNING PROCESSES
An update on the preparation of plans for 2013/14 and beyond was presented together with the review of the
Trust’s Planning Framework/Processes. A review of the process itself is underway and due to be completed in
March 2013.
PLANNING REPORTS – FINANCIAL PLAN AND CAPITAL PROGRAMME UPDATE
The Trust’s financial plan for 2013/14 and the likely level of savings required to achieve a surplus was
submitted for consideration. The Committee received the draft Capital Programme and agreed that it should be
subjected to a mid year review as in 2012/13.
PERFORMANCE REPORTS – INTEGRATED PERFORMANCE DASHBOARD AND UHCW OPERATIONAL
PERFORMANCE REPORT
The Integrated Performance Report was presented to the Committee with key issues being highlighted. The
Action Plan to resolve the performance in the Emergency Care pathway was noted.
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PERFORMANCE REPORTS – WAITING LIST MANAGEMENT, GOVERNANCE, POLICY AND PROCESS
REVIEW
The report presented aimed to provide assurance to the Committee of the integrity of the 18 week RTT and
Cancer Target Performance and Management. Implementation of the recommendations within the report will
be taken forward by the Associate Director for Patient Access, who has been invited to speak at a forthcoming
national event on RTT.
FINANCE REPORTS – INTEGRATED FINANCE REPORT
The Integrated Finance Report was received by the Committee and attention was drawn to salient points within
the report.
FINANCE REPORTS – CIP UPDATE
An update on progress with regard to the Cost Improvement Programme for 2012/13 was received.
FINANCE REPORTS – FINANCE RISK REGISTER
The Risk Register was presented to the Committee.

SUMMARY OF KEY RISKS:

No key risks were identified.

RECOMMENDATION / DECISION REQUIRED:

The Board is asked to review and note the meeting report/key decisions of the Finance and Performance
Committee meeting held on 28 January 2013.

IMPLICATIONS:

Financial:

HR / Equality & Diversity:

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:
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PURPOSE OF THE REPORT / PRESENTATION:

To review and approve the Finance and Performance Committee’s revised Terms of Reference.

SUMMARY OF KEY ISSUES:

The proposals to revise the terms of reference were reviewed by the Finance and Performance Committee at
its meeting on 25

th
February 2013 in line with its workplan.

The previous terms of reference were cross checked against the recommendations made in the recent review
of board, committee structures and reporting arrangements and were found to be largely compliant. However,
that review did contain two suggestions for broadening the scope of the terms of reference which were
considered and approved by the Finance and Performance Committee. Therefore the following amendments
(shown in bold, italics and underlined) have been included in these revised terms of reference:
 Paragraph 10.5:

The Committee will review key financial strategies, policies and plans. It will also review key service
strategies, market intelligence and business plans. The Committee will provide advice and make
recommendations on these to appropriate Trust Officers and to the Trust Board.

 Paragraph 10.7:
The Committee will review significant business cases for the development, amendment or cessation of
services or functions (including any shared service, agency or consortium arrangement). It will also
undertake post implementation reviews of such cases to seek assurance that anticipated
benefits have been realised. The Committee will provide advice and make recommendations on
these to appropriate Trust Officers and to the Trust Board.



UNIVERSITY HOSPITALS COVENTRY AND WARWICKSHIRE NHS TRUST

REPORT TO THE TRUST BOARD: PUBLIC

27
TH

MARCH 2013

SUMMARY OF KEY RISKS:

None identified.

RECOMMENDATION / DECISION REQUIRED:

The Trust Board is asked to review and approve the updated terms of reference for the Finance and
Performance Committee.

IMPLICATIONS:

Financial: None

HR / Equality & Diversity: None

Governance: The Finance and Performance Committee’s terms of reference need to be
reviewed regularly and kept up to date.

Legal: None

REVIEW:

Trust Standing Committee Date Trust Standing Committee Date
Quality Governance Committee Remuneration Committee
Finance and Performance Committee 25/2/13 Executive Meeting
Audit Committee

DATA QUALITY:

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



Finance and Performance Committee
Terms of Reference

1 Purpose

1.1 The Finance and Performance Committee is responsible for reviewing the Trust’s
performance against key financial and operational targets. It will also be responsible
for reviewing the Trust’s key financial strategies and policies.

1.2 The Finance and Performance Committee will review the Trust’s financial
management arrangements and make recommendations and provide advice to Trust
Officers and the Trust Board.

2 Membership

2.1 The Committee will consist of a minimum of three Non-Executive Directors of the
Trust. In addition, the Chief Executive Officer, Chief Finance Officer, Chief Human
Resources Officer, Chief Nursing Officer and Chief Operating Officer will be full
members of the Committee.

2.2 Only members of the Committee are entitled to be present at its meetings and will
count towards quoracy. The committee may invite non-members to attend its
meetings as it considers necessary.

2.3 Members will be required to attend as many meetings as possible and should
maintain a minimum 80% attendance level.

2.4 Where members are unable to attend they should submit their apologies in advance
of the meeting.

2.5 Chairs of reporting committees or any other member required to provide a report or
update relevant to their portfolio should ensure an appropriate deputy attends
meetings in their absence. Deputies must be fully briefed and able to represent the
issues of the absentee when presenting items on their behalf. At the Chair’s
discretion deputies may be required to attend for all or part of the meeting.

2.6 The membership of the Committee will be reviewed annually to ensure that it meets
the governance requirements of the Trust.

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

3 Chair

3.1 The Finance and Performance Committee will be chaired by a Non-Executive
Director of the Trust.

3.2 Another nominated Non-Executive Director will act as the Vice-Chair of the Finance
and Performance Committee

4 Secretariat

4.1. The Associate Director of Finance – Corporate Services, or their nominee, will act as
the Secretary to the committee.



5 Quorum

5.1 The quorum necessary for the transaction of business shall be three members, of
which one must be a Non-Executive Director and at least one must be an Executive
Director.

6 Frequency of Meetings

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

6.2 The Chairman of the Committee may call ad hoc meetings as appropriate with the
agreement of the Chair of the Trust Board.

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 Chairman of the Finance and
Performance Committee in consultation with the Chief Finance Officer.

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 Finance and Performance
Committee each year, and may be amended by the Committee (subject to approval
by the Trust Board) 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.

8.5. Although normally decisions are reached on a consensus, in the event of a
disagreement, decisions on any matter are made by the majority, with the Chair of the
Committee having a second casting vote in the event of a tie. A Committee member
who remains opposed to a proposal after a vote can ask for his or her dissent to be
recorded in the minutes.

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 Chairman within one week of the
meeting occurring, and shall be circulated promptly to all members of the committee
thereafter. This will allow sufficient time for actions to be addressed prior to next
meeting and the formal distribution of papers.

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



10 Duties

10.1. The Finance and Performance Committee will review all aspects of the Trust’s
financial management arrangements. It will receive reports from the Chief Finance
Officer (and other officers of the Trust as appropriate) on the following key areas:

 Income and expenditure (including links to related activity and manpower
targets);

 Cash management;
 Capital programme;
 Working capital management;
 Cost improvement programme; and
 Key financial risks.

10.2. The Committee will review the Trust’s performance against other key operational and
contractual targets including activity and waiting times targets and will receive reports
from appropriate officers of the Trust.

10.3. The Committee will review reports from appropriate officers or any advisors engaged
by the Trust regarding the efficiency of services and functions across the Trust
including:

 Reference cost data;
 Service line reporting and contribution reporting;
 Capacity and productivity data; and
 Benchmarking data.

10.4. The Committee will also review the performance management arrangements for each
division or business unit (including any shared service, agency or consortium
arrangement) within the Trust. In particular it will receive reports from:

 The Trust’s executive directors concerning the arrangements they have put in
place to ensure each division or business unit meet their financial and
operational targets; and

 Appropriate senior staff from divisions and business units concerning their
financial and operational performance.

10.5. The Committee will review key financial strategies, policies and plans. It will also
review key service strategies, market intelligence and business plans. The
Committee will provide advice and make recommendations on these to appropriate
Trust Officers and to the Trust Board.

10.6. The Committee will receive reports and presentations on the financial regime within
which the Trust operates and will review the Trust’s arrangements for complying with
the regime.

10.7. The Committee will review significant business cases for the development,
amendment or cessation of services or functions (including any shared service,
agency or consortium arrangement). It will also undertake post implementation
reviews of such cases to seek assurance that anticipated benefits have been
realised. The Committee will provide advice and make recommendations on these to
appropriate Trust Officers and to the Trust Board.

10.8. The Committee will be responsible for providing effective oversight of all major
capital and development projects within the UHCW NHS Trust including risks
associated with the projects.



10.9. The Committee will review the performance of all the Service and Equipment
Providers within the PFI Contract.

11 Reporting Responsibilities

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

 Development & PFI Committee

 Sustainability Development Management Group

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

11.3. The Committee will prepare an annual report on its effectiveness, attendance
disclosures, work undertaken and key decisions, alongside a forward plan for the
forthcoming year.

12 Authority

12.1 The Finance and Performance Committee receives formal delegated powers from
Trust Board, and must act in accordance with the Trust Standing Orders, Scheme of
Delegation and Standing Financial Instruction.

Version 8
March 2013

Approval
 Version 6 ToRs were approved by the Trust Board at its meeting on 25

th
July 2012.

 Amendments incorporated into Version 7 ToRs were approved at the Trust Board meeting
on 26

th
September 2012.

 Proposals to amend the ToRs were approved at the Finance and Performance Committee
Meeting on 25

th
February 2013.

Review date: March 2014
Version number: V8.0
Author: Associate Director of Finance – Corporate Services
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PURPOSE OF THE REPORT / PRESENTATION:

To advise the Board of the Audit Committee meeting agenda for 19 November 2012 and of any key issues or
decisions arising from the meeting.

SUMMARY OF KEY ISSUES:

REVIEW OF FINANCE FUNCTION
A review of the Finance Function of the Trust has been undertaken by Deloitte LLP. The conclusions of the
Review will be discussed at the Finance and Performance Committee on 25 March 2013.
INTERNAL AUDIT REPORT ON CLINICAL AUDIT – CONSULTANT JOB PLANS
Assurance was given that consultants had adequate time allocated within their job plan to undertake clinical
audits and a report was presented which clarified this.
CONSULTANT JOB PLANS
An update on the progress being made on Consultant Job Planning was received and it was noted that the
number of cases where there was no job plan has fallen. The number of job plans in date has increased.
IT HISTORIC DUE DILIGENCE
An update on the recommendations for IT controls was received with key points from the report highlighted.
SECURITY REVIEW UPDATE
A progress report on the security review was presented to the Committee with changes being implemented
highlighted.
INTERNAL AUDIT PROGRESS REPORT 2012/13
A progress report summarising the work of Internal Audit for the period to 9 November 2012 was presented.
INTERNAL AUDIT REPORTS
A number of internal audit reports were presented as follows:
Board Assurance Framework
Miscellaneous Income – Scan Income follow up
Payment by Results Self Assurance Processes
Single Tender Actions
Non Purchase Order Invoices

Several internal audit reports from the Coventry Pathology Services were received:
Coventry Pathology Services
Financial Management and Cost Improvement Planning
Financial Systems
Accountability Agreement Compliance
Fixed Assets Gap Analysis
Business Planning Review
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Information Governance Toolkit
EXTERNAL AUDIT PLAN
The External Audit Plan was presented to the Committee which provided information about the responsibilities
of the External Auditors and their plans to discharge them. Key risks within the Plan were highlighted.
OVERALL GOVERNANCE ARRANGEMENTS – BOARD ASSURANCE FRAMEWORK
An update on progress with the Board Assurance Framework was presented, with salient points from within the
report highlighted.
REVIEW/APPROVAL FUNCTIONS – REDUNDANCY AND COMPROMISE AGREEMENTS
A prospective and retrospective update of redundancy and compromise agreements was provided and
assurance was provided that all reasonable steps have been taken regarding settlement of two employee
relations cases.
REVIEW/APPROVAL FUNCTIONS – DEBT WRITE OFFS
A schedule of outstanding debts was presented to the Committee. The Committee approved the write-off of the
uncollectable debt.
REVIEW/APPROVAL FUNCTIONS – ACCOUNTING POLICIES
An update on any necessary changes required to the Trust’s existing accounting policies in readiness for the
incorporation into the Trust’s 2012/13 annual accounts was provided.
OVERALL GOVERNANCE ARRANGEMENTS – REVIEW OF SOs/SFIs/SoRD
A summary report highlighting additional amendments to the Trust’s Standing Orders, Standing Financial
Instructions, Scheme of Reservation and Delegation was provided. The Committee approved the proposed
revisions.

SUMMARY OF KEY RISKS:

No key risks were identified.

RECOMMENDATION / DECISION REQUIRED:

The Board is asked to review and note the minutes of the Audit Committee held on 19 November 2012.

IMPLICATIONS:

Financial:

HR / Equality & Diversity:

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:
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PURPOSE OF THE REPORT / PRESENTATION:

To review and approve the Audit Committee’s revised terms of reference.

SUMMARY OF KEY ISSUES:

The proposals to revise the terms of reference were reviewed by the Audit Committee at its meeting on 11
th

February 2013 in line with its workplan.

The previous terms of reference have been amended to reflect changes in membership which were
recommended in the recent review of board committees and reporting arrangements and which were approved
by the Trust Board in September 2012 for inclusion in all sub-committee terms of reference at their next
scheduled review date. Key changes implemented include:
 Only formal committee members count towards quoracy;
 Minimum attendance level set at 80%;
 Apologies to be submitted in advance of the meeting;
 Appropriate deputies to attend to present reports in the absence of members;
 Membership to be reviewed annually; and
 Members to act in the interests of the Trust as a whole (rather than representing their own service area).

The review also identified a number of review/approval functions that the Trust may wish to consider removing
from the terms of reference for the Audit Committee – these were considered by the Committee but it was
concluded that with the exception of the two responsibilities, the remainder of these functions continued to be
appropriate matters for the Committee to review.

Therefore, the following responsibilities have therefore been removed from the terms of reference and it is
proposed that they be picked up by other committees as indicated:

Former Paragraph 10.12:
The Committee will receive a regular report on all redundancy and compromise agreements (including
nil returns). Such reports are already reviewed by the HR Equality and Diversity Committee (which reports
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into the Quality Governance Committee).

Former Paragraph 10.13:
The Committee will receive an annual report on the Trust property asset register and property leases.
This report could be reviewed by the Trust’s PFI and Development Committee (which reports into the Finance
and Performance Committee).

The Audit Committee will seek assurance from the HR Equality and Diversity Committee and the PFI and
Development Committee that these functions have been picked up in their respective workplans and terms of
reference.

SUMMARY OF KEY RISKS:

None identified.

RECOMMENDATION / DECISION REQUIRED:

The Trust Board is asked to review and approve the updated terms of reference for the Audit Committee.

IMPLICATIONS:

Financial: None

HR / Equality & Diversity: None

Governance: The Audit Committee’s terms of reference need to be reviewed regularly and
kept up to date.

Legal: None

REVIEW:

Trust Standing Committee Date Trust Standing Committee Date
Quality Governance Committee Remuneration Committee
Finance and Performance Committee Executive Meeting
Audit Committee 11/2/13

DATA QUALITY:

Data/information Source:
Data Quality Controls:
Data Limitations:
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Audit Committee
Terms of Reference

1. Purpose

1.1. The Audit Committee will review the Trust’s governance, risk management and
internal control systems and will receive reports from the Trust’s internal and external
auditors.

1.2. These terms of reference follow the best practice guidance contained in the NHS
Audit Committee Handbook 2011.

1.3. In carrying out this work the Committee will primarily utilise the work of Internal Audit,
External Audit and other assurance functions, but will not be limited to these audit
functions. It will also seek reports and assurances from directors and managers as
appropriate, concentrating on the overarching systems of integrated governance, risk
management and internal control, together with indicators of their effectiveness.

1.4. This will be evidenced through the Committee’s use of an effective Assurance
Framework and Risk Register to guide its work and that of the audit and assurance
functions that report to it.

2. Membership

2.1. Membership of the Audit Committee will consist of a minimum of four Non-Executive
Directors of the Trust.

2.2. Only members of the Committee are entitled to be present at its meetings and will
count towards quoracy. The committee may invite non-members to attend its
meetings as it considers necessary. The following officers of the Trust will be
available to 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:

a. The Chief Executive and the Chief Finance Officer and senior staff from the
Finance Department;

b. The Head of the Trust’s Internal Audit function and other appropriate internal
audit staff;

c. The Trust’s External Auditor and other members of the external audit team;

2.3. Members will be required to attend as many meetings as possible and should
maintain a minimum 80% attendance level.

2.4. Where members are unable to attend they should submit their apologies in advance
of the meeting.

2.5. Chairs of reporting committees or any other member required to provide a report or
update relevant to their portfolio should ensure an appropriate deputy attends
meetings in their absence. Deputies must be fully briefed and able to represent the
issues of the absentee when presenting items on their behalf. At the Chair’s
discretion deputies may be required to attend for all or part of the meeting.

2.6. The membership of the Committee will be reviewed annually to ensure that it meets
the governance requirements of the Trust.
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2.7. The Committee holds a key role in the governance of the Trust. For avoidance of
doubt Trust employees who serve as members of the Committee do not do so to
represent or advocate for their service areas but to act in the interests of the Trust as
a whole and as part of the Trustwide governance structure.

2.8. At least once per annum, the Audit Committee will meet in private with the Trust’s
internal and external auditors.

3. Chair

3.1. The Audit Committee will be chaired by a Non-Executive Director of the Trust, with a
financial background.

3.2. The Chair of the Trust Board will not be eligible to Chair or attend the Committee.

4. Secretariat

4.1. The Associate Director of Finance – Corporate Services, or their nominee, will act as
the Secretary to the committee.

5. Quorum

5.1. The quorum necessary for the transaction of business shall consist of at least two
members.

6. Frequency of Meetings

6.1. The Audit Committee will normally meet five times during the course of the financial
year plus an extra meeting will be held to review the annual report and accounts and
recommend their adoption to the Trust Board as appropriate. The meetings will be
scheduled in advance and an annual programme will be available.

6.2. The Chair of the Audit Committee will call ad hoc meetings as appropriate.

6.3. The Head of Internal Audit or the External Auditor may request an ad-hoc meeting of
the Committee if they consider it necessary.

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 Audit Committee in
consultation with the Chief Finance Officer.

8.2. Where relevant, agenda items will be based on an annual schedule of business. This
will be reviewed at every meeting.
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8.3. The terms of reference will be formally reviewed by the Audit Committee each year,
and may be amended by the Committee at any time to reflect changes in
circumstance which may arise. Any proposed amendments to the Terms of
Reference will be approved by the Trust Board.

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

8.5. Although normally decisions are reached on a consensus, in the event of a
disagreement, decisions on any matter are made by the majority, with the Chair of the
Committee having a second casting vote in the event of a tie. A Committee member
who remains opposed to a proposal after a vote can ask for his or her dissent to be
recorded in the minutes.

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. This will allow sufficient time for actions to be addressed prior to next
meeting and the formal distribution of papers.

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

10. Duties

10.1. In line with recommendations contained in the NHS Audit Committee handbook, the
Audit Committee will have responsibility for the following:

 Governance, risk management and internal control

 Internal Audit

 External Audit

 Other assurance functions

 Financial reporting.

10.2. The Committee shall review the establishment and maintenance of an effective
system of integrated governance, risk management and internal control, across the
whole of the organisation’s activities that supports the achievement of the
organisation’s objectives. In particular, the Committee will review the adequacy of:

 all risk and control related disclosure statements (in particular the Annual
Governance Statement and declarations of compliance with the requirements for
Care Quality Commission registration), together with any accompanying Head of
Internal Audit statement, external audit opinion or other appropriate independent
assurances, prior to endorsement by the Board;
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 the underlying assurance processes that indicate the degree of the achievement
of corporate objectives, the effectiveness of the management of principal risks
and the appropriateness of the above disclosure statements;

 the policies for ensuring compliance with relevant regulatory, legal and code of
conduct requirements;

 the policies and procedures for all work related to fraud and corruption as set out
in Secretary of State Directions and as required by the Counter Fraud and
Security Management Service. Under the Secretary of State’s Directions for
Countering Fraud in the NHS, the Local Counter Fraud Specialist (LCFS) is
required to attend at least two meetings of the Audit Committee each year: to
approve the Annual Report and agree the Counter Fraud Plan and to provide an
update to the Audit Committee on the progress made against that plan.

10.3. The Audit Committee will review the work and findings of the LCFS and will consider
the implications and management responses to this work as follows:

 The LCFS reports on arrangements in place to counter fraud and the Audit
Committee is required to consider the results of fraud work as it bears on the
wider role of the committee

 The LCFS should draft the Fraud Policy for the approval of the Audit Committee

 The Audit Committee should formally approve the LCFS Annual Plan and receive
the annual report and at least one progress report each year

 The Audit Committee reviews all work relating to fraud and corruption as detailed
by the Secretary of State’s Directions and the NHS Counter Fraud and Security
Management Service

 The LCFS will liaise with the Trust’s Internal and External Auditors as appropriate

 The LCFS should review all relevant Trust policies to ensure that appropriate
reference is made to countering fraud in the NHS.

10.4. The Committee shall ensure that there is an effective internal audit function
established by management that meets mandatory NHS Internal Audit Standards and
provides appropriate independent assurance to the Audit Committee, Chief Executive
Officer and Board. This will be achieved by:

 consideration of the provision of the Internal Audit service, the cost of the audit
and any questions of resignation and dismissal;

 review and approval of the Internal Audit strategy, operational plan and more
detailed programme of work, ensuring that this is consistent with the audit needs
of the organisation as identified in the Assurance Framework;

 consideration of the major findings of internal audit work (and management’s
response), and ensure co-ordination between the Internal and External Auditors
to optimise audit resources;

 ensuring that the Internal Audit function is adequately resourced and has
appropriate standing within the organisation;

 annual review of the effectiveness of internal audit.

10.5. The Committee shall review the work and findings of the External Auditor appointed
by the Audit Commission and consider the implications and management’s responses
to their work. This will be achieved by:
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 consideration of the appointment and performance of the External Auditor, as far
as the Audit Commission’s rules permit;

 discussion and agreement with the External Auditor, before the audit
commences, of the nature and scope of the audit as set out in the Annual Plan,
and ensure coordination, as appropriate, with other External Auditors in the local
health economy;

 discussion with the External Auditors of their local evaluation of audit risks and
assessment of the Trust and associated impact on the audit fee; and

 review all External Audit reports, including agreement of the annual audit letter
before submission to the Board and any work carried outside the annual audit
plan, together with the appropriateness of management responses.

10.6. The Audit Committee shall review the findings of other significant assurance
functions, both internal and external to the organisation, and consider the implications
to the governance of the organisation.

 These will include, but will not be limited to, any reviews by Department of Health
Arms Length Bodies or Regulators/Inspectors (e.g. Care Quality Commission,
NHS Litigation Authority, etc.), professional bodies with responsibility for the
performance of staff or functions (e.g. Royal Colleges, accreditation bodies, etc.)

 In addition, the Audit Committee will review the work of other committees within
the organisation, whose work can provide relevant assurance to the Audit
Committee’s own scope of work.

 In reviewing the work of the committee responsible for clinical governance, and
issues around clinical risk management, the Audit Committee will wish to satisfy
itself on the assurance that can be gained from the Trust’s clinical audit function.

 The Audit Committee may request and review reports and positive assurances
from directors and managers on the overall arrangements for governance, risk
management and internal control.

10.7. The Audit Committee shall review the annual report and financial statements before
submission to the Board, focusing particularly on:

 the wording in the Annual Governance Statement and other disclosures relevant
to the Terms of Reference of the Committee;

 changes in, and compliance with, accounting policies and practices;

 unadjusted mis-statements in the financial statements;

 major judgemental areas; and

 significant adjustments resulting from the audit.

The Committee should also ensure that the systems for financial reporting to the
Board, including those of budgetary control, are subject to review as to completeness
and accuracy of the information provided to the Board.

10.8. The Committee will review the Annual Quality Account before submission to the Trust
Board, focusing particularly on quality performance indicators and the audits
underpinning them.

10.9. The Committee will review and approve all losses and special payments.
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10.10. The Committee will review all instances where the Trust’s Standing Orders, Standing
Financial Instructions and Scheme of Reservation and Delegation have been waived.

10.11. The Committee will review all proposed changes to the Trust’s Standing Orders,
Standing Financial Instructions and Scheme of Reservation and Delegation.

11. Reporting Responsibilities

11.1. The Audit Committee will act independently from the other sub-committees of the
Board, seeking assurance through regular review of the Assurance Framework and
all assurance functions available to it. The regular review of the Assurance
Framework will be reflected in the Committee’s work plan.

11.2. The Audit Committee will review an annual report from each sub-committee of the
Trust Board on an annual basis and this will be reflected in the Committee’s work
plan.

11.3. Following each meeting of the Audit Committee, a summary report of the meeting’s
main agenda and action points should be prepared for Trust Board by the meeting
Secretary (the Associate Director of Finance – Corporate Services or their nominee)
and agreed by the Committee chair.

11.4. The Committee will prepare an annual report on its effectiveness, attendance
disclosures, work undertaken and key decisions, alongside a forward plan for the
forthcoming year, in line with the guidance set out in the NHS Audit Committee
Handbook 2011. This review will be prepared by the Committee Secretary on behalf
of the Chair and presented to the Audit Committee for agreement and to the Trust
Board for approval.

11.5. The members of the Committee will undertake an annual self-assessment co-
ordinated by Internal Audit as set out in the Audit Committee Handbook to ensure that
the work of the Committee and its effectiveness is appropriately reviewed. This
assessment will also be separately completed by the Committee Secretary and the
results shared with the Committee Chair and Internal Audit.

12. Authority

12.1. The Audit Committee receives formal delegated powers from Trust Board, and must
act in accordance with the Trust Standing Orders, Scheme of Delegation and
Standing Financial Instructions

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

12.3. The Audit Committee is authorised by Trust Board to obtain legal or other
independent professional advice and to secure the attendance of persons with
relevant experience and expertise from within or without the Trust as it considers
necessary.
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12.4. The Audit Committee is authorised by the Board 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.

Version 6
March 2013

Approval

 Amendments to the ToRs (Version 5) were discussed at the Audit Committee meeting
held on 27

th
February 2012 and approved at the Trust Board on 28

th
March 2012.

 Amendments to the ToR (version 6) were discussed and approved at the Audit Committee
meeting held on 11

th
February 2013.

Review date: March 2013
Version number: 6
Author: Alan Jones, Associate Director of Finance – Corporate Services



UNIVERSITY HOSPITALS COVENTRY AND WARWICKSHIRE NHS TRUST

REPORT TO THE TRUST BOARD: PUBLIC

27th March 2013

Trust board/templates/header sheet (public) version 6 – August 2011

Subject: Board Assurance Framework
Report By: Jenny Gardiner, Trust Board Secretary
Author: Jenny Gardiner, Trust Board Secretary
Accountable Executive Director: Meghana Pandit, Chief Medical Officer

GLOSSARY

Abbreviation In Full
BAF Board Assurance Framework

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 Board is responsible for identifying its principal objectives, setting annual targets and having systems in
place to manage its principal risks. Trust Board will undertake an annual risk identification and assessment
exercise to identify business critical risks which threaten achievement of the organisation’s strategic priorities
and determine the level of acceptability of these risks. The output of this assessment forms the basis of the
Trust Board Assurance Framework (BAF).

It is the duty of Trust Board members to ensure that they appropriately monitor the BAF and obtain assurances
that the controls in place to manage risks in order to achieve the organisational objectives are effective and
operating as intended. They do this by receiving the populated BAF detailing the totality of risks to the strategic
objectives and considering whether risks are being appropriately managed and mitigated by seeking the
following assurances;

 Do the controls mitigate the risks? Are there areas which require further control?
 Are the assurances sought adequate? Are there areas which require further assurances?
 Do resources need allocating to bring controls and assurances to the required level?
 Does the BAF influence the Board agenda?

In addition, the Trust Board will focus on the high risk areas of the BAF by reviewing the red BAF risks as part
of monthly risk register report to Trust Board.

SUMMARY OF KEY ISSUES:

To date the Board Assurance Framework (BAF) has been reported in private Trust Board session. However,
there is an emerging requirement to now share this information in public session;

 The Internal Audit annual review of the BAF recommended that the full BAF should be received at
Public Board, at least periodically

 The Deloitte review of the Trust Board and sub-committees highlighted that the Board Assurance
Framework (BAF) should be reported to the Public Board at least twice a year as good practice, and
noted the Trust does not currently present the BAF at Public Board.
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Feedback from SHA also confirms the need for BAF to be presented periodically to public Trust Board.

Going forward BAF will presented to Trust Board quarterly (in addition to Audit Committee) and will comprise of
two reports to private Board and two reports to public Board (alternate).

Chief Officers have now updated their risks according to the minimum data fields agreed at the Risk Committee
meeting on 28/06/12. Each risk requires controls and assurances to be determined and risk assessment in
terms of likelihood and consequence. For each gap in control, gap in assurance or negative assurance
identified, an appropriate action should be defined to address this. Risks should only be closed where they are
appropriately mitigated i.e. when the current risk level and the target risk level are the same (this is the level of
risk appetite that the Trust is willing to accept).

The 2012/13 BAF has been considered previously by private Trust Board and Audit Committee. The 2013/14
BAF will be updated following a risk mapping session in May / June 2013. The first public BAF report is
presented to Trust Board in March 2013.

SUMMARY OF KEY RISKS:

As detailed in the BAF.

RECOMMENDATION / DECISION REQUIRED:

Trust Board is requested to
 Endorse the process followed to date to compile the 2012/13 BAF
 Review and accept the Board Assurance Framework

IMPLICATIONS:

Financial:

HR / Equality & Diversity:

Governance: Governance requirement to present BAF in public Trust Board

Legal:

REVIEW:

Trust Standing Committee Date Trust Standing Committee Date
Quality Governance Committee Remuneration Committee
Finance and Performance Committee Executive Meeting
Audit Committee Feb 13

DATA QUALITY:

Data/information Source: Datix risk management system
Data Quality Controls:
Data Limitations:



BAF Report

ID
Date

Identified

Closed

date
Title

Principal

objectives
Risk Subtype Risk Owner Handler

Executive

Lead

Risk level

(initial)
Current controls Previous Controls Gaps in controls

Risk level

(current)
Assurance Gaps in assurance

Risk

level

(Target)

Action Plan Summary

378 03/07/2012 (BAF) Risk of

Failing Key

National

Performance

Indicators

To deliver

excellent

Patient Care

and

Experience

Operational Dr M Iredale Jon Barnes David

Eltringham

High - High level action plan, covering

5 domains relating to ED Four

Hours; pre-hospital, ED,

forward, DTOC/Capacity,

Discharge/External Discharge -

Robust process to manage

patient access to 18 week and 2

week wait / Cancer Pathways.

Reviewed by NHS IMAS. Action

Plan for more improvements

being developed

Weekly performance reviews, hourly

trigger tools, capacity models in place to

match demand

Control measures

are not yet,

delivering required

improvements in

performance

High Daily performance reports Weekly

reporting and breach analysis

Review of action plans by ECIST /

SHA Current performance remains

poor.

Continued gap in

performance to deliver

improvements

Low Campaigns Perfect

weekend Urgent Care

Centre Medical Model

review and Acute Medical

take to AMU Discharge

Actions - Rapid Response

team, daily Snr review Bed

Managment System

change Hot Clinics / Acute

Clinics

445 26/11/2010 (BAF) Mandatory

Training

To deliver

excellent

Patient Care

and

Experience

Operational Diana

Finlayson

Diana

Finlayson

Ian Crich Moderate There are monthly reports

providing details of compliance

for mandatory training as a

percentage of the workforce.

The monthly reports are

delivered to Specialty

Management Groups and COG.

Where there is poor

performance this is raised with

the management teams and at

HRED in order that assurance

can be provided by the Group

Management Team as to how

100% compliance will be

achieved. Diana Finlayson is

leading an 11 point action plan

for further discussion at HR &

ED Committee on 22nd January

2013. The development of

reporting within ESR has

provided greater detail and

accuracy against complinace

alongside mandatory training.

Performance regularly published in

workforce key performance indicators

with this considered by HR & ED

Committee, COG and OPPM.

The controls are

not effective in

ensuring 100%

compliance.

High Training & Education & Research

Committee Quality Governance

Committee Mandatory Training

Committee

Nil Low An 11 point action plan

agreed by QGC for

implementation on 1.4.13.

Audit to take place to

ensure all recoding

mechanisms are in place.

Full implementation of ESR

self service on 01/04/13.

Close all local systems that

are recording Mandatory

training compliance

1383 24/07/2012 (BAF)

Reconfiguration of

paediatric

services

To deliver

excellent

Patient Care

and

Experience

Operational Mr S Keay Carmel

McCalmont

Meghana

Pandit

High August 2012 -Consultation

completed. Decision to be

discussed at Trust Board in

September. recommend setting

up of Delivery Board and Project

Operational Group. Work in

collaboration with GEH to

appoint consultants and develop

common clinical pathways.

Project Group and Peadiatric Delivery

Board

Project

implementation

group to be

stablished locally.

Need for Project

Lead identified.

High Clinical committment to work jointly

with GEH to deliver safe and

sustainaible service Project

Delivery Board reports to Quality

Governance Committee and Trust

Board

Project support for

clinicians

Very low Engage with Paediatric

Delivery Board (GEH,

SWFT, CCG) to ensure

smooth transiation



ID
Date

Identified

Closed

date
Title

Principal

objectives
Risk Subtype Risk Owner Handler

Executive

Lead

Risk level

(initial)
Current controls Previous Controls Gaps in controls

Risk level

(current)
Assurance Gaps in assurance

Risk

level

(Target)

Action Plan Summary

1465 10/01/2013 (BAF) Focus on

financial

turnaround

stretches

management

capacity and may

compromise

operational

integrity and

performance

To deliver

Value for

Money

Safety -

Clinical

Gail Nolan Mr Alan

Jones

Gail Nolan High 1. Integrated strategic and

operational planning processes

define priorities and desired

outcomes 2. Annual objectives

(Trust/Group/Department/individ

ual) provide focus for standards

and scope of service provision

3. Metrics for performance

standards agreed (quality:

safety/outcomes/experience;

volumes; scope/service) 4.

Criteria for resource distribution

agreed and applied consistently

(workforce, facilities and

finance) 5. Accountability

framework reflects agreed plans

and is applied consistently

across management structure 6.

Risk management processes

identify exceptions and actions

to contain hazards/improve

performance 7. Training and

reporting arrangements

establish awareness and

support feedback

Integrated performance framework in

place and reviewed through PPMO and

Planning Unit. Standing agenda item for

discussion at COG and PMR reviewed

monthly at Trust Board prior to SHA

submission.

Full establishment

of PPMO and

performance

management

framework. Key

operational posts

remain

vacant/newly

appointed.

High Audit Committee: Internal/External

Audit Reviews Quality governance

reporting framework reported to

QGC SHA Escalation regime

(including PMR reporting) Quality

account (and audit) Contract

monitoring and query resolution

Complaints/Patient Survey Results

Satff Survey Results External/Peer

Reviews CQC inspections, reviews

and routine reporting Royal College

Reports Deanery Reviews NHSLA

Assessment Dr Foster Reports

PEAT Assessments Integrated

performance framework in place

and reviewed through PPMO and

Planning Unit. Standing agenda

item for discussion at COG and

PMR reviewed monthly at Trust

Board prior to SHA submission.

No established

performance meeting

schedule going forward.

Low Implementation of revised

operational accountability

framework, reporting and

escalation arrangements.

Agreement and

implementation of sub

Trust level reporting

metrics/dashborads

Resolution of poor 4 hour

A&E target Corporate

support structure vacancies

to be approved and

recruited Review of

business planning and

business case

arrangements

Development of a service

transformation programme

1468 10/01/2013 (BAF) Negative

organisational

culture leads to

failure of

implementation of

Trust strategies

To be an

Employer of

choice

Human

Resources

Mr Ian Crich Diana

Finlayson

Ian Crich High The information collated from

staff, patient impressions and

national staff survey will inform

the HRED Committee. The

HRED Committee will also

oversee the delivery of the

Workforce Strategy that has a

committment to embed agreed

Trust values and behaviours

through a programme of

Organisational Development

during 2013-15.

Previous controls - none Detailed OD

programme not yet

agreed.

High The HRED Committee will provide

assurance to Quality Governance

Committe on the progress being

made with regard to the

implementation of the Workforce

Strategy.

Nil Moderate To develop detailed OD

programme.

1471 10/01/2013 (BAF) Failure to

deliver

Foundation Trust

timelines set out

in TFA

To be a

Research

based

Healthcare

organisation,

To be a

leading

Training and

Education

Centre, To

be an

Employer of

choice, To

deliver Value

for Money,

To deliver

excellent

Patient Care

and

Experience

Compliance Mrs Janet

White

Julia

Bassett

Andy Hardy Moderate Monthly PMR review and Board

scrutiny. Monthly FT Steering

Committee oversight with all

Exec Directors involved. CEO as

lead and dedicated FT Project

Director with other leads

focussed on particular aspects

(e.g. IBP, membership, board

development etc.). Recent

review of resource allocated and

strengthening of FT project

leadership team. NTDA have

given opportunity for Trusts to

reassess their timeline and offer

up alternative

timeline/milestines as part of

annual planning process.

Revised submission completed.

Monthly PMR review and Board scrutiny.

FT SC oversight, with CEO as lead and

dedicated FT Project/Programme

Director in post.

Action planning

and peformance

management

paused until HDD

1 completed and

new actions

identified

High Reports to FT SC and Trust Board None identified Moderate Action plan circulated for

regular updating

commenced in January

2013.
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Date

Identified

Closed

date
Title

Principal

objectives
Risk Subtype Risk Owner Handler

Executive

Lead

Risk level

(initial)
Current controls Previous Controls Gaps in controls

Risk level

(current)
Assurance Gaps in assurance

Risk

level

(Target)

Action Plan Summary

1480 14/01/2013 (BAF) Financial

constraints lead to

deterioration of

safety standards

and patient

experience

To deliver

Value for

Money, To

deliver

excellent

Patient Care

and

Experience

Safety -

Clinical

Gail Nolan Mr Alan

Jones

Gail Nolan High 1. Integrated strategic and

operational planning processes

define priorities and desired

outcomes 2. Annual objectives

(Trust/Group/Department/individ

ual) provide focus for standards

and scope of service provision

3. Metrics for performance

standards agreed (quality:

safety/outcomes/experience;

volumes; scope/service) 4.

Criteria for resource distribution

agreed and applied consistently

(workforce, facilities and

finance) 5. Accountability

framework reflects agreed plans

and is applied consistently

across management structure 6.

Risk management processes

identify exceptions and actions

to contain hazards/improve

performance 7. Training and

reporting arrangements

establish awareness and

support feedback

IBP, annual plan Quality strategy Quality

priorities Budget setting policy CIP quality

impact assessment (clinical exec sign

off) Operational performance planning

and review - Planning Unit, Delivery Unit,

Capital Committee, PPMC and PPMO

OPPM suspended

pending review of

operational

accountability

framework,

reporting and

escalation

arrangements Sub

trust level reporting

metrics/dashboard

s and regime to be

agreed and

implemented

Corporate support

structure

vacancies to be

approved and

recruited Review

of business

planning and

business case

process to be

completed April

2013

High Integrated performance reporting

framework includes reporting to

F&P, Board and COG Audit

Committee: Internal/External Audit

Reviews Quality governance

reporting framework reported to

QGC and Patient safety committee

SHA escalation regime (including

PMR reporting) Quality account

(and audit) Contract monitoring and

query resolution SLR and reference

cost benchmarking External

validation of CIP programme and

delivery Complaints / Patient

survey results Patient stories, PSW

- feedback, Staff survey results

External / peer reviews eg

WMQRG CQC inspections, reviews

and routine reporting Royal College

reports Deanery reviews NHSLA

assessment Dr Foster reports

PEAT assessments

Financial position in-year

deficit: yet to secure

planned surplus (action:

contract income

negotiation; group

financial expenditure

recovery cells) Service

transformation

programme (2 year CIP):

yet to be identified

(action: organisational

and service

improvement structure to

be set up; McKinsey

leading internal

efficiency programme) 4

hour target - year to date

performance non

compliant (link to

financial constraints not

established directly;

Winter funding may

support improvement)

Moderate Implementation of revised

operational accountability

framework, reporting and

escalation arrangements

Agreement and

implementation of sub trust

level reporting

metrics/dashboards

Corporate support structure

vacancies to be approved

and recruited Review of

business planning and

business case

arrangements Resolution

of in-year deficit (2012/13)

Development of a service

transformation programme

Resolution of poor 4 hour

A&E target performance

1481 14/01/2013 (BAF)As a result

of competing

major change

programme

priorities, the

Trust fails to meet

CIPs required to

deliver LTFM cost

base

To deliver

Value for

Money

Financial Gail Nolan Mr Alan

Jones

Gail Nolan High 1. Integrated strategic and

operational planning processes

define priorities and desired

outcomes 2. Annual objectives

(Trust/Group/Department/individ

ual) provide focus for standards

and scope of service provision

3. Metrics for performance

standards agreed (quality:

safety/outcomes/experience;

volumes; scope/service) 4.

Criteria for resource distribution

agreed and applied consistently

(workforce, facilities and

finance) 5. Accountability

framework reflects agreed plans

and is applied consistently

across management structure 6.

Risk management processes

identify exceptions and actions

to contain hazards/improve

performance 7. Training and

reporting arrangements

establish awareness and

support feedback

Monthly performance monitoring of

annual plan (integrated activity, quality,

workforce and financial plans including

delivery of CIPs and Board approved

service developments) Integrated

performance reporting developed to

include robust forecasting (activity,

quality, workforce and finance) PPMO

arrangements established to focus on

Groups' delivery of identified schemes

and weekly performance management of

milestones Agreed workforce

establishments (including CIP schemes)

reflected in budgets Specialty-level

strategic framework roll out to identify

further opportunities to improve the

reported cost and market position; agree

next phase roll out to defined specialties

Whole health economy approach to joint

working on transformation programme,

disinvestment and assessment and plans

for tackling economic downturn Engage

with Commissioners on agreeing

approach to management of SLA

variations (including QIPP, planned

developments and incidental growth)

OPPM suspended

pending review of

operational

accountability

framework,

reporting and

escalation

arrangements Sub

trust level reporting

metrics/dashboard

s and regime to be

agreed and

implemented

Corporate support

structure

vacancies to be

approved and

recruited Review

of business

planning and

business case

arrangements to

be finalised April

2013

High Integrated performance reporting

framework reported to F&P, Trust

Board, Executive Group SHA/DH

Escalation Regime, FIMS & PMR

Reporting Audit Committee:

Internal/External Audit Reviews

SLR and reference cost

benchmarking Contract monitoring

and query resolution process

External validation of CIP

programme and delivery

Financial position in-year

deficit: yet to secure

planned surplus (action:

contract income

negotiation; group

financial expenditure

recovery cells Service

transformation

programme (2 year CIP):

yet to be identified

(action: organisational

and service

improvement structure to

be set up; McKinsey

leading internal

efficiency programme)

Moderate Implementation of revised

operational accountability

framework, reporting and

escalation arrangements

Agreement and

implementation of sub trust

level reporting

metrics/dashboards

Corporate support structure

vacancies to be approved

and recruited Review of

business planning and

business case

arrangements Resolution

of in-year deficit (2012/13)

Development of a service

transformation programme



ID
Date

Identified

Closed

date
Title

Principal

objectives
Risk Subtype Risk Owner Handler

Executive

Lead

Risk level

(initial)
Current controls Previous Controls Gaps in controls

Risk level

(current)
Assurance Gaps in assurance

Risk

level

(Target)

Action Plan Summary

1470 10/01/2013 (BAF) Failure to

understand &

respond to

external

environment & to

anticipate

significant

changes within

health policy &

funding

To be a

Research

based

Healthcare

organisation,

To be a

leading

Training and

Education

Centre, To

be an

Employer of

choice, To

deliver Value

for Money,

To deliver

excellent

Patient Care

and

Experience

Strategic Mrs Jenny

Gardiner

Mrs Paula

Young

Andy Hardy Moderate CEO and all Chief Officers have

the responsibility for keeping

abreast of all relevant national

policy directives and where

possible participating in national

policy making forums at which

influence can be exerted. Such

exposure is designed to not only

mitigate the risk of failure to

respond to such national policy

changes but to readily identify

opportunities that exist when

such changes occur.

CEO membership of AUKUH CEO's

Forum National Board of the HFMA

External Advisory Group to the DH for

payment by results AHSC Lead Chair of

Arden LETC member of West Midlands

LETB

None identified Low None identified Director of Strategy /

Commercial

Development post does

not currently exist in

Trust

Very low CEO to appoint a Director

level lead for strategy

reporting directly to the

CEO to understand and

interpret the wider external

environment and future

proof the organisation.

214 25/01/2010 (BAF) Lack of

strategic and

clinical

management

skills within the

workforce.

Delivering

safe, high

quality &

evidenced

patient care

Operational Jon Barnes Claire

Bonniger

David

Eltringham

Moderate Clinical and operational

performance management

reporting & reviews in place.

Annual business planning cycle

& monthly business planning

forum in place. 21.10.11.

14.01.13 - This year we have

delivery plans. Combination of

Delivery Unit and Planning Unit

being established to review

strategic way forward. - Review

of structure at 12 months from

implementaiton. In progress -

Review of leadership capacity

and capability. In Progress -

Developmnet of a "Top 100"

Leadership and Organisational

Development Programme _

Review of structure at 12 months from

implementation (in progress) Review of

Leadership capacity and capability (in

progress) Development of a "Top 100"

Leadership and Organisational

Development Programme

Operational

pressures

distracting time

away from

strategic

development

Moderate 1. Trust Boards & sub-committee

reports/minutes. 2. Divisional

performance management

reports/minutes. 3. PCT

performance management

reports/minutes.

None Low 1. Compliance with and

delivery of action plan 2.

Introduction of competent

performance managment

framework 3. Weekly CD

meetings 4. Review of

structure and leadership

capacity /capability 5.

Development of a Fit for

Purpose OD Programme 1.

Robust delivery plans 2.

Specialty meetings 3.

Weekly meetings with all

specialties 4. Recruitment

of Director of Delivery

216 25/01/2010 (BAF) Failure to

embed agreed

processes to

provide assurance

of compliance

against the

regulatory

frameworks.

To deliver

excellent

Patient Care

and

Experience

Compliance Paul Martin Yas

Chauhan

Meghana

Pandit

Moderate 1. Systems of Executive &

Corporate leads for regulatory

inspection in place. 2. System

for development, approval &

implementation of Corporate

Business Records in place. 3.

Approved policy & processes

available to staff. 4. QPS Board

to ward reporting. 5. QPS

meetings in every specialty. 6.

Divisional QPS meetings. 7.

Q&PS part of Quarterly

Performance Reviews 8.1.13 -

To be reviewed by COG in

January as part of BAF refresh.

Risk management policy and allied

processes Corporate and local policies

Internal and external audit processes

Reporting mechanisms through Trust

performance framework CNST and NHS

LA ratings

1. Failure to

manage

consequence of

lack of adherence

to approved

process & policy.

2. Failure to

address lack of

adherence to

approved

assurance

mechanisms.

Moderate 1. Annual Health Check Outcomes.

2. CQC Inspections 3. Delivery of

most key targets 4. NHSLA

attainment Level 1, September

2012 review. 5. Trust Board twice

yearly visits and inspections

calendar.

1. Lack of internal audit

monitoring of

compliance with

policy/process at

operational level.

Low NHSLA Leads in place All

policies updated and in

place NHSLA inspections

suspended

361 03/08/2010 (BAF) Transitional

arrangements in

external operating

environment

Improving

business and

service

framework

Operational Mr David

Eltringham

Ms Susan

Rollason

Gail Nolan Moderate 1. Monthly contracting meetings

and quality meetings with PCTs.

2. Recently commenced

interface group meeting with

GPs. 3. Arden Senate

None identified Frequency of

meetings with GPs

and PCT

counterparts

Moderate Peer reviews SHA reviews of

services Board to Board meetings

with PCTs CQUIN standards

between UHCW and PCT

Performance and finance reports.

Contractual standards

between UHCW and

PCT Contract reviews

Low Review the outcome of

CCR meetings in three

months Review Board

information on contracts

and targets to give further

detail on progress

Establish Clinical

Engagement Meeting

Contract review



ID
Date

Identified

Closed

date
Title

Principal

objectives
Risk Subtype Risk Owner Handler

Executive

Lead

Risk level

(initial)
Current controls Previous Controls Gaps in controls

Risk level

(current)
Assurance Gaps in assurance

Risk

level

(Target)

Action Plan Summary

1022 10/08/2011 (BAF) Failure to

develop &

implement

strategy to deliver

strategic objective

on excellence in

research,

innovation and

education

To deliver

excellent

Patient Care

and

Experience

Reputational Dr M Allen Marie

Midgley

Meghana

Pandit

Moderate Progress against strategy is

overseen by relevant

committees (Research and

Development, Medical

Education, Nursing and

Midwifery) which in turn report to

the Education Training and

Research committee which

reports in turn to the Quality

Governance Committee and

thence to the Trust Board.

Updated 4.1.13 -The Training

Education Research Committee

has been established as has

met regularly for nearly a year.

As part of its role it has held a

series of workshops to develop

a strategy for the Trust and a

subgroup is currently drafting

the first draft of this strategy

ready for approval at the next

committee meeting.

A Strategy for R&D and Innovation

written and presented by associate

Medical Director for Research and

Innovation to COG. The Joint Academic

Strategy group is tasked with overseeing

this work and ensuring it aligns with our

academic partners. The new Education,

Training and Development Committee,

with appointment of new Associate

Medical Director for Education & Training

will consider a draft strategy as one of its

first priorities. The quality of

undergraduate and postgraduate Medical

Education is inspected through a series

of external visits by the West Midlands

Deanery (postgrad training) and the GMC

(undergraduate). Aspects of research are

also externally assessed by the MHRA

(pharmaceutical trials) and the Human

Tissue Authority (storage of human tissue

samples). Reports from these various

external assessments will be reviewed by

the Education, Training and Research

committee. Two director level positions

(Research and Medical Education) are

accountable within their job descriptions

to the CMO for performance in their

respective areas.

The Education

Strategy is to be

written by the

Associate Medical

Director for

Education

Moderate Minutes from meeting; Annual

report to Trust Board Minutes from

meeting; Annual report to Trust

Board

Training, Education and

Research Committee to

be presented with

Education Strategy Not

yet received Education

Strategy - due for June

2012

Very low Develop education KPI's to

form part of Integrated

performance report

Develop an Education

Strategy

1067 20/01/2012 (BAF) Insufficient

controls and

adherence to

safety procedures

may lead system

failures and Never

events

To deliver

excellent

Patient Care

and

Experience

Safety -

Clinical

Mr S J

Parker

Sr Paula

Seery

Meghana

Pandit

High A gap analysis was undertaken

by QPS for all never events and

actions have been completed to

minimise the risks. RCAs were

undertaken for each incident.

Action plans have been

implemented. Monitored by SI

Group. 13.02.2013 - Opera time

stamps for "sign-in", "time out",

"sign out" introduced to prevent

"creative box ticking" by theatre

staff.

Root Cause Analysis with full action

plans drafted All events communicated to

all theatre staff Discussed at Band 7

Meetings, Departmental Meetings and

QIPS Meetings Executive Summary

circulated Trust Wide to all Operating

Surgeons

Theatre staff have

all been updated

and advised of

risks, however,

theatre service

users sometimes

can have an

impact on events

Moderate Communication to staff Training

Surgical Safety Checklist Weekly

reports Electronic version of

checklist implementation

Time to allow staff to

undertaken training and

updates 300 theatre

staff, shift patterns,

absences can be difficult

to ensure all staff have

had issues

communicated

Very low Surgical Checklist to be

placed on Opera System

1467 10/01/2013 (BAF) Poor staff

engagement

leads to

suboptimal

outcome for

patients

To be an

Employer of

choice

Human

Resources

Mr Ian Crich Mr Andrew

McMenemy

Ian Crich Moderate The information from both Staff

Impressions and Patient

Impressions and national staff

survey will be analysed and

considered by the HRED

Committee. The workforce

Strategy 2013-2018 provides a

committment to developing a

comprehensive employee

engagement strategy in 2013-

14.

Staff survey and staff survey action plan .

Forums for engagement include JNCC,

MNC, Audience with Andy, Chat with

Chief, Leadership Forum and Patient

Safety walkaround

Detailed

engagement and

communications

strategy to be

agreed.

Moderate HRED Committee will provide

assurance to Quality Governance

Committee on the progress of the

implementation of the Workforce

Strategy.

Nil Low Development of

Communication and

Engagement Strategy

1469 10/01/2013 (BAF) Lack of

investment and

prioritisation leads

to disengagement

with training &

research

Delivering

excellence in

research

innovation &

education, To

be a

Research

based

Healthcare

organisation

Strategic Dr M Allen Mrs Ceri

Jones

Meghana

Pandit

Moderate Strong committment to research

and education articulated at

committee meetings and Grand

Round. Appointments of

Associate Medical Directors for

Research and Innovation, and

Training and Education.

Research and Development

Strategy.

Appointments of Asoociate Medical

Directors for Research and Innovation,

and Education and Training

Low levels of NIHR

grant income

Moderate Porgress in implementation of the

Research and Development

strategy delivery plan TERC will

provide assurance to QGC and

PPMC

Need to develop

Research KPI's to feed

into Integrated

performance report

Low Develop R&D KPI's for

inclusion in Integrated

perfomance report
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th

March 2013

Subject: Foundation Trust Project
Report By: Andrew Hardy Chief Executive Officer
Author: Christine Emerton Foundation Trust Programme Director
Accountable Executive Director: Andrew Hardy Chief Executive Officer

GLOSSARY
Abbreviation In Full
BAF Board Assurance Framework
BGAF Board Governance Assurance Framework
FT SC Foundation Trust Steering Committee
HDD Historic Due Diligence
IBP Integrated Business plan
LTFM Long Term Financial Model
NTDA NHS Trust Development Authority
NED Non-Executive Director
PWC Price Waterhouse Cooper
SHA Strategic Health Authority
QGAF Quality Governance Assessment Framework
PPMO Performance and Programme Management

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 provide an update on the progress and timeline for the Foundation Trust status application and report on
decisions made by the FT Steering Committee.

SUMMARY OF KEY ISSUES:
The FT Steering Committee and the Project Team met on 11

th
March, 2013 to review the Master Action

Plan. A summary of the actions completed since the last report to the Board is included in the attached
Exception Report.

SUMMARY OF KEY RISKS:
UHCW NHS Trust has submitted a revised timeline to the SHA. The current risks impacting upon achievement
of foundation trust status are:

 The deteriorating performance in A&E
 The action needed to achieve the financial requirements set out by Monitor.

RECOMMENDATION / DECISION REQUIRED:
The Trust Board are asked to RECEIVE and ACCEPT this report.

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: Date for achieving Foundation Trust status.

Legal: Legal constitution and completion of necessary assessment phases.
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Finance and Performance Committee Executive Meeting
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DATA QUALITY:
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Data Quality Controls: FT Steering Committee review
Data Limitations:
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13
th

March for March 2013 Trust Board

Actions since last month:

Decision made by the FT Steering Committee 11
th

March 2013:

1. Integrated Business Plan - The FT Steering Committee considered the two strategic themes of the
business plan (1) vision and mission and (2) hub and spoke service model. The consistency of narrative
and key themes were agreed and it was proposed that further detailed activity assumptions are to be
modelled at speciality level and presented to the Strategy Unit. The process for agreeing the speciality
modelling is to be agreed by the Strategy Unit.

2. Trust Board review of the Integrated Business Plan – The FT Steering Committee agreed that the next
review of the IBP by the Board should be deferred from April to September due to the changes planned to
the posts of Non Executive Directors and chairman.

Other actions:
 Planning and IBP – Updates to the Integrated Business Plan continue.
 Finance/LTFM – Completed Q3 to reflect 2013/14 annual plan base case. Development of modelling the

downside scenarios and process for quantification of those scenarios for years 2014/15 and 2015/16 has
been referred to the Strategy Unit.

 Membership –Members for Medicine events have been held as follows: 13
th

March “Struggle to Work”;
21

st
March “ Prostate Cancer Awareness; 27

th
March “Preventing Miscarriages”.

 BGAF – Action plan updated. Completed and circulated calendar and evidence log for Board visibility and
engagement.

 Board Development – Completed draft FT Development Strategy and agreed sub-strategies. Meeting
with Deloitte’s regarding the future development programme deferred pending the appointment of new Non
Executive Directors and Chair.

 Senior Leadership Development – Small group established with those involved with Organisational
Development to review leadership development requirements.

 Strategic Membership and Governor Development – Organised communications/session for members
on the Francis Report. Modified arrangements for staff leaver’s membership as agreed by the FT Steering
Committee. Held engagement events at Voluntary Action Coventry Health and Social Care, Coventry
Older People’s Partnership Board and road shows in Coventry city centre.

Activities for coming month:

 Planning and IBP – Consider the Francis Report and identify where IBP requires strengthening to reflect
recommendations. Attend FT Network meeting with SHA 14

th
March.

 Finance/LTFM – Continue with modelling scenario’s to quantify strategic model.
 Membership – Hold FT Road shows in Coventry Orchard Centre.
 BGAF – Update action plan and monitor for/add any new requirements. Complete proposals paper to

inform sign up to Coventry Champions Scheme.
 Board Development – Reschedule board development sessions to coincide with new non executive/chair

appointments (likely to be June 2013). Collate and feedback good practice from FT Network session on
Robust Quality Governance 7

th
March and post Francis Governance 20

th
March.

 Senior Leadership Development – Further actions on hold.
 Strategic Membership and Governor Development – Collate and feedback good practice from FT

Network session on Governors and elections. Plan and implement communications around new FT
timeline.

Risks:

 FT R 31 Current rate of FT authorisations low

 FT R 12 Financial compliance and failure to demonstrate stable financial footing for FT authorisation
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 FT R 11 National targets and deterioration in A&E performance.

 FT R 47 Quality Governance Framework assessment score of 3.5 well above Monitor QGAF
threshold.

Mitigations:

 Revised timeline submitted to SHA.

 Initiatives have been implemented to improve the flow of patients through A&E including the opening
of the Urgent Care Centre and the identification of senior clinical leads responsible for discharges
within the service groups. The medical take has also been removed from emergency department. The
achievement of the 4 hour target continues to be a challenge and is receiving the full attention of the
Executive and the Leadership Team. The capacity management position has now been escalated to
black alert by the Chief Operating Officer.

 A detailed review of the Quality Governance Framework is underway with external support to identify
areas of weakness and actions required.

 PPMO process established to ensure Quality Impact Assessments are incorporated into cost
improvement programmes.

 Additional resources are being secured to provide more capacity in the governance team.



Trust Board Work Programme (Public Session)

Report Public Exec

Lead

Lead Manager Frequency No. Set date for in-year report? Report for

Noting /

Approval
Jan Feb Mar Apr May Jun Jul Sept Oct Nov

AHSN Public AH Amanda Royston Annual 1 Oct Approval √
Calendar of Meetings Public AH Jenny Gardiner Annual 1 Nov Approval √
Foundation Trust Application Update Public AH Chirstine Emerton Monthly 10 Monthly Noting √ √ √ √ √ √ √ √ √ √
Register of Gifts Public AH Jenny Gardiner Annual 1 Apr Noting √
Register of Interests Public AH Jenny Gardiner Annual 1 Apr Noting √
Work Programme Public AH Jenny Gardiner Monthly 10 Monthly Noting √ √ √ √ √ √ √ √ √ √
Signings and Sealing's Public AH Jenny Gardiner Annual 1 April Noting √
Provider Management Regime Public DE Simon Reed Monthly 10 Jan, Feb, Mar, Apr, May, Jun, Jul, Sep, Oct, Nov Approval √ √ √ √ √ √ √ √ √ √
Integrated Performance Report and Dashboard Public DE/GN Jonathon Lloyd Monthly 10 Jan, Feb, Mar, Apr, May, Jun, Jul, Sep, Oct, Nov Approval

√ √ √ √ √ √ √ √ √ √
Annual Plan Public DE John Amphlett/ Sarah Phipps Annual 1 May Noting √
Infection Prevention and Control Annual Report and Annual Plan Public MR Mike Weinbren Annual 1 Apr Noting √
Infection Prevention and Control Report including Joint Cleaning Update with ISS Mediclean Public MR Mike Weinbren Annual 1 Oct Noting √
ICT Report Public DE Robin Arnold Annual 1 May Approval √
PR Report Public IC Kerry Beadling Annual 1 January Approval √
Annual Financial Plan (Revenue and Capital) including Health Care Contracts with Commissioners Public GN Antony Hobbs / A Jones Annual 1 Mar Approval √
Annual Report and Accounts (including Statement of Internal Control and Quality Account) Public GN Alan Jones Annual 1 July (AGM by 30th Sept) Noting √
Equality and diversity report Public IC Barbara Hay Annual 1 May Approval √
Risk Management (inc H&S & Radiation Protection) Annual Report Public IC Dipak Chauhan Annual 1 Sept Noting √
Nolan Principles/NHS Code of Conduct/UHCW Code of Conduct Policy Statement Public IC Jenny Gardiner Annual 1 February Approval √ √
PEAT Report Public IC David Powell Annual 1 May Approval √
Audit Committee Meeting Report Public NED Alan Jones 6 times per

year

6 As required Approval √ √ √ √ √ √ √ √ √ √
Audit Committee TOR Public NED Alan Jones Annual 1 Mar Approval √
Finance & Performance Meeting Report Public NED Alan Jones 8 times per

year

8 As required Approval √ √ √ √ √ √ √ √ √ √
Finance and Performance Committee TOR Public NED Alan Jones Annual 1 July Approval √
Quality Governance Committee TOR Public NED Paul Martin Annual 1 Nov Approval √
Quality Governance Meeting Report Public NED Paul Martin 10 times per

year

10 Monthly Approval √ √ √ √ √ √ √ √ √ √
Remuneration Committee TOR Public NED Jenny Gardiner Annual 1 Sept Approval √
Trust Board Terms of Reference Public NED Jenny Gardiner Annual 1 November Approval √
Trust Board meeting report Public NED Jenny Gardiner Monthly 10 monthly Noting √ √ √ √ √ √ √ √ √ √
Patient Experience and Engagement Report Public MP Paul Martin Annual 1 Sept Noting √
Patient and Staff Story Public MP Paul Martin Bi-monthly 6 Jan, Mar, May, July, Sept, Nov Approval

√ √ √ √ √ √
Board Assurance Framework Public MP Jenny Gardiner Bi-annual 2 Mar, Sep Noting √ √
Education Report Public MP Maggie Allen Annual 1 January Noting √
SIG Report Public MP Paul Martin Bi-annual 2 January and June Approval √ √
Mortality Report Public MP Paul Martin Bi-annual 2 January and June Approval √ √
Research and Development Annual Report Public MP Ceri Jones Annual 1 May Noting √
Number of Reports 109

13 9 12 12 13 12 11 12 11 12
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